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Foreword

by Rachel Halford and Dr Kosh Agarwal

The near elimination of the hepatitis C virus as a
public health concern in England is one of the most
impressive achievements of the health service

in this decade. England could soon become one

of the first countries to achieve the World Health
Organization (WHO) goal of eliminating hepatitis

C as a public health concern — a huge health
inequalities achievement that should be celebrated.

Through a nationally coordinated elimination
programme with dedicated national management,
support and funding facilitated by NHS England,
the landscape of hepatitis C has made a shift, not
only to the diagnosis and treatment of hepatitis C
but to the way that services are taken to patients —
wherever they are

We’'re not there yet — more than five years of
remarkable effort by the NHS, drug and alcohol
services, prison healthcare teams, public health
professionals, community outreach workers,
charitable organisations, the pharmaceutical
industry, and patients themselves could be
undermined if a renewed, coordinated push is
not made. Sustained collective action remains
essential — not only to achieve hepatitis C
elimination, but also to ensure that, once attained,
robust and enduring systems are in place to
safeguard its long-term maintenance.

Following the achievement of hepatitis C
elimination, maintaining this status will require
ongoing testing and re-testing of at-risk
populations, alongside the continuous collection
and monitoring of robust data — even when test
results are negative — to ensure that any potential
outbreaks can be identified and addressed swiftly
and effectively. The commissioning of patient-
centered, peer-supported treatment and care
must also continue to guarantee prompt access to
treatment for individuals who test positive. Crucially,
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the prevention of new transmissions will depend
on the sustained provision of adequate needle and
syringe programmes for people who inject drugs.

A strong focus on achieving and maintaining
hepatitis C elimination in England supports multiple
key national health goals including reaching often-
excluded inclusion health groups and reducing
health inequalities; reducing liver disease;
preventing liver cancer (the fastest-rising cause of
cancer deaths in the UK"); and ending blood borne
virus (BBV) transmission by combining hepatitis B,
C and HIV testing at all opportunities. The Hepatitis
C Elimination Programme is already an exemplar
of the Government’s focus on shifting care from
hospital to the community, from analogue to digital,
and from sickness to prevention.

We are on the cusp of a historic achievement.
More than £1 billion has been invested in the
programme, collaborations have been forged,
innovative delivery models have been developed,
and thousands of lives have been saved, with
many thousands more being transformed for the
better. Now we need to ensure we’re prepared to
sustain the achievement for the long term.

We would like to thank all of the experts who took
part in the Hepatitis C Elimination Maintenance
Strategy Group and working groups that fed into

it, for their hard work contributing to the findings
and recommendations of this report. Their insights
have laid the groundwork to ensure that the legacy
of the Hepatitis C Elimination Programme, and all
the lives that depend on it, are safeguarded for the
future.




Sustaining Success

Executive Summary

England has seen remarkable progress in its

fight to eliminate hepatitis C, a cancer-causing
virus that disproportionately affects people from
marginalised backgrounds. NHS England’s
groundbreaking Hepatitis C Elimination Programme
has transformed access to hepatitis C testing and
treatment, meaning England will likely be one of
the first countries worldwide to achieve hepatitis C
elimination.

THE World Health Organisation (WHO)
definition of viral hepatitis elimination,
that England is aiming to achieve is:2

Incidence less than or equal to 5
per 100,000 in all persons and less
than or equal to 2 per 100 people
who inject drugs.

At least 90% of people living with

chronic hepatitis C to be diagnosed.

At least 80% of people who are
diagnosed with hepatitis C to be
treated.

Mortality less than or equal to 6 per
100,000 population for hepatitis C
and hepatitis B combined. Previously,
2 per 100,000 persons for hepatitis C.

However, disease elimination does not mean
zero cases — some hepatitis C infections and new
transmissions will continue after the elimination
goal is achieved. England will need a robust plan
to maintain elimination status to safeguard the
exceptional gains made since the Hepatitis C
Elimination Programme was launched in 2019.
This is particularly important for efforts to reduce
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health inequalities, as those who are more
vulnerable will be at greatest risk of infection if
elimination is not maintained. A robust plan to
maintain elimination status will align well with the
Government’s focus on shifting care from hospital
to the community, from analogue to digital, and
from sickness to prevention. Indeed, the Hepatitis
C Elimination Programme to date has been an
exemplar of an NHS preventative approach to
unlocking health interventions in under-served
communities facing health inequalities.

This report sets out the key principles for a
Department of Health and Social Care (DHSC)

led plan to maintain hepatitis C elimination

status in England. It has been developed though
collaboration with leading hepatitis C experts
across England who have provided invaluable time,
knowledge and evidence. The recommendations
fall into five critical areas which together will provide
a robust infrastructure to retain the gains made in
eliminating hepatitis C.

1. Collaborative leadership, oversight

and accountability

Maintaining hepatitis C elimination will require

a unified approach across all relevant services,
guided by a comprehensive Hepatitis C
Elimination Action Plan. This plan should provide
clear direction, include maintenance strategies,
consolidate best practices and facilitate integration
with related agendas such as Core20PLUS and
HIV and hepatitis B elimination. The Action Plan
should be led by the Department of Health and
Social Care (DHSC), working with the UK Health
Security Agency (who hold delegated policy
responsibility for hepatitis C), Office for Health
Improvement and Disparities (OHID) and NHS
England, building on the example of England’s HIV
Action Plan.?

2. Preventing transmission

Even in a low-prevalence environment, maintaining
elimination will require a focus on preventing new
infections. With injecting drug use as the leading
driver of hepatitis C transmission, harm reduction
services will need to support early engagement

of those at risk and maximise accessibility to
services. Sustained investment in needle and
syringe programmes (NSP) and opioid agonist
therapy (OAT) is essential to reduce future hepatitis
C transmission. Additionally, stronger oversight
and monitoring of service availability, along with
targeted efforts to reduce stigma in their delivery,
will be necessary.

3. Early detection through testing

There must be a continued focus on detecting
cases early to ensure timely treatment. Robust
testing and re-testing arrangements in key services
such as drug and alcohol services, prisons

and homelessness services, will be crucial for
identifying new cases and monitoring potential
outbreaks. Aligning hepatitis C testing as part of

a multi-pathogen approach that includes other
blood-borne viruses (BBVs), and as part of broader
health and wellbeing approaches, should be
embedded across systems, to save money and
achieve multiple health goals.

Lived-experience peers have played a key

role in the Hepatitis C Elimination Programme

in reaching people who are most at risk and
supporting a ‘care navigation’ approach. They
should continue to be commissioned as part of
health inclusion interventions and plans to reduce
health inequalities. The NHS England BBV opt-out
testing scheme in Emergency Departments (EDs)
in target areas has been effective in diagnosing
people living with hepatitis C and hepatitis B,
including people affected by infected blood. In
areas where modelling indicates it will be cost-
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effective, combined opt-out BBV testing in EDs
should continue.

4. Accessible treatment and care

Hepatitis C treatment and care is currently
commissioned centrally by NHS England
Specialised Commissioning and delivered by 24
hepatitis specific Operational Delivery Networks
(ODNSs), which have proven successful in fostering
innovation and patient engagement.

