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UK National

Screening Committee

Funding
and
reporting

A 4

The UK NSC advises

Ministers and the NHS in all four UK countries

A4
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Antenatal and Newborn

NHS Infectious
Diseases in Pregnancy
Screening Programme
(HIV, Hep B, Syphilis,
Rubella susceptibility)

NHS linked antenatal and newborn
screening programme for Sickle Cell
and Thalassaemia

NHS Fetal Anomaly Screening
Programme (Down’s Syndrome,
18*9-20*¢ weeks ultrasound)

NHS Newborn Blood Spot Screening
Programme (Cystic Fibrosis, MCADD,
PKU, Congenital Hypothyroidism,
sickle cell disorders)

NHS Newborn Hearing Screening
Programme

NHS Newborn and Infant Physical
Examination Screening Programme
(Eyes, heart, hips and testes in boys)
Young person and adult

NHS Abdominal Aortic Aneurysm
Screening Programme

English National Screening Programme
for Diabetic Retinopathy

These programmes are

English Screening Programmes

. Programme

[ Cancer screening

programmes

(managed by Prof Julietta Patnick,
Director, reporting to Prof Mike
Richards, National Clinical Director
for Cancer, Department of Health)

NHS Breast Screening
Programme

NHS Cervical Screening
Programme

NHS Bowel Cancer Screening

http://www.screening.nhs.uk

f
Antenatal and Newborn

Fetal Anomaly

Infectious diseases in
pregnancy

Sickle cell & thalassaemia

Newborn Hearing Screening
Wales

Newborn Bloodspot Screening
Wales

Newborn & Infant Physical
Examination

Adult

Breast Test Wales

Bowel Screening Wales
Cervical Screening Wale

Diabetic Retinopathy

Welsh Screening

Programmes

N

Antenatal and Newborn

Infectious Diseases in
Pregnancy

Fetal Anomaly Screening

Sickle Cell & Thalassaemia
Screening

Newborn Hearing Screening

Newborn Blood Spot Screen-
ing

Adult

Diabetic Retinopathy
Scottish Bowel
Screening Programme

Scottish Cervical Screening
Programme

Scottish Breast Screening
Programme

Scottish Screening
Programmes

Antenatal and Newborn
Infectious Diseases in Pregnancy

Newborn & Infant Physical
Examination

Newborn Blood Spot

Newborn Hearing Screening

Adult

Breast Screening
Cervical Screening
Diabetic Retinopathy

Screening Programme

Northern Irish Screening
Programmes
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WHO criteria for screening

* The condition sought should be an important health problem

e There should be an accepted treatment for patients with recognised
disease

e Facilities for diagnosis and treatment should be available
e There should be a suitable test

e The test should be acceptable

e The natural history of the disease should be understood
e There should be agreement on who to treat

* The cost of case finding should be balanced in relation to possible
expenditure on medical care as a whole

e (Case finding should be a continuous process

http://www.screening.nhs.uk
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Policy review process

Policy review due
(or significant new evidence
emerges)

| .
| }

1. Stakeholder identification 2. Knowledge update
| |

Review
required?

l

Yes

-

3. External review

No = No review at this time

4. UK NSC decision -

http://www.screening.nhs.uk 4
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Hepatitis B (policy currently under review)

The UK NSC policy on Hepatitis B screening in pregnancy

More Information

Hepatitis B and C are serious viral diseases which affect the liver and are blood borne. Both viruses may cause acute illness.
However, in the majority of children these viruses become chronic with liver damage only becoming apparent in adulthood. The
common way of spreading or acquiring the infection are babies born to hepatitis B or C positive mothers, sharing of
toothbrushes or razors amongst family members, or intravenous drug abuse.

Mothers can pass on their infection to their baby. An infected baby may develop liver problems later in life. This can be
prevented by immunisation of the newborn baby.

» Read more about Hepatitis B on the Contact a Family website

Policy Position

Screening should be offered to all pregnant women.

This policy is currently being reviewed as part of the UK NSC's regular review cycle of all policies.

The review process began in Apr 2011 and is estimated to be completed by Mar 2012.

Evidence Supporting the Policy

In August 2003, a publication Screening for infectious diseases in pregnancy was published by the Department of Health - for
standards on hepatitis B testing see Section 5: Hepatitis B (p10-11).

Stakeholders

British Society for Immunology

Health Protection Agency

Royal College of Obstetricians and Gynaecologists

The stakeholder groups will be involved when the policy is next reviewed. If you think your organisation should be added,
please contact us.

http://www.screening.nhs.uk 5




http://www.screening.nhs.uk/

http://cafamily.org.uk/medicalinformation/conditions/azlistings/l36_8.html

http://cafamily.org.uk/medicalinformation/conditions/azlistings/l36_8.html

http://www.dh.gov.uk/assetRoot/04/06/61/91/04066191.pdf

http://bsi.immunology.org/

http://www.hpa.org.uk/

http://www.rcog.org.uk/

http://www.screening.nhs.uk/email_us_form.php?contact=38



100,000 men
aged 50 offered
PSA testing

/ 80,000 take it up
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A flow chart for P Ca

3,420 screen (PSA)

-

positive
v \

3,056 biopsy

2,308 unclear result
(biopsy negative
PSA positive)

A 4

748 receive
treatment

v

281 life years saved
6,830 life years sexual dysfunction
540 life years urinary incontinence
290 life years rectal problems

http://www.screening.nhs.uk
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Case finding vs. screening

Identify High risk population Whole demographically defined population
Numbers Few people Lots of people

Epidemiology High prevalence Low prevalence

Test characteristics Diagnostic Less sens and specific

Testing schedule As required Periodicity important

Cost effectiveness

High (you hope!)

Low

http://www.screening.nhs.uk
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Case finding vs. screening cont.

Characteristics of

Patients (“sick” or seeking

well people

clients medical advice

Inform No formal information Formal information on benefits / disbenefits
offered

Invite None Formal process

Recall None Formal process

QA Very unusual Comes with deal. Formal

Failsafe None (or clinical follow up) | Formal systems

capture

Likelihood of benefit | High Low
for individual
Data non-systematic data systematic

http://www.screening.nhs.uk
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Protection
Agency

Hepatitis B vaccination in
England and Wales

Mary Ramsay
Health Protection Agency
Centre for Infections

Ruby Siddiqui, Nigel Gay, Susan Hahne, John Edmunds





Hepatitis B: what should we do? gz

Agency

Current policy:
« Selective vaccination of high risk groups

« Antenatal screening and vaccination of infants born to
positive mothers

Additional policy options examined:
 Universal vaccination of adolescents

 Universal vaccination of infants

— Assumed this was added to current antenatal screening and
vaccination






Hepatitis B In ethnic minorities s

Agency

« Prevalence of hepatitis B Is highest in those born
In high prevalence countries
— Not preventable by UK vaccination

* Universal antenatal screening and vaccination
will prevent vertical transmission

* But, emerging evidence that individuals born in
the UK to parents from endemic countries are at
higher risk of post-perinatal transmission






Possible options for vaccination L
of infants at higher risk

Agency

 Selective vaccination of those from ethnic
minority populations

— the “Dutch” approach

 Universal vaccination of infants in areas with
high proportion of ethnic minorities

— the “BCG” approach

« These options included in economic analysis






Hepatitis B vaccination i
data needed to inform UK policy

Agency

* Incidence of acute Iinfection

* Incidence of new chronic infection acquired in
UK

» Burden from acute symptomatic and new
chronic infection

— By age, sex and other demographics

e Current overall burden of chronic infection
— Reflects past UK and overseas exposure
— Limited bearing on current UK vaccination policy






Data sources used for et
economic analysis

Agency

» Laboratory reports of acute infection
— Used to estimate current incidence
— Adjusted for under-reporting
— Adjusted for asymptomatic infection

 Prevalence of anti-HBc
— Marker of past infection

— Used to estimate past / cumulative incidence in
UK born individuals





Laboratory reports of acute hepatitis B L o
England and Wales, 1980-2003, and 2008-10

