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Interferon Directly Acting 
Antivirals

WHO Elimination plan



Current options

• 1 – 3 tablets once per day

• 8 – 16 weeks

• No genotype required at treatment outset

• Minimal monitoring required
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Patients Listed for First Liver Transplant with a 

Primary, Secondary and Tertiary Diagnosis of HCV 2008-2016

(UK Transplant Data)
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Death Certificates with HCV





Treatment and SVR 2011 – 2016
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Treatment and SVR 2011 – 2016
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Treatment is effective and most people can tolerate it

How do we get the treatment to the people that need it?

How do we get them to take it?



Prevalence in the UK?

Prevalence 90% target 10% remaining

Wales 12,000 10,800 1,200

UK 210,000 189,000 21,000

England 160,000 144,000 16,000

Scotland 36,000 32,400 3,600

Northern Ireland 4,000 3,600 400
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Drug and alcohol service testing 
2011- 2013



Drug and alcohol service testing 
PWID 2011- 2013

17-24,000 PWID accessing services



Who do we need to reach?

• Performance enhancing drug users

• Previous IVDU  (“Baby boomers”)

• PWID

• Homeless

• Chem sex users

• Immigrants from high prevalence countries

• Asylum seekers



Current Positives and challenges

• Interferon free treatment
• No waiting lists
• Fibroscan availability
• Prison opt out
• Welsh Health Circular
• BBV network
• Welsh elimination plan
• Committed team
• Prudent healthcare
• Equitable and transparent access
• Vision for elimination

• Treatment numbers low
• Patients “drying up”
• No independent funding for the 

elimination plan
• Multiple agencies for at risk 

population



WHC on elimination



Strategies for elimination

• Current model

• Test and treat in pharmacy

• Upscale testing in Prison, Needle exchange, Opiate 
substitution, Primary Care

• Look back exercises

• Community treatment centres



What is needed?

• Increased diagnoses

• Better linkage to care

• Treatment and prevention

• Removal of barriers to testing and treatment

• Services built for the patient (client)

• Funding for all aspects of the plan



Welsh Government

• What is the role of the Welsh Government in achieving 
elimination?

• Appropriate resource

• Strategic direction

• Support removal of barriers

• Facilitate development of structures that enable testing and 
treatment to take place

• Promote the harm reduction and benefits of treatment message



Challenge

• How would the following groups design a service in the DAA era:

• Performance enhancing drug users

• Baby boomers

• PWID

• Homeless

• Chem sex users

• Immigrants from high prevalence countries

• Asylum seekers



Onomap Research Project
Dr Daniel Thomas
Head of Surveillance, Health Protection Division, Public Health 
Wales



Viral hepatitis in BME groups

Assessing rates of viral hepatitis in Black and 

Minority Ethnic groups living in Wales using 

‘Onomap’, a name-based ethnicity classification 

software package 

Daniel Thomas 

Communicable Disease Surveillance Centre, 

Public Health Wales



Viral hepatitis in BME groups

“An ethnic group is a collectivity within a larger 

population having real or putative common ancestry, 

memories of a shared past, and a cultural focus 

upon one or more symbolic elements which define 

the group’s identity, such as kinship, religion, 

language, shared territory, nationality or physical 

appearance. Members of an ethnic group are 

conscious of belonging to an ethnic group”.

Bulmer, M. (1996) “The ethnic group question in the 1991 Census of Population”,“Ethnicity in the 1991 Census 

of Population”, Eds. Coleman, D and Salt, J. HMSO, p35.



Viral hepatitis in BME groups

www.publichealthwalesobservatory.wales.nhs.uk/ethnicity

Ethnic diversity in Wales

•Less ethnically diverse than any English region 

except North East.

•94% are White British or Irish

•The remaining population  is diverse ,with ‘Other 

White’ (55,932; 1.8%) and ‘Asian or Asian British –

Indian’ (17,256; 0.6%) groups most frequent. 

•The age structure of the White British or Irish 

population is much older than the other groups

•People describing themselves as not White British or 

Irish are concentrated in urban centers.

•The percentage of the population of Wales who 

define themselves as not White British or Irish 

doubled from 3% to 6% between 2001 and 2011

http://www.publichealthwalesobservatory.wales.nhs.uk/ethnicity


Viral hepatitis in BME groups

Proportion of Cwm Taf 

University Health Board 

recorded as not White-British or 

White-Irish by MSOA, 2011



Viral hepatitis in BME groups

Background to project

1. Although a key determinant of health, ethnicity is poorly 

recorded in clinical data sets

2. This is true for notifications of communicable disease

3. Is it possible to assign ethnicity to laboratory confirmed 

cases of viral hepatitis in Wales, to explore variation in 

testing and notification rates?



Viral hepatitis in BME groups

Aim of project

To develop a method to measure ethnic inequalities in 

the incidence of communicable disease in Wales, in 

order to inform policy on prevention and control.  



Viral hepatitis in BME groups

A name-based ethnicity classification software package, developed 

at University College London

Early versions of the software were based upon the Worldnames

database, which originally included 20 or so countries. Since been 

expanded.

Applications in health, business, human genetics and social media 

analysis

Future developments, see: http://www.onomap.org/

Warning: Columbian website Onomap.co 

http://worldnames.publicprofiler.org/
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Viral hepatitis in BME groups

Validation of ‘Onomap’ software

Three data sets with patient names and self-reported 

ethnicity:

1. TB surveillance data, n=2,833

2. People screened for hepatitis C in a community setting, 

n=189

3. Patients attending a hospital clinic in Poland, n=3,184



Viral hepatitis in BME groups

Ethnicity

Ethnicity 

reported by 

participant

Ethnicity 

predicted 

by Onomap

Ethnicity 

correctly 

predicted

Sensitivity Specificity 

White British 2 1692

White Irish 0 119

Other White 4914 3418

Total White 4916 5229 4844 98.5% 77.7%

Indian 364 239

Pakistani 313 348

Bangladeshi 96 88

Chinese 55 18

Other Asian 9 118

Total Asian or Asian British 837 811 609 72.8% 96.5%

Black - African 344 142

Black - Caribbean 10 1

Other Black 23 0

Total Black or Black British 377 143 112 29.7% 99.5%

Arabic 36 279

Other 9 4

Other Ethnic Group 45 283 24 53.3% 96.1%

Mixed 234 0* - - -

Unclassified/Unknown 231 174 0 0.0% 97.4%

Total 6640 6640 5589 87.2% 96.1%

* Onomap does not predict mixed ethnicities
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Viral hepatitis in BME groups

Validation of ‘Onomap’ software: Conclusions

1. The version of Onomap we used was specific but 

lacked sensitivity for some ethnic groups

2. Not able to identify mixed ethnicity groups

3. Gender and generation will affect sensitivity (not yet 

tested)

4. Differences in sensitivity and specificity should be 

considered when interpreting findings – ? mismatch 

between numerators and denominators



Viral hepatitis in BME groups

Assessing rates of viral hepatitis in Black and Minority 

Ethnic groups living in Wales using ‘Onomap’, a name-

based ethnicity classification software package 

Methods

1. We used ‘Onomap’ to assign ethnicity to laboratory 

confirmed cases of viral hepatitis in Wales, and explored 

variation in testing and notification rates 

2. Testing rates and positivity rates were calculated using 

2011 Census population data 

3. Ethics and CAG approval



Viral hepatitis in BME groups

Positive tests per 100 000 population
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Positive tests per 100 000 population
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Tests per 100, 000 population
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Tests per 100, 000 population
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Estimated hepatitis C testing and notification rate in ‘White – British’  

population in Wales
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Estimated hepatitis C testing and notification rate in ‘White – other’ 

population in Wales
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Estimated hepatitis C testing and notification rate in ‘Pakistani’ 

population in Wales
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Estimated hepatitis C testing and notification rate in ‘Arabic’ 

population in Wales
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Key Findings: 

• Notifications were most frequent in ‘White British’, but rates were 

considerably higher in other ethnic groups: 

• Hepatitis A: ‘Arabic’ (16 per 100,000 per year) and ‘Pakistani’ (4 per 

100,000) populations, 

• Hepatitis B: ‘Chinese’ (517 per 100,000), ‘Other Asian’ (383 per 

100,000) and  ‘Arabic’ (312 per 100,000) populations,

• Hepatitis C:  ‘White Irish’ (241 per 100,000),  ‘White – other’ (193 per 

100,000) and ‘Pakistani’ (102 per 100,000) groups, 

• Hepatitis E : ‘White Irish’ (11 per 100,000) and ‘White – other’ (9 per 

100,000) groups

• In general, testing rates were highest in the ethnic groups with highest 

notification rates, although the Chinese population living in Wales appeared 

to be under-tested for hepatitis B relative to their risk.

• Ethnic group-specific age distributions may provide information about how 

best to target testing
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Conclusions 

•As Wales’ population becomes more ethnically 

diverse, variation in incidence and rates of testing 

for communicable disease should be closely 

monitored. 

•Onomap appears to be a good tool for doing this, 

although any results should be interpreted with 

care

•Future collaboration with UCL and colleagues in 

Wales interested in ethnic inequalities. 
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Aim of the pilot

• To use software produced by MSD to search GP databases to identify 
individuals who may benefit from viral hepatitis testing by dried blood 
spot testing

• To invite these individuals for testing

• If positive to refer for treatment

• If negative but at risk to provide education, and highlight for future 
testing

• To provide service evaluation

• To evaluate the process to inform further roll out



Project History 

• The minister for Health & Social Services Dr Andrew Goodall, Chief 
Executive NHS Wales wish to support joint working between NHS 
Wales and Industry, focussed on delivering better healthcare 
outcomes for people living in Wales

• Liver Disease Implementation Group issued a call to ABPI members in 
relation to joint working opportunities aimed at designing, developing 
and piloting new clinical pathways. 



MSDi

• Clinical Audit enables you to extract data using a list of pre- authored 
searches and analyse and view the data in the surgery

• Clinical Audit can present lists of patients reporting against each 
search allowing you to plot several searches against each other and 
graph demographics

• Tailored algorithm using risk factors for viral hepatitis 

• Focus of three of more risk factors



Resources

• One part time project nurse (0.6 WTE Band 6)

• Input from BCUHB HCV specialist nurse, Health and Care Research 
Wales R&D team in BCUHB, Public Health Wales Health Protection

• Financial support to provide testing for 400 patients 
• Testing kit (lancets, cards etc.)

• Laptop and mobile

• Travel costs for project nurse

• Admin support



Project work up

• Project co-ordination

• Development of project initiation documentation

• Permissions and approvals

• GP facing information

• Patient facing information

• Logistics

• Record and evaluation of data



Permissions and approvals

• Joint working agreement and contract between MSD and BCUHB 

• Agreement from medical director within primary & secondary care

• Sign off by BCUHB Information Governance

• Primary care approval of patient facing information

• Secondary care approval of increased demand on current service for 
treatment, laboratory testing and radiology.

• Service evaluation



Engagement with General Practice 

• Choice of location for testing – “hotspot” public health data

• Bron Derw medical practice Bangor

• Gerafon surgery Benllech & Talybont Llangefni

• Victoria surgery Holyhead

• Longford Road surgery Holyhead

• Cambria surgery Holyhead 

Total population of 36,000 patients



GP facing information

• Development of clinic protocol and patient flow through testing 
process

• Development of documentation to be used in patient contact

• Evaluation of clinical coding in use at the commencement of testing

• Adaptation of NEO 360 for use on project to securely maintain patient 
data, consent and results

• Provide feedback on clinical coding



MSDi Search Criteria

• Elevated ALT

• HCV 

• HBV

• HIV

• Organ Transplant

• Blood Transfusion pre 1990

• Contaminated Blood

• Risk Occupation

• High risk ethnicity  

• Injecting Drug Use

• Substance Misuse

• Prison 

• Tattoo

• Piercing 

• Homelessness 



Referral mechanisms

• Patient invitation letter

• Telephone call discussion and invitation for DBS

• GP involvement with testing list, results and referral 

• NEO 360 

• Clinical code for the project within primary care

• Clinical code for  project identifier within secondary care



Means of evaluation
12 months prior to roll out 12 months following roll out Pre vs roll out

Pilot GP practice

Expand as required

Total in 

GP 

practices

Pilot GP practice Total in 

GP 

practices

Difference

number

%

GP practice 1 2 3 4 1 2 3 4

Anti-HCV DBS

Anti-HCV vene 

Anti-HCV +ve

PCR

HCV RNA +ve

Referrals made

Referrals seen

12 months prior to roll out 12 months following roll out Pre vs roll out

Non pilot GP practices

(all remaining from 

same GP clusters)

Total in all 

non-pilot 

GP cluster 

practices

Non pilot GP practice

(all remaining from same GP 

clusters)

Total in all 

non-pilot 

GP cluster 

practices

Difference

number

%

Cluster 1 2 3 4 1 2 3 4

Anti-HCV DBS

Anti-HCV vene 

Anti-HCV +ve

PCR

HCV RNA +ve

Referrals made

Referrals seen

12 months prior to roll out 12 months following roll out Pre vs roll out

SMS testing of patients 

resident in cluster areas 

with pilot GP practices

Total in 

SMS

cluster 

residents 

tested

SMS testing of patients 

resident in cluster areas 

with pilot GP practices

Total in 

SMS

cluster 

residents 

tested

Differenc

e

number

%

Cluster Cluste

r 1

Cluste

r 2

Cluste

r 3

Cluste

r 1

Cluste

r 2

Cluster 

3

Anti-HCV DBS

Anti-HCV vene 

Anti-HCV +ve

PCR

HCV RNA +ve

Referrals 

made

Referrals seen

Contact method N. patients 

flagged

N. invited to be 

tested

n. Attended N. tested

Via GP

Telephone

etc

Testing 

location

Total 

testing

Absolute 

difference in 

testing 12 

months pre 

and post roll 

out (n. 

patients 

tested)

Percentage 

change in 

testing

N. with active 

infection

Perce

ntage 

chang

e in n. 

with 

active 

infecti

on

Absolute 

differenc

e in 

treatmen

t 12 

months 

pre and 

post roll 

out (n. 

treated)

Percentage 

change in 

treatment

Pilot GP 

practices

Non-pilot 

practices from 

same clusters

SMS (patients 

from cluster 

areas)

Total testing

Before and after in pilot sites

Before and after in clusters

Before and after in local SMS

Totals before and after

Means of contact?



Challenges

• Deciding which practices to select for screening

• Liver disease is not everyone’s agenda

• How to develop the same level of enthusiasm

• The revenue issue – locally enhanced services

• The knowledge gap & the 10min consultation

• Local knowledge, GP engagement & avoidance of inappropriate 
testing 

• Keeping pace with service demands and another learning curve



Experience to date

• Surveys undertaken at all practices

• Practice number 1 has a population of 9,000 

• 22 HCV clinical codes in use on Vision 

• 9 PCR positive patients requiring referral 

• 9 antibody positive patients requiring confirmatory PCR

• 80 patients coded with liver disease

• 30 patient coded with tattoos

• 15 patients coded with piercings 



Anticipated roll out over next year

• DBS testing to commence 13/12/17

• Outcome reporting

• Agreement testing should conclude March 2019 

• Agreement that testing can be extended to other practices within the 
deadline if there is sufficient scope



Preliminary thoughts

• Clinical coding will be key to success

• Maintain the focus of the project

• Education programme to raise awareness

• Impact of local adoption of abnormal LFT pathway 

• LES

• Development project team to provide support





Good practice case study
Delyth Tomkinson
Clinical Nurse Specialist, Cardiff and Vale University Health Board



Elimination by 2030:

Game on!





 Diverse and colourful landscape

 Identifying target populations:

◦ People born in high prevalent countries

◦ PWIDS

◦ Homeless

◦ Asylum

◦ FGM/ Human trafficking

◦ Sex workers

◦ Those off radar



 Engagement!!!!!!

◦ Welsh Gov sign up to Elimination target

◦ APB 

◦ UHB SMS

◦ Tier 3 agencies

◦ Local authority

◦ Voluntary sector

◦ Police

◦ Patients

◦ Dealers?!!!!!



 # get tested, get cured campaign

 SMS Pharmacy project

 GP Cluster: demographically rich 

 Asylum 

 POCT

 Homeless- nightbus

 Welsh clinical portal- data capture

 Neo- Harm reduction data base





 C&V APB- BBV training mandatory for all staff 

 BBV screening measured as part of KPI’s

 Competency based training programme to capture 
all front line staff

 BBV champions in each camp

 key agencies:

Prison/Criminal justice/ Open access SMS/ SMS/Hostels/   

NEX

 Peer mentor programme

 Pt re-engagement



 A One Stop Shop:

◦ HMP Cardiff

 Criminal justice

◦ Homeless hostels/ Housing options

◦ SMS

◦ Open access

◦ Prison

◦ NEX



 Tighten our networks and strengthen 
partnerships with key stakeholders

 Co-ordinated joined up approach

 Simple stream-lined care pathways

 More foot soldiers

 Effective, robust awareness-raising campaigns



A framework to improve outcomes:

Cure

Recovery 

Health & wellbeing

Integrated individualised care planning 

Supported administration of DAA’s



 Accelerated treatment pathway in HMP

 SWOT

 Youth

 Students: ‘Get a degree not a BBV’

 Veteran groups



Delyth Tomkinson

Clinical Nurse Specialist, BBV

E: delyth.tomkinson@wales.nhs.uk

T: 02920 743618

M: 07340404719

mailto:delyth.tomkinson@wales.nhs.uk


Good practice case study 
Joanne Hughes
Community Nurse, BBV Team, Aneurin Bevan
University Health Board
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To Date

 We have delivered Blood Borne Virus Awareness and Update Training, as well as 

Harm Reduction Database Training in conjunction with Public Health Wales, to: 

Substance Misuse Services (Both Statutory and Non Statutory), Homeless 

Organisations, Women’s Aid and Sexual Exploitation Advocacy Support Service, 

Prison Nursing Teams, and Asylum Seekers Nurse, Young Person’s Complex 

Substance Misuse Services.

 In total we have trained 160 people who can now carry out testing in our Area.



Community Projects

 Operation Pathway – This is a joint project in conjunction the BBV, Gwent 

Police, Women’s Aid, Sexual Exploitation Support Services, Youth Teams, Sexual 

Health Nurses, and GDAS. To date 10 Street Workers have been identified as 

being HCV PCR Positive and 4 are HCV Ab reactive. Outreach is done once a 

month, and clinics are ad-hoc at the various agencies when needed outside of 

the outreach. 

 SWIP-ED Project (South Wales Image and Performance Enhancing Drug Users) –

Working in conjunction with Mike Mallett, Needle exchange co-ordinator. This 

Project is being funded by a Fellowship Grant from Gilead Sciences and was set 

up on the back of Data published by Public Health on the Anonymous Survey’s 

carried out. We have got access to 3 gyms at present and are working to get 

more involved



Community Projects (Continued)

 Homeless Project - From January 2018 we will have the use of The Wallich

Welfare Vehicle once a month. This will enable us to engage with our homeless 

population offering BBV testing, and Liver Health Screening. It is hoped that this 

will be a catalyst for other health and social care professionals to open up 

services to the homeless population who historically have poor access to health 

& social care provisions.

 ABUHB Asylum Seekers Nurse is going to be starting to testing those who have 

undertaken risky behaviour and those who are from countries of high 

prevalence.



Planned Projects for 2018

 To increase engagement within the ethnic minority population in our area by 

working with local agencies, Public Health, and Local Imams

 Testing within Maternity Services

 Set up more clinic’s with GP Surgeries.

 On Going updates for those services already testing

 Continued Training events



Patient perspective
Tracey Tilly



HCV Action: Sharing good practice 
Rachel Halford
Deputy Chief Executive, The Hepatitis C Trust



HCV ACTION: SHARING BEST PRACTICE
RACHEL HALFORD, DEPUTY CHIEF EXECUTIVE, THE HEPATITIS C TRUST



OPPORTUNITIES FOR ELIMINATION

 Turning point in the history of HCV:

- Only chronic viral illness we can cure

- Elimination as a serious public health concern now within sight

- The new drugs make this possible

 Critical role of local authorities and other commissioners: 

- Driving reductions in health inequalities by addressing HCV

- Inclusion of HCV in JSNAs & strategies

- Improving services by commissioning good HCV practice

- Awareness & testing campaigns for at-risk groups

- Prevention through combination of messaging, NSPs, OST and treatment of PWID



SHARING BEST PRACTICE

 Why share best practice?

 At-risk groups are not ‘hard to reach’. Our services are difficult to access.

 Fantastic services across the UK, but also services which could be improved. Need to disseminate best practice to ensure a 

co-ordinated, standardised approach to hepatitis C.



BEST PRACTICE EXAMPLES

 Addaction & The Hepatitis C Trust: Peer-to-peer education

• 112 peer-led workshops delivered over course of a year

• 806 service users attended

• 70% of those who completed feedback

questionnaires indicated knowledge had 

increased ‘a lot’ or ‘massively’

• 141% increase in number of people being testing 

following workshops

http://www.hepctrust.org.uk/
http://www.hepctrust.org.uk/


BEST PRACTICE EXAMPLES

 Outreach pharmacy testing on the 

Isle of Wight

 22 pharmacies took part in a pilot between 

Sept 2014 and May 2015.

 7% of pharmacy tests led to a positive HCV 

diagnosis.

 Testing in pharmacies meant patients with 

more diverse risk factors were reached.



BEST PRACTICE EXAMPLES

 Treating people who use drugs in Tayside

o ‘Treatment as prevention’ approach

o Showing that PWIDs can have similar, or even better, 

treatment outcomes than non-injectors.

o Engagement through NSP

o Now treating significant percentage of Tayside’s 

chronically-infected population.



HCV ACTION: WHO WE ARE

 Our network

o HCV Action brings together health professionals from across the patient pathway, including 
GPs, specialist nurses, clinicians, drug action teams, public health practitioners, prison 
healthcare staff and commissioners.

 Our aims

o To highlight and disseminate examples of best practice around the management of hepatitis 
C.

o To act as a catalyst for the improvement of hepatitis C services.



HCV ACTION:  WHAT WE DO

 What we do

 Provide information and resources to health professionals working around hepatitis C.

o Good practice case studies

o Online resource library

o Commissioning toolkit

o Monthly e-updates



HOW YOU CAN GET INVOLVED

 Show off!

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

 Join our network – sign-up sheets on all tables

 Use our resources

 Share your good practice stories



THANK YOU

www.hcvaction.org.uk

c/o The Hepatitis C Trust

hcvaction@hepctrust.org.uk

020 7089 6220



Panel discussion: problems and 
solutions for tackling hepatitis C locally



Workshop A

Introduction to the work of the Viral Hepatitis 
Subgroup
Dr Brendan Healy
Chair, Viral Hepatitis Subgroup



Work of the Viral Hepatitis Subgroup

Brendan Healy

Consultant in Microbiology and Infectious 
Diseases



Disclosures

• Educational Grants and advisory boards for 

• Jansenn

• MSD

• Gilead

• BMS

• Abbvie

• Probably more

• My disclosures are visible 



Terms of reference 
Aims & Objectives

• Review  the priorities within the liver disease delivery plan that relate to blood borne viral 
hepatitis and develop a realistic work plan to support the delivery of these priorities 

• Consider the recommendations outlined in the “Report on Blood Borne Viral Hepatitis 
Action Plan for Wales 2010-2015”  (see appendix)  on an annual basis and prioritise actions 
and agree a timeframe for delivery and included prioritised action in the work plan for the 
group. 

• Liaise with the other subgroups and task and finish groups established by the LDIG to ensure 
that the work plan for the subgroup aligns with the work plan of the other groups to 
support the delivery of the priorities outlined in the plan and report on progress to the LDIG

• Advise the LDIG on other important  areas of work related to blood borne viral hepatitis that 
are not captured in the current Liver Disease Delivery  Plan 

• Provide the leadership for and strategic oversight of Wales commitment to WHO 
elimination target



Agenda

• Pilot project
• Welsh health circular
• Treatment
• Research 
• Laboratory update
• Information and relevant developments
• Other Pathways development
• Awareness raising/education 
• Feedback from Liver disease implementation group including proposals approved
• Reporting back to the LDIG meetings and WG
• Terms of reference
• AOB
• Date of next meeting



Information and relevant developments

• Intranet based database development to support new treatments  -
NWIS clinical eform to support patient management in the 
outpatient setting

• Development of the harm reduction database to include BBV 
testing 

• New system underdevelopment within NWIS related to community 
work including substance misuse services 

• BBV dataset development

• BBV report card  and data requirements



Projects currently running

• Screening of GP practices using computer software to identify 
patients at risk, carry out testing and link to care – Joint working 
project Merck - BCUHB – Hilary Ryan, Noel Craine

• Testing and treating of cohort of IVDU via needle exchange / 
pharmacy services – Gilead fellowship - CTUHB – Ruth Alcolado, 
Kate Walker –

• Review of services in ABMU with a view to streamlining services 
and improving efficiency – Joint Working project with Abbvie – Chin 
Lye Ch’ng, Lisa Johnson

• Testing for hepatitis C in prisons – Gilead fellowship – Stephanie 
Perrett



Projects currently running

• Testing for hepatitis C in A&E UHW – Gilead Fellowship – Brendan 
Healy, Ian Blyth – Project complete, write up underway

• Testing and treating hepatitis C on the Salvation army homeless 
night bus – first pilot complete, second pilot due to start – Delyth 
Tomkinson

• Testing and treating patients in community pharmacy setting, 
Cardiff – Gilead fellowship - Kerry Rockey, Rhys Oakley

• Contacting patients that have previously undergone testing and not 
been followed up – GP SE Cluster, Cardiff – Brendan Healy



Projects currently running

• Cardiff cluster focussing on testing and linkage to care of hepatitis C 
patients – Delyth Tomkinson

• Cardiff asylum seeker project – Delyth Tomkinson

• Testing in Gyms – ABUHB – Joanne Hughes, Gavin Hardcastle

• POCT – Various projects looking at using POCT to increase diagnosis rates 
in various settings – Louise Davies

• Hep C e form – form for use at time of seeing patient that also 
automatically captures data of activity – Nicolette Sutton, Suzanne Pask

• DBST automation – funding awaited – Brendan Healy, Jonathan Evans. 



Workshop B

Awareness and testing in drug services
Stuart Smith
Head of Drug Services, The Hepatitis C Trust



Finding the undiagnosed

& the role of peer programs

Stuart Smith



• 90% to be diagnosed by 2030

• Mortality reduction of at least 65% by 2030

• Elimination by 2030

WHO Targets

Current UK situation

• 50% diagnosed?

• Approximately 7% reduction in deaths

• 12,000 treated last year of estimated 214,000





Advanced 
Disease

Committed to 
Recovery

Stable on OST

Only In touch with NSP

Residential Detox

Hostels – Homeless Shelters

Ex IDU – Now Alcohol

Presenting with Symptoms

New Presentations

Making Positive 

Changes

GP Shard care 

Loose Key Worker 

Relationship

Unlikely to have any link 

with HCV outreach services 

even if delivered within 

drug service setting

Already engaged

Easier to engage

Easier to engage

Known & ready for treatment

Need for Workforce 

development & Peer 

messaging

Difficult to engage

Possibly only through peers 

in the community



Peer to Peer Education

& Testing

As a sustainable healthcare intervention

Target population:

People attending drug services, rehabs, detoxes, hostels 

and day programmes who are currently or previously 

affected by substance misuse



Objectives
To deliver workshops based on key messages about hepatitis C  prevention, 

diagnosis, care and treatment based on a peers personal experience 

• Improve awareness of hep c amongst PWIDs – prevention and sharing

• Motivate people at risk to access testing

• Motivate people already diagnosed to access specialist services to get 

treatment

• Improve understanding of hep c amongst staff in drug services especially 

testing and appropriate pathways

• Ultimately – change attitudes on hep c amongst PWIDS & wider 

community



The P2P Intervention

1 hour workshop in rehabs / detox units / day programmes & prisons

Peers personal story and personal experience with

• Injecting drug use

• Hep C diagnosis and treatment

Discussion

Questionnaire ‘Quiz’

 Pathways

 Treatment

 Prevention

 Testing

Framework for key messages: 



Method

• Establish existing volunteer network within local service provider

• Recruit peers with personal experience of hepatitis C

• Provide 2 days training, 1st day is also open to staff

• Optional 3rd day - level 2 qualification for peers

• Assist with initial bookings for the workshops

• Review peer educator/s

• Offer new recruit training when appropriate



Evaluation Methodology

Quantitative Analysis

• Number of workshops / attendees

• Demographic characteristics of 
attendees –Gender, injecting history

• Self-reported assessment of 
improvement in knowledge and 
understanding of the key messages 

• Service Test Data                              pre / 
post workshop

Qualitative research

• One-to-one interviews - Service users 
and Peer educators

• Information recall, behaviour change & 
engagement with testing or treatment

• Information sharing

• Conducted by telephone post workshop

• Longitudinal follow up interviews 

• £5 Voucher to participants

CPI Evaluation Sept 2015 – Sept 2016



Results

Sessions and Participants

Area Number of Workshops Total Attendees Average per session

Bournemouth 10 56 6

Cornwall 44 334 8

Devon 10 64 6

Lincolnshire 2 21 11

Liverpool 8 54 7

St Helens 9 65 7

North Somerset 29 212 7

Total 112 806 7

CPI Evaluation Sept 2015 – Sept 2016



Results

Overall, 81% (n=656) of participants completed the section of the questionnaire on age, gender and injecting 

history, while 84% (n=677) completion the evaluation section, and 84% (n=681) completed the section on 

understanding of the key points. 
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Results

Self-Reported Increase in HCV Knowledge
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24%

91%

6%

0% 20% 40% 60% 80% 100% 120%

Sharing equipment is a way to catch hep C
(True)

You can only catch Hep C through blood to
blood contact (True)

Having Hep C antibodies means you also have
the virus (False)

Visiting a specialist is the only way to tell re.
liver damage (True)

Hep C treatment is not available for drug users
(False)

Percentage of Respondents

FALSE

TRUE

Responses to hep C ‘Quiz’

On average, 89% of responses were correct. 



‘Talk and Test’ - Birmingham

Date Visited Number Attending Tested on the day

22-04-16 8 6 75.0%

06-05-16 8 6 75.0%

25-05-16 10 4 40.0%

03-06-16 12 4 33.3%

17-06-16 9 6 66.7%

01-07-16 9 4 44.4%

08-07-16 4 1 25.0%

21-07-16 5 3 60.0%

02-08-16 9 8 88.9%

05-08-16 12 7 58.3%

30-08-16 7 1 14.3%

13-09-16 10 5 50.0%

16-09-16 9 2 22.2%

30-09-16 6 2 33.3%

11-10-16 5 2 40.0%

14-10-16 11 3 27.3%

27-10-16 3 3 100.0%

28-10-16 7 5 71.4%

Total 144 72

Testing Average 51.4%

Pilot April 2016 – October 2017

• Overall 25 Workshops delivered, 195 attended

• 18 workshops with testing available, 144 

attended

• 72 (51%) attendees received HCV test 



Longitudinal Analysis

Number of 

Attendees

Percentage 

of Previous 

Step

Percentage of 

All Attendees

Total 

Attendees
806

Completed 

Questionnaire 

(at least in 

part)

687 85% 85%

Gave contact 

details
277 40% 34%

Consented at 

time of 

evaluation

45 16% 6%

Able to contact 

and interview 

completed

34 76% 4 %

806 attendees

• 687 completed a questionnaire 

• 277 consent and contact details

• 45 (16%) agreed to be interviewed

• 34 Interviews conducted 

12% of those who initially left contact details, and 4% of all attendees

Conversion Rates for Interviews



Training recollection

34 interviews were conducted with those who had attended peer training sessions. 

Interviewees were asked to recollect key messages from the training. 

Almost all interviewees recalled the key messages from the training either 

independently or with minimal prompting. In particular attendees were likely to recall:

• Transmission via blood-to-blood contact

• Drug taking paraphernalia is a route of transmission

• That effective treatment is available to drug users



Availability of Treatment

Interviewees had been made aware of the availability of treatment and how to 

access treatment services. 

“There’s new treatments available now – this new pill – and it’s a much easier 

treatment than it used to be with the old interferon. The guys giving the talk had had 

this treatment himself and was telling us about his experience – it was helpful to have 

someone who’s been through it, you could tell he really knows what he’s talking 

about.”

“…now they’ve got this new treatment that’s very quick and easy. So that stuck in my 

mind – that it is curable, it’s not the end of the world if you do have it. I have to say that 

made me feel better about the idea of getting tested.”



Transmission

Interviewees had been made aware of the transmission risks

“In the early days of using yeah I did share – I’m careful now, I’m more aware and I 

only ever use my own stuff, but after that session I’m even more vigilant because it 

brought home to me what some of the risks are of not being.(Careful)”

“I think the session really made me think – it made me a bit more open-minded and 

willing to learn more about Hep C and other things like that – about health risks and 

what I can do to stop them, if made me think I should care more about my health. I got 

tested after the session – I thought even if I’m careful now I might be at risk from my 

past so it’s better to know, and the information from the session made me think I could 

cope with the treatment if I needed it. It came back negative though so that was good 

to know.”



Passing on Information

A number of interviewees explicitly indicated that they had passed on 

messages from the training to their peers:

“I speak about it quite a bit with people I see in the service. I’ve also seen other service 

users who’ve been to the sessions telling others about it outside the main building –

it’s just quite an interesting topics, it’s like one of those subjects at school where you 

want to come home and go ‘Did you know…?’”

“I’ve spoken about what I learned in the session with my partner who’s also in recovery 

– we discussed the importance of being careful, the thing about notes which neither of 

us had known, and about the developments in treatment.” 



Long term impact

A number of attendees were contacted and interviewed twice over the 

evaluation  timeframe to determine longer-term impacts. Those interviewed 

continued to remember key messages and some had gone on to get tested.

“I had another test about 6 months ago just for peace of mind. It’s always good to be 

reminded to be careful about exposure and to get regular testing – at the R-Hub 

they’re always reminding us. I would definitely advise someone to get checked out 

every couple of years at least.”



Outcomes

• Decreased transmission of hepatitis C

• Increased numbers of drug users being tested, diagnosed, 

undergoing hepatitis C treatment and cured

• Behaviour change amongst IDU – decreased sharing of equipment 

and syringes

• Embedding of key messages into drug using community

• Increased volunteer empowerment

• Increased numbers of volunteers finding employment



Going forward

Adapt from learning

“Often after a workshop I am approached by 2 or 3 people who know they are hep C 

positive but do not know how to get into the system.”

Peers should have the ability to directly signpost these 

people into care

The Follow Me program – direct referral by peers 



New Hepatitis C Trust  initiative:
Follow me

Peer facilitates 

a workshop
Client approaches 

peer after the talk 

Peer has direct 

number of clinic

Referral made direct

Peer attends clinic 
with patient 

PPPPPPPPP
PPPPP

Peer starts treatment
In Camden one of our Peers recently 

had an intervention that achieved this 

outcome in 16 weeks



Workshop C

Hepatitis C in prisons
Dr Stephanie Perett and Hayley Edwards
Lead Nurse for Health and Justice, Health Protection Team, Public Health 
Wales and Clinical Nurse Specialist, Abertawe Bro Morgannwg University 
Health Board



Insert name of presentation on Master Slide

Testing and treating HCV in 
prisons: lessons learnt

8th December 2017

Hayley Edwards, BBV CNS, ABMUHB

Stephanie Perrett, Lead Nurse Health & Justice, Public Health Wales



Timeline of testing in prisons in Wales

2010 Welsh Government Blood Borne Virus Action Plan

2012 NICE Guidance ‘Hepatitis B & C testing: people at

risk of infection’          

2014 England implements ‘opt-out’ across prisons

2016 Wales implements ‘opt-out’ across prisons

2017 Welsh Government confirm commitment towards 

elimination of Hepatitis C

Advances in HCV 

treatments

(shorter length, 

less toxicity, pan-

genotypic)



Numbers tested in prisons 
in Wales

Year Number tested % of admissions to 
prison

2013 1255 13%

2014 1177 15%

2015 1318 13%

2016 2180 23%

2017
(Jan – Sept)

2700 33%



How do we test? (1)

No two prisons are the same:
• Hold different populations
• Health services structured 
differently

It is recommended that:
• ALL men are tested unless 
‘opt-ing’ out
• Where possible treatment 
services are provided within the 
prison



How do we test? (2)

• Tests can be carried out by nurses, HCAs 
or substance misuse workers

• Dried blood spot, venepuncture or point-
of-care (POCT)

• Treatment offered ‘in-house’ in all our 
prisons

• Potential for GPs or specialist nurses to 
start prescribing..?



Ongoing challenges...

• Increasing prison population

• Changing prison demographics (increasing older 
population)

• Staff turnover

• Regime challenges (staffing, incidents etc)



Problems encountered at HMP 
Parc
1. Lack of BBV links within the prison and understanding of roles and 

responsibilities

2. Lack of knowledge/confidence amongst staff to offer testing

3. No single person responsible for testing meant no single person 
responsible for giving result

4. Poor uptake of testing due to high DNA rates at second reception 
screen

5. High DNA rates for specialist BBV clinics



Discussion

• Have you encountered similar barriers to testing in 
your workplace?

• How have you addressed them?

• How would you address these problems?

Each group to feedback 3 suggestions for moving 
forward



What did we do?

• Creation of a BBV team

• Development of a shared care protocol

• Involving prison substance misuse teams in 
BBV testing



Where are we now?

• Effective BBV team working

• Successfully implemented opt out testing

• Improved knowledge for prisoners 

• Reduced stigma

• Improved attendance to specialist clinics

• Increased rates of treatment uptake



Where would we like to be at 
HMP Parc? (1)

• Continue to increase testing

Year Number tested % of new 
admissions

2013 562 30%

2014 679 45%

2015 586 24%

2016 724 31%

2017 940 71%



Where would we like to be at 
HMP Parc? (2)

• Development of peer support

• Better understand prevalence

• Focus on treatment

• Demonstrate the worth of testing and treating 
in prisons to wider prevalence and incidence 
of HCV in Wales



Thank you

Hayley.Edwards2@wales.nhs.uk

Stephanie.Perrett@wales.nhs.uk



Workshop feedback 



Thank you! 

@HCVAction

Slides and a summary report of the day will be 
available at hcvaction.org.uk