To sustain progress, viral hepatitis commissioning
responsibility should be nationally retained

within specialised commissioning (alongside the
Integrated Care Board (ICB) Hepato-biliary service
specification) until such time as it can be devolved
to ICBs. Future commissioning arrangements will
need to retain the strengths of the ODN model,
including its simple and robust referral pathways
from community services, comprehensive
monitoring of outcomes, flexibility and focus on
health inequalities. There is potential for this to be
a catalyst for delivering improvements on hepatitis
B elimination and as part of broader Liver Networks
under the future Liver Transformation Programme.

5. Robust data and surveillance

Robust data and surveillance systems will be
critical to maintaining hepatitis C elimination status.
This will mean making decisions about which data
systems to retain or merge, ensuring representative
data is being captured from high-risk populations
to ensure effective surveillance. Monitoring of
needle and syringe provision and levels of stigma
in key services will be important to ensure their
effectiveness at preventing further transmission of
hepatitis C.



Sustaining Success Recommendations

Recommendations

5. Robust data collection and oversight must

1. England needs a coordinated, strategic

approach to long-term hepatitis C and BBV
elimination. This will require a national
Hepatitis C Elimination Action Plan and must
include maintenance strategies and a focus
on tackling health inequalities.

1.1. The Action Plan should be led by DHSC,
in collaboration with UKHSA and NHS
England (including the specialised
commissioning function to be merged into
DHSC), reporting directly to the Secretary of
State for Health and Social Care.

1.2. The Action Plan must establish a framework
for long-term prevention, testing (including
modelling for specific populations to
establish when to increase / decrease
testing), treatment access, surveillance, and
reporting to ensure accountability and timely
action.

1.3. The Action Plan should be linked to, or joint
with, a plan for long-term elimination of
hepatitis B and HIV.

1.4. Maintaining viral hepatitis elimination should
be integrated across all health and social
care commissioning, eventually guided by
ICB strategies aligned with local population
health needs. This will improve liver health,
reduce inequalities, and help prevent
cancer.

1.5. Health equity should remain central to
hepatitis C and related work, with continued
integration of lived-experience staff into
related services.

. To prevent new infections, harm reduction
services must be designed to prevent
people contracting BBVs and provide

an opportunity for early engagement in
healthcare.

2.1. DHSC, working with OHID and local
authorities, should conduct a full review of
harm reduction services, including NSP and
OAT, focused on opportunities to improve
health and prevent BBVs.

2.2. ICBs, Health and Justice, and local authority
commissioners should map and address
harm reduction needs across at-risk groups,

using lived-experience peer models for
delivery. These groups should include
people who inject drugs, people in prison
and leaving prison, people experiencing
homelessness, people engaged in chemsex
and people who use performance and
image enhancing drugs.

3. To detect remaining and new cases, as well

as outbreaks, cost-effective combination
testing and triggers for enhanced testing
must be implemented in key settings and
populations, alongside outreach to engage
at-risk groups not currently accessing
services.

3.1. BBV testing and re-testing should be

retained in all drug services according to
the Drug and Alcohol Service Hepatitis C
Provider Forum’s service standards®, with
KPlIs in local authority contracts and data
collection via an improved National Drug
Treatment Monitoring System (NDTMS)
monitoring framework.

3.2. All services should adopt integrated testing
wherever possible, of hepatitis C, HIV,
hepatitis B, TB and STls, for cost efficiency
and to make every contact count.

3.3. In areas where it is cost-effective to do so,
opt-out combined BBV testing should be
continued in prisons and in emergency
departments.

3.4. Commissioners of health interventions for
at-risk groups, such as people experiencing
homelessness, should develop service
specifications that include broader health
assessments including BBV testing.

3.5. NHS England and DHSCyv should lead
efforts to negotiate lower pricing for point of
care and laboratory-based BBV testing.

3.6. National access to online self-testing should
be maintained. A unified system for HIV,
hepatitis B, and hepatitis C testing is likely
to be more cost-effective and should be
considered.

3.7. Health and Justice commissioners, using
evidence from UKHSA, should explore
the potential for integrated high intensity

test and treat (HITT) events in prisons,
for both ongoing provision and outbreak
management.

3.8. NHS England / DHSC should advance the
use of proven Al tools to identify people who
need screening for hepatitis C, hepatitis B
and other conditions with identifiable risk
factors in care records.

. To ensure that people still living with

hepatitis C receive treatment and are cured,
commissioning responsibilities for viral
hepatitis elimination should be nationally
retained within specialised commissioning
(alongside the ICB delegated ‘Hepatobiliary
and pancreas service specification’ service
specification® until they can be successfully
devolved to ICBs.

4.1. NHS England / DHSC and health
commissioners should ensure continuity
of key successes of the Hepatitis C
Operational Delivery Network model with
patient voice at the heart of service design.

4.2. The ODN model should be developed
further for wider viral hepatitis elimination,
prioritising inclusion health needs, cancer
prevention and liver health improvement
within the national Liver Transformation
Programme. This includes commissioning
peer workers, streamlining referral pathways
and promoting flexibility and innovation.

4.3. Commissioners should continue to deliver
hepatitis C treatment through key local
community services and referral pathways
into secondary care, including with GP
clinics, drug services, mobile delivery
services, homelessness services, prisons
and peer outreach.

4.4. Commissioners should ensure that lived—
experience peer support remains an
essential part of the health and social care
workforce, facilitating access and support
throughout hepatitis C treatment and care.

be coordinated and maintained to track new
infections, detect outbreaks, and assess
harm reduction effectiveness.

5.1. The Hepatitis C Elimination Action Plan
should define responsibility for key data and
surveillance systems, ensuring reporting
to health protection teams and ICBs/
commissioners to support timely action.

5.2. UKHSA is developing guidance for detecting
and responding to hepatitis C outbreaks
in community settings. Health protection
teams must use this, alongside inclusion
health guidance, during the elimination
maintenance phase.

5.3. Needle and syringe provision surveillance
- in development by UKHSA - must be
monitored and acted upon to ensure
provision to prevent transmission of
hepatitis C and other BBVs.

5.4. OHID should improve data integration
across services by, for example, exploring
the use of NHS numbers in the NDTMS to
better address the broader needs of service
users.

5.5. OHID should work with UKHSA, NDTMS
and Health and Justice to link hepatitis C
data through the Better Outcomes through
Linked Data (BOLD) programme.

5.6. NHS England / DHSC and UKHSA should
develop a strategy to ensure sentinel
surveillance captures high-quality, timely,
representative data from diverse sites on
populations at highest risk of hepatitis C
infection and reinfection.

5.7. The Unlinked Anonymous Monitoring
survey or an equivalent biobehavioural
survey should be maintained and its content
reviewed in the context of hepatitis C and
hepatitis B elimination and elimination of
HIV transmission.

5.8. Hepatitis C data, as part of broader BBV
monitoring, should be integrated into whole-
system health surveillance focused on
marginalised groups to support inclusion
health and the NHS Core20PLUS5 agenda.
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Sustaining Success

Hepatitis C Elimination

Early 2000s: Hepatitis C

was a stigmatised and under-
researched condition. Limited
treatment options involved
interferon-based therapies,
which had significant side effects
and variable success rates.