Agency
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Protection

Acute HBV laboratory reports to Cfl e

By sex, 1990-2003 (2008-09)

1222 : = Female = Male

800 -

700 -

600 -

500 -

400 -

300 -

200 -

100 -

0 - I I I I I

O —~ N M T U OSSN0 00O — AN MTWHW O~ O
B e EaE RS =SB S
rrrrrrrrrr AN AN AN AN ANANNANNON






Health

Protection

Age distribution of acute HBV laboratory reports s
England and Wales, 1995-2003, 2008-09
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Estimating the true incidence of eath,
acute and new chronic hepatitis B

Agency

 Incidence of infection estimated from laboratory reports
— Allowing for under-reporting

— Allowing for age dependent chance of being symptomatic
(ranging from 5 to 60%)

* Incidence of chronic infection

— Allowing for age-dependent risk of becoming a chronic carrier
(ranging from 4 to 90%)

 Incidence in populations with origins in high prevalence
areas
— Anti-HBc survey of inner city children in four areas
— Analysis of laboratory reports using “names”






Number of chronic infections per acute infection by age
Accounting for proportion asymptomatic and proportion cleared

Acute infections per chronic
infection
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Incidence of hepatitis B in ethnic st
minority children

Protection
Agency

 Oiral fluid study of inner city children in four localities
(aged 8-11 years)

— Bury, Birmingham, Camden, Haringey

« Overall 14/5334 (0.26%) confirmed anti-HBc positive
— 8 born overseas (migrated between 5-10 years of age)
— Of remaining 6 all born to parents from endemic areas

— Of the 6 children, 1 had mother who was HBsAg positive, 3
had mothers with resolved infection

« Estimated annual post-natal incidence preventable
ONLY by a universal programme
— Maximum of 12.49 per 100,000 person years
— Agrees with analysis of laboratory reports based on “names”






HBV Markov model structure

[ Susceptible |
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Economic models for hepatitis B gz

Agency

« Highly dependent on assumed rate of
progression from chronic infection to cirrhosis
and other end-states

* Observed progression rates vary dramatically
— Taiwan (high) and USA (low)
 Model developed by Cfl that fits to both datasets

— Use six stage progression model (rather than two
stage model used by other groups)

— Allowing for older age at acquisition in USA than
Taiwan






Estimating progression to cirrhosis

Fitting data from carrier cohorts to:
1) HCC incidence in Taiwan and USA
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Estimating progression to cirrhosis

Fitting data from carrier cohorts to:
) HBV related mortality in the USA
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Cost and Health Utility estimates

HBV Status

Annual Costs
(£2007)

Mean reduction in health
utility

Acute hepatitis B (no liver transplant)

£2,279

0.01

Fulminant hepatitis

£5,451

0.50

Chronic HBV (carrier)

0

0.04

Compensated cirrhosis

£1,270

0.07

Decompensated cirrhosis

£10,179

0.45

Hepatocellular carcinoma

£9,071

0.50

Liver transplant (surgery + 15t year)

£52,076

0.49

Post-liver transplant (remaining life)

£1,889

0.29






Vaccine Costs — base case

Vaccine Costs
Infant — 3 doses @ £9 per dose
Adolescent — 2 doses @ £12 per dose

Administration Costs
Infant - £0.00 assumed (combined vaccine)
Adolescent - £4.48 per dose





Model-estimated HBYV burden
Annual birth cohort (334k males, 319k females)

Acute case 640 264 904 2.7 1.3 4.0
Fulminant Liver Failure 12 5 17 0.2 0.1 0.3
Fulminant Liver Transplants 2 1 2 0.2 0.1 0.4
Acute Deaths 3 1 4 20.1 10.5 30.6
Total Acute 656 271 927 | 23.2 12.1 35.2
Carriers 179 100 278 0.0 0.0 0.0
Cirrhosis 50 11 61 2.7 0.5 3.1
Decompensated Cirrhosis 21 4 26 2.5 0.4 2.9
HCC 13 3 16 1.0 0.2 1.2
Chronic Liver Transplants 3 1 3 0.7 0.1 0.8
Chronic Deaths 27 5 32 25.4 3.5 28.9
Total Chronic 293 123 417 | 32.3 4.7 36.9
Total 950 394 1344 | 55.4 16.7 72.2






Cost-effectiveness of vaccination strategies
Base case analysis

Cost per QALY gained (£)

£800,000 @ Males B Females O Males + Females
£700,000

£600,000

£500,000

£400,000

£300,000

£200,000

£100,000 ’_l_‘

£0 |

Universal infant Universal Universal Selective infant
adolescent (with adolescent (no
admin costs) admin cost)

Vaccination programme

Summary: No approach is cost effective at current vaccine prices





Sensitivity analysis

Threshold costs per vaccinated child

Base case

Incidence of
infection (200%)

Outcome of
infection

(Low % acute
High % chronic)

Discount rate

0%
6%






Assumptions / uncertainties ==

Agency

« JCVI paper reviewed by 6 hepatitis experts / 6 modellers
Main issues raised were:

We have not accounted for onward transmission
— Unlikely to be major importance given existing prevalence

Cost of treating chronic infections
— CEA is not affected by this - subject to own assessment
— If treatment is cost-effective — likely to reduce CE of prevention

Main influences on cost-effectiveness are
— Incidence (most recent estimates are LOWER)

— Progression rate (our approach fits to existing data better than
previous models)

— Discount rate (we use 3.5% as recommended by NICE)






Conclusions

* No strategy Is cost effective at current vaccine costs

« Universal infant programme could be offered at an
additional cost £4 per vaccinated child
— Would need to include vaccine AND administration costs

* The selective programme in inner city / specific ethnic
populations could be offered at higher cost of £11 per
vaccinated child

« Either approach could only realistically only be achieved
with infant combination

— UK has concerns about the currently available combination
vaccine (DTaP-IPV-Hib-HepB)






Invasive Hib infections by age and epidemiological Health

Protection
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HPA data to inform
hepatitis B and C testing

Mary Ramsay
Sam Lattimore, Sarah Collins
Sentinel Survelllance Laboratories






HPA Information on testing and [
diagnosis of hepatitis B and C

Agency

 Statutory notifications from registered medical
practitioners (changed in April 2010)

« Massive under-reporting

« Voluntary reporting from around 200 labs
« Chronic hepatitis B and C reportable from mid 1990s
* Moved to electronic reporting since mid 1990s
« Statutory reporting since October 2010

» Sentinel surveillance of hepatitis testing
« Collects information on test negatives and positives






Laboratory reports of confirmed hepatitis B and C Health
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Sentinel surveillance of hepatitis testing eEE.

Agency

* Running in between 18 and 27 centres since
2002

* Hepatitis testing data electronically extracted
from laboratory system

* Most hepatitis B and hepatitis C markers

collected
— HBsAg, total anti-HBc, anti-HBc IgM, HBV DNA
— anti-HCV, HCV RNA

« Analysis by basic demographics, requesting
service type, laboratory markers etc.






