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Overview

More than £1 billion has been
invested into the hepatitis C
elimination programme in England
since 2019. The programme has
driven exceptional innovation,
particularly in reaching and
supporting highly marginalised
populations, and has catalysed
collaboration across a wide range
of partner agencies to great effect.
In just four years the programme
has made excellent progress, with
more than 70,000 people treated
for hepatitis C and NHS England
announcing in late 2022 that the
England is on track to achieve
elimination by the 2025 target
date.

Whilst recognising that there is still
much to be done to get to elimination,
it is also imperative that planning
begins now to prepare for how to
sustainably maintain elimination status
once it is achieved. 

In October 2023, HCV Action hosted a
roundtable meeting, chaired by
Professor Kevin Fenton CBE, who serves
as Regional Director for London in the
Office for Health Improvement and
Disparities (OHID), President of the UK
Faculty of Public Health, Statutory
Advisor to the Mayor of London, Chair
of Fast Track Cities London, and Chair
of the HIV Action Plan Implementation
Steering Group. 

The meeting brought together around
30 senior stakeholders from relevant
bodies including NHS England, the UK
Health Security Agency (UKHSA), the
Office for Health Improvement and
Disparities (OHID), Integrated Care
Systems (ICSs), local government
public health teams, drug treatment
providers, prison healthcare providers,
The Hepatitis C Trust and HCV Action. 

The aim of the roundtable was to drive
discussion and action around the key
elements required of health systems to
maintain hepatitis C elimination in
England. Discussion at the roundtable
was organised to focus on four key
areas: Prevention; Testing; Surveillance
and Oversight; and Commissioning of
Treatment and Care. 

Roundtable participants agreed on the
need for the Department of Health and
Social Care (DHSC) to produce an
overarching action plan or strategy for
hepatitis C elimination maintenance,
drawing inspiration from the HIV
Action Plan for England. This would
give clarity to commissioners and
providers alike and pull together best
practice and priorities for
maintenance, including continued
testing, work to combat stigma,
adequate prevention measures, case
finding in primary care, data gathering,
and optimal commissioning for models
of care.
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The DHSC – working with UKHSA,
OHID and NHS England – should
produce an overarching action
plan for hepatitis C elimination
maintenance, drawing
inspiration from the HIV Action
Plan for England.

Recommendations
& next steps

Coordination

Local authorities need to
understand that needle and
syringe programmes (NSP) are key
for prevention, and must be
consistently funded by local
authority commissioners and
delivered by providers in a way
that meets the needs of people
using the services.

NHS England Health and Justice
(NHSE H&J) and local authorities
should also look at opportunities
to deliver NSP, such as in
probation services and to people
leaving prison, and undertake work
to assess the rate of transmission
(and therefore prevention needs)
in prisons through a partnership
approach including NHSE H&J, HM
Prison and Probation Service
(HMPPS) and UKHSA.

Workforce training and awareness
campaigns are needed in primary
care and other services to improve
awareness of risk factors for
hepatitis C and address stigma.

Prevention

Ongoing HCV testing needs to be
embedded across primary care,
relevant hospital services (e.g.
Emergency Departments), drug
services, prisons and community-
based peer working with
vulnerable populations.

ICSs must ensure testing is
maintained in the above services
following elimination, with local
authorities also having a key role
to play in ensuring drug services
continue to test.

Improvements in testing
processes would help get more
people at risk tested and into
rapid treatment.

Peer-to-peer working will remain
important for finding and testing
people at risk through a patient-
oriented and destigmatising
approach.

Testing
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Surveillance &
oversight

Surveillance from UKHSA must
include monitoring of low-level
transmission, potential outbreaks,
and services and populations that
represent higher risk.

Barriers to data sharing and
gathering need to be reduced, a
“negative approach” to the
collection of testing data should
be considered, and incentives for
service providers and
practitioners to send in data
could be developed.
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Clarification will be needed from
NHS England around the
responsibilities of Integrated
Care Systems for maintenance of
testing and treatment, and plans
from ICS leaderships will need to
be developed in line with this.

The development of a standard
“package” service specification —
linking hepatitis C with other
blood-borne viruses (BBVs) and
including testing, stigma work
and models of care — could help
commissioners to adopt
maintenance approaches.

Commissioning of peer-to-peer
work and peer input into the
design of services should also be
part of commissioning
approaches during the
maintenance phase.

There needs to be consideration
around the future of Operational
Delivery Networks as bodies for
delivering treatment and possible
adaptation of their remit to
encompass broader liver health
care.

Recommendations & next steps

Commissioning
treatment & care

HCV Action plans to
build on these
insights and areas
for action by
working with
partners in 2024.
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“We've had this enormous investment and engagement across the
board, and what's come with the elimination deal has been these
incredible partnerships. Something to remember when we're
thinking about moving forward is what's going to happen with these
partnerships.”