2016: WHO set a global goal to
eliminate hepatitis C as a public
health threat by 2030. The UK
Government committed to this goal.

2015: The approval of new
direct-acting antiviral (DAA)
drugs revolutionised hepatitis C
treatment, offering higher cure
rates with shorter treatment
durations and fewer side effects.

2018: NHS England set
out plans to be the first
country in the world to
eliminate hepatitis C and
to do so by 2025 (pre-
COVID aspiration).”

2019: The High Intensity Test
and Treat (HITT) programme
began to enable mass testing
in prisons.

2019: NHS England launched a
pioneering Hepatitis C Elimination
Programme, collaborating with
pharmaceutical companies and
other stakeholders to enhance
testing, diagnosis, and treatment
services and cure tens of
thousands more people with
hepatitis C.8

April 2024: NHS England announced a final

2023: NHS England
launched a revolutionary
web portal where people
could order self-testing kits
for hepatitis C, with any
positive results delivered by
the local clinician who would
treat them.

2023: HCV Action launched
‘Taking the initiative: how
England is eliminating
hepatitis C’, profiling twelve
key ‘elimination initiatives’."°

2024: An expert roundtable,
announced the expansion coordinated by HCV Action,

of opt-out BBV testing to recommended the development
46 EDs. of an action plan for hepatitis C
elimination maintenance.

2023: The Government
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two-year extension of its ground-breaking

deal with three pharmaceutical companies

to continue the affordable supply of direct
acting antiviral hepatitis C treatments. This

is alongside major NHS investment in rapid
testing technology, including new liver scanning
and portable testing units that can be deployed
in communities where patients are at risk.?

March 2025: New data from
UKHSA showed that chronic
hepatitis C cases in England
had fallen by 56.7% since 2015,
from an estimated 129,400 to
55,900 in 2023. Deaths due

to hepatitis C-related mortality
were at their lowest level in 10
years."

The Journey so far

2022: NHS England initiated
opt-out BBV testing in 34 EDs in
areas with very high diagnosed
HIV prevalence, to increase
detection rates among the
general population.

2022: NHS England reported it

C ahead of the rest of the world.
Deaths related to hepatitis C —
including liver disease and
cancer — had fallen by 35%.°

2021: New ‘micro-elimination’
status was launched for
prisons testing 95% or

more of people over the last

2022: NHS England led a Needs
Assessment Project in addiction
services and needle exchanges

to identify people linked to addiction
12 months and ensuring services who have acute infections

treatment commencement for or who have not accessed testing
90% or more of people who before.

tested positive.

What’s needed now
@) O O

2025-26: 2026-27:
Concerted action across Achieve hepatitis C The delivery of a national action
partners to achieve the effective elimination goal and plan to ensure elimination status
elimination of hepatitis C as a finalise an Action Plan is maintained.

public health issue in the UK, to maintain the effective

with development of an Action elimination of hepatitis

Plan to maintain the effective C as a public health

elimination of hepatitis C. issue in the UK.

2027 onwards:

Development and implementation
of plans to achieve hepatitis B
elimination.

was on track to eliminate hepatitis
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Sustaining Success

What is needed now

Overview

Significant resource and effort have been invested in England’s
Hepatitis C Elimination Programme since its inception in 2019. As a
result, 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.

In the last six years, the programme has made excellent progress,
with more than 100,000 treatments for hepatitis C, and England has
been profiled as one of 11 countries on course to achieve hepatitis
C elimination before the 2030 WHO target.' While there is still much
to be done to reach elimination status, it is imperative that planning
begins now to prepare for how to sustainably maintain elimination
status once it is achieved.

The end of the current Elimination Programme, and connected
funding, will affect the future of interventions that have been critical
to finding and treating thousands of people across the country. This
includes local leadership from the ODNSs (although work remains for
hepatitis B elimination and transforming liver services) and ground-
breaking lived-experience peer initiatives, working in drug and
alcohol services, homelessness services, prisons and with targeted
communities, such as The Hepatitis C Trust’'s South Asian outreach
programme.

To maintain hepatitis C elimination in a post-programme environment,
a coordinated approach is needed across services, driven by an
overarching Action Plan. This would give clarity to commissioners
and providers alike and pull together best practice and priorities for
maintenance, including continued testing, stigma reduction, sufficient
prevention measures, data gathering and surveillance, and optimal
commissioning for models of care.

This will align with the NHS 10-Year Plan focus on community-based
care (hospital to community) and cost-saving early intervention
(sickness to prevention) and the upcoming National Cancer Plan,

as diagnosing and treating viral hepatitis and linkage to surveillance
activity (analogue to digital) as appropriate will be an important
preventative strategy for liver disease and liver cancer.
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England needs

a coordinated,
strategic approach
to long-term
hepatitis C and
BBV elimination.

In the last six years, the
programme has made
excellent progress, with
more than 100,000
treatments for hepatitis C

Recommendations

1. England needs a coordinated, strategic
approach to long-term hepatitis C and BBV
elimination. This will require a national
Hepatitis C Elimination Action Plan which
must include maintenance strategies and a
focus on tackling health inequalities.

1.1.

1.2.

1.3.

1.4.

1.5.

The Action Plan should be led by DHSC,

in collaboration with UKHSA and NHS
England (including the specialised
commissioning function to be merged into
DHSC), reporting directly to the Secretary of
State for Health and Social Care

The Action Plan must establish a framework
for long-term prevention, testing (including
modelling for specific populations to
establish when to increase / decrease
testing), treatment access, surveillance, and
reporting to ensure accountability and timely
action.

The Action Plan should be linked to, or joint
with, a plan for long-term elimination of
hepatitis B and HIV.

Maintaining viral hepatitis elimination should
be integrated across all health and social
care commissioning, eventually guided by
ICB strategies aligned with local population
health needs. This will improve liver health,
reduce inequalities, and help prevent
cancer.

Health equity should remain central to
hepatitis C and related work, with continued
integration of lived-experience staff into
related services.

In March 2025, data from UKHSA
showed that chronic hepatitis C cases
in England had fallen by 56.7% since
2015, from an estimated 129,400

to 55,900 in 2023. Deaths due to
hepatitis C-related mortality were at
their lowest level in 10 years.
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2. Preventing fransmission
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Criminal justice

Hepatitis C prevalence is significantly higher

in prisons when compared to the general UK
population, with around 1.5% of male and 3.7%
of female prisoners affected, compared to around
0.5% of the wider public.'® The degree of hepatitis
C transmission within prisons is not known and
this needs exploration but we do know that new
infections and reinfections among people leaving
custody remain a significant risk, and that high
rates of overdose deaths and other harms are
more common after leaving prison. To maintain
hepatitis C elimination, prison health service
providers and community initiatives such as NHS
England’s RECONNECT scheme (which provides
care and support for prison leavers) will need to
work together to provide through-the-gate support
and linkage to health, addiction and harm reduction
services.