Coverage of sentinel survelillance

Key: Site participation

@ Active - trend 200209
2 Active - trend 200509
@ Active

© HNot currently active

Preston

Manchester

Liverpool (2)

Chester

Birmingham

Bristol

Newcastle (2]

Brighton
Portsmouth

Leeds {2}

Hull

Grimshy

Hottingham

Percentage of population
covered by sentinel
surveillence laboratories

B 60 - 79% coverage
I 10 - 59% coverage
[ 20 - 39% coverage
[ 1 0-19% coverage

Cambridge

London participating centres
HPA Cent
L> | ondon (9) for Infeinne North Middlesex
UCH St Bartholemew's
Horthwick King's
Park College
Ealing .
Ashford Hospital St George’s
Chelsea &
Westminster






Overview of 2010 HCV data ==

Agency

« Total of 162,119 individuals had primary diagnostic test
for anti-HCV by venepuncture
— Children under one year excluded

« A further 3,054 individuals tested by DBS in 3 sentinel
laboratories (mainly from drug services)

« Aggregate data also supplied from 6,733 OF/DBS tests
done by Concateno (also mainly drug services)

» Additional 18,063 individuals tested in sentinel labs but
samples referred from other labs
— 8,332 for primary test, 9731 for confirmatory test






Trends in anti-HCV and HBsAQ testing, -
sentinel laboratories 2007-2010

Agency
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Trends in numbers of anti-HCV tealth

{
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Proportion of individuals testing positive gz
by selected service type

Agency
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Trends in RNA testing in anti-HCV 2

Protection
Agency
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Injecting drug use and HCV testing s

Agency

 Clinical/exposure details collected very limited
— Some clinical information for around 36%

— Around 3% of those with clinical information specify
IDU (mostly not from drug services)

— Of total of 5,679 with IDU specified, 1,890 (33%) anti-
HCV positive

« Also 8,439 individuals tested from drug services
— 2,027 (24%) of these are anti-HCV positive
— Also have data from DBS and OF testing






Trends in sample type tested, -

Agency

combined data from drug services ==
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Ethnicity analysis

Ethnic status not routinely available in lab
systems

Name Is available for most (75%) samples
— Exception is GUM clinics
Able to classify ethnicity based on name

— Initially used Nam Pecham
— Now using Onomap

Analysis by ethnic group and service type





Proportion testing positive by
ethnic status - general practice

10.00% -
9.00% - = Anti-HCV positive
8.00% -
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6.00% -
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0.00% -
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Other HPA data / resources =

Agency

« Routine national collection
— Prevalence of anti-HBc and anti-HCV in IDUs
— Prevalence of HBsAg and anti-HCV in blood donors
— Prevalence of HBsAg in antenatal women
— HBsAg in babies born to HBeAg positive women
— Acute hepatitis B survelllance

 Potential future data collected could include

— Chronic hepatitis B follow up in local HPUs

— DBS testing for all babies born to HBsAg positive
women
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Brief for the presentation
-

e Current situation regarding testing for BBVs in
English prisons;

e What from an organisational perspective are the
barriers and facilitators to testing in prisons;

e Any interventions that you know of that have
Increased the promotion or offer of testing in prisons;

e An insight into treatment pathways for prisoners/
your view on appropriate management of HCV (or
HBV) in prisoners;

e Any work you are aware of to increase the promotion
or offer of testing in prisons;

National Offender DH Department
K, of Health

AUS JUSTICE Management Service





Context
]

e Prisons are important settings for blood-borne virus
(BBV) prevention and control because the
prevalence of HCV and HBV is high among
prisoners and risk behaviours associated with
transmission are practised.

e In England and Walles, the prevalence of anti-HCV
and anti-hepatitis B core antigen (HBc) among
prisoners in the late 1990s was 7 and 8%,
respectively (Welld et al, Commun Dis Public Health
2000;3:121-26 ).

) Vol ry National Offender j
=54 JUSTICE Management Service ‘D H gfeﬁgc’;;gzent






Policy
—

e Active case finding among prisoners for BBV
Infection has been central to OH policy for
many years now;

e [For same reasons, Hep B vaccination of
prisoners has long been recommended
(JCVI) and this has been supported by both
funding and policy from OH and partners in
NOMS.

3.3 Ministryof National Offender j
=% JUSTICE Management Service ‘D H gfeﬁgc’;;gzent






Prison Infection Prevention Team
o

e In 2002, Offender Health commissioned the HPA to
establish the PIP Team to monitor hepatitis B
vaccine delivery in prisons in E&W.

e Responsibility for the Prison Hepatitis B Vaccination
Monitoring Programme passed to the NHS on April
1st 2010.

e Current work focuses on coordinating the
surveillance of infectious diseases affecting the
prison population.

(% ry National Offender DH Y De
¥k ‘ , partment
& JUSTICE management Service ( of Health






PIP Team Current Objectives
c_—

e Objectives:

- Provide monthly information to prison health care, HPA front-line and OH Public
Health Staff on reported number of cases /incidents/outbreaks of infectious disease in
prisons (Prison Log sheet).

- Respond to telephone/e-mail enquiries re: prison infectious disease matters from
prison health care staff, HPA front line staff and others.

- Co-ordinate the rapid collection & dissemination of information to key partners when
outbreaks/incidents occur in prisons.

- Provide regular information to prison healthcare staff on infectious diseases affecting
the prison population through the quarterly bulletin on infectious disease, ‘Infection
Inside’'.

- Improve reporting of reportable diseases in prisons.

- Facilitate development of policy for infection prevention in prisons.

e http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/Prisonin
fectionPreventionTeam/

‘ DH Y Department
of Health



http://www.hpa.org.uk/web/HPAweb&Page&HPAwebAutoListName/Page/1203582653471

http://www.hpa.org.uk/web/HPAweb&Page&HPAwebAutoListName/Page/1203582653471

http://www.hpa.org.uk/web/HPAweb&HPAwebStandard/Page/1287145637214



Dm Department I Q
of Health g H?:tlgc‘tioﬁ
Agency

Health protection in prisons

2009-2010 report

Ministryof National Offender ‘ DH Y Department
of Health

2 JUSTICE _Management Service





Sentinel Surveillance of Hepatitis
Testing Prison Study 2009/10 Report

e Data on HBsAg, anti-HBc and anti-HCV testing in
English prisons were obtained from the Sentinel
Surveillance of Hepatitis Testing study, which
collects data on hepatitis testing from sentinel
laboratories in England.

e Data were available from 16 laboratories
performing testing for 39 prisons (30% of the prison
estate).

e Between 2005 and 2008, 10,723 people were
tested for anti-HCV (n=9,965), anti-HBc (n=5,175)
and HBsAg (n=8,416)

(% ry National Offender DH Y De
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& JUSTICE management Service ( of Health






Figure 2: Geographic distribution of centres who have / - l
participated in the Sentinel Surveillance of Hepatitis Testing £ Protection

Agency

~-

Hey: Site participation
@ Active - trend ZUUZ2-10
@ Active - trend 200710
@ Active

2 Not currently active
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Results
G

e Between 2005 and 2008, 2,413 (24.2%) people tested positive
for anti-HCV and 714 (13.9%) for anti-HBc.

e Out of 5,151 people tested for anti-HBc, 4,433 were also tested
for HBsAQ; of these, 107 (2.4%) tested positive for HBSAQ.

e Between 2005 and 2008, testing increased 35% for HBSAg
and 47% for anti-HCV.

e The proportion testing positive for anti-HCV In prison decreased
slightly, from 26% in 2005 to 23% in 2008, and there was no
significant change in the proportion testing positive for HBsSAg.

e This suggests that people are increasingly accessing anti-
HCV testing through prison services, and that testing may
be being extended to individuals at relatively lower risk of
infection.
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Figure 3
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Update:"Sentinel Surveillance on Hepatitis
Testing in England : PIP Team Report
Current Draft for 2011/12.

e There are 27 sentinel centres nationally of which 21 submitted
data to the survey.

e 19 of these laboratories perform testing for 45 prisons
compared to 16 laboratories testing for 39 prisons in 20009.

e Only 2010 data is available and this shows that 2,958
prisoners were tested for hepatitis C and 434 were found to be
positive (14.7%). This represents the second highest proportion
of positivity out of all service types with the exception of drug
services which is slightly higher (17.7%).

e Cases found to be hepatitis B positive in prisons are far fewer
than hepatitis C with only 0.9% of case found to be positive
during 2010 compared to the 1.6% national average across all
service types.
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Number of individuals tested, and proportion positive, for anti-
HCV by service type, trend centres 2009 to 2010

2009 2010
No. tested No. positive No. tested No. positive (%)
(%)
Prison setting 3,241 547 (16.9) 2,958 434 (14.7)
Total tested 151,103 4,125 (2.7) 144,430 3,622 (2.5)

