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Aim of the Roadshow 

• First good practice hepatitis C roadshow in Thames Valley. This is the 

eleventh national roadshow

• Showcase good practice examples of testing, commissioning and treating 

hepatitis C patients, and encourage new thinking about how to address 

problems

• With new treatments and the establishment of ODNs we have an 

opportunity to eliminate hepatitis C as a serious public health concern
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The burden of hep C
• In the UK, around 160,000 people have chronic infection with HCV. 

• Many are unaware of their infection

• The majority are from marginalised and under-served groups e.g. PWIDs, offenders, ethnic minorities

• Substantial impact on the individual as well as on population
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Challenges in tackling hep C
• Primarily affects ‘under-served’ groups 

• Limited awareness among the public and healthcare professionals 

• Scope to improve opportunistic and targeted screening of groups at risk

• Treatment services concentrated in specialist centres so access an issue

• Treatment (until recently) had many problems – intravenous, requiring monitoring, side effects, poor 

cure rates 
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Paradigm shift
Advent of directly acting antivirals in recent years

• Oral treatment

• Good safety profile

• Relatively short course (3 months)

• Excellent cure rates (>90%)

But 

• Expensive and access to treatment needs to improve

For the first time, we have the opportunity to eliminate Hep C as a public health problem 
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Predicted number of people living with HCV-related cirrhosis or decompensated cirrhosis/HCC in England under new DAAs 

compared to previous IFN-based therapy (95% credible intervals are given in parentheses)

8 Hepatitis C in England 2018 Report

Harris, R.J., et al., New treatments for hepatitis C virus (HCV): scope for preventing liver disease and HCV transmission in 

England. Journal of Viral Hepatitis, 2016. (8): p. 631-43.



Public health priorities
• Reduce numbers getting infected (prevention)

• Improve outcomes for those already infected (curative)

• Diagnosing the undiagnosed

• Access to effective treatment

Priority groups – PWID, South Asian and Eastern Europeans 

PHE modelling study shows a substantial reduction in severe HCV-related disease is likely due to DAAs 

Effective harm reduction services 
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We are now at a tipping point 
• Effective harm reduction services 

• Awareness: Public, primary care, drug and alcohol services to increase 

testing and referral

• Offer screening at every possible opportunity to persons at risk (new registrants at GP, 

drug services, prisons, A&Es, etc.) 

• Reducing barriers to care and treatment: physical, language, knowledge or 

stigma

• Pathways of care: so that hard to reach groups most affected by the disease 

are tested, referred and treated effectively and efficiently

• System: joining up the health and social care system (NHS, LA, third sector, 

public health) to make sure hep C is given priority and services are linked

10 Presentation title - edit in Header and Footer



Local epidemiology

Dr Karthik Paranthaman

Consultant Epidemiologist, Public Health England



Hepatitis C epidemiology

Dr Karthik Paranthaman

Consultant Epidemiologist



Overview
• Burden of disease

• Risk groups 

• Impact of treatment on outcomes

• Recommendations 
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Natural history of HCV
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Lauer GM, N Engl J Med 2001; 345:41-52



Global prevalence
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Lancet Gastroenterol Hepatol. 2017; 2: 161–76



Disease burden in the UK 
• Estimated prevalence 0.4% 

• ~160,000 people infected 

• HCV-related ESLD/HCC in England increased from 1342 in 2010 to 1996 in 2016 (HES data) 

• Death due to ESLD/HCC in those with HCV mentioned on their death certificate in England: 182 in 

2005 to 368 in 2016 (ONS data)
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Laboratory reports of hep C, England 
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Age and sex distribution,  laboratory reports of hepatitis C , England, 1996 to 2016
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Groups at risk 
• PWID, more in young to middle-aged men (~90% in recent estimates); 

• People born or brought up in a country with an intermediate or high prevalence (2% or greater) of 

chronic hepatitis C

• Other uncommon reasons (transfusion/blood product recipient, sexual exposure, vertical, renal, etc.)
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Prevalence of infection in PWID, England 

20 Hepatitis C epidemiology



Estimated incidence of HCV among PWID who reported injecting in the previous year, 

England 
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Estimated rates of opiate/crack cocaine users, Thames Valley 
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Persons in drug treatment who received Hep C test, Thames Valley,  2016/17
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Hep C prevalence in Asia and Europe  
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World J Gastroenterol. 2016; 22(34): 7824–7840



Ethnic minorities, Thames Valley
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Hep C detection rate/100,000, 2016
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Hospital admission rates for Hep C related ESLD/HCC, 2012/13-2014/15

27 Hepatitis C epidemiology



Cascade of care for persons with chronic HCV in England in the era of ribavirin and pegylated interferon treatment, 

2005-2014 
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Predicted number of people living with HCV-related cirrhosis or decompensated cirrhosis/HCC in England under 

DAAs compared to IFN-based therapy 
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Provisional estimates of numbers initiating HCV treatment in England
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Death registrations for ESLD or HCC in those with HCV mentioned on their death certificate in England
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First registrations for liver transplant in HCV infected persons 
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One-off data sharing exercise with ODN

• PHE is providing ODN clinical leads with list of patients known to be anti-HCV positive reported to 

PHE (via lab reporting)  from 1996-2017, known to be alive and registered with a GP, and not known to 

have been treated

• ODNs to decide

• Sign Data Sharing Agreement (DSA) with PHE

• Precise mechanism for contact with patients after checks, i.e. direct patient contact or indirect via GP or mixed 

approaches 

• How to work through them in phased way, prioritising those at highest clinical need (locally determined)

• Draft patient and GP letters and FAQs for local ODNs to adapt and communication plan for patients, 

GPs and stakeholders.

• PHE intends to evaluate the outcomes of the exercise
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Summary   
• The overall level of hepatitis C transmission among PWID in the UK appears to have changed little in 

recent years

• 48% PWID testing positive for anti-HCV are not aware of their infection in England

• 45% PWID report adequate needle and syringe provision in England 

Scope to improve provision of harm reduction services 

• Targeted screening and offer of treatment for groups at high risk  

• Assuming the planned scale-up can be achieved and a rate of 15,000 per year continues, statistical 

modelling predicts a fall in HCV-related cirrhosis/HCC of 56% by 2020 and 81% by 2030
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Thank you for listening

Questions? 
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Treatment of hepatitis C and 
possibilities for elimination

Dr Jane Collier

ODN Clinical Lead, Thames Valley Hep C ODN



TREATMENT OF HEPATITIS  C AND 
POSSIBLITIES FOR ELIMINATION 

JANE COLLIER
CONSULTANT HEPATOLOGY



TREATING HEPATITIS C
WHAT INFORMATION DO I NEED ?

Hepatitis C antibody test  (screening test)

(Hepatitis  C antigen test)

Hepatitis C RNA

(30% may clear HCV spontaneous and not have virus in blood)

Hepatitis C Genotype

(need currently to decide on treatment)

Assessment of  liver Fibrosis/cirrhosis

( can affect treatment decisions ie length of treatment, and follow-up  ie cirrhosis)

Medication/Drug History 

(drug interactions occur but are few)



CIRRHOTIC
CAN JUST USE BLOOD TESTS

Clinical

Low platelets ie 140  (N < 150)
Splenomegaly on ultrasound 

(not always practical to get ultrasound)

Non-invasive tests (mechanical and serum)

Fibroscan

> 14.5 cirrhosis

> 11.5 suggest moderate scarring 

< 6   no scarring 

Serum APRI/FIB4 (routine  venous bloods)

Enhanced Liver Fibrosis Score



DIRECT ACTING ORAL ANTIVIRAL DRUGS 
REVOLUTION 

Genotype 1

(cures)

2010

PEG-IFN

+ribavirin 

2018

Oral DAA

Non cirrhotic 55% 95%

Cirrhotic 10-20% 95%



TREATMENT MYTHS

** almost gone 

Ribavirin  6 tablets/day**

Pegylated Interferon   subcutaneous weekly injections  with its side effects  has gone 



DIRECT ACTING ORAL ANTIVIRALS (DAAS)

• Available since 2016

• Easy

• 2-3 drugs combined pill 

• Well tolerated and oral

• High cure rates of 95%  even in presence of cirrhosis

• Cirrhosis – longer regime +/- ribavirin 

• What do you want  to  make treatment easy

• Short Regimes ie 8 weeks rather than 12

• One table rather than eight

• Ribavirin free  (Tablet burden and monitoring) 



DRUGS

Protease

NS3/NS4A

NS5A NS5B Ribavirin 

(4-6 tablest)

Tablets 

Paritaprevir

(ritonovir

boosted)

Ombitasvir Dasabuvir +/- 4

Ledipasvir Sofosbuvir 1

Grazeprevir Elbasavir** +/- 1

Glecaprevir Pibrentasvir ** 3

Velpatasvir Sofosbuvir 1

Voxilparevir Velpatasvir Sofosbuvir 1

Genotype 

Specific

** good in renal failure



TREATMENT OPTIONS 
NON-CIRRHOSIS 

Can use 8 weeks 



TREATMENT OPTIONS
CIRRHOSIS

Need 12 weeks 



DIFFICULT TO CURE
RETREATMENT

Virus resistant to treatment  < 5% cases ie genotype 3B +/- cirrhosis

Currently retreating  DAA treatment failures with more potent DAAs
Ie Sofosbuvir/velpatasvir / voxilaprevir for 12 weeks

Polaris 1 Polaris 4

Previous NS5A exposure

Ie ledipasvir

Any DAA except NS5A

n 263 182

Cure rate 96% 98%

Bourliere. NEJM  2017; 376: 2134



PANGENOTYPIC REGIMES
NEWER REGIMES

CominationTablets

Glecaprevir/Pibrentasvir 100mg/40mg 3 /day

Sofosbuvir/Velpatasvir 400mg/100mg 1/day

Sofosbuvir/velpatasvir/voxilparevir 400mg/100mg/

100mg
1/day

Advantage not need to genotype (venous blood  sample) so if can do a HCV RNA test on a point of care test;

may not in future need  venous blood sample before starting therapy (if kidneys okay)



DRUG INTERACTIONS
IN  PRACTICE  NOT D IFF ICULT

W W W. H E P -D RUGI NTE R ACT I O NS . OR G

Main Issue

Renal failure …. Elbasavir/grazeprevir

Timing of omeprazole

Dose reduction of  statins ie atorvastatin

AVOID carbamazepine 

Quetiapine 

http://www.hep-druginteractions.org/


CAN CURE 95% OF HEPATITIS C 
WHO SHOULD TREAT

Trusted by the patient

Dispense near the patient

Compliance likely importance



ELIMINATION

• Definition

• Reduction to zero incidence in defined geographical area as a result of 

deliberate efforts, continued intervention methods prescribed 



WHAT DO YOU NEED TO ELIMINATE
FIND AND TREAT 

DIAGNOSIS  EVERYONE INFECTED

(Screen high risk)

EDUCATE  EDUCATE EDUCATE

Treatment easy and  effective 

(my mates got rid of it)

Compliance 

Reinfection 

TREAT

3 month FOLLOW-UP

(Cure)

Reassess for reinfection 

Fast 

One Stop Shop 

Recogise

Everyone might 

NOT want treatment now

Sort out why ?

Need to be able to access 

easily when ready Remove Barriers to Treatment



THAMES VALLEY ODN TREATMENT RESULTS 
EASY TO TREAT 

WILL INGNESS  TO BE  TREATED, L INKED TO C ARE , GOOD 
ADHERENCE

96%  Cure

Ie virus negative 3 months post treatment

941 patients treated 



WHO SHOULD BE TESTED
HARDER TO TREAT 

PWID

Ethnicity

High 

Prevelance

Areas

Previous 

IVDU

‘The 

unknown’  

PWID on OST

PRISON



ETHNICITY
EASTERN EUROPE AND ASIA 



POINT OF CARE SCREENING TEST
ADVANTAGE CAN GIVE INFORMATION

SALIVA
DRY BLOOD SPOT (DBS)TEST

HCV RNA
Reliable DBS soon ?

*** poor venous access 



REINFECTION- CAN OCCUR 

3 per 100 /patient years



2018
DON ’T ASSUME EVERYONE WANTS TREATMENT 

AND NOW
LIFE CAN GET IN THE WAY

BUT KEEP REMINDING THEM EVEN IF TIME CONSUMING 

2025

HEPATITIS C  SORTED /CLOSER TO ELIMINATION

WHEN EVERYONE WHO IS HIGH RISK WANTS A TEST

EVERYONE KNOWS SOMEONE WHO HAS BEEN TREATED

EVERYONE WHEN THEY FIND THEY ARE POSITIVE WANTS THE TABLETS

(one /day for 8 weeks or shorter if possible!)

THEY TELL THEIR MATES TREATMENT WAS EASY 



CONCLUSIONS

• Can cure Hepatitis C in 95% of cases with a single tablet for 8-12 weeks

• If want to eliminate hepatitis C

• Need to find undiagnosed cases/screening

• All drug and alcohol services regularly

• Prisons

• Higher risk ethnic groups

• Educate

• Reinfection risk + myths of treatment 

• Tell/bring  a mate

• Remove barriers to treatment

• Treat local to the patient

• Start treatment quickly after diagnosis



Commissioning landscape for 
hepatitis C

Prof Graham Foster

National Clinical Lead for ODNs, NHS England



Hepatitis C 
Commissioning Landscape

Professor Graham R Foster
Professor of Hepatology

Barts Liver Centre
QMUL



National Update

• The strategy

• How we are doing

• Coming soon……..
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HCV in England – the aim is to eliminate
How many?

• ~ 120,000 infected

• ~ 25% of liver transplants

• ~ 1000 deaths per year



Fig. 4 

Journal of Hepatology 2017 67, 1140-1147DOI: (10.1016/j.jhep.2017.07.034) 
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HCV in England
The numbers

• Eventually most people with HCV will need treating

• Only very sick people need treating immediately

• (Drug prices always come down)



NHSE Strategy

• Immediate therapy for decomp cirrhosis

• Early therapy for cirrhosis

• Therapy for everyone ‘when the price is right’



PWID
In England 50% of 

people who inject drugs 

(PWID) are thought to 

be infected. 16% of 

PWID share needles. 

68,000
Don’t know 

they have 

HCV

13000

F3

8660

F4

68,000

F0-F2
GT1
47%

GT3
44%

GT2

GT4

End Stage Liver Disease

1810 prevalence. NHS England Clinical 

Policy from April 2014

Risk in numbers as we do not 

know how many of prevalence 

will come forward

Cirrhosis

8,660 prevalence

NHS England Clinical Policy from May 2015

20-30% will 

develop cirrhosis 

over 20 years

10-20,000 expected to 

come forward for 

treatment each year

Public Health England focus 

on increased testing, opt out 

testing in prisons. Strategies to 

reduce transmission

4 main genotypes

of HCV

All F3/F4 
patients 
have 
access to 
new drugs. 
F0-2 
patients 
have 
access if 
they have 
failed 
PEGI

All this 
group 
have 
access to 
new drugs 
regardless 
of disease 
severity

Immigrant 

Blood 

products

Men who 

have sex 

with men

About 20% have 

symptoms 

related to HCV

NICE oral drug access if 

GT1. GT3 access if 

interferon based 

treatments have failed

Advanced Fibrosis

Circa 1650 from this group 

develop cirrhosis each year. 

NICE TA for oral drugs for 

all this group. The data of 

the size of this group is 

uncertain. Many of those 

newly tested will already 

have fibrosis so this cohort 

may rise significantly

Many patients won’t come 

forward because they don’t 

access healthcare with 

chaotic lives. Some in this 

group are most likely to 

cause cross infection

The total number of 

patients with Hepatitis 

C is circa 160K but 

95% uncertainty is a 

range from 120-225K

69



NHSE Tactics

• Set up regional networks

• Allocate treatment numbers per network 

(‘run-rate’) with local prioritisation

• Enforce ‘out-reach’ treatments with incentives and penalties

• Insist on use of ‘lowest acquisition cost’ medication



Impact of therapy on mortality

Deaths from HCV or HCC 
in patients with HCV

(PHE report on HCV 2016)
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Impact on price

• The price has plummeted

• NHSE agreed to re-invest price reductions in more treatments

• The run rate will increase substantially over the next 6 months



NHSE Strategy

• Immediate therapy for decomp cirrhosis

• Early therapy for cirrhosis

• Therapy for everyone ‘when the price is right’







NHSE Strategy

• Immediate therapy for decomp cirrhosis

• Early therapy for cirrhosis

• Therapy for everyone ‘when the price is right’

The price is now right







Moving to elimination
NHS England hopes England will be first country to eliminate 

Hepatitis C
Press Association  29 January 2018 

The NHS is planning for England to be the first country in the world to eliminate Hepatitis 
C. Health leaders have called on the pharmaceutical industry to work with them to 
provide best value for money for treatments so that the NHS can commit to eliminating 
Hepatitis C in England at least five years earlier than the World Health Organisation goal of 
2030.

A round of procurement launching in February is the single largest medicine procurement 
done by the NHS, and NHS England expects to see more new treatments curing more 
patients by October.
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Hepatitis C
Press Association  29 January 2018 

The NHS is planning for England to be the first country in the world to eliminate Hepatitis 
C. Health leaders have called on the pharmaceutical industry to work with them to 
provide best value for money for treatments so that the NHS can commit to eliminating 
Hepatitis C in England at least five years earlier than the World Health Organisation goal of 
2030.

A round of procurement launching in February is the single largest medicine procurement 
done by the NHS, and NHS England expects to see more new treatments curing more 
patients by October.

HOW?



Moving to elimination
Recording who is there
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How do we eliminate?

• The registry and the ‘run rate’ date tell us that the problem is 
too few patients engaged

• The challenge is to ‘find and treat’



Finding and treating
The ‘old positives’

• Schemes to re-engage previously diagnosed patients are under 
way 

(10-20% attendance in first few months)

• 60,000 old patients diagnosed since 2000

• Data on ALL old diagnosed patients to be made available in 
April



Finding and treating

Immigrants

• HepFREE trial of 90,000 immigrants in primary care identifies 
techniques to test and treat

• (bribe GPs, test the right patients)



Finding and treating

Prisoners

• Opt-out testing in prisons varies from 0-85%

• Schemes to increase testing are underway 

• Prisons not providing therapy are being ‘encouraged’



Finding and treating

PWIDs

• Major providers of addiction services are being asked to 
engage in testing and treating

• Those who do not engage will be ‘named and shamed’



Finding and treating

• National incentives to ‘find and treat’ are being developed

• This is going to cost money – who is going to pay?

• (Your trust is not going to pay) 



Finding and treating
The new procurement deal ‘Australia +’

• We are asking pharma to fund case finding and engagement in 
treatment

• The new procurement deal asks pharma to bid for both 
treatment and case finding

(The response is encouraging) 



Getting to Australia +

• In April the new tender will begin

• Different ‘run rate’ card

• More patients

• Investment from pharma for case finding



NHSE and HCV

• The strategy began in 2015 with a decompensated cirrhosis 
treatment programme

• Reductions in price mean we can now look to eliminate

• Plan is to work with pharma to provide more than drugs



NHS and HCV
70 years old and still innovating
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Good practice case study 
presentation: Oxford Liaison Service 
community outreach

Lizi Sims

Hepatology Specialist Community Liaison Nurse, Oxford University 
Hospitals NHS Foundation Trust



Hepatology Community Nurses

Turning Point 

Medical Centres 

Lizi Sims
Band 7 24 hours a week
Jane Phillips 
Band 7 2 days a week

Plus Plus Plus



Hepatology Community Nurses

• Started scoping Jan 2015 in TP June 2015

• Non cirrhotic- Just community from Sept 2017 

• 850 DBS tests done since 2015- mostly by TP staff

• 5% inaccuracy rate  of  PRC ON DBS



• TP Staff take DBS- not point of care , Why, should we change ?

• All results back to HCN

• Phone call for neg results or TP staff to give- letter to GP

• All positives check if known to us or they def know they are positive- if so contact directly  and arrange follow up

• If not arrange to see via TP staff- keep trying!  easier now more staff, can miss them, have positives that need 
RNA’s- Some TP staff to give positive results

• Take confirmation  RNA and proceed to genotype if pos- nearly always  proceed to geno , CCG agreement in 
place, poor venous access often an issue for these patients 

• Once confirmed positive arrange to see and discuss treatment, fibroscan and  ?Screen ? Reluctance worries re 
old tx, slow process with some

• Non cirrhotic present MDT if cirrhotic try and engage with JR and accompany for scans etc

Testing



1. DBS taken
2. DBS positive antibody result given
3. Attended x 2 didn’t want to see HCN
4. Seen by HCLN was in a rush- no bloods taken
5. Very anxious about having blood , could have 1 go- bloods taken!
6. RNA positive – lab proceeding to geno
7. No HLN at next 2 appointments
8. Tried to call and text no reply
9. Seen at drug service app, fibroscan done ,other bloods taken and screened.
10. Agreed MDT for tx, called and text to arrange start date x 2
11. Call to remind re day 0
12. Day 0
13. Phone call Day 2 
14. Seen week  2
15. DNA week 4, called couldn’t get in , medication taken and met at pharmacy 
16. Called week 6
17. DNA EOT week 8
18. Called and text  x 2 in re hab trying to chase there as nearly at 3/12 SVR !

Takes Time



• 4 DNA Day 0- 1x next month,, 1xprison  1X hospital,1x ?

• 2 lost at week 1 x back SVR ! 1X?

• 1 x positive EOT- ? Compliance ?

• 1 x re infection 

• 1 x stopped , side effects, DNA x3 for re treatment 

Attendance 



Lots more testing in the drug services more strategic approach 

Now testing shared care  and needle exchange only patients 

Testing and treating in hostel and  awaiting contract for Luther street- working 
well

Donnington  and one in Banbury shared care GP’s- ?expand this ?

What about other people who don’t access here- ? Just pharmacies for needle 
exchange ? How do we test them- leaflets , posters 

TP being more involved , more training and updates  protocols to store and give 
out medication 

DOT!

More Testing and Treatment



Posters



Good practice case study 
presentation: The Hepatitis C Trust’s 
peer-to-peer work

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

5%

26%

51%

19%

0%

10%

20%

30%

40%

50%

60%

Not at all A little A lot Massively

P
er

ce
n

ta
ge

 o
f 

P
ar

ti
ci

p
an

ts

4%

12%

75%

9%

93%

96%

88%

24%
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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
This outcome is being acieved within 2 –

4 weeks 



Patient perspective

Stuart Gilham



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



HCV Action: Who we are

Our network

o The HCV Action network, co-ordinated by The Hepatitis C Trust, brings 

together health professionals from across the patient pathway, including 

GPs, specialist nurses, clinicians, drug service workers, public health 

practitioners, prison healthcare staff and commissioners. 

Our aims

o To highlight and disseminate examples of best practice in hepatitis C care.

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



HCV Action: What we do

What we do

 Stage events across the UK. 

 Produce and disseminate information and resources to health 
professionals working around hepatitis C, including:

o Good practice case studies

o Commissioning toolkit

o Monthly e-updates

 Host an online hepatitis C resource library, with over 250 resources.



Sharing Best Practice

 Why share best practice?

o At-risk groups are not ‘hard to reach’, services are difficult to access. Examples 

of best practice in reaching and treating these patients are out there.

o There are fantastic services across the UK, but all services could be improved in 

some way. Need to disseminate best practice to ensure a co-ordinated, 

standardised approach to hepatitis C.

o Effective outreach services will be needed to achieve NHS England’s target of 

elimination by 2025.



Best Practice Examples

 Addaction & The Hepatitis C Trust: 
Peer-to-peer education (2015-16)

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

o 806 service users attended

o 70% of those who completed feedback

questionnaires indicated knowledge had 

increased ‘a lot’ or ‘massively’

o 141% increase in number of people taking hepatitis C

tests following workshops



Best Practice Examples

 Treatment in prisons by 

Ipswich NHS Trust

o Treatment ‘in-reach’ service 

established in August 2015.

o Established clear pathways into 

treatment, with support from clinical 

nurse specialist and prison nurse.

o Twice-monthly service across four 

sites.

o 11 patients treated in 2016 and 26 

treated in 2017.



Best Practice Examples

 ITTREAT project in Brighton (2013-2017)

o A 4-year hepatitis C community project 
evaluation.

o Testing and treatment for PWID. 

o 550 people tested, 250 (45%) positive. 179 

found suitable for treatment, of whom 116 

commenced/completed treatment in the 

community.

o Service now being permanently funded 
by Brighton & Sussex University Hospital.



How you can get involved

 Share your good practice:

o If you, or your service, is doing something innovative 

in relation to managing hepatitis C, then let us know so we 

can share it!

 Join our network to receive monthly e-updates 

(sign-up sheets on tables)

 Use our resources

 Follow us on Twitter - @HCVAction



Thank you

www.hcvaction.org.uk

c/o The Hepatitis C Trust

020 7089 6220
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Panel discussion: problems and 
solutions for tackling hepatitis C 
locally



Workshop A: Identifying solutions to 
challenges faced by the ODN

Dr Jane Collier

ODN Clinical Lead, Thames Valley Hep C ODN



Workshop
Identifying solutions to challenges faced by 

the ODN



Thames Valley Operational Delivery Network 





Turning Point- Oxfordshire

(Oxford/Didcot/Banbury/ Witney)

1.5 CNS  support screening and treat at Turning Point

SMART – Buckinghamshire
Dr Maggs continues to do do in-reach clinics 

Turning Point (from March 2018- Swindon)
Referrals made through GP to Great Western Hospital , Swindon viral hepatitis clinic

IRiS – Reading 
Reading CNS continues to do regular in reach clinics to screen and treat.

Compass- Milton Keynes
Referrals are made to GUM medicine and then through to either Oxford for treatment of 
Milton Keynes Hospital viral hepatitis clinic

DRUG AND ALCOHOL SERVICE 



Prisons
n= 3270 + inmates 

1 Clinical Nurse Specialist
Bucks Cluster 
Bullingdon (remand Prison-high turnover) n= 1114 (30% remand with 120 new admissions/week -100 from court)

Increase in numbers treated from 5 in 2016/2017 to 23 in 2017/2018
Oxford prison CNS attending weekly 

Grendon and Springhill n==238/335
Increase in numbers treated from 1 in 2016/2017 to 2 in 2017/2018
Oxford Prison CNS attending monthly 

Aylesbury Young offenders 
Not currently involved here but working to make links but no current HCV positive individuals (from prison) 

Woodhill n=819
Increase in numbers treated from 0 in 2016/2017 to 3 in 2017/2018 
Oxford Prison CNS attending monthly 

Huntercombe n=480
Increase in numbers treated from 0 in 2016/2017 to 4 in 2017/2018 
Oxford Prison CNS attending fortnightly (predominately HBV in this prison) 

Broadmoor Hospital n=284
Engagement with GP with a responsibility for health care 
One stop clinic (March 2018) to fibroscan and screen 3 patients needing treatment by the HUB team and present to the MDT 



Limited work force- no extra funding 

Clinical Nurse speciaists Other

OXFORD 1.5 Community
1.0 Prison
2.0 Other    

1.0 ODN data manager
1.0 ODN  hepatology Admin 
Dr Collier 
Ms Cripps –ODN pharmacy lead 

BUCKINGHAMSHIRE 0 Dr Maggs
Dr Helmer (CA)

READING 2.0 

SWINDON** 0. 25 Dr Joseph

Milton Keynes 0 Dr Gupta



Accepting Risk**-if no ODN staffing 24/7

• Drug delivery 
• via Home care
• Direct to Drug and Alcohol Services drug cupboards
• Returns if DNA 

• Incomplete treatment regimes
• Do you just give all 12 weeks and hope takes it all 
• Do you risk starting someone on remand in prison who leave sin 2 weeks
• How much can you  miss to get an SVR 
• May have lower SVR rates in real ward v published data

• Lost to follow-up (confirming cure)and retesting if still using

** currently sits with the HUB ODN site re CQUIN 



Challenges

• Drug and Alcohol Services
• Universal screening across all centres +rescreening 
• Delivery of hepatitis C treatment in all services/cntres to the patient

• Oxfordshire/Reading**/Buckinghamshire** 

• Prisons
• More screening ? Use dried blood spot testing ? Needs funding (not used in Oxfordshire
• Remand prison challenges
• Faster diagnosis to referral for treatment
• Getting information to priosners
• Getting prisoners to clinic visiis

• Access to HCV drugs in Swindon and Milton Keynes ie functioning treatment centres in these DGHs (drug to patient)

• Ethnic populations
• Slough (reading team), Stoke Mandeville (Dr Maggs). Milton Keynes

• More use of ‘Buddies’ 

• Live New HCV Ab Laboratory Data Feeds from the region
• Governance of giving to the ODN
• Resources to chase referrals 

** Inreach as needed



Workshop B: Awareness and testing 
in drug services

Archie Christian

Pathways Coordinator, The Hepatitis C Trust



Awareness & Testing in Drug services

Peer based interventions  and the need for work force 
development programmes

Archie Christian



The Problem

A lack of engagement from people diagnosed with HCV

Identifying the undiagnosed 

Reducing DNA’s



• Been in system for years – Old information/ Bad information

• Not in Drug services

• Old patients lost in the system

• Newly Diagnosed – No Information

• Asymptomatic

• Other priorities

The Hepatitis C Trust

The Patient



Hep C

This is a medical condition. We 
have a treatment!

So why don’t they want it?



•Stigma
•Fear
•Myths 
•Low priority
•Lack of awareness
•Bad past experiences
•Rebellion
•Lack of self worth



Exercise: 

Engage clients with the hepatitis C care pathway

Scenario: 

We have clients who we know are positive for hep C; they themselves know they are HCV+

They are not engaged with care.

Similarly we have the undiagnosed not engaged.

How do we support these groups to engage with the specialist care pathway?



The Hepatitis C Trust

Patient Psychological Barriers

Service Barriers - Drug & Alcohol

Service Barriers - Hospital

Patient Physical or Practical Barriers



Patient Psychological Barriers

Barriers

1. Ambivalence 

2. Fear of Interferon treatment

3. Negative experience with health care systems 

4. Social anxiety/poor self image 

5. Lack of belief in self

6. Denial 

7. Distrust in confidentiality

8. Fear of losing anonymity regarding HCV+ 

status

Possible solution



Patient Physical or Practical Barriers

Barriers

1. Poor venous access 

2. Carers responsibilities

3. Lack of stability 

4. Homelessness

5. Lack of family or peer support 

6. Poor time management

7. Other priorities- making money, buying drugs

8. Geographical or travel barriers.  

Other barriers may be: no symptoms, doesn’t interfere with lifestyle, heard horror stories & have 
incorrect information (myths)

Possible solutions



Service Barriers - Drug & Alcohol

Barriers:

1. Inconsistency of service provider

• Lack of continuity of care

• Loss of developed trust

2. Low priority

3. Staff training 

4. Lack of point of contact testing

5. Lack of resources

• Financial

• High caseload

Possible solutions



Barriers:

1. Inconsistent criteria for PWIDS

2. Unrealistic appointment times

3. Location 

4. Transport

5. Communication barriers 

between patient & consultant

Possible Solutions

Service Barriers - Hospital



Patient Psychological Barriers

Barriers

1. Ambivalence 

2. Fear of Interferon treatment

3. Negative experience with health care systems 

4. Social anxiety/poor self image 

5. Lack of belief in self

6. Denial 

7. Lack of confidence in confidentiality

8. Fear of losing anonymity regarding HCV+ 

status

Possible solution

1. awareness/education

2. awareness/education/peer support

3. peer/staff support

4. peer support

5. support group/peers

6. awareness/ education

7. stringent, transparent policy & explicit consent

8. peer support / awareness/ education. Drug 

service campaign drive.



Patient Physical or Practical Barriers

Barriers

1. Poor venous access 

2. Carers responsibilities

3. Lack of stability 

4. Homelessness

5. Lack of family or peer support 

6. Poor time management

7. Other priorities- making money, buying drugs

8. Geographical or travel barriers.  

Other barriers may be: no symptoms, doesn’t interfere with lifestyle, heard horror stories & have 
incorrect information (myths) Peer education & awareness programs

Possible solutions

1. DBST

2. Appropriate appointment times / Childcare provision

3. OST / Support group / Tailored care plan

4. Prioritise needs / Long term care plan

5. Peer support

6. Appropriate appointment times

7. Incentives

8. Peer support / Financial assistance/ community clinic



Service Barriers - Drug & Alcohol

Possible solutions

1. TUPE workers/Health passports/ 

Borough wide referral forms

2, 3 &5. Commissioner buy in / Investment 

/ Prioritise Health Outcomes for 

disadvantaged group to address existing 

health inequalities

4. DBST training & testing by all staff

Barriers:

1. Inconsistency of service provider

• Lack of continuity of care

• Loss of developed trust

2. Low priority

3. Staff training 

4. Lack of point of contact testing

5. Lack of resources

• Financial

• High caseload



Barriers:

1. Inconsistent criteria for PWIDS

2. Unrealistic appointment times

3. Location 

4. Transport

5. Communication barriers 

between patient & consultant

Possible Solutions

Service Barriers - Hospital

Possible Solutions

1. General referral form/ Advocacy/ self referral

2. Afternoon appointments/ flexible clinics

3. community clinics

4. Funded transport/ community clinics

5. Staff support/ Peer support/ jargon free 

literature



Is a change of attitude & approach. 

New strategies, underpinning knowledge, information, training & 
awareness

Utilise the resources available in the ‘Peer’ community

None of this will work if our frontline staff are not comfortable 
about talking to clients with confidence about hep C

The support and assistance from commissioners is essential

What we need..



Objectives

• Improve awareness of hep C amongst PWIDs

• Motivate people at risk to access testing

• Motivate people already diagnosed to access specialist care

• Improve understanding of hep c amongst staff in drug services

• Testing and appropriate pathways

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



• Single point of care

• Discuss hep C with confidence 

• Raise awareness, encourage safer practice 

• Increased testing

• Improved referral / pathway

• improved support for people with HCV

Workforce development



How we do it

• Service Team meeting

• Identify immediate needs

• Round Tables

• Agreed actions

• Staff / Volunteers training

• Training of Peers

• Direct referral

• Community clinics

• Ongoing support



Hepatitis C Peer Support Programme

• Peers trained to offer support

• Appointment companions

• One to one visits (Coffee shop)

• Text Reminder / Diary service

• Hostel pick ups

• Reduction of patient DNAs
• Higher treatment completion



The Hepatitis C Trust

elizabethsims@nhs.net

Direct referral



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 south east London our Peers made a 

referral from point of contact to clinic 

inside 1 week. The patient started 

treatment within a fortnight,



Workshop C: Hepatitis C in prisons

Jane Phillips

Hepatology Clinical Nurse Specialist, Oxford University Hospitals NHS 
Foundation Trust

Dr James Maggs

Consultant Hepatologist, Buckinghamshire Healthcare NHS Trust



Hepatitis C in Prisons

(Oxfordshire/

Buckinghamshire)

• Jane Phillips Hepatology CNS 
JRH

• Dr James Maggs Consultant 
Gastroenterologist/Hepatologist
Buckinghamshire Hospitals Trust

• Lainie Lawson Hepatology 
Specialist Nurse

https://en.wikipedia.org/wiki/File:HCV.png
https://en.wikipedia.org/wiki/File:HCV.png


Prisons Visited

HMP Bullingdon

(nurse clinic weekly)

HMP Huntercombe

(nurse clinic monthly)

HMP Grendon & Springhill 

(nurse clinic as required)

HMP Woodhill 

(nurse clinic as required)

Broadmoor Secure Hospital

(under Royal Berks Hospital, nurse clinic 

as required)Vicki

1full time nurse;Jane

1 new nurse;Lainie



HMP Bullingdon

1114

HMP 

Huntercombe 480 HMP Grendon

238

HMP Springhill

335
HMP Woodhill

819

Broadmoor Hospital

High security forensic psych hospital

284

Prisons ( Male) Visited

Capacity and Categories
Cat B & C (Remand)

Cat C

Cat B &C

Cat ACat D Open Prison

https://www.google.co.uk/imgres?imgurl=https://i2-prod.getreading.co.uk/incoming/article4140557.ece/ALTERNATES/s615/C_67_article_2055839_body_articleblock_0_bodyimage.jpg&imgrefurl=https://www.getreading.co.uk/news/local-news/100-new-nurses-broadmoor-hospital-4235546&docid=peeqDMBK9SA7gM&tbnid=z6llWBjcL6eciM:&vet=1&w=615&h=409&bih=543&biw=1138&ved=2ahUKEwim4Z7zuKjbAhWMaxQKHcDWAnEQxiAoAXoECAEQEg&iact=c&ictx=1
https://www.google.co.uk/imgres?imgurl=https://i2-prod.getreading.co.uk/incoming/article4140557.ece/ALTERNATES/s615/C_67_article_2055839_body_articleblock_0_bodyimage.jpg&imgrefurl=https://www.getreading.co.uk/news/local-news/100-new-nurses-broadmoor-hospital-4235546&docid=peeqDMBK9SA7gM&tbnid=z6llWBjcL6eciM:&vet=1&w=615&h=409&bih=543&biw=1138&ved=2ahUKEwim4Z7zuKjbAhWMaxQKHcDWAnEQxiAoAXoECAEQEg&iact=c&ictx=1


Prisons not visited

 Aylesbury Young Offender Institute

 Campsfield House Immigration 

detention/removal centre



Prison Categories

 A Those who would pose a highly dangerous threat to 

the public or national security if they escaped.

 B Those who do not require maximum security but for 

whom escape needs to be made very difficult

 C Those who cannot be trusted in open conditions but 

are unlikely to escape

 D Those who can be reasonably trusted not to try to 

escape-Open Prison



Percentage of illicit drug users in Prisons ( 

2012)

 70% of offenders report drug misuse prior to prison; 

 51% report drug dependency; 

 35% admit injecting behaviour; 

 (from Prison Reform Trust survey 2012)

 https://publications.parliament.uk/pa/cm201213/cmsele

ct/cmhaff/184/18409.htm



Referral Pathway
 Patient is tested

 HCV ab/ag reactive, referral to Hepatitis Specialist nurse

 Blood may have been taken to request proceed to RNA if 
ab/ag pos

 Appointment made to see Hepatitis nurse in prison 

 Nurse counsels and takes relevant bloods

 Feedback result to patient

 Screen and refer to TVN ODN MDT for treatment if appropriate

 Referral into main viral hepatitis clinic and USS if fibroscan >9.0, 
or any other concerns.



Hep C Testing in Prison DOH 

National Survey of Hepatitis C 

Services in Prison 2012

https://www.gov.uk/government/publications/national-survey-of-

hepatitis-c-services-in-prisons-in-england



Numbers of HCV Antigen Positive list from 

JRH Micro labs
 Total identified since Oct 2017 N= 23

 Treated N = 5

 Untreated (because left prison) N = 12

 6 have been identified in last two months
 1 has been seen but released, very low viral load

 2 being seen next week (Huntercombe)

 2 DNA but booked for next week (Bullingdon)

 1 seen last week, bloods sent for RNA and genotype (Bullingdon)



Prison 09/2017 

-

01/2018

N=3

01/2017

-

01/2018

N=25

01/2018

-

05/2018

N=10

Transferred 
On 
Treatment

Lost to 
Follow 
Up

Bullingdon 3 14 5 2 1

Hunter-
combe

4 1

Grendon &
Springhill

3

Woodhill 4 1

Broadmoor 3 1 

stopped 

Rx

No Hep 

Nurse

1 F/T Hep 

Nurse

1Hep

Nurse

1 in 

Training

Numbers treated for HCV 2016-2018



Screening  for Hepatitis C
 Unclear data

 Number (%) offered HCV Ab screening test

 Number who accepted test actually tested

 % tested who antibody positive

 % who need a second blood test to HCV RNA/genotype 

 Time course
 From positive HCV Ab to individual aware of +ve test
 From Positive HCV Ab to HCV nurse seeing patient to screen

 What we do know
 Type of test

 Venous Blood rather than dry blood spot( point of care/non point of care)

 HCV Ag positives from Bullingdon/Huntercombe prisons as weekly feed from  Oxford 
labs to Oxford HUB 

 GUM screened patients HIV/HCV often referred directly to us from GUM consultant



Encouraging Engagement,

Information posters in healthcare setting and 

wing treatment Rooms

 Info posters to encourage testing , engagement

 Treatment is much easier to take and to tolerate than 

previous treatment

 Dispel myths of terrible treatment side effects



HCV “Buddy “Card



Things that are going well
 Good communication between the hospital nurses and prison 

healthcare

 Good communication between Prison Hepatitis Nurses across various 
Healthcare Trusts.

 Access to rooms at prisons in which to run hepatitis nurse led clinics and 
room to fibroscan

 Good prison admin support

 Healthcare staff at prisons flag up potential problems with patients on 
treatment.

 Healthcare staff will flag up new admissions of positve HCV and refer to 
us

 Good links with community drug and alcohol hubs for care to continue 
for clients engaged with them 



Problems

 Quick turnover of prisoners, transfer /release

 HMP Bullingdon, Remand prisoners, 120 ‘new to Bullingdon’ 
men each week – of which around 100 are straight from 
courts.

 Around 30% of beds currently are for remand prisoners and this 
is increasing to 65% from early next year, so it is expected 
admissions/ discharges to at least double

 Prisoners not in long enough to work up for treatment



Problems

 Medicines might not get to patient ( 2 cases)

 Non attendance at nurse led clinic around 50% each 
clinic DNA

 Appointment slips are sent but don’t get to patient

 Reasons for DNA can be:

 Access visits, court visits, prison working

 Patients saying they feel under threat

 Problems on wing , Lockdowns

 Worries about treatment and blood tests



Getting around the problems

 Identifying those patients who are newly diagnosed and 

about to be released/transferred

 DBST /Point of Care Analysers?

 Information cards for those who are about to be released 

or transferred ( Buddy Cards )

 Letters typed whilst in the prison with relevant information 

for the patient to take to GP, sent “Medical in 

Confidence” to wing



Hep C Information Poster



Getting around the problems

 If enough notice a brief letter sent confidentially to 

patient

 Asking for contact details /permission to contact on 

release ( referral to colleagues in other trusts)

 Medicines, checking what has been dispensed, ensure 

patient is going and collecting meds from wing hatch. 



Getting around the problems
 Title of hep nurse clinic, changed in Bullingdon as complaints 

of stigmatisation

 Calling the wings to ask if patient can be brought to 
healthcare or if a problem attending

 Seeing patients on the wing if possible

 Overbooking clinics

 Rebook appointments

 Write to patients to stress importance of attending

 ANY OTHER THINGS WE COULD DO?



Over to You!

 Discussion

 Suggestions

 Solutions

 THANK YOU 
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#hepCoxford