Drug services and pharmacies

The harm reduction role of local authority-
commissioned drug treatment services and
community pharmacy services will also be key. The
majority of hepatitis C transmission in the UK is
attributable to injecting drug use, and half of PWID
have contracted hepatitis C."” This means adequate
needle and syringe provision will be needed to help
prevent new infections, but currently only two-thirds
of PWID report sufficient access to sterile injecting
equipment.’™ [CB and local authority commissioners
should map provision compared to need in order to
ensure local harm reduction needs are met.

Stigma-related barriers faced by some active
injectors, along with limited access to OAT, hinder
prevention efforts. Home delivery of NSP and peer-
based harm reduction aim to address these gaps
but are uncommon and should be scaled up and
evaluated, alongside efforts to strengthen provision
in drug services and pharmacies.

What is needed now | 2. Preventing transmission

Further, while community pharmacies serve as an
important access point for NSP and OAT for people
not engaged with other services, efforts are needed
to address concerns around stigma and the quality
of provision. Additionally, the ongoing decline in the
number of pharmacies offering NSP remains a
significant barrier. The latest UAM survey by
UKHSA found that although 82% of all PWID
reported that they had accessed a needle ex-
change in 2022, this declined from the 90% report-
ing the same before the COVID-19 pandemic.®

This means that to maintain hepatitis C elimination,
a national approach to prevention will be needed

to draw together strengthened access to harm
reduction, peer-based support, focus on community
and criminal justice settings, and collaboration
across responsible health services.

Recommendations

2. To prevent new infections, harm reduction
services must be designed to prevent people
contracting BBVs and provide an opportunity
for early engagement in healthcare.

2.1. DHSC, working with OHID and local
authorities, should conduct a full review of
harm reduction services, including NSP and
OAT, focused on opportunities to improve
health and prevent BBVs.

. Harm reduction needs for all at-risk groups
— including people who inject drugs, people
in and leaving prison, people experiencing
homelessness, people engaged in chemsex
and people who use performance and
image enhancing drugs — should be
mapped and addressed by ICBs, Health
and Justice commissioners and local
authority commissioners, and include lived-
experience peer-based models for delivery.
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What is needed now

Overview

Early detection of viral hepatitis, and access to timely treatment, is one
of the clearest cancer prevention strategies to reduce progression to
serious liver disease, hepatocellular carcinoma (HCC) and premature
mortality. HCC incidence has risen by over 50% in the last decade
and is expected to continue to rise* with research by the British Liver
Trust suggesting that only 13% of people will survive 5 years or more
following a liver cancer diagnosis, and only 40% will survive for 1 year
or more.?!

Research has shown that the UK investment in scaling up hepatitis
C treatment is likely to have been cost-saving through averting
secondary, severe liver disease and premature mortality. However,
maintenance of endemically low transmission requires ongoing
hepatitis C testing and treatment because, if switched off, hepatitis
C incidence will quickly increase and rise above WHO elimination
targets.?

Ongoing testing and retesting in key settings such as drug and alcohol
services, prisons and homelessness services, will be vital after
hepatitis C elimination has been achieved, to identify people who need
treatment and to ensure outbreaks are quickly detected by public
health agencies.

Services will need to continue to routinely test people — even in an
environment where more tests for hepatitis C will come back negative.
There is a risk that awareness and prioritisation of hepatitis C will
reduce due to a perception that it is now a challenge that has been
‘solved’. Commissioners of key services — and those working in

them — will therefore need to remain engaged with the importance of
continued testing.

To make every contact count and to improve the cost effectiveness

of interventions, combined BBV testing should be used as much as
possible in every setting.
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To detect remaining
and new cases, as
well as outbreaks,
cost-effective
combination

testing and triggers
for enhanced
testing must be
implemented

in key settings

and populations,
alongside outreach
to engage at-risk
groups not currently
accessing services.

Hepatocellular carcinoma
incidence has risen by over
50%, with only 13% of
people surviving five years
or more following diagnosis

Peer teams tested more than
170,000 people in the first
five years of the Hepatitis C
Elimination Programme

Criminal justice

In prisons, opt-out testing for hepatitis B, C and
HIV at reception was introduced in 2014, although
initial uptake was low and only 19.4% of new
prisoners were tested in 2017/18.2° Efforts by The
Hepatitis C Trust and NHS England’s Hepatitis C
Elimination Programme to support prison health
teams with reception testing has seen average
uptake increase to around 74% across the prison
estate, although this still varies across prisons.?*
Inconsistency with reception testing also led to
the introduction of mass testing in prisons through
the national HITT programme — this involves
‘HITT events’ where teams are deployed to test
every person in a prison over the course of a few
days and link anyone diagnosed into hepatitis C
treatment.

Other more recent innovations aimed at increasing
hepatitis C testing in prisons include peer-led
testing by volunteer prison residents. This is

a relatively new development but has been
expanded beyond an initial pilot project in HMP
Birmingham. Through-the-gate support will need
to ensure that prison health providers and partners
such as NHS England RECONNECT have clear
guidance on hepatitis C testing and treatment
pathways for occasions where positive cases are
found.

Drug services

The NHS Hepatitis C Elimination Programme has
provided supplementary resources for testing
within drug services (to enhance local authority
commissioned provision) and enabled the creation
of coordinators to oversee pathways between
drug services and ODNs. It has also seen the
formation (in partnership with Gilead Sciences as a
part of the HCV Elimination Programme Strategic
Procurement) of a Hepatitis C Drug Treatment
Provider Forum, with an aim to drive consistent

commissioning standards, consistency in data
reporting, and aligned priorities and services under
a joint mission statement. To maintain hepatitis C
elimination, consistent commissioning standards
for testing in drug services must be agreed and
upheld.

Community pharmacies

Community pharmacies present an opportunity to
educate, test and refer PWID not accessing drug
treatment services.?® Although NHS England’s
pilot Community Pharmacy Testing Service was
decommissioned in 2023, local models such as
peer-led testing in pharmacies in Leicester and
the promotion of online hepatitis C testing by
pharmacy teams have shown promise.

Emergency Departments

Following NHS England-led hepatitis C opt-out
testing pilots in 2020, a programme of opt-out
testing for BBVs was introduced in EDs in areas
with very high HIV prevalence in April 2022,
leveraging routine blood tests to detect hepatitis

C and B alongside HIV. The programme has
conducted 2.8 million tests and identified around
1,800 hepatitis C cases and over 5,000 hepatitis B
cases, proving valuable for both new diagnoses,
including people affected by infected blood, and
re-engaging patients lost to follow-up.?® However,
despite its success and expansion to more sites,
future funding for opt-out hepatitis C and B testing
in EDs remains uncertain beyond March 2026.
Integration into broader liver disease programme
development is now being explored to address
challenges with clinical capacity and future funding.

Primary care

Many people with hepatitis C are unaware of their
infection but engage with GPs for other health
needs, offering opportunities for identification,
testing, and treatment. Tools like the MSD Patient

17



Sustaining Success

What is needed now

3. Early detection through testing

Search Identification (PSI) Tool have been rolled
out across many GP practices in England to
identify at-risk patients based on coded risk factors
such as past injection drug use or pre-1996 blood
transfusions or organ transplants. Alongside

this, NHS England has worked to strengthen GP
education, and trained GP Champions to raise
awareness and combat stigma. Continuing this
targeted work with GPs through the use of the

PSI tool and local GP Champions will help to

find people most at risk of hepatitis C, therefore
helping to maintain hepatitis C elimination. As
recommended by the 2024 Infected Blood Inquiry,
when doctors become aware that patients received
a blood transfusion prior to 1996 they should
immediately be offered a test for hepatitis C.?”