Ministryof National Offender ‘ DH Y Department
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Number and individuals tested, and percentage positive for HBSAg by

service type, excluding antenatal testing, trend centres 2009 to 2010

2009 2010
No. tested No. positive | No. tested No. positive (%)
(%)
Prison setting | 2,834 38 (1.3) 2,641 25 (0.9)
Total tested 178,597 2,692 (1.5) |171,840 2,740 (1.6)
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PIP Team Direct Reports from HPUs
o |

Reports in 2010 Reports in 2011

Hepatitis B acute 2 Hepatitis B acute 2
Hepatitis B chronic 23 Hepatitis B chronic 50
Hepatitis C 106 Hepatitis C acute 1
Hepatitis C (PCR) 9 Hepatitis C 289
Hepatitis E 1 Hepatitis C (PCR) 89

Hepatitis E 0

National Offender DH Y Department

of Health
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Hepatitis C in the UK

2011 Report

~aese, Heath CHCT | st oo ) Public Health
S50 Protection NHS | Pubiic Heate 4 Agency
“see” Scotland
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Figure 8: Number of people tested for anti-HCV by vear, and 4 o Y
proportion positive, via prison services in 21 sentinel @ Protection
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Data source: Sentinel surveillance of hepatitis testing.
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Prison Health Performance and
Quality Indicators

e Performance measures of delivery of high quality
healthcare in prisons developed by Offender Health
In 2007;

e Where possible, prison/PCT partnership board are asked tp
provide evidence to support the data set using the emerging
electronic information systems within prison healthcare units
e.g. SystmOne.

e Data was provided directly to PIP Team re: Hepatitis B vaccine
coverage until April 2010 when function taken over by NHS SW
on behalf of Offender Health.
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PHPQIs for PUBLIC HEALTH
e

1.33 Hepatitis B Vaccination of Prisoners

Green Indicator

e Hepatitis B quarterly reporting confirms that the prison achieves Hepatitis B vaccine
coverage of 80% or more for all new prisoners received into the establishment in the three

months prior to the reference date.
1.34 Hepatitis C
Green Indicator
The following are all evidenced:

1. Hepatitis C policy agreed by the PCT/Prison Partnership Board, including as a
minimum, health promotion, criteria for offering testing and a care pathway with clear
criteria for referral to specialist treatment where this is indicated.

2. Access to information on harm minimisation, provided through both healthcare and
education programmes

3. All those at risk are offered confidential screening for Hepatitis C: the numbers of
tests performed should be recorded.
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NHS South West PHPQIs Hepatitis B Vaccination Programme
Monthly Monitoring & Hepatitis C Screening

Prison
PCT
Quarter 2. 1st July to 30th September 2011
Hepatitis B vaccination Hepatitis C screening
MM/YY = n Vaccine Uptake Declined Already Vaccine Hep C tests
1% © > . -
s © 3 Vaccinated coverage ™ performed
= o = o ] 2 cc
S 5 8S®> 25 3= S
o o 2 s £ ° E s 2
° = < > 5 S o o S S @ PR
= 3 £ T e 5643 °E g3 e
25 S £ 853 % 2= IEs
53 = <5 > 883 R cf2
= >
2 S = = S =228 25 (%) (%) (%) (%) =33 (%)
Apr-11 100 0.0 0.0 0.0 0.0 0.0
May-11 100 0.0 0.0 0.0 0.0 0.0
Jun-11 100 0.0 0.0 0.0 0.0 0.0
Quarter 1. 300 0 0 o] 0 0.0 0.0 0.0 0.0 0.0 0.0
R B R Vaccine uptake (%) =
Vaccine Uptake (%): this describes the % of eligible prisoners vaccinated (i.e. excluding those who refuse vaccine and those . o .
X No. vaccinated (within 31 days of reception) x 100
already vaccinated). -
Throughput — no. of refusals — no. already vaccinated
Declined (%) = No. declined x 100
Declined (%): describes the percentage of eligble prisoners who decline the hepatitis B vaccine .
Throughput — no. already vaccinated
Already vaccinated (%): describes the percentage of prisoners who have already received three or more doses of hepatitis B Already vaccinated (%) = No. already vaccinated x 100
vaccine on entering the prison establishement Throughput
Vaccine Coverage (%): describes the overall level of protection for prisoners passing through the system. This calculation has Vaccine coverage (%) =
been chosen nationally to monitor prison performance in line with the PHPQIs. It All PCT/Prison Partnerships need to ensure that No. vaccinated (within 31 days) + no. already vaccinated x 100
80% or more is achieved for ‘Green’ status. Throughput
Hep C tests performed (%) =
Hep C tests performed (%): number of Hep C test performed within 31 days of reception No. of Hep C tests performed x 100
Throughput
Name Date Signature
Prison healthcare manager
PCT performance lead
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1.28 Hepatitis B vaccination —

49% green status in 2011, 36% Iin
2010 (due to introduction of web
based system for reporting)

Overall Results - All Prisons

1.1 Patient Safety
1.2 Healthcare environrment

1.4 Chronic dizeasze an;-Ilan;:qgefnaiimecgn;nd‘?gjsfznjzt 129 Hepatltls C = 59% green
o3 ] o status in 2011, 32% in 2010 (due

s e e to introduction of web based
e et i system for reporting)

1.11 Equality and Hurman Rights

1,12 Service usar invalvernaent

1.13 Health needs assessment

1.14 Accezs and waiting tirmes

1.15 Prison dentistry

1.16 Substance Mizuse Activities - IDTS

1.17 Aalcohol Screening, Intervention and Support
1.18 General health azzessmeant

1.19a Services for Children and ¥ounger people [un...
1.19b Services for Older Adults (not w31 Estata]
1.20 Services for Adult Wormen

1.21 Prirmary care mental health

1,22 Suicide prevention

1.22 Care Programrme Approach Aodit

1.24 Access to specdialist mental health zervices
1.25 Section 117

1.26 Mental Health transfers

1.27 Learning Dizability

1.28 Hepatitizs B Yaccination of Prisoners

1.29 Hepatitiz C

1.20 Health Promotion Action Groups

1.21 Sexual Health

1,22 Communicable dizease contral

40, 01% S0,02%
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National survey of hepatitis C services
INn prisons

e The PIP team, Offender Health and the National Liver Strategy
Team undertook a survey between September and November
2011 to map existing provision regarding hepatitis C services in
prisons across England.

e Out of 128 prisons where information on hepatitis C services
was requested, 110 responded (86%).

e Data still being analysed, so these presented are preliminary
findings;

e Testing going on in all 110 prisons responding. This is an
Improvement compared to the 66% of prisons which were

testing for Hep C in 2007 (previous prisons survey through
HPUS);
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Hep C Survey Preliminary Results
-

e The overwhelming majority of prisons (99%) reported using venous
blood sampling for testing but only 40% of these have the local
laboratory automatically testing for PCR.

e 74% of those surveyed have a written pathway in place to describe
what happens following a positive hepatitis C result.

e 41% of detention centres refer prisoners to outpatient hospital
appointments;

e 54% of detention centres have an in reach service provided by the
local hospital,

e 23% of prisons provide treatment in house overseen by the prison
doctor;

e The vast majority of prisons (86%) do provide follow up for
prisoners being discharged into the community but this may
simply involve giving a letter to the prisoner to give to their GP on
release.

S5 Ministryof National Offender j
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Hep C Prison Survey Results cont’d
c ]

e 949 Hepatitis C positive prisoners were referred for assessment
by specialist NHS providers in 2010;

e 252/949 (27%) were put on treatment in 2010;

e [or ongoing care and treatment, 41% of the 110 prisons
responding use out-patients services in community based
NHS providers;

e 549% use in-reach services (some through GUM clinics)

e Usually medical hold is put in place when patient under
treatment but there is some informal evidence of cases where
problems with continuity of treatment when prisons transfer.

2% Ministryof National Offender
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Total prisons surveyed 128

Number responded 110 86%
No. testing via DBST 11 10%
No. testing via venous blood 109 99%
No. testing via oral 2 2%
No. automatic PCR testing 44 40%
No. with written pathway in place 82 74%
No. treating via hospital outpatient 45 41%
No. treating via hospital in reach 59 54%
No. treating via prison doctor 23 21%

3 JUSTICE Management Service
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Results of national survey on Hepatitis C service
provision in prisons in England in 2011.
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Health Promotion Materials

BRITISH

FOR HELP AND Liver
INFORMATION : :
« if you think you've put
m GUM dlinic, E?uoril;;t risk, get a
P or hospital o
e » you will need all your jabs
. e R —— to be fully protected « don't spread BBVs to your
family, your mates and
other le you share \
Needle Exchange Space 'ﬁ:’lﬁ’ Yo
e z
British Liver Trust R ;
2 Southampton Road ’
Ringwood BH24 1HY
Free helpline: = * treatments are available
0800 6527330 L: for all BBVs
www.britishlivertrust.org.uk
 get a booster after 5 years * the sooner you get
R o, treatment, the better
NHS e still use a condom and
' don’t share equipment  don't ignore them,
SO — don't let other BBVs in take control

(D Department
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sk Sl B " of Health
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BRITISH

friat EPATITIS B,
EPATITIS C

" & HIV »
spread through infected
blood and body fluids

PLAY SAFE

e Always use a condom [}/

» Use plenty of lube

» Bleach or disinfectant
tablets can help if you
have to reuse — clean

* Piercing or tattoo equipment before and cfter

» Razors, clippers, even toothbrushes

GET TESTED AND GET YOUR HEP B JABS
- ASK A NURSE TODAY

GUM dink,

For help and information H ool

British Liver Trust free helpline: 0800 652 7330 www.britishlivertrust.org.uk
supported by -g

2 Southampton Road Ringwood BH24 1HY

© Britsh Liver Trust 2009 Regstered Charty: 298358

HEPATITIS B

WANTS TO DO YOU DAMAGE

f ' M It spreads through infected
: : blood and body fluids

and attacks your liver

TAKE CONTROL, GET VACCINATED

1st JAB 2nd JAB 3rd JAB } 4th JAB
DAY 0 DAY 7 DAY 21 q YEAR

You’ll need:

* ALL your jabs to be fully protected
* atopupat5 years

If you think you have put yourself
at risk, get tested

Talk to your doctor or nurse today

For help and information

GUM diinic,
your GP
or hospital

British Liver Trust free helpline: 0800 652 7330
www.britishlivertrust.org.uk
2 Southampton Road Ringwood BH24 1HY

©® Brktish Uver Trust 2009 Regatered Charty: 298358
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Agency

Health Promotion Literature/Media in Prisons

Resource
Organisation Type Health Promotion Message Contact/'Website
British Liver Trust Leaflet Wise up io BEVs
Poster Hep B, Hep C & HIV
Hepatitis B — Wants to do you
Poster damage http-iwwiw. britishliverirust org .uk/homeforder-rasources/blocd-borne-virus-awareness-seres. aspx;
& Mew Dirsction’ (Health promotion
HIT Crganisation Leaflet for prisoners on release) hitp:ttwwree hit.org uk/puslicaticnsBySubject aspPsubject=Sexual-HealthSzub=15
Are you Prejudice? Leaflet HIV and hepatitis in UK priscns http:wwew. arevouhivorejudiced crg/information-and-Fescurces/Prisons. aspx
Tackling Blocd Borne Viruses in
Leaflet Prizon hitp-tiwwwe arevouhivorejudiced. crg/informaticn-and-Resources/Prisons aspx
Terrence Higgins Trust Leaflet HIV & AIDS (A booklet for prisoners) | hifo-Uwwe thi org uk
ABC of HIV A guide for prisoners
MHS Argyll & Clyde Leaflet written by a prisoner htto-/www achib scotnhs uk
Stay Clean and Stay Safe! (Using
Scottish Prison Service Leaflet sterilising tablais) hito:ifwww. sps.gov.uk
Shropshire & Staffordshire Hep C — What's it all aboui? Guids
NHS Leaflet for prisoners hitp-twwiee scuthstaffehealihcare nhs.uk
The viruses — Those microscopic
menaces of the human bodies — A
rather rude guide for drug injectors.
Lifeline Leaflet HIV.HEP C & HEFP B http:liwww lifeline org. uk/nels BEWs php
Various information/bocklets on
Mational Treatment Trust Leaflet harm reduction hitpcifwww.nta.nhe ukfpublications
NHS UK ovD Inside & Out www hepe nhs uk
Leaflet/Playing Being disiributed to all prisons by the end of March 0% — Contact Rachael Hunter & Paul Hayton for
DOHIOffender Health Cards Get out of Jail BBV Fres details Paul Havtonfdh.gsi.gov.uk or Rachael HunteriDdh.gsi.gov.uk
BBVs= are bad company — Stay BBV
Leaflet Frea! htto e dh oow uklen’Hesltheare Offenderhaalihiindes hitm
Prison Infection
Prevention Team Various Warious Prison Health Information htto-iwww.hoa gov.ukiprison team
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Prevention of infection and communicable
disease control in prisons and places
of detention

A manual for healthcare workers

H Y Department
-~ of Health





http://www.nat.org.uk/Information-and-Resources/Prisons.aspx

Tackling Blood-Borne Viruses in Prisons

Dm Department
of Health

e National AIDS Trust (NAT) recently
released a 2011 update, in consultation

I u{:k'ing Blood-Borne with an expert advisory group, which

included experts in prison health,

\/; H - communicable diseases and genito-

viruses In Pnsons urinary medicine, as well as prison

A framework for best practice in the UK governors and orgar_usatlo_ns WhO_ prowde
support to people living with HIV in

prisons.

e Worked closely with Offender Health,
whoI fully support the framework and its
goals.

e This practical guide is a useful tool for
those who have responsibilities for the
health and well being of prisoners and
prison staff in the UK and gives clear
direction and examples of what needs to
be done to improve the UK's response to
blood-borne viruses in prisons, setting
out best practice from the moment a
prisoner enters the system until after
their release.

National Offender
DH

Department
of Health
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The Prison Pathway
c--

Phase One (custody period = one month or less)

AIMS ACTIONS
+ Continue HBV vaccination programme Continue:
» Initiate follow-up of prisoners at risk + HBV vaccination schedule
* Avoid disruption to treatment and care + Awareness-raising about BBVs and BBV testing.
* Provide access to sexual health services and All prisoners:
BRSO el e » With a BBV are under specialist care where
For detailed information about Phase One see appropriate
page 17. »  Who need it are under clinical substance

misuse care and CARATS support
*  Who need them are given regular access to
condoms and/or disinfecting tablets.

Prisoners with a positive result:
* Quickly linked into relevant care and referral
to other specialists as appropriate.

Ministryof National Offender
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+ Enable prisoner to make informed appraisal of risk

* Enable prisoner to access voluntary BBV testing

» Establish secondary care treatment pathways
where required

» Enable prisoners to practice ongoing risk reduction

» Provide access to sexual health services and BBV
testing and/or treatment.

For detailed information about Phase Two see
page 17.

National Offender

Prisoners provided with:

*  Opportunity for individual discussion with
healthcare professional on personal BBV risk

» Offer of voluntary BBV testing

+ Ongoing access to condoms and disinfecting
tablets.

Prisoners with a positive result:
* Quickly linked into relevant care and referral to
other specialists as appropriate.

Department
of Health
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+  Ongoing medical treatment and care for those:

living with BBVs

» Ongoing risk reduction for all

* Provide access to sexual health services and
BBV testing and/or treatment.

For detailed information about Phase Three see
page 18.

Prisoners with BBVs have:

« Stable treatment relationships established with
secondary care services
» Access to psychological/social support.

All prisoners have:

* Ongoing access to condoms and disinfecting
tablets

* Ongoing access to information and advice
on personal risk reduction (including HBV
vaccination for those not previously covered by
super-accelerated programme).

Ministry o National Offender
JUST|CE Management Service

‘ DH Y Department
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Continuity of care for those in HBV
vaccination programme or with outstanding

test results
Continuity of care for those on BBV
treatment.

For more detailed information about Transfer
see page 19.

S S =l On= medieal fecords are up o
date.

Flag up to the new prison about any

prisoners who:
*+ Need to complete HBV vaccination
programme

+ Have outstanding BBV test results

+ Are on BBV treatment (this is particularly
important for those with HIV where
treatment adherence is essential).

Ministry o National Offender
JUSTlCE Management Service
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Resettlement

AIMS

ACTIONS

* Integration of BBV-related issues into
resettlement planning.

For more detailed information about
Resettlement see page 19.

For prisoners with BBVs ensure:

Awareness of BBV-related needs

into planning for accommodation,
employment, training/education, family/
social support

Liaison with secondary care providers in
advance where possible

Links made with a GP in the community
Adequate supplies of medication to cover
transitional arrangements

Sign-posting to local and national BBV-
related support services.

For all prisoners ensure:

Prisoners are informed about identifying
and registering with a GP in the
community

CARATS referral to community substance
misuse services where necessary.

National Offender

&3 JUSTICE Management Service
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Conclusions
o

e Prevention, detection and management of infection with BBVs is a key
policy priority for OH;

e Evidence suggests offer and uptake of testing in prisons has increased
significantly in recent years;

e Partnership work with a range of other stakeholders has improved
guantity and quality of health promotion resources available to both
staff and prisoners;

e \We must resist urge to call such activities ‘screening’ when more
properly described as ‘active case finding'.

e More work needed, especially on continuity of care and provision of
care in community settings for people diagnosed in prisons.

S5 Ministryof National Offender j
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HEPATITIS B & C IN CHILDREN
Ways to promote and offer testing

Jaswant Sira, Deirdre Kelly
The Liver Unit
Birmingham Children’s Hospital
Birmingham
UK





Viral Hepatitis B & C in children

e \World wide diseases

Acute Infection
— Rare in childhood

Carrier Status

— Chronic Asymptomatic Infection
Lifetime risk of chronic liver disease
Hepatocellular Carcinoma





Children with HCV & HBV
in the UK

eNo accurate figures for numbers of infected
children

eChildren screened/referred on ad-hoc basis
eShamaz Ladhani (HPA)

Surveillance of children with Chronic HBV
eHelen Harris (HPA)

National HCV register





BCH HCV/HBV Referrals
1990 - 2011

HBV HCV
Total case load 359 201
New referrals 2006 - 105 66
2011
Median Age (yrs) 9.3 5.2
Ethnic Origin
Caucasian 9.5% 53.0%
Eastern European 3.8% 9.1%
SE Asians 34.3% 31.8%
Chinese 17.1% 1.5%
African 28.6% 0%
Arab 5.7% 0%
Mixed 1% 4.6%






BCH — HBV Vaccine Failures

1997-2011:

Vaccine failures 40

Born in UK =39/40

M25 : F15

Incorrect vaccine schedule = 23/40
Correct schedule =11/40





Natural history of Chronic Hepatitis
B in the West Midlands 1984-2000

Never vaccinated Vaccinated
N =49 N=24
Age yrs (Range) 12.5 (2-20) 5.6 (2-10)
M:F 26: 23 13:11
HbeAg +ve 29 (59) 19 (80)
Mean HBV DNA 122 (0 —-527) 170 (0-616)
Immune (%) 3(6) 0

Boxall EH, Sira J, Kelly DA. Arch Dis Child Fetal Neonatal Ed. 2004; 89: 456-60;
Boxall EH, Sira J, EI-Shukri N, Kelly DA. J Infect Dis 2004 ; 190: 1264-1269





Children with HBV
in the UK

Shamaz Ladhani (HPA)

eSurveillance of children with Chronic HBV

448 childhood CHB cases in England

eEstimated prevalence of 4.6/100,000

195/448 (44%) referred to a specialist centre
325 children:164 (50%) overseas
Sub-Saharan Africa/Eastern Europe.

216 (66%) asymptomatic:

60 (18%) antiviral therapy

Co-infection (9)





Epic B Study of HBV infection in

children

Asian Western

n= 961 n=679
Median Age 12 12.5
Vertical 45% 28%
Transmission
Failed Vaccination 57% 37%
HBeAg pos 63% 45%

Kelly D, Jonas M, Pediatric epidemiological study for chronic hepatitis B (CHB) across the world AASLD 2011





Hepatitis B Carriers

Monitor to prevent/treat complications

Consider intervention with antivirals to
prevent future liver disease

Provide education/counselling

Maintain “normal” life
— School/nursery
— Career choice





Choice of therapy for Hepatitis B

Treatment effective in 25-30%

EMA guidelines

—Treat only in clinical trial vs placebo
Interferon/Pegylated IFN

Nucleoside Analogues

— Lamivudine (licensed > 12yrs)

— Adefovir (not recommended in children)
—Tenofovir (licensed for HIV)
—Telbivudine / Entecavir (trials)





Need for identification of HBV
in children in UK

e Main infection route
e |[mmigrants:
» Eastern Europe/Africa/S Asian
e Vertical transmission from mother
* Failed vaccination
e Less likely to clear spontaneously than adults
e Therapy only 30% effective
e Source of infection to close contacts
* Prevention of infection before risk behaviour





Hepatitis C - Children

Referrals to BCH — UK trend

14
12 -~

10 -

H Blood Transfusion

EH Other

E_ ]
I I il Vertical
0 II IIIII | I | I 118

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

£

It

Increasing trend of referrals of vertical transmission in children





Spontaneous seroconversion compared to
route of transmission (BCH)

Number of children

IN
o
]

Vertical Blood products

MODE OF TRANSMISSION

m HCV ab +ve,
PCR -ve

= HCVab +ve,
PCR +ve





Response to combination therapy with
Peg IFN/Rib (24-48 w) in children with

N

Wirth 61
Jara 30
Schwarz 55
Sokal 65
Wirth 107

Hepatitis C
All %

59

50

53

63

65

1(a&b)

48

44

47

59

53

2/3
100
100
30

100

93





Treatment outcome in children treated
for HCV in UK n=(75)

No response n=13

SVR n=52 (76%)






Need for identification of HCV
In UK

* Main infection route
— Vertical transmission from IDU mother
—Immigrants: Eastern Europe
— Less likely to clear spontaneously

* Effective therapy
—90-95% for Genotypes 2& 3
—70% for Genotype 1

— More effective with direct acting agents
(telaprevir/boceprevir)





To identify the prevalence of BBV’s in
young people involved in at risk behaviour
in Birmingham

Aim
e To establish care pathways / health promotion

e Counselling/education/vaccination
Subjects and Methods

* All clients attending YPSMS (10 — 18 yrs) on
active list (potentially 250 clients)

* Non-randomised, quantitative study

— Descriptive questionnaire to ascertain risk
behaviour





BBV Study-Results

* 170 young people were approached
* 65 (40%) were enrolled
* median age = 17.2yrs
* F:28; M:37
*Ethnicity- Caucasians 43/65
*Risk behaviour :
" 6 |V drugs users
= 58 cannabis users
= 59 had multiple sexual partners
»40 (1 - 5) sexual partners
» 19 > 6 sexual partners
=" 51 engaged in unprotected sex





Serology Results

56/65 negative for HBV, HCV, and HIV
8 HBV immune following vaccination
1 naturally immune
Young people had been vaccinated
on an adhoc basis

HBV vaccination was recommended to

non-immune young people
Declined by most

* inconvenience

e disclosure to GP’s





Summary of BBV study

* Most common risk for BBVs in young
people:
— Un-protected sex /multiple sexual partners
* Difficult to approach young people
because of lack of awareness in care
workers
* Refusal to accept screening of BBVs
— Fear and inadequate counselling





Conclusion

Prevalence of BBVs was low in this group of young
people involved in high risk behaviour, but is a problem
in adults.

Window of opportunity
Important to implement effective HB screening for
young adults at risk to educate and vaccinate

Recommendation
Better awareness and education about prevention of
BBVs for key workers and young people.





Saliva study to determine prevalence of HBV
in children 7-11 years

Aim
* To estimate horizontal transmission of hepatitis B in

children born in the UK preventable by hepatitis B
Immunisation

Subjects and Methods

5000 school children in inner city areas
 Manchester/Birmingham/ London (2 centres)

* Saliva samples tested for anti-HBc

* Recruitment-Interactive presentation at schools





Birmingham Saliva Study

14 schools visited

2097saliva samples

60% uptake from schools

11 (0.5%) children antiHBc positive

1 HBsAg positive - born abroad

2 naturally immune (one born abroad)
Effective method of screening

? School nurses to screen new migrants





Barriers for testing for HBV & HCV
in children in UK

Lack of awareness in profession

* Asymptomatic disease in childhood

* Lack of knowledge of infection rates/progress
e Potential for effective treatment for HCV

Lack of awareness in public/social services

* Lack of support for mothers/families

» Stigma for family/young person with school etc
e Cultural perceptions and customs

e Drug Action Team — screening children not
considered






Barriers to testing for
HBV & HCV in children in UK

Lack of awareness in communities
—Language barrier
— Stigma within the family
— Stigma for children/young person in schools
— Cultural perceptions and customs
— Case scenario — Stigmatization





Barriers to testing for HBV & HCV
in children in UK

 Mothers involved in high risk behaviour:
—  Mothers’ guilt —don’t want to know
— Lead a socially challenging life style
— High non attendance rate

* Lack of perception of child’s infection
— Child appears healthy





Where should we intervene and offer
testing for HBV & HCV in children

e Antenatal screening for HBV & HCV
e |dentify mothers
e Screen family and contacts

e Follow infants and test

e 3and 12 months (HCV)
e Vaccination schedule and test at 12 months (HBV)





Where should we intervene and offer
testing for HBV & HCV in children

General practice

* New immigrant families for HBV & HCV
* Asylum seekers

? School nurses to screen or identify

Adoption agencies/social services
* Children for fostering/adoption

Drug Action Teams/YOTs/Care homes

* Young people at risk





Facilitators for testing for
HBV & HCV in children in UK

¢\WORKING TOGETHER — THE PROFESSION
e Include paediatric issues in Hepatitis strategy

e Adult services to provide Family Centred
information

e Adult campaigns to include awareness of
hepatitis in children

e|dentify common misconceptions & myths
-training packs for staff
-Availability of follow up care/treatment





Facilitators for testing for
HBV & HCV in children in UK

*\WWORKING TOGETHER: THE PUBLIC
e|dentify common misconceptions & myths
-educational packs for public

e Awareness of cultural traditions, family
respect and arranged marriages

e|nformation required for :

-Community/Religious leaders/ local
counsellors

e Availability of follow up care/treatment





Facilitators for testing for
HBV & HCV in children in UK

WORKING TOGETHER: PARENTS
Paediatric information and support
Dispel parents guilt about their children’s infection

Parents perception — accurate information about
children’s symptoms & treatments

HCV treatment in children— better tolerance and
response

Awareness of support from the multidisciplinary
team





Facilitators for testing for HBV &
HCV in children in UK

WORKING TOGETHER: CHILDREN/ YOUNG PEOPLE
Post diaghosis support

Living with hepatitis — be in control
* HBV/HCV advice for teenagers
* Disease information
* Disclosure — nurseries/schools/friends/relatives
* Career
* Prevention — general
* Vaccination of partner/newborn/Safe sex

Importance of follow up





How should we test for
HBV & HCV in children

e Family centred care

e Convenience of testing
» Saliva / Blood Spot tests

e Primary care - GPs
e Community Centres
e Schools





Treating children with
HBV & HCV in the UK

e > 200 children treated in clinical trials
* No ‘drop outs’

* Care Pathways/Treatment
— In specialist paediatric units
— Family Centred Care — commitment
— Patient pre-assessment preparation
— Shared care with local teams
— Specialist Nurse support from centre





Implementation of Shared Care

*Drug *Social
Action Workers






Whose health will it benefit?

Children with HBV & HCV
* Follow up care by paediatric specialist centres
* Age appropriate education

* Shared care with local primary and tertiary
care units

e Access to treatment
Public
e ? Reduce the burden of infection





Recommendations for research
in HBV & HCV in children

Database for HCV and HBV

Epidemiological studies in children
Acceptability of antenatal screening for HCV
Mechanisms of HCV maternal transmission
Prevention of failed vaccination in HBV
Evaluation of efficacy of awareness raising

Evaluation of Saliva or Dry Blood tests for
testing HCV






Dr Jeremy Thompson

GP
GPSI substance misuse
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Fromoting and OITering nepatitis
B and C testing in primary care -
background

» Subjective and personal Impressions
» Straw poll of GPs (4)

» ‘Interviews” with one hepatology specialist
nurse and one specialist doctor

» (looked through some of the published
literature)





Fromoting and OITering nepatitis
B and C testing in primary care -
barriers

» [Fear





Fromoting and OITering nepatitis
B and C testing in primary care -
barriers

» Knowledge gap





Fromoting and OITering nepatitis
B and C testing in primary care -
barriers

» Concept of viral hepatitis as
only a drug-use related
condition





Fromoting and OITering nepatitis
B and C testing in primary care -
barriers

» Someone Else’s Problem





Fromoting and OITering nepatitis
B and C testing in primary care -
barriers

» Isn’t a routine to include
virology when investigation
minor abnormalities in LFT
results





Fromoting and OITering nepatitis
B and C testing in primary care -
barriers

» Primary care staff have
multiple conflicting priorities





Fromoting and OITering nepatitis
B and C testing in primary care -
barriers

» Not an urgent problem





FFOmMOoting and olrering nepatitis
B and C testing in primary care -
facilitators for improvement

» Education





FFOmMOoting and olrering nepatitis
B and C testing in primary care -
facilitators for improvement

» Clear, concise and simple
primary-care focused clinical
guidance





FFOmMOoting and olrering nepatitis
B and C testing in primary care -
facilitators for improvement

» Clinical database systems





FFOmMOoting and olrering nepatitis
B and C testing in primary care -
facilitators for improvement

» Build into routine clinical
practice





FFOmMOoting and olrering nepatitis
B and C testing in primary care -
facilitators for improvement

» Introduce alternatives to
traditional venepuncture
testing





FFOmMOoting and olrering nepatitis
B and C testing in primary care -
facilitators for improvement

» Targeted commissioning





FFOmMOoting and olrering nepatitis
B and C testing in primary care -
facilitators for improvement

» Integration of primary and
secondary care





FFOmMOoting and olrering nepatitis
B and C testing in primary care -
facilitators for improvement

» Integration of clinical
iInformation





Fromoting and OITering nepatitis
B and C testing in primary care -
good practice examples

» Dutch ‘primary care support

Prog ramme’ study (Helsper et al
2010)





Fromoting and OITering nepatitis
B and C testing in primary care -
good practice examples

» Victorian hepatitis C
education programme for
GPsS study (Wang et al 2009)





Fromoting and OITering nepatitis
B and C testing in primary care -
good practice examples

» US study on prompts for
testing for primary care
PNYSICIANS (Litwin et al 2012)





Fromoting and OITering nepatitis
B and C testing in primary care -
good practice examples

» US study primary care
hepatitis C screening tool
study (McGinn et al 2008)





Fromoting and OITering nepatitis
B and C testing in primary care -
good practice examples

» RCGP certificate courses





Fromoting and OITering nepatitis
B and C testing in primary care -
good practice examples

» Other examples





Fromoting and OITering nepatitis
B and C testing in primary care -
challenge?

