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Aim of the Roadshow 

• First good practice hepatitis C roadshow in Sheffield supported by PHE

• 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 

• Afternoon workshops will be held on identifying solutions to challenges faced by the ODN, awareness 

and testing in drug services and hepatitis C in prisons
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Background 
• In the UK, around 160,000 people have chronic infection with HCV. Many are unaware of their 

infection. Prevalence in the adult population 0.4%

• 80% people with acute HCV infection have no symptoms 

• 10-20% of those with chronic infection will develop severe liver disease (cirrhosis & hepatocellular 

carcinoma)

• Evidence suggest the majority are from marginalised and under-served groups in society. 

• Latest estimates from the WHO show the death toll from viral hepatitis in 2015 to be similar to that of 

tuberculosis, and higher than that of HIV or malaria. 

• However, unlike TB, HIV, and malaria where scaled-up interventions have led to a decrease in 

mortality over recent years, global deaths from viral hepatitis are continuing to rise.
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Ref: Publications gateway number 2018310 
https://publichealthengland-

immunisati.box.com/s/5q8frapre6zl8t9sddxmwccknf4xb9wt 



Challenges in tackling HCV 

• Primarily affects ‘under-served’ groups

• No vaccine available 

• Limited awareness among the public and healthcare professionals

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

• Access to treatment services which are often concentrated in specialist centres 

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

cure rates
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Changing times and treatment options
• Advent of directly acting antivirals in recent years

• Oral treatment

• Good safety and side effect profile

• Relatively short course (3 months)

• Excellent cure rates (>90%)

AND

• 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

6



Tackling hepatitis C: What can be achieved with new therapies?

• Improved outcomes and better uptake of a more acceptable treatment 

• Improved SVR (cure), particularly in many previously considered hard-to-treat groups including 

genotype 1 infections, those with advanced disease, older patients, and those who have failed 

previous treatment.

• Fewer hospitalisations/deaths for ESLD/HCC

• Treatment for  those in advanced disease states I

• Potentially easier to roll out in community settings (accessibility) as drugs have fewer side effects, 

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

•Reductions in prevalence of HCV

•Interruption transmission
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PHE HCV Report 2018 

• In May 2016, the UK signed up to the World Health Organization (WHO) Global Health Sector 

Strategy (GHSS) on Viral Hepatitis which commits participating countries to the elimination of hepatitis 

C (HCV) as a major public health threat by 2030.

• If we are to eliminate hepatitis C as a major public health threat, there are two main impact areas 

where we need to make progress: 

• We need to reduce the numbers becoming seriously ill or dying from this infection

AND

• Reducing the number of people who become newly or re-infected

8 https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/693917/HCV_in_England_2018.pdf



The Vision…. 

All people at risk of hepatitis C virus infection should have access to testing 

and, once tested, action should be taken to either reduce their risk of infection, 

prevent further transmission of the virus, or – if they are infected – to place the 

patient on a treatment pathway.

9 https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/693917/HCV_in_England_2018.pdf



Provisional estimates of numbers initiating HCV treatment in England, 2007-

2016/2017

10 https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/693917/HCV_in_England_2018.pdf



Death registrations for ESLD* or HCC in those with HCV mentioned on their death certificate in England: 2005 to 2016**
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Going forward…. 

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

• 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 – not siloed. We need to act together to do this.

• Pathways of care: so that hard to reach groups most affected by the disease are tested, referred and 

treated effectively and efficiently

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

• Data: needs to be improved at all stages: surveillance, commissioning and treatment

• Building on the positive work that has been undertaken and is on-going in relation to HCV – reaching a 

tipping point?
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HCV Action: Sharing best practice



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:

o Good practice case studies

o Monthly e-updates

o Hepatitis C Commissioning Toolkit

 Host an online hepatitis C resource library, with over 300 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

 Edinburgh Access Practice outreach 

service:

o GP clinic providing healthcare for 

homeless population, including hepatitis 

C treatment clinic.

o From March 2014 – December 2016, 80 

referrals were received and, of these, 59 

patients attended (70%), with 25 starting 

treatment during that time period.

o Compares with typical hospital clinical 

attendance rates of 30-50% among this 

cohort. 



Best Practice Examples

 Homecare treatment delivery 
by Nottingham University 
Hospitals

o Homecare project established 
November 2016

o Within six months, 116 patients started 
on treatment through Homecare

o 89 completed treatment, of those 
who had reached 12 weeks post-
treatment, 96% achieved SVR

o Cost savings of £218/patient 
compared with secondary care

o All patients reviewed the service 
positively



How you can get involved

 Share your good practice:

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

with hepatitis C care, 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



Local epidemiology 

Madeline Cox

Information Manager, Yorkshire and the Humber, Public Health 

England



Epidemiology of hepatitis C in Yorkshire and 

Humber

PHE Field Service, Yorkshire and Humber



Main risk factors for hepatitis C

• People who have ever injected drugs 

• People who received a blood transfusion before 1991 or 

blood products before 1986, or abroad in countries not 

screening

• HIV-positive men who have sex with men 

27 Hepatitis C epidemiology in Yorkshire and Humber



Main risk factors for hepatitis C

• People born or brought up in a country with an intermediate or high 

prevalence (2% or greater) of chronic hepatitis C. 

• Babies born to mothers infected with hepatitis C 

• Looked-after children and young people, including those living in care home

• People living in hostels for the homeless or sleeping on the streets 

• Prisoners, including young offenders 

• Close contacts of someone known to be chronically infected with hepatitis C

28 GI WGS roadshow 2016
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Data sources

SGSS

30

UAM

Sentinel 

Surveillance

Epidemiology of hepatitis C in Yorkshire and Humber

Fingertips
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New Hepatitis C laboratory reports, 2016

Source: Laboratory reports to PHE and ONS mid-year population estimates 

Epidemiology of hepatitis C in Yorkshire and Humber
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New Hepatitis C reports in Yorkshire and Humber, 2016

Source: Laboratory reports PHE 

Epidemiology of hepatitis C in Yorkshire and Humber
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Age and Sex distribution of cases of hepatitis C, Yorkshire and 

Humber, 2016
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Source: Laboratory reports to PHE 

Epidemiology of hepatitis C in Yorkshire and Humber
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Mortality by PHE Centre (2008 to 2016)

Number of deaths from End Stage Liver 

Disease or Hepatocellular Carcinoma 

Source: Office of National Statistics

Reproduced by permission of Ordnance Survey on behalf of HMSO © Crown 

copyright and database right

Epidemilogy of hepatitis C in Yorkshire and Humber34 Epidemiology of hepatitis C in Yorkshire and Humber



Prevalence of hepatitis C in people who inject drugs

35

Source: Unlinked Anonymous Monitoring Survey of HIV and Hepatitis in PWID
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Testing of people who inject drugs, 2011 to 2016 data
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Source: Unlinked Anonymous Monitoring Survey of HIV and Hepatitis of PWID

Epidemiology of hepatitis C in Yorkshire and Humber
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Harm reduction: 2011 to 2016

37 Hepatitis C epidemiology in Yorkshire and Humber

Source: Unlinked Anonymous Monitoring Survey of HIV and Hepatitis of PWID
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Number of persons who inject drugs tested and testing positive for anti-

HCV at specialist drug services
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Fingertips https://fingertips.phe.org.uk

39 Epidemiology of hepatitis C in Yorkshire and Humber
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Hospital admissions: Yorkshire and Humber

40

Hospital admissions rate for hepatitis C related end-stage liver 

disease/hepatocellular carcinoma 2012/13 – 2014/15

Epidemiology of hepatitis C in Yorkshire and Humber
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Hepatitis C mortality: Yorkshire and Humber
Crude mortality rate from hepatitis C related end-stage liver

disease/hepatocellular carcinoma in persons under 75 years of age per

100,000 population 2014 – 2016

Epidemiology of hepatitis C in Yorkshire and Humber



Thank you
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If you have any queries, please email the Field 

services team at 

YHFES@phe.gov.uk



Treatment of hepatitis C and 

possibilities for elimination

Dr Ben Stone

South Yorkshire ODN Clinical Lead



Hepatitis C Treatment & Elimination 
South Yorkshire, Bassetlaw and North Derbyshire

Dr Ben Stone
Consultant in Infectious Diseases

Sheffield Teaching Hospitals NHS Foundation Trust



Outline

• Hepatitis C treatment: 

➢ Importance of treating hepatitis C

➢ Improved new treatment options

• Achieving hepatitis C elimination



Cirrhosis

Acute HCV infection

Chronic HCV infectionSpontaneous resolution*

30% 70%

* risk of re-infection

Hepatocellular carcinoma Decompensated cirrhosis
Jaundice, ascites, encephalopathy,

coagulopathy, variceal bleeding

Why treat hepatitis C? (1)



Why treat hepatitis C? (2)

• Extra-hepatic manifestations:

– reduced general well-being

– impaired cognition

– renal disease

– vasculitis (cryoglobulinaemia)

– increased risk of non-liver cancers

– increased cardiovascular risk

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwiN_uDVjfndAhWxyoUKHa3DBmAQjRx6BAgBEAU&url=https://kidshealth.org/MSCS/en/kids/heart.html&psig=AOvVaw05gQDhag9RJvXetdal7FVB&ust=1539165820734654
https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjslZrYjPndAhVIOBoKHUOhC4MQjRx6BAgBEAU&url=https://www.the-scientist.com/the-nutshell/what-made-human-brains-so-big-36663&psig=AOvVaw3GKilKpKammpJEVUm8NIxY&ust=1539165382734090
http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwidppOIjfndAhVQzYUKHXueCjoQjRx6BAgBEAU&url=http://multiple-sclerosis-research.blogspot.com/2017/04/ms-is-now-kidney-disease.html&psig=AOvVaw1qTiWq2AOBOqIGp9diY5Pv&ust=1539165655980386


Why treat hepatitis C? (3)

• Reduce risk of onward transmission:

– injecting partner(s)

– sexual partner(s)

– children (mother-to-child transmission)

• Reduce number of new infections

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwj7l_fHj_ndAhUOx4UKHQmfADwQjRx6BAgBEAU&url=https://www.parents.com/pregnancy/stages/fetal-development/babys-alertness-in-the-womb/&psig=AOvVaw0MTuSqG_mQW4zF_uNtbPTf&ust=1539166238502632


The past: pegylated interferon-α



• Combination of 2 or more DAAs +/- with ribavirin (RBV)

• Each DAA from 1 of 3 different drug classes:

NS5A- , NS5B- and protease inhibitors

• High cure rates (95% overall), minimal side effects

Directly acting antivirals (DAAs)

DAADAA



Current HCV treatment options

Harvoni®

Sofosbuvir/Ledipasvir

Epclusa®

Sofosbuvir/Velpatasvir

Zepatier®

Elbasvir/Grazoprevir

Maviret®

Glecaprevir/Pibrentasvir



Current HCV treatment options

Harvoni®

Genotypes 1, 2, 4 to 6

Epclusa®

Pan-genotypic

Zepatier®

Genotypes 1 and 4

Maviret®

Pan-genotypic



Current HCV treatment options

Harvoni®

1 tablet once a day

Epclusa®

1 tablet once a day

Zepatier®

1 tablet once a day

Maviret®

3 tablets once a day



Current HCV treatment options

Harvoni®

8 or 12 weeks

Epclusa®

12 weeks

Zepatier®

12 or 16 weeks

Maviret®

8, 12 or 16 weeks



Current HCV treatment options

Harvoni®

+/- RBV*

Epclusa®

Rarely with RBV*

Zepatier®

+/- RBV* (G1a)

Maviret®

Never with RBV

*RBV = 2 or 3 tablets twice daily. Side effects: haemolytic anaemia, tiredness, breathlessness, anxiety, insomnia, agitation 



Decompensated cirrhosis

Harvoni®

Sofosbuvir/Ledipasvir

Epclusa®

Sofosbuvir/Velpatasvir

Zepatier®

Elbasvir/Grazoprevir

Maviret®

Glecaprevir/Pibrentasvir



Renal disease (CrCl<30 ml per min)

Harvoni®

Sofosbuvir/Ledipasvir

Epclusa®

Sofosbuvir/Velpatasvir

Zepatier®

Elbasvir/Grazoprevir

Maviret®

Glecaprevir/Pibrentasvir



Re-treatment

Vosevi®

Sofosbuvir/Velpatasvir/Voxilaprevir
12 weeks

Epclusa®

Sofosbuvir/Velpatasvir + RBV
24 weeks

Contraindicated in decompensated cirrhosis For patients with decompensated cirrhosis

• No current funding for re-treatment if re-infected 
having already been cured with DAA-based treatment

➢ Funding expected from April 2019 onwards



Outline

• Hepatitis C treatment: 

➢ Importance of treating hepatitis C

➢ Improved new treatment options

• Achieving hepatitis C elimination



Hepatitis C elimination

Increased number of 
patients cured

Improved treatments

Increased number of 
patients completing 

treatment

Increased number of 
patients starting 

treatment

Increased number of 
patients diagnosed & 
referred to specialist

Increased number of 
patients tested

Increased number of 
patients attending 

for specialist 
assessment



Hepatitis C elimination

• Increased awareness
➢ Public
➢ Healthcare workers
➢ Other agencies

• Increased testing
➢ Opt-out testing
➢ Dried blood spot 

testing

Peer Support Programme

Increased number of 
patients attending 

for specialist 
assessment

Increased number of 
patients diagnosed & 
referred to specialist

Increased number of 
patients tested

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjIjNib0vndAhUFSxoKHaGbBFEQjRx6BAgBEAU&url=https://twitter.com/hepatitisctrust&psig=AOvVaw3-8Br3uErTQGBZZNAl_k1z&ust=1539184227481049


Increased number of 
patients attending 

for specialist 
assessment

Hepatitis C elimination

Increased number of 
patients diagnosed & 
referred to specialist

Increased number of 
patients tested

• Use of centralised testing 
laboratory 

• Central laboratory reporting 
of HCV RNA+ patients

• Public Health England 
historic data

• Dedicated Case Finder

• Increased awareness
➢ Public
➢ Healthcare workers
➢ Other agencies

• Increased testing
➢ Opt-out testing
➢ Dried blood spot 

testing



Hepatitis C elimination

Increased number of 
patients attending 

for specialist 
assessment

Increased number of 
patients diagnosed & 
referred to specialist

Increased number of 
patients tested

• Use of centralised testing 
laboratory 

• Central laboratory reporting 
of HCV RNA+ patients

• Public Health England 
historic data

• Dedicated Case Finder

• Peer support 

• Co-location of clinics
➢ Prisons
➢ Drug Services

➢ linked to OST
➢ Other?

• Increased staffing 

• Increased awareness
➢ Public
➢ Healthcare workers
➢ Other agencies

• Increased testing
➢ Opt-out testing
➢ Dried blood spot 

testing



Treatment locations
South Yorkshire, 
Bassetlaw & North Derbyshire 
Hepatitis C Operational 
Delivery Network (ODN)

Hospital outpatient clinic

Drug service outreach clinic

Planned drug service 
outreach clinic

Prison inreach service



Hepatitis C elimination

Increased number of 
patients cured

Improved treatments

Increased number of 
patients completing 

treatment

Increased number of 
patients starting 

treatment

• Peer support 

• Co-location of clinics

• Increased staffing

• Less clinic appointments

• Less blood tests



Outline

• Hepatitis C treatment: 

➢ Importance of treating hepatitis C

➢ Improved new treatment options

• Achieving hepatitis C elimination
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Good practice case study: 

community outreach

Mark Cassell

Hepatology Clinical Nurse Specialist, Barnsley Hospital NHS 

Foundation Trust



Hepatitis C Outreach 

Assessment and Treatment within Drug Services

Challenges, Solutions and Future Plans

M.CASSELL HEPATOLOGY CNS SEPTEMBER 2018



194 referrals BHNFT 08-16/07-17

DNA- 111 Attended- 83

Start tx- 44

• >80% of referrals from drug services 

• Many people undiagnosed or not linked into care and treatment

43%

57%

0%

attendance DNA

M.CASSELL HEPATOLOGY CNS SEPTEMBER 2018



• Current or previous substance miss-use 

• Alcohol dependence

• Homeless

• Multiple socio-economic issues 

• Dis-engaged from traditional healthcare services

• Mental Health  

M.CASSELL HEPATOLOGY CNS SEPTEMBER 2018



Engage the Dis-engaged Simplify Pathway-facilitate Access

M.CASSELL HEPATOLOGY CNS SEPTEMBER 2018



Improve access/pathway  - 1 full clinic day

If RNA +ve on BBV  offered  dual appointment alongside next opiate scrip 

Aim to offer ‘one stop shop’

Initial appt:

Educate - transmission/implications/treatment

Venous bloods

Request ultrasound (BHNFT)

Offer fibroscan (Hallamshire)

Utilise fib-4/APRI/AST/ALT if unable to obtain fibroscan 

F/U 6/52 with plan to start treatment

All f/u appointments dual with HCV/Opiate script

Claim HCV tariff as you would within secondary care 

M.CASSELL HEPATOLOGY CNS SEPTEMBER 2018



Nurse specialist transports medication from hospital 

pharmacy to clinic, in waterproof lock tie bags.

Log in/out within pharmacy for potential return

Document for signature of receipt of medication

M.CASSELL HEPATOLOGY CNS SEPTEMBER 2018



43%

57%

Secondary care referrals

Attended-83 DNA-111

56%

44%

Outreach, not dual script

attended-33 DNA-26

M.CASSELL HEPATOLOGY CNS SEPTEMBER 2018



92%

8%

Outreach, dual script appt, 
After 6 months

Attended-57 DNA-5

82%

18%

Outreach, dual script appt
After 12 months

Attended-167 DNA-37

M.CASSELL HEPATOLOGY CNS SEPTEMBER 2018
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• Work closely with drug services to improve BBV screening 

• Establsih service within Dearne drug service (Human kind)

• Dual service delivery with HIV/HCV 

• Introduce BBV screening within pharmacies, and linkage to 

care

• Broaden access to BBV screening across Barnsley to capture 

wider market, GP practices Health Centres etc

• Acquire local fibroscanner

M.CASSELL HEPATOLOGY CNS



ANY QUESTIONS ?



Good practice case study: DBS 

testing for HCV in South Yorkshire

Dr Alison Cope

Consultant Virologist, Sheffield Teaching Hospitals NHS 

Foundation Trust



Case Study 2: 
“What happens to my samples?”

Dr Alison Cope

Consultant Virologist STH

Viral Hepatitis Service



KP

Fitzwilliam Centre

• 35 years old
• Partner also IVDU (10 yrs)
• Safeguarding concerns for 2 children
• Social services involvement
• Children were looked after by alternative 

carers

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwiMnrys5_ndAhVK0RoKHVRdAMcQjRx6BAgBEAU&url=https://ubisafe.org/explore/transparent-clouds-raining/&psig=AOvVaw2h2U694Cvne6_9_9834_UJ&ust=1539189893692993


At The Fitzwilliam Centre

• Given advice about his housing situation

• Was given a methadone script

• Encouraged to use needle exchange to prevent BBV 
risks/transmission

• Saw a key worker who explained his risks and offered him a 
blood borne virus screen

• Initially declined ‘rubbish veins’, ‘hates needles,’ perceived low 
risk as ‘only shared with his partner’



Key worker offered a dried blood spot screening test 
for all 3 BBVs

• Appropriately labelled with 
client identifiers

• And with senders details
• Allowed to dry in air
• Posted to NGH labs



Laboratory Medicine NGH: May 2012

DBS re validated on new platform April 2014 



DBS rolled in buffered diluent overnight



Processed…..

• Serological tests

-HIV Ag/Ab

-Hepatitis B sAg

-total core antibody

-Hepatitis C antibody

• PCR

(Molecular test)

-Hepatitis C viral RNA
Lysed

Lysed blood sample 
obtained after 
overnight washing



DBS volume 
indicator…

(a guide but 
inaccurate)



Clotted venous sample for serology

• Study of antibodies or antigens 
in serum

• Tube contains separation gel to 
separate fibrin clot/cells/ from 
serum once centrifuged

• Aliquot stored frozen for 2-3 
years



Dried Blood Spots aren’t a new concept in 
screening….

June 2016 was the 100th birth anniversary of Robert Guthrie the acknowledged “father” of newborn screening and inventor 
of the “Guthrie cards.” Dr. Guthrie’s development of specially designed filter paper in 1962 allowed for easy collection, 
transport and testing of blood samples, which could be stored at ambient temperature.

http://www.spotonsciences.com/happy-birthday-robert-guthrie/
https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwidiu2i0vvdAhUHTBoKHTxYDZAQjRx6BAgBEAU&url=https://www.spotonsciences.com/knowledge-center/dbs-technology/&psig=AOvVaw0yPjFQqoxmZTkXduBO5kK4&ust=1539252909863664


DBS BBV results for KP

Clinical report:
Consistent with current HCV infection. Ensure a clotted blood sample is tested to confirm 
these findings and to quantify the viral RNA and obtain a genotype.



Integrated Blood Sciences Laboratory
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96 well micro-titre tray

1 well= 1 pt sample

Enzyme Immunosorbent 
assay



Antigen

Pt serum

Specific antibody
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HCV
Treatment 
discussion

Results conveyed



Referred for:
• medical assessment  
• ultrasound of his abdomen and 
• Fibroscan….

Fibroscan pressure score = 6.9 kPa so F0 to F1 fibrosis  
No significant liver scarring



• Specialist nurses made sure 
there were no adverse DDI

• Harvoni 8 weeks was 
sanctioned

• Drugs were ordered

• Patient was willing to attend 
for treatment and follow-up 
monitoring

Patient agreed to treatment course

Discussed at weekly MDT



End of treatment response



Post treatment follow-up

• Look for a sustained 
viral response (SVR)

• Negative HCV RNA by 
PCR at 12, 24 and 48 
weeks post treatment

• Currently only 
available on clotted 
samples

• Keep him on the 
straight and narrow to 
avoid re-infection.

-Passed his driving test
-Living with his son
-Employment in a prosthetic limb service 



What were the keys to his success?

• Access to support when he was at his lowest 
ebb

• Split from his partner who seemed to be 
badly influential

• The opportunity to get his children back 
under his guardianship in the future

• Presence of key workers (and now peer 
support) who offer encouragement

• Easy efficacious regimen to take, minimal or 
no side effects, one pill once a day



In summary

• You can explain to service users what happens to their samples. 
Outreach services the way forward

• Take the screening to those who for whatever reason cannot 
facilitate this for themselves

• Dried blood spots are not a novel concept, great screening tool but 
have some limitations. Limitations have existed since their launch 
in 1962!

• Clotted blood for virus quantitation and genotyping
• Clotted blood for post end-of treatment responses
• We need to know who sent the request and who needs the report!



Patient perspective

Rachel Battersby
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Peer panel discussion

Imran Shaukat

Peer Support Lead, South Yorkshire, The Hepatitis C Trust



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



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,



How can YOU help?

• I will encourage 3 people with an unknown status to get tested.

• I will discuss the benefits of the new treatments available to 3 clients living with Hep C

• I will test 3 clients



Workshop A: Identifying solutions to 

challenges faced by the ODN

Dr Ray Poll

Nurse Consultant for Viral Hepatitis, Sheffield Teaching Hospitals 

NHS Foundation Trust



Identifying solutions to 
challenges faced by the ODN

Dr Ray Poll

Nurse Consultant for Viral Hepatitis 

Sheffield Teaching Hospitals
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Operational 
Delivery 
Network 

Challenges faced by the ODN

Awareness Prevention

Testing & 
Diagnosis 

Linkage to care

Treatment

12/11/2018 112

All Party Parliamentary Group (2018) ‘Eliminating Hepatitis C in England’



Awareness

• Misconception re transmission risks

• Lack of symptoms and limited 
understanding of health consequences

• Side-effects of old treatment

• Injected 1-2 times many years ago and 
different lifestyle

• Stigma associated with drug injecting 
lifestyle

12/11/2018 113



Prevention

• Current level of needle syringe provision 
(NSP) not sufficient 

• Lack of resource preventing drug services 
engaging clients into oral substitution 
treatment (OST)

• Lack of in-depth knowledge re 
transmission

• Re-infection

• Treatment as prevention

12/11/2018 114



Testing and Diagnosis

• 40%-50% remain undiagnosed

• Uptake of testing/re-testing variable

• Difficult venous access

• Funding for testing

• Understanding the result

• Lack of knowledge amongst some GPs 
including risks

12/11/2018 115



Linkage to care

• Not referred and/or initiated onto 
treatment promptly

• Referral pathways complicated

• Excess number of appointments, tests 
and investigations

• Re-engaging patients lost to follow-up
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Treatment

• Running out of known and diagnosed 
patients to treat

• Several regimes depending on genotype 
and degree of liver disease

• Lack of knowledge re new direct acting 
antiviral (DAA) treatment amongst 
patients and non-specialist HCV staff

12/11/2018 117



Solutions

• 5 small groups for each challenge

• Identify solutions and who lead 
(hub/spoke hospital, CCG, drug service, 
etc)

• Feedback to whole group

12/11/2018 118



Awareness 1 

Misconception re 
transmission risks.

Service Users

Non- specialist Hep C 
Staff

Specialist Hep C staffThe Challenge

Possible solutions or intended changes in behaviour for:

Think about the challenge from each of the above perspectives

What might we 
do differently?

What do I need 
to know?

What is the 
behavior you want 

me to do?

What are my 
barriers to change?



Workshop B: Awareness and testing 

in drug services

Archie Christian

Pathways Coordinator, The Hepatitis C Trust



HCV Engagement through 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; both in service & 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



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)



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



Barriers:

1. Inconsistent criteria for PWIDS

2. Unrealistic appointment times

3. Location 

4. Transport

5. Communication barriers between 

patient & consultant

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

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. 

Static services not meeting the local need.

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



The Hepatitis C Trust

Imran Shaukat
Imran.shaukat@hepctrust.cjsm.net

If you are interested in peers at your service
Carrie.richardson@hepctrust.org.uk

Peer referral

mailto:Imran.shaukat@hepctrust.cjsm.net
mailto:Carrie.richardson@hepctrust.org.uk


Workshop C: Hepatitis C in prisons

Paul Moore

Health & Justice Public Health Specialist, Yorkshire & the Humber, 
Public Health England
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