Community mobile outreach and
inclusion health

Since 2020, the Hepatitis C Elimination
Programme has been actively commissioning
‘community vans’ and other mobile outreach to
take healthcare (testing, diagnostics, liver scans,
curative hepatitis C treatment) out of hospital
settings and into communities wherever possible.

Community outreach and inclusion health
interventions are crucial for engaging and testing
people from marginalised groups, people outside
of structured treatment or who avoid services due
to stigma (real or perceived), and people in rural
areas far from services. This approach has been
critical to the success of the Hepatitis C Elimination
Programme to date and will be a vital component
of maintaining elimination once achieved. Lived-
experience peer work, led by The Hepatitis C
Trust, has integrated lived-experience peers into
NHS teams to work in community settings like
hostels to provide testing and support to people
at risk where they are. Peer teams tested more
than 170,000 people in the first five years of the

18

programme alone and supported at least 11,000
people into treatment.

In 2023, NHS England introduced a web-based
testing platform where people can order free and
confidential tests to take at home. This has seen
high engagement among women and people born
outside the UK and has proved to be an essential
resource for the infected blood community; it
highlights the potential for scalable self-testing
solutions.

Core20PLUSS5, a national NHS England approach
to inform action to reduce healthcare inequalities
at both national and system level, also offers an
inclusion health framework for providers involved
in elimination to follow when considering which
groups may be overlooked by testing strategies
and methods.

Recommendations

3. To detect remaining and new cases, as well
as outbreaks, cost-effective combination
testing and triggers for enhanced testing
must be implemented in key settings and
populations, alongside outreach to engage
at-risk groups not currently accessing
services.

3.1. BBV testing and re-testing should be
retained in all drug services according to
the Drug and Alcohol Service Hepatitis C
Provider Forum’s service standards®, with
KPlIs in local authority contracts and data
collection via an improved National Drug
Treatment Monitoring System (NDTMS)
monitoring framework.

3.2. All services should adopt integrated testing
wherever possible, of hepatitis C, HIV,
hepatitis B, TB and STls, for cost efficiency

3.3.

34.

3.5.

3.6.

3.7.

3.8.

and to make every contact count.

In areas where it is cost-effective to do so,
opt-out combined BBV testing should be
continued in prisons and in emergency
departments.

Commissioners of health interventions for
at-risk groups, such as people experiencing
homelessness, should develop service
specifications that include broader health
assessments including BBV testing.

NHS England and DHSC?® should lead
efforts to negotiate lower pricing for point of
care and laboratory-based BBV testing.

National access to online self-testing should
be maintained. A unified system for HIV,
hepatitis B, and hepatitis C testing is likely
to be more cost-effective and should be
considered.

Health and Justice commissioners, using
evidence from UKHSA, should explore
the potential for integrated high intensity
test and treat (HITT) events in prisons,
for both ongoing provision and outbreak
management.

NHS England / DHSC should advance
the use of proven Al tools to identify
people who need screening for hepatitis
C, hepatitis B and other conditions with
identifiable risk factors in care records.

What is needed now | 3. Early detection through testing

2.8 million tests
have been
conducted by
opt-out testing
for BBVs in

emergency
departiments,
with 1,800

hepatitis C cases

identified and
over 5,000 cases
of hepatitis B




What is needed now

Overview

A key part of the transition from the Hepatitis C Elimination
Programme to the elimination maintenance phase will be determining
the approach to commissioning and delivering hepatitis C treatment
and care services. The criteria of at least 80% of people who are
diagnosed with hepatitis C to be treated, must be maintained.

During the elimination programme, NHS England Specialised
Commissioning has commissioned treatment and care services.

The model in place since 2014/15 has been centered around ODNs
The 24 ODNSs are responsible for leading treatment and testing for
the patients in their area (23 covering regions of England and one
national-based responsible for children’s hepatitis C care). Each
ODN has a lead NHS Trust, which is commissioned centrally by NHS
England to deliver hepatitis C treatment and care. In Q2 2025/26, the
ODNs will be subject to a new Service Specification widening their
role to ‘Viral Hepatitis Elimination” and supporting the development of
wider liver health approaches.

It is expected that Specialised Commissioning will continue to hold this
commissioning responsibility until England has achieved elimination
status — at least for hepatitis C but potentially also for hepatitis B. After
this point, it is possible that ICBs will take on remaining commissioning
responsibility for hepatitis C treatment and care services, with
assurance and oversight from DHSC as it absorbs NHS England’s
responsibilities.

The ODN model is widely regarded by those involved in England’s
hepatitis C elimination effort as having been a hugely successful
approach to commissioning treatment and care. The successor
approach to commissioning and delivering treatment and care must
retain and build on the success of the ODN model — whether this be
through ICBs retaining the ODN structure or by replicating its key
elements in a new approach, such as broader Liver Networks.
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Recommendations

4. To ensure that people still living with
hepatitis C receive treatment and are cured,
commissioning responsibilities for viral

NHS England / hepatitis elimination should be nationally
DHSC and heailth retained within specialised commissioning
commissioners (alongside the ICB delegated ‘Hepatobiliary

and pancreas service specification’
service specification®’) until they can be
successfully devolved to ICBs.

should ensure
continuity of key
successes of

the Hepatitis C
Operational Delivery
Network model with
patient voice at

the heart of service
design

4.1. NHS England / DHSC and health
commissioners should ensure continuity
of key successes of the Hepatitis C
Operational Delivery Network model with
patient voice at the heart of service design.

4.2. The ODN model should be developed
further for wider viral hepatitis elimination,
prioritising inclusion health needs, cancer
prevention and liver health improvement
within the national Liver Transformation
Programme. This includes commissioning
peer workers, streamlining referral pathways
and promoting flexibility and innovation.

4.3. Commissioners should continue to deliver
hepatitis C treatment through key local
community services and referral pathways
into secondary care, including with GP
clinics, drug services, mobile delivery
services, homelessness services, prisons
and peer outreach.

4.4. Commissioners should ensure that lived-
experience peer support remains an
essential part of the health and social care
workforce, facilitating access and support
throughout hepatitis C treatment and care.

of people diagnosed with
hepatitis C must be treated
to maintain elimination

What is needed now | 4. Accessible treatment and care

Key successes of the Hepatitis C ODN

model that should be adopted by health
commissioners for the delivery of wider
viral hepatitis elimination and emerging
‘Liver Transformation Programme’ aims:

* Anhigh level of patient engagement in
service design and delivery, including
peer-led services.

* Acceptance of referrals into secondary
care from a range of services, not just
from primary care.

* Delivery of treatment in a range of settings
to reach patients where they are.

* Good national-level communication
networks between those responsible for
managing hepatitis C (and wider viral
hepatitis) services.

* Flexibility in service delivery, with a focus
on enabling innovation and doing ‘what
works’, rather than being prescriptive and
insisting on adherence to rigid policies and
procedures.

e Funding for non-clinical and project
support roles to enable clinical staff to
spend more time on clinical duties.

See the full ‘Lessons learned’ document on
the HCV Action Website:

https://www.hepctrust.org.uk/hcv-
resource/lessons-from-the-odn-model-of-

hepatitis-c-care-delivery/


https://www.hepctrust.org.uk/hcv-resource/lessons-from-the-odn-model-of-hepatitis-c-care-delivery/
https://www.hepctrust.org.uk/hcv-resource/lessons-from-the-odn-model-of-hepatitis-c-care-delivery/
https://www.hepctrust.org.uk/hcv-resource/lessons-from-the-odn-model-of-hepatitis-c-care-delivery/
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5. Robust data and surveillance

5 per 100,000

elimination status will require monitoring other
service provision, For example, efforts to monitor
NSP will be instrumental to understanding
prevention services nationally.

Decision-makers and commissioners will also need
to be mindful of what is not being picked up or
measured in surveillance systems which must take
account of populations not in touch with services,
such as people using drugs and not in structured
drug treatment.

These recommendations aim to ensure that there
will be greater coordination, inclusivity and efficiency
in data and surveillance once England transitions
into elimination maintenance. Particularly in the
context of a challenging financial environment, if
one system falls away at the end of the elimination
programme without a plan for replacing, subsuming,
or transforming it, another surveillance systems

will also be weakened. A Hepatitis C Elimination
Maintenance Action Plan must make specific
considerations for how to approach sustainable and
reliable surveillance during the maintenance phase
to meet these challenges and facilitate all other
areas of elimination work.

Recommendations

5. Robust data collection and oversight must
be coordinated and maintained across the
care cascade to track new infections, detect
outbreaks, and assess harm reduction
effectiveness.

5.1. The Hepatitis C Elimination Action Plan
should define responsibility for key data and
surveillance systems, ensuring reporting
to health protection teams and ICBs
commissioners to support timely action.

5.2. UKHSA is developing guidance for detecting

What is needed now | 5. Robust data and surveillance

and responding to hepatitis C outbreaks
in community settings. Health protection
teams must use this, alongside inclusion
health guidance, during the elimination
maintenance phase.

. Needle and syringe provision surveillance

— in development by UKHSA - must be
monitored and acted upon to ensure
provision to prevent transmission of hepatitis
C and other BBVs.

. OHID should improve data integration across

services by, for example, exploring the use
of NHS numbers in the NDTMS to better
address the broader needs of service users.

. OHID should work with UKHSA, NDTMS

and Health and Justice to link hepatitis C
data through the Better Outcomes through
Linked Data (BOLD) programme.

. NHS England / DHSC and UKHSA should

develop a strategy to ensure sentinel
surveillance captures high-quality, timely,
representative data from diverse sites on
populations at highest risk of hepatitis C
infection and reinfection

. The Unlinked Anonymous Monitoring

survey or an equivalent biobehavioural
survey should be maintained and its content
reviewed in the context of hepatitis C and
hepatitis B elimination and elimination of HIV
transmission.

. Hepatitis C data, as part of broader BBV

monitoring, should be integrated into whole-
system health surveillance focused on
marginalised groups to support inclusion
health and the NHS Core20PLUSS5 agenda.
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Appendix 1:

Surveillance Data

UK Health Security
Agency (UKHSA)

National Drug
Treatment
Monitoring System

Office for Health
Improvement and
Disparities (OHID)
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As a notifiable disease, medical practitioners are obliged to report cases of
acute hepatitis infection including hepatitis C. The UKHSA receives reports of
acute and chronic confirmed hepatitis C positive results from the diagnosing
doctors and a mix of the other systems outlined here.

This system allows the UKHSA national hepatitis team to provide quarterly
testing and treatment data dashboards to support ODNs in targeting and
delivering hepatitis services.

Data on potential outbreaks can be collected through indicator-based
surveillance systems or event-based surveillance systems. In the
maintenance phase, measuring test positivity and accounting for changes in
test practices (such as a greater move towards point- of-care testing, which
will need to be fed through to UKHSA) will become key.

NDTMS collects data about adults and young people who are accessing

drug and alcohol treatment, as well as Criminal Justice Intervention Team
(CJIT) clients. Responsibility sits with OHID and data is collected within

drug services and by CJITs. NDTMS contains extensive data, covering over
400,000 individuals annually and it has strong coverage with near-universal
participation from providers. It includes information on substance use and
interventions accessed, along with safeguarding considerations, geographical
details, protected characteristics, healthcare and outcome information
(including hepatitis C testing results), and covers a range of settings including
community services, the secure estate, and inpatient and residential units.

NDTMS regional teams regularly review data relating specifically to hepatitis
C and have data quality metrics to measure data against. Some of the key
data items related to HCV that are gathered in NDTMS include: hepatitis

C test date; hepatitis C intervention status; hepatitis C test result antibody
status; hepatitis C test result polymerase chain reaction (PCR) RNA status
indicating active infection; whether a person was referred for hepatitis C
treatment; and the date of treatment referral. User accounts are required and
access must be authorised, and reports are released on a timetable.

The complexity of NDTMS is an issue — the dataset has grown from collecting
23 items of data when it was established in 2004 to 284 items in 2024,
although there is a consultation every two years to ensure it is still fit for
purpose. Some items therefore could theoretically be removed if they are
less critical or added if they are more critical during the maintenance phase.
Linking NDMTS to other systems such as clinical management systems
would be beneficial and including personal NHS numbers in NDTMS would
aid this, but could also impact the anonymity of the platform and hamper data
collection. The separate drug treatment data currently collected by Gilead
Sciences under a different system (as part of the Hepatitis C Drug Treatment
Provider Forum) could potentially be re-homed within NDTMS to ensure it is
safeguarded.
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Data source

DETAILS

Sentinel Surveillance
of Blood Borne Virus

Testing

Administrated by

UK Health Security
Agency

This programme was started in 2002 to gather information on hepatitis C
testing within sentinel laboratory services, through a voluntary network of
laboratories that submit data on BBV tests to UKHSA. It gathers data from
37 participating laboratories, accounting for approximately 46% of diagnostic
testing. Sentinel testing does not look to cover a whole population, but can
be an efficient means of collecting representative snapshots of data and
facilitating the identification of trends in testing and positivity. This can help
to determine changes and gaps in services.

HOW THIS IS USED FOR HEPATITIS C

SystmOne is accessible by NHS teams however this does not guarantee
universal access and utilisation of the data in a way that supports the
monitoring of BBV clinical pathways. Health and Justice and commissioning
groups should put a process in place to support validation, scrutiny, effective
use and monitoring of this data by appropriate teams.

Data source

DETAILS

Originally established to gather hepatitis C testing data, but it has been
expanded to measure other BBVs as well.

POTENTIAL ROLE IN ELIMINATION MAINTENANCE PHASE
AND ISSUES TO BE ADDRESSED

A sentinel approach may be more appropriate in the maintenance phase
than comprehensive systems like NDTMS. However, there are limitations
from an inclusion health standpoint — for example, homeless populations
are not picked up in sentinel surveillance and these limitations have led to
emergency department testing sites (see below) being strongly encouraged
to join the sentinel surveillance programme and supplement existing
sentinel data from drug services and prisons.

SystmOne

TPP, NHS England
Health and Justice,
Gilead Sciences
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Supplied by software company TPP, SystmOne is a health record software
that gives clinicians access to the medical information of people in prison
and makes it possible to transfer records between prisons when prison
residents are moved. The system is used to connect all prisons in England
to a single clinical IT system for healthcare across prisons, young offender
institutions and immigration detention centres.

Gilead Sciences currently partners with three prison healthcare providers
that cover roughly 80% of English prisons. These healthcare providers
utilise and share anonymised, aggregated, and validated reports to support
analysis and targeted resource allocation to optimise patient care.

Drug treatment
provider data

Administrated by

Hepatitis C Drug
Treatment Provider
Forum / Gilead
Sciences

As part of the NHS England Hepatitis C Elimination Programme, partnered
drug treatment services provide anonymised, aggregated data under
agreements with Gilead Sciences

HOW THIS IS USED FOR HEPATITIS C

Gilead Sciences currently partners with the majority of drug service
providers in England. As above, these providers utilise and share
anonymised, aggregated, and validated reports to support analysis and
targeted resource allocation to optimise patient care.

POTENTIAL ROLE IN ELIMINATION MAINTENANCE PHASE
AND ISSUES TO BE ADDRESSED

This data must be made available to future commissioners and UKHSA

by the NDTMS to continuously monitor and improve access to testing and
treatment. Wider stakeholders may wish to utilise this data to ensure regular
review and effective commissioning.

Data source

DETAILS

Emergency
Department (ED)
opt-out BBV testing
Administrated by

NHS England

Since April 2022, NHS England has funded a programme of opt-out testing for
BBVs in EDs. Data on testing for BBVs is recorded across all sites where the
programme is live.

HOW THIS IS USED FOR HEPATITIS C

UKHSA analysis looked in depth at 21 of the 34 sites, between April 2022 and
March 2024. It found that 762 people were newly diagnosed with hepatitis C,
1,957 people were newly diagnosed with hepatitis B and 391 people with HIV
(new HIV diagnoses data is only available to December 2023).
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Continued...

Clinical data, held at an NHS Trust-level, has more comprehensive detail on
linkage to care.

POTENTIAL ROLE IN ELIMINATION MAINTENANCE PHASE
AND ISSUES TO BE ADDRESSED

BBV opt-out testing in EDs has proven to be effective at diagnosing cases
of hepatitis C, with additional surveillance benefits. However, the future of
the programme beyond 2026 is in doubt for hepatitis C and B. NHS England
is building a cost-effectiveness case for continuing the programme with the
current cross-BBV approach

The UAM will be an important tool to provide insights on preventing
transmission of hepatitis C, including injecting drug trends, equipment
sharing and NSP provision.

Data source

DETAILS

Unlinked Anonymous
Monitoring (UAM)
Survey

UK Health Security
Agency
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The UAM survey focuses on HIV and viral hepatitis among people who inject
drugs. It is an annual, cross-sectional bio-behavioural survey, gathering
information on people who inject psychoactive drugs. Recruitment to the
survey is done through drug and alcohol services across England, Wales, and
Northern Ireland. People who agree to take part provide a dried blood spot
sample and complete a short survey. Between these two methods, data is
gathered on: basic demographics; injecting risk behaviours; sexual behaviour;
service use including the use of drug treatment and NSP services as well as
wider health services; testing and care for HIV and hepatitis; homelessness;
imprisonment; health and wellbeing.

UAM provides information on needle and syringe provision adequacy and
intelligence on drugs being used, and includes blood spot sample tests

for hepatitis C, hepatitis B and HIV. It also measures awareness levels

of infection by comparing the blood sample with the status declared in

the self-reported questionnaire. The UAM highlights high rates of people
reporting sharing injecting equipment in the previous month and the rates of
participants reporting reusing their own injecting equipment in the last month.

The UAM depends on voluntary participation, meaning the survey both varies
year-on-year and that there are likely to be differences between those who
take part in the survey and the wider population of people who inject drugs.
The UAM is also not currently linked with the NDTMS, due to the absence of
NHS numbers.

The cohort is not a ‘random selection’ process, but made up of individuals
selected to be included by drug and alcohol services.

The Hepatitis C Trust
community and
prison peer data
collection

Administrated by

The Hepatitis C Trust

The Hepatitis C Trust collects data on peer-delivered testing and support
interventions.

HOW THIS IS USED FOR HEPATITIS C

The Hepatitis C Trust tested 37,000 people in community settings in 2023/24,
as well as 14,950 people as part of prison HITTs. Person-identifiable data is
collected but not recorded in any database.

POTENTIAL ROLE IN ELIMINATION MAINTENANCE PHASE
AND ISSUES TO BE ADDRESSED

This data gathering may be threatened in a post-elimination landscape, as
many of the staff engaged are employed under funding for the elimination
deal, and their involvement in conducting other monitoring such as the UAM
survey could have an impact on other hepatitis C monitoring efforts.

NHS England
Hepatitis C Registry

NHS England,
NHS Arden & GEM
Commissioning
Support Unit

NHS England’s hepatitis C registry and outcome system captures testing,
provision of treatment, and outcomes, organised by treatment care setting.
ODNSs have two routes of data entry to the system, manually or via bulk
upload. The NHS Arden & GEM Commissioning Support Unit also supports
ICBs with Blueteq® templates for implementation of harmonised clinical
treatment policies, to ensure fair access to treatments and interventions.

This data helps provide an indication of the proportion of people with
hepatitis C who have been treated.
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Needle and Syringe
Provision (NSP)
monitoring

UK Health Security
Agency (current
pilot), local
authorities
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This system currently does not have functionality to create a pseudonymised
patient history, and plans to develop the system further to include this, as well
as increasing the capacity for users to find duplicate records across ODNs,
have currently been paused for business reasons.

Plans to develop the Registry into a more comprehensive Patient
Management System (to include hepatitis B, and potentially other liver
conditions, including MSALD, ARLD and cirrhosis) are in discussion.

In England there is currently no national-level high-quality monitoring system
for injecting equipment provision, although there are NSP monitoring systems
in place in Scotland and Wales, and there are some locally driven initiatives in
England. UKHSA is piloting a proof-of-concept programme that aims to gather
data on NSP and potentially inform a national surveillance programme in the
future. This would allow UKHSA to understand the distribution and types of
NSP services, to identify key gaps in provision, to assess progress against
elimination targets, and to provide an evidence base to inform commissioning.
A steering group has been set up for the project, bringing together key
stakeholders.

Adequate provision of sterile needles and syringes is vital to reducing the risk
of ongoing transmission and preventing outbreaks. Monitoring is needed to
ascertain if the WHO target of providing 300 needles per person who injects
drugs per year is being met (although UK experts recommend the required
number in the UK-setting is far higher than 300 per person per year).

While national NSP monitoring is being piloted by the UKHSA, UKHSA is not
responsible for mapping NSP provision so responsibility for this will have to sit
with other bodies.
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Appendix 2:

Strategy Group and Working

Group participants

The Hepatitis C Elimination Maintenance
Strategy Group held its first meeting in March
2024. Subsequent meetings were held in June
2024, September 2024 and May 2025.

The group’s members consisted of expert
stakeholders from a range of organisations
relevant to hepatitis C elimination and elimination
maintenance. UKHSA representatives attended
Strategy Group meetings in an observational
capacity and supported the Strategy Group with
relevant evidence and surveillance information.

Three Working Groups were established to
consider the required action to ensure sustained
hepatitis C elimination in three areas — Prevention
and Testing; Commissioning Treatment and Care;
and Data, Surveillance and Oversight — and fed
back their findings and conclusions to the Strategy
Group. Each Working Group met between four and
six times between April and December 2024.

Strategy Group members

* Dr Kosh Agarwal, King’'s College London /
South Thames ODN (Chair)

* Professor Ashley Brown, NHS England
Specialised Commissioning / West
London ODN

* Dr Ryan Buchanan, University Hospital
Southampton NHS Foundation Trust /
Wessex ODN

* Denise Burridge, CGL

e Sean Cox, The Hepatitis C Trust

e Mark Gillyon-Powell, NHS England
Specialised Commissioning

¢ Rachel Halford, The Hepatitis C Trust

* Dan Hayes, Central and North West London
NHS Foundation Trust

¢ Professor Matthew Hickman, Bristol Medical
School, University of Bristol
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* Professor William Irving, University of
Nottingham

* lan Jackson, NHS England

* John Jolly, The Hepatitis C Trust

* Dr Nicole Klynman, Bexley London
Borough Council

e Chris Lee, CGL

* Susie Maguire, Spectrum Community
Health CIC

¢ Alan McGee, Sefton Council

e Matt Milner, Gilead Sciences

* Dr Aneesha Noonan, NHS England

* Leila Reid, The Hepatitis C Trust

e Tamara Robinson, CGL

* Professor Steve Ryder, Nottingham ODN /
HCV Action

e Stuart Smith, The Hepatitis C Trust

* Stacey Smith, Waythrough

» Steve Taylor, Office for Health Improvement
and Disparities

* Professor Peter Vickerman, Bristol Medical
School, University of Bristol

o Kate Williams, Oxleas NHS Trust
Foundation Trust

Strategy Group observers

* Dr Monica Desai, UK Health Security Agency

* Dr Chantal Edge, UK Health Security Agency

* Professor Andrew Hayward, UK Health
Security Agency

* Dr Sema Mandal, UK Health Security Agency

* Dr Ruth Simmons, UK Health Security Agency

Prevention and Testing Working

Group members

e Kate Abraham, Practice Plus Group

* Jodi Aldridge, Spectrum Community
Health CIC

e Caroline Allsop, Newcastle upon Tyne
Hospitals NHS Foundation Trust

Jenna Bell, Newcastle upon Tyne Hospitals
NHS Foundation Trust

Elliot Bidgood, HCV Action

Paula Bishop, UK Health Security Agency
Sarah Burwood, NHS England

Rachel Campbell, NHS England

Sean Cox, The Hepatitis C Trust

Dr Monica Desai, UK Health Security Agency
Dr Chantal Edge, UK Health Security Agency
Alistair Flowers, London Borough of
Waltham Forest / English Substance Use
Commissioners Group

Katherine Fuller, UK Health Security Agency
Peter Furlong, CGL

Rachel Halford, The Hepatitis C Trust

Helen Hampton, We Are With You

Louise Hansford, Hep C U Later

Dan Hayes, Central and North West London
NHS Foundation Trust

Julie Henderson, Practice Plus Group

Sara Hide, St Mungo’s

Rebecca John, UK Health Security Agency
Dr Nicole Klynman, Bexley London

Borough Council

Eleni Kousti, Northamptonshire Healthcare
NHS Foundation Trust

Emma Lamond, We Are With You

Arran Ludlow-Rhodes, Gilead Sciences
Susie Maguire, Spectrum Community
Health CIC

Alan McGee, Sefton Council

Andy Mills, St Mungo’s

Matt Milner, Gilead Sciences

Louise Missen, Gilead Sciences

Deborah Moores, Waythrough

Victoria Morris, UK Health Security Agency
Fharat Rehman, Birmingham City Council
Kieran Reynolds, Specialist Pharmacy Service
Nichole Royal, Practice Plus Group

Kirstie Sheehan, HMP High Down
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* Faye Sheldon, UK Health Security Agency

* Natalie Sims, UK Health Security Agency

e Stuart Smith, The Hepatitis C Trust

e Laura Spowage, NHS England

e Julian Surey, University College London /
University College Hospital NHS Foundation
Trust

* Craig Thompson, Spectrum Community
Health CIC

* Georgia Threadgold, NHS England

¢ Helen Treacher, MSD

¢ Jonathan VanDerVeen, HM Prison and
Probation Service

* Samantha Wright, CGL

Commissioning Treatment and Care Working

Group members

* Paula Bishop, UK Health Security Agency

¢ Dr Ryan Buchanan, Wessex ODN

e Deanne Burch, Hep C U Later

¢ Adrian Coleman, Gilead Sciences

e Sean Cox, The Hepatitis C Trust

e Peter Furlong, CGL

* Rory Garey, NHS England

e Mark Gillyon-Powell, NHS England
Specialised Commissioning

¢ Rachel Halford, The Hepatitis C Trust

* Professor Andrew Hayward, UK Health
Security Agency

e Laura Hughes, Hep C U Later

* lan Jackson, NHS England

* Rebecca John, UK Health Security Agency

e Tracey Kemp, CGL

* Andy Martin, CGL

* Sarah Montague, Nottingham ODN

* Victoria Morris, UK Health Security Agency

* Dr Aneesha Noonan, NHS England

* Kieran Reynolds, Specialist Pharmacy Service

* Professor Steve Ryder, Nottingham ODN /
HCV Action
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Strategy Group and Working
Group participants

Kuldip Sembhi, MSD

Natalie Sims, UK Health Security Agency
Stuart Smith, The Hepatitis C Trust
Stacey Smith, Waythrough

Julian Surey, Find & Treat

Liz Taylor-Diparno, NHS England

Data, Surveillance and Oversight Working
Group members

Paula Bishop, UK Health Security Agency
Professor Ashley Brown, NHS England

Dr Ryan Buchanan, Wessex ODN

Lisa Byrne, Surrey County Council

Dr Monica Desai, UK Health Security Agency
Dr Beatrice Emmanouil, NHS England
Rob Fair, Hep C U Later

Gayle Francis, Practice Plus Group

Peter Furlong, CGL

Rachel Halford, The Hepatitis C Trust
Louise Hansford, Hep C U Later

Jayne Harwood, North East and Cumbria ODN
Christopher Heaps, Hep C U Later

Dr Matthew Hibbert, UK Health Security
Agency

Professor Matthew Hickman, Bristol Medical
School, University of Bristol

Kimberly Hughes, Practice Plus Group
Ayesha Hurst, Department of Health and
Social Care

Professor William Irving, University of
Nottingham

Kate Jack, Nottingham University Hospitals
NHS Trust

Rebecca John, UK Health Security Agency
Richard King, CGL

Tim Lowden, