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Executive Summary
Background

This research has identified effective integrated Hepatitis C treatment models that successfully target at
risk marginalised populations in UK. Knowledge has been gathered from three sources: national expert and
key stakeholder interviews; an evidence review of published papers including the grey literature and
relevant case studies. Findings from these different elements of research have been combined to
triangulate those HCV treatment model strategies and interventions that are most effective in targeting
marginalised communities. Key learning from this research aims to stimulate discussion about how to
optimise HCV care in marginalised populations and to identify where new research is required.

The burden of HCV in UK
HCV is a blood-borne virus (BBV) that infects and damages the liver. In the UK, it is estimated that around
214,000 people are living with chronic Hepatitis C Virus (HCV) infection. Many individuals with chronic HCV
infection remain undiagnosed and therefore fail to gain access to HCV treatment. These individuals are
likely to present late with complications of HCV-related end-stage liver disease and cancer, which have
poor survival rates.

High risk HCV populations in UK
People infected with HCV are commonly subject to discrimination and stigma. Typically they come from
vulnerable groups with low socioeconomic status and have poor access to appropriate health care; many
belong to groups that are marginalized such as people who inject drugs (PWID) or prisoners. In UK current
injecting drug users are the population at most risk of contracting HCV. Many people at high risk of HCV do
not have access to prevention services and therefore remain undiagnosed. Even if they have been
diagnosed many are not receiving specialist management or treatment due to poor referral pathways. In
addition people infected with HCV from marginalised populations often do not adhere to their HCV
treatment because the treatment settings do not fit with their lifestyle.

New HCV drugs offer simpler treatments that could in principle be
effectively delivered from community settings
Several new interferon-free direct-acting antiviral (DAA) regimen have recently become available offer the
potential to significantly reduce the number of individuals progressing to serious HCV-related end-stage
liver disease or hepatocellular carcinoma (HCC) and to reduce premature mortality for most patients. These
orally administered DAAs have a much simpler treatment regimen than previous HCV drugs, significantly
higher success rates, shorter treatment durations and have fewer side-effects. This simpler treatment
regimen means that HCV management and treatment could be delivered from a variety of community
settings rather than requiring specialist secondary care clinics.

Commissioning challenges in terms of inequalities and resource allocation in
relation to HCV
The high cure rates of the new DAAs present a unique public health opportunity where HCV could
potentially be eliminated from the UK. The concept of novel patient centric service models is reflected in
6
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the current NHS HCV service specification. When scaling up the use of antiviral treatment for HCV infection
the public health approach seeks to ensure the widest possible access to high-quality services at the
population level, based on simplified and standardised approaches, and to strike a balance between
implementing the best-proven standard of care and what is feasible on a large scale in resource-limited
settings. Due to the current cost of medication, NHS England has currently capped the number of
individuals currently provided with DAAs treatment.

Methodology
Evidence review
The rapid evidence review has researched current integrated HCV treatment models to identify the most
effective models for different marginalised populations. The review specifically addressed access and
barriers to care and HCV commissioning responsibilities. Where this evidence did not exist, the grey
literature was searched for examples of innovative HCV approaches and for HCV case histories.

Semi structured interviews
The semi structured interviews with a range of key HCV stakeholders addressed ways to optimise HCV
treatment models within marginalised populations. The key stakeholders were identified by the national
HCV expert, the steering group and by the key expert stakeholders. Thematic analysis was used to analyse
the qualitative data in order to identify emerging effective HCV models and common themes that enabled
optimal HCV care to marginalised populations. The themes were discussed and refined in steering group
meetings.

Key Learning
This research has identified that currently HCV services in England are not meeting the needs of
marginalised populations. The research has identified key interventions that contribute to effective HCV
service models of care. The knowledge gathered from three sources, (the HCV evidence review,
stakeholder interviews and case studies,) has been collated and themed and is described in full in the
discussion section of this report. The key learning is summarised in eight key themes below:

Prevention services should combine innovative HCV awareness raising
initiatives with easy access to HCV testing
o
o

o

o

Innovative awareness raising, engagement and screening strategies should be used to target hardto-reach groups. It is important to engage with different groups and learn from their experiences.
Effective HCV prevention and early engagement initiatives involving testing and treatment referral
need to be scaled up in order to prevent the onward transmission of HCV. Harm reduction advice
and optimal access to clean injecting equipment and opioid substitution treatment (OST) is crucial
in limiting the spread of HCV.
Drug service models and pathways that incorporate dry blood spot testing can lead to: increased
numbers of at-risk individuals accessing testing for HCV, increased numbers of positive diagnoses,
better utilisation of BBV team’s time and resources, increased service user satisfaction.
Provide at risk populations, patients and staff with accurate consistent information and knowledge
to raise HCV awareness.
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Local commissioners should commission HCV services in the community that
specifically target at risk populations
o
o

o
o

Different models are required for different types of HCV patients (one size does not fit all) and so
patients should be offered options for where they receive their treatment and monitoring.
HCV services (testing, treatment, care) should target populations most at risk, former and current
injecting drug users being the largest of these. Further at risk groups include: immigrants from at
risk countries, transfusion recipients, people exposed to unsafe injections, healthcare workers,
people who undergo skin-piercing procedures, prisoners and detainees, indigenous communities,
migrants, sex workers, HIV-positive individuals and MSM.
Outreach programmes and mobile testing units should target geographical regions identified as
containing populations at high risk who are currently failing to access care.
Drug and alcohol rehabilitation is vital to minimise further damage to the patient’s liver and to help
to reduce the HCV prevalent pool in the country (preventing onwards infection during treatment
and possible re-infection after treatment).

Co-locate or integrate HCV treatment services within existing community
services
o

o

HCV care models may be integrated into primary care or community care settings. To improve
access, HCV services should be available through multidisciplinary models; these can be co-located
in community settings already offering services to affected groups (e.g. drug and alcohol services,
homeless hostels, primary care or pharmacy).
Integrated HCV treatment services involving voluntary sector run testing centres that works closely
with local hepatologists can lead to high referral rates of newly diagnosed service users for
assessment and treatment.

Dual train staff to ensure continuity of care and ensure the wider
multidisciplinary team receive regular HCV updates
o

o

o

Staff and support workers should be offered quality HCV care training as well as regular updates
and supervision. Dual training staff to screen for HCV and support HCV treatment in community
clinics is feasible. NHS clinical staff should be aware of the local multidisciplinary teams supporting
HCV care and the HCV referral pathways.
Multidisciplinary models of shared-HCV care (including specialist physicians, nurses, social workers
and psychologists) are recommended to support patients' adherence to HCV treatment. Physician
and nurse delivered support strategies are recommended, these include: patient advocacy,
pragmatic problem-solving, treatment engagement and emotional support.
Staff should be given a sufficient time allocation to actively engage with patients and follow up with
patients that have missed appointments or dropped out of the care pathway.

Locate HCV services in comfortable familiar settings with improved opening
times
o

o

To maximise uptake and adherence, services should be offered in locations preferred by patient
groups: familiar, calm and comfortable settings with skilled and non-judgemental staff that
consider the emotional well-being of patients.
To improve service access, retention, completion and follow-up: appointment availability should be
extended (e.g. to include evening and weekend options) and a more flexible approach to
adherence adopted in order to take into account the often chaotic lifestyle of some HCV patients.
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Offer HCV patients practical support to improve adherence to HCV
treatment
o

o

o

Strategies to support patients to engage with and adhere to treatment are essential and may
include: peer mentoring, self-management programmes, practical support (e.g. transport to and
from hospital appointments, support at home), and integrated drug/ alcohol rehabilitation and/ or
mental health support.
Peer to peer mentoring projects delivering awareness-raising sessions and peer support to
professionals and patients can lead to: improved awareness among at risk individuals, a large
number of people tested and diagnosed, and improved patient engagement with services that
results in significantly reduced costs associated with missed appointments. These projects can be
delivered in a range of settings including detox units, drug services and probation services.
Internet/ telecare delivered interventions can reduce treatment dropout rates and improve access,
patient satisfaction and reduce health visit-related time.

Design services that specifically address the barriers to effective HCV care
o

Addressing barriers to HCV care is essential, these are wide ranging and include:
- HCV Service access issues (e.g. location, poor appointment availability/lack of flexibility)
- Substance use/ Mental health/ Trauma
- Social circumstances of people with HCV (e.g. poverty, homelessness, criminalisation)
- Poor patient and provider HCV awareness/ knowledge
- Perceived stigma/ discrimination/ fears
- Relationships/ communication (patient-provider, between providers)
- Insufficient HCV patient support
- Gaps in HCV care pathway
- Lack of HCV diagnosis /referral /treatment monitoring/ feedback/ evaluation
- Cost of HCV treatment
- HCV Tests/ follow up not carried out
- Insufficient capacity to deliver HCV services
- Deficient HCV commissioning and variable policies

Improve HCV care commissioning by addressing inequalities in access to
diagnosis and treatment
o

o
o

o
o

Key HCV commissioning objectives should include highlighting the public health importance of
tackling HCV and establishing a multi-agency forum dedicated to HCV, and providing solutions to
reducing prevalence and improving services based on local needs.
Investment of resources at local, regional and national levels is recommended in overcoming
barriers.
The decision as to which treatment regimen is most appropriate should be based on efficacy, safety
and cost. Patient characteristics, patient and physician preferences, and cost implication should all
be taken into account.
Develop simplified joint funding arrangements around commissioning of HCV services to enable
specialists to deliver services in community locations appropriate to different HCV groups.
HCV services should be designed and improved through regular patient feedback mechanisms.
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Conclusion
The breakthrough in HCV treatment and management over the last decade has made the goal of
eliminating or reducing HCV in England feasible; however, the high price of effective HCV treatment has
created difficult decisions for NHS policy leads responsible for making complex resource allocations within
the context of finite NHS resources. This is especially problematic for HCV clinical specialists in England who
are very concerned about the HCV patients they are currently caring for who are not prioritised for
treatment as well as their awareness of the current HCV epidemic in England that has poor surveillance.
Although it is recognised that there is an increased demand for resources to treat advanced liver disease
related to HCV, no studies currently exist that clearly demonstrate the cost benefits of an HCV elimination
program for England.
At the point of writing NHS England policy leads are unwilling to allocate a large amount of funding to
address this major public health epidemic despite the fact that the HCV treatments are acceptable and
effective. Unfortunately, HCV surveillance and HCV treatment is not a current public health priority in
England. In addition, some policy and public health leads are less than sympathetic towards allocating
resources to treat PWIDs with HCV.
The fact that new HCV treatments are simpler to administer and monitor means that treatment can be
delivered in settings that are more amenable to patient compliance. New models of HCV care in the
community have emerged that have proven to be popular with patients resulting in better patient
experience and completion of treatment. This is especially true for current PWID users with HCV who have
been successfully treated within drug and alcohol centres with the outreach support of specialist HCV
clinicians. Cost-effective treatments are essential to optimise the number of people that can be treated for
HCV.
This research has identified that currently there a large number of HCV treatment pilots and case studies
being described as successful which offer important learning to those designing, commissioning and
delivering HCV services. It should be noted that it is only recently that the new HCV drugs have enabled
HCV care to be delivered in community settings rather than in secondary care. It is therefore important to
learn from these effective emerging innovative HCV models at this stage before more rigorous research
findings are available. The following key themes have been identified to support commissioners and service
providers when commissioning new HCV services.

Key Emergent Themes
-

Prevention services should combine innovative HCV awareness raising initiatives with easy access
to HCV testing
Local commissioners should commission HCV services in the community that specifically target at
risk populations
Co-locate or integrate HCV treatment services within existing community services
Dual train staff to ensure continuity of care and ensure the wider multidisciplinary team receives
regular HCV updates
Locate HCV services in comfortable familiar settings with improved opening times
Offer HCV patients practical support to improve adherence to HCV treatment
Design services that specifically address the barriers to effective HCV care
Improve HCV care commissioning by addressing inequalities in access to diagnosis and treatment
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Future Research
Although the themes learnt from successful models of care are important to those designing,
commissioning and delivering HCV services, it is acknowledged that many of these pilots lack the rigour of
larger research studies. Larger research studies investigating interventions to optimise the effectiveness of
HCV models of care need to be designed. There is currently an urgent need for increased research funding
to be allocated specifically for HCV research. The key stakeholders identified that the following studies
should be prioritised.
- Investigation of the true prevalence of HCV in England
- Investigation of effective cost-effective models of HCV care in the community
- Accurate surveillance cost benefit modelling studies for eliminating HCV in England.
The elimination of HCV in the UK is a unique public health opportunity that requires money to be spent
now to save valuable NHS resources in the future.
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When establishing effective interventions within different HCV models of care the following key
elements should be considered and linked to each stage of the patient pathway:
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2

Introduction
Gilead Sciences Ltd

Gilead Sciences is a research-based biopharmaceutical company that discovers, develops and
commercialises innovative medicines in areas of unmet medical need. With each new discovery and
investigational drug candidate, they seek to improve the care of patients living with life-threatening
diseases around the world. Gilead’s therapeutic areas of focus include HIV/AIDS, liver diseases,
haematology and oncology, inflammatory and respiratory diseases and cardiovascular conditions. Gilead
Sciences Ltd has commissioned this PHAST research to inform the next steps in HCV Service Delivery. The
focus is integrated HCV treatment models that target marginalised populations.

PHAST
PHAST is a leading public health consultancy with expertise in epidemiology, evidence reviews, health
economics, health/environmental impact, needs assessments, service evaluations and equity audits. The
public health consultancy provides evidence based, high quality, outcome-focused public health services
and support. PHAST consultants have worked within the Department of Health, public health, and in both
Local Authority and NHS settings. All PHAST projects have quality assurance and due diligence processes
are in place to ensure all research is delivered to the highest standard. PHAST is a Community Interest
Company that is committed to using its surpluses and assets for the public good.

3

Background and Context
Information Sources

The background and context to this report is based on two national and global HCV reports published in
2016.
Public Health England - HCV in the UK 2016 report
https://www.gov.uk/government/publications/hepatitis-c-in-the-uk
WHO Guidelines for the screening, care and treatment of persons with chronic HCV infection 2016
http://www.who.int/hepatitis/publications/hepatitis-c-guidelines-2016/en/

HCV Context
HCV was first identified in 1989 and tests for its detection only developed since 1990. The virus persists as
multiple different strains (genotypes) each of which has specific treatment needs. There are 6 major
genotypes and several subtypes of HCV; the prevalence of each varies geographically. In the UK about 90%
of people have Genotypes 1 and 3. HCV is a blood borne virus, meaning that it is spread by exposure to
infected blood. Contaminated needles used to inject drugs are currently the most common route of
transmission.
Almost half of people with chronic HCV are unaware of their infection and remain undiagnosed. Symptoms
of chronic HCV are typically mild and non-specific, including fatigue, flu-like symptoms, anorexia,
depression, sleep disturbance, and non-specific arthralgia. Symptoms may not appear until the liver is
severely damaged. As a consequence, many individuals with chronic HCV infection remain undiagnosed and
fail to access treatment. These individuals can then present late with complications of HCV-related endstage liver disease (ESLD) and cancer, which have poor survival rates. HCV causes inflammation of the liver
and affects the liver’s ability to function. Many people with HCV do not have any symptoms, and a
proportion naturally clear their infections within 6 months. However, around 75% develop chronic HCV
which can be life-long.
13
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The time for progression to cirrhosis varies but it is estimated that about 20-30% of people with chronic
HCV will develop cirrhosis over 20 years. Cirrhosis can progress to become ‘decompensated’, where the
remaining liver can no longer compensate for the loss of function. Liver cancer is a complication of HCV
associated cirrhosis. Liver transplantation may be needed for people with decompensated cirrhosis or in
some circumstances liver cancer.
The aim of treatment is to cure the HCV infection, prevent liver disease progression, prevent liver cancer
development, and prevent HCV transmission. Treatment is complex: HCV genotype, previous treatment
history, co-infection and disease progression all influence treatment decisions and response. Patients with
chronic HCV may have different stages of disease progression: asymptomatic, symptomatic, fibrotic and pre
cirrhotic, cirrhotic or decompensated cirrhotic or cirrhosis with liver cancer.

HCV as a Public Health Burden in England
In the UK, it is estimated that around 214,000 people are living with chronic HCV. The prevalence of
infection varies regionally, being concentrated in areas with high levels of former and current injecting drug
users who are the most at risk population. In England and wales it is thought that around half of people
who inject drugs (PWID) have been infected, with levels being lower in Northern Ireland (23%) but higher in
Scotland (57%). Currently there are inequalities in access to HCV screening and treatment in UK with some
regions having a far more active plans compared to others.
Other populations that are especially vulnerable to viral hepatitis include, recipients of blood and blood
products or tissues and organs, people exposed to unsafe injections, healthcare workers, people who
undergo skin-piercing procedures such as tattooing, prisoners and detainees, indigenous communities,
migrants, sex workers and MSM.
Over the last decade, morbidity and mortality from HCV have been on the increase in the UK as people who
acquired their infections many decades earlier progress to advanced liver disease and access to sub-optimal
treatment has been inadequate. New cases of HCV-related end-stage liver disease (ESLD) and
hepatocellular carcinoma (HCC) have remained relatively stable, at an average of 1,836 new cases per year
over the last five years. Deaths from HCV-related ESLD and HCC more than doubled, rising from 215 in 2005
to 457 in 2014. However, a fall of 11% was observed in 2015.

HCV Treatment – (adapted from WHO HCV guidelines 2016)
In the decades following the discovery of the HCV in 1989, treatment of individuals with HCV infection
became possible. The first treatment for HCV was based on interferon-alpha, which is a cytokine released
by host cells in the presence of a pathogen; the addition of ribavirin, which is a nucleoside inhibitor with an
unclear mechanism of action against HCV, increased cure rates. The addition of polyethylene glycol to the
interferon, through a process known as pegylation, extends the half-life of interferon. However, pegylated
interferon/ribavirin regimens were poorly tolerated, associated with severe adverse effects and resulted in
cure rates of between 40% and 65%, depending on the patient’s genotype, presence of cirrhosis, HIV status
and previous treatment experience.
A dramatic improvement in HCV therapy followed the introduction of oral medicines that directly inhibited
the replication cycle of HCV. These medicines, called direct-acting antivirals (DAAs), target three important
regions within the HCV genome: NS3/4A protease, NS5A and NS5B RNA-dependent polymerase. These
medicines have led to higher sustained virological responses (SVRs) than interferon-based regimens, are
shorter in treatment duration, are orally administered and have fewer side-effects. Individual DAAs vary in
therapeutic efficacy, genotypic efficacy, adverse events and drug–drug interactions (DDIs), and must be
used in combination with at least one other DAA.
The first-generation DAAs that were marketed were the protease inhibitors, which were co-administered
with interferon and ribavirin. However, they were only effective in treating patients with genotype 1
14
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infection; moreover, they caused frequent and sometime severe side-effects, particularly among persons
with more advanced disease. Second-generation DAAs have higher rates of SVR, are safer and can be used
in combinations that obviate the need for interferon and ribavirin. Thus, these are referred to as
“interferon-free” treatment regimens. The combination of two or three subclasses of these DAAs have
demonstrated excellent efficacy in general, although cure rates among certain patient subgroups are lower.
The new DAA drugs that have recently become available offer the potential to significantly reduce the
number of individuals progressing to serious HCV-related end-stage liver disease or hepatocellular
carcinoma (HCC) and to reduce the premature mortality. As new treatments are rolled-out to those who
need them, it should be possible to achieve a rapid reduction in the severe morbidity and mortality that is
currently observed and has been predicted to continue in the future.
Although the new therapies are currently expensive they offer cost effective solutions in the long term.
Commissioners must be forward thinking and focus on long term benefits that are likely to exceed their
term in office. Treatment alone is not enough to eradicate HCV and so prevention, testing, diagnosis and
support services must also be maintained as treatment is scaled up.

HCV disproportionately affects populations who are marginalised
HCV disproportionately affects populations who are marginalised and underserved and have poorer access
to healthcare and health outcomes. Many diagnosed patients especially those from marginalised groups
are currently not receiving specialist management or treatment. Marginalised populations have an excess
number of deaths from Chronic HCV.
As a result of the modes of transmission the prevalence of chronic HCV is highest among specific
populations who have been exposed to infected blood: these include current and previously injecting drug
users, and certain ethnic minority groups or people who received infected blood products before 1991.
Overall in the UK, half of patients with chronic HCV infection are in the lowest socio-economic quintile, and
three quarters in the lowest two quintiles.

Equitable Patient Access
A high proportion of people at risk of HCV remain undiagnosed as they are not aware about their risk and
do not have access to prevention services, Some HCV patients once diagnosed do not adhere to HCV
treatment because they do not understand the long term sequelae of HCV. Many policy leads fail to
address the underlying factors – such as discrimination and criminalization, drug dependence and poor
mental health – that can generate health inequalities. HCV prevention interventions and services are often
poorly targeted and fail to reach those at greatest risk or most affected, which lessens their impact.
Recent innovations in technology and delivery methods make it easier for policy leads to identify at-risk
populations and service gaps, and achieve equitable provision of high-impact services and interventions. It
is equally important to address the underlying factors – such as discrimination and criminalization, poverty
and social exclusion – that help generate health inequities. This is best achieved by actively involving
people living with or at high risk HCV in developing strategies and programmes.
At-risk populations may be exposed to stigma and discrimination, social marginalization or face legal
barriers (such as age-of-consent laws for adolescents and criminalization of behaviours such as drug use
and sex work) that impede their access to services for preventing or treating HCV infection. Some of these
barriers can be overcome if existing models of service delivery are assessed and improved to ensure that all
HCV programmes and services are delivered in an equitable manner.
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Human rights and equity
People infected with HCV are commonly subject to discrimination and stigma, and it is essential that HCV
policies incorporate basic human rights, including the right to confidentiality and informed decision making
when considering whether to be screened and treated for HCV infection.
People with HCV infection frequently come from vulnerable groups because of low socioeconomic status,
poor access to appropriate health care, or because they belong to groups that are marginalized or
stigmatized such as PWID or prisoners. It is important that screening for HCV is not used as a means to
discriminate against those testing positive, for example, by denying them employment or education.
To achieve universal health coverage, including financial risk protection, access to quality essential
healthcare services and access to safe, effective, quality and affordable essential medicines and vaccines
for all. Access to health care is a basic human right and applies equally to men, women and children,
regardless of gender, race, sexual preference, socioeconomic status or behavioural practices, including drug
use. Policy-makers should ensure that antidiscrimination laws protect vulnerable groups and confidentiality
principles, as outlined in the Declaration of Geneva, 2006. Guidelines should be based on a public health
approach to

Public health approach
When scaling up the use of antiviral treatment for HCV infection the public health approach seeks to ensure
the widest possible access to high-quality services at the population level, based on simplified and
standardised approaches, and to strike a balance between implementing the best-proven standard of care
and what is feasible on a large scale in resource-limited settings.

HCV Services and staff
Providing quality screening, care and treatment for persons with HCV infection requires involvement of
appropriately trained individuals as well as facilities suitable for the regular monitoring of patients,
especially those on therapy. Facility requirements for providing treatment for HCV infection will depend on
the setting, but will always require access to appropriate laboratory facilities for monitoring the toxicity and
efficacy of treatment, and adequate supplies of medication.
Operating testing services under quality management systems is essential for the provision of quality
testing results. The protection of confidentiality and a non-coercive approach are fundamental principles of
good clinical practice. Acceptability of services is a vital component of health care, and service delivery
should ideally involve patient-representative organizations and peer support groups.
Persons infected with HCV often require additional health care. Rates of depression in HCV-infected
populations are high, opioid dependency is common in PWID, and persons co-infected with HIV require
additional treatment.
Screening for comorbidity is an important consideration in patients who will be screened and potentially
treated for HCV infection. Integration of health-care services requires adaptation to the services.
Consultation with and involvement of community organizations (including drug-user organisations) is
central to the principle of integrated health care.
➢
➢
➢
➢

What integrated HCV services are required to fulfil the needs of the population?
Which services will make the biggest contribution to achieve the strategic aim
Which services will reduce health inequalities?
Which services will contribute to the achievement of targets?

The reorganisation of the NHS in England provides opportunities for better co-ordination of services and
increased access to HCV treatment. It is essential to address the health inequalities that currently exist and
make treatment more accessible for those marginalised populations who need it most. The challenge is the

16

Integrated HCV Treatment Models
Targeting Marginalised Populations
development of effective HCV service models that reach marginalised communities – whether based in
primary care, drug services, community services or prisons.
To expand HCV treatments services a number of technical, logistical and financial barriers to patient access
must be overcome.

Health
systems

Laboratory
capacity

HCV
testing

Price of
medication

Figure 1:

Technical, logistical and financial barriers to patient access

The introduction of DAA therapy has resulted in an increase in the number of persons treated;
however, almost of all of this increase has occurred in high-income countries.
A number of countries have obtained access to DAA therapy at much lower prices due to direct
negotiations with the manufacturers and by the introduction of generic medicines. An encouraging
development is the licensing agreements signed between originator and generic manufacturers.
A different dynamic presents itself in upper–middle-income countries. As these countries are
viewed as having market potential, they are mostly excluded from the license agreements and
have to explore other options to procure these treatments at affordable prices. The approach to
date has been based on tiered pricing, whereby government representatives negotiate a sales price
directly with the manufacturers. Although tiered pricing results in lower prices as compared with
high-income countries, the negotiated prices are higher than those seen where generics are
available and may be unaffordable in view of the high disease burden in some of these countries.
Most persons with HCV infection remain undiagnosed and few have access to HCV testing.
Increased investments in HCV testing services are needed. National testing policies are also needed
to target approaches based on the best assessment of the prevalence of HCV infection so that
testing services reach high-prevalence groups in the general population and in key populations.
The current diagnosis and clinical management of HCV infection requires sophisticated laboratory
capacity to diagnose the presence of chronic infection, the viral genotype, and assess the degree of
liver fibrosis. In many low-income countries, there are few laboratories that can perform these
tests. DAA therapy provides an opportunity to simplify the laboratory requirements, as
combinations of these medicines will, in the future, be effective against all genotypes, thus
obviating the need for genotyping. DAAs are also much safer, thus reducing the complexity of
monitoring for adverse events.
Currently, HCV therapy is provided in specialized centres by hepatologists or other subspecialists.
For HCV therapy to be expanded, it will need to be administered by general practitioners and other
health-care workers in primary-care clinics. To do this, clinics will need to be equipped suitably, and
many more health-care workers will need training in the clinical management of HCV infection.

http://www.who.int/hepatitis/publications/hepatitis-c-guidelines-2016/en/

HCV interventions
To work towards the elimination of HCV as a major public health threat in the UK, it is critical that:
➢
➢
➢
➢
➢
➢
➢
➢

HCV awareness is raised
HCV prevention is improved (especially for PWID) to ensure adequate harm reduction
HCV testing is Increased to increasing the proportion of infected individuals who are diagnosed
All individuals diagnosed with HCV are provided with treatment and care.
All individuals diagnosed with HCV are assessed for an appropriate treatment regimen
All individuals accessing treatment are monitored for adverse events
All individuals accessing treatment are supported to complete treatment
All individuals accessing treatment are offered support for drug and alcohol rehabilitation
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Raising HCV Awareness
UK estimates of HCV incidence suggest that the call to reduce new cases of chronic HCV by 30% by 2020,
and 90% by 2030 represent a significant challenge for UK health services. If these goals are to be achieved,
a radical change in the response to HCV among PWID is required.

HCV Prevention
Optimal access to clean injecting equipment and opioid substitution treatment (OST) is crucial in curbing
the spread of HCV, particularly given that it also has the potential to prevent reinfection after treatment.
The proportion of PWID in the UK reporting adequate needle/syringe provision is sub-optimal, with only
around one half of those surveyed reporting adequate provision for their needs. These findings indicate
that, while the majority of PWID may be accessing needle and syringe programmes (NSP), the amount of
equipment provided needs to be increased and provision better targeted. NSPs can also be an important
setting for delivering prevention information to PWID.

HCV Testing and diagnosis
Early diagnosis of HCV infection is important for the most effective treatment and care, In the UK, it is
estimated that only around a half of PWID are aware of their HCV antibody positive status; this figure has
remained relatively stable at this level over the last five years. To reduce the levels of undiagnosed
infection, 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. There are also those who may no longer be in contact with services
because they acquired their infections many years earlier, for example following a period of injecting drug
use or via blood transfusion before the introduction of screening of the blood supply in 1991.
For the most part, HCV disproportionately affects populations who are marginalised and underserved and
have poorer access to healthcare, so testing in alternative/community settings, using alternative
technologies like dried blood spot (DBS) testing, will be key in reducing the levels of undiagnosed infection.
Following a hepatitis C screening test an HCV reflex testing is recommended. Reflex testing means the
laboratory will perform the initial hepatitis C antibody test, and if the result is positive, the laboratory will
immediately perform an HCV RNA test on the same specimen. If the subsequent HCV RNA test is negative,
HCV infection is effectively ruled out for most patients. If the reflex HCV RNA test is positive, a diagnosis of
active HCV infection is confirmed, and the individual should be referred directly for HCV care.
It is important to improve key linkages between testing and treatment services so that diagnosed
individuals can access treatment and care. NHS HCV Service Specification states
➢ Treatment needs to be made more accessible for the groups who need it most and any health
inequalities addressed to ensure marginalised populations receive equal access.
➢ Commissioners will need to consider expanding testing and provision of treatment in non-traditional
settings, including primary care, community drug treatment settings and prisons.

HCV Treatment and Care
In the UK, new direct acting antiviral (DAA) drugs have the potential to transform the treatment landscape,
offering a fast and effective cure to the vast majority who receive them, without many of the complications
associated with previous treatments.
While prevention activity is key to reducing the rate of new infections, numbers already infected will
remain high for many years without effective HCV treatment, which has the potential to dramatically
reduce the number of deaths in the short and medium term.
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From the public health perspective, the new generation of DAA drugs offer a considerable advantage over
previous HCV treatments because their all-oral, shorter treatment durations, and improved side-effect
profiles make them easier to roll out in community/outreach settings where it is easiest to reach many of
those infected. While the high price of these new drugs represents a major barrier to access in most
countries worldwide, these medicines are now being rolled out, in accordance with national
recommendations, in all UK countries.
Between 2009 and 2014, provisional estimates suggest that the number of patients initiating HCV
treatment in the UK remained relatively stable at around 6,400 initiations per year (Range: 6,130, 6,812).
However, in 2015, provisional estimates suggest that significantly more people (approximately 8,970 in
total) accessed treatment that year, an increase of around 40% on the previous year. This is likely to be the
result of access to new DAA drugs that have been coming online since 2014/15.

Selecting an appropriate HCV Treatment Regimen
Pre-treatment evaluation of the risk of adverse events should be based on the patient’s clinical details,
concomitant medications, and knowledge of treatment regimen to be administered. The potential for DDIs
should be assessed before treatment, and a regimen that has a low risk of DDI selected. Standard
laboratory tests that are assessed prior to treatment initiation include a full blood count (FBC),
international normalized ratio (INR), renal function and liver function tests: ALT, AST, bilirubin, albumin and
alkaline phosphatase. In patients undergoing treatment with interferon, thyroid function tests and
fundoscopy should also be performed before treatment.

Monitoring HCV patients during treatment for adverse events
Treatment with interferon-based regimens used to require frequent monitoring of HCV RNA levels. This
testing is not however required with new DAAs, because of the relative infrequency of viral breakthrough
and because the rate of viral load decline does not correlate with SVR. In fact, in most persons treated with
DAAs, the viral load is undetectable 4 weeks after treatment initiation. The introduction of new treatments
provides an important opportunity to reduce the frequency of laboratory monitoring. In view of the high
cost and relative unavailability of HCV RNA testing, this would be an important factor in facilitating the
expansion of HCV treatment in LMIC.
Among patients treated with DAA regimens, HCV RNA level is sometimes tested in the first 2–4 weeks of
treatment to monitor treatment adherence but there is no evidence that this practice improves treatment
outcomes. Following completion of treatment, SVR at 12 weeks after completion of treatment is the
benchmark for assessing treatment outcome in DAA-based regimens. Any patients not completing
treatment should be identified and introduced back into the HCV treatment pathway.

Supporting HCV patients to complete treatment
All HCV patients starting treatment should be supported to ensure they complete their treatment regimen.
The current culture of health care in the UK does not contact patients that do not attend appointments and
they are often lost to follow up. HCV patients are however often vulnerable and not motivated to look after
their own health and so should be offered every opportunity and support to complete treatment. Any
patients that drop out of treatment should be contacted and reintroduced to the HCV care pathway.

Supporting HCV patients with Drug and alcohol rehabilitation
All individuals accessing HCV treatment should be offered support for drug and alcohol rehabilitation.
Alcohol rehabilitation is especially important for patients with end-stage liver disease (ESLD) which is likely
to be further exacerbated by a high alcohol intake. Drug rehabilitation will prevent the patient from passing
HCV onto other injecting drug users and prevent the patient from re-contracting HCV genotype once cured.
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HCV Commissioning
Commissioners are aware that HCV is a major public health threat, which, if left unaddressed will result in
escalating health costs in England. Commissioners will need to review successful innovative models of care
and expand the provision of integrated services into non-traditional settings, including primary care, drug
treatment settings and other community settings as well as utilising the opportunities for engagement and
monitoring via telemedicine and social media. In order to provide effective leadership for HCV the WHO
recommend the following governance and leadership hierarchy.
Figure 2:

Governance and Leadership Hierarchy – WHO HCV Guidelines 2016

Steering
Group
Strategic and Technical Advisory Group
Ministry of Health
Hepatitis Unit
Internal Coordination
Group

Implementation function

Advisory function

Oversight
function

Lead
Commissioner

The implementation of a national viral hepatitis plan through the associated programme
will require leadership, commitment, a clearly defined budget and meaningful
engagement with stakeholders.
This is the group responsible for programme oversight. A senior official within the MoH,
appointed by the minister, generally chairs it. Depending on the burden of hepatitis
within the country, it may include representatives from other ministries or sectors. It
meets at least annually to review the programme indicators.
STAG comprises experts on various aspects of viral hepatitis prevention and control. It
convenes at least annually to advise the MoH on strategic directions, priorities and
activities. This group is responsible for assessing the hepatitis burden in the country by
collecting, organizing and making sense of data, and using evidence to inform their
recommendations. It consists of a broad range of stakeholders including, but not limited
to, the academia (teaching and research), national professional organizations (doctors,
nurses, midwives, etc.), civil society, patient groups and service provider groups
(laboratories, blood banks, hospitals, etc.). In some countries, WHO and other
international technical agencies are also asked to join this group. The technical unit (or
the hepatitis focal point) within the MoH acts as the secretariat to this group. If, at the
end of the situational analysis, STAG considers it necessary to create a national hepatitis
plan, this is also the group to approve its final draft before official adoption. After the
launch of the national plan, STAG meets at least annually to review the programme
indicators and the disease burden, and makes recommendations to the Steering
Committee and implementing units.
a. Ministry of Health Hepatitis Unit. This is the unit responsible for implementing the
programme based on recommendations from STAG and leadership of the Steering
Committee. The unit could be as small as a part-time official or a multi-person team,
depending on the country needs. They could draft the national plan with the Planning
Technical Working Group (see item b below) and present it to STAG for further
discussion, revision and adoption. They develop the M&E framework for the national
programme. They convene and lead the Internal Coordination Unit within the MoH to
ensure comprehensive and concerted action.
b. Internal Coordination Group consists of the relevant units within the MoH. Its main
purpose is to coordinate the activities of these different units. The groups would consist
of representatives from immunization, blood safety, IPC (including injection safety),
occupational health, laboratory, water and sanitation (if hepatitis A and E are included in
the programme), public education and communication, disease surveillance, drug and
commodities procurement, health-care facilities, screening programmes (e.g. premarital,
antenatal care, etc.) and relevant treatment services for hepatitis or other programmes
(e.g. HIV, TB programmes).

20

Technical Working Groups

Integrated HCV Treatment Models
Targeting Marginalised Populations
C. Technical Working Groups are those that are established as needed to find solutions
to specific problems. The first technical working group is usually the one to draft the
national plan, i.e. the Planning Technical Working Group. Its members are technical
experts from the MoH, patient groups, civil society, representatives of professional
organizations, research groups, representatives of other sectors providing health-care
services, and others as needed. It is important for this group to be inclusive in order to
ensure adoption of the national plan by all stakeholders. Other technical working groups
may be established (and disassembled) as specific problems are encountered during the
implementation of the national plan, or they may be permanent to address specific
problem areas such as prevention, public education, strategic information.

http://www.who.int/hepatitis/publications/hepatitis-c-guidelines-2016/en/

Why effective commissioning for HCV services is essential
To reduce under-75 mortality from liver disease
The number of people who die from liver disease in England has risen by 25% in the last decade. This is in
contrast to the other major causes of death in this country, which affect fewer people at a later age than
ever before, while liver disease affects growing numbers of increasingly younger people.
➢
➢
➢
➢

Liver disease causes approximately 2% of all deaths
90% of people who die from liver disease are under 70 years old
More than 1-in-10 deaths of people in their 40s are from liver disease
People dying from liver disease often have complex end of life care needs and over 70% die in hospital

To reduce costs to the NHS
The Health Protection Agency (HPA) predict that in 2020, in England alone, 15,840 individuals will be living
with HCV-related cirrhosis or HCC and 4,200 people England would need a liver transplant as a result of
HCV by 2020 if action is not taken.
Patients who are treated and cured of the HCV virus are more than four times less likely to be hospitalised,
or die for a liver-related reason, than those patients who are not cured.
➢ Successful treatment cures patients of HCV
➢ Provided patients are cured before cirrhosis, they have a similar life expectancy to the general
population
➢ Untreated HCV can lead to cirrhosis and liver cancer
➢ The cost of a basic antibody dried blood spot HCV test is £15
➢ Around 45% of people with HCV have genotypes 2 or 3 and treatment is successful (i.e. the patient is
completely cured) in up to 95% of cases. This treatment costs £6,246 according to list prices, but in
reality the price is likely to be significantly lower
➢ Around 45% of HCV patients have genotype 1. NICE recommends therapies costing £34,890 (by list
price) as cost effective. These are likely to be centrally commissioned (this is the current
recommendation by the NHS Specialised Commissioning Hepatobiliary Clinical Reference Group)
➢ The annual cost of care for a person with decompensated cirrhosis is £12,432 and of someone with
hepatocellular carcinoma (HCC) is £11,078
➢ The HPA estimate that 4,200 liver transplants will be needed for HCV by 2020 if treatment rates do not
increase. Every liver transplant costs in excess of £50,000
Only about 3% of people with HCV receive treatment each year. This represents a major health inequality
and also a false economy in terms of NHS resources.
Simple back of envelope HCV cost model from 2016 to 2020 using PHE data
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NHS Costs with No – HCV treatment
Caring for patient with decompensated cirrhosis or
hepatocellular carcinoma - 2016 to 2020 ( 4 years))

Percent

Liver Transplant

Number

Cost

Total cost

63,360

£11755

£744,796,800

4,200

£50,000

£210,000,000
£954,796,800

NHS Costs with HCV Treatment

Percent

Number

Cost

Total cost

2,140,000

£15

£32,100,000

214,000

Estimated UK HCV population
HCV antibody dried blood spot test
Genotype 2 and 3

45%

96300

£6,246

£601,489,800

Genotype 1

45%

96300

£34,890

£3,359,907,000
£3,993,496,800

This cost model is a back of envelope calculation, but does suggest an order of magnitude cost for
treatment or non-treatment of HCV. The simple cost model suggests that by 2020 with no treatment of
HCV the NHS will spend approximately 1 billion pounds in caring for patient with decompensated cirrhosis
or hepatocellular carcinoma and providing liver transplants. The simple cost model suggests that the
testing and treatment costs to eliminate HCV from the UK would currently cost approximately 4 billion
pounds. By 2030 not treating HCV could cost the NHS a similar amount as treating and eliminating HCV.
Once eliminated the cost burden on the NHS would be minimal.

To reduce health inequalities
Reducing health inequalities is an important improvement area for Public Health England. HCV
disproportionately affects disadvantaged, vulnerable and socially excluded people, particularly homeless
people, prisoners and injecting drug users. The incidence of liver cancer is highest in the most deprived
population in England. Research in Scotland has found that over 50% of people with HCV are from the
lowest socioeconomic quintile and 75% are from the lowest two quintiles. Diagnosing and treating people
with HCV will help commissioners in public health and the NHS to deliver their high level outcome to
reduce health inequalities.

To prevent further infections
Prevention is a vital component of an integrated HCV policy. A growing body of evidence suggests that the
combination of effective substance-use treatments, support for safe injecting and treatment of HCV in
injecting drug users can lower the incidence and prevalence of HCV infection.

HCV Monitoring and targets
To effectively monitor the impact of any new HCV intervention and ensure the England remains on track to
exceed the WHO 2020 and 2030 targets it is crucial that:
➢
➢
➢
➢
➢

HCV Indicators are identified
A HCV baseline is taken
HCV Targets are set
HCV indicators monitored
Outcomes reviewed to inform future strategies
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WHO 2020 and 2030 HCV Targets
Figure 3:

WHO Global Health Sector Strategy targets for viral hepatitis, relevant to HCV in the UK

* Abstracted from the WHO Global Health Sector Strategy for Viral Hepatitis.
** In the UK, 2020 and 2030 targets are already met.
***In the UK, 2020 and 2030 targets are already met in the health care setting as the UK follows the EU Directive for
the prevention of sharps injuries in the health care setting, by using safety engineered devices.

Figure 4:

Preliminary UK indicators to monitor the impact of key interventions to tackle HCV
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4

Project Aims and Objectives
Aim

The aim of this research was to identify features of the most effective integrated HCV treatment models
that target marginalised populations.

Objectives
The objectives were to research the most effective integrated HCV treatment models that target
marginalised populations through seeking: national expert opinion; published evidence and key
stakeholder opinion.

Methodology
The methodology involved the following two phases.
Phase 1: Reviewing the draft methodology with a National HCV expert to optimise the research design of
the project regarding integrated HCV treatment models for different marginalised UK populations.
Phase 2: Researching the most effective integrated HCV treatment models to identify the best models for
different marginalised UK populations. This research included an evidence review a series of semistructured interviews with key stakeholders and steering group meetings.

HCV Models of Care in Prisons: It was agreed that reviewing models of HCV care in prisons is outside the
scope of this research design; however, Gilead and PHAST acknowledge that research into models of care in
prisons is required in the future.

Rapid evidence review
The rapid evidence review researched current integrated HCV treatment models to identify the most
effective models for different marginalised populations. The evidence review addressed access and barriers
to care and the commissioning responsibilities. The aim of the rapid review was to identify the most
important and relevant knowledge supported by recent and relevant evidence publications. Where this did
not exist the grey literature was searched for examples of innovative HCV approaches and for case
histories.

Key stakeholder interviews
The key stakeholders were identified by the National HCV expert, the steering group and by the key
stakeholders. In order to optimise engagement with key stakeholders the following processes were
applied. A personalised email invitation was sent to each key stakeholder within each selected group
inviting them to participate in the research. If the key stakeholder was unable to participate they were
invited to identify another individual within their group.
The quantitative and qualitative responses to the semi-structured interview were entered into a database
and analysed. Thematic analysis was used to analyse the qualitative data in order to identify emerging
effective HCV models and common themes that enabled optimal HCV care. The themes were discussed and
refined in steering group meetings.
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Project Stakeholders
Phase 1 Stakeholders
Professor Graham Foster reviewed the project draft methodology in order to optimise the research design.

Phase 2 Stakeholders
Semi-structured interviews were carried out with the following key project stakeholders
Clinical Services
➢
➢
➢
➢
➢

Dr Sumita Verma (Clinician/Academic, ITTREAT project, Brighton)
Professor John Dillon (Clinician, Tayside, Scotland):
Dr Andrew Ustianowski (Clinician, Manchester)
Dr Ashley Brown (Clinician, Imperial)
Kathryn Jack (Hepatitis Specialist Nurse Nottingham)

Commissioning
➢ Dr John Balasz (GP Lambeth CCG Vice Chair)
➢ Dr Mamoona Tahir (Public Health England HCV Lead)
Patient Organisation
➢ Charles Gore (CEO, Hep C Trust)
Academia
➢ Dr Magdalena Harris (LSTHM)
➢ Professor Will Irving (Virologist Nottingham University)

Report Format
The report format is outlined below. Key results can be found in each of the chapters and full methodology
and results can be found in the appendices at the end of the report. The discussion and conclusion merge
all key findings from chapters 5-8.

Chapter 5

The key Stages of the HCV patient pathway

Appendix 5

Chapter 6

Key findings from the Rapid Evidence Review

Appendix 2

Chapter 7

Key findings from the Key Stakeholder Interviews

Appendix 3

Chapter 8

Key findings from HCV Case Studies

Appendix 4

Chapter 9

Discussion and consolidation of all finding from chapter 5- 8

Chapter 10

Conclusions

25

Integrated HCV Treatment Models
Targeting Marginalised Populations

5

Key Stages of the HCV Patient Pathway
HCV Prevention

HCV Awareness

HCV Identification

Patient Initial Assessment
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HCV Testing

Assess for treatment by MDC Network

Select the Appropriate Treatment Regimen
Consider: HCV Profile, Patient Profile, Comorbidities, Prior HCV treatment, Patient Preference, Potential
drug-drug interactions, Depression and Pregnancy status when selecting an appropriate treatment
Regimen.
The treatment landscape is evolving rapidly, therefore detailed treatment regimens are not included in this
report.
Interferon free treatments are associated with lower side effects and require less monitoring. This
improvement in treatment means that patients no longer have to be treated within a hospital setting and
can now be managed in the community, so long as the health professionals have received adequate
training.
The table below illustrates that patients receiving the new DAA drugs require less frequent monitoring
competitor previous treatments.

Monitoring for Treatment Efficacy and Toxicity
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Monitoring Patient Well-Being

Treatment and Support Model Parameters

Assess Outcome and Ongoing Support
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When establishing effective interventions within different HCV models of care the following key
elements should be considered and linked to each stage of the patient pathway

This research has focused on integrated HCV screening and treatment models that target UK marginalised
populations; the research has addressed the key interventions identified above that relate to effective HCV
service delivery.
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Rapid Evidence Review – Key Findings

The full results of the rapid evidence review can be found in Appendix 2

Rapid Evidence Review Methodology
Aim
The aim of the rapid review was to identify the most important and relevant knowledge supported by
recent and relevant evidence publications. A rapid review is systematic and clearly documented, but does
not represent the standards of a full systematic review due to the broad scope and finite resources
available. The rapid review process involved the following key stages:
Identification of search terms and search filters
Identification of relevant papers by title and abstract review
Identification of key evidence statements
Analyses and summarisation of the evidence statements
Writing of key recommendations to reflect the evidence

Search Strategy
➢ The review searched the following databases: PubMed; NHS Evidence; Cochrane Library; AMED;
CINAHL; HMIC; Embase; Medline; PsycINFO.
➢ The initial rapid evidence review aimed to identify the highest evidence, most relevant publications
(systematic reviews and meta-analyses). Where this evidence did not exist randomised controlled trial
evidence was identified where possible.
➢ Where gaps were identified in the coverage of priority areas search criteria were widened to other
published sources and grey literature.
➢ International literature has been included where it is relevant and generalisable i.e. largely this is
research conducted in ‘Western-style’ countries.
➢ Commentary is provided on the quality and relevance of the evidence.

Search Terms
➢ Search terms included:
• HCV, HCV, Hep C, HCV
• Models of care, treatment, care, intervention, prevention
➢ Parameters included:
• Published in the last 5 years
• Available in the English language
➢ Over 1000 documents were reviewed and 95 selected for inclusion:
• 788 Systematic Reviews, Meta Analyses and Randomized Controlled Trials identified, of these 46
deemed relevant for inclusion
• 329 lower quality studies/ grey literature papers identified of which 37 deemed relevant for
inclusion
• 12 further papers were included that were recommended/ identified by experts
➢ All relevant papers catalogued into spread sheet including:
• Reference, link, study type, quality of study, location of study, evidence statements, strength of
evidence, key topics.
➢ Evidence statements analysed and summarised, key evidence based recommendations presented.
There is a paucity of high quality studies relating to HCV models of care however a moderate level of
evidence exists to support the following evidence based recommendations.
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HCV Populations
Strategies to address HCV should target former and current PWID.
Scale up effective HCV prevention and early engagement in care and treatment to facilitate the
elimination of HCV as a source of serious disease and onward transmission in PWID.
HCV programmes should target individuals within further at risk populations including:
-

Individuals with psychiatric disease
Homeless individuals
HIV-positive
MSM
Former PWID (adults born during 1945-1965)
Immigrants from at risk countries (South Asian Populations)
Transfusion recipients

HCV Patient management interventions
HCV Screening
Screening for HCV infection in persons at high risk for infection (as identified earlier in review) is
recommended.
Intervention development should focus on addressing modifiable factors that affect the uptake of
HCV testing and experiences of HCV diagnosis among PWID.
Beliefs regarding the value of screening and self-perceived risk of infection should be addressed to
boost uptake of screening.
To maximize HCV testing uptake among PWID offer: testing at community-based drug services; onsite skilled and non-judgemental phlebotomists; the decoupling of HCV and HIV testing; and peer
supported testing interventions.
Service providers should be aware that developments in screening, diagnosis and treatment may
increase demand for therapy.

HCV Treatment
It should be recognised that the decision as to which regimen is most appropriate is multifactorial,
and based on efficacy, safety and cost. Patient characteristics, patient and physician preferences, and
cost implication should all be taken into account.
Comorbid medical and psychiatric conditions which may affect adherence to antiviral therapy should
be considered,
Access to therapy needs to be expanded to the most affected risk groups in order for highly potent
and well-tolerated IFN-free HCV treatment regimens to have a significant impact.
Evidence-based interventions should be strategically incorporated into HCV treatment
implementation efforts to most effectively deliver treatment and maximize treatment outcomes.
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Treatment for PWID
Address suboptimal HCV treatment uptake among PWID.
Evaluate strategies to enhance testing, linkage to care, treatment, adherence, viral cure, and prevent
HCV reinfection for PWID.
Locate HCV treatment in treatment settings amenable to PWID: low-threshold settings that are
culturally appropriate and where trusting relationships between clients and providers are nurtured.
Provide co-located care to avoid negative, stigmatising or discriminatory experiences reported in
settings less familiar with people who use drugs.
Employ a strategy of ‘Negotiated flexibility’ in relation to appointments, eligibility, and phlebotomy to
create an enabling environment.
Address potentially modifiable factors associated with HCV treatment for PWIDs including drug use
and social support.
Integration of peer support workers into treatment programmes within OST clinics is recommended
to address barriers to HCV care.
Consider offering provider-led group HCV treatment sessions to overcome barriers to treatment and
improving adherence and outcomes.
Treatment of addiction during HCV therapy is recommended to increase treatment completion.
Ensure drug workers should have a basic knowledge of HCV.
Ensure every local drug service has a nominated person responsible for liaising with hepatitis
treatment centres, prisons and primary care.
Opiate substitution therapy (OST) and needle and syringe programmes (NSP) are recommended to
reduce the risk of HCV transmission among PWID.
Consistent harm reduction advice should be provided through all services working with drug users.

Adherence to Treatment
Factors that should be recognised as potential negative influences on treatment adherence include:
-

Psychiatric disorders
Having to take higher doses of ribavirin
Psychiatric side effects of regimens
Social disadvantage
Factors that should be recognised as potential positive influences on treatment adherence include
HIV co-infection and the haemoglobin level, male gender.
Multidisciplinary models of shared-care (including specialist physicians, nurses, social workers and
psychologists) to support patients' adherence to HCV treatment are recommended. Where sharedcare is not available patient adherence may be impacted.
When comprehensive shared-care is limited or unavailable and physicians/ nurses fill gaps by
assuming roles outside of their expertise to help patients adhere to HCV treatment there is an
increased risk of complications.
Physician and nurse delivered support strategies that may assist adherence are recommended, these
include: patient advocacy, pragmatic problem-solving, treatment engagement and emotional
support.

Dietary Interventions for Overweight/ Obese HCV Patients
Dietary and physical activity based lifestyle interventions are recommended for overweight/ obese
patients with chronic HCV to improve body weight, lipid and hepatic profiles.
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Barriers to HCV Care
Overarching Points
The rates and reasons for barriers to treatment in chronic HCV patients vary widely among European
countries, country-specific national strategies and resource allocation are therefore recommended.
Novel, integrative strategies and investment of resources at local, regional and national levels are
recommended in overcoming barriers to curing patients of HCV.
Mental health and substance abuse problems should be recognised and addressed as primary
barriers to HCV patients receiving antiviral treatment.
Effective management of complex barriers to care related to substance use, mental health, trauma,
poverty, homelessness, criminalization, cultural issues, stigma and marginalization is required for
medical advances for HCV to be effectual.
The low level of satisfaction with available treatment options should be addressed to increase
treatment rates among diagnosed HCV patients.

Barriers for PWID
Testing Uptake by PWID
There are modifiable factors that affect the uptake of HCV testing and experiences of HCV diagnosis
among PWID; intervention development should focus on addressing these factors including: missed
opportunities for the provision of information and knowledge; shifting priorities between HCV testing
and other needs; and testing as unexpected and routine.
Regarding HCV testing uptake among PWID, key areas of concern that should be addressed include:
the process of HCV testing; the impacts of HCV diagnosis; fears of concomitant HIV diagnosis;
optimism that testing is unnecessary given HCV risk potentials; institutional mistrust-often felt as
stigma.

Treatment Uptake in persons with HIV/HCV co-infection
In order to improve uptake of HCV therapy in persons with HIV/HCV co-infection it is essential that
barriers, both new and ongoing, are addressed.
The following barriers among HIV-HCV co-infected patients should be addressed:
- Hepatic decompensation
- Substance use
- Patient-level barriers including: non-adherence to medical care, refusal of therapy, and social
circumstances.
- Provider-level barriers including: provider inexperience with antiviral treatment and/or reluctance
of providers to refer patients for treatment.
There are many unique challenges in managing HIV-HCV co-infected patients. Documenting and
evaluating these obstacles is recommended as a critical step towards managing and caring for these
individuals effectively in the future.

HCV Care Pathway Barriers
It should be recognised that HCV management undertaken in secondary and tertiary centres does not
meet the needs of all patients due to: long journey distances, travel costs, long wait times;
negotiating time off work while not divulging their illness.
It should be understood that delayed HCV diagnosis can impact trust in providers with implications
for future engagement in care.
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It is recommended that factors contributing to HCV diagnosis delay are addressed, these may include:
limited HCV relevance, felt wellness, stigma, compartmentalisation of former injecting practices,
unexplained symptoms and general practitioner inaction.
To fully benefit from new treatments, improvement in linkage to care and treatment are
recommended.
Gaps in the treatment pathway affecting uptake of NICE approved medicines should be addressed,
these include: people are not diagnosed, tests required by NICE are not done, varying access to
specialist medical expertise, capacity to deliver is insufficient, commissioning is deficient, policies are
variable.
HCV care models should support careful delivery of the following processes: autonomy,
communication, education/information, continuity of care, professional competence, and support.
Barriers to HCV treatment including lack of provider expertise in HCV treatment and limited access to
specialists must be addressed.
Imperfect follow-up during the HCV cascade of care reduces the real-world effectiveness of HCV
therapy. Interventions that simultaneously address multiple points along the cascade should be
implemented to provide better outcomes and more value for money (instead of less costly
interventions targeting single steps).

Stigma/ Perception/ Discrimination
It should be understood that there is little literature that specifically examines stigma as a barrier to
HCV care and treatment.
It should be recognised that perceived discrimination is commonly reported in health care settings.
Negative effect of stigma and discrimination on people with HCV should be recognised and
addressed, including:
-

Adverse health outcomes
Access/ avoidance of health-care
Diminished quality of life
Negative impacts on wellbeing and social functioning
Causes of negative social impact of chronic HCV infection should be addressed, including:

-

Associations of the infection with injection drug use
Inflated assessments of transmission risks.
Emphasis should be placed on building positive relationships between the person living with HCV and
their health worker as this can work to ameliorate the effects of stigma.
Patient “trust” in their health worker can lead to positive outcomes such as increased healthcare
utilisation and reduced risk behaviours.
Trust plays a central role in building and maintaining effective relationships between client, health
professional, and health system.
It is important to acknowledge the potential disconnect between the lived experience of HCV and the
assumptions of health professionals and policy makers.
There is evidence to recommend raising and prioritising the profile and understanding of stigma and
its central role in patient decision making about “if and how” to engage in HCV care.
There is evidence to recommend developing genuine partnerships with people living with HCV and
consulting them on the design and operation of health services as a first step toward establishing,
modifying, or reforming health services to better address stigma as a barrier to HCV and treatment.
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Other Linked HCV Interventions
HCV Education and Awareness
Simple educational interventions for patients with HCV infection are recommended to increase
patients' knowledge about their disease.
Multimodal educational interventions can cause behavioural changes that increase rates of testing
and treatment and are therefore recommended.
Behavioural interventions alone are unlikely to have considerable effect on HCV transmission; multicomponent interventions are therefore recommended.
HCV health care providers should consider adding self-management workshops (weekly 2-hour selfmanagement sessions based on a cognitive-behavioural programme with HCV-specific modules) for
patients with chronic HCV to increase knowledge, energy and wellbeing (compared to info only).
Hepatitis education interventions integrated in methadone treatment settings are recommended as
effective in promoting knowledge.
Motivational interviewing styles of education delivery are not recommended for improving
knowledge beyond standard counselling.
Integrating peer educators in a collaborative manner with close supervision is recommended as a
model to reduce barriers to HCV treatment among PWID.
Brief interventions among prescription opioid abusers are recommended to increase HIV and HCV
knowledge and as a first step in prevention interventions for this vulnerable group.
Resources should be available to service providers offering communication elements and can include
roundtable panel discussions, case studies, and direct links to relevant original research, review
articles, and guidelines to further HCV knowledge and learning.

Monitoring and Evaluation
HCV treatment cascades are recommended for providing a framework for evaluating the delivery of
HCV care over time and within subgroups.
HCV treatment cascades are recommended as they may be useful in monitoring the impact of new
screening efforts and advances in antiviral therapy.
Data should be collected at hepatitis treatment services on an ongoing basis to provide feedback for
service improvement.

Infrastructure Required to Effectively Deliver HCV Interventions
HCV Services
Specialist hepatitis treatment services should:
-

Have a nominated person responsible for liaising with local drug services, prisons and primary care.
Assess everyone referred for treatment.
Assess alternatives to treatment in the hospital setting.
Establish nurse-led outreach services wherever possible.
Collect data on an ongoing basis
Allow patients access to mental health support before and during HCV treatment.
Engage HIV/HCV co-infected individuals in HCV treatment to improve adherence to antiretroviral
treatment.
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HCV public health services for persons with serious mental illness in outpatient mental health
settings are recommended as being as cost-effective as similar interventions for other at-risk
populations.

Integrated / Multi-Component Care
Multi-component integrated HCV care interventions are recommended.
Multidisciplinary teams are recommended to optimally manage HCV and associated comorbidities.
HCV treatment delivered to PWID through multidisciplinary models (such as community-based clinics,
substance abuse treatment clinics, and specialised hospital-based clinics) is recommended. Models
may be integrated in primary care or can occur in secondary or tertiary care settings. Other
innovative models to consider include directly observed therapy and peer-based models.
A high level of acceptance of the individual life circumstances of PWID rather than rigid exclusion
criteria is recommended.

Primary Care
Training and ongoing supervision of primary care practitioners by specialists should be used to
address primary care practitioners lack of confidence in screening/caring for patients with HCV.
Brief risk screeners with a paper-based clinical reminder can be used to increase HCV testing in the
primary care setting.
Primary care/ community-based antiviral treatment provision is recommended.
Liver clinics delivered in the primary care setting are recommended as a model for improving access
to HCV care for underserved patients.
Programmes to build primary care capacity among rural, underserved populations through
videoconferencing and case-based learning in tele clinics are recommended.
The initiation of HCV treatment through general practice is recommended as a viable model to
increase the number of people accessing treatment.
Factors found to be negatively and positively associated with PWID primary care physician visits
should be considered when designing primary care services targeting this population.

Community Based Services
For those 'hard-to-reach' people with HCV unwilling or unable to access mainstream health care,
community-based care services are recommended as an easy to access, non-judgmental and nonthreatening point of engagement.
Community-based nurse-led integrated care clinics are recommended
Involvement of key local opinion leaders as 'knowledge brokers' is recommended in the
establishment of new community based HCV services.
Weekly HCV psychosocial support groups located within community-based health clinics are
recommended for people living with HCV who have complex mental health, physical health and
psychosocial needs.
Provision of HCV care at home is recommended in areas remote from specialist centres to increase
patients' access to and acceptability of treatment.

Internet/ Telecare Delivered Interventions
Internet-delivered interventions are recommended.
Improved patient engagement through an invitation to a website is recommended.
Telecare systems are recommended to reduce HCV treatment dropout rates due to side effects.
HCV telemedicine clinics are recommended to improve access, patient satisfaction, and reduce
health visit-related time.
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Developing and supporting the competence of primary care providers through innovative
telemedicine programmes is recommended to improve patient care, management and treatment as
well as access.

HCV Staff
Nurses
It should be recognised that nurses play a key role in the ongoing treatment and management of
chronic HCV. Nurse’s skills in counselling, education, and as liaisons between patients, support
services, and other healthcare providers make them crucial in the management of patients with HCV.
HCV programming can be improved by leveraging nurses' strengths within multidisciplinary teams to
address patient's concerns about process and communication issues.

Commissioning
Health and Wellbeing Boards should set strategic objectives for HCV which can delivered through the
system steered by the Directors of Public Health.
Joint Strategic Needs Assessments should include robust plans for integrated HCV care pathways.
Health and Wellbeing Boards and local public health teams should work with CCGs to implement
effective HCV testing and treatment strategies in their local area.
Every public health area should have a multi-specialty working group responsible for ensuring people
who use drugs have access to a robust pathway, from testing to specialist treatment services. The
group should include specialists in public health, viral hepatitis, substance use and mental health as
well as GPs and support workers.
The use of DBS (dry blood spot) testing or Point of Care (Rapid) Testing should be available in as many
relevant services as possible.
Data on prevalence and incidence – among both drug users and non-drug users – should be collected
on an ongoing basis.
Every CCG should have a nominated lead for HCV and substance use.
Every CCG should draw up a list of service providers and make sure each GP is aware of the local
referral pathway.
Every HCV RNA-positive patient should be referred to a specialist treatment service for assessment,
and provided with support to attend if required. Current substance use is not a contraindication to
treatment.
At least one GP in every practice should have a basic knowledge of HCV, (through completing the
RCGP Certificate in the Detection, Diagnosis and Management of Hepatitis B and C in Primary Care, or
an equivalent qualification).
GP practices should implement strategies to search patient records for indications of substance use
and invite all those identified to be screened for BBVs.

Cost Effectiveness
It should be understood that there is no clear consensus demonstrating whether prevention,
screening or treatment provides better value for money as each approach can be economically
attractive in certain subgroups.
More high-quality economic evaluations of preventing, identifying and treating HCV infection in
substance users are needed.
Treating HCV-infected PWID with new therapies (interferon-free direct-acting antiviral therapy) is
recommended as cost-effective and could prevent a signiﬁcant number of liver-related deaths.
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Outreach testing and treatment of HCV within London Drug Treatment Unit settings is recommended
as both feasible and cost effective.

7

Key Stakeholder Interviews
Stakeholder interview key findings

Addressing the HCV epidemic in England is not currently a priority within the NHS. This is considered both
in the literature and stakeholder interviews to be due both to the fact that the highest populations with
HCV are former and current PWID who do not generate a large amount of empathy from the public and
have few advocates acting on their behalf. In addition, within their own PWID groups there remains a large
amount of stigma associated with also having HCV, which results in them being unable to advocate for
themselves. PWID with HCV are often perceived as being at the bottom of the pecking order of PWID; in
the literature they are frequently described as individuals with low self-esteem who prefer to be secretive
about their condition.
Stakeholders report that even those HCV positive individuals who were previous PWID several decades ago
and are now in professional positions do not seem to have the conscience or will to advocate for optimising
HCV care in England. Although they seem to be engaged with the HCV treatment politics whilst undergoing
their own treatment, once they have been successfully treated for HCV, they revert rapidly to their
previous professional and social priorities and cease interest in HCV treatment politics.
This attitude contrasts strongly with the advocacy within the HIV communities; especially the MSM and
haemophiliacs who challenged the stigma associated with HIV and have built a large number of advocates
who lobbied for effective treatments and care. Although PWID are the highest populations with HCV, there
are other populations that could be targeted. They include migrants from at risk countries, and individuals
who received blood products prior to 1991. In Scotland, policy leads have decided that patients who
received blood transfusions prior to 1991 have been invited for HCV screening.
Improved awareness raising and surveillance programs are required in order to improve estimates and
screening. Before HCV reduction programmes can fully address strategies to reduce HCV incidence and
prevalence an accurate understanding of the true burden of HCV in England is required. Currently there is
uncertainty in estimates of HCV incidence and prevalence in England, due to limited surveillance and fact
that there is very poor public awareness about HCV and that HCV is often asymptomatic.
HCV treatment solutions alone will not solve the HCV epidemic. In order to achieve HCV elimination,
prevention activity, including oral substitution therapy and needle and syringe programmes for PWID, is
essential alongside HCV treatment. Screening PWID for HCV is important, recent studies have
demonstrated that offering HCV treatment to current PWID users is feasible and can result in reductions in
local HCV prevalence.
Stakeholders are concerned that currently in England there are inequalities in HCV screening and
treatment. In some regions there is a paucity of effort to carry out HCV needs assessments and screen
populations at risk of HCV, in other regions robust health needs assessments and strategies have been
established to identify and screen those individuals at risk of HCV. The lack of effort in some regions is likely
to result in underdiagnoses of HCV and hence under treatment of HCV.
Depending on which at risk groups are being targeted, different strategies need to be developed to target
and screen at risk populations. Many at risk HCV groups are hard to reach and innovative engagement and
HCV screening programmes are required.
Concerns were raised by stakeholders regarding GPs and practice and community nurses’ knowledge about
HCV screening and management; they recommended improved continuing professional development (CPD)
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that addresses HCV screening and management are required to improve early HCV diagnosis, referral and
management. If widespread HCV training for health professionals is implemented, policy leads will need to
take into account that the impact of increased professional awareness of HCV is likely to result in improved
case finding and early diagnosis, this in turn is likely to result in a higher requirement for HCV treatment.
Most stakeholders acknowledged there is a tension between the policy for HCV screening and testing in
theory, and the current NHS HCV treatment caps. Policy leads will have to find ways to justify increased
HCV awareness raising and HCV screening within at risk populations in England, when following HCV
diagnosis, there are no treatment options open to some HCV positive individuals due to the current
capping of HCV treatment by NHS England. Stakeholders considered that the current HCV treatment policy
in England contravenes normal public health surveillance and needs to be more fully debated before
further large public health HCV surveillance and prevention initiatives are implemented.
The advent of DAA’s has enabled the simplification of HCV treatment and opportunities to manage patients
with HCV in a variety of clinic settings in the community rather than in specialist secondary care clinics.
Patients are monitored for adverse events, drug and alcohol abuse as well as their emotional well-being.
The simplification of medication in terms of oral administration, frequency of dosage, shorter treatment
lengths and fewer side effects is likely to result in greater uptake and completion rates. Strategies to
optimise HCV patients completing their treatment were identified and recommended by stakeholders,
including food vouchers, holistic support that included assistance with transport/shopping/dog walking,
etc.
There’s been considerable debate regarding whether to engage with and offer treatment to current PWID
users. In the past one of the conditions of offering HCV treatment was that the PWID should be first
stabilised on opioids substitution therapy. Stakeholders emphasise the importance of engaging with and
treating current PWID users. They believe that if large-scale engagement with current PWID users occurred
and those with HCV were treated, the overall pool of HCV could be reduced and overall HCV transmission
rates could be reduced. Stakeholders recommended that even if HCV patients discontinued treatment
clinicians should not give up on them and should offer them additional opportunities to complete HCV
treatment. Several stakeholders mentioned the positive effect that undergoing HCV treatment had on
current PWID users. They had noticed that the caring therapeutic relationship established during the HCV
treatment had an overall positive effect on the motivation of current PWID users to review their current
drug habit and opt for opioids substitution therapy. Currently there is not a large amount of evidence to
support this theory, although recent case histories have established that current PWID users complete HCV
treatment at similar rates to PWID receiving opioids substitution therapy. Larger research studies are
urgently required to establish ways to optimise engagement with current PWID users who are HCV positive
and promote safe practices as well as prioritising them for HCV treatment in order to reduce ongoing HCV
transmission.
Stakeholders recommended that strategies should be developed to target each of the high risk groups and
data should be carefully collected to monitor the demographics and profiles of those HCV positive
individuals that were identified, including their subsequent management pathways. As well as PWID,
individuals who had a blood transfusion prior to 1991 and first generation immigrants from high risk
countries and travellers who have received injections when abroad were also groups that were at high risk
of HCV and tailored interventions should be targeted at these groups. Stakeholders emphasised the
importance of learning from the successful HCV engagement, screening and management initiatives as well
as HCV initiatives that failed; documenting positive and negative findings and sharing them, via publications
was equally important for future learning about ways to optimise HCV models of care.
The importance of aligning service specification and establishing joined up HCV care pathways that are not
duplicated was emphasised by the stakeholders. Once established, it is very important to share the HCV
care pathways with all health professionals involved in HCV management as well as sharing it with HCV
patients so referral options and treatment options are clearly described.
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Stakeholders emphasised that in terms of models of care for HCV treatment, one size does not fit all and
different HCV treatment models of care should be offered to patients to optimise acceptance to receive
and to complete treatment. A variety of models of care were described by the stakeholders. Although some
patients prefer to receive their HCV treatment and monitoring from specialist HCV clinics based in
secondary care outpatient clinics, many other patients prefer to receive care in the community in familiar
surroundings. This is especially relevant for current PWID users and PWID receiving opioid substitution
therapy requiring HCV treatment. A variety of successful HCV treatment models of care in community
settings have been described by stakeholders.
Developing policies regarding HCV treatment and commissioning HCV services in England has proven to be
a challenge for policy and public health leads. The current HCV epidemic is a public health challenge in
England as well as globally. The lack of an effective HCV vaccine, the asymptomatic nature of the HCV
infection, the fact that HCV affects marginalised populations and the high cost of HCV treatment all make
tackling HCV a challenge for policy leads, commissioners and public health leads alike.
Contrasting starkly with the challenges relating to addressing the HCV epidemic is a sense of enthusiasm
from the stakeholders and public health specialists who recognise how rare it is to have an effective public
health treatment solution to address the HCV epidemic, especially HCV treatments that offer a high
expectation of cure within three months. The availability of these new, more effective and acceptable DAA
treatments for HCV virus has raised the prospect of being able to eliminate HCV in England.
It was acknowledged that tackling the HCV epidemic in England would require a larger investment of NHS
funds now, in order to save significant funding investments for chronic end stage liver disease treatment in
the future. Although, NHS England acknowledges that England is currently facing the prospect of an ageing
population of HCV-infected individuals with increasingly advanced liver disease stages, their current policy
is to ration HCV treatment, and cap the number of HCV patients who can be treated (even though they
have received NICE approval). Those HCV patients at most immediate risk of death are not necessarily
those who are currently transmitting HCV, this creates a dilemma for policy leads involved in decisions
regarding which HCV patient groups should be a prioritised for HCV treatment, as the goal of ending HCV
transmission and the goal of ending deaths from HCV do not correlate with the same HCV patient groups.
Stakeholders interviewed consider NHS England’s current position of imposing a cap on the number of
people that hospital trusts were allowed to treat each month is massively short-sighted. Unfortunately,
those patients at earlier stages of infection are the ones least likely to be prioritised by ODNs, in order to
receive the CQUIN payments. Those patients newly diagnosed with HCV who are not eligible for treatment
finds this position, bewildering and extremely frustrating. The fact they have to wait until they develop
more advanced liver disease does not make sense to them, especially if they are symptomatic.
NHS England’s approach to rationing HCV treatment contrasts with that of many other countries, such as
Portugal, Australia, Germany and Scotland that see the introduction of these new drugs as an opportunity
to treat as many individuals as possible and eliminate HCV in their countries. The stakeholders described
innovative medication funding agreements that have been adopted by many of these countries; the
agreements have enabled larger numbers of patients to be treated in a more cost-effective manner. Two
stakeholders suggested NHS England should introduce a payment by results system with a single tariff, to
identify and fully treat each HCV positive patient. A tariff amount suggested by one stakeholder was a sum
of around £1,500.
Stakeholders were unanimous in their recommendation that more funding is urgently required for HCV
research including national surveillance to identify HCV prevalence and large cohort studies or randomised
controlled trials to investigate outreach community HCV treatment initiatives and community HCV models
of care. In addition, it was recommended that studies should be undertaken into the long term cost benefit
of HCV treatment, that include calculations that describe the cost benefits of getting HCV positive patients
off illicit drugs and off their benefits and into employment.
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Successful Features of HCV Models of Care
Key features that have proven successful across many different models of HCV care that target
marginalised populations include the following.
Adopt a flexible approach to appointment times and to missed appointments. Establishing easy access
to treatment that includes extended opening times that include evenings and weekends. This enables a
larger number of hard to reach patients to establish a relationship with the HCV staff and support
workers, and to complete their HCV treatment. This is especially true of PWIDs who have a more
chaotic lifestyle and whose priorities are accessing their drugs and not necessarily to receive their HCV
treatment.
Locate HCV treatment centres in locations that are easily accessible and that HCV patients are
comfortable to attend. Depending on the profile of the HCV patients, many different community
locations are suitable: some patients have a long term positive relationship with their GP or practice
nurse and are happy to be treated in primary care; some patients were also being treated for other
conditions such as drug and alcohol care, TB or HIV prefer to also be treated for HCV within the usual
clinic setting by staff that they are familiar with, other patients prefer community settings that are
closer to their own homes. Some patients prefer to be monitored remotely by tele-monitoring or to be
visited within their home.
Create a comfortable treatment environment that is welcoming for HCV patients. Consider the decor,
seating arrangements and other facilities that optimise engagement. These may include wound care,
needle exchange, and other clinical services as well as more holistic services that optimise patients
completing their treatment. Holistic services include assistance with attending other health-related or
benefit-related appointments, and/or assistance with cleaning, shopping or dog walking.
Listen to HCV patients views regularly invite feedback on patient treatment experiences review ways to
improve HCV services to optimise patient HCV care.
Outreach HCV Specialist nurses and outreach HCV specialist clinicians working in the community should
establish HCV screening and treatment centres in different settings such as primary care/drug and
alcohol centres/homeless centres and gum clinics. These outreach HCV specialists should work
alongside existing clinical staff and should dual train them to offer HCV screening and treatment
alongside their usual clinical specialty. Once these community HCV treatment centres are established
and the staff are fully trained and confident to deliver HCV care, specialist clinicians can slowly
withdraw their support and setup additional HCV community treatment centres. The outreach HCV
clinicians should continue to supervise and support all community centres, including offering ongoing
HCV information updates and training.
When setting up HCV screening and/or treatment centres in the community, it is very important that all
staff within those centres are alerted to the HCV screening and treatment initiative. Ensure all staff
have an understanding of HCV care including HCV referral pathways, the identification of new patients
for screening, as well as optimising their ongoing HCV treatment support within the community setting.
Build HCV treatment support options into the care pathway and train support workers and peer
support workers. Support workers who are already supporting individuals with drug and alcohol
problems/mental health problems/social care problems should also be included in the training. Offer
ongoing supervision and training to all support workers to optimise their own development as well as
patient care.
Develop innovative approaches to engage with ethnic minority groups at high risk of HCV. This is
proven to be a challenge and currently few success stories have been documented. It is very important
that outreach awareness raising initiatives to these high-risk ethnic minority groups are documented
and any positive and negative outcomes are recorded to optimise future learning.
Develop simplified joint funding arrangements around commissioning of HCV services to enable HCV
specialists to deliver HCV services in community locations appropriate to different HCV Groups.
Commissioning and funding mechanisms need to be established to enable HCV specialists to fund and
support the establishment of outreach services. HCV service specifications need to be streamlined to
enable joint commissioning of HCV services.
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Key emergent themes include the following
-

Prevention services should combine innovative HCV awareness raising initiatives with easy access
to HCV testing
Local commissioners should commission HCV services in the community that specifically target at
risk populations
Co-locate or integrate HCV treatment services within existing community services
Dual train staff to ensure continuity of care and ensure the wider multidisciplinary team receives
regular HCV updates
Locate HCV services in comfortable familiar settings with improved opening times
Offer HCV patients practical support to improve adherence to HCV treatment
Design services that specifically address the barriers to effective HCV care
Improve HCV care commissioning by addressing inequalities in access to diagnosis and treatment

Stakeholder Key Recommendations
The full results the key stakeholder interviews can be found in Appendix 3
The key recommendations from all the stakeholders are listed below.

HCV Patient management interventions
HCV Screening
Innovative engagement and screening programmes are required to access hard to reach HCV groups.
To reduce the HCV prevalent pool and reduce future HCV transmission rates it is important that PWID
are engaged and treated.
Drug and alcohol and needle exchange services should routinely screen for HCV
All new migrants from at risk countries should routinely be screened
All new patients registering with GP should be screened with a question that addresses whether they
consider they have placed themselves at risk of contracting HCV in the past.
Reflex testing should be routinely carried out to ensure any HCV positive individuals are identified as
quickly as possible and to minimise loss to follow up.
All primary care centres in England should search their patient records to identify those patient groups
at high risk of HCV and offer those patients HCV testing.

HCV Referral
All individuals receiving a positive HCV test should be followed up to ensure that they are offered
further assessment, referred to a specialist or treated.
Stakeholders recommend there should be an improved understanding about why GPs do not refer
HCV positive patients to consultants
If patients attending accident and emergency test positive to HCV, they should be referred directly
from accident and emergency to an HCV specialist.
All HCV positive laboratory test results should include a prompt to refer the patient to a specialist so
the clinician reading the results who is responsible for the patient’s care is alerted to HCV referral
pathway.
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Relevant HCV Treatment and support
All the stakeholders interviewed were enthusiastic about these new effective direct-acting antivirals
(DAAs) HCV Treatments that have become available over the last five years that have fewer sideeffects. The consensus from stakeholders is that as DAAs are better tolerated, so more patients are
able to complete the treatment and to be effectively cured. This has resulted in NHS England now
having the opportunity to introduce a national programme to eliminate HCV.
The new DAAs require less monitoring for efficacy and toxicity than previous drugs. It is however vital
that treatment support is still provided to ensure patients complete treatment. This support can be
provided by clinical staff or a key worker.
In addition to monitoring for adverse events, HCV patients should also be monitored for attendance,
drug and alcohol abuse and their clinical and emotional well-being.
The current NHS policy for non-attendance at outpatient appointments should be reviewed in order
to take into account the chaotic lifestyle of drug and alcohol patients with HCV. A more flexible
approach is required that optimises retention and completion of treatment, as well as follow-up.
All individuals starting HCV treatment should be monitored to ensure they complete treatment.
PWID should be provided with additional support to ensure they complete treatment. If they fail to
attend appointments clinicians and support workers should not give up on them and should offer
them additional opportunities to complete HCV treatment.
Offer some HCV patients additional support such as benefit support or housing support or food
vouchers to encourage them to complete their treatment and monitoring as well as attending for
follow-up.
Innovative treatment monitoring systems should be established in remote areas, where patients are
encouraged to video themselves taking their treatment to confirm compliance with treatment.

HCV Patient support for drugs and alcohol
Several stakeholders mentioned the positive effect that undergoing HCV treatment had on current
PWID users. They had noticed that the caring therapeutic relationship established during the HCV
treatment had an overall positive effect on the motivation of current PWID users to review their
current drug habit and opt for opioids substitution therapy
It is important to provide integrated support for PWIDS or alcoholics receiving HCV treatment to
ensure they also receive their Drug or Alcohol Rehabilitation alongside any additional social support
required. Long-term follow-up of this group of patients is required to optimise their recovery.

Completing Treatment
Following Treatment HCV patients should be provided with ongoing support and their experiences
should be collected and recorded for future learning.

Other Linked HCV Interventions
HCV Awareness
Establish wide advertising campaigns for HCV, including posters in public places and GP surgeries
targeting at risk groups.
Stakeholders recommended that strategies should be developed to target each of the high risk
groups and data should be carefully collected to monitor the demographics and profiles of those HCV
positive individuals that were identified, including their subsequent management pathways.

HCV Prevention
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In order to prevent the onward transmission of HCV, adequate harm reduction prevention initiatives
in terms of needle exchange, safe practice messages and repeated HCV testing should be provided to
all PWIDs.

Data Monitoring
In order to monitor the success of an intervention it is crucial that staff feedback and patient experience
are recorded at continuous time intervals and after key events.
Patient data should be collected at the following stages in the patient pathway:
- Identify and map the demographics of the target populations
- Design HCV awareness raising initiatives and record the impact of each one on testing uptake
- Design HCV screening initiatives and record the impact of each one on testing uptake
- HCV demographics testing uptake and results
- HCV demographics and profiles positivity rates
- HCV demographics and profiles referral rates
- HCV demographics and profiles and assessment outcomes
- HCV demographics and profiles offered treatment
- HCV demographics and profiles starting treatment
- HCV demographics and profiles monitoring treatment
- HCV demographics and profiles discontinuing treatment, including reasons for discontinuation
- HCV demographics and profiles completing treatment for all
- HCV demographics and profiles attending for follow-up monitoring
Stakeholders emphasised it was important to learn from both successful HCV engagement, screening and
management initiatives and initiatives that failed; documenting these initiatives and sharing them, via
publications was equally important.

Infrastructure Required to Effectively Deliver HCV Interventions
HCV Services
Different models are required for different types of HCV patients- one size does not fit all
All the stakeholders interviewed were in agreement that different models were required for different
types of HCV patients. They emphasised that one size does not fit all and many of the current
systems for delivering HCV services are not fit for purpose. This is especially in the case of meeting
the treatment needs of either former or current PWIDs whose chaotic lifestyle means their priorities
are not focused on receiving HCV treatment, especially from hospital settings with morning
appointments. Experience has demonstrated that PWIDs are likely to be motivated to accept and
complete HCV treatment when they are allowed to be treated in a familiar environment where the
appointment system is more flexible.
HCV providers should be innovative in terms of where services are located. It is important to listen to
their patients and set up services in locations that are accessible and acceptable to specific patient
groups.
HCV patients should be offered options for where they receive their treatment and monitoring
If possible HCV services should be provided at a familiar centre that the patient already trusts
For HCV patients that also have a HIV/TB or receiving opioid substitution therapy, a one stop shop
plan for their treatment should be provided.
HCV screening and treatment services should be co-located within appropriate community clinic
locations.
Some HCV patients want a discreet service and do not wish to attend treatment in centres that may
have additional stigma, such as a GUM clinics or drug and alcohol clinics.
Some HCV patients prefer virtual consultations, especially if they live in remote areas.
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Service settings that include comfortable chairs and sofas and facilities to make tea and coffee enable
support workers to offer additional information about services available including options for HCV
testing and opioid substitution therapy.
Comfortable friendly environments should be created that are attractive to attend.
The option to receive HCV treatment in the community is more acceptable to HCV patients who
receive their care in the community as well as being more cost effective compared to secondary
outpatient care.
Due to the chaotic lifestyle of PWIDs it is important that services:
Offer convenient appointment times including evening and weekend appointments.
Offer more drop-in opportunities to receive treatment
Are more lenient in terms of missed appointments.
Services offered to PWIDs should be as integrated as possible, and ideally include needle exchange,
wound care and hepatitis B vaccination.
PWID find that a caring relationship motivates them to both receive and complete their HCV
treatment and motivates them to address the drug problem and consider opioid substitution
therapy.

Outreach
local outreach solutions should be developed to optimise HCV care within different marginalised
communities
Outreach work should include recruiting support workers to form partnerships with
Muslim/Asian/Eastern European communities to raise awareness about HCV. Ideally the support
workers should be from the ethnic minority group and be fluent in the language, so they are able to
optimise communication and seek solutions for engagement that a realistic for each individual
community.

Primary Care
For many HCV patients, especially those who do not like attending secondary care outpatients, a
primary care setting is a very positive way to receive their HCV treatment from staff and premises
that they are familiar with.
It is important that sufficient protected time is allocated for GPs and practice nurses to receive
ongoing HCV care CPD
Many GPs do not have a good understanding of HCV management and do not prioritise their care for
patients with HCV as it is a very small component of their work. Some GPs only pay attention to
severely ill cirrhotic jaundiced patients and do not understand the burden of HCV disease within their
undiagnosed population.
GP practices should implement strategies to search patient records for indications of current and past
substance misuse and other risk factors for HCV and invite all those identified to be screened for
BBVs.
Stakeholders frequently raised concerns that GPs and practice nurses in general do not have a good
understanding of the management of a positive HCV test. Although they are likely to carry out
additional liver function tests, if these are normal, they do not refer these patients for specialist
assessment and treatment. They are not aware that unless the patient has advanced liver disease
HCV positive patients usually will have normal liver function tests.
The RCGP guidelines and module on HCV management has a very poor uptake. When courses are
held for primary care there is very poor attendance. At least one GP in every practice should have a
basic knowledge of HCV, (through completing the RCGP Certificate in the Detection, Diagnosis and
Management of Hepatitis B and C in Primary Care, or an equivalent qualification).
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Staff
Specialist centres have trained specialist outreach nurses who offer outreach support services to drug
and alcohol clinics, primary care and other community settings where high risk populations are being
cared for, such as homeless centres and ethnic minority populations who have a high risk of having
contracted HCV.
The specialist outreach HCV nurses in some drug and alcohol clinics offer a large amount of
availability during the day evenings and weekends to accommodate a drop-in approach for PWIDs.
This ensures improved continuity of care and improved establishment of trusting relationships.
Although there are PWIDs are treated in the community, they are registered with specialist clinic
which funds their treatment and blood tests.
Many HCV specialist nurses have a dual role in that they also train the drug and alcohol staff to offer
near point testing to PWIDs and in some cases to monitor the treatment. These pilots are currently
being evaluated; learning to date has established that PWIDs who are users find that a caring
relationship motivates them to both receive and complete their HCV treatment and motivates them
to address the drug problem and consider opioid substitution therapy.
Following the introduction of the new DAA treatments treating and monitoring HCV patients has
been simplified. This means that once the ODN treatment decision has been made, clinical
responsibility can be devolved under supervision by HCV specialists to HCV specialist nurses in the
community or other suitably qualified individuals such as pharmacists.

Dual Trained Staff
Dual training enables HCV patients to receive their care in settings they are familiar with and from
staff with whom they have already formed a trusted relationship
In some settings, HCV outreach specialist nurses focus on dual training the staff to screen for HCV
and to either refer or to monitor HCV treatment.
Training clinical staff, who are already working in different settings such as drug and alcohol
centres/needle exchange/opioid substitution therapy /homeless care/TB treatment clinics /HIV
treatment clinics, to screen for HCV, refer HCV positive patients and support the treatment of HCV
patients has proven very successful.
Additional protected time is required for key staff to deliver quality HCV care. In addition, it is very
important that dual trained staff are offered sufficient time to receive ongoing CPD.

HCV Support workers
Successful treatment often depends on having the right support systems in place. There are many
different individuals who can be trained as support workers. Support workers can assist PWIDs to be
screened, attend appointments with them, and offer day-to-day support.
All the stakeholders considered that HCV treatment can be as effective for PWIDs as it is for people
who are not, the important element is to support them to complete their treatment as well as to
support them to discontinue their drug habit. Support workers also have a role in supporting
vulnerable individuals with HCV such as those affected by domestic violence as well as supporting
ethnic minority groups to engage with HCV services.

Peer Support
Peer support offered by previous substance abusers trained to offer HCV patients support has been
very successful, as peer support workers have insight into the lifestyle and challenges experienced by
PWIDs.
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Staff Training
It is essential that all types of staff and support workers are offered quality HCV care training as well
as regular updates and supervision.
It is essential that staff are aware of the multidisciplinary teams supporting HCV care and the HCV
referral pathways.
All staff in clinics offering HCV treatment are trained to support HCV patients to complete treatment.
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Commissioning
In order to commission a successful HCV intervention, it is vital that the following steps are taken:
As a first step to get the work of the ground a detailed HCV needs assessment and strategy needs to
be developed.
Seek the help of a mentor who has been involved in similar work in the past, and who may be able to
offer advice and reassurance as the project progresses.
Involve senior figures from the start, it is important to gain the backing of authority figures, such as
the Directors of Public Health at the PCTs is crucial to the success
Handpick your steering group as a lot of the success in steering the project through from identifying
the HCV public health problem to implementing an action plan involves getting the right skill mix. It is
important that one of the key people involved has a background in public health and identifying
There should be effective screening programs targeting at risk groups with sufficient funds being
allocated for near point testing in a variety of accessible community settings.
Commissioners should ensure that future Strategic development plans include HCV policy that is
consistent across England to ensure equity arrests HCV services.
It is essential that effective communications take place between the different commissioners in order
to ensure a seamless HCV service is established.
Service specifications for Drug and Alcohol care include HCV testing. Currently when drug services get
re-tendered – they frequently forget to include HCV testing
Joined up HCV care pathways should be established across all the providers of HCV care. This should
ensure streamlining of services, shared care pathways and the avoidance of duplication. Patients
should be informed of the care pathways and aware of the different relevant HCV service providers
available to support them.
All providers of HCV services in a given area should form multidisciplinary teams who ensure that
their service specifications are aligned and their referral pathways are clearly defined.
The HCV minimum dataset should be reviewed and the KPI’s and other data being collected by each
provider reviewed to ensure they are optimising quality of data in terms of evaluation and
monitoring of HCV services

Joint Commissioning
Joint commissioning aims to support the development of integrated out-of-hospital services based
around the needs of local populations. It is part of a wider strategy to join up care in and out of
hospital and aims benefit patients by: delivering high quality out-of-hospital care in the community;
improving access to primary care and wider out-of-hospitals services with more services available
closer to patients’ homes; improving patient experience through more joined up services; improving
health outcomes and reducing health inequalities through better access to services.
Successful joint commissioning of harm reduction services with substance misuse services was
described by the majority of stakeholders. In some examples it just included awareness raising and
screening for BBV. The most successful were when HCV treatment was integrated with substance
misuse services. Lessons learnt from joint commissioning of these services are that the pilots have
proven to be successful and joint commissioning of HCV treatment integrated with substance misuse
services should be expanded. This was considered to be a clear national priority because of the scale
of HCV infection in England through injecting drug misuse. In addition, joint commissioning should
include improved provision of needle exchange services especially out-of-hours needle exchange.
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Practical Steps to Eliminate HCV
The stakeholders identified that the joint London working group has developed a series of practical
steps to eliminating HCV. They include the following actions that commissioners and policymakers
should include in future HCV specifications that involve the following key stakeholder groups and
providers1. These actions have been adapted for this report.

Clinical Commissioning Groups
Currently there is a lack of CCG engagement with the CCGs having too many competing priorities
Every CCG should have a nominated lead for HCV and substance use.
Every CCG should draw up a list of service providers and make sure each GP is aware of the local
referral pathway.
Every untreated HCV positive patient should be referred to a specialist treatment service for
assessment, and provided with support to attend if required. Current substance use is not a
contraindication to treatment.

Directors of Public Health
Every public health area should have a multi-specialty working group responsible for ensuring people
who use drugs have access to a robust pathway, from testing to specialist treatment services. The
group should include specialists in public health, viral hepatitis, substance use and mental health as
well as GPs and support workers.
The use of DBS (dry blood spot) testing or Point of Care (Rapid) Testing should be available in as many
relevant services as possible.
Data on prevalence and incidence – among both drug users and non-drug users – should be collected
on an ongoing basis.

Health and Wellbeing Boards
Health and Wellbeing Boards should set strategic objectives for HCV which can delivered through the
system steered by the Directors of Public Health.
Joint Strategic Needs Assessments (JSNA) should include robust plans for integrated HCV care
pathways
Health and Wellbeing Boards and local public health teams should work with CCGs to implement
effective HCV testing and treatment strategies in their local area.

Primary Care
At least one GP in every practice should have a basic knowledge of HCV, (through completing the
RCGP Certificate in the Detection, Diagnosis and Management of Hepatitis B and C in Primary Care, or
an equivalent qualification).
GP practices should implement strategies to search patient records for indications of current and past
substance misuse and other risk factors for HCV and invite all those identified to be screened for
BBVs.

1

Practical steps to eliminating HCV; a consensus for London. The London joint working group on substance use and
hepatitis 2014. http://www.hcvaction.org.uk/sites/default/files/resources/LJWG_2014_CONSENSUS_FINAL%20.pdf
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Funding HCV Treatment
Operational delivery networks (ODN) for HCV treatment
NHS England service specification for operational delivery networks for HCV care in adults was
published in 20152. The aim of these networks is to maximise appropriate uptake and completion of
HCV treatment and to cure more people of infection. NHS England has created the operational
delivery networks (ODNs) with a hub-and-spoke design across the regions to coordinate the regional
delivery of viral hepatitis services across England. NHS England has implemented the establishment
of HCV networks to ensure clinical and cost effective care is delivered with oversight from HCV
centres.
Strong partnership working across the complex pathways for patients is essential to ensure patients
have access to both clinical expertise and local delivery of care. HCV ODNs provide a vehicle for
ensuring that clinicians are aware of which are the most cost effective, efficacious treatments and to
help choose between alternative products and treatment plans.

HCV Commissioning for Quality and Innovation (CQUIN)
The CQUIN HCV scheme aims to improve value for patients from specialised care. CQUIN is linked to
the development of a national group of ODNs which support the identification of the most clinically
effective and cost effective options for patients. The CQUIN scheme supports the innovation required
by the whole system to work together to manage access to new treatments in a cost effective way. It
will extend specialist expertise beyond specialist centres making it more accessible for patients and
ensuring all have access to the appropriate therapeutic options and greater integration of care
between providers of services whilst preserving local access. The treatment selection is designed to
support adherence, avoid resistance and relapse and to make best use of NHS resources. Networks
are expected to play an active role in developing and refining the outcome data collected by partner
providers over the next 2 years to develop the evidence base of treatment in routine clinical practice

NHS England policy and NICE HCV treatment guidance
Although NHS England has already invested millions of pounds in treating patients with advanced
liver disease, thousands of HCV patients with cirrhosis are yet to be treated. NICE technology
appraisals emphasise the need to progressively rollout HCV treatment prioritising patients with the
highest unmet clinical need. NICE recommends that clinicians should focus on treating those with
cirrhosis, significant fibrosis and severe symptoms before scheduling treatment of patients with
milder HCV who are asymptomatic. By focusing on highest clinical need, the progression to cirrhosis
and end stage liver disease can be interrupted. The current commissioning policy statement is being
modified in the light of the NICE technology appraisals being implemented. As NICE did not consider
treatment of patients with decompensated cirrhosis, the current policy statement remains in place
for the treatment of such patients.
The debate continues regarding whether to invest larger funds now to eliminate HCV in England and
therefore save a significant amount of funding in the future through ensuring there will be fewer
patients with chronic end stage liver disease; however, NHS England’s current position is that DAAs
are expensive and following NICE approval in March 2016 NHS England imposed a cap on the number
of people that hospital trusts were allowed to treat each month and introduced financial penalties
for those who exceed the cap. This was the first time that NHS England has imposed a cap on drugs
that NICE had approved as cost effective. The imposed numbers allowed to treat for each ODN has
delayed the availability of treatment for the non-urgent patient groups, which has been frustrating
2

NHS England. Service Specification for HCV networks. 2014 [April 2015]. Available from:
https://www.engage.england.nhs.uk/consultation/specialised-servicespolicies/user_uploads/hep-c-netwrk-servspec.pdf
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for the patients and created a debate about rationing within the health service. There have been
increased initiatives to identify and treat those HCV patients with advanced disease including those
who are hard to reach.
NHS England’s approach contrasts with that of many other countries, such as Portugal, Australia,
Germany and Scotland that see the introduction of these new drugs as an opportunity to treat as
many as possible and eliminate HCV in their countries. The stakeholders described innovative
medication funding agreements that have been adopted by many of these countries; the agreements
have enabled larger numbers patients to be treated in a more cost-effective manner. The
stakeholders suggested NHS England should introduce a payment by results system with a single
tariff, to identify and fully treat each HCV positive patient. Tariff amount was suggested to be around
£1,500.
Government representatives need to negotiate a sales price for DAA treatment directly with the
manufacturers. The price should either be a price per individual treated or a total annual price for
providing unlimited treatment. The unlimited approach will essentially provide free treatment once a
certain threshold is reached and is likely to incentivise all stakeholders to increase treatment. Setting
the correct treatment threshold is key to ensure this approach is cost effective.
There is a requirement for long term cost benefit studies that include calculations that describe the
cost benefits of getting HCV positive patients off illicit drugs and off their benefits into employment.
Stakeholders interviewed suggested there should be more funding made available for piloting
innovative HCV models care. They stated that they are currently overworked and although many
have good ideas for pilots to radically improve services they have no access to resources.
The elimination of HCV in England is a unique public health opportunity and will require money to be
spent now to save in the future.

Future Research
Establish the actual prevalence of HCV in England through increased screening in high-risk
populations as well as screening in accident and emergency
Investigate the HCV prevalence in high risk immigrant populations in England
Develop HCV prevalence waterfall diagrams with known treatments and known cures.
An HCV NHS database should be established that records the outcome all HCV tests undertaken in
England.
Establish if by treating PWIDs there will be a decrease in incidence and transmission of HCV.
There is a lot of anecdotal evidence regarding the role of the pharmacist in HCV reduction, but a
paucity of robust evidence
There should be more testing of populations from first-generation immigrants Bangladesh, Pakistan
and Eastern European countries to gain a better understanding of the current rent prevalence of HCV
within these populations.
A long term cost-effective model that describes the short term high costs of treating HCV in relation
to the long-term higher costs of managing chronic HCV related liver disease in England.
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Case Histories

The full results of the case histories can be found in appendix 4

Introduction
23 case studies have been identified and examined by this research and have been fully documented in the
appendices using a template to allow for rapid comparison of interventions.
The section below sets out key learning from joint analysis of the 23 case studies presented under the
following headings:
• HCV service co-location models
• Hospital screening and referral programmes
• Staff training
• HCV patient support
• HCV patient feedback programmes
• Commissioning HCV services
Case study reference codes are presented in square brackets (e.g. [D1]) following each key learning
statement and can be looked up in appendix 4.

Case Study Key Learning
HCV Service Co-Location Models
Model: Co-location with Community Drug & Alcohol Services
HCV Testing
● Drug service models and pathways that incorporate dry blood spot testing can lead to: increased
numbers of at-risk individuals accessing testing for HCV, increased numbers of positive diagnoses,
better utilisation of BBV team’s time and resources, increased service user satisfaction. [D4]
● An integrated HCV treatment service for people who inject drugs involving voluntary sector run testing
(and where appropriate linking service users to treatment) that works closely with a local hepatologist
can lead to high referral rates of newly diagnosed service users to assessment and treatment. [D5]
● Offering fibroscan sessions in a range of outreach settings, (including drug and alcohol services and
homeless hostels) can help overcome barriers between drug and alcohol services and specialist services
in secondary care to provide patients access to the care that they need and require, by providing
assessment and care in the community. [D9]
HCV Treatment
● HCV treatment clinics co-located with community based drug and alcohol service can improve
assessment and treatment access, reduce dropout rates and reduce burdens on secondary and tertiary
care. [D1]
● Frequent, opportunistic drop-in alongside GP-prescribing clinics at local drug services can substantially
increase referrals for treatment compared to monthly, nurse-led clinics. [D2]
Nurses
● Wellbeing nurses can liaise with GPs, take blood samples, prompt when hospital appointments are due
and offer support to motivate continued treatment. [D2]
● A blood-borne virus nurse, supported by peer mentors and volunteers, visiting accessible community
clinics to treat service users who have HCV can reduce pressure on out-patient clinics and markedly
improves attendance and treatment rates by removing barriers such as lengthy and expensive travel.
[D7}
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Relationships
● Regarding delivery of HCV care via opioid substitution therapy (OST) and community health clinics, the
quality of relationship between the client and the OST clinic is central to client concerns about
accessing co-located HCV services. [D3]
Environment
● Participants indicated that they wanted a clinic that promoted a “humanistic, genuine, honest, nonjudgmental and calm environment that considered the emotional well-being of patients". [D3]

Model: Integrated Hospital & Community HCV Care for PWID
●

●
●

Integrated HCV models of care (spanning testing, treatment and care) incorporating partnerships
between hospital-based hepatology and drug and alcohol services represents an excellent example of
how NHS providers can work together with third sector providers to develop a regional HCV
management model which is fully cognisant of the often-complex needs of people with HCV, and which
works in an innovative way to address these needs. [D14]
Such programmes can significantly improve attendance rates and increase the number of people
accessing HCV treatment. [D14]
Such programmes benefit from inclusion of on-going support and training for workers in local drug
services delivering testing. [D14]

Model: Co-location in Primary Care
●

Successful HCV treatment provided by community-based general practitioners is underpinned by
patients ongoing relationship with and trust in their general practitioner, coupled with concerns about
relocating care to an unknown hospital setting. [D13]

Model: Co-location in Pharmacy Services
●
●

●

●

The ability to work across care boundaries and to harness the potential of the community pharmacy
network is key. [D12]
Community pharmacies can conveniently offer HCV testing on site and since pharmacists have almost
daily contact with patients receiving ORT, they are in an excellent position to supervise anti-HCV
therapy initiation, adherence, and persistence. [D12]
In delivering care to people receiving opioid replacement therapy (ORT) from their community
pharmacy, engagement with and investment in the community pharmacy network has yielded very
positive results, with the development of strong relationships and an aligning of perspectives. [D12]
A key attribute of service user satisfaction was whether they were treated with dignity and respect.
[D12]

Model: Mobile Testing Units
●

Mobile testing units (HCV testing van) that visit large populations unlikely to access testing across the
UK can remove barriers to testing, raise awareness in local areas, help improve local pathways and
decrease pressure on existing services. [D10]

Model: Outreach Clinics
●

People with HCV often face significant barriers when seeking access to care. Whether because of
financial, logistical or psychological reasons, many find it extremely difficult to engage with care that is
delivered in a secondary care setting. With some people with HCV leading chaotic lifestyles, and with a
sizeable proportion coming from areas of socio-economic deprivation, actually getting to appointments
can represent an almost impossible challenge. Outreach clinics have resulted in an increase in
attendance rates and in the numbers of people receiving treatment, as well as significant
improvements in the patient experience. [D11]
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Hospital Screening & Referral Programmes
Referral Initiatives
●

●

Initiatives that cross reference hospital and lab databases to close the gap between the numbers of
people testing positive for HCV and the numbers being referred on to specialist services can lead to a
sizeable increase in referral rates for HCV patients. [D15]
This highly effective model (cross referencing of hospital and lab databases) is easily replicable at a
local level and can both increase awareness and knowledge of HCV and facilitate a significant rise in the
number of referrals to specialist services. [D15]

BBV Testing in A&E
●

●

●

Models where all A&E patients having a blood test as part of their routine emergency department care
are offered (on an opt-out basis) a BBV test (covering hepatitis B, HCV and HIV) can be used to increase
number of new BBV diagnosis. Pilot findings support further evaluation of routine BBV testing in A&E
departments. [D16]
Alongside testing various awareness-raising initiatives can be implemented (e.g. leaflets, posters and
banners displayed in prominent locations throughout hospital; media coverage thanks supported by
high-profile celebrities). [D16]
A key component of the model is ensuring that a care pathway in place for anyone who tests positive.
[D16]

Screening at Birth
●
●

Birth HCV screening programmes side-step the issue of identifying at-risk (and therefore stigmaattracting) groups. [D17]
Targeting HCV testing to this age group was determined to be a cost-effective strategy, regardless of
patient report of risk. [D17]

Staff Training
Training within Organisations
●

Training programmes to improve staff awareness and knowledge of HCV can result in: increased
knowledge and training of staff, increased numbers of service users accessing testing, increased
organisational focus on HCV and improved data collection in services. [D6]

Training across Multiple Organisations
●

●

●

Identification of individuals within organisations as ‘BBV Champions’, and training them to provide
advice and support to at-risk individuals within the substance misuse and South Asian communities has
been demonstrated to be a highly successful model for increasing the numbers of people being tested
for HCV. [D18]
Training of ‘BBV Champions’ is a hugely cost-effective model that is virtually cost-neutral, given that
services do not have to pay for BBV training from external agencies. With most BBV Champions already
being employed as key workers or volunteers, the only significant cost is the acquisition of testing
equipment. [D18]
Those services which have put forward key workers for BBV Champion training have reported improved
levels of staff retention; thanks to the increased staff satisfaction which results from upskilling. [D18]
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HCV Patient Support
The support initiatives described below are all part of an integrated HCV can model

Self-Management
●

●

Self-management programme that aim to improve emotional and mental health, confidence and selfesteem allow people living with HCV to better manage their condition and continue their engagement
with services. [D20]
Programmes comprised of structured workshops focusing on issues such as self-identity, confidence,
self-esteem, goal setting and problem solving can be promoted through partners in different health,
social and voluntary sector organisation and referrals sought. Sessions can be delivered on a one-toone or group basis. [D20]

Peer Mentoring
●

●

●

Peer to peer mentoring projects delivering awareness-raising sessions and peer support to
professionals and patients can lead to: improved awareness among at risk individuals, large numbers of
people tested and diagnosed, improved patient engagement with services (resulting in significantly
reduced costs associated with missed appointments). [D19]
Talks and presentations can be delivered to peers and professionals in a range of settings including
detox units, drug services and probation services. Roadshows are another event format for engaging
those considered to be at risk of HCV. [D19]
Information, advice and support delivered by peer mentors can significantly increase awareness and
education levels among those at risk and subsequently reduce onward transmission of HCV. [D19]

Practical Support Services
Volunteer Led Practical Support
● Volunteer led practical support initiatives can result in improved attendance at appointments and
increased emotional and mental wellbeing among HCV service users. [D21]
● Support may include transport to and from hospital and/ or domestic support at home (help with
gardening, running errands and other domestic tasks). [D21]
● Volunteers providing support services who have previously undergone treatment have the ability to
advise on the impact of treatment and offer emotional support. [D21]
Charity Project Worker Delivered Support
● Support services act as a highly effective and easily replicable model of how to actively support people
with HCV into treatment. The service seeks to remove barriers to treatment, allowing those who would
not otherwise be able to engage with treatment to do so. [D8]
● Support services may include: One to one support and mentoring; Advice and information on living
with HCV; Transport to and from hospital appointments; Support before, during and after treatment
appointments. [D8]
● Service users may be referred to support services by local hospitals or by addiction services; however,
referrals may also be received from a range of other sources including harm reduction teams, NHS
Keep Well teams, pharmacy prescribers and self-referrals. [D8]
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HCV Patient Feedback Programmes
●

●

●

●

Service improvement initiatives to promote patient centred HCV care show how, by seeking patient
engagement and feedback, small changes to services can have a significant impact upon the numbers
of people being tested and treated. [D22]
HCV service improvement initiative can be put in place to develop individualised, patient-centred
approaches to delivering testing and treatment to those with and at risk from HCV. Patient feedback
can be collected via structured and non-structured surveys with patients. [D22]
Key learning from such feedback initiatives includes: The need to adjust the times of clinics to make
them more patient-friendly; The need to expand outreach services, given the barriers and challenges
that some patients face with secondary care-based treatment; The need to minimise waiting times, in
order to ensure that patients stay engaged in services and are not lost to follow-up. [D22]
In addition to addressing identified patient issues, teams should aim to seek to develop closer links with
other HCV related services and colleagues; and improve staff knowledge and awareness of HCV and
treatment pathways. [D22]

Commissioning HCV Services
Commissioning Services for the Prevention, Diagnosis and Treatment of HCV
●

●
●
●

●

Key commissioning objectives may include: [D23]
o Highlighting the public health importance of tackling HCV
o Establishing a multi-agency forum dedicated to HCV
o Providing solutions to reducing prevalence and improving services based on local needs
Detailed research: Although time consuming, the volume of work, in terms of preparing a detailed
needs assessment and strategy is crucial to getting work off the ground. [D23]
Seek advice: There is merit in seeking the help of a mentor who has been involved in similar work in the
past, and who may be able to offer advice and reassurance as the project progresses. [D23]
Involve senior figures from the start: The backing of authority figures, such as the Directors of Public
Health at the PCTs is crucial to the success of the project. Aim to secure their buy-in as early as possible
in the project. [D23]
Handpick your team: A lot of the success in steering a project through from identifying a public health
problem to implementing an action plan involves getting the right skills mix. [D23]
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Discussion
HCV

HCV is a blood-borne virus (BBV) that infects and damages the liver. The virus persists as multiple different
strains (genotypes) each of which has specific treatment needs. There are six major genotypes in the UK
about 90% of people have Genotypes 1 and 3. Almost half of people with chronic HCV are unaware of their
infection and remain undiagnosed. Symptoms of chronic HCV are typically mild and non-specific and may
not appear until the liver is severely damaged. As a consequence, many individuals with chronic HCV
infection remain undiagnosed and fail to access treatment. These individuals can then present late with
complications of HCV-related end-stage liver disease (ESLD) and cancer, which have poor survival rates.

HCV Populations
In the UK, it is estimated that around 214,000 people are living with chronic HCV. The prevalence of
infection varies regionally being concentrated in areas with high levels of former and current injecting drug
users who are the most at risk population. Other populations that are especially vulnerable to viral
hepatitis include, former PWID, immigrants from at risk countries, transfusion recipients, people exposed
to unsafe injections, healthcare workers, people who undergo skin-piercing procedures such as tattooing,
prisoners and detainees, indigenous communities, migrants, sex workers, HIV-positive individuals and
MSM.
HCV disproportionately affects populations who are marginalised and underserved and have poorer access
to healthcare and health outcomes. Currently in the UK, half of patients with chronic HCV infection are in
the lowest socio-economic quintile, and three quarters in the lowest two quintiles. Large proportions of
people at high risk of HCV do not have access to prevention services, remain undiagnosed, or do not use or
adhere to treatment therapies. Many diagnosed patients especially those from marginalised groups are not
receiving specialist management or treatment.
At-risk populations may be exposed to stigma and discrimination, social marginalisation or face legal
barriers (such as age-of-consent laws for adolescents and criminalisation of behaviours such as drug use
and sex work) that impede their access to services for preventing or treating infection.

HCV Drugs
The new DAA drugs that have recently become available offer the potential to significantly reduce the
number of individuals progressing to serious HCV-related end-stage liver disease or hepatocellular
carcinoma (HCC) and to reduce the premature mortality. DAAs have a much simpler treatment regimen
then previous drugs as they are orally administered, have shorter treatment durations, have fewer sideeffects and for most patient sub-groups give higher sustained virological responses (SVRs) than interferonbased regimens. The high cure rates (SVRs) of the new DAAs presents a unique public health opportunity
where HCV could potentially be eliminated from the UK.

HCV Interventions
To work towards the elimination of HCV as a major public health threat in the UK, it is critical that:
➢
➢
➢
➢
➢
➢
➢
➢

HCV awareness is raised
HCV prevention is improved (especially for PWID) to ensure adequate harm reduction
HCV testing is increased to increase the proportion of infected individuals who are diagnosed
All individuals diagnosed with HCV are provided with treatment and care
All individuals diagnosed with HCV are assessed for an appropriate treatment regimen
All individuals accessing treatment are monitored for adverse events
All individuals accessing treatment are supported to complete treatment
All individuals accessing treatment are offered support for drug and alcohol rehabilitation
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HCV Screening
All persons at high risk of infection should be screened for HCV. Screening should be provided at drug and
alcohol centres, primary care and in other established community settings. To maximise the uptake, testing
should be provided in a familiar and comfortable setting with skilled and non-judgemental staff and
support given from peers. Innovative engagement and screening strategies should be used to reach hardto-reach groups.

HCV Referral
All individuals receiving a positive HCV test (including those in A&E) should be followed up to ensure that
they are offered further assessment and referred to a specialist or treated.

Choosing a HCV Treatment Regimen
The decision as to which regimen is most appropriate is multifactorial and based on efficacy, safety and
cost. Patient characteristics, patient and physician preferences, and cost implication should all be taken
into account. Comorbidities and psychiatric conditions which may affect adherence to antiviral therapy
should be considered.

Preferred Treatment Regiments

Monitoring for Treatment Efficacy and Toxicity

Treatment with interferon-based regimens used to require frequent monitoring of HCV RNA levels. This
testing is not however required with new DAAs, because of the relative infrequency of viral breakthrough
and because the rate of viral load decline does not correlate with SVR. In fact, in most persons treated with
DAAs, the viral load is undetectable 4 weeks after treatment initiation. The introduction of new treatments
provides an important opportunity to reduce the frequency of laboratory monitoring. In view of the high
cost and relative unavailability of HCV RNA testing, this would be an important factor in facilitating the
expansion of HCV treatment. Among patients treated with DAA regimens, HCV RNA level is sometimes
tested in the first 2–4 weeks of treatment to monitor treatment adherence, but there is no evidence that
this practice improves treatment outcomes. Following completion of treatment, SVR at 12 weeks after
completion of treatment is the benchmark for assessing treatment outcome
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HCV Support during Treatment
All HCV patients starting treatment should be supported to ensure they complete their treatment regimen.
The current culture of health care in the UK does not contact patients that do not attend appointments and
they are often lost to follow up. HCV patients are however often vulnerable and not motivated to look after
their own health and so should be offered every opportunity and support to complete treatment. Any
patients that drop out of treatment should be contacted and reintroduced to the HCV care pathway.
Although new DAAs require less monitoring for efficacy and toxicity than previous drugs it is vital that
treatment support is still provided to ensure patients complete treatment. This support can be provided by
clinical staff or a key worker. In addition to monitoring for adverse events, HCV patients should also be
monitored for attendance, drug and alcohol abuse and their clinical and emotional wellbeing. Some HCV
patients may also require additional support such as benefits, housing support or food vouchers to
encourage them to complete their treatment. Multidisciplinary models of shared-care (including specialist
physicians, nurses, social workers and psychologists) to support patients' adherence to HCV treatment are
recommended. Where shared-care is not available patient adherence may be impacted. When
comprehensive shared-care is limited or unavailable and physicians/nurses fill gaps by assuming roles
outside of their expertise to help patients adhere to HCV treatment there is an increased risk of
complications. Physician and nurse delivered support strategies are recommended, these include: patient
advocacy, pragmatic problem-solving, treatment engagement and emotional support. Dietary and physical
activity based lifestyle interventions are recommended for overweight/obese patients with chronic HCV to
improve body weight, lipid and hepatic profiles. The current NHS policy for non-attendance at outpatient
appointments should be reviewed in order to take into account the chaotic lifestyle of drug and alcohol
patients with HCV. A more flexible approach is required that optimises retention, completion of treatment,
as well as follow-up.

Case Study Learning:
Self-Management
● Self-management programme that aim to improve emotional and mental health, confidence and selfesteem allow people living with HCV to better manage their condition and continue their engagement
with services. [D20]
● Programmes comprised of structured workshops focusing on issues such as self-identity, confidence,
self-esteem, goal setting and problem solving can be promoted through partners in different health,
social and voluntary sector organisation and referrals sought. Sessions can be delivered on a one-toone or group basis. [D20]
Peer Mentoring
● Peer to peer mentoring projects delivering awareness-raising sessions and peer support to
professionals and patients can lead to: improved awareness among at risk individuals, large numbers of
people tested and diagnosed, improved patient engagement with services (resulting in significantly
reduced costs associated with missed appointments). [D19]
● Talks and presentations can be delivered to peers and professionals in a range of settings including
detox units, drug services and probation services. Roadshows are another event format for engaging
those considered to be at risk of HCV. [D19]
● Information, advice and support delivered by peer mentors can significantly increase awareness and
education levels among those at risk and subsequently reduce onward transmission of HCV. [D19]
Volunteer Led Practical Support:
● Volunteer led practical support initiatives can result in improved attendance at appointments and
increased emotional and mental wellbeing among HCV service users. [D21]
● Support may include transport to and from hospital and/ or domestic support at home (help with
gardening, running errands and other domestic tasks). [D21]
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●

Volunteers providing support services who have previously undergone treatment have the ability to
advise on the impact of treatment and offer emotional support. [D21]
Charity Project Worker Delivered Support:
● Support services act as a highly effective and easily replicable model of how to actively support people
with HCV into treatment. The service seeks to remove barriers to treatment, allowing those who would
not otherwise be able to engage with treatment to do so. [D8]
● Support services may include: One to one support and mentoring; Advice and information on living
with HCV; Transport to and from hospital appointments; Support before, during and after treatment
appointments. [D8]
● Service users may be referred to support services by local hospitals or by addiction services; however,
referrals may also be received from a range of other sources including harm reduction teams, NHS
Keep Well teams, pharmacy prescribers and self-referrals. [D8]

HCV Treatment for PWID and Alcohol
It is important to provide integrated support for PWID or alcoholics receiving HCV treatment to ensure they
also receive their Drug or Alcohol Rehabilitation alongside any additional social support required.
Undergoing HCV treatment can have a positive effect on PWID where the caring therapeutic relationship
established during HCV treatment has an overall positive effect on their motivation to review their current
drug habit and opt for opioids substitution therapy.
PWID should be provided with additional support to ensure they complete treatment. If they fail to attend
appointments, clinicians and support workers should not give up on them and should offer them additional
opportunities to complete HCV treatment. A strategy of ‘negotiated flexibility’ should be employed in
relation to appointments, eligibility and phlebotomy to create an enabling environment. If drug use or is
impacting on treatment attendance, then additional support should be provided with peer support workers
helping to overcome any barriers.
During HCV therapy treatment, support for addiction should be provided with consistent harm reduction
advice from all services working with drug users. Drug services should be integrated with HCV and all drug
workers should have a basic knowledge of HCV. Each drug service should also have a nominated person
responsible for liaising with hepatitis treatment centres, prisons and primary care. Peer groups have an
insight into the lifestyle and challenges experienced by PWIDs and can be trained to offer very successful
peer support to HCV patients. To reduce the risk of HCV transmission among PWID, opiate substitution
therapy (OST), needle and syringe programmes (NSP) and consistent harm reduction advice should be
provided through all services working with drug users. Long-term follow-up of this group of patients is
required to optimise their recovery.

Case Study Learning: HCV Care in Community Drug & Alcohol Services
HCV Testing:
● Drug service models and pathways that incorporate dry blood spot testing can lead to: increased
numbers of at-risk individuals accessing testing for HCV, increased numbers of positive diagnoses,
better utilisation of BBV team’s time and resources, increased service user satisfaction. [D4]
● An integrated HCV treatment service for people who inject drugs involving voluntary sector run testing
(and where appropriate linking service users to treatment) that works closely with a local hepatologist
can lead to high referral rates of newly diagnosed service users to assessment and treatment. [D5]
● Offering fibroscan sessions in a range of outreach settings, (including drug and alcohol services and
homeless hostels) can help overcome barriers between drug and alcohol services and specialist services
in secondary care to provide patients access to the care that they need and require, by providing
assessment and care in the community. [D9]
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HCV Treatment:
● HCV treatment clinics co-located with community based drug and alcohol service can improve
assessment and treatment access, reduce dropout rates and reduce burdens on secondary and tertiary
care. [D1]
● Frequent, opportunistic drop-in alongside GP-prescribing clinics at local drug services can substantially
increase referrals for treatment compared to monthly, nurse-led clinics. [D2]
Nurses:
● Wellbeing nurses can liaise with GPs, take blood samples, prompt when hospital appointments are due
and offer support to motivate continued treatment. [D2]
● A blood-borne virus nurse, supported by peer mentors and volunteers, visiting accessible community
clinics to treat service users who have HCV can reduce pressure on out-patient clinics and markedly
improves attendance and treatment rates by removing barriers such as lengthy and expensive travel.
[D7}
Relationships:
● Regarding delivery of HCV care via opioid substitution therapy (OST) and community health clinics, the
quality of relationship between the client and the OST clinic is central to client concerns about
accessing co-located HCV services. [D3]
Environment:
● Participants indicated that they wanted a clinic that promoted a “humanistic, genuine, honest, nonjudgmental and calm environment that considered the emotional well-being of patients". [D3]

Barriers to HCV Care
HCV Access to Treatment
Due to the current cost of medication, NHS England has currently capped the number of individuals
currently provided with DAAs treatment. For some HCV positive individuals there are currently no
treatment options available. Access to healthcare is a basic human right and yet due to the marginalised
nature of the HCV population, there are few advocates to demand treatment provision and service
improvement. Even those HCV positive individuals who were previous PWID several decades ago and are
now in professional positions do not seem to have the conscience or will to advocate for optimising HCV
care in England. Access to therapy needs to be expanded in order for DAAs to have a significant impact.
Mental health and substance abuse problems should be recognised and addressed as primary barriers to
HCV patients receiving antiviral treatment. Effective management of complex barriers to care related to
substance use, mental health, trauma, poverty, homelessness, criminalisation, cultural issues, stigma and
marginalisation is required for medical advances for HCV to be effectual. Novel, integrative strategies and
investment of resources at local, regional and national levels are recommended in overcoming barriers to
curing patients of HCV.

Barriers for PWID
Among PWID HCV testing should be a routine and comfortable experience with consistent information and
knowledge provided to raise awareness. To improve testing uptake among PWID key areas of concern that
should be addressed include: the process of HCV testing; the impacts of HCV diagnosis; fears of
concomitant HIV diagnosis; optimism that testing is unnecessary given HCV risk potentials and institutional
mistrust-often felt as stigma.

Barriers for Persons with HIV/HCV Co-infection
In order to improve uptake of HCV therapy in persons with HIV/HCV co-infection, it is essential that the
following barriers are addressed; hepatic decompensation, substance use, non-adherence to medical care,
refusal of therapy, social circumstances, provider inexperience with antiviral treatment and/or reluctance
of providers to refer patients for treatment. There are many unique challenges in managing HIV/HCV co62
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infected patients. Documenting and evaluating these obstacles is recommended as a critical step towards
effectively managing and caring for these individuals in the future.

HCV Care Pathway Barriers
Delayed HCV diagnosis can impact on the trust in providers with implications for future engagement in
care. It is essential that factors contributing to delays in HCV diagnosis are addressed, these may include:
limited HCV relevance, felt wellness, stigma, compartmentalisation of former injecting practices,
unexplained symptoms and general practitioner inaction. To fully benefit from new treatments, the gaps in
the treatment pathway affecting uptake of NICE approved medicines should be addressed, these include:
people are not diagnosed, tests required by NICE are not done, capacity to deliver is insufficient,
commissioning is deficient and policies are variable. In addition, there is a lack of provider expertise in HCV
treatment with a large regional variation in access to HCV. HCV care models should support careful delivery
of the following processes: autonomy, communication, education/information, continuity of care,
professional competence and support. The management of HCV in secondary and tertiary centres does not
meet the needs of all patients due to: long journey distances, travel costs, long wait times and problems for
patients in negotiating time off work while not divulging their illness. Imperfect follow-up during the HCV
cascade of care reduces the real-world effectiveness of HCV therapy. Interventions that simultaneously
address multiple points along the cascade should be implemented to provide better outcomes and more
value for money (instead of less costly interventions targeting single steps).

Stigma/ Perception/ Discrimination
Perceived discrimination is commonly reported in healthcare settings but there is little literature that
specifically examines stigma as a barrier to HCV care and treatment. Negative effect of stigma and
discrimination on people with HCV include: adverse health outcomes, avoidance of healthcare, diminished
quality of life and negative impacts on wellbeing and social functioning. The causes of negative social
impact including the associations of the HCV infection with injection drug use and the inflated assessments
of transmission risks should be addressed. Emphasis should be placed on building positive relationships
between the person living with HCV and their health worker as this can work to lessen the effects of
stigma. Patient “trust” in their health worker can lead to positive outcomes such as increased healthcare
utilisation and reduced risk behaviours. The profile and understanding of stigma should be examined to
fully understand the central role it takes in a patient decision whether or not to receive HCV care. To
address stigma as a barrier to HCV treatment, genuine partnerships should be developed with people living
with HCV to help establish, modify, or reform the design and operation of HCV services.

Completing Treatment
The current standard of cure in clinical trials and practice is a negative viral load at 12 weeks after
treatment. Following treatment, HCV patients should be provided with ongoing support and their
experiences should be collected and recorded for future learning.

Other Linked HCV Interventions
HCV Education and Awareness
A national HCV awareness campaign that include posters in public places and GP surgeries should be
developed to target each of the identified HCV high risk groups. To increase the rates of testing and
treatment multimodal educational interventions should be introduced.
Simple educational interventions for patients with HCV infection are recommended to increase patient’s
knowledge about their disease. HCV healthcare providers should consider adding self-management
workshops (weekly 2-hour self-management sessions based on a cognitive-behavioural programme with
HCV-specific modules) for patients with chronic HCV to increase knowledge, energy and wellbeing.
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To reduce barriers to HCV treatment among PWID, integrated peer educator programmes should be
established that work with patients in a collaborative manner under close supervision. Brief interventions
among prescription opioid abusers are recommended to increase HIV and HCV knowledge and as a first
step in prevention interventions for this vulnerable group. HCV education interventions integrated in
methadone treatment settings have proven effective in promoting knowledge.

HCV Prevention
Effective HCV prevention and early engagement in testing and treatment need to be scaled up in order to
prevent the onward transmission of HCV. Behavioural interventions alone are unlikely to have considerable
effect on HCV transmission and therefore multi-component interventions are recommended.
Optimal access to clean injecting equipment and opioid substitution treatment (OST) is crucial in limiting
the spread of HCV, particularly given that it also has the potential to prevent reinfection after treatment.
The proportion of PWID in the UK reporting adequate needle/syringe provision is sub-optimal, with only
around one half of those surveyed reporting adequate provision for their needs. These findings indicate
that while the majority of PWID may be accessing needle and syringe programmes (NSP), the amount of
equipment provided needs to be increased and provision better targeted. NSPs can also be an important
setting for delivering prevention information to PWID.

Data Monitoring and Evaluation
It is important to learn from both successful HCV engagement, screening and management initiatives and
initiatives that failed; documenting these initiatives and sharing them via publications is equally important.
Data should be collected at HCV services on an ongoing basis to provide feedback for service improvement.
HCV treatment cascades are recommended for providing a framework for evaluating the delivery of HCV
care over time and monitoring the impact of new screening efforts and advances in antiviral therapy.
Patient data should be collected at all stages of the patient pathway and any patients not completing
treatment should be identified and reintroduced to the HCV care pathway. All patients completing
treatment should provide feedback to inform future service delivery and improvement. Feedback should
also be collected from clinical HCV staff and HCV support staff at continuous time intervals and after key
events.

Case Study Learning:
Patient Feedback Programmes
● Service improvement initiatives to promote patient centred HCV care show how, by seeking patient
engagement and feedback, small changes to services can have a significant impact upon the numbers
of people being tested and treated. [D22]
● HCV service improvement initiative can be put in place to develop individualised, patient-centred
approaches to delivering testing and treatment to those with and at risk from HCV. Patient feedback
can be collected via structured and non-structured surveys with patients. [D22]
● Key learning from such feedback initiatives includes: The need to adjust the times of clinics to make
them patients face with secondary care-based treatment; The need to minimise waiting times, in order
to ensure that patients stay engaged in services and are not lost to follow-up. [D22]
● In addition to addressing identified patient issues, teams should aim to seek to develop closer links with
other HCV related services and colleagues; and improve staff knowledge and awareness of HCV and
treatment pathways. [D22]
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Infrastructure Required to Effectively Deliver HCV Interventions
HCV Services
HCV providers should be innovative in terms of where services are located. It is important to listen to their
patients and set up services in locations that are accessible and acceptable to specific patient groups.
Different models are required for different types of HCV patients (one size does not fit all) and so patients
should be offered options for where they receive their treatment and monitoring. If possible HCV services
should be provided at a familiar centre that the patient already trusts. For HCV patients that also have
HIV/TB or are receiving opioid substitution therapy, a one stop shop plan for their treatment should be
provided. Services offered to PWIDs should be as integrated as possible, and ideally include needle
exchange, wound care and hepatitis B vaccination. HCV treatments should be provided in settings
amenable to PWID where trusting relationships between clients and providers can be nurtured. Negative,
stigmatising or discriminatory experiences can be avoided by locating services in locations that are already
familiar with PWID.

Integrated / Multi-Component Care
HCV screening and treatment services should be co-located within appropriate community clinic locations.
HCV treatment should be delivered through multidisciplinary models such as community-based clinics,
substance abuse treatment clinics or specialised hospital-based clinics. Models may be integrated in
primary care or can occur in secondary or tertiary care settings. Other innovative models to consider
include directly observed therapy and peer-based models. Although co-locating works well for some
patients with HCV, others prefer a more discreet service and do not wish to attend or receive treatment in
centres that may have additional stigma, such as a GUM clinics or drug and alcohol clinics.
Case Study Learning: Integrated Hospital & Community HCV Care
● Integrated HCV models of care (spanning testing, treatment and care) incorporating partnerships
between hospital-based hepatology and drug and alcohol services represents an excellent example of
how NHS providers can work together with third sector providers to develop a regional HCV
management model which is fully cognisant of the often-complex needs of people with HCV, and which
works in an innovative way to address these needs. [D14]
● Such programmes can significantly improve attendance rates and increase the number of people
accessing HCV treatment. [D14]
● Such programmes benefit from inclusion of on-going support and training for workers in local drug
services delivering testing. [D14]

Community Based Services
The option to receive HCV treatment in the community is often more acceptable to HCV patients (who
already receive their care in the community) as well as being more cost effective compared to secondary
outpatient care. For those 'hard-to-reach' people with HCV unwilling or unable to access mainstream
healthcare, community-based care services can be easier to access. Community-based nurse-led integrated
care clinics are recommended with the involvement of key local opinion leaders. In areas remote from
specialist centres the provision of HCV care at home is recommended to increase patients' access to and
acceptability of treatment.
Case Study key learning supports HCV services in the following community settings:
o Co-location with community drug and alcohol services
o Integrated hospital & community HCV care for PWID
o Co-location in primary care
o Co-location in community pharmacy services
o Mobile testing units
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Outreach clinics

Internet/ Telecare Delivered Interventions
Some HCV patients prefer virtual consultations, especially if they live in remote areas. Telecare systems can
reduce HCV treatment dropout rates due to side effects and HCV telemedicine clinics can improve access,
patient satisfaction and reduce health visit-related time. Developing and supporting the competence of
primary care providers through innovative telemedicine programmes is recommended to improve patient
care, management and treatment as well as access.

Outreach
Local outreach solutions should be developed to optimise HCV care within different marginalised
communities. Outreach work should include recruiting support workers to form partnerships with
Muslim/Asian/Eastern European communities to raise awareness about HCV. Ideally the support workers
should be from the ethnic minority group and be fluent in the language, so they are able to optimise
communication and seek solutions for engagement that are realistic for each individual community.
Case Study Learning: Outreach
● People with HCV often face significant barriers when seeking access to care. Whether because of
financial, logistical or psychological reasons, many find it extremely difficult to engage with care that is
delivered in a secondary care setting. With some people with HCV leading chaotic lifestyles, and with a
sizeable proportion coming from areas of socio-economic deprivation, actually getting to appointments
can represent an almost impossible challenge. Outreach clinics have resulted in an increase in
attendance rates and in the numbers of people receiving treatment, as well as significant
improvements in the patient experience. [D11]
● Mobile testing units (HCV testing van) that visit large populations unlikely to access testing across the
UK can remove barriers to testing, raise awareness in local areas, help improve local pathways and
decrease pressure on existing services. [D10]

Primary Care
For many HCV patients, especially those who do not like attending secondary care outpatients, a primary
care setting is a very positive way to receive their HCV treatment from staff and premises that they are
familiar with. GP practices should implement strategies to search patient records for indications of current
and past substance misuse and other risk factors for HCV and invite all those identified to be screened for
BBVs. Liver clinics delivered in the primary care setting are recommended as a model for improving access
to HCV care for underserved patients. The initiation of HCV treatment through general practice is
recommended as a viable model to increase the number of people accessing treatment.
Many GPs do not have a good understanding of HCV management and do not prioritise their care for
patients with HCV as it is a very small component of their work. Some GPs only pay attention to severely ill
cirrhotic jaundiced patients and do not understand the burden of HCV disease within their undiagnosed
population. It is important that sufficient protected time is allocated for GPs and practice nurses to receive
ongoing HCV care CPD. The RCGP guidelines and module on HCV management has a very poor uptake.
When courses are held for primary care there is very poor attendance. At least one GP in every practice
should have a basic knowledge of HCV.

Case Study Learning: Primary Care
●

Successful HCV treatment provided by community-based general practitioners is underpinned by
patients’ ongoing relationship with and trust in their general practitioner, coupled with concerns about
relocating care to an unknown hospital setting. [D13]
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Pharmacy
Case Study Learning: Community Pharmacies
● The ability to work across care boundaries and to harness the potential of the community pharmacy
network is key. [D12]
● Community pharmacies can conveniently offer HCV testing on site and since pharmacists have almost
daily contact with patients receiving ORT, they are in an excellent position to supervise anti-HCV
therapy initiation, adherence, and persistence. [D12]
● In delivering care to people receiving opioid replacement therapy (ORT) from their community
pharmacy, engagement with and investment in the community pharmacy network has yielded very
positive results, with the development of strong relationships and an aligning of perspectives. [D12]
● A key attribute of service user satisfaction was whether they were treated with dignity and respect.
[D12]

Hospital
Case Study Learning: Hospital Screening and Referral Programmes
Referral initiatives:
● Initiatives that cross reference hospital and lab databases to close the gap between the numbers of
people testing positive for HCV and the numbers being referred on to specialist services can lead to a
sizeable increase in referral rates for HCV patients. [D15]
● This highly effective model (cross referencing of hospital and lab databases) is easily replicable at a
local level and can both increase awareness and knowledge of HCV and facilitate a significant rise in the
number of referrals to specialist services. [D15]
BBV Testing in A&E:
● Models where all A&E patients having a blood test as part of their routine emergency department care
are offered (on an opt-out basis) a BBV test (covering hepatitis B, HCV and HIV) can be used to increase
number of new BBV diagnosis. Pilot findings support further evaluation of routine BBV testing in A&E
departments. [D16]
● Alongside testing various awareness-raising initiatives can be implemented (e.g. leaflets, posters and
banners displayed in prominent locations throughout hospital; media coverage thanks supported by
high-profile celebrities). [D16]
● A key component of the model is ensuring that a care pathway in place for anyone who tests positive.
[D16]
Screening at Birth:
● Birth HCV screening programmes side-step the issue of identifying at-risk (and therefore stigmaattracting) groups. [D17]
● Targeting HCV testing to this age group was determined to be a cost-effective strategy, regardless of
patient report of risk. [D17]

Staff
Following the introduction of the new DAA treatments, treating and monitoring HCV patients has been
simplified. This means that once the ODN treatment decision has been made, clinical responsibility can be
devolved under supervision by HCV specialists to HCV specialist nurses in the community or other suitably
qualified individuals such as pharmacists. Additional protected time is required for key staff to deliver
quality HCV care.

Nurses
It should be recognised that nurses play a key role in the ongoing treatment and management of chronic
HCV. Nurse’s skills in counselling, education, and as liaisons between patients, support services, and other
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healthcare providers make them crucial in the management of patients with HCV. HCV programming can be
improved by leveraging nurses' strengths within multidisciplinary teams to address patient's concerns
about process and communication issues. Specialist HCV nurses can offer outreach support services, offer a
large amount of appointment availability (during the day, evenings and weekends) and also provide
training for HCV testing and treatment monitoring to other services.

Dual Trained Staff
Dual training enables HCV patients to receive their care in settings they are familiar with and from staff
with whom they have already formed a trusted relationship. Training clinical staff who are already working
in different settings such as; drug and alcohol centres, needle exchange, opioid substitution therapy,
homeless care, TB treatment clinics, HIV treatment clinics, to screen for HCV, refer HCV positive patients
and support the treatment of HCV patients has proven very successful. It is very important that dual trained
staff are offered sufficient time to receive ongoing CPD.

Staff Training
It is essential that all types of staff and support workers are offered quality HCV care training as well as
regular updates and supervision. They should be aware of the local multidisciplinary teams supporting HCV
care and the HCV referral pathways.
Case Study Learning: Staff Training
Within Organisations:
● Training programmes to improve staff awareness and knowledge of HCV can result in: increased
knowledge and training of staff, increased numbers of service users accessing testing, increased
organisational focus on HCV and improved data collection in services. [D6]
Across multiple Organisations:
● Identification of individuals within organisations as ‘BBV Champions’, and training them to provide
advice and support to at-risk individuals within the substance misuse and South Asian communities has
been demonstrated to be a highly successful model for increasing the numbers of people being tested
for HCV. [D18]
● Training of ‘BBV Champions’ is a hugely cost-effective model that is virtually cost-neutral, given that
services do not have to pay for BBV training from external agencies. With most BBV Champions already
being employed as key workers or volunteers, the only significant cost is the acquisition of testing
equipment. [D18]
● Those services which have put forward key workers for BBV Champion training have reported improved
levels of staff retention; thanks to the increased staff satisfaction which results from upskilling. [D18]

Commissioning
Health and Wellbeing Boards should set strategic objectives for HCV which can delivered through the
system steered by the Directors of Public Health. Joint Strategic Needs Assessments should include robust
plans for integrated HCV care pathways. Health and Wellbeing Boards and local public health teams should
work with CCGs to implement effective HCV testing and treatment strategies in their local area. Every
public health area should have a multi-specialty working group responsible for ensuring people who use
drugs have access to a robust pathway, from testing to specialist treatment services. The group should
include specialists in public health, viral hepatitis, substance use and mental health as well as GPs and
support workers. Every CCG should have a nominated lead for HCV and substance use. Every CCG should
draw up a list of service providers and make sure each GP is aware of the local referral pathway.
Joined up HCV care pathways should be established across all the providers of HCV care. This should ensure
streamlining of services, shared care pathways and the avoidance of duplication. Patients should be
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informed of the care pathways and aware of the different relevant HCV service providers available to
support them.
All providers of HCV services in a given area should form multidisciplinary teams who ensure that their
service specifications are aligned and their referral pathways are clearly defined. In addition, the HCV
minimum dataset should be reviewed and the KPI’s and other data being collected by each provider
reviewed to ensure they are optimising quality of data in terms of evaluation and monitoring of HCV
services.
Case Study Learning: Commissioning HCV Services
● Key commissioning objectives may include: [D23]
o Highlighting the public health importance of tackling HCV
o Establishing a multi-agency forum dedicated to HCV
o Providing solutions to reducing prevalence and improving services based on local needs
● Detailed research: Although time consuming, the volume of work, in terms of preparing a detailed
needs assessment and strategy is crucial to getting work off the ground. [D23]
● Seek advice: There is merit in seeking the help of a mentor who has been involved in similar work in the
past, and who may be able to offer advice and reassurance as the project progresses. [D23]
● Involve senior figures from the start: The backing of authority figures, such as the Directors of Public
Health at the PCTs is crucial to the success of the project. Aim to secure their buy-in as early as possible
in the project. [D23]
● Handpick your team: A lot of the success in steering a project through from identifying a public health
problem to implementing an action plan involves getting the right skills mix. [D23]

Funding HCV Treatment
The debate continues regarding whether to invest larger funds now to eliminate HCV in England and save a
significant amount of funding in the future through ensuring there will be fewer patients with chronic end
stage liver disease. NHS England’s current position is that DAAs are expensive and following NICE approval
in March 2016 NHS England imposed a cap on the number of people that hospital trusts were allowed to
treat each month and introduced financial penalties for those who exceed the cap. This was the first time
that NHS England has imposed a cap on drugs that NICE has approved as cost effective. The imposed
numbers allowed to treat for each ODN has delayed the availability of treatment for the non-urgent patient
groups, which has been frustrating for the patients and created a debate about rationing within the health
service. There have been increased initiatives to identify and treat those HCV patients with advanced
disease including those who are hard-to-reach.
NHS England’s approach contrasts with that of many other countries, such as Portugal, Australia, Germany
and Scotland that see the introduction of these new drugs as an opportunity to treat as many as possible
and eliminate HCV in their countries.
Many countries have adopted innovative medication funding agreements that have enabled larger
numbers of patients to be treated in a more cost-effective manner. Government representatives need to
negotiate a sales price for DAA treatment directly with the manufacturers. The price should either be a
price per individual treated or a total annual price for providing unlimited treatment. The unlimited
approach will essentially provide free treatment once a certain threshold is reached and is likely to
incentivise all stakeholders to increase treatment. Setting the correct treatment threshold is however key
to ensuring this approach is cost effective. The elimination of HCV in the UK is a unique public health
opportunity that requires money to be spent now to save in the future.
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10 Conclusion
The breakthrough in HCV treatment and management over the last decade has made the goal of
eliminating or reducing HCV in England feasible; however, the high price of effective HCV treatment has
created difficult decisions for NHS policy leads responsible for making complex resource allocations within
the context of finite NHS resources. This is especially problematic for HCV clinical specialists in England who
are very concerned about the HCV patients they are currently caring for who are not eligible for treatment
as well as their awareness of the current HCV epidemic in England that has poor surveillance. Although it is
recognised that there is an increased demand for resources to treat advanced liver disease related to HCV,
studies do not exist that clearly model the cost benefits of an HCV elimination program for England.
NHS England policy leads are unwilling to allocate a large amount of funding to address this major public
health epidemic despite the fact that the HCV treatments are acceptable and effective. Unfortunately, HCV
surveillance and HCV treatment is not a current public health priority in England. In addition, some policy
and public health leads are less than sympathetic towards allocating resources to treat PWIDs with HCV.
The fact that new HCV treatments are simpler to administer and monitor means that treatment can be
delivered in settings that are more amenable to patient compliance. New models of HCV care in the
community have emerged that have proven to be popular with patients resulting in better patient
experience and completion of treatment. This is especially true for current PWID users with HCV who have
been successfully treated within drug and alcohol centres with the outreach support of specialist HCV
clinicians. Cost-effective treatments are essential to optimise the number of people that can be treated for
HCV.
This research has identified that currently there a large number of HCV treatment pilots and case studies
being described as successful which offer important learning to those designing, establishing and delivering
HCV services. However, it should be noted that there is a paucity of high quality evidence from rigorous
studies available and so findings should be interpreted with a degree of caution.
This research has identified and described interventions that contribute to effective HCV service models of
care. The knowledge has been gathered from three sources: an evidence review, stakeholder interviews)
and case studies. Findings across all three sources have been collated and themed and are described in full
in the discussion section of the report. The key learning is summarised below.
o

o

o
o

o
o

HCV services (testing, treatment, care) should target populations most at risk, former and current
injecting drug users being the largest of these. Further at risk groups include: immigrants from at
risk countries, transfusion recipients, people exposed to unsafe injections, healthcare workers,
people who undergo skin-piercing procedures, prisoners and detainees, indigenous communities,
migrants, sex workers, HIV-positive individuals and MSM.
Effective HCV prevention and early engagement in testing and treatment need to be scaled up in
order to prevent the onward transmission of HCV. Harm reduction advice and optimal access to
clean injecting equipment and opioid substitution treatment (OST) is crucial in limiting the spread
of HCV.
Provide at risk populations, patients and staff with accurate consistent information and knowledge
to raise HCV awareness.
Innovative awareness raising, engagement and screening strategies should be used to reach hardto-reach groups. It is important to engage with the different groups and learn from their
experience.
Different models are required for different types of HCV patients (one size does not fit all) and so
patients should be offered options for where they receive their treatment and monitoring.
HCV care models may be integrated into primary care, community care settings such as drug and
alcohol centres, or can occur in secondary care settings (e.g. via specialised hospital-based clinics).
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o

o
o
o

o

o

o

o

To improve access, HCV services should be available through multidisciplinary models; these can be
co-located in community settings already offering services to affected groups (e.g. drug and alcohol
services, homeless shelters, primary care, pharmacy).
Outreach programmes and mobile testing units can target geographical regions identified as having
a high number of at risk individuals failing to access care.
Internet/ telecare delivered interventions can reduce treatment dropout rates and improve access,
patient satisfaction and reduce health visit-related time.
To maximise uptake and adherence, services should be offered in locations preferred by patient
groups: familiar, calm and comfortable settings with skilled and non-judgemental staff that
consider the emotional well-being of patients.
To improve service access, retention, completion and follow-up: appointment availability should be
extended (e.g. to include evening and weekend options) and a more flexible approach to
adherence adopted in order to take into account the often chaotic lifestyle of patients.
Strategies to support patients to engage with and adhere to treatment are essential and may
include: peer mentoring, self-management programmes, practical support (e.g. transport to and
from hospital appointments, support at home), and integrated drug/ alcohol rehabilitation and/ or
mental health support.
Staff and support workers should be offered quality HCV care training as well as regular updates
and supervision. Dual training staff to screen for HCV and support HCV treatment in community
clinics is feasible. NHS clinical staff should be aware of the local multidisciplinary teams supporting
HCV care and the HCV referral pathways.
Addressing barriers to HCV care is essential, these are wide ranging and include:
- Service access issues (e.g. location, appointment availability/ flexibility)
- Substance use/ Mental health/ Trauma
- Social circumstances (e.g. poverty, homelessness, criminalisation)
- Poor patient and provider HCV awareness/ knowledge
- Perceived stigma/ discrimination/ fears
- Relationships/ communication (patient-provider, between providers)
- Insufficient patient support
- Gaps in HCV care pathway
- Lack of monitoring/ feedback/ evaluation
- Cost of treatment
- Tests/ follow up not carried out
- Insufficient capacity to deliver services
- Deficient commissioning and variable policies

o

Investment of resources at local, regional and national levels is recommended in overcoming
barriers.

o

The decision as to which treatment regimen is most appropriate should be based on efficacy, safety
and cost. Patient characteristics, patient and physician preferences, and cost implication should all
be taken into account.

o

HCV services should be designed and improved through regular patient feedback mechanisms.

o

Key HCV commissioning objectives should include highlighting the public health importance of
tackling HCV and establishing a multi-agency forum dedicated to HCV, and providing solutions to
reducing prevalence and improving services based on local needs.

o

Develop simplified joint funding arrangements around commissioning of HCV services to enable
specialists to deliver services in community locations appropriate to different HCV groups.
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This research has identified that currently there a large number of HCV treatment pilots and case studies
being described as successful which offer important learning to those designing, commissioning and
delivering HCV services. It should be noted that it is only recently that the new HCV drugs have enabled
HCV care to be delivered in community settings rather than in secondary care. It is therefore important to
learn from these effective emerging innovative HCV models at this stage before more rigorous research
findings are available. The following key themes have been identified to support commissioners and service
providers when commissioning new HCV services.

Key Emergent Themes
-

Prevention services should combine innovative HCV awareness raising initiatives with easy access to
HCV testing
Local commissioners should commission HCV services in the community that specifically target at risk
populations
Co-locate or integrate HCV treatment services within existing community services
Dual train staff to ensure continuity of care and ensure the wider multidisciplinary team receives
regular HCV updates
Locate HCV services in comfortable familiar settings with improved opening times
Offer HCV patients practical support to improve adherence to HCV treatment
Design services that specifically address the barriers to effective HCV care
Improve HCV care commissioning by addressing inequalities in access to diagnosis and treatment

Although the themes and lessons learnt from successful models of care are important to those designing,
establishing and delivering HCV services, many of these pilots lack the rigour of larger research studies.
Larger research studies investigating interventions to optimise the effectiveness of HCV models of care
need to be designed.
There is currently an urgent need for increased research funding to be allocated specifically for HCV
research. Stakeholders identified that studies to be prioritised included:
➢ Investigation of the true prevalence of HCV in England,
➢ Investigation of cost-effective models of HCV care in the community
➢ Accurate surveillance cost benefit modelling studies for eliminating HCV in England.
The elimination of HCV in the UK is a unique public health opportunity that requires money to be spent
now to save valuable NHS resources in the future.
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Appendices
11 Appendix 1 – Full Evidence Review & References Table
Rapid evidence review methodology
The aim of the rapid review was to identify the most important and relevant knowledge supported by
recent and relevant evidence publications. A rapid review is systematic and clearly documented, but does
not represent the standards of a full systematic review due to the broad scope and finite resources
available. The rapid review process involved the following key stages.
➢
➢
➢
➢

Identification of search terms and search filters
Identification of relevant papers by title and abstract review
Identification of key evidence statements
Analyses and summarisation of the evidence statements

Search terms included:
• HCV, HCV, Hep C, HCV
• Models of care, treatment, care, intervention, prevention
Parameters included:
•
•

Published in the last 5 years
Available in the English language

There is a paucity of high quality studies relating to HCV models of care however a moderate level of
evidence exists to support the following evidence statements and subsequent recommendations. Of over
1000 documents reviewed 95 were subsequently selected for inclusion. Reference codes indicate the
review origin of the document and hence give an indication of quality:
➢ 788 Systematic Reviews, Meta Analyses and Randomized Controlled Trials identified, of these 46
deemed relevant for inclusion (referenced with [A], these are generally of moderate- high quality)
➢ 329 lower quality studies/ grey literature papers identified of which 37 deemed relevant for inclusion
(referenced with [B] these are generally of moderate- low quality)
➢ Further papers were included that were recommended/ identified by experts (referenced with [C]
these are generally of moderate to low quality)
The evidence review will examine the following six HCV evidence topics:
➢
➢
➢
➢
➢
➢

HCV Population
HCV Interventions
Barriers to care
Monitoring and evaluation
Commissioning
Cost effectiveness

HCV Populations
Summary Evidence Statements:
•
•

Chronic HCV infection is highly prevalent among current and former injection drug users.
Very few PWID living with HCV access effective, and potentially curative, treatments.
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•
•
•

Left untreated, PWID with chronic HCV infection will develop liver sequelae in mid to late adulthood.
Delaying treatment prolongs the period of infectiousness.
Further populations with a high prevalence of chronic HCV infection identified by this review include:
o Individuals with psychiatric disease
o Homeless individuals
o HIV-positive
o MSM
o Former PWID (adults born during 1945-1965)
o Immigrants from at risk countries (South Asian Populations)
o TB
o Transfusion recipients
o Offenders
o Vulnerable women at risk of violence/ sexual exploitation

Key Recommendations:
➢ Strategies to address HCV should target former and current PWID
➢ Scale up effective HCV prevention and early engagement in care and treatment to facilitate the
elimination HCV as a source of serious disease and onward transmission in PWID.
➢ HCV programmes should target individuals within further at risk populations including:
o Individuals with psychiatric disease
o Homeless individuals
o HIV-positive
o MSM
o Former PWID (adults born during 1945-1965)
o Immigrants from at risk countries (South Asian Populations)
o TB
o Transfusion recipients
o Offenders
o Vulnerable women at risk of violence/ sexual exploitation

People Who Inject Drugs (PWID)
Background
•
•
•
•
•
•
•

In high income countries, the majority of new and existing HCV infections occur among people who
inject drugs (PWID). [A3]
The burden of HCV-related liver disease among PWID is increasing, but treatment uptake remains
extremely low. [A3]
Given the burden of HCV-related disease among PWID, strategies to enhance HCV assessment and
treatment in this group are urgently needed. [A3]
Although the majority of new cases of HCV (HCV) occur among people who inject drugs, very few
receive treatment. [B5]
Individuals with substance abuse have a high prevalence of chronic HCV infection. However, such
individuals are often excluded from treatment for HCV infection because of a perceived inability to
adhere to the rigorous medication regimen required. [B20]
Programs aimed at bringing HCV treatment to individuals with psychiatric disease, substance abuse,
and/or housing instability are needed. [B20]
Chronic HCV infection is highly prevalent among current and former drug users. However, the minority
of patients enrolled in drug treatment programs have initiated HCV treatment. New models are needed
to overcome barriers to care. [B29]
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•
•

Injecting drug users, the key risk population for HCV infection, constitute just a small proportion of HCV
treatment clients. [B30]
Injection drug use increases the risk of contracting HCV yet very few people living with HCV access
effective, and potentially curative, treatments. [B18]

Early Engagement
•
•
•
•

Left untreated, PWID with chronic HCV infection will develop liver sequelae (including HCC) in mid- to
late-adulthood. [A2]
Delaying treatment with the new drug regimens until advanced fibrosis develops prolongs the period of
infectiousness to perhaps thirty years. [A2]
Scaling up of effective HCV prevention and early engagement in care and treatment will facilitate the
elimination HCV as a source of serious disease in PWID. [A2]
Injecting drug use (IDU) is a major risk for HCV transmission with seroconversion occurring relatively
early in injecting careers. [A41]

Mental Health
•
•

Individuals with psychiatric disease have a high prevalence of chronic HCV infection. However, such
individuals are often excluded from treatment for HCV infection because of a perceived inability to
adhere to the rigorous medication regimen required. [B20]
Programs aimed at bringing HCV treatment to individuals with psychiatric disease, substance abuse,
and/or housing instability are needed. [B20]

Homeless
•
•

Individuals with housing instability have a high prevalence of chronic HCV infection. However, such
individuals are often excluded from treatment for HCV infection because of a perceived inability to
adhere to the rigorous medication regimen required. [B20]
Programs aimed at bringing HCV treatment to individuals with psychiatric disease, substance abuse,
and/or housing instability are needed. [B20]

HIV Positive MSM
•
•

HIV-positive MSM were at higher risk for acute HCV infection than HIV-negative MSM, substantiating
the need for routine screening initiatives. [A39]
Insufficient evidence exists to warrant routine screening of HIV-negative MSM, except on a case-bycase basis, such as high-risk sexual behaviour. [A39]
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Adults Born 1945-1965
•
•
•
•
•

Adults born during 1945-1965 should receive 1-time testing for HCV without prior ascertainment of
HCV risk. [A37]
All persons born 1945-1965 with identified HCV infection should receive a brief alcohol screening and
intervention as clinically indicated, followed by referral to appropriate care and treatment services for
HCV infection and related conditions. [A37]
Consistently worldwide, HCV infection in elderly population is overrepresented and poses public health
concerns. [A1]
These individuals have been infected now for over two decades and are presenting with advanced liver
disease. [A1]
Persistent HCV viremia, increasing age and excessive alcohol consumption independently predict
disease progression. [A41]

Immigrants
•
•
•
•

Immigrants are vulnerable to HBV and HCV, and risk life-threatening complications from these
infections because of poor knowledge and help-seeking behaviour. [A5]
Primary studies in this area are extremely diverse and of variable quality precluding meta-analysis. [A5]
Many immigrants lacked adequate knowledge of aetiology, symptoms, transmission risk factors,
prevention strategies, and treatment, of hepatitis HBV and HCV. [A5]
Ethnicity, gender, better education, higher income, and English proficiency influenced variations in
levels and forms of knowledge. [A5]

Asians
•
•
•
•

Given the high HCV prevalence in Asia, lack of identifiable risk factors and favourable treatment
response rates in Asians, we advocate the screening for HCV infection of all Asians who come from
areas where HCV prevalence is ≥2%. [A35]
Many Asian CHC patients do not have easily identifiable risk factors and may be under-diagnosed. [A35]
There is a high prevalence of HCV genotype 6 in Southeast Asia and Southern China. [A35]
HCV-infected Asians tend to present at older age and may have higher risk of HCC; however, they
respond better to anti-viral therapy than non-Asians across all HCV genotypes. [A35]
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Interventions
Evidence based Interventions
Summary Evidence Statements:
•

Evidence-based interventions to enhance HCV assessment, treatment, and adherence generally fall
into 4 categories:
1. Diagnosis or case-finding;
2. Linkage to HCV care;
3. Pre-therapeutic evaluation or treatment initiation;
4. Treatment adherence.
Key Recommendations:
➢ Evidence-based interventions should be strategically incorporated into HCV treatment
implementation efforts to most effectively deliver treatment and maximize treatment outcomes.
•
•

Evidence-based interventions should be strategically incorporated into HCV treatment implementation
efforts to most effectively deliver treatment and maximize treatment outcomes. [A4]
Evidence-based interventions to enhance HCV assessment, treatment, and adherence generally fell into
one of 4 categories, including those involving: (1) diagnosis or case-finding; (2) linkage to HCV care; (3)
pre-therapeutic evaluation or treatment initiation; or (4) treatment adherence. [A4]

Integrated / Multi-Component Care
Summary Evidence Statements:
•

•
•

Multi-component integrated HCV care interventions can impact: HCV transmission, increase the
number of individuals that can be treated, address risk factors, optimise HCV and co-morbidity
management, increase eligibility for HCV treatment, expand treatment to underserved population,
effectively serve PWID, improver access to HCV care, increase specialist assessment, improve SVR,
increase case findings.
To optimally manage HCV and associated comorbidities, patients benefit from multidisciplinary
teams that can provide HCV-specific care and treatment.
HCV treatment has been delivered successfully to PWID through various multidisciplinary models
such as community-based clinics, substance abuse treatment clinics, and specialized hospital-based
clinics.
o Models may be integrated in primary care-all under one roof in either addiction care units or
general practitioner-based models-or can occur in secondary or tertiary care settings. Other
innovative models include directly observed therapy and peer-based models.
o A high level of acceptance of the individual life circumstances of PWID rather than rigid
exclusion criteria will determine the level of success of any model of HCV management
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Key Recommendations:
➢ Multi-component integrated HCV care interventions are recommended.
➢ Multidisciplinary teams are recommended to optimally manage HCV and associated comorbidities.
➢ HCV treatment delivered to PWID through multidisciplinary models (such as community-based
clinics, substance abuse treatment clinics, and specialized hospital-based clinics) are recommended.
Models may be integrated in primary care or can occur in secondary or tertiary care settings. Other
innovative models to consider include directly observed therapy and peer-based models.
➢ A high level of acceptance of the individual life circumstances of PWID rather than rigid exclusion
criteria is recommended.
•
•
•
•
•

•
•

•

•
•

It is likely that multi-component interventions are required to have a considerable effect on HCV
transmission. [A44]
Integrated Care has the potential to transform HCV antiviral treatment by increasing the number of
HCV-infected individuals that can be successfully treated. [A34]
IC consisted of a mental health provider (MHP) performing a) brief interventions to address risk factors;
b) collaborative consultation with the HCV treatment clinicians; and c) case management prior to and
during antiviral treatment. [A34]
To optimally manage HCV and associated comorbidities, patients benefit from multidisciplinary teams
that can provide HCV-specific care and treatment. [A43]
HCV and its management continue to have profound and ongoing impacts on health and social wellbeing. Biomedical studies provide prospective information on clinical aspects of infection, while
broader social and psychological studies present comprehensive information on seminal experiences
(such as diagnosis and disclosure). Increasing the focus on combined methodological approaches could
enhance understanding about the health and social impacts of HCV along the life course. [A41]
Integrated care interventions can increase eligibility for HCV treatment and expand treatment to the
underserved population with mental health and substance abuse (MH/SA) comorbidities. [A46]
Although the majority of new cases of HCV (HCV) occur among people who inject drugs, very few
receive treatment. In response, low-barrier, multidisciplinary models of HCV treatment have emerged
in recent years to serve illicit drug users and have demonstrated comparable outcomes to the care
delivered in tertiary care settings. [B5]
A multi-disciplinary, community-based model of HCV treatment can improve participant's lives in ways
that extend beyond HCV: [B5]
o Clients of a Hep C Programme in Toronto (consisting of a community-based partnership
between three primary health care centres with integrated specialist support) reported high
rates of poverty, histories of trauma and incarceration. Physical and mental health comorbidities were also very common; 78% reported having at least one chronic medical problem
in addition to HCV and 41% had a lifetime history of hospitalization for mental health reasons.
o Participation in the program improved access to HCV care.
o Prior to joining the programme only 15% had been assessed by a HCV specialist. By the end of
the study period this had increased significantly to 54%.
o Self-reported overall health did not improve during the study period.
o Housing status and income showed significant improvement.
Sustained virological response (SVR) was lower in genotype 3 HCV patients within an integrated care
delivery system than in those in tertiary and referral centres. [B7]
Factors associated with failure to achieve sustained virological response in HCV genotype 3 patients
within an integrated care delivery system: Males and older patients had lower rates of sustained
virological response (SVR), as well as patients with cirrhosis, diabetes, and chronic obstructive
pulmonary disease. [B7]
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•

•

An intensive, multidisciplinary treatment approach toward HCV infection treatment can achieve
favourable results even in persons traditionally considered to be "poor treatment candidates."
Programs aimed at bringing HCV treatment to individuals with psychiatric disease, substance abuse,
and/or housing instability are needed. [B20]
A multipronged approach is needed to increase HCV case finding in the UK, particularly among ‘hidden
populations’ such as former injectors and transfusion recipients. [C1]

Multidisciplinary Models for PWID
•
•
•
•
•

•

•
•
•

HCV treatment has been delivered successfully to PWID through various multidisciplinary models such
as community-based clinics, substance abuse treatment clinics, and specialized hospital-based clinics.
[B22] [C8]
Models may be integrated in primary care-all under one roof in either addiction care units or general
practitioner-based models-or can occur in secondary or tertiary care settings. [B22] [C8]
Additional innovative models include directly observed therapy and peer-based models. [B22] [C8]
A high level of acceptance of the individual life circumstances of PWID rather than rigid exclusion
criteria will determine the level of success of any model of HCV management. [B22]
A health centre offering HCV education, assessment and treatment within a multidisciplinary,
integrated and collaborative treatment model of care delivered by primary care professionals: Not only
is successful treatment of chronic HCV infection in current and former injection drug users with
concurrent psychiatric disorders possible, but the benefits of such treatment delivered in a communitybased, multidisciplinary, primary care model may extend beyond narrowly defined virological
outcomes. [B26]
The HCV Community Clinic is an integrated care service established to provide alternative access to
health-care that is non-judgemental and supportive. As an integrated care service, the clinic aims to
improve health outcomes and quality of life through a holistic approach to health-care for people with
HCV and people who inject drugs: [B27]
o Findings illustrate that the clinic is a novel model of care that is effective in accessing a hard-toreach and marginalised population in part due to the non-judgemental, caring and supportive
environment that engenders trust with clients.
o Based on participant reports, the clinic assists clients in managing their HCV and other health
concerns and in increasing their readiness for HCV treatment.
Integrated care between the methadone maintenance treatment program (MMTP) and the HCV Clinic
improves adherence with HCV evaluation and treatment compared to standard referral practices. [B37]
For PWID, combination intervention approaches need to encompass social interventions in relation to
housing, stigma reduction and systemic changes in policy and health care delivery. [C4]
Key facilitating factors to PWID treatment access include: combination intervention approaches
encompassing social as well as biomedical interventions, low threshold access to opiate substitution
therapy, and integrated delivery of multidisciplinary care. [C4]
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Screening/ Testing
Summary Evidence Statements:
•
•
•
•
•

There is evidence to recommend screening for HCV infection in persons at high risk for infection.
There are modifiable factors that affect the uptake of HCV testing and experiences of HCV diagnosis
among PWID including: missed opportunities for the provision of information and knowledge;
shifting priorities between HCV testing and other needs; and testing as unexpected and routine.
Beliefs regarding the value of screening and self-perceived risk of infection impact uptake of
screening.
To maximize HCV testing uptake among people who inject drugs emphasize the need for: testing at
community-based drug services; on-site skilled and non-judgemental phlebotomists; the decoupling
of HCV and HIV testing; and peer- supported testing interventions.
New methodologies for disease screening and staging create the possibility of more timely care and
treatment. Developments will likely increase demand for therapy.

Key Recommendations:
➢ Screening for HCV infection in persons at high risk for infection (as identified earlier in review) is
recommended.
➢ Intervention development should focus on addressing modifiable factors that affect the uptake of
HCV testing and experiences of HCV diagnosis among PWID.
➢ Beliefs regarding the value of screening and self-perceived risk of infection should be addressed to
boost uptake of screening.
➢ To maximize HCV testing uptake among PWID offer: testing at community-based drug services; onsite skilled and non-judgemental phlebotomists; the decoupling of HCV and HIV testing; and peer
supported testing interventions.
➢ Service providers should be aware that developments in screening, diagnosis and treatment may
increase demand for therapy.
•
•
•
•
•

Coinciding with new treatment options are novel methodologies for disease screening and staging,
which create the possibility of more timely care and treatment. [A21]
Assessments of histologic damage typically are performed using liver biopsy, yet non-invasive
assessments of histologic damage have become the norm in some European countries and are
becoming more widespread in the United States. [A21]
In the US, new Centres for Disease Control and Prevention (CDC) initiatives simplify testing, improve
provider and patient awareness and expand recommendations for HCV screening beyond risk-based
strategies. [A21]
In conjunction with increased screening for HCV (as suggested by recent Centres for Disease Control
and Prevention guidelines) availability of new therapies may lead to the treatment of many more
people with chronic HCV infection. [A11]
Developments in screening, diagnosis and treatment will likely increase demand for therapy and
stimulate a shift in delivery of care related to chronic HCV, with increased involvement of primary care
and infectious disease specialists. [A21]

Point of Care Testing (POCT)
•
•

Performances vary widely among individual point-of-care tests for diagnosis of HCV infection.
Physicians should consider this while using specific tests in clinical practice. [A6]
Data suggest that POCTs of blood (serum, plasma, or whole blood) have the highest accuracy, followed
by RDTs of serum or plasma and POCTs of oral fluids. Given their accuracy, convenience, and quick
turnaround time, RDTs and POCTs may be useful in expanding first-line screening for HCV. [A40]
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Dual HIV/HCV Testing
•
•
•
•

Uptake of combined rapid HIV/HCV screening is high and considered valuable among drug using and
misusing Emergency Department patients with little concern about the Emergency Department as a
screening venue. [A12]
The brief intervention investigated in this study does not appear to change beliefs regarding screening,
self-perceived risk, or uptake of screening for HIV/HCV in this population. [A12]
Initial beliefs regarding the value of screening and self-perceived risk for these infections predict uptake
of screening. [A12]
A dual-routine HCV/HIV testing model shows that integrating dual-routine testing in a primary care
setting is possible and leads to increased HCV and HIV screening, enhanced seropositivity diagnosis,
and improved linkage to care. [B1]

Pre-screening Selection
•

Pre-screening selection based on risk factors can increase the efficiency of screening in low-prevalence
populations. [A23]

High Risk Groups
•

The U.S. Preventive Services Task Force (USPSTF) recommends screening for HCV infection in persons
at high risk for infection. [A30]

Testing of PWID
•

•
•
•

•

There are modifiable factors that affect the uptake of HCV testing and experiences of HCV diagnosis
among PWID. Three major themes emerged: missed opportunities for the provision of information and
knowledge; shifting priorities between HCV testing and other needs; and testing as unexpected and
routine. Intervention development should focus on addressing these factors. [A22]
To maximize HCV testing uptake among people who inject drugs, we emphasize the need for: testing at
community-based drug services; on-site skilled and non-judgemental phlebotomists; the decoupling of
HCV and HIV testing; and peer- supported testing interventions. [C2]
Participants had injected an average of nine years before their first HCV test. [C2]
Every patient attending a drug treatment service in London should be: [C6]
o Tested for BBVs unless they opt out
o Repeat tested every 6 months, if negative
o Vaccinated against hepatitis A and B
Every HCV RNA-positive patient should be referred to a specialist treatment service for assessment,
and provided with support to attend if required. Current substance use is not a contraindication. [C6]

Testing for Persons Born 1945-1965
•
•

CDC recommendations aim to increase HCV testing among those with the greatest HCV burden by
recommending one-time testing for all persons born during 1945-1965. [A21]
The U.S. Preventive Services Task Force (USPSTF) also recommends offering 1-time screening for HCV
infection to adults born between 1945 and 1965. (B recommendation). [A30]

Testing Homeless
•
•
•

The Gelberg-Andersen Behavioral Model provided a useful guide for predicting HBV/HCV positivity as
well as HSU in homeless adults. [B36]
Most hepatitis-positives did not know their status and used health services less often than other
homeless adults. [B36]
More aggressive detection of hepatitis B and C among homeless adults is needed. [B36]
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Transient Elastography to Screen Patients for Liver Fibrosis
•

There is some evidence to suggest that Transient Elastography (TE), used as part of a rapid access to
assessment and treatment (RAAT) model of care, is cost saving to the health system in the short-term
and reduces waiting times. [B13]

Antiviral Therapy
Summary Evidence Statements:
•
•
•
•

The decision as to which regimen is most appropriate is multifactorial, and based on efficacy, safety
and cost. The precise regimens are largely dependent on the patient characteristics, patient and
physician preferences, and cost implication.
Many patients have comorbid medical and psychiatric conditions, which may affect their adherence
to antiviral therapy or worsen while on antiviral therapy.
The rapid development of interferon-free (IFN-free) direct-acting antiviral (DAA) therapy for HCV
infection has brought considerable optimism to the HCV sector.
The impact of highly potent and well-tolerated IFN-free HCV treatment regimens will remain
negligible as long as access to therapy cannot be expanded to the most affected risk groups.

Key Recommendations:
➢ It should be recognised that the decision as to which regimen is most appropriate is multifactorial,
and based on efficacy, safety and cost. Patient characteristics, patient and physician preferences, and
cost implication should all be taken into account.
➢ Comorbid medical and psychiatric conditions which may affect adherence to antiviral therapy should
be considered,
➢ Access to therapy needs to be expanded to the most affected risk groups in order for highly potent
and well-tolerated IFN-free HCV treatment regimens to have a significant impact.

General
•
•

HCV is a significant public health threat in the UK, and is both underdiagnosed and undertreated. The
treatment episode takes between 12 and 48 weeks. [B24]
The decision as to which regimen is most appropriate is multifactorial, and based on efficacy, safety
and cost. The precise regimens are largely dependent on the patient characteristics, patient and
physician preferences, and cost implication. [A13]

Antiviral Treatment
•
•
•

Antiviral therapy should be provided to those individuals who are clinically stable, have moderate liver
disease or compensated cirrhosis, and are motivated to pursue therapy. [A43]
Sustained virologic response is associated with "cure" of chronic HCV, and results in improved liver
disease outcomes and prolonged survival. [A43]
Many patients have comorbid medical and psychiatric conditions, which may affect their adherence to
antiviral therapy or worsen while on antiviral therapy. [A43]

Interferon-free (IFN-free) Direct-Acting Antiviral (DAA) Therapy
•
•

Emerging data indicate that all-oral antiviral treatments for chronic HCV will become a reality in the
near future. In replacing interferon-based therapies, all-oral regimens are expected to be more
tolerable, more effective, shorter in duration and simpler to administer. [A21]
The rapid development of interferon-free direct-acting antiviral (DAA) therapy for HCV infection has
brought considerable optimism to the HCV sector, with the realistic hope that therapeutic intervention
will soon provide near optimal efficacy with well-tolerated, short duration, all oral regimens. [A3]
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•
•

•
•
•
•
•
•

It has been clearly demonstrated that HCV treatment is safe and effective across a broad range of
multidisciplinary healthcare settings. [A3]
Experience with newly-approved options for HCV including IFN-free regimens is currently limited, but
the likelihood that a variety of patient types will be treated with these options is high. This provides an
impetus for educational opportunities focusing on optimizing treatments for the different HCV
genotypes and for patients with comorbidities. [A7]
New, short-duration, simpler therapies result in high sustained viral response (SVR) rates for HCVinfected patients. [A11]
In conjunction with increased screening for HCV availability of new therapies may lead to the treatment
of many more people with chronic HCV infection. [A11]
Therapies for chronic HCV have evolved dramatically in recent years. Interferon-free regimens are now
possible without compromise in the rate of sustained viral response. [A13]
The emergence of non-interferon-based therapy with direct acting antiviral agents has expanded the
pool of patients eligible for treatment. These agents have been found to be effective, tolerable, and
safe in the elderly population. [A1]
The impact of highly potent and well-tolerated interferon-free HCV treatment regimens will remain
negligible as long as access to therapy cannot be expanded to the most affected risk groups. [B22]
While most available eligible studies described interventions using non-contemporary interferon-based
HCV treatments, future research will need to address how these interventions apply to the context of
well-tolerated, simple, oral treatment regimens. [A4]

Interferon
•
•
•

•

While research evidence is largely supportive of increased access to interferon by people with HCV,
mental health and substance use co-morbidities, there is substantial further work required to translate
evidence into clinical practice. [A19]
A reconsideration of the appropriateness of the tertiary health service model of care for interferon
management is required and exploration of the potential for increased HCV care in primary health care
settings. [A19]
Three main themes were identified including: (1) pre-treatment and preparation for antiviral therapy,
(2) adherence and treatment completion, and (3) clinical outcomes. Each of these themes was critically
discussed in terms of access by patients with mental health and substance use co-morbidities
demonstrating that current research evidence clearly demonstrates that people with HCV, mental
health and substance use co-morbidities have similar clinical outcomes to those without these comorbidities. [A19]
While interferon based therapies reduced quality of life during treatment, improvements on baseline
quality of life was achieved post treatment-particularly when sustained viral response was achieved.
[A41]
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Treatment Services
Summary Evidence Statements:
•

•
•
•

Specialist hepatitis treatment services should:
o Have a nominated person responsible for liaising with local drug services, prisons and
primary care.
o Assess everyone referred for treatment.
o Assess alternatives to treatment in the hospital setting.
o Establish nurse-led outreach services wherever possible.
o Collect data on an ongoing basis
o Allow patients access to mental health support before and during HCV treatment.
The management of children with viral hepatitis is still controversial over whom and when to treat
and the use of drug(s).
Engaging HIV/HCV co-infected individuals in HCV treatment is associated with high adherence to
antiretroviral treatment.
Delivery of HCV public health services to persons with serious mental illness in outpatient mental
health settings can be as cost-effective as similar interventions for other at-risk populations.

Key Recommendations:
➢ Specialist hepatitis treatment services should:
o Have a nominated person responsible for liaising with local drug services, prisons and
primary care.
o Assess everyone referred for treatment.
o Assess alternatives to treatment in the hospital setting.
o Establish nurse-led outreach services wherever possible.
o Collect data on an ongoing basis
o Allow patients access to mental health support before and during HCV treatment.
➢ Engage HIV/HCV co-infected individuals in HCV treatment to improve adherence to antiretroviral
treatment.
➢ HCV public health services for persons with serious mental illness in outpatient mental health
settings are recommended as being as cost-effective as similar interventions for other at-risk
populations.

Specialist Hepatitis Treatment Services
•
•
•
•

•

Every HCV treatment centre should have a nominated person responsible for liaising with local drug
services, prisons and primary care. [C6]
Everyone referred to specialist services should be assessed for treatment. Current substance use is not
a contraindication to treatment, though other factors will influence the decision to initiate treatment.
These factors should be recorded to inform improvements in services and patient support. [C6]
Alternatives to treatment in the hospital setting should be formally assessed, and nurse-led outreach
services should be established wherever possible. [C6]
Data should be collected at hepatitis treatment services on an ongoing basis to capture: [C6]
o Total number of drug users and non-drug users referred for assessment.
o Total number of drug users and non-drug users offered treatment.
o Barriers to treatment (where treatment is assessed as inappropriate at present or is declined
by the patient).
o Adherence and outcomes
Patients should have access to mental health support before and during HCV treatment. [C6]
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Decentralised Treatment
•

Treatment effectiveness with sofosbuvir-based regimens in medically underserved areas utilizing taskshifting from a specialist to a mid-level provider is comparable to those achieved in pivotal clinical trials
for these regimens, and to “real-world” experiences of tertiary care centres in the USA. [B2]

Treatment of Children
•
•

The management of children with viral hepatitis is still controversial over whom and when to treat and
the use of drug(s). Novel therapeutic strategies have been evaluated only in clinical and preclinical trials
involving, for instance, "therapeutic" vaccines. [A33]
The results of reported studies confirmed that at least some of the new drugs, with greater efficacy
and/or minor side-effects, will be used clinically. [A33]

Treatment for HIV/HCV Co-infected Individuals
•

Engaging HIV/HCV co-infected individuals in HCV treatment is associated with high adherence to
antiretroviral treatment. Physicians should prioritize HCV treatment as part of a multi-disciplinary
approach. [B35]

Services for People with Mental Illness
•

Delivery of hepatitis and HIV public health services to persons with serious mental illness in outpatient
mental health settings can be as cost-effective as similar interventions for other at-risk populations.
[B28]

Treatment for PWID
Summary Evidence Statements:
•
•
•
•
•
•
•
•
•
•
•
•
•

HCV treatment uptake among people who inject drugs is suboptimal.
Treatment among PWID is feasible however further research is needed to evaluate strategies to
enhance testing, linkage to care, treatment, adherence, viral cure, and prevent HCV reinfection.
HCV treatment is increasingly located in treatment settings seen as more amenable to PWID; they
benefit from low-threshold settings which are culturally appropriate and where trusting relationships
between clients and providers are nurtured.
Providing co-located care largely avoids negative, stigmatising or discriminatory experiences
reported in settings less familiar with people who use drugs.
‘Negotiated flexibility’, including in relation to appointments, eligibility, and phlebotomy is a strategy
to create an enabling environment.
Potentially modifiable factors associated with HCV treatment for PWIDs include drug use and social
support.
Weekly provider-led group HCV treatment sessions may be effective in overcoming barriers to
treatment and improving adherence and outcomes among patients enrolled in drug treatment
programmes.
Treatment of addiction during HCV therapy results in higher treatment completion.
HCV treatment can be successfully integrated into methadone maintenance clinics.
The integration of peer support workers in treatment programs within OST clinics may address
barriers to HCV care
Client and staff typically welcome co-location of HCV care in opioid substitution treatment (OST)
clinics citing issues of convenience, reduced travel time and costs, persistent cues to engagement and
immediacy of access to care.
Every drug worker should have a basic knowledge of HCV
Every local drug service should have a nominated person responsible for liaising with hepatitis
treatment centres, prisons and primary care.
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•
•

Uptake of opiate substitution therapy (OST) and high coverage of needle and syringe programmes
(NSP) can substantially reduce the risk of HCV transmission among PWID.
Consistent harm reduction advice should be provided through all services working with drug users.

Key Recommendations:
➢ Address suboptimal HCV treatment uptake among PWID.
➢ Evaluate strategies to enhance testing, linkage to care, treatment, adherence, viral cure, and prevent
HCV reinfection for PWID.
➢ Locate HCV treatment in treatment settings amenable to PWID: low-threshold settings which are
culturally appropriate and where trusting relationships between clients and providers are nurtured.
➢ Provide co-located care to avoid negative, stigmatising or discriminatory experiences reported in
settings less familiar with people who use drugs.
➢ Employ a strategy of ‘Negotiated flexibility’ in relation to appointments, eligibility, and phlebotomy
to create an enabling environment.
➢ Address potentially modifiable factors associated with HCV treatment for PWIDs including drug use
and social support.
➢ Integration of peer support workers into treatment programmes within OST clinics is recommended
to address barriers to HCV care.
➢ Consider offering provider-led group HCV treatment sessions to overcome barriers to treatment and
improving adherence and outcomes.
➢ Treatment of addiction during HCV therapy is recommended to increase treatment completion.
➢ Ensure drug workers should have a basic knowledge of HCV.
➢ Ensure every local drug service has a nominated person responsible for liaising with hepatitis
treatment centres, prisons and primary care.
➢ Opiate substitution therapy (OST) and needle and syringe programmes (NSP) are recommended to
reduce the risk of HCV transmission among PWID.
➢ Consistent harm reduction advice should be provided through all services working with drug users.
•
•
•
•
•
•

•
•

Treatment among PWID is feasible and provide a framework for HCV assessment and care. [A3]
Further research is needed to evaluate strategies to enhance testing, linkage to care, treatment,
adherence, viral cure, and prevent HCV reinfection among PWID, particularly as new interferon-free
DAA treatments for HCV infection become available. [A3]
HCV treatment for PWIDs benefits from low-threshold settings which are culturally appropriate and
where trusting relationships between clients and providers are nurtured. [B3]
Regarding treatment of HCV infection among people who inject drugs in the opioid substitution setting:
HCV treatment uptake was relatively high among this highly marginalized population. Potentially
modifiable factors associated with treatment include drug use and social support. [B21]
Regarding treatment of HCV infection among people who inject drugs in the opioid substitution setting:
HCV treatment was associated with living with the support of family and/or friends, never receiving
opioid substitution treatment (OST), no recent methamphetamine use, and non-1 HCV genotype. [B21]
Patients enrolled in drug treatment programs participated in weekly provider-led group HCV treatment
sessions which included review of side effects; discussion of adherence and side effect management;
administration of interferon injections; brief physical examination; and ended with brief meditation.
The model may be effective in overcoming barriers to treatment and improving adherence and
outcomes among patients enrolled in drug treatment programs. [B29]
HCV treatment uptake among the population most affected (people who inject drugs) is suboptimal.
[C3]
HCV treatment is increasingly located in treatment settings seen as more amenable to people who
inject drugs, such as drug and alcohol services: [C3]
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o

•
•
•
•
•

•

•
•
•

A key theme in service provider accounts were strategies they deployed to ‘tame’ the
treatment system so as to create an ‘enabling environment’ of care, in which trust was a critical
feature. This ‘taming’ of the system was enacted through practices of ‘negotiated flexibility’,
including in relation to appointments, eligibility, and phlebotomy.
o Service user accounts accentuated familiar environments and known health providers as those
most trusted, and the potentially stigmatising effects of negotiating treatment in unfamiliar
territory, especially hospital settings.
o Whilst noting the effects of provider strategies to negotiate flexibility on behalf of would-be
patients seeking treatment, we conclude by noting the limits of trust relations in settings of
constrained choice.
Treatment of addiction during HCV therapy results in higher treatment completion. [A36]
Treatment of addiction during HCV therapy will likely be important for HCV-infected drug users
undergoing treatment with more complex regimens including direct-acting antivirals. [A36]
HCV treatment can be successfully integrated into a methadone maintenance clinic, and mDOT can be
implemented with a methadone clinic's existing nursing and medical staff. [A42]
Patients struggling with concurrent substance use and mental illness comorbidity may be successfully
addressed in such settings and facilitate access to and completion of treatment through the utilization
of on-site clinical services for HCV treatment and adherence support with mDOT. [A42]
The integration of peer support workers in treatment programs within OST clinics may address barriers
to HCV care, but further studies are needed to assess their impact on assessment and treatment
outcomes. Peer support workers may facilitate broader discussion about HCV treatment, education
and/or support, allowing nurses to focus on HCV-related assessment and treatment. [B4]
The co-location of HCV care in opioid substitution treatment (OST) clinics was welcomed by the large
majority of participants in a study. Besides issues of convenience, the appeal of the co-located service
centred on the familiarity of existing relationships between clients and staff in the OST setting. While
some clients remained distrustful of OST and chose not to take up HCV care in this setting, the colocated treatment model was overwhelmingly successful amongst both client and staff participants.
[B17]
o Client and staff participants typically welcomed integrated treatment, citing issues of
convenience, reduced travel time and costs, persistent cues to engagement and immediacy of
access to care.
o Positive attitudes towards the initiative were expressed even by clients who had not engaged
with HCV care.
o Providing co-located care largely avoided the negative, stigmatising or discriminatory
experiences that participants reported encountering in settings less familiar with people who
use drugs.
o A minority of client participants expressed concerns about the lack of privacy and/or
confidentiality available in the co-located model, preferring to seek HCV care elsewhere.
HCV care coordination is efficacious in increasing adherence to HCV clinical evaluation among
methadone patients. The care coordination intervention included on-site screening, motivationalenhanced education and counselling, on-site vaccination, and case management services. [B19]
Every drug worker should have a basic knowledge of HCV, (through completing the RCGP Certificate in
the Detection, Diagnosis and Management of Hepatitis B and C in Primary Care, or an equivalent
qualification). [C6]
Every local drug service should have a nominated person responsible for liaising with hepatitis
treatment centres, prisons and primary care. [C6]
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Harm Reduction Interventions
•
•
•
•

There is good evidence that uptake of opiate substitution therapy (OST) and high coverage of needle
and syringe programmes (NSP) can substantially reduce the risk of HCV transmission among injecting
drug users. [A45]
Results support Needle/Syringe Programmes (NSP) as a structural-level intervention to reduce
population-level infection and implementation of NSP for prevention and treatment of HIV and HCV
infection. [A20]
Consistent harm reduction advice should be provided through all services working with drug users,
including all needle exchange services. [C6]
Harm reduction interventions can reduce injecting risk behaviour (IRB), with evidence strongest for
opiate substitution treatment (OST) and needle and syringe programmes (NSP). However, there is
comparatively little review-level evidence regarding the effectiveness of these interventions in
preventing HCV transmission among PWID. [A24]

Hepatology Clinic
•

An integrated model of alcohol treatment and medical care can be successfully implemented in a
hepatology clinic with significant favourable impact on alcohol use and abstinence among patients with
chronic HCV. [B34]

HCV Treatment in Primary Care
Summary Evidence Statements:
•
•
•
•
•
•
•
•
•

Many primary care physicians (PCPs) who screen and/or participate in the care of patients with HCV
are not very confident about screening patients for chronic HCV infection. Training and ongoing
supervision of primary care practitioners by specialists can be used to address this.
Brief risk screeners with a paper-based clinical reminder are effective in increasing HCV testing in the
primary care setting.
Primary Care/ community-based antiviral treatment provision is feasible and can result in clinical
outcomes comparable to those achieved in hospital outpatient settings.
Liver clinics delivered by general internists in the primary care setting have been shown to be a
successful model for improving access to HCV care for underserved patients.
Programmes to build primary care capacity to treat diseases among rural, underserved populations
through videoconferencing and case-based learning in tele clinics have been demonstrated to be
successful.
Knowledge is increasing regarding effective models of HCV care for people who inject drugs (PWID)
however, examples implementing such models in primary care are lacking.
The initiation of HCV treatment through general practice is a viable model that could increase the
number of people accessing HCV treatment.
Factors found to be negatively associated with PWID primary care physician visits include: male
gender, chronic homelessness, cocaine injection and reporting greater illegal/ semi-legal income.
Enabling factors for PWID primary care physician visits may include: contact with street nurses and
food banks.

Key Recommendations:
➢ Training and ongoing supervision of primary care practitioners by specialists should be used to
address physicians lack of confidence in screening/caring for patients with HCV.
➢ Brief risk screeners with a paper-based clinical reminder can be used to increase HCV testing in the
primary care setting.
➢ Primary care/ community-based antiviral treatment provision is recommended.
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➢ Liver clinics delivered in the primary care setting are recommended as a model for improving access
to HCV care for underserved patients.
➢ Programmes to build primary care capacity among rural, underserved populations through
videoconferencing and case-based learning in tele clinics are recommended.
➢ The initiation of HCV treatment through general practice is recommended as a viable model to
increase the number of people accessing treatment.
➢ Factors found to be negatively and positively associated with PWID primary care physician visits
should be considered when designing primary care services targeting this population.

Screening
•
•

60% of primary care physicians (PCPs) who had screened and/or participated in the care of patients
with HCV within 6 months stated that they were not very confident or only somewhat confident about
screening patients for chronic HCV infection. [A7]
A brief risk screener with a paper-based clinical reminder was effective in increasing HCV testing in a
primary care setting. Analysis showed that 7 elements accounted for all HCV infections identified:
injection drug use, intranasal drug use, elevated alanine aminotransferase, transfusions before 1992, ≥
20 lifetime sex partners, maternal HCV, existing liver disease. [B31]

Treatment
•
•
•
•

•

Initiation of HCV treatment in the primary care setting is an effective alternative for selected patients
and may contribute towards increasing access to HCV care. [B10]
There is emerging evidence supporting the effectiveness of antiviral treatment provision for patients
with chronic HCV in a wide variety of primary care and wider community settings. [A28]
Community-based antiviral treatment provision is feasible and can result in clinical outcomes
comparable to those achieved in hospital outpatient settings. [A28]
Training and ongoing supervision of primary care practitioners by specialists is a prerequisite. Such
training and supervision can be delivered by teleconference, although, even with such ready availability
of training and supervision, only a minority of GPs are likely to want to provide antiviral treatment.
[A28]
The liver clinic provides HCV care by general internists in the primary care setting. The liver clinic has
proven to be a successful model for improving access to HCV care for urban, underserved patients.
Despite having significant hepatic disease and medical and psychiatric comorbidities, patients in the
liver clinic can be successfully maintained in care and initiated on HCV treatment by general internists
in a primary care setting. [B32]

Tele/ Video Clinics
•
•

Programmes to build primary care capacity to treat diseases among rural, underserved populations
through videoconferencing and case-based learning in "teleECHO" clinics have been demonstrated to
be successful in the USA (Project ECHO). [A14]
Project ECHO was successfully implemented, training 66 primary care clinicians, predominantly from
rural settings. Nearly all (93%) of the clinicians had no prior experience in care and treatment of HCV
infection. 129 (46%) of HCV-infected patients seen in teleECHO clinics received antiviral treatment,
more than doubling the proportion of patients expected to receive treatment. Findings demonstrate
Project ECHO's ability to expand primary care capacity to treat HCV infection, notably among
underserved populations. [A14]

PWID
•

Knowledge is increasing regarding effective models of HCV care for people who inject drugs (PWID).
However, examples implementing such models in primary care are lacking, leaving a gap in our applied
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•
•
•

•

•

understanding of how practically we best scale-up such care: this is critical and urgent if the benefits of
treatment advances are to be realized for PWID. [B3]
Public investment in primary care treatment for PWID living with HCV, including investments in
supports that address the social barriers faced by these vulnerable populations would build on existing
evidence and improve HCV outcomes for PWID. [B3]
While a host of predisposing factors seems to hamper timely contacts with primary care physicians
among high-risk PWID, community-based support services may play an important role in initiating
dialogue with primary healthcare services in this population. [B6]
The role of primary care physicians in HCV prevention is increasingly emphasized. Yet, little is known
about the patterns of contacts with PCP among persons who inject drugs: [B6]
o Factors found to be negatively associated with PCP visits include: male gender, chronic
homelessness, cocaine injection and reporting greater illegal or semi-legal income were
negatively associated with primary care physicians visits.
o Enabling factors may include: contact with street nurses and food banks was positively
associated with PCP visiting. Only one third of participating PWID reported a recent visit to a
PCP.
The initiation of HCV treatment through general practice is a viable model that could increase the
number of people accessing HCV treatment. [B16]
o GPs were satisfied with the process of initiating HCV treatment. They were generally positive
about the support they had experienced under shared-care arrangements with tertiary clinics
and they saw few barriers to initiating treatment.
o Patients appreciated the continuity of care that this treatment model affords, the convenience
of accessing treatment from their GP and being treated by a GP they trusted.
There is evidence to indicate the potential of targeting primary healthcare centre services to facilitate
reductions in liver disease burden among IDUs through HCV screening, referral to tertiary liver clinics
and subsequent treatment. [B30]

Community Based Services
Summary Evidence Statements:
•
•
•
•

•
•
•

For those 'hard-to-reach' people with HCV unwilling or unable to access mainstream health care,
community-based care services may offer an easy to access, non-judgmental and non-threatening
point of engagement.
Clinic models (such as community-based nurse-led integrated care clinics) are thought to support
more effective use of health resources.
Key local opinion leaders can act as 'knowledge brokers' to address concerns of competing service
providers (e.g. general practitioners)
HCV programmes (weekly psychosocial support group meetings located within community-based
health clinics) providing health care, treatment and support to people living with HCV who have
complex mental health, physical health and psychosocial needs can result in: positive behavioural
change, structure and stability and personal goal development.
Regarding community-based HCV support group meetings, beneficial programme elements include:
programme structure, group cohesion and group as agent for change.
Providing HCV care at home can increase patients' access to and acceptability of treatment,
especially in areas remote from specialist centres.
Home care models have significantly higher attendance rates than clinic models thus optimising
specialist nurses' time, allowing them to focus on patients with more complex needs.
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Key Recommendations:
➢ For those 'hard-to-reach' people with HCV unwilling or unable to access mainstream health care,
community-based care services are recommended as an easy to access, non-judgmental and nonthreatening point of engagement.
➢ Community-based nurse-led integrated care clinics are recommended
➢ Involvement of key local opinion leaders as 'knowledge brokers' is recommended in the
establishment of new community based HCV services.
➢ Weekly HCV psychosocial support groups located within community-based health clinics are
recommended for people living with HCV who have complex mental health, physical health and
psychosocial needs.
➢ Provision of HCV care at home is recommended in areas remote from specialist centres to increase
patients' access to and acceptability of treatment.

Integrated Clinic
•

•

People with HCV may be reluctant to engage with health care services. A community-based, nurse-led
integrated care clinic was established with the intention of bridging the health care gap for those
unwilling or unable to access mainstream health care: [B11]
o Participants generally endorsed the clinic model and described its operation as easy to access,
non-judgmental and non-threatening, and, therefore, able to attract and engage 'hard-toreach' clients.
o The clinic model was also thought to support more effective use of health resources.
o Some participants expressed concerns regarding the potential 'poaching' of patients from other
services (particularly general practice) and indicated a preference for HCV treatment services to
be restricted to hospital settings.
o Findings suggest the need to address concerns of general practitioners regarding patient
poaching. Key information to disseminate is the clinic's success in engaging with complex
clients and contribution to more efficacious use of health service resources.
o These activities may require the advocacy of a key local opinion leader acting as 'knowledge
broker'.
HCV programmes providing health care, treatment and support to people living with HCV who have
complex mental health, physical health and psychosocial needs (16-18-week psychosocial support
group located within community-based health clinics) can result in: [B18]
o The formation of strong group cohesion facilitated participants' behavioural change, regardless
of their level of substance use.
o The structure of the group provided stability and was characterized by consistent weekly
meetings, knowledge exchange and the provision of multiple services in one location.
o The support from peers and staff allowed participants to develop personal goals.
o Participants began to see themselves in a new and changed way expressing this change in a
variety of positive behaviours.
o The three dominant themes that emerged from the analysis were program structure, group
cohesion and group as agent for change.

Home Care
•
•

In the UK, HCV management is undertaken in secondary and tertiary centres. This does not meet the
needs of all patients; they may have to travel long distances, incur travel costs, wait a long time to be
seen and negotiate time off work while not divulging their illness. [B24]
Providing care at home can increase patients' access to and acceptability of treatment, especially in
areas remote from specialist centres. [B24]
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•

The home care model had a significantly higher attendance rate than the clinic model. It allowed the
trust to improve care at no extra cost. This model can optimise specialist nurses' time, allowing them to
focus on patients with more complex needs. [B24]

Internet/ Telecare Delivered Interventions
Summary Evidence Statements:
•
•
•
•
•

Strategies to both increase the use and public health impact of Internet-delivered interventions are
of increasing interest.
Patient engagement through an invitation to a website can result in both a higher intention to visit
and higher likelihood of clicking on the link.
High HCV treatment dropout rates due to side effects limits the efficacy of treatment. Telecare
systems can significantly reduce dropout rates.
HCV telemedicine clinics are associated with improved access, high patient satisfaction, and
reduction in health visit-related time.
Innovative telemedicine programmes can improve patient care by developing and supporting the
competence of primary care providers. The model can be used to address access issues and improve
both HCV management and treatment.

Key Recommendations:
➢
➢
➢
➢

Internet-delivered interventions are recommended.
Improved patient engagement through an invitation to a website is recommended.
Telecare systems are recommended to reduce HCV treatment dropout rates due to side effects.
HCV telemedicine clinics are recommended to improve access, patient satisfaction, and reduce
health visit-related time.
➢ Developing and supporting the competence of primary care providers through innovative
telemedicine programmes is recommended to improve patient care, management and treatment as
well as access.
•
•
•
•
•

Strategies to increase the use of and public health impact of Internet-delivered interventions are of
increasing interest. [A27]
Patient engagement through an invitation resulted in higher intention to visit a website and a higher
likelihood of clicking on the link to visit the website in comparison with evoking enjoyment. The
number of pages visited increased when interest was provoked on the website itself. [A27]
The high dropout rate due to side effects limits the efficacy of HCV treatment. Telecare system with
health care communication centre model is significant in reducing dropout rate and is more effective
with easy access. [B14]
Innovative telemedicine programmes can improve patient care by developing and supporting the
competence of primary care providers. The model can be used to address significant access issues and
improve HCV management and treatment for patients. [B25]
HIV and HCV telemedicine clinics are associated with improved access, high patient satisfaction, and
reduction in health visit-related time. [B33]
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Education
Summary Evidence Statements:
•
•
•
•

•
•
•
•

Simple educational interventions for patients with HCV infection can significantly increase patients'
knowledge about their disease.
Multimodal educational interventions can cause behavioural changes that increase rates of testing
and treatment.
It is unlikely that behavioural interventions alone can have a considerable effect on HCV
transmission, multi-component interventions are required.
HCV health care providers should consider adding self-management workshops (weekly 2-hour selfmanagement sessions based on a cognitive-behavioural programme with HCV-specific modules) for
patients with chronic HCV to increase knowledge, energy and wellbeing (compared to providing
information only).
A two-session viral hepatitis education intervention effectively promotes hepatitis knowledge and
can be integrated in methadone treatment settings. Motivational interviewing styles of education
delivery may not augment hepatitis knowledge beyond standard counselling.
Integrating peer educators in a collaborative manner with close supervision holds promise as a model
to reduce barriers to HCV treatment among PWID.
Brief interventions are associated with substantial gains in HIV and HCV knowledge among
prescription opioid abusers as a first step in prevention interventions for this vulnerable group.
Resources for service providers and specialists can offer a variety of communication elements and
include roundtable panel discussions, case studies, and direct links to relevant original research,
review articles, and guidelines.

Key Recommendations:
➢ Simple educational interventions for patients with HCV infection are recommended to increase
patients' knowledge about their disease.
➢ Multimodal educational interventions can cause behavioural changes that increase rates of testing
and treatment and are therefore recommended.
➢ behavioural interventions alone are unlikely to have considerable effect on HCV transmission, multicomponent interventions are therefore recommended.
➢ HCV health care providers should consider adding self-management workshops (weekly 2-hour selfmanagement sessions based on a cognitive-behavioural programme with HCV-specific modules) for
patients with chronic HCV to increase knowledge, energy and wellbeing (compared to providing
information only).
➢ Hepatitis education interventions integrated in methadone treatment settings are recommended as
effective in promoting knowledge.
➢ Motivational interviewing styles of education delivery are not recommended for improving
knowledge beyond standard counselling.
➢ Integrating peer educators in a collaborative manner with close supervision is recommended as a
model to reduce barriers to HCV treatment among PWID.
➢ Brief interventions among prescription opioid abusers are recommended to increase HIV and HCV
knowledge and as a first step in prevention interventions for this vulnerable group.
➢ Resources should be available to service providers offering communication elements and can include
roundtable panel discussions, case studies, and direct links to relevant original research, review
articles, and guidelines to further HCV knowledge and learning.
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Educational Interventions for HCV Patients
•
•

Simple educational interventions for patients with HCV infection significantly increase patients'
knowledge about their disease. [A32]
More complex, multimodal educational interventions seem to cause behavioural changes that increase
rates of testing and treatment. [A32]

Methadone Maintenance Patients
•
•
•

Viral hepatitis education for methadone maintenance patients can result in a significant increase in
knowledge of HAV, HBV, and HCV over time. [A17]
No differences were found in knowledge between the intervention groups in knowledge acquisition
regarding any of the hepatitis viruses suggesting that a motivational interviewing style may not
augment hepatitis knowledge beyond standard counselling. [A17]
A two-session viral hepatitis education intervention effectively promotes hepatitis knowledge and can
be integrated in methadone treatment settings. [A17]

Educational HIV and HCV Intervention for PO Abusers
•

A brief, easy-to-administer intervention is associated with substantial gains in HIV and HCV knowledge
among prescription opioid (PO) abusers and represents the necessary first step toward the
dissemination of a structured prevention HIV and HCV intervention for PO abusers. [A29]

Self-Management Interventions
•

Better outcomes (HCV knowledge, energy and wellbeing) were sustained among self-management
participants compared to information only participants. HCV health care providers should consider
adding self-management workshops (weekly 2-hour self-management sessions based on a cognitivebehavioural program with HCV-specific modules) for patients with chronic HCV. [A18]

Behavioural Interventions
•
•

It is unlikely that behavioural interventions can have a considerable effect on HCV transmission. [A44]
It is likely that multi-component interventions are required to have a considerable effect on HCV
transmission. [A44]

Peer Education
•

Integrating peer educators in a collaborative manner with close supervision holds promise as a model
to reduce barriers to HCV treatment among drug users. [B12]

Resources for Providers
•

USA online 'Resource Centre' for primary care providers and specialists: Each channel of the Resource
Centre will be comprised of a variety of specific communication elements, which are open to
sponsorship, and include roundtable panel discussions, case studies, and direct links to relevant original
research, review articles, and guidelines. [A7]
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Nurses
Summary Evidence Statements:
•
•

Nurses play a key role in the ongoing treatment and management of chronic HCV. Their skills in
counselling, education, and as liaisons between patients, support services, and other healthcare
providers make them crucial in the management of patients with HCV.
HCV programming can be improved by leveraging nurses' strengths within multidisciplinary teams to
address patient's concerns about process and communication issues.

Key Recommendations:
➢ It should be recognised that nurses play a key role in the ongoing treatment and management of
chronic HCV. Nurses skills in counselling, education, and as liaisons between patients, support
services, and other healthcare providers make them crucial in the management of patients with HCV.
➢ HCV programming can be improved by leveraging nurses' strengths within multidisciplinary teams to
address patient's concerns about process and communication issues.
•
•

Nurses play a key role in the ongoing treatment and management of chronic conditions such as HCV.
Their skills in counselling, education, and as liaisons between patients, support services, and other
healthcare providers make them crucial in the management of patients with HCV. [B23]
HCV programming can be improved by leveraging nurses' strengths within multidisciplinary teams to
address patient's concerns about process and communication issues. [B23]

Dietary Interventions for Overweight/ Obese HCV Patients
Summary Evidence Statements:
•
•

Low-calorie diets and low-fat diets are beneficial in the management of patients with HCV regarding
improvement of insulin resistance, steatosis and also fibrosis.
Overweight or obese patients with chronic HCV undergoing a lifestyle intervention (specific dietary
intervention and physical activity) for 1-year had significant improvements in body weight, lipid and
hepatic profile.

Key Recommendations:
➢ Dietary and physical activity based lifestyle interventions are recommended for overweight/
obese patients with chronic HCV to improve body weight, lipid and hepatic profiles.
•
•

Low-calorie diets and low-fat diets are beneficial in the management of patients with HCV regarding
improvement of insulin resistance, steatosis and also fibrosis. [A31]
Overweight or obese patients with chronic HCV undergoing a lifestyle intervention (specific dietary
intervention and physical activity) for 1-year had significant improvements in body weight, lipid and
hepatic profile. [A31]
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Barriers to Care
Overarching Points
Summary Evidence Statements:
•
•
•
•
•

The rates and most importantly the reasons of barriers to treatment in chronic HCV patients vary
widely among European countries supporting the need for country-specific national strategies,
resource allocation and implementation of global management policies.
Overcoming barriers to curing patients of HCV will require novel, integrative strategies and
investment of resources at local, regional and national levels.
Mental health and substance abuse problems are primary barriers to HCV patients receiving antiviral
treatment.
Medical advances for HCV will be ineffectual without effective management of complex barriers to
care related to substance use, mental health, trauma, poverty, homelessness, criminalization,
cultural issues, stigma and marginalization.
The majority of diagnosed HCV patients remain untreated with a low level of satisfaction with
available treatment options existing.

Key Recommendations:
➢ The rates and reasons for barriers to treatment in chronic HCV patients vary widely among European
countries, country-specific national strategies and resource allocation are therefore recommended.
➢ Novel, integrative strategies and investment of resources at local, regional and national levels are
recommended in overcoming barriers to curing patients of HCV.
➢ Mental health and substance abuse problems should be recognised and addressed as primary
barriers to HCV patients receiving antiviral treatment.
➢ Effective management of complex barriers to care related to substance use, mental health, trauma,
poverty, homelessness, criminalization, cultural issues, stigma and marginalization is required for
medical advances for HCV to be effectual.
➢ The low level of satisfaction with available treatment options should be addressed to increase
treatment rates among diagnosed HCV patients.
•
•
•
•
•
•

The rates and most importantly the reasons of barriers to treatment in chronic HCV patients vary
widely among European countries supporting the need for country-specific national strategies,
resource allocation and implementation of global management policies. [A8]
Overcoming barriers to curing patients of HCV will require novel, integrative strategies and investment
of resources at local, regional and national levels. [A21]
The majority of diagnosed HCV patients remain untreated. [A8]
A low level of satisfaction with the treatment options available exists, with "no therapy" being selected
by specialists in 2013 for up to 38% of patients. [A7]
Medical advances for HCV will be ineffectual without effective management of complex barriers to care
related to substance use, mental health, trauma, poverty, homelessness, criminalization, cultural
issues, stigma and marginalization. [B3]
Most individuals infected with the HCV have not received antiviral treatment, with mental health and
substance abuse problems being the primary barrier. Interventions have been developed to address
these barriers among HCV patients considered "high-risk" for antiviral treatment. [A34]
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Barriers for PWID
Testing Uptake by PWID
Summary Evidence Statements:
•

•

There are modifiable factors that affect the uptake of HCV testing and experiences of HCV diagnosis
among PWID; intervention development should focus on addressing these factors:
o Missed opportunities for the provision of knowledge and information about HCV contribute
to delays in seeking testing and provide a context to poor experiences of diagnosis.
o Perceptions of the risk associated with HCV and the prioritisation of other needs can act to
both encourage and discourage the uptake of HCV testing.
o Undergoing HCV testing as part of routine health assessment, and an unawareness of being
tested is common among PWID.
o An unexpected HCV positive diagnosis exacerbates anxiety and confusion.
Regarding HCV testing uptake among PWID, key areas of concern include: the process of HCV testing;
the impacts of HCV diagnosis, fears of concomitant HIV diagnosis; optimism that testing is
unnecessary given HCV risk potentials; institutional mistrust-often felt as stigma.

Key Recommendations:
➢ There are modifiable factors that affect the uptake of HCV testing and experiences of HCV
diagnosis among PWID; intervention development should focus on addressing these factors
including: missed opportunities for the provision of information and knowledge; shifting
priorities between HCV testing and other needs; and testing as unexpected and routine.
➢ Regarding HCV testing uptake among PWID, key areas of concern that should be addressed
include: the process of HCV testing; the impacts of HCV diagnosis; fears of concomitant HIV
diagnosis; optimism that testing is unnecessary given HCV risk potentials; institutional mistrustoften felt as stigma.
•

•
•
•
•
•

There are modifiable factors that affect the uptake of HCV testing and experiences of HCV diagnosis
among PWID; intervention development should focus on addressing these factors. Three major themes
emerged: missed opportunities for the provision of information and knowledge; shifting priorities
between HCV testing and other needs; and testing as unexpected and routine. [A22]
Evidence of missed opportunities for the provision of knowledge and information about HCV were
clear, contributing to delays in seeking testing and providing a context to poor experiences of diagnosis.
[A22]
Influenced by the nature of their personal circumstances, perceptions of the risk associated with HCV
and the prioritisation of other needs acted both to encourage and discourage the uptake of HCV
testing. [A22]
Undergoing HCV testing as part of routine health assessment, and an unawareness of being tested was
common. [A22]
An unexpected positive diagnosis exacerbated anxiety and confusion. [A22]
Regarding HCV testing uptake among people who inject drugs, key participant themes included:
concerns regarding the process of HCV testing, including phlebotomy practices; concerns regarding the
impacts of HCV diagnosis, exacerbated by confusion regarding test results and HCV effects, and fears of
concomitant HIV diagnosis; optimism that testing was unnecessary given HCV risk potentials; and
institutional mistrust, often internalized as felt stigma, especially in hospital settings. [C2]
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Treatment Uptake among PWID
Summary Evidence Statements:
•
•
•
•
•
•
•
•

Chronic HCV infection is highly prevalent among current and former drug users however the minority
of patients enrolled in drug treatment programs have initiated HCV treatment. New models are
needed to overcome barriers to care.
Clinical and individual level barriers to HCV treatment among PWID include patient and provider
concerns regarding co-morbidities, adherence, and side effect management.
Social factors affecting PWID HCV treatment access are less well evidenced however key barriers may
fall into the following domains: social stigma, housing, criminalisation, health care systems, and
gender.
One of the major obstacles to HCV care in people who inject drugs is the lack of treatment settings
that are suitably adapted for the needs of this vulnerable population.
Hospital based treatment provision is one evidenced barrier to PWID HCV treatment uptake. In
response, HCV treatment is increasingly located in treatment settings seen as more amenable to
people who inject drugs, such as drug and alcohol services.
The impact of highly potent and well-tolerated interferon-free HCV treatment regimens will remain
negligible as long as access to therapy cannot be expanded to the most affected risk groups.
A high level of acceptance of the individual life circumstances of PWID rather than rigid exclusion
criteria will determine the level of success of any model of HCV management.
Clinicians need to better understand and utilise PWID HCV illness perceptions to evaluate willingness
to engage in HCV treatment. Major concerns relating to engagement include:
o Comparison of HCV to HIV, so emphasizing the potential fatality of HCV and the need for
treatment.
o witnessing others suffer or die from untreated HCV impacts desire to undergo treatment.

Key Recommendations:
➢ Chronic HCV infection is highly prevalent among current and former drug users however the
minority of patients enrolled in drug treatment programs have initiated HCV treatment. New
models are needed to overcome barriers to care.
➢ Clinical and individual level barriers to HCV treatment among PWID should be addressed
including patient and provider concerns regarding co-morbidities, adherence, and side effect
management.
➢ Social factors affecting PWID HCV treatment access should be addressed including: social stigma,
housing, criminalisation, health care systems, and gender.
➢ It is recommended that treatment settings are suitably adapted for the needs of PWID.
➢ Hospital based treatment provision is not recommended for PWID due to poor uptake, treat
should be offered in more amenable settings such as drug and alcohol services.
➢ It is recommended that access to well-tolerated interferon-free HCV treatment regimens is
expanded to the most affected risk groups.
➢ Within all models of HCV management, a high level of acceptance of the individual life
circumstances of PWID rather than rigid exclusion criteria are recommended.
➢ It is recommended that clinicians better understand and utilise PWID HCV illness perceptions
when evaluating willingness to engage in HCV treatment. Major influences include comparison of
HCV to HIV and witnessing others suffer or die from untreated HCV.
•
•
•

Predominant barriers to HCV treatment included parenteral drug and alcohol abuse. [A8]
The mean rate of no treatment was highest in HCV RNA-positive parenteral drug users (72%). [A8]
There are a number of barriers to care which should be considered and systematically addressed, but
should not exclude PWID from HCV treatment. [A3]
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•
•
•
•
•
•
•

•
•
•

One of the major obstacles to HCV care in people who inject drugs is the lack of treatment settings that
are suitably adapted for the needs of this vulnerable population. [B22]
Chronic HCV infection is highly prevalent among current and former drug users. However, the minority
of patients enrolled in drug treatment programs have initiated HCV treatment. New models are needed
to overcome barriers to care. [B29]
Clinical and individual level barriers to HCV treatment among PWID are well evidenced. These include
patient and provider concerns regarding co-morbidities, adherence, and side effect management. [C4]
Social factors affecting treatment access are less well evidenced. [C4]
In attempting to map these, key barriers fall into the following domains: social stigma, housing,
criminalisation, health care systems, and gender. [C4]
A high level of acceptance of the individual life circumstances of PWID rather than rigid exclusion
criteria will determine the level of success of any model of HCV management. [C8]
Two major themes related to engagement in HCV treatment: [B8]
o First, participants independently compared HCV to HIV, and in so doing, emphasized the
potential fatality of HCV and the need for treatment.
o Second, participants described witnessing others suffer or die from untreated HCV and
expressed how these recollections impacted their desire to undergo treatment themselves.
o Together, these themes contributed to the way participants perceived HCV and informed their
decisions to initiate treatment.
o Both themes reflect the CSM's "self-regulation" process, which posits that understanding the
causes and consequences of an illness impacts one's ability to seek treatment to overcome this
illness state.
This paper offers insight into how clinicians can better understand and utilize HCV illness perceptions to
evaluate willingness to engage in HCV treatment among PWID considering antiviral treatment
modalities. [B8]
The impact of highly potent and well-tolerated interferon-free HCV treatment regimens will remain
negligible as long as access to therapy cannot be expanded to the most affected risk groups. [B22] [C8]
HCV treatment uptake among the population most affected (people who inject drugs) is suboptimal.
Hospital based treatment provision is one evidenced barrier to HCV treatment uptake. In response,
HCV treatment is increasingly located in treatment settings seen as more amenable to people who
inject drugs, such as drug and alcohol services. [C3]
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HIV-HCV Co-Infection
Summary Evidence Statements:
•
•

•

In order to improve uptake of HCV therapy in persons with HIV/HCV co-infection, it is essential that
barriers, both new and ongoing, are addressed, otherwise, treatment is of little benefit.
Among HIV-HCV co-infected patients:
o hepatic decompensation is a commonly documented absolute/ non-modifiable medical
barrier.
o substance use was widely reported as a relative/modifiable medical barrier.
o patient-level barriers included non-adherence to medical care, refusal of therapy, and social
circumstances.
o provider-level barriers included provider inexperience with antiviral treatment and/or
reluctance of providers to refer patients for treatment.
For HIV-HCV co-infected patients, there are many ongoing challenges that are unique to managing
this patient population effectively. Documenting and evaluating these obstacles are critical steps to
managing and caring for these individuals in the future.

Key Recommendations:
•
•

•

•
•
•
•
•
•
•

In order to improve uptake of HCV therapy in persons with HIV/HCV co-infection it is essential that
barriers, both new and ongoing, are addressed.
The following barriers among HIV-HCV co-infected patients should be addressed:
o Hepatic decompensation
o Substance use
o Patient-level barriers including: non-adherence to medical care, refusal of therapy, and social
circumstances.
o Provider-level barriers including: provider inexperience with antiviral treatment and/or
reluctance of providers to refer patients for treatment.
There are many unique challenges in managing HIV-HCV co-infected patients. Documenting and
evaluating these obstacles is recommended as a critical step towards managing and caring for these
individuals effectively in the future.
The mean rate of no treatment was intermediate in those with HCV-HIV co-infection (64%). [A8]
Among HIV-HCV co-infected patients, hepatic decompensation was the most commonly documented
absolute/ non-modifiable medical barrier. [A15]
Among HIV-HCV co-infected patients, substance use was widely reported as a relative/modifiable
medical barrier. [A15]
Among HIV-HCV co-infected patients, patient-level barriers included non-adherence to medical care,
refusal of therapy, and social circumstances. [A15]
Among HIV-HCV co-infected patients, provider-level barriers included provider inexperience with
antiviral treatment and/or reluctance of providers to refer patients for treatment. [A15]
Among HIV-HCV co-infected patients, there are many ongoing challenges that are unique to managing
this patient population effectively. Documenting and evaluating these obstacles are critical steps to
managing and caring for these individuals in the future. [A15]
In order to improve uptake of HCV therapy in persons with HIV/HCV co-infection, it is essential that
barriers, both new and ongoing, are addressed, otherwise, treatment is of little benefit. [A15]
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HCV Care Pathway Barriers
Summary Evidence Statements:
•
•
•
•
•
•
•
•
•

HCV management undertaken in secondary and tertiary centres does not meet the needs of all
patients due to: long journey distances, travel costs, long wait times; negotiating time off work while
not divulging their illness.
HCV diagnosis delays may be attributed to limited HCV relevance, felt wellness, stigma,
compartmentalization of former injecting practices, unexplained symptoms and general practitioner
inaction.
HCV diagnosis context may be due to a change of health care providers or a chance medical
encounter.
Trust in providers may be impacted by a delayed HCV diagnosis, with implications for future
engagement in care.
To fully benefit from new treatments, improvement in linkage to care and treatment is urgently
needed.
Gaps in the treatment pathway affecting uptake of NICE approved medicines include: people are not
diagnosed, tests required by NICE are not done, varying access to specialist medical expertise,
capacity to deliver is insufficient, commissioning is deficient, policies are variable.
Key HCV care provision processes have been identified as: autonomy, communication,
education/information, continuity of care, professional competence, and support.
Lack of provider expertise in HCV treatment and limited access to specialists are well-documented
barriers to HCV treatment
There is evidence to suggest that imperfect follow-up during the HCV cascade of care reduces the
real-world effectiveness of HCV therapy. Interventions that simultaneously address multiple points
along the cascade should provide better outcomes and more value for money than less costly
interventions targeting single steps.

Key Recommendations:
•
•
•
•
•

•
•
•

It should be recognised that HCV management undertaken in secondary and tertiary centres does not
meet the needs of all patients due to: long journey distances, travel costs, long wait times;
negotiating time off work while not divulging their illness.
It should be understood that delayed HCV diagnosis can impact trust in providers with implications
for future engagement in care.
It is recommended that factors contributing to HCV diagnosis delay are addressed, these may
include: limited HCV relevance, felt wellness, stigma, compartmentalization of former injecting
practices, unexplained symptoms and general practitioner inaction.
To fully benefit from new treatments, improvement in linkage to care and treatment are
recommended.
Gaps in the treatment pathway affecting uptake of NICE approved medicines should be addressed,
these include: people are not diagnosed, tests required by NICE are not done, varying access to
specialist medical expertise, capacity to deliver is insufficient, commissioning is deficient, policies are
variable.
HCV care models should support careful delivery of the following processes: autonomy,
communication, education/information, continuity of care, professional competence, and support.
Barriers to HCV treatment including lack of provider expertise in HCV treatment and limited access to
specialists must be addressed.
Imperfect follow-up during the HCV cascade of care reduces the real-world effectiveness of HCV
therapy. Interventions that simultaneously address multiple points along the cascade should be
implemented to provide better outcomes and more value for money (instead of less costly
interventions targeting single steps).
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Care Pathway
•
•
•
•
•
•
•
•
•

•

In the UK, HCV management is undertaken in secondary and tertiary centres. This does not meet the
needs of all patients; they may have to travel long distances, incur travel costs, wait a long time to be
seen and negotiate time off work while not divulging their illness. [B24]
To fully benefit from new treatments, improvement in linkage to care and treatment is urgently
needed. [A14]
Diagnosis delay was attributed to limited HCV relevance, felt wellness, stigma, compartmentalization of
former injecting practices, unexplained symptoms and general practitioner inaction. [C1]
Diagnosis context involved a change of health care providers or a chance medical encounter. [C1]
Trust in providers was impacted by a delayed diagnosis, with implications for future engagement in
care. [C1]
Gaps in the treatment pathway affecting uptake of NICE approved medicines include: people are not
diagnosed, tests required by NICE are not done, varying access to specialist medical expertise, capacity
to deliver is insufficient, commissioning is deficient, policies are variable. [C7]
Key themes identified and used to construct a "HCV care model": most themes identified related to
care provision processes (autonomy, communication, education/information, continuity of care,
professional competence, and support) rather than structure or outcomes of care. [B23]
Concept-mapping rated communication as the key theme. Participants also highlighted the supportive
role nurses played. [B23]
There is evidence to suggest that imperfect follow-up during the HCV cascade of care reduces the realworld effectiveness of HCV therapy. Interventions that simultaneously address multiple points along
the cascade should provide better outcomes and more value for money than less costly interventions
targeting single steps. [B15]
Lack of provider expertise in HCV treatment and limited access to specialists are well-documented
barriers to HCV treatment. [A14]

Stigma/ Perception/ Discrimination
Summary Evidence Statements:
•
•
•

•
•
•
•

There is little literature that specifically examines stigma as a barrier to HCV care and treatment.
Perceived discrimination is commonly reported in health care settings, potentially impeding health
care access.
Stigma and discrimination are known to have a range of negative effects on people with HCV,
including:
o Adverse health outcomes
o Access/ avoidance of health-care
o Diminished quality of life
o Negative impacts on wellbeing and social functioning
Much of the negative social impact of chronic HCV infection is due to:
o Associations of the infection with injection drug use
o Inflated assessments of transmission risks.
The relationship between the person living with HCV and their health worker can work to ameliorate
the effects of stigma. Patient “trust” in their health worker can lead to positive outcomes such as
increased healthcare utilisation and reduced risk behaviours.
Trust plays a central role in building and maintaining effective relationships between client, health
professional, and health system.
It is important to acknowledge the potential disconnect between the lived experience of HCV and the
assumptions of health professionals and policy makers.
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•
•

There is evidence to support raising and prioritising the profile and understanding of stigma and its
central role in patient decision making about “if and how” to engage in HCV care.
Developing genuine partnerships with people living with HCV and consulting them on the design and
operation of health services may be a first step toward establishing, modifying, or reforming health
services to better address stigma as a barrier to HCV and treatment.

Key Recommendations:
➢ It should be understood that there is little literature that specifically examines stigma as a barrier
to HCV care and treatment.
➢ It should be recognised that perceived discrimination is commonly reported in health care
settings.
➢ Negative effect of stigma and discrimination on people with HCV should be recognised and
addressed, including:
o Adverse health outcomes
o Access/ avoidance of health-care
o Diminished quality of life
o Negative impacts on wellbeing and social functioning
➢ Causes of negative social impact of chronic HCV infection should be addressed, including:
o Associations of the infection with injection drug use
o Inflated assessments of transmission risks.
➢ Emphasis should be placed on building positive relationships between the person living with HCV
and their health worker as this can work to ameliorate the effects of stigma.
o Patient “trust” in their health worker can lead to positive outcomes such as increased
healthcare utilisation and reduced risk behaviours.
o Trust plays a central role in building and maintaining effective relationships between
client, health professional, and health system.
➢ It is important to acknowledge the potential disconnect between the lived experience of HCV and
the assumptions of health professionals and policy makers.
➢ There is evidence to recommend raising and prioritising the profile and understanding of stigma
and its central role in patient decision making about “if and how” to engage in HCV care.
➢ There is evidence to recommend developing genuine partnerships with people living with HCV
and consulting them on the design and operation of health services as a first step toward
establishing, modifying, or reforming health services to better address stigma as a barrier to HCV
and treatment.
•
•
•
•
•

•

Perceived discrimination is commonly reported in health care settings, potentially impeding health care
access. Perceptions of stigma and experiences of discrimination have direct negative impacts on
wellbeing and social functioning. [A41]
Much of the negative social impact of chronic HCV infection is due to associations of the infection with
IDU and inflated assessments of transmission risks. [A41]
People with HCV are a marginalised population that may experience discrimination in everyday
contexts, including health-care, due to the association of HCV with injecting drug use. [B27]
Stigma and discrimination are known to have a range of negative effects on people with HCV, including
diminished quality of life and avoidance of health-care. [B27]
A large body of literature emphasizes the relationship between stigma and adverse health outcomes
and health access measures. For people living with HCV, stigma is a defining feature given the
association of HCV with the socially demonized practice of injection drug use. However, there is little
literature that specifically examines stigma as a barrier to HCV care and treatment. [C9]
The relationship between the person living with HCV and their health worker can work to ameliorate
the effects of stigma. Emerging literature examines the positive association between a patient’s “trust”
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•
•
•
•

•

in their health worker and outcomes such as increased healthcare utilization and reduced risk
behaviours. [C9]
A growing body of health services research acknowledges the importance of stigma and demonstrates
ways to build positive, enabling relationships between patient, health worker, and health setting. [C9]
There is evidence to support raising and prioritizing the profile and understanding of stigma and its
central role in patient decision making about “if and how” to engage in HCV care. [C9]
Emerging literature addresses the role of trust in building and maintaining effective relationships
between client, health professional, and health system. [C9]
Acknowledge the potential disconnect between the lived experience of HCV and the assumptions of
health professionals and policy makers. It may be that the centrality of stigma and mistrust is
underestimated and receives little attention when considering how best to engage with, and attract,
people living with HCV. [C9]
Developing genuine partnerships with people living with HCV and consulting them on the design and
operation of health services may be a first step toward establishing, modifying, or reforming health
services to better address stigma as a barrier to HCV and treatment. [C9]

Adherence to Treatment
Summary Evidence Statements:
•
•

•
•
•

•
•

Adherence to treatment for HCV infection is associated with the successful eradication of the
infection.
Factors that may have a negative influence on treatment adherence include:
o Psychiatric disorders
o Having to take higher doses of ribavirin
o Psychiatric side effects of regimens
o Social disadvantage
Factors that may have a positive influence on treatment adherence include HIV co-infection and the
haemoglobin level, male gender.
Commonly, health professionals including specialist physicians, nurses, social workers and
psychologists work together under a multidisciplinary model of shared-care to support patients'
adherence to HCV treatment.
In some HCV treatment clinics, shared-care is not always available, or only partially implemented and
this has implications for patient adherence. When comprehensive shared-care is limited or
unavailable, physicians and nurses may fill in the gaps by assuming roles outside of their expertise to
help patients adhere to HCV treatment.
Physician and nurse delivered support strategies reported to assist adherence include: patient
advocacy, pragmatic problem-solving, treatment engagement and emotional support.
There is an increased risk of complications when physicians and nurses move beyond the bounds of
their disciplinary training in trying to implement support strategies to improve treatment adherence.

Key Recommendations:
➢ Factors that should be recognised as potential negative influences on treatment adherence
include:
o Psychiatric disorders
o Having to take higher doses of ribavirin
o Psychiatric side effects of regimens
o Social disadvantage
➢ Factors that should be recognised as potential positive influences on treatment adherence
include HIV co-infection and the haemoglobin level, male gender.
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➢ Multidisciplinary models of shared-care (including specialist physicians, nurses, social workers
and psychologists) to support patients' adherence to HCV treatment are recommended. Where
shared-care is not available patient adherence may be impacted.
➢ When comprehensive shared-care is limited or unavailable and physicians/ nurses fill gaps by
assuming roles outside of their expertise to help patients adhere to HCV treatment there is an
increased risk of complications.
➢ Physician and nurse delivered support strategies that may assist adherence are recommended,
these include: patient advocacy, pragmatic problem-solving, treatment engagement and
emotional support.
•
•
•
•
•

•
•

•
•

•

"Psychiatric disorders" and having to take "higher doses of ribavirin" showed a negative influence on
adherence. [A16]
In contrast, a "HIV co-infection" and the "haemoglobin level" were associated with a positive influence
on adherence. [A16]
There is the tendency that male patients are more adherent than female patients. [A16]
"Alcohol consumption", "education", "employment status", "ethnic group", "Hepatitis-C virus RNA",
"genotype", "metavir activity" and "weight" showed mostly no effect on adherence. [A16]
Although, some studies showed statistically significant results for "age", "drug use", "genotype",
"medication dose interferon", and "treatment experience" the effect is unclear because effect
directions were partly conflicting. The other factors were heterogeneous regarding the effect direction
and/or statistical significance. [A16]
Adherence to treatment for HCV infection is associated with the successful eradication of the infection.
However, patients often have difficulty adhering to HCV treatment because of factors such as the
psychiatric side effects of regimens and social disadvantage. [B9]
Commonly, health professionals including specialist physicians, nurses, social workers and psychologists
work together under a multidisciplinary model of shared-care to support patients' adherence to HCV
treatment. In some HCV treatment clinics, shared-care is not always available, or only partially
implemented and this has implications for patient adherence. [B9]
There is evidence that when comprehensive shared-care is limited or unavailable, physicians and
nurses filled in the gaps by assuming roles outside of their expertise to help patients adhere to HCV
treatment. [B9]
Physicians and nurses applied instrumental support strategies based on psychosocial interventions,
namely patient advocacy, pragmatic problem-solving, treatment engagement and emotional support.
These strategies were provided by dedicated physicians and nurses to address shortfalls in
multidisciplinary shared-care[B9]
Although these interventions were reported to assist adherence, there is an increased risk of
complications when physicians and nurses move beyond the bounds of their disciplinary training, for
example, to assess and manage patients' psychiatric side effects or advocate on their behalf for social
services. [B9]

105

Integrated HCV Treatment Models
Targeting Marginalised Populations

Monitoring & Evaluation
Summary Evidence Statements:
•
•
•

HCV treatment cascades can provide a framework for evaluating the delivery of HCV care over time
and within subgroups, and will be useful in monitoring the impact of new screening efforts and
advances in antiviral therapy.
Data should be collected at hepatitis treatment services on an ongoing basis.
Developing genuine partnerships with people living with HCV and consulting them on the design and
operation of health services may be a first step toward establishing, modifying, or reforming health
services to better address stigma as a barrier to HCV and treatment.

Key Recommendations:
➢ HCV treatment cascades are recommended for providing a framework for evaluating the delivery
of HCV care over time and within subgroups.
➢ HCV treatment cascades are recommended as they may be useful in monitoring the impact of
new screening efforts and advances in antiviral therapy.
➢ Data should be collected at hepatitis treatment services on an ongoing basis to provide feedback
for service improvement.
➢ There is evidence to recommend developing genuine partnerships with people living with HCV
and consulting them on the design and operation of health services as a first step toward
establishing, modifying, or reforming health services to better address stigma as a barrier to HCV
and treatment.
•
•

•

HCV treatment cascades can provide a framework for evaluating the delivery of HCV care over time and
within subgroups, and will be useful in monitoring the impact of new screening efforts and advances in
antiviral therapy. [A26]
Data should be collected at hepatitis treatment services on an ongoing basis to capture: [C6]
o Total number of drug users and non-drug users referred for assessment.
o Total number of drug users and non-drug users offered treatment.
o Barriers to treatment (where treatment is assessed as inappropriate at present or is declined
by the patient).
o Adherence and outcomes
Developing genuine partnerships with people living with HCV and consulting them on the design and
operation of health services may be a first step toward establishing, modifying, or reforming health
services to better address stigma as a barrier to HCV and treatment. [C9]

Commissioning
Summary Evidence Statements:
•
•
•
•

Health and Wellbeing Boards should set strategic objectives for HCV which can delivered through the
system steered by the Directors of Public Health.
Joint Strategic Needs Assessments should include robust plans for integrated HCV care pathways.
Health and Wellbeing Boards and local public health teams should work with CCGs to implement
effective HCV testing and treatment strategies in their local area.
Every public health area should have a multi-specialty working group responsible for ensuring people
who use drugs have access to a robust pathway, from testing to specialist treatment services. The
group should include specialists in public health, viral hepatitis, substance use and mental health as
well as GPs and support workers.
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•
•
•
•
•
•
•

The use of DBS (dry blood spot) testing or Point of Care (Rapid) Testing should be available in as
many relevant services as possible.
Data on prevalence and incidence – among both drug users and non-drug users – should be collected
on an ongoing basis.
Every CCG should have a nominated lead for HCV and substance use.
Every CCG should draw up a list of service providers and make sure each GP is aware of the local
referral pathway.
Every HCV RNA-positive patient should be referred to a specialist treatment service for assessment,
and provided with support to attend if required. Current substance use is not a contraindication to
treatment.
At least one GP in every practice should have a basic knowledge of HCV, (through completing the
RCGP Certificate in the Detection, Diagnosis and Management of Hepatitis B and C in Primary Care, or
an equivalent qualification).
GP practices should implement strategies to search patient records for indications of substance use
and invite all those identified to be screened for BBVs.

Key Recommendations:
➢ Health and Wellbeing Boards should set strategic objectives for HCV which can delivered through the
system steered by the Directors of Public Health.
➢ Joint Strategic Needs Assessments should include robust plans for integrated HCV care pathways.
➢ Health and Wellbeing Boards and local public health teams should work with CCGs to implement
effective HCV testing and treatment strategies in their local area.
➢ Every public health area should have a multi-specialty working group responsible for ensuring people
who use drugs have access to a robust pathway, from testing to specialist treatment services. The
group should include specialists in public health, viral hepatitis, substance use and mental health as
well as GPs and support workers.
➢ The use of DBS (dry blood spot) testing or Point of Care (Rapid) Testing should be available in as
many relevant services as possible.
➢ Data on prevalence and incidence – among both drug users and non-drug users – should be collected
on an ongoing basis.
➢ Every CCG should have a nominated lead for HCV and substance use.
➢ Every CCG should draw up a list of service providers and make sure each GP is aware of the local
referral pathway.
➢ Every HCV RNA-positive patient should be referred to a specialist treatment service for assessment,
and provided with support to attend if required. Current substance use is not a contraindication to
treatment.
➢ At least one GP in every practice should have a basic knowledge of HCV, (through completing the
RCGP Certificate in the Detection, Diagnosis and Management of Hepatitis B and C in Primary Care, or
an equivalent qualification).
➢ GP practices should implement strategies to search patient records for indications of substance use
and invite all those identified to be screened for BBVs.

Health and Wellbeing Boards
•
•
•

Health and Wellbeing Boards should set strategic objectives for HCV which can delivered through the
system steered by the Directors of Public Health. [C6]
Joint Strategic Needs Assessments (JSNA) should include robust plans for integrated HCV care
pathways. [C6]
Health and Wellbeing Boards and local public health teams should work with CCGs to implement
effective HCV testing and treatment strategies in their local area. [C6]
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Directors of Public Health
•

•
•

Every public health area should have a multi-specialty working group responsible for ensuring people
who use drugs have access to a robust pathway, from testing to specialist treatment services. The
group should include specialists in public health, viral hepatitis, substance use and mental health as
well as GPs and support workers. [C6]
The use of DBS (dry blood spot) testing or Point of Care (Rapid) Testing should be available in as many
relevant services as possible. [C6]
Data on prevalence and incidence – among both drug users and non-drug users – should be collected
on an ongoing basis. [C6]

Clinical Commissioning Groups and Primary Care
•
•
•
•
•

Every CCG should have a nominated lead for HCV and substance use.
Every CCG should draw up a list of service providers and make sure each GP is aware of the local
referral pathway. [C6]
Every HCV RNA-positive patient should be referred to a specialist treatment service for assessment,
and provided with support to attend if required. Current substance use is not a contraindication to
treatment. [C6]
At least one GP in every practice should have a basic knowledge of HCV, (through completing the RCGP
Certificate in the Detection, Diagnosis and Management of Hepatitis B and C in Primary Care, or an
equivalent qualification). [C6]
GP practices should implement strategies to search patient records for indications of substance use and
invite all those identified to be screened for BBVs. [C6]

NICE white paper recommendations
•

Recommendations regarding why some people are not offered the medicines that NICE recommend:
[C7]
o Test the quality, not just the quantity, of multi-disciplinary team decisions
o Molecular testing should be commissioned alongside chemotherapy by the Commissioning
Board
o NICE TAGs should mandate who should fund non-PbR excluded drugs
o The specialist nurse workforce should be extended and formal career paths and definitions
need to be put in place
o The new strategic networks should be monitored closely to ensure that integration of care
does not suffer
o Metric reports need to evolve. They need to be believed by those that have to implement
change. The NHS should not let such things be decided elsewhere.
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Cost Effectiveness
Summary Evidence Statements:
•
•
•
•

There is no clear consensus demonstrating whether prevention, screening or treatment provides
better value for money as each approach can be economically attractive in certain subgroups.
More high-quality economic evaluations of preventing, identifying and treating HCV infection in
substance users are needed.
Treating HCV-infected PWID with new therapies (interferon-free direct-acting antiviral therapy) is
cost-effective and could prevent a signiﬁcant number of liver-related deaths.
Feasibility and cost effectiveness of outreach testing and treatment of HCV within London Drug
Treatment Unit settings has been demonstrated.

Key Recommendations:
➢ It should be understood that there is no clear consensus demonstrating whether prevention,
screening or treatment provides better value for money as each approach can be economically
attractive in certain subgroups.
➢ More high-quality economic evaluations of preventing, identifying and treating HCV infection in
substance users are needed.
➢ Treating HCV-infected PWID with new therapies (interferon-free direct-acting antiviral therapy) is
recommended as cost-effective and could prevent a signiﬁcant number of liver-related deaths.
➢ Outreach testing and treatment of HCV within London Drug Treatment Unit settings is recommended
as both feasible and cost effective.

Preventing, Identifying and Treating HCV
•
•

No clear consensus emerged demonstrating that prevention, screening or treatment provides better
value for money as each approach can be economically attractive in certain subgroups. [A38]
More high-quality economic evaluations of preventing, identifying and treating HCV infection in
substance users are needed. [A38]

PWID
Outreach Testing at Drug Treatment Units
•

Feasibility and cost effectiveness of outreach testing and treatment of HCV within London Drug
Treatment Unit settings has been demonstrated in a study (persons attending a London DTU were
offered HCV testing, and where appropriate follow up and treatment by a specialist nurse at the DTU):
[C10]
o It is estimated that the programme represents an average per patient cost saving of £2,498 and
a quality adjusted life year (QALY) gain of 4.10 over a lifetime.
o In a hypothetical scenario of all oral DAA treatment, an incremental cost per QALY of £1029
was estimated.
o Additional costs of newer DAA therapies would not be prohibitive when considering willingness
to pay thresholds commonly used by policy makers.

Deterministic Model of HCV Treatment and Liver Disease Progression:
•
•

Treating HCV-infected PWID with new therapies (interferon-free direct-acting antiviral therapy) is
cost-effective and could prevent a signiﬁcant number of liver-related deaths. [C11]
Although late-treatment was the most cost-effective option, the cost per QALY gained for earlytreatment compared to late treatment is likely to be below unofﬁcial Australian willingness to pay
thresholds. [C11]
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12 Appendix 2 – Key Stakeholder Interviews
High Risk HCV Populations
The following high risk populations were identified by stakeholders. Many at risk HCV groups are hard to
reach and innovative engagement and HCV screening programmes are required.

HCV Awareness Raising
National awareness campaigns targeted at risk groups encouraging HCV testing are required. As well as
PWID being the group most frequently targeted for prevention, individuals who had a blood transfusion
prior to 1991 are also at increased risk, as are first generation immigrants from high risk countries and
travellers who have received injections when abroad
Stakeholder recommendations:
Establish wide advertising campaigns for HCV, including posters in public places and GP surgeries
targeting at risk groups.
Stakeholders recommended that strategies should be developed to target each of the high risk
groups and data should be carefully collected to monitor the demographics and profiles of those HCV
positive individuals that were identified, including their subsequent management pathways.
Stakeholders emphasised it was important to learn from both successful HCV engagement, screening
and management initiatives and initiatives that failed; documenting these initiatives and sharing
them, via publications was equally important.

HCV Prevention
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Prevention of HCV is dependent on interrupting routes of transmission through diagnosis and advocating
safe practices to avoid further transmission. Unfortunately an HCV vaccine is unavailable and is unlikely to
become available in the near future. The diagnosis of HCV enables people to be assessed for treatment and
also provides an opportunity to offer behavioural change messages to prevent onward transmission of
infection especially among PWID, as well as reducing the risk of HCV progression to liver disease.
Stakeholder recommendations:
In order to prevent the onward transmission of HCV, adequate harm reduction prevention initiatives
in terms of needle exchange, safe practice messages and repeated HCV testing should be provided to
all PWIDs.

HCV Screening
Stakeholders are concerned that currently there are inequalities in HCV screening and treatment across
England. In some regions there is a paucity of effort to carry out HCV needs assessments and screen
populations at risk of HCV, in other regions robust health needs assessments and strategies have been
established to identify and screen those individuals at risk of HCV. The lack of effort in some regions is likely
to result in underdiagnoses of HCV and hence under treatment of HCV.
Stakeholder Identified Case Studies:
Pilots are being carried out in primary care to search databases for individuals at high risk of having
HCV. At risk individuals are invited for routine screening for HCV and there is a clear pathway
established for referral of those individuals found to be positive.
Pilots are being carried out in accident and emergency that routinely screen at risk individuals
attending for HCV. The accident and emergency pilots are currently seeking additional funding to
lengthen the duration of these pilots in order to improve the data quantity.
Key learning:
There is perverse incentive to screening programmes as increased screening for HCV will inevitably
lead to increased new HCV diagnosis with an increased demand to treat more individuals with HCV.
Stakeholder recommendations:
To reduce the HCV prevalent pool and reduce future HCV transmission rates it is important that PWID
are engaged and treated.
Drug and alcohol and needle exchange services should routinely screen for HCV. Although the levels
of HCV infection among the PWIDs group is high in many areas of England, screening for HCV is not
routine either at needle exchange services or drug and alcohol services.
Additional work needs to be done with first-generation migrants from at risk countries who are
unaware they are at risk of having contracted HCV several decades ago. This group is challenging
both to engage with and to referral for assessment and treatment as they do not perceive HCV
sequelae as a risk to themselves personally.
All new migrants from at risk countries should routinely be screened; in addition screening should
also be offered at educational establishments that offer English as a foreign language lessons to
individuals have recently come to live in UK.
All new patients registering with GP should be screened with a question that addresses whether they
consider they have placed themselves at risk of contracting HCV in the past; the question should
explain all the ways individuals could have contracted HCV. Testing for HCV should be routinely
offered if they consider they are at risk.
Establish clear referral pathways for assessment and treatment for those individuals who test positive
to HCV.
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Testing for HCV (antibodies and RNA)
In order to confirm that an individual has HCV two tests should routinely be carried out

Between 15 to 30 % of individuals will spontaneously clear HCV and so will test positive for HCV antibodies
but false for HCV RNA. All negative results for high risk individuals should be considered for retesting.
Stakeholder Identified Case Studies:
Some drug and alcohol centres offered BBV testing as routine with dried blood spot testing (DBST) as
the preferred screening method for HCV. DBST is a quick, easy and accurate way of testing for HCV. This
has proven acceptable to PWIDs and to drug and alcohol staff.
Key learning:
Experience from focus groups has identified that many PWIDs are apprehensive about testing and
prefer to be in an environment they already know before they are willing to be tested.
Near point patient testing is popular with individuals being screened for HCV as they know they will
receive a result and further guidance on the same day.
Concern has been raised that following receiving a positive HCV test result, some individuals are not
always followed up, offered further assessment, referred to a specialist or treated. These patients are
sometimes lost to follow-up as their test results may not have been properly coded, so their GP
practice or other NHS carers may not be aware of the diagnosis.
If a patient is tested in accident and emergency they have to be referred to their GP if the HCV test is
positive. GPs do not always routinely refer patients routinely to HCV specialists resulting in some HCV
positive patients being lost to follow-up.
There is currently no national database that pools the results of testing data on new HCV diagnoses.
Currently private providers do not necessarily share their HCV testing data with the NHS databases. It
is important that commissioners ensure the service specification includes linking positive HCV tests
with NHS databases.
Stakeholder Recommendations:
GPs and practice nurses should receive additional training regarding the screening, assessment and
treatment pathways for HCV patients. The MRCP is a comprehensive online CPD programme that
addresses this topic.
If patients attending accident and emergency test positive to HCV they should be referred directly
from accident and emergency to an HCV specialist.
All HCV positive laboratory test results should include a prompt to refer the patient to a specialist so
the clinician reading the results who is responsible for the patient’s care is alerted to HCV referral
pathway.
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An HCV NHS database should be established that records the outcome of all HCV tests undertaken in
England.

HCV referral and assessment for Treatment
Referral for HCV treatment
The majority of individuals who test positive for HCV are currently referred to HCV specialist centre for
assessment. More recently this assessment is being undertaken by a clinician in the community who has
received HCV care training.
The assessment process involves a careful history to establish any comorbidities of current and past
conditions. In addition a series of blood tests and ultrasound and a fibroscan are carried out to assess liver
function and genotype. When carrying out this assessment the following health and lifestyle parameters
should be considered.

The results from this assessment are used to determine if a patient is eligible for treatment. Some patients
who are asymptomatic are not eligible for treatment; they are encouraged to adopt a healthy lifestyle and
monitored for any deterioration in the liver function. In some cases treatment is deferred for example
where the patient is pregnant or breastfeeding. Where extensive liver damage has occurred treatment may
be fast tracked or not given.

Most patients will receive unique HCV treatment but if the patient is being treated for other conditions
such as HIV, TB or being given opioid substitution therapy, then the HCV treatment could be piggybacked
into another care pathway (no information has yet been identified where this has occurred).
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HCV Treatment
Selecting an appropriate HCV Treatment Regimen
In recent years HCV treatment has changed markedly with many new DAAs being approved. The
simplification of medication in terms of oral administration, frequency of dosage, shorter treatment lengths
and fewer side effects is likely to contribute to a greater uptake and completion rate of HCV treatment
regimens in the future. Although there are clear benefits to these new treatment regimens, full guidance
has not yet been developed and with more drugs coming to market later this year it is likely that
comprehensive new HCV treatment guidance will not be produced until a clearer picture of the new DAAs
is established. Currently the preferred treatment regimens for uncomplicated patients are outlined below.

Monitoring HCV patients during treatment for adverse events
The new DAAs require less monitoring for efficacy and toxicity than previous drugs. It is however vital that
treatment support is still provided to ensure patients complete treatment. This support can be provided by
clinical staff or a key worker. The current recommended monitoring routines for efficacy and toxicity are:

Stakeholder Recommendations:
In addition to monitoring for adverse events, HCV patients should also be monitored for attendance,
drug and alcohol abuse and their clinical and emotional well-being.
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HCV support
Supporting HCV patients to completed Treatment
HCV Patient support to complete treatment
Stakeholder Recommendations:
The current NHS policy for non-attendance at outpatient appointments should be reviewed in order
to take into account the chaotic lifestyle of drug and alcohol patients with HCV. A more flexible
approach is required that optimises retention completion of treatment, as well as follow-up.
All individuals starting HCV treatment should be monitored to ensure they complete treatment.
Don’t give up on HCV patients who have discontinued treatment; as newer treatments have fewer
side-effects it is likely the reason for discontinuation is not due to the treatment itself, but due to the
personal life of the individual. Support workers have a key role in seeking out some of these
individuals within the community and encouraging them to return to treatment and care.
Offer some HCV patients additional support such as benefit support or housing support or food
vouchers to encourage them to complete their treatment and monitoring as well as attending for
follow-up.
A holistic approach to optimise retention of HCV patients receiving treatment. Additional support
such as assistance with transport, dog walking, shopping, finances, housing can be extremely helpful
to HCV patients during this time. Some HCV patients especially PWID benefit from companionship
when accessing treatment; in this situation peer workers or support workers attend the
appointments with the HCV patients.
Innovative treatment monitoring systems should be established in remote areas, where patients are
encouraged to video themselves taking their treatment and send this to their carer to confirm
compliance with treatment.
Stakeholder Identified Case Studies:
Some HCV patients prefer virtual consultations, especially if they live in remote areas. Innovative
monitoring systems have been established, where patients are encouraged to video themselves taking their
treatment and send this to their carer to confirm compliance with treatment. Some HCV patients are happy
to have virtual consultations via social media. http://www.nejm.org/doi/pdf/10.1056/NEJMoa1009370

Supporting HCV patients with Drug and alcohol rehabilitation
Stakeholder Recommendations:
PWID should be provided with additional support to ensure they complete treatment. If they fail to
attend appointments clinicians and support workers should not give up on them and should offer
them additional opportunities to complete HCV treatment.
Several stakeholders mentioned the positive effect that undergoing HCV treatment had on current
PWID users. They had noticed that the caring therapeutic relationship established during the HCV
treatment had an overall positive effect on the motivation of current PWID users to review their
current drug habit and opt for opioids substitution therapy
It is important to provide integrated support for PWIDS or alcoholics receiving HCV treatment to
ensure they also receive their Drug or Alcohol Rehabilitation alongside any additional social support
required. Long-term follow-up of this group of patients is required to optimise their recovery.
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Completing HCV Treatment
The current standard of cure in clinical trials and practice is a negative viral load at 12 weeks after
treatment. The processes that may take place at the end of treatment is outlined below; the processes
include ongoing support and ensuring patients’ experiences are recorded for future learning.

Stakeholder Recommendations:
Following Treatment HCV patients should be provided with ongoing support and their experiences
should be collected and recorded for future learning.

Data Monitoring
Data monitoring is essential to ensure patients complete treatment as well as monitoring the success of an
intervention, in order to inform future commissioning.
Stakeholder Recommendations:
Patient data should be collected at the following stages in the patient pathway:
Identify and map the demographics of the target populations
Design HCV awareness raising initiatives and record the impact of each one on testing uptake
Design HCV screening initiatives and record the impact of each one on testing uptake
HCV demographics testing uptake and results
HCV demographics and profiles positivity rates
HCV demographics and profiles referral rates
HCV demographics and profiles and assessment outcomes
HCV demographics and profiles offered treatment
HCV demographics and profiles starting treatment
HCV demographics and profiles monitoring treatment
HCV demographics and profiles discontinuing treatment , including reasons for discontinuation
HCV demographics and profiles completing treatment for all
HCV demographics and profiles attending for follow-up monitoring

Staff feedback
Collect feedback from clinical HCV staff and HCV support staff at continuous time intervals and after key
events.

Patient experience
Investigate HCV patient treatment models regarding their positive and negative HCV treatment
experiences; ensure all HCV treatment initiatives including feedback from patients are recorded.
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HCV Services
HCV service locations
Stakeholder Recommendations:
HCV providers should be innovative in terms of where services are located. It is important to listen to
their patients and set up services in locations that are accessible and acceptable to specific patient
groups. For example, sometimes a room close to a shopping centre is easier to access than a GP
surgery.
Different models are required for different types of HCV patients. one size does not fit all
HCV patients should be offered options for where they receive their treatment and monitoring

Co-location of services
HCV patients report they prefer to attend a familiar centre that they trust and if they also have a HIV/TB or
receiving opioid substitution therapy, they prefer to have a one stop shop plan for their treatment. Colocating HCV treatment with other treatments such as HIV care, TB care or opioid substitution therapy, has
proven to be successful.
Stakeholder Identified Case Studies:
Successful HCV screening has been undertaken by outreach specialist nurses working alongside TB
screening initiatives. Outreach TB vans drive to locations where there are populations known to be at high
risk of having TB. Alongside screening these populations for TB, they are also offered screening for HCV via
near point testing and using a fibro scan to assess the level of liver damage. Individuals who are identified
as HCV positive are referred, and supported to attend a specialist HCV centre for evaluation.
Stakeholder Recommendations:
If possible HCV services should be provided at a familiar centre that the patient already trusts
For HCV patients that also have a HIV/TB or receiving opioid substitution therapy, a one stop shop
plan for their treatment should be provided.
HCV screening and treatment services should be co-located within appropriate community clinic
locations.

Integrated HCV Models
All the stakeholders interviewed were in agreement that different models were required for different types
of HCV patients. They emphasised that one size does not fit all and many of the current system for
delivering HCV services are not fit for purpose. This is especially in the case of meeting the treatment needs
of either former or current PWIDs whose chaotic lifestyle means their priorities are not focused on
receiving HCV treatment, especially from hospital settings with morning appointments. Experience has
demonstrated that PWIDs are likely to be motivated to accept and complete HCV treatment when they are
allowed to be treated in a familiar environment where the appointment system is more flexible.

Access to services
Although co-locating works well for some patients with HCV others prefer a more discreet service and do
not wish to attend treatment in centres that may have additional stigma, such as a GUM clinics or drug and
alcohol clinics. Some HCV patients prefer virtual consultations, especially if they live in remote areas.
Stakeholder Recommendations:
Stakeholders recognise one size does not fit all and recommend that patients are offered options for
where they receive their treatment and monitoring
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The option to receive HCV treatment in the community is more acceptable to HCV patients who
receive their care in the community as well as being more cost effective compared to secondary
outpatient care.

Improve service environment
Stakeholders described innovative models of care for needle exchange include settings that are friendly and
comfortable that encourages engagement with PWIDS. Service settings that include comfortable chairs and
sofas and facilities to make tea and coffee enable support workers to offer additional information about
services available including options for HCV testing and opioid substitution therapy.
Stakeholder Recommendations:
Comfortable friendly environments should be created that are attractive to high risk individuals to
attend.

Flexible appointment system
Stakeholders recognise that flexible appointment systems enable recruitment and retention of HCV
treatment especially for PWID.
Stakeholder Recommendations:
Due to the chaotic lifestyle of PWIDs it is important that services:
- Offer convenient appointment times including evening and weekend appointments.
- Offer more drop-in opportunities to receive treatment
- Are more lenient in terms of missed appointments.

Other services – (wound care, needle exchange, Hepatitis B vaccination)
Stakeholder Recommendations:
Services offered to PWIDs should be as integrated as possible, and ideally include needle exchange,
wound care and hepatitis B vaccination. They commented that PWI’s really appreciated having
wound care because many leave their wounds untreated because they are too embarrassed to seek
care.
Include wound care in drug and HCV treatment centres

Outreach
Outreach specialist nurses offering long sessions within the community (Imperial College)
Stakeholder Recommendations:
local outreach solutions should be developed to optimise HCV care within different marginalised
communities
Stakeholder Identified Case Studies:
Initiatives were identified that have involved HCV specialists attempting to work with community ethnic
minority populations who are at high risk of having contracted HCV within their own countries, prior to
living in England. Initiatives that have worked with community leaders and heads of mosques have found
that although engagement and screening is usually successful after a series of engagement strategies, it has
been more problematic to motivate those who have been found to be positive to attend for HCV
treatment. The HCV specialists found it very hard to effectively communicate the long term sequelae of
untreated HCV. They recommended that further research is required to specifically address this issue.
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Stakeholder Recommendations:
Outreach work should include recruiting support workers to form partnerships with
Muslim/Asian/Eastern European communities to raise awareness about HCV. Ideally the support
workers should be from the ethnic minority group and be fluent in the language, so they are able to
optimise communication and seek solutions for engagement that a realistic for each individual
community.

Primary Care
It is becoming increasingly frequent for primary care to offer HCV treatment support. GPs and practice
nurses have formed partnerships with specialist centres to supervise treatment and monitoring within
primary care.
Stakeholder Identified Case Studies:
Some HCV outreach specialist nurses train GPs and practice nurses in primary care to review their patient
database and identify those patients at risk of having contracted HCV. These patients are invited for
screening and if found to be positive, they are either referred or they are treated in primary care with the
support of an HCV specialist.
Key learning:
Many GPs do not have a good understanding of HCV management and do not prioritise their care for
patients with HCV as it is a very small component of their work. Some GPs only pay attention to
severely ill cirrhotic jaundiced patients and do not understand the burden of HCV disease within their
undiagnosed population.
The RCGP guidelines and module on HCV management has a very poor uptake. When courses are
held for primary care there is very poor attendance.
Stakeholder Recommendations:
For many HCV patients, especially those who do not like attending secondary care outpatients, a
primary care setting is a very positive way to receive their HCV treatment from staff and premises
that they are familiar with.
It is important that sufficient protected time is allocated for GPs and practice nurses to receive
ongoing HCV care CPD
At least one GP in every practice should have a basic knowledge of HCV, (through completing the
RCGP Certificate in the Detection, Diagnosis and Management of Hepatitis B and C in Primary Care, or
an equivalent qualification).
GP practices should implement strategies to search patient records for indications of current and past
substance misuse and other risk factors for HCV and invite all those identified to be screened for
BBVs.
Stakeholders frequently raised concerns that GPs and practice nurses in general do not have a good
understanding of the management of a positive HCV test. Although they are likely to carry out
additional liver function tests, if these are normal, they do not refer these patients for specialist
assessment and treatment. They are not aware that unless the patient has advanced liver disease
HCV positive patients usually will have normal liver function tests.
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HCV Staff
Specialist Outreach HCV nurse
Ensuring quality HCV treatment in different settings is a challenge within the current funding mechanisms.
Key learning:
Specialist centres have trained specialist outreach nurses who offer outreach support services to drug
and alcohol clinics, primary care and other community settings where high risk populations are being
cared for, such as homeless centres and ethnic minority populations who have a high risk of having
contracted HCV.
The specialist outreach HCV nurses in some drug and alcohol clinics offer a large amount of
availability during the day evenings and weekends to accommodate a drop-in approach for PWIDs.
This ensures improved continuity of care and improved establishment of trusting relationships.
Although there are PWIDs are treated in the community, they are registered with specialist clinic
which funds their treatment and blood tests.
Many HCV specialist nurses have a dual role in that they also train the drug and alcohol staff to offer
near point testing to PWIDs and in some cases to monitor the treatment. These pilots are currently
being evaluated; learning to date has established that PWIDs who are users find that a caring
relationship motivates them to both receive and complete their HCV treatment and motivates them
to address the drug problem and consider opioid substitution therapy.

Clinical responsibility for HCV in community settings
Key learning:
Following the introduction of the new DAA treatments treating and monitoring HCV patients has
been simplified. This means that once the ODN treatment decision has been made, clinical
responsibility can be devolved under supervision by HCV specialists to HCV specialist nurses in the
community or other suitably qualified individuals such as pharmacists.

HCV Support workers
Key learning:
Successful treatment often depends on having the right support systems in place. There are many
different individuals who can be trained as support workers. Support workers can assist PWIDs to be
screened, attend appointments with them, and offer day-to-day support. All the stakeholders
considered that HCV treatment can be as effective for PWIDs as it is for people who are not, the
important element is to support them to complete their treatment as well as to support them to
discontinue their drug habit. Support workers also have a role in supporting vulnerable individuals
with HCV such as those affected by domestic violence as well as supporting ethnic minority groups to
engage with HCV services.

Peer Support
Currently in England few PWIDs are currently receiving treatment, even though they are eligible. The
reasons given are that many PWIDs have low self-esteem and are embarrassed by the stigma of having HCV
in addition to their drug habit.

126

Integrated HCV Treatment Models
Targeting Marginalised Populations
Key learning:
Peer support offered by previous substance abusers trained to offer HCV patients support has been
very successful, as peer support workers have insight into the lifestyle and challenges experienced by
PWIDs.

HCV Staff Training
Staff Training
Stakeholder Recommendations:
It is essential that all types of staff and support workers are offered quality HCV care training as well
as regular updates and supervision.
It is essential that staff are aware of the multidisciplinary teams supporting HCV care and the HCV
referral pathways.
All staff in clinics offering HCV treatment are trained to support HCV patients to complete treatment.

Dual Trained Staff
Dual training enables HCV patients to receive their care in settings they are familiar with and from staff
with whom they have already formed a trusted relationship.
Key learning:
In some settings, HCV outreach specialist nurses focus on dual training the staff to screen for HCV and
to either refer or to monitor HCV treatment.
Training clinical staff who are already working in different settings such as drug and alcohol
centres/needle exchange/opioid substitution therapy /homeless care/TB treatment clinics /HIV
treatment clinics, to screen for HCV, refer HCV positive patients and support the treatment of HCV
patients has proven very successful.
Additional protected time is required for key staff to deliver quality HCV care. In addition it is very
important that dual trained staff are offered sufficient time to receive ongoing CPD.
Stakeholder Recommendations:
Stakeholders recommend there should be an improved understanding about why GPs do not refer
HCV positive patients to consultants
Stakeholders recommend there should be improved Read coding in primary care computer systems
as well as improved ways to screen and flag those patients who are at high risk of having HCV
Stakeholders recommend that all primary care centres in England should screen for groups at high
risk of HCV and offer those patients HCV testing. This would help to identify which groups in different
regions of England have a high prevalence of HCV.
All GPs and practice nurses should be offered additional HCV training including relevant case studies
to improve their understanding of HCV.
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HCV Commissioning
Key recommendations regarding commissioning HCV services include the following
➢ Prepare detailed needs assessment and strategy was crucial to getting the work off the ground.
➢ Seek the help of a mentor who has been involved in similar work in the past, and who may be able to
offer advice and reassurance as the project progresses.
➢ Involve senior figures from the start, it is important to gain the backing of authority figures, such as the
Directors of Public Health at the PCTs is crucial to the success
➢ Handpick your steering group as a lot of the success in steering the project through from identifying the
HCV public health problem to implementing an action plan involves getting the right skill mix. It is
important that one of the key people involved has a background in public health and identifying

Align service specifications and establish joined up HCV care pathways
Stakeholder Recommendations:
Joined up HCV care pathways should be established across all the providers of HCV care. This should
ensure streamlining of services, shared care pathways and the avoidance of duplication. Patients
should be informed of the care pathways and aware of the different relevant HCV service providers
available to support them.
All providers of HCV services in a given area should form multidisciplinary teams who ensure that
their service specifications are aligned and their referral pathways are clearly defined. In addition the
HCV minimum dataset should be reviewed and the KPI’s and other data being collected by each
provider reviewed to ensure they are optimising quality of data in terms of evaluation and
monitoring of HCV services

HCV Policy and Strategic development plan
Commissioners are aware that HCV is a major public health threat, which, if left unaddressed will result in
escalating health costs in England. In UK, it is estimated that there are around 214,000 people living with
chronic HCV3 and that HCV disproportionately affects populations who are marginalised and have poorer
access to healthcare. The prevalence of infection varies regionally, being concentrated in areas with high
levels of former and current injecting drug users who are the most at risk population. Around half of people
who inject drugs are thought to be infected in England and Wales. In addition at risk black and minority
ethnic populations who have close links to countries with a high prevalence of HCV infection are at risk 4
(especially those in Africa and Asia, including Egypt, China, Bangladesh and Pakistan). Currently there are
inequalities in access to HCV screening and treatment in UK with some regions having a far more active
plans compared to others.
In their most recent report Public Health England suggest adopting a three pronged approach to eliminate
HCV is potentially feasible with the current tools and approaches available. Public Health England
recommends investment in the following interventions.
➢ Ensure adequate harm reduction for PWID
➢ Increase the proportion of infected individuals who are diagnosed

3

Public Health England DoH. HCV in the UK 2015 report. London: Public Health England, 2015. Available from:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/448710/NEW_FINAL_HCV_2015_IN
_THE_UK_REPORT_28072015_v2.pdf
4
Public Health England DoH. HCV in the UK 2016 report, Available from
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/541317/Hepatitis_C_in_the_UK_20
16_report.pdf
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➢ Increase the proportion of infected individuals who access and complete treatment, achieving a
sustained viral response (SVR)
An overview of the current framework and infrastructure of the responsibilities for HCV care in England,
NHS England, CCGs and Local Authorities are all responsible for commissioning different parts of HCV
testing, treatment and care. The HCV adult services commissioning toolkit was published in 2013 to support
commissioners in the process5.
Stakeholder Recommendations:
Stakeholders recommended that it is essential that effective communications take place between the
different commissioners in order to ensure a seamless HCV service is established. Joint
commissioning of HCV services by CCGs, secondary care and social services offers opportunities to
support patient HCV care from specialist HCV care, to community and primary HCV care. It is essential
that clear care pathways and effective communications are established between all providers
including specialist centres, drug and alcohol centres, primary care and other community settings
where HCV testing and care is offered.
Commissioners should establish robust mechanisms to accurately monitor and map the prevalence of
HCV across different regions of England. In order to ensure that HCV services are located in areas
where there are high prevalence of HCV or drug and alcohol. Patients in addition, they emphasise the
importance of establishing robust mechanisms to monitor trends in HCV prevalence over time.
Commissioners should revise the current NHS policy for non-attendance at outpatient appointments
in order to take into account the chaotic lifestyle of drug and alcohol patients with HCV. A more
flexible approach is required that optimises retention completion of treatment, as well as follow-up.
Commissioners should ensure that all service specifications for Drug and Alcohol care include HCV
testing. Currently when drug services get re-tendered – they frequently forget to include HCV testing
Commissioners should ensure that future Strategic development plans include HCV policy that is
consistent across England to ensure equity arrests HCV services.

Joint commissioning of HCV services Engage with Local Authorities CCGs,
NHS England
Joint commissioning aims to support the development of integrated out-of-hospital services based around
the needs of local populations. It is part of a wider strategy to join up care in and out of hospital and aims
benefit patients by: delivering high quality out-of-hospital care in the community; improving access to
primary care and wider out-of-hospitals services with more services available closer to patients’ homes;
improving patient experience through more joined up services; improving health outcomes and reducing
health inequalities through better access to services.
Successful joint commissioning of harm reduction services with substance misuse services was described by
the majority of stakeholders. In some examples it just included awareness raising and screening for BBV.
The most successful were when HCV treatment was integrated with substance misuse services. Lessons
learnt from joint commissioning of these services are that the pilots have proven to be successful and joint
commissioning of HCV treatment integrated with substance misuse services should be expanded. This was
considered to be a clear national priority because of the scale of HCV infection in England through injecting
drug misuse. In addition, joint commissioning should include improved provision of needle exchange
services especially out-of-hours needle exchange.
5

HCV Adult Services Commissioning Toolkit 2013.
Available from: file:///C:/Users/Pyper/Dropbox/1-%202016%20HCV%20Research%20%20Gilead/Report/Hep%20C%20adult%20services%20commissioning%20toolkit%20(September%202013)%20(1).pdf
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Practical steps to eliminate HCV
Two stakeholders identified that the joint London working group has developed a series of practical steps
to eliminating HCV. They include the following actions that commissioners and policymakers should include
in future HCV specifications that involve the following key stakeholder groups and providers6. These actions
have been adapted for this report.
Clinical Commissioning Groups
Every CCG should have a nominated lead for HCV and substance use.
Every CCG should draw up a list of service providers and make sure each GP is aware of the local
referral pathway.
Every untreated HCV positive patient should be referred to a specialist treatment service for
assessment, and provided with support to attend if required. Current substance use is not a
contraindication to treatment.
There is a lack of CCG engagement; currently the CCGs have too many competing priorities
Directors of Public Health
Every public health area should have a multi-specialty working group responsible for ensuring people
who use drugs have access to a robust pathway, from testing to specialist treatment services. The
group should include specialists in public health, viral hepatitis, substance use and mental health as
well as GPs and support workers.
The use of DBS (dry blood spot) testing or Point of Care (Rapid) Testing should be available in as many
relevant services as possible.
Data on prevalence and incidence – among both drug users and non-drug users – should be collected
on an ongoing basis.
Health and Wellbeing Boards
Health and Wellbeing Boards should set strategic objectives for HCV which can delivered through the
system steered by the Directors of Public Health.
Joint Strategic Needs Assessments (JSNA) should include robust plans for integrated HCV care
pathways
Health and Wellbeing Boards and local public health teams should work with CCGs to implement
effective HCV testing and treatment strategies in their local area.
Primary Care
At least one GP in every practice should have a basic knowledge of HCV, (through completing the
RCGP Certificate in the Detection, Diagnosis and Management of Hepatitis B and C in Primary Care, or
an equivalent qualification).
GP practices should implement strategies to search patient records for indications of current and past
substance misuse and other risk factors for HCV and invite all those identified to be screened for
BBVs.

6

Practical steps to eliminating HCV; a consensus for London. The London joint working group on substance use and
hepatitis 2014. http://www.hcvaction.org.uk/sites/default/files/resources/LJWG_2014_CONSENSUS_FINAL%20.pdf
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Funding HCV Treatment
Operational delivery networks for HCV treatment
NHS England service specification for operational delivery networks for HCV care in adults was published in
20157. The aim of these networks is to maximise appropriate uptake and completion of HCV treatment and
to cure more people of infection. NHS England has created the operational delivery networks (ODNs) with a
hub-and-spoke design across the regions to coordinate the regional delivery of viral hepatitis services
across England. NHS England has implemented the establishment of HCV networks to ensure clinical and
cost effective care is delivered with oversight from HCV centres.
Strong partnership working across the complex pathways for patients is essential to ensure patients have
access to both clinical expertise and local delivery of care. HCV ODNs provide a vehicle for ensuring that
clinicians are aware of which are the most cost effective, efficacious treatments and to help choose
between alternative products and treatment plans.
England has lacked any national data links across services to improve accuracy of data on patient numbers,
treatment, outcomes and access.

HCV Commissioning for Quality and Innovation (CQUIN)
The CQUIN HCV scheme aims to improve value for patients from specialised care. CQUIN is linked to the
development of a national group of ODNs which support the identification of the most clinically effective
and cost effective options for patients. The CQUIN scheme supports the innovation required by the whole
system to work together to manage access to new treatments in a cost effective way. It will extend
specialist expertise beyond specialist centres making it more accessible for patients and ensuring all have
access to the appropriate therapeutic options and greater integration of care between providers of services
whilst preserving local access. The treatment selection is designed to support adherence, avoid resistance
and relapse and to make best use of NHS resources. Networks are expected to play an active role in
developing and refining the outcome data collected by partner providers over the next 2 years to develop
the evidence base of treatment in routine clinical practice
All the stakeholders interviewed were enthusiastic about these new effective direct-acting antivirals (DAAs)
HCV Treatments that have become available over the last five years that have fewer side-effects. The
consensus from stakeholders is that as DAAs are better tolerated, so more patients are able to complete
the treatment and to be effectively cured; this has resulted in NHS England having the opportunity to
introduce a national programme to eliminate HCV.
Stakeholder Recommendations:
The elimination of HCV in England is a unique public health opportunity and will require money to be
spent now to save in the future.
There should be effective screening programs targeting at risk groups with sufficient funds being
allocated for near point testing in a variety of accessible community settings. The majority of
stakeholders favoured this approach & see the elimination of HCV in England as a unique public
health
The stakeholders identified the greatest challenge has been to persuade commissioners to fund innovative
HCV models of care that extend from secondary care to drug and alcohol centres and other community
settings. The structure of funding for secondary care is such that commissioners need to understand HCV
treatment of the PWID population is more likely to be more effective in the community drug and alcohol

7

NHS England. Service Specification for HCV networks. 2014 [April 2015]. Available from:
https://www.engage.england.nhs.uk/consultation/specialised-servicespolicies/user_uploads/hep-c-netwrk-servspec.pdf
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clinics rather than funding outpatient services in secondary care where there are very high DNA rates and
lost to follow-up rates.

NHS England policy and NICE HCV treatment guidance
In 2015 NICE approved a series of new drugs for the treatment of HCV through its technology appraisal
process. In addition to being much more effective, the HCV cure rate for these drugs is around 90%, the
new drugs are also far better tolerated than previous regimes. NICE guidance concluded that a number of
new oral HCV treatments are cost effective for certain patient groups.8
Although NHS England has already invested millions of pounds in treating patients with advanced liver
disease ahead of the publication of NICE HCV technology appraisals, thousands of HCV patients with
cirrhosis are yet to be treated. NICE technology appraisals emphasise the need to progressively rollout
HCV treatment prioritising patients with the highest unmet clinical need. NICE recommends that clinicians
should focus on treating those with cirrhosis, significant fibrosis and severe symptoms before scheduling
treatment of patients with milder HCV who are asymptomatic. By focusing on highest clinical need, the
progression to cirrhosis and end stage liver disease can be interrupted. The current commissioning policy
statement is being modified in the light of the NICE technology appraisals being implemented. As NICE did
not consider treatment of patients with decompensated cirrhosis, the current policy statement remains in
place for the treatment of such patients.
The debate continues regarding whether to invest larger funds now to eliminate HCV in England and
therefore save a significant amount of funding in the future through ensuring there will be fewer patients
with chronic end stage liver disease; however, NHS England’s current position is that DAAs are expensive
and following NICE approval in March 2016 NHS England imposed a cap on the number of people that
hospital trusts were allowed to treat each month and introduced financial penalties for those who exceed
the cap. This was the first time that NHS England has imposed a cap on drugs that NICE had approved as
cost effective. The imposed numbers allowed to treat for each ODN has delayed the availability of
treatment for the non-urgent patient groups, which has been frustrating for the patients and created a
debate about rationing within the health service. There have been increased initiatives to identify and treat
those HCV patients with advanced disease including those who are hard to reach.
NHS England’s approach contrasts with that of many other countries, such as Portugal, Australia, Germany
and Scotland that see the introduction of these new drugs as an opportunity to treat as many as possible
and eliminate HCV in their countries. The stakeholders described innovative medication funding
agreements that have been adopted by many of these countries; the agreements have enabled larger
numbers patients to be treated in a more cost-effective manner. The stakeholders suggested, NHS England
should introduce a payment by results system with a single tariff, to identify and fully treat each HCV
positive patient. Tariff amount was suggested to be around £1,500.
Government representatives need to negotiate a sales price for DAA treatment directly with the
manufacturers. The price should either be a price per individual treated or a total annual price for
providing unlimited treatment. The unlimited approach will essentially provide free treatment once a
certain threshold is reached and is likely to incentivise all stakeholders to increase treatment uptake.
Setting the correct treatment threshold is key to ensure this approach is cost effective.
There is a requirement for long term cost benefit studies that include calculations that describe the
cost benefits of getting HCV positive patients off illicit drugs and off their benefits into employment.
Stakeholders interviewed suggested there should be more funding made available for piloting

8

NICE Guidance New Treatment options for HCV. 2015 - https://www.nice.org.uk/news/press-andmedia/nice-recommends-new-treatment-options-for-hepatitis-c
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innovative HCV models care. They stated that they are currently overworked and although many
have good ideas for pilots to radically improve services they have no access to resources.

Future Research
HCV Prevalence
➢ Establish the actual prevalence of HCV in England through increased screening in high-risk populations
as well as screening in accident and emergency
➢ Investigate the HCV prevalence in high risk immigrant populations in England

Treatment Models Using New Drugs
➢ Develop HCV prevalence waterfall diagrams with known treatments and known cures.

Long Term Cost Effective Model
➢ A long term cost-effective model that describes the short term high costs of treating HCV in relation to
the long-term higher costs of managing chronic HCV related liver disease in England.

Pilot HCV Models of care
➢ Recommended that models that should be piloted = Task and finish group never published their
recommendations (ask Helen)
➢ Research to establish the evidence that if people who inject drugs are treated. There is a decrease in
incidence of HCV and transmission of HCV
➢ There is a lot of anecdotal evidence regarding the role of the pharmacist in HCV reduction, but a
paucity of robust evidence
➢ There should be more testing of populations from first-generation immigrants Bangladesh, Pakistan
and Eastern European countries to gain a better understanding of the current rent prevalence of HCV
within these populations.
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13 Appendix 3 – Case Studies
Introduction
23 case studies have been examined by this research and have been fully documented. To allow quick
comparison of interventions the following case study template will be used.

Title
Link

ID
Type
Service
Location
Description
Clinical
Staff
Support
Population
Target
Access
Screening
Referral
Patient
Treatment
Management
Treatment
Adherence
Support
Policy
Commissioning
Funding
Engagement
Awareness
Linked HCV
Prevention
Interventions
Monitoring
Identified Barriers
Key Learning

HCV Case Studies: Key Learning
HCV Service Co-Location Models
Model: Co-location with Community Drug & Alcohol Services
HCV Testing
● Drug service models and pathways that incorporate dry blood spot testing can lead to: increased
numbers of at-risk individuals accessing testing for HCV, increased numbers of positive diagnoses,
better utilisation of BBV team’s time and resources, increased service user satisfaction. [D4]
● An integrated HCV treatment service for people who inject drugs involving voluntary sector run testing
(and where appropriate linking service users to treatment) that works closely with a local hepatologist
can lead to high referral rates of newly diagnosed service users to assessment and treatment. [D5]
● Offering fibroscan sessions in a range of outreach settings, (including drug and alcohol services and
homeless hostels) can help overcome barriers between drug and alcohol services and specialist services
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in secondary care to provide patients access to the care that they need and require, by providing
assessment and care in the community. [D9]
HCV Treatment
● HCV treatment clinics co-located with community based drug and alcohol service can improve
assessment and treatment access, reduce dropout rates and reduce burdens on secondary and tertiary
care. [D1]
● Frequent, opportunistic drop-in alongside GP-prescribing clinics at local drug services can substantially
increase referrals for treatment compared to monthly, nurse-led clinics. [D2]
Nurses
● Wellbeing nurses can liaise with GPs, take blood samples, prompt when hospital appointments are due
and offer support to motivate continued treatment. [D2]
● A blood-borne virus nurse, supported by peer mentors and volunteers, visiting accessible community
clinics to treat service users who have HCV can reduce pressure on out-patient clinics and markedly
improves attendance and treatment rates by removing barriers such as lengthy and expensive travel.
[D7}
Relationships
● Regarding delivery of HCV care via opioid substitution therapy (OST) and community health clinics, the
quality of relationship between the client and the OST clinic is central to client concerns about
accessing co-located HCV services. [D3]
Environment
● Participants indicated that they wanted a clinic that promoted a “humanistic, genuine, honest, nonjudgmental and calm environment that considered the emotional well-being of patients". [D3]

Model: Integrated Hospital & Community HCV Care for PWID
●

●
●

Integrated HCV models of care (spanning testing, treatment and care) incorporating partnerships
between hospital-based hepatology and drug and alcohol services represents an excellent example of
how NHS providers can work together with third sector providers to develop a regional HCV
management model which is fully cognisant of the often-complex needs of people with HCV, and which
works in an innovative way to address these needs. [D14]
Such programmes can significantly improve attendance rates and increase the number of people
accessing HCV treatment. [D14]
Such programmes benefit from inclusion of on-going support and training for workers in local drug
services delivering testing. [D14]

Model: Co-location in Primary Care
●

Successful HCV treatment provided by community-based general practitioners is underpinned by
patients ongoing relationship with and trust in their general practitioner, coupled with concerns about
relocating care to an unknown hospital setting. [D13]

Model: Co-location in Pharmacy Services
●
●

●

The ability to work across care boundaries and to harness the potential of the community pharmacy
network is key. [D12]
Community pharmacies can conveniently offer HCV testing on site and since pharmacists have almost
daily contact with patients receiving ORT, they are in an excellent position to supervise anti-HCV
therapy initiation, adherence, and persistence. [D12]
In delivering care to people receiving opioid replacement therapy (ORT) from their community
pharmacy, engagement with and investment in the community pharmacy network has yielded very
positive results, with the development of strong relationships and an aligning of perspectives. [D12]
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●

A key attribute of service user satisfaction was whether they were treated with dignity and respect.
[D12]

Model: Mobile Testing Units
●

Mobile testing units (HCV testing van) that visit large populations unlikely to access testing across the
UK can remove barriers to testing, raise awareness in local areas, help improve local pathways and
decrease pressure on existing services. [D10]

Model: Outreach Clinics
●

People with HCV often face significant barriers when seeking access to care. Whether because of
financial, logistical or psychological reasons, many find it extremely difficult to engage with care that is
delivered in a secondary care setting. With some people with HCV leading chaotic lifestyles, and with a
sizeable proportion coming from areas of socio-economic deprivation, actually getting to appointments
can represent an almost impossible challenge. Outreach clinics have resulted in an increase in
attendance rates and in the numbers of people receiving treatment, as well as significant
improvements in the patient experience. [D11]

Hospital Screening & Referral Programmes
Referral Initiatives
●

●

Initiatives that cross reference hospital and lab databases to close the gap between the numbers of
people testing positive for HCV and the numbers being referred on to specialist services can lead to a
sizeable increase in referral rates for HCV patients. [D15]
This highly effective model (cross referencing of hospital and lab databases) is easily replicable at a
local level and can both increase awareness and knowledge of HCV and facilitate a significant rise in the
number of referrals to specialist services. [D15]

BBV Testing in A&E
●

●

●

Models where all A&E patients having a blood test as part of their routine emergency department care
are offered (on an opt-out basis) a BBV test (covering hepatitis B, HCV and HIV) can be used to increase
number of new BBV diagnosis. Pilot findings support further evaluation of routine BBV testing in A&E
departments. [D16]
Alongside testing various awareness-raising initiatives can be implemented (e.g. leaflets, posters and
banners displayed in prominent locations throughout hospital; media coverage thanks supported by
high-profile celebrities). [D16]
A key component of the model is ensuring that a care pathway in place for anyone who tests positive.
[D16]

Screening at Birth
●
●

Birth HCV screening programmes side-step the issue of identifying at-risk (and therefore stigmaattracting) groups. [D17]
Targeting HCV testing to this age group was determined to be a cost-effective strategy, regardless of
patient report of risk. [D17]
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Staff Training
Training within Organisations
●

Training programmes to improve staff awareness and knowledge of HCV can result in: increased
knowledge and training of staff, increased numbers of service users accessing testing, increased
organisational focus on HCV and improved data collection in services. [D6]

Training across Multiple Organisations
●

●

●

Identification of individuals within organisations as ‘BBV Champions’, and training them to provide
advice and support to at-risk individuals within the substance misuse and South Asian communities has
been demonstrated to be a highly successful model for increasing the numbers of people being tested
for HCV. [D18]
Training of ‘BBV Champions’ is a hugely cost-effective model that is virtually cost-neutral, given that
services do not have to pay for BBV training from external agencies. With most BBV Champions already
being employed as key workers or volunteers, the only significant cost is the acquisition of testing
equipment. [D18]
Those services which have put forward key workers for BBV Champion training have reported improved
levels of staff retention; thanks to the increased staff satisfaction which results from upskilling. [D18]

HCV Patient Support
Self-Management
●

●

Self-management programme that aim to improve emotional and mental health, confidence and selfesteem allow people living with HCV to better manage their condition and continue their engagement
with services. [D20]
Programmes comprised of structured workshops focusing on issues such as self-identity, confidence,
self-esteem, goal setting and problem solving can be promoted through partners in different health,
social and voluntary sector organisation and referrals sought. Sessions can be delivered on a one-toone or group basis. [D20]

Peer Mentoring
●

●

●

Peer to peer mentoring projects delivering awareness-raising sessions and peer support to
professionals and patients can lead to: improved awareness among at risk individuals, large numbers of
people tested and diagnosed, improved patient engagement with services (resulting in significantly
reduced costs associated with missed appointments). [D19]
Talks and presentations can be delivered to peers and professionals in a range of settings including
detox units, drug services and probation services. Roadshows are another event format for engaging
those considered to be at risk of HCV. [D19]
Information, advice and support delivered by peer mentors can significantly increase awareness and
education levels among those at risk and subsequently reduce onward transmission of HCV. [D19]

Practical Support Services
Volunteer Led Practical Support
● Volunteer led practical support initiatives can result in improved attendance at appointments and
increased emotional and mental wellbeing among HCV service users. [D21]
● Support may include transport to and from hospital and/ or domestic support at home (help with
gardening, running errands and other domestic tasks). [D21]
● Volunteers providing support services who have previously undergone treatment have the ability to
advise on the impact of treatment and offer emotional support. [D21]
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Charity Project Worker Delivered Support
● Support services act as a highly effective and easily replicable model of how to actively support people
with HCV into treatment. The service seeks to remove barriers to treatment, allowing those who would
not otherwise be able to engage with treatment to do so. [D8]
● Support services may include: One to one support and mentoring; Advice and information on living
with HCV; Transport to and from hospital appointments; Support before, during and after treatment
appointments. [D8]
● Service users may be referred to support services by local hospitals or by addiction services; however,
referrals may also be received from a range of other sources including harm reduction teams, NHS Keep
Well teams, pharmacy prescribers and self-referrals. [D8]

HCV Patient Feedback Programmes
●

●

●

●

Service improvement initiatives to promote patient centred HCV care show how, by seeking patient
engagement and feedback, small changes to services can have a significant impact upon the numbers
of people being tested and treated. [D22]
HCV service improvement initiative can be put in place to develop individualised, patient-centred
approaches to delivering testing and treatment to those with and at risk from HCV. Patient feedback
can be collected via structured and non-structured surveys with patients. [D22]
Key learning from such feedback initiatives includes: The need to adjust the times of clinics to make
them more patient-friendly; The need to expand outreach services, given the barriers and challenges
that some patients face with secondary care-based treatment; The need to minimise waiting times, in
order to ensure that patients stay engaged in services and are not lost to follow-up. [D22]
In addition to addressing identified patient issues, teams should aim to seek to develop closer links with
other HCV related services and colleagues; and improve staff knowledge and awareness of HCV and
treatment pathways. [D22]

Commissioning HCV Services
Commissioning Services for the Prevention, Diagnosis and Treatment of HCV
●
1.
2.
3.
●
●
●

●

Key commissioning objectives may include: [D23]
Highlighting the public health importance of tackling HCV
Establishing a multi-agency forum dedicated to HCV
Providing solutions to reducing prevalence and improving services based on local needs
Detailed research: Although time consuming, the volume of work, in terms of preparing a detailed
needs assessment and strategy is crucial to getting work off the ground. [D23]
Seek advice: There is merit in seeking the help of a mentor who has been involved in similar work in the
past, and who may be able to offer advice and reassurance as the project progresses. [D23]
Involve senior figures from the start: The backing of authority figures, such as the Directors of Public
Health at the PCTs is crucial to the success of the project. Aim to secure their buy-in as early as possible
in the project. [D23]
Handpick your team: A lot of the success in steering a project through from identifying a public health
problem to implementing an action plan involves getting the right skills mix. [D23]
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CASE STUDIES: TABULATED RESULTS
Coded (e.g. [D1]) in order of service delivery location.

COMMUNITY DRUG & ALCOHOL SERVICES

D1

Service
Staff
Population

Weston-Super Mare Community-based Intervention Programme
http://www.hcvaction.org.uk/sites/default/files/resources/South%20West%20liver%20healt
h%20needs%20assessment.pdf
HCV
treatment clinics
Type
Co-located with community based drug and alcohol service
Location
Clinics held fortnightly
Description
Lead by clinical nurse specialist
Clinical

Support
Target
Access
Screening

Patient
Manageme
nt

Drug and alcohol service users. Around 15 patients seen: 8 who
are currently accessing treatment, 4-5 new patients and 2-3 who
are post treatment
Significant improvement
This service has led to significant improvements in the number
of people accessing assessment

Referral
Treatment

Treatment Adherence
Support
Policy
Commissio
Funding
ning
Engagement
Awareness
Linked HCV
Interventio
Prevention
ns
Monitoring
Identified Barriers
Key Learning

This service has led to significant improvements in the number
of people accessing treatment
Dropout rates have fallen significantly

Burden on secondary and tertiary care reduced

HCV treatment clinics co-located with community based drug
and alcohol service can improve assessment and treatment
access, reduce dropout rates and reduce burdens on secondary
and tertiary care
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Increase available appointments
Spectrum, Wakefield

D2
Type
Location
Service
Description

Clinical
Staff
Support

Population

Patient
Management

Target
Access
Screening
Referral
Treatment
Treatment
Adherence
Support

Policy
Commissioning
Funding
Engagement
Awareness
Linked HCV
Prevention
Interventions
Monitoring
Identified Barriers

Key Learning

Frequent, opportunistic drop-in alongside GP-prescribing
clinics at the local drug service
local drug service
Spectrum changed from a monthly, nurse-led clinic at the
local drug service that had poor uptake, to a more frequent,
opportunistic drop-in alongside GP-prescribing clinics at the
service. Wellbeing nurses liaise with GPs, take blood
samples, prompt when hospital appointments are due and
offer support to motivate continued treatment.
Wellbeing nurses liaise with GP. The nurses are
complemented by a buddy service to support and educate
people before they are referred for treatment, and to
accompany them to hospital appointments.
Wellbeing nurses offer support to motivate continued
treatment. The nurses are complemented by a buddy service
to support and educate people before they are referred for
treatment, and to accompany them to hospital
appointments.
drug service users
The new service has referred substantially more people for
assessment at the local specialist liver unit.
Wellbeing nurses offer support to motivate continued
treatment. The nurses are complemented by a buddy service
to support and educate people before they are referred for
treatment, and to accompany them to hospital
appointments.

A buddy service offers education to people before they are
referred for treatment.

Frequent, opportunistic drop-in alongside GP-prescribing
clinics at local drug services can substantially increase
referrals for treatment compared to monthly, nurse-led
clinics. Wellbeing nurses can liaise with GPs, take blood
samples, prompt when hospital appointments are due and
offer support to motivate continued treatment.
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HCV services offered from comfortable settings
New South Wales, Australia: Enhancing Treatment of HCV in Opiate Substitution
Settings (ETHOS)

D3

Type
Location
Service
Description

Staff
Population

Clinical
Support
Target
Access
Screening
Referral
Treatment
Treatment
Adherence

Patient
Management
Support

Linked HCV
Interventions

Model exploring the delivery of HCV care via opioid substitution
therapy (OST) and community health clinics
Co-located with opioid substitution therapy (OST) and
community health clinics
The involvement of peer workers was seen as central to
engaging clients who may have had previous negative
experiences of healthcare and were distrustful of health
professionals.
Involvement of peer workers
OST clinic users
Evaluations of this model revealed a number of reasons as to
why patients were attracted to a co-located treatment model (of
HCV and OST services): In part, the existence of an already
established relationship with the OST clinic, along with concerns
about possible negative judgments when relocating to another
service, featured in clients’ decisions to undertake HCV care
within their OST clinic.
The quality of relationship between the client and the clinic was
consistently noted as central to the clients’ concerns.
Participants indicated that they wanted a clinic that promoted a
“humanistic, genuine, honest, non-judgmental and calm
environment that considered the emotional well-being of
patients”
The involvement of peer workers was seen as central to
engaging clients who may have had previous negative
experiences of healthcare and were distrustful of health
professionals.

Awareness
Prevention
Monitoring

Identified Barriers

Key Learning

Concerns about possible negative judgments when relocating to
another service, featured in clients’ decisions to undertake HCV
care within their OST clinic.
Regarding delivery of HCV care via opioid substitution therapy
(OST) and community health clinics, the quality of relationship
between the client and the OST clinic is central to client
concerns about accessing co-located HCV services. Participants
indicated that they wanted a clinic that promoted a “humanistic,
genuine, honest, non-judgmental and calm environment that
considered the emotional well-being of patients".
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VOLUNTARY SECTOR SERVICES
Dorset BBV Dry Blood Spot Testing Service Pathway: An example of good practice in
diagnosis and testing

D4

Link
Type
Service

Location
Description

Staff
Population

Clinical
Support
Target
Access
Screening

Patient
Management

Referral

A service model and pathway incorporating dry blood spot testing
(DBST)
Implementation of DBST HCV testing within drug service, including
voluntary charitable organisations
The Dorset BBV DBST Service Pathway is a model of care and
pathway devised through joint working between primary and
secondary care.
Drug workers
People accessing drug treatment services
Drug workers now offer BBV testing as routine
90% of all people accessing drug treatment services in
Bournemouth are now being tested for HCV (compared with the
national average of 73.9%)
BBV team follow up with all positive diagnoses, following the local
referral pathway that has been established

Treatment
Treatment
Adherence
Support
Policy

Commissioning

Funding
Engagement
Awareness
Linked HCV
Prevention
Interventions
Monitoring
Identified Barriers
Key Learning

The model was introduced in Bournemouth in 2011 and has
subsequently been rolled out across Dorset
Better utilisation of BBV team’s time and resources
Increased service user satisfaction

Drug service models and pathways that incorporate dry blood
spot testing (DBST) can lead to: increased numbers of at-risk
individuals accessing testing for HCV, increased numbers of
positive diagnoses, better utilisation of BBV team’s time and
resources, increased service user satisfaction.
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Stoke on Trent Community Viral Hepatitis Service

D5

Link
Type
Location

Service
Description
Clinical

Staff
Population

Patient
Management

Support
Target
Access
Screening
Referral

Treatment
Treatment
Adherence
Support
Policy
Commissioning
Funding
Engagement
Awareness
Linked HCV
Prevention
Interventions
Monitoring
Identified Barriers
Key Learning

Integrated HCV treatment service for people who inject drug
CRI (voluntary sector provider)
Stoke on Trent commissioned an integrated HCV treatment
service for people who inject drugs. Working closely with a local
hepatologist, voluntary sector provider CRI tested and, where
appropriate, linked its service users into treatment.
Voluntary sector provider CRI working closely with a local
hepatologist
People who inject drugs
Only a small number were assessed as unsuitable for treatment.
In the two years after its launch the service referred the vast
majority (93%) of its newly diagnosed service users to assessment
and treatment.
More than 60% started treatment and nearly 40% were cured.
Only a small number dropped out.

An integrated HCV treatment service for people who inject drugs
involving voluntary sector run testing (and where appropriate
linking service users to treatment) that works closely with a local
hepatologist can lead to high referral rates of newly diagnosed
service users to assessment and treatment.
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ADAAction (one of the largest specialist substance misuse treatment charities in the
UK) and The HCV Trust Partnership Project: An example of good practice in workforce
development

D6

Link
Type
Location
Service
Description

Staff
Population

Clinical
Support
Target
Access
Screening

Patient
Management

Commissioning

The project also aimed to support people with a history of
injecting drugs into HCV treatment.
650 ADAAction staff received training via the training programme
People with a history of injecting drugs
During the two years in which the project ran, 6306 ADAAction
service users were offered testing for HCV- this exceeded the
intended outcome target by 4306 people. Significantly, more
people were tested for HCV in services where training had taken
place.

Referral
Treatment
Treatment
Adherence
Support
Policy
Funding
Engagement
Awareness

Linked HCV
Interventions

A national training programme to improve ADAAction staff’s
awareness and knowledge of HCV.
ADAAction’s services across the UK
A seconded member of staff from The HCV Trust developed and
delivered a national training programme to improve ADAAction
staff’s awareness and knowledge of HCV.

Prevention
Monitoring

Identified Barriers
Key Learning

Training significantly raised staff confidence levels in respect of
their knowledge of HCV.
Increased organisational focus on HCV in services where training
had taken place.
Increased HCV data collection in services where training had taken
place.
Poor staff awareness and knowledge of HCV
Training programmes to improve staff awareness and knowledge
of HCV can result in: increased knowledge and training of staff,
increased numbers of service users accessing testing, increased
organisational focus on HCV and improved data collection in
services.
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Treatment available from locations preferred by patient groups
D7
Type
Location
Service
Description

Clinical
Support
Population
Target
Access
Screening
Referral
Patient
Treatment
Management
Treatment
Adherence
Support
Policy
Commissioning
Funding
Engagement
Awareness
Linked HCV
Prevention
Interventions
Monitoring
Identified Barriers
Staff

Key Learning

ADAAction Cornwall HCV treatment project
Link
Hepatitis treatment service
accessible community clinics
A blood-borne virus nurse, supported by peer mentors and
volunteers, visits accessible community clinics across the
county to treat service users who have HCV genotype 2 and
3. The nurse can independently practice and prescribe, with
the hospital hepatology team providing clinical governance.
A blood-borne virus nurse
peer mentors and volunteer
HCV service users
Before the service was set up, service users faced journeys of
up to 40 miles to access treatment at Truro hospital or one
of four outreach clinics. The service reduces pressure on the
out-patient
Clinics and markedly improves attendance and treatment
rates by removing barriers such as lengthy and expensive
travel.

A blood-borne virus nurse, supported by peer mentors and
volunteers, visiting accessible community clinics to treat
service users who have HCV can reduce pressure on outpatient clinics and markedly improves attendance and
treatment rates by removing barriers such as lengthy and
expensive travel.
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Support workers
Support workers should be utilised to support patient to complete treatment and provide rehabilitation
support for drugs and alcohol

ADAAction’s Positive Support Project in Lanarkshire
An example of good practice in advice and active support
Link

D8
Type

Location

Service
Description

Staff
Population

Clinical
Support
Target
Access

Patient
Management

The service informs, advises and supports people with HCV in
Lanarkshire to ensure better and quicker access to treatment.
Initial meeting will usually take place in a community setting, such as
a library or a local cafe
The service seeks to remove barriers to treatment, allowing those
who would not otherwise be able to engage with treatment to do so.
Service users are predominantly referred to Positive Support either
by local hospitals or by addiction services; however, referrals are also
received from a range of other sources including harm reduction
teams, NHS Keep Well teams, pharmacy prescribers and selfreferrals. Service includes: One to one support and mentoring; Advice
and information on living with HCV; Transport to and from hospital
appointments; Support before, during and after treatment
appointments.
Positive Support project worker
HCV service users
Outcomes include: increasing the numbers of people engaging with
treatment, promoting equality of access, reducing hospital DNAs.

Screening
Referral
Treatment
Treatment
Adherence
Support

In the last year, the service has supported 26 people in or on to
treatment, and provided 757 one to one support sessions.

Policy
Funding
Engagement
Awareness
Linked HCV
Prevention
Interventions
Monitoring
Identified Barriers

Commissioning

Key Learning

The service acts as a highly effective and easily replicable model of
how to actively support people with HCV into treatment.
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OUTREACH SETTINGS
D9

Outreach fibroscanning and testing by Imperial College Healthcare NHS
Trust. An example of good practice in diagnosis and testing

Link
Type
Location
Service
Description

Fibroscan sessions in a range of outreach settings,
including drug and alcohol services, as well as
homeless hostels.
A range of outreach settings, including drug and
alcohol services, as well as homeless hostels
In order to enable HCV patients in drug and alcohol
services to have access to specialist services in an
environment in which they felt comfortable, the
Imperial College Healthcare NHS Trust developed a
bespoke outreach fibroscan and testing service for
the assessment of HCV and liver disease.

Clinical
Staff

Population

Support

Target

Access

Patient
Management

Screening

Delivering the fibroscan sessions in an outreach
setting allows additional advice and support to be
made available to further reduce anxiety and ease
worries.
HCV patients in drug and alcohol services, targeting
people who may otherwise find it difficult to access
secondary care
With the development of fibroscans meaning that
liver biopsies are usually no longer required to assess
liver damage, individuals experience significantly less
anxiety when initially engaging with the care
pathway, a fact which has been ascertained after
extensive patient feedback.
110 people have received a fibroscan through the
outreach service, with 21% showing evidence of liver
damage. Of the 21% who had evidence of damage,
8% had moderate fibrosis, 6% had severe fibrosis,
and 7% had cirrhosis.

Referral
Treatment

Commissioning

With patients being more likely to engage in the care
pathway in an outreach setting, a higher number
have subsequently accessed treatment than would
otherwise have done.

Treatment
Adherence
Support
Policy
Funding
Engagement
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Awareness
Linked HCV
Interventions

Prevention
Monitoring

Identified Barriers

Key Learning

D10

Without the fibroscan being made available in an
outreach setting, a significant number of these
people would have no clarity regarding the on-going
condition of their liver; something which may result
in their condition deteriorating yet further.
extensive patient feedback gathered
Barriers exist between drug and alcohol services and
specialist services in secondary care
The initiative has demonstrated that barriers
between drug and alcohol services and specialist
services in secondary care can be overcome to
provide patients access to the care that they need
and require, by providing assessment and care in the
community.

The HCV Trust’s Testing Van: An example of good practice in HCV
awareness and testing of hard-to-reach groups

Link
Type

Location
Service

Description

Staff

Clinical

Department of Health funded mobile testing unit
(van)
The testing van, travels anywhere in UK where there
is a large population unlikely to access testing.
Primarily visits services that work with people who
use or have used drugs, services that work with
homeless people, and community centres and
organisations that work with people from high
prevalence countries.
Prior to the day of the visit, the outreach officer
engages in preparatory work: working with local
services to map the service user group, plan the type
of intervention(s) required, discuss the best time(s) to
visit, publicise the visit and ensure that the requisite
referral and support mechanisms are in place for
people who test positive.
Outreach Officer at The HCV Trust, is responsible for
staffing the van

Support
Population

Target
Access

Patient
Management

Screening

Drug users, homeless, people from countries with a
high prevalence of HCV who have received medical/
dental treatment in these countries
Over the last 3 years the van has visited 165 sites,
engaged with 3677 people.
The van offers rapid diagnostics (i.e. oral swab
antibody tests) to all those with self-identified risk
factors (which they do not need to disclose), with
results being provided within 20 minutes.
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Referral

Treatment

Over the last 3 years the van has tested 1731 people
of which 8% tested positive for HCV antibodies.
The fact that results can be given within 20 minutes is
an extremely attractive proposition to service users;
many of whom live chaotic lives and who, without
the rapid result, may not follow up on the outcome of
the test.
If a service user receives a positive test there is
always a clear pathway to secondary care and
treatment (if this is appropriate for them), and work
is done to ensure that the service user is made aware
of this pathway.

Treatment
Adherence
Support

Commissioning

Policy
Funding
Engagement
Awareness

Linked HCV
Interventions

Prevention

In addition to the tests staff seek to offer advice and
information to all service users regardless of whether
they undertake a test or not.
Decreased pressure on existing services
In addition to the tests staff seek to offer advice and
information to all service users regardless of whether
they undertake a test or not, in order to heighten
awareness of HCV and improve knowledge of risk
factors and prevention techniques in order to avoid
future infection.

Monitoring
Identified Barriers
Key Learning

The mobile testing unit aims to address and
overcome some of the main barriers to diagnosis
faced by groups who are at risk of HCV
Testing vans can remove barriers to testing, raise
awareness in local areas, help improve local
pathways and decrease pressure on existing services.
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A flexible approach to appointment adherence
D11
Type
Location

Service
Description

Staff
Population

Patient
Management

Clinical
Support
Target
Access
Screening
Referral
Treatment
Treatment
Adherence
Support

HCV Outreach service in Newcastle
Link
Outreach service
Freeman Hospital, Newcastle, with outreach centres in three
locations across the region
In order to address the barriers that were preventing many
people with hepatitis from accessing the care they needed at
the Freeman Hospital, outreach services were established
which now deliver treatment in three different locations
across the region. These clinics are held every 4 weeks and
are nurse-led. A consultant-led clinic is held once every 8
weeks and once every 4 weeks there is a consultant-led
telemedicine clinic. The service also has a portable fibroscan
which is taken to outreach clinics, meaning the only time a
patient would have to attend the hospital is for radiological
imaging. Patients can also receive additional support at
these clinics.
Clinics are nurse-led
People with HCV
Increased attendance at clinics, good treatment compliance
and outcomes, improvement in the patient experience,
attainment of ODN aims. Prior to the outreach service,
hospital attendance at new HCV patient appointments was
less than 50%. The service has resulted in attendance rates
of 75%, an increase in the numbers of people being treated,
and comparable Sustainable Virological Response (SVR) rates
as hospital- based treatment.

Awareness
Prevention
Monitoring
Identified Barriers

Linked HCV
Interventions

Key Learning

People with HCV often face significant barriers when seeking
access to care. Whether because of financial, logistical or
psychological reasons, many find it extremely difficult to
engage with care that is delivered in a secondary care
setting. With some people with HCV leading chaotic
lifestyles, and with a sizeable proportion coming from areas
of socio-economic deprivation, actually getting to
appointments can represent an almost impossible challenge.
Outreach clinics have resulted in an increase in attendance
rates and in the numbers of people receiving treatment, as
well as significant improvements in the patient experience.
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PHARMACY
D12

Tayside Dundee, Testing and Treatment of HCV through Community Pharmacist-led
Care

Link
Type
Location
Service
Description

Staff
Population

Clinical
Support
Target
Access

Patient
Management

Screening

Referral
Treatment
Adherence
Support
Policy
Commissionin
Funding
g
Engagement
Awareness
Linked HCV
Prevention
Interventions
Monitoring
Identified Barriers

Key Learning

An innovative delivery model for testing and treatment of HCV in a
population receiving opioid replacement therapy (ORT) from their
community pharmacy.
Community pharmacy
Community pharmacies can conveniently offer HCV testing on site and
since pharmacists have almost daily contact with patients receiving
ORT, they are in an excellent position to supervise anti-HCV therapy
initiation, adherence, and persistence.
The pharmacists will test approximately 600 patients using DBST in
their pharmacies and will manage the treatment regimens of
Genotype 1 positive patients and confirm SVR.
Community pharmacist
opioid replacement therapy (ORT) recipients
The DCE identified that ORT users preferred to be tested at their own
pharmacy, followed by drug worker, GP and other pharmacy. The
most important attribute was whether they were treated with dignity
and respect.
In Dundee, 1,339 patients receive ORT: 561 had no record of testing
for HCV. During the test period, 43 of 143 eligible patients from the 6
community pharmacies accepted a DBST.
A total of 75 patients were tested for HCV outside of the pharmacies
(30% Vs 13%).
The OR for increased uptake of testing was 3.93 (95% CI 2.39 to 6.45, Z
statistic = 5.41 p= <0.0001).
The pharmacists will manage the treatment regimens of Genotype 1
positive patients and confirm SVR.
Results gained so far from this work are extremely positive and
indicate advantages to a pharmacist-led pathway.

Focus group participants described many instances of the prejudice
that people felt towards them and could identify how behaviours of
some of their group contributed to this.
The ability to work across care boundaries and to harness the
potential of the community pharmacy network is key. Engagement
with and investment in this network has yielded very positive results,
with the development of strong relationships and an aligning of
perspectives that benefit the delivery of HCV care to patients receiving
ORT from their community pharmacy.
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PRIMARY CARE

D13

Service

Staff
Population

New South Wales, Australia: HCV Treatment Initiation Pilot in General Practice
Hopwood M, Treloar C. Doctors are doing it by themselves: experience of a HCV
treatment initiation pilot in general practice in New South Wales, Australia. In: Eighth
Australasian Viral HCV Conference, Auckland, New Zealand, 8–10 September 2012.
43.
Model exploring HCV treatment provided by community-based
Type
general practitioners
Community-based HCV treatment
Location
HCV treatment provided by community-based general
Description
practitioners
General Practitioners
Clinical

Support
Target
Access

HCV patients
Patients’ decisions to undertake treatment in the community were
underpinned by their ongoing relationship with and trust in their
general practitioner

Screening
Referral
Patient
Management

Commissioning
Linked HCV
Interventions

Treatment

Initial evaluations of this model show that patients’ decisions to
undertake treatment in the community were underpinned by their
ongoing relationship with and trust in their general practitioner,
coupled with concerns about relocating care to an unknown
hospital setting

Treatment
Adherence
Support
Policy
Funding
Engagement
Awareness
Prevention
Monitoring

Identified Barriers
Key Learning

Barriers to accessing HCV hospital care: Lack of trust/ relationship
with staff, concerns about relocating care to an unknown setting
Successful HCV treatment provided by community-based general
practitioners is underpinned by patients ongoing relationship with
and trust in their general practitioner, coupled with concerns
about relocating care to an unknown hospital setting.
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Set up new HCV services in community settings already offering other
services by outreach HCV specialists who can provide dual training to new
staff;
D14

Type

Service

Location

Description

Clinical
Staff

Support

Population

Patient
Management

Target
Access
Screening
Referral
Treatment
Treatment
Adherence
Support

Cornwall: Regional HCV Management Model
Link
Integrated model of care for people with HCV, incorporating
partnerships between hospital-based hepatology and drug
and alcohol services and spanning testing, treatment and
care.
Community-based treatment
Following the successful pilot a nurse led community–based
treatment service covering the north of the county was
incorporated, and funding was obtained for dried blood spot
testing (prior to 2011 only venous testing was available
representing a serious barrier to testing).
Nurse led
The programme provides on-going support and training to
workers in the local drug services delivering the testing
People with HCV
600 service users of the local drug service who are current or
previous injecting drug users 86% have now been tested for
HCV (national average is 70%)
Pilot successfully delivered –
Ten patients initially treated were 100% adherent to the
programme. Since the programme has been instigated there
has been a significant reduction in Did Not Attend (DNA)
rates and an increase in the number of people in Cornwall
accessing HCV treatment.

Policy
Funding
Engagement
Awareness
Linked HCV
Prevention
Interventions
Monitoring
Identified Barriers

Commissioning

Key Learning

Represents an excellent example of how NHS providers can
work together with third sector providers to develop a
regional HCV management model which is fully cognisant of
the often-complex needs of people with HCV, and which
works in an innovative way to address these needs.
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HOSPITAL
Northern Ireland Hepatitis B & C Managed Clinical Network: Mind the Gap project

D15

Link
Type

Service

Location
Description

Staff
Population

Patient
Management

Clinical
Support
Target
Access
Screening
Referral

Treatment
Treatment
Adherence
Support
Policy
Commissioning
Funding
Engagement
Awareness
Linked HCV
Prevention
Interventions
Monitoring
Identified Barriers
Key Learning

Mind the Gap’ initiative established to close the gap between the
numbers of people testing positive for HCV and the numbers
being referred on to specialist services.
Cross referencing of hospital and lab databases
‘Mind the Gap’ was introduced to ensure referral, with the
Managed Clinical Network (MCN) coordinator following up every
laboratory- confirmed HCV polymerase chain reaction (PCR)
positive case for which no referral had been received.
Managed Clinical Network (MCN) coordinator
People testing positive for HCV

The new process has led to a sizeable increase in referral rates for
HCV patients. 100% of PCR positive cases can now be accounted
for, with virtually all patients requiring referrals now being
referred.

The model aims to increase awareness and knowledge of HCV
Cross referencing of hospital and lab databases
Missed referral for treatment of those testing positive for HCV
The Mind the Gap project acts as a highly effective model, easily
replicable at a local level, of how to both increase awareness and
knowledge of HCV and facilitate a significant rise in the number of
referrals to specialist services.
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The ‘Going Viral’ project: BBV testing in A&E: An example of an innovative testing
approach

D16

Link
Type
Location
Service
Description

Staff

Clinical
Support

Population

Target
Access

Screening

Patient
Management

Referral

Treatment

Commissioning

Linked HCV
Interventions

All patients having blood taken at 9 participating hospitals across
the UK were given a ‘3 in 1’ test for HIV, hepatitis B, and HCV.
9 hospitals across the UK (7 in London, 1 Leeds, 1 Glasgow)
In each hospital all patients who were having a blood test as part
of their routine emergency department care were to be offered
(on an opt-out basis) a BBV test covering hepatitis B, HCV and HIV.
Alongside this, various awareness-raising initiatives were put in
place.
A&E staff
All patients who were having a blood test as part of their routine
emergency department care
Significant numbers of people accessing BBV testing
In each hospital all patients who were having a blood test as part
of their routine emergency department care were to be offered
(on an opt-out basis) a BBV test covering hepatitis B, HCV and HIV.
2118 people were tested for blood borne viruses (BBVs) over the
course of 7 days across the 10 participating hospitals
A key component of the campaign was ensuring that a care
pathway was in place for anyone who tested positive, with all
individuals testing positive being informed by the hospital within
two weeks and subsequently being referred on to a specialist
clinic for care.
Significant numbers of new diagnoses: 3.4% of tests were positive
for BBVs, including 39 positive HCV results

Treatment
Adherence
Support
Policy
Funding
Engagement
Awareness

Alongside testing, various awareness-raising initiatives were put in
place. This included the production of leaflets, posters and
banners which were displayed in prominent locations throughout
each hospital, as well as obtaining media coverage thanks to the
support of several high-profile celebrities.

Prevention
Monitoring
Identified Barriers
Key Learning

The findings from the pilot support further evaluation of routine
BBV testing in A&E departments.
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US Centers for Disease Control and Prevention have advocated for a birth cohort HCV
screening programme

D17

Link
Type
Location
Service
Description

Staff
Population

Clinical
Support
Target
Access
Screening

Patient
Management

Referral
Treatment
Treatment
Adherence
Support
Policy

Commissioning

Funding

A birth cohort HCV screening programme
Hospital based
The US Centers for Disease Control and Prevention have
advocated for a birth cohort HCV screening program, on the basis
evidence that this age group comprises <30% of the total
population but accounts for three-quarters of all HCV infections
Hospital staff
HCV screening at birth
HCV testing that side-steps the issue of identifying at-risk (and
therefore stigma-attracting) groups.

Targeting HCV testing to this age group was determined to be a
cost-effective strategy, regardless of patient report of risk.

Engagement
Awareness
Linked HCV
Prevention
Interventions
Monitoring
Identified Barriers
Key Learning

Birth HCV screening programmes side-step the issue of identifying
at-risk (and therefore stigma-attracting) groups. Targeting HCV
testing to this age group was determined to be a cost-effective
strategy, regardless of patient report of risk.
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STAFF TRAINING
Innovative approaches should be developed to engage with ethnic minority groups at high risk of HCV to
optimise both screening and treatment.

D18

Service

Staff
Population

Patient
Management

Linked HCV

Reading Berkshire, The BBV Champions model
An example of increasing testing among at-risk groups
Link
The model was established in order to raise awareness, offer
Type
testing, and provide support to groups who are at risk from
HCV.
HCV testing is now being carried out in 6 different substance
misuse facilities by BBV Champions, as well as a floating
Location
support service which tests in squats, car parks, and other
locations in which homeless people may congregate.
Individuals within organisations were identified as ‘BBV
Champions’, and were trained to provide advice and support
Description
to at-risk individuals within the substance misuse and South
Asian communities.
Clinical
Trained BBV Champions- key workers in various agencies and
Support
organisations who work with at-risk groups.
Principally substance misuse community and the South Asian
Target
community
Access
In the first year alone of the BBV Champions being trained,
there was a 150% increase in the uptake of BBV tests in
Screening
substance misuse services in the local area, with these
numbers being sustained year- on-year as the numbers of
key workers trained as BBV Champions has increased.
In South Asian communities, too, the increase in the
Referral
numbers of people being tested has been significant, with
the BBV Champions testing 300 people in the first 18 months
of being trained.
Of the 300 people from South Asian communities tested by
BBV Champions in the first 18 months of being trained, 8
Treatment
testing positive, of which 6 have now been treated and have
cleared the virus.
Treatment
Thanks to the effective community-level support offered by
Adherence
BBV Champions, more service users are now entering
treatment and adhering to it, even those who are still
leading chaotic lifestyles and who may otherwise find it
difficult to stay engaged with the treatment process. Each
year, the number of substance misuse services in Berkshire
Support
putting their key workers forward for BBV Champions
training has increased, and there are now 60 trained BBV
Champions across the county.
Awareness
Since the rollout of the BBV Champions model, service users
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Interventions
Prevention

have become more knowledgeable about HCV;
demonstrated both through service user feedback and
through better engagement with treatment services and an
increase in the number of referrals to treatment services.

Identified Barriers
Identification of individuals within organisations as ‘BBV
Champions’, and training them to provide advice and
support to at-risk individuals within the substance misuse
and South Asian communities has been demonstrated to be
a highly successful model for increasing the numbers of
people being tested for HCV. It is also a hugely cost-effective
one that is virtually cost-neutral, given that services do not
have to pay for BBV training from external agencies. With
most BBV Champions already being employed as key
workers or volunteers, the only significant cost is the
acquisition of testing equipment.
Additionally, those services which have put forward key
workers for the BBV Champions training have reported
improved levels of staff retention; thanks to the increased
staff satisfaction which results from upskilling.

Key Learning

PEER MENTORING

D19

Hampshire, Peer to Peer HCV Mentoring: An example of good practice in
peer support

Link
Type

Service

Location

Description

Staff
Population
Patient
Management

Clinical
Support
Target
Access
Screening

Peer to peer (P2P) mentoring project: Talks and
presentations delivered to peers and professionals in
a range of settings and via roadshows
A range of settings including detox units, drug
services and probation services.
Roadshow (Love Yourself – Get Tested) involved
staging 11 different events
The project delivers awareness-raising sessions and
peer support to professionals and patients. The P2P
team launched a series of testing events, which
engaged over 600 at-risk individuals and tested 345.
Training of peer mentors via The HCV Trust
Individuals at risk of HCV
To date, over 600 people (the majority of whom can
be considered to be at risk from HCV) have been
engaged with via the programme through both
testing events and education sessions.
To date, 345 have been tested for HCV antibodies via
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Referral
Treatment
Treatment
Adherence
Support

the project (principally via the testing events), with
53 people testing positive.
Of those referred for PCR tests, 47 have been
diagnosed with chronic HCV.
To date, of the 31 clients supported by the project, 21
are still engaged with treatment pathways and an
additional 2 have successfully completed treatment.
Through peer mentors accompanying patients to
their appointments and providing on-going support
and mentoring, the project has drastically improved
levels of engagement with treatment services, which
as a result has significantly reduced costs associated
with missed appointments.

Policy
Commissioning

Funding

Significant reduction in costs associated with missed
appointments.

Engagement
Awareness
Linked HCV
Interventions

Prevention

With the information, advice and support of peer
mentors, awareness and education levels among over
600 people engaged have risen significantly, which in
turn should lead to reduced onward transmission.

Monitoring
Identified Barriers

Key Learning

Peer to peer mentoring projects delivering
awareness-raising sessions and peer support to
professionals and patients can lead to: improved
awareness among at risk individuals, large numbers
of people tested and diagnosed, improved patient
engagement with services (resulting in significantly
reduced costs associated with missed appointments).
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SELF-MANAGEMENT
Waverley Care Self-Management Programme: An example of a personcentred, self-management programme for patients to manage their
condition

D20

Link
Type

Location
Service

Description

Staff
Population

Clinical
Support
Target
Access

Patient
Management

Screening
Referral
Treatment
Treatment
Adherence
Support

Commissioning
Linked HCV
Interventions

Waverley Care’s self-management programme
enables people living with HCV to better access
support and information to successfully manage their
condition and move forward with their lives.
The programme was promoted through partners in
different health, social and voluntary sector
organisation and referrals sought.
A self-management programme developed to offer
structured workshops focusing on issues such as selfidentity, confidence, self-esteem, goal setting and
problem solving.
The sessions that comprise the programme are
delivered to HCV patients on a one-to-one or group
basis.
Support from skilled workers and peers
People living with HCV
The programme was promoted through partners in
different health, social and voluntary sector
organisation and referrals sought.

Better condition management
engagement with services

and

continued

Emotional and mental health improved significantly
for many participants and others reported significant
improvements in confidence and self-esteem.

Policy
Funding
Engagement
Awareness
Prevention
Monitoring

Identified Barriers

Key Learning

Mental health and emotional barriers (confidence
and self-esteem)
Programme that aim to improve emotional and
mental health, confidence and self-esteem allow
people living with HCV to better manage their
condition and continue their engagement with
services.
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PATIENT SUPPORT
Positive Help: Practical Support Services in Edinburgh
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Link
Type
Location

Service
Description

Staff
Population

Patient
Management

Clinical
Support
Target
Access
Screening
Referral
Treatment
Treatment
Adherence
Support

Commissioning

Linked HCV
Interventions

Patients undergoing treatment for HCV are offered
practical support to help them adhere to the
treatment regime and live independently while
undergoing treatment.
At home / transport to and from hospital
This support includes transport to and from hospital
and also domestic support at home – help with
gardening, running errands and other domestic tasks.
Several of the volunteers providing the support
services have previously undergone treatment and so
are also able to advise on the impact of treatment
and offer emotional support.
Volunteers who have previously undergone
treatment
Home support services delivered by volunteers
Patients undergoing treatment for HCV
transport to and from hospital appointments

70% reported increased attendance at appointments
as a result of the transport service
75% of patients reported feeling less stressed and
anxious as a result of the help they were receiving

Policy
Funding
Engagement
Awareness
Prevention
Monitoring

Patient feedback programme resulted in significantly
improved patient engagement and involvement

Identified Barriers
Key Learning

This service improvement initiative to promote
patient centred care shows how, by seeking patient
engagement and feedback, small changes to services
can have a significant impact upon the numbers of
people being tested and treated.
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PATIENT FEEDBACK PROGRAMME
HCV services designed and improved through regular patient experience feedback

D22

Service

Staff
Population
Patient
Management
Commissioning

Linked HCV
Interventions

Developing patient-centred care in Inverclyde and Renfrewshire
An example of engaging ‘hard to reach’ groups
Link
Service improvement initiative to promote patient centred
Type
care
Patient feedback programme included structured and nonLocation
structured surveys with patients
In order to improve the service that was being offered to
people with and at risk from HCV, a service improvement
initiative was put in place which sought to develop an
individualised, patient-centred approach to delivering testing
and treatment. Key learning included: The need to adjust the
times of clinics to make them more patient-friendly; The
need to expand outreach services, given the barriers and
challenges that some patients faced with secondary carebased treatment; The need to minimise waiting times, in
Description
order to ensure that patients stay engaged in services and
are not lost to follow-up. In addition to addressing each of
these issues by adjusting the nurse-led and consultant-led
clinic numbers as necessary and providing additional clinics
(including one in a prison) which more closely met the needs
of patients, the team also sought to develop closer links with
drug services and all referring colleagues, and improve their
knowledge and awareness of HCV in general, and the
treatment pathway in particular.
Clinical
Support
Target
People with and at risk from HCV
Screening

Resulted in higher numbers of people being tested

Policy
Funding
Engagement
Awareness
Prevention
Monitoring

Patient feedback programme resulted in significantly
improved patient engagement and involvement.

Identified Barriers
Key Learning

The service improvement initiative to promote patient
centred care shows how, by seeking patient engagement
and feedback, small changes to services can have a
significant impact upon the numbers of people being tested
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and treated.

COMMISSIONING
D23

Manchester, FaCe It HCV Best Practice: Developing a local HCV strategy

Link
Type
Location

Service
Description

A project to improve services for the prevention, diagnosis and
treatment of HCV in Greater Manchester.
Greater Manchester Health Protection Unit (HPU) on behalf of the local
PCTs
The overall aim of the project was to improve local services for people
with HCV in the Greater Manchester area. This was achieved through
pursuing the following objectives:
-Highlighting the public health importance of tackling HCV
-Establishing a multi-agency forum dedicated to HCV

Clinical
Staff
Population

Support
Target
Access

Screening

-Providing solutions to reducing prevalence and improving services
based on local needs
Lead by Consultant in Health Protection.
“Handpick your team” -a lot of the success in steering the project
through from identifying a public health problem to implementing an
action plan involves getting the right skills mix.
Prevention, diagnosis and treatment of HCV
The programme has opened five additional outreach treatment points
for HCV in Greater Manchester. This includes four clinics in drug
treatment centres, and one in a prison setting, ensuring treatment is
now more readily available.
The local virology laboratory have developed a method of dried blood
spot testing which is expected to help raise diagnosis figures in the
region. This new method is currently being piloted in a key area prior to
being rolled out more widely.

Referral

Patient
Manageme
nt

Clinicians in the area have actively driven forward the outreach model,
and are providing a crucial bridge between their colleagues in clinical
settings and hard-to-reach patient groups on a daily basis.

Treatment

Some of the funding has been used to pay for specialist community
nurses, who now work in the new community treatment settings.
The appointment of a nurse has also meant clinicians have more time to
train others in the treatment and management of HCV, meaning a larger
workforce is now working directly with patients.

Treatment
Adherence

Support

“Seek advice” -there is merit in seeking the help of a mentor who has
been involved in similar work in the past, and who may be able to offer
advice and reassurance as the project progresses. “Involve senior figures
from the start”
The backing of authority figures, such as the Directors of Public Health at
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Policy
Commission
ing

the PCTs is crucial to the success of the project.
A steering group produced a comprehensive needs assessment and
evidence-based strategy, which convinced PCT commissioners to invest
in services. So far, the programme has led to the development of
outreach clinics in local drug services, the recruitment of extra medical
and nursing staff to treat patients, new testing methods for drug users
and the formation of a local prevention network and research team to
improve prevention services.

Funding
The project has also facilitated joined up work with the university, and

Engagement has led to the introduction of education courses in hepatitis for

Awareness

professionals working in this area
Since the strategy was agreed, a sub-delivery group has been formed to
improve prevention. This includes representatives from various
organisations including needle exchanges and DAATs in the area. In
2007, a conference was held in Manchester for all local stakeholders
with an interest in preventing HCV to discuss what each organisation is
doing and identify areas for future work and collaboration.
Funding has also been allocated to a research project at the University of
Manchester, which is providing a detailed evaluation of existing
prevention services in the area, and is looking to find where the gaps in
the services are, what can be improved and what the research needs are
in this area.

Linked HCV
Intervention
s
Prevention
Monitoring

“Detailed Research” Although time consuming, the team considers that
the volume of work in Greater Manchester, in terms of preparing a
detailed needs assessment and strategy was crucial to getting the work
off the ground.

Identified Barriers
Key learning from a commissioning project to improve services for the
prevention, diagnosis and treatment of HCV in Greater Manchester
includes:
1. “Detailed
Research” Although time consuming, the team considers that the
volume of work in Greater Manchester, in terms of preparing a detailed
needs assessment and strategy was crucial to getting the work off the
ground.

Key Learning

2. “Seek advice” There is merit in seeking the help of a mentor who has
been involved in similar work in the past, and who may be able to offer
advice and reassurance as the project progresses.
3. “Involve senior figures from the start” The backing of authority
figures, such as the Directors of Public Health at the PCTs is crucial to the
success of the project, so Dr Duffell recommends securing their buy-in as
early as possible in the project.
4. “Handpick your team” And finally, a lot of the success in steering the
project through from identifying a public health problem to
implementing an action plan involves getting the right skills mix.
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14 Appendix 4 - Key Stages of the HCV Patient Pathway
HCV Prevention

HCV Awareness

HCV Identification

Patient Initial Assessment
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HCV Testing

Assess for treatment by MDC Network

Select Treatment Regimen
Consider: HCV Profile, Patient Profile, Comorbidities, Prior HCV treatment, Patient Preference, Potential
drug-drug interactions, Depression and Pregnancy status when selecting an appropriate treatment Regimen

Preferred Treatment Regimen

Preferred Treatment Contraindications

166

Integrated HCV Treatment Models
Targeting Marginalised Populations

Alternate Treatment Regimen

Alternate Treatment Contraindications
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Monitoring for Treatment Efficacy and Toxicity

Monitoring patient well-being

Treatment and support model parameters

Assess Outcome and ongoing support
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15 Appendix 5 - WHO Global Targets and Indicators
WHO Global Health Sector Strategy targets for viral hepatitis, relevant to HCV in the UK context*

* Abstracted from the WHO Global Health Sector Strategy for Viral Hepatitis. (1)
** In the UK, 2020 and 2030 targets are already met. (38)
***In the UK, 2020 and 2030 targets are already met in the health care setting as the UK follows the EU
Directive for the prevention of sharps injuries in the health care setting, (39) by using safety engineered
devices.
Preliminary UK indicators to monitor the impact of key interventions to tackle HCV virus
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16 Appendix 6 Glossary of abbreviations
BBV
DAA
DBS
ESLD
GHSS
HCC
HCV
HES
NSP
NESI
NWIS
OST
PHE
PWID
RNA
SVR
UAM
WHO

Blood-Borne Virus
Direct Acting Antiviral
Dried Blood Spot
End-Stage Liver Disease
Global Health Sector Strategy
Hepatocellular Carcinoma
Hepatitis C
Hospital Episode Statistics
Needle And Syringe Programme
Needle Exchange Surveillance Initiative
NHS Wales Informatics Service
Opioid Substitution Treatment
Public Health England
People Who Inject Drugs
Ribonucleic Acid
Sustained Viral Response
Unlinked Anonymous Monitoring Survey
World Health Organization

170