The roundtable started with
reflections on what has been
achieved so far and what is left to do.
Partnership has been key to what has
been achieved up to now, with the
hepatitis C elimination programme
successfully bringing together NHS
bodies, UKHSA, HMPPS and prison
health providers, The Hepatitis C
Trust, pharmaceutical industry, drug
treatment services, and more.

Roundtable
discussion summary

Introduction

– Rachel Halford, Chief Executive, The Hepatitis C Trust

Ensuring this partnership working
continues will be key to maintaining
elimination status. Until now,
investment from pharmaceutical
partners has enabled investment in
specific elements of the programme
and the expansion of peer-to-peer
initiatives under the leadership of The
Hepatitis C Trust, but future provision
will have to account for changes to
funding and structures for elimination
and maintenance.

There are still many people in England
living with hepatitis C who need to be
diagnosed and treated before elimination
will be achieved, particularly from
inclusion health groups who are often
overlooked by services, and those with a
long-term undiagnosed infection.
However, starting to plan for maintenance
now rather than later is vital if we are to
ensure that systems are prepared for
when the elimination programme is no
longer operating and that gains made
from existing efforts and investment are
not lost. Testing, harm reduction,
awareness, surveillance, and effective
treatment pathways will all need to be
maintained.

This preparation for the maintenance
phase will occur in the context of the
ongoing evolution of health systems in
England, with the continued devolution of
healthcare responsibility to ICSs. This will
pose opportunities and challenges in
terms of how hepatitis C is managed
across different localities, and clarification
about where responsibilities for various
aspects of maintenance will sit will be
essential.
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With around 95% of new hepatitis C
infections arising from the sharing
of equipment for injecting drugs,
drug services and needle and
syringe programmes (NSP) are both
key to preventing hepatitis C
infections. Both are commissioned
by local authorities, although local
authority budget cuts have led to a
reduction in the availability of these
services. This means harm reduction
needs to be funded and consistently
prioritised by local authority
commissioners, and delivered in a
way that meets the needs of the
people using these services.

Nicole Klynman, Director of Public
Health at Bexley London Borough
Council, gave a presentation on the
current picture for prevention and a
recent survey of local authority
public health departments in
London.

Prevention

“The numbers of treatment opportunities have increased, but it’s
the upstream stuff we're still missing out on. It’s the primary
prevention. My understanding is that the vast majority of new
infections for hepatitis C are still among people who inject drugs,
and I think access to preventative measures for people who inject
drugs are really quite variable at best. Even though most areas
report having needle exchange programmes, they're not
particularly well used - in my area for example, the majority of
access is through pharmacies and not the specialist drug and
alcohol treatment services.” 

This found that in London most had
NSP provision, but that models of
provision vary and not all are linked to
peer support. The wider meeting then
had a discussion around what needs
to happen to ensure that harm
reduction is sufficient, what a
standardised approach to
commissioning harm reduction could
look like, and how the development of
ICSs could be utilised for greater
integration on the prevention agenda.

There has been a particular decline in
the availability of NSP from community
pharmacies, presenting challenges to
ensuring people who inject drugs
(PWID) have access to the clean
equipment they need, and meaning
people are increasingly reliant on drug
services for NSP when they can get
clean equipment at all. However, some
people using drug services report
finding this environment stigmatising
due to the association with
abstinence-based recovery, and
would welcome access through better
pharmacy provision, via peer-to-peer
workers or other approaches.  
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There is also a need to consider the
provision of NSP in criminal justice
settings. Providing NSP in prisons is
unlikely to be approved in the near
future due to political sensitivities,
but a good starting point would be
to develop a greater understanding
as to whether and to what extent
hepatitis C transmission occurs
within prisons. Re-testing people
who have previously tested negative
while in prison as they are released
would be one way of determining
this. Increasing provision of NSP as
people leave prison and in other
criminal justice settings, such as
probation services, should be
considered to aid prevention efforts. 

Greater monitoring of NSP provision
across the country has been
identified as a priority, including the
type and adequacy of provision, and
outside of London and urban areas a
lack of provision for harm reduction
in deprived rural areas may be an
overlooked issue. UKHSA and The
Hepatitis C Trust have been
collaborating to map provision, with
early indications showing a rapid
decline in NSP availability in
community pharmacies, highlighting
the urgent need to increase NSP
provision. 

Publicity campaigns around
hepatitis C will also be important, to
celebrate the success of elimination
and ensure that awareness of risk
factors remains high in order to
serve prevention.

Prevention

The workforce of all relevant services
(e.g. primary care) must be trained
and aware about the continuing risk of
hepatitis C alongside other BBVs. This
will be particularly key in an
environment where the virus is rarer
and an active elimination programme
no longer exists, but where the risk
nevertheless remains for key
population groups. 

Health commissioners and
practitioners will also need to consider
a whole-person approach and cross-
BBV approach to the health of people
impacted by hepatitis C as we move
towards maintenance, and think about
how to bring together NSP, wound
care and treatment, for example. The
NHS Inclusion Health Framework
published in October 2023 could
inform the approach to this.
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In addition to prevention, continued
testing must be a cornerstone of a
maintenance strategy. Stuart Smith,
Director of Community Services at
The Hepatitis C Trust, started
discussions by speaking about how
testing has increased in recent
years, but this expansion has largely
been driven by the NHS England-led
elimination programme and the
case-finding initiatives. More
recently, this has been boosted by
the roll-out of cross-BBV testing in
Emergency Departments. 

There is a risk that other services will
not be prepared to ensure testing
continues once the elimination
programme comes to an end, and so
commissioners will need to be aware
of the risks of neglecting
maintenance. This led to a wider
discussion in the meeting about the
testing strategy and the role of
commissioners in the NHS and local
authorities and agencies such as
UKHSA in the next phase.

Testing

“To build on the testing guidance, it's not just about the kinds of
tests and the specification, but it’s actually the testing strategy
that needs to change as well. As you get towards lower incidence,
who are you testing, where do you do targeted testing and
enhanced testing, and how do we integrate the opt-out testing?”

Primary care, hospital services, drug
treatment services, prisons and other
settings will need to be prepared to
take full responsibility and ensure
these services continue once support
and oversight are reduced. In this
environment, local authorities must
fund and incentivise drug services to
carry out hepatitis C testing. Clarity
around the responsibilities of ICSs for
overseeing testing levels, and a
recognition of these responsibilities
within ICS leaderships, will also be
needed.

The maintenance of substantial
capacity to track and respond to
outbreaks will be critical, with
Emergency Departments and prisons
likely to be key settings for the early
identification of any outbreaks
through opt-out testing programmes. 

Separate from injection drug-related
infections, health bodies will also need
to continue to track hepatitis C in
some migrant populations. Case
finding in primary care will also be key,
requiring GPs to be aware of the need
to test at-risk groups.

- Professor Kevin Fenton, Regional Director for London, Office for
Health Improvement and Disparities
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Process developments may help
services deliver more efficient
testing, such as universal reflex
testing, faster turnaround times
from laboratories or the possible
development of a rapid test for all
BBVs. Data from point-of-care
testing will also remain essential for
surveillance (discussed further
below).

Peer-led approaches to testing
should continue to be used to
ensure that populations further from
or overlooked by traditional services
are able to access testing, including
PWID, homeless people, sex workers
and certain ethnic minority
communities. 

Testing
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Peers can help combat stigma and
ensure testing services and
approaches reflect the needs of
people using them, and can provide
linkages to care and broader
support thereafter.



A key aspect of both achieving and
maintaining elimination is ensuring
that there are means to keep track
of any population groups, places, or
services where new cases may
emerge. Dr Monica Desai and Dr
Ruth Simmons from the UKHSA
presented to the meeting about the
need to move to a model of
surveillance and epidemiology that
will track and respond to low-level
transmission and potential
outbreaks. This would allow the
gathering of “evidence for action”
once prevalence is generally low,
meaning that information is rapidly
provided to those at the delivery end
when they need to act (e.g. by
sending peer teams, find and treat
vans, or fibroscan machines to
hotspot areas or services).

Up-to-date surveillance data will be
important to keep track of
outbreaks and inform approaches to
prevention or treatment among
populations most at risk of the virus.
This will involve monitoring data on
wider health inequalities, under-
engaged populations, high-turnover
criminal justice settings, and
elevated hepatitis C prevalence in
certain first-generation migrant
communities. 

Surveillance and oversight

“As we move towards the maintenance phase … We will have
low-level prevalence, low-level incidence and potentially
ongoing low-level transmission, and risks of localised outbreaks.
Two of the aims of maintenance from the surveillance
perspective are identifying threats to maintenance and
identifying ongoing risks. That includes those who remain
undiagnosed … addressing inequalities in health and access to
care.” 

UKHSA has reported there is already
work to develop a stigma index,
monitoring discrimination and its
impact on wellbeing, and that
evidence of maintenance will be
submitted every five years to a
validation group. 

Barriers to data-sharing need to be
reduced, which may require new
legislation, and existing data sources
must be maximised. For example,
OHID and National Statistics about
Drug and Alcohol Misuse Treatment
(NDTMS) data can be used to create a
holistic picture, along with the
collection of data from NSP services to
profile populations at risk. The testing
data dashboard developed by Gilead
Sciences for use by Drug Treatment
Provider Forum members is an
example of the type of partnership
between industry and services that it
has been possible to develop under
the elimination programme, though
this will need to be transferred over to
the UKHSA for long-term use. 

- Dr Monica Desai, Consultant Epidemiologist and Head of Hepatitis
Section, UK Health Security Agency
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As fewer positives are found,
commitment to a “negative
approach” to continual testing to
verify the lack of hepatitis C
outbreaks will be necessary. This
could be aided by a shift in reporting
that will require services to report
negative test results to UKHSA, as
well as positive cases of hepatitis C.

To strengthen data gathering,
incentives for service providers and
practitioners to send data to UKHSA
could also be developed (in
recognition of the heavy general
caseloads practitioners have),
particularly for those that have been
less involved in the elimination
programme so far, such as GPs.

Surveillance and oversight
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The hepatitis C elimination
programme is currently highly
specialised and centralised, and this
has been key to some initiatives,
such as the rollout of Emergency
Department testing. Mark Gillyon-
Powell, Head of Programme for
Hepatitis C Elimination at NHS
England, noted that the elimination
programme will be extended to
2026 with some type of central
structure in place, avoiding the
challenge of “42 ways” of managing
elimination if services were devolved
too early.

However, in due course the
responsibility for commissioning
hepatitis C treatment will move to
ICSs as devolution to these bodies
continues, and how this is handled
will be critical to successful
maintenance. The exact role of ICSs
regarding hepatitis C and where it
will sit within their responsibilities
requires clarification and they will
face early budget challenges.

Commissioning treatment and care

“If we aren't sure about what the final model is, then can we really
have a good conversation with the ICSs? I'm saying this from
experience, because we're doing the same with HIV as well. What we
heard from ICSs is, ‘well, what do you want us to do?’ We are putting
together as comprehensive a package as we can - it's not just about
providing high-quality HIV care. We're saying to ICSs, ’we need you to
be engaged in HIV testing, we need you to do HIV stigma work with
your staff, we need to think about your data and ... we need you to
help us to sort out primary care and new models of care’.”

- Professor Kevin Fenton, Regional Director for London, Office for Health
Improvement and Disparities
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It will be vital to communicate the
programme and its achievements to
them and build relationships with
Integrated Care Boards in areas where
Emergency Department testing or
particular models of primary care will
be a priority. 

With HIV, it has been found that
approaching commissioners with a
“package” service specification
including testing, stigma work, data,
primary care approaches and models
of care has been effective. This may be
effective for hepatitis C as well. A
framework of this kind can model best
practice in terms of expected
outcomes and standards of treatment
and care, as well as encompassing
data-sharing protocols and
partnerships.
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The model put to commissioners
may also need to be a cross-BBV or
inclusion health-oriented model (i.e.
services designed to meet the
broader health and social care
needs of people who inject drugs
and other Inclusion Health groups)
as they review population health
needs at scale, especially in the
absence of a dedicated hepatitis C
strategy. This would take account of
the partnerships required to make
these approaches work. 

Commissioning of peer working and
peer input into the design of
services should also be part of these
models, given the successes of
peer-to-peer working as part of the
present elimination effort.

Decisions will need to be made
about the future of Operational
Delivery Networks as bodies for
delivering treatment. It may be that
ODNs take on a wider focus on liver
health generally, with hepatitis C as
one part of that work. 

Commissioning treatment
and care
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Given the prevalence of hepatitis C in
prison populations and the high
turnover in some criminal justice
settings, there will need to be both
postcode mapping of those testing
positive in prisons and cross-agency
working between prison services and
community treatment services
(overseen by ICSs, ODNs or NHS
England Health and Justice
commissioners) to ensure that patients
are supported to complete their
treatment course if they do not
complete it while still in prison.



Conclusion

The Hepatitis C Elimination Programme has
succeeded in finding and treating over
70,000 people for hepatitis C and is on
track to achieve hepatitis C elimination by
2025. 
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In 2024, HCV Action plans to develop a
working group to further examine
these issues and develop
recommendations to inform the
action plan or strategy.

To maintain elimination, a coordinated
approach is needed across services,
driven by an overarching action plan or
strategy.  This would give clarity to
commissioners and providers alike and
pull together best practice and
priorities for maintenance, including
continued testing, work to combat
stigma, adequate prevention measures,
case-finding in primary care, data-
gathering, and optimal commissioning
for models of care.
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You can contact the HCV Action team by 
emailing hcvaction@hepctrust.org.uk.

This roundtable meeting was supported
with funding by Gilead Sciences, MSD
and AbbVie. All decisions in relation to
the meeting were taken independently
by HCV Action and The Hepatitis C Trust.