» More than just testing?
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~ Overview
LSHTM Research
Max: a case study

HCV testing : barriers & facilitators

HCV treatment : barriers & facilitators

Working in partnership: successes & challenges

Recommendations





““The research

Staying Safe (2009 - 2012)
Q: What helps long term injectors stay hep C free?
Sites: Brixton and Islington, London
Interviews: 38 PWID (2 interviews & life timeline)

Hepatitis C treatment study (2011 - 2012)
Q: How well is hep C treatment provided in D&A settings?
Sites: 2 partnerships between D&A and hospital services

Interviews: 36 service users & 13 service providers





% StUdyZ Max (38 yrs old, 20 yrs injecting)

“I've never had a test.  don’t want a test ... [ don't feel I'd be strong
enough in my mind if I did have it to handle it and it could make me
spiral worse out of control. That would be my reason. “

“I had one doctor who tried to, you know, “Oh you need to go and get
tested,” and like he'd frighten me then and I'd go and see another
doctor next time.”

“They said to go up to the hospital [fora hep C test]|. And it’s like, I
couldn’t be bothered to go up the hospital.”

What is it about getting tested, why does it scare you so much?

“Just the fright of it, if [ did have it probably, I don’t know, the fright of
it.” (Max, SU, SS)





Max cont.

“So if I did have it, if I did, what would happen? What would
happen then when you've got it. Where do you go from there?”

“As long as | know it’s curable then I can face it.”
“She can’t get blood out of me. She can’t get blood out of me.”

“When I got it done I was really grateful and happy and I
thought well I'm glad I got that done. But it's madness not
having it done before isn't it, really.”

“I'm glad because you lot basically made me get tested ‘cause I
wouldn’t have got tested, I would have just left it, I would have.”
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/ﬁing: barriers (lessons from Max)

Fear / HCV literacy

The D&A encounter : mechanisms of ‘offering’
Hospital & GP settings / stigma

Phlebotomy

Also: RNA testing & results delivery





ﬂ:ﬁ/ the D&A encounter

1. Fear: HCV literacy

2. D&A services - just ticking the box?
Forms
Knowledge deficits

Training needs

“The NTA guidelines are about offering [testing].
They're not about delivering. And those two words
are extremely different” (Hepatologist, London)





Hospital & GP settings

If they said, go to the hospital — fuck that. I don't like
hospitals. (Ros, SS)

[ am registered with a GP I think. But she’s such a cow and
she just treats me like shit because 'm a drug user, and I
don't go. (Jeff, SS)

If a doctor wanted to examine us and I'd roll my sleeves up
and I've got track marks, it was embarrassing man, it was

horrible. (Colin, SS)





“Phleboto my

[ kept on saying to [nurse], ‘Look, you know, my
veins are a nightmare, you know, let me do it’. [She
said] ‘Oh you people, you think you know about

your veins and all that, when you know nothing.
(Dillon, HCVtx)

“They're telling me to go and have blood tests, I
can't go and have blood tests because they can't get

any blood and they can't get a vein ... [ just don't
go.” (Malcolm, SS)





“Results / PCR

“Even when I was in hospital and they said thegf’re taking blood off
you, they don't tell you the results then, they don't tell you
nothing.” (Malcolm, SS)

“While I was in gaol ... they just never come back with any results.
So I presumed that everything was perfectly alright ... and
obviously [ wasn'’t clear.” (Jack, HCVtx)

“They didn't tell us it was just the antibodies, they just said, “you've
got Hep C7, so I just left it at that and thought, “right, just leave it,
I've got Hep C and what?” (Abby, SS)

“I had Hep C. In my head with Hep C [ was dying ... in my head
everything was lost. If  was HIV [ just, I didn’t care. I was

Hepatitis C positive and for me it was enough to give up life”
(Marco, SS)





" Testing: facilitators
Knowledge: HCV & treatment literacy (support & access)

“As soon as | found out I wanted to know how to get this out of the way.
What treatment could I do to get rid of it? ... So | knew. Not knowing
where you stand is worse than knowing, I think.”

(Jeff, HCVitx)

On-site skilled, non-judgemental and flexible
phlebotomist (also DBS testing)

“I've had clients that say “you’re not testing me because nobody can get
blood off me” ... [I] listen to them because very often, they do know
where the vein is because they use their veins to inject so they know
which veins.” (BBV nurse, London D&A)
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~ Treatment: barriers

Hospital setting

“I wouldn’t have gone to hospital [for hep C treatment]... I was really badly
treated and I know loads of people that have been treated abysmally down
there, really blatant discrimination.” (Len, SS).

Eligibility criteria

“I didn’t realise that you could be on treatment if youre using occasionally.
When I heard that, I told them, ‘Well in that case, | want to start the
treatment straightaway”” (Ben, HCVtx)

Also - stigma, side effects, lack of supports, unstable housing,
gender, other priorities etc....





Gender

[Service user rep| said that a lot of women users don’t want
to come to services like this.

“Because they’re intimidated by the men ... they suffer in silence.
They suffer in silence, they just buy it on the street, buy their
Valium, buy the Methadone here and there, do what they can to
survive. And then there’s the fear if they’ve got kids.” (Abby, SS)

“The ones you see at [service| are mostly sex workers and they
obviously don’t want to be feeling unwell when they’ve got to
work. We've had a few women, young women, who wanted the
treatment because they wanted to get it cleared before they had
children. But we’ve got a few older women who really, really need
to get treatment and they’re not doing it.”

(BBV head, London D&A)





" Treatment in D&A settings

“We're going to a place that’s convenient for patients,
it’s a place they know, it’s a place they feel
comfortable, it’s a place where their key worker can
come to the consultation too, if they want. They can
coincide it with any appointments they’ve got there.
It’s good for us for learning, for seeing what the drug
and alcohol setting is like, what issues they face.”
(Viral Hepatitis Nurse, London Hospital)





_ What works

Flexibility (appointments, eligibility, substance use, OST provision)

“We're quite flexible about seeing patients, we don't necessarily have an
appointment system .” (BBV nurse, London D&A)

Holistic care

“That is why it worked well, [the service| wasn’t dedicated to just doing
hep C treatment, it was a health service for drug and alcohol users. It
started off for hep B vaccination ... then it was wound care, they had a
midwife that was doing smears ... everything was evolving, based on the
needs of the client group ... and the hep C treatment evolved out of that.”

(BBV nurse, London D&A)

Service user involvement

“I said to [hospital] it’s a good time for peer supporters to be involved [in
hep C treatment]|, but we want something in return. So they’ve offered us
any training that we want, anything to do with blood, which is cool”

(Len, SS)
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““Working in partnership: Challenges

Organisational mistrust

“The two services are very different ... We look as though we are
very regimented ... [liaison] was good at saying to us ‘they don’t
understand where you are coming from, they think you're being
very formal’ and then saying to them ‘well they have to do it,
those are the governance structures at [hospital].”

(Senior Viral Hepatitis nurse, London Hospital)

Work loads / priorities

“The commissioner’s slant is that we need to support the key
workers in improving their skills to take blood and do the
screening themselves. It’s the same old problem, their caseloads
are getting bigger, as individuals they're being asked to do more,
whether or not they achieve that. I mean the expertise won't be
there, the knowledge won't be there.”

(BBV nurse, London D&A)
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Treatment: benefits

“For once I'm actually sticking to something and
doing something. Because usually I fuck things up,
so | feel really proud of myself for sticking through
it [treatment] ... to get this far that’s even an
achievement for me.” (Alec, HCVitx)

€7

[ don’t think I'll be going back to injecting
drugs...The treatment’s really handy in the sense
that I'm going to jeopardise so much if I use.”

(Sam, HCVitx)






Conclusions

Multiple barriers to HCV testing and treatment for PWID (mainstream
services, phlebotomy, fear, stigma etc)

Low HCV literacy among service users and providers
RNA tests — mandatory? Reporting back on ALL results.

Research shown that PWID interested in, and can successfully
complete HCV Tx

Treatment & testing in D&A services - increased flexibility
Challenges for institutional partnerships

However - possible, feasible & successful
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““Recommendations

Taking testing and treatment to service users (outreach, D&A services)
Enhanced HCV information provision (fear tactics don’t work)
Training : Service users and service providers

Service user involvement

Female friendly services

Tailored onsite phlebotomy services

Flexibility: eligibility criteria, substance use, appointment policies,
OST access
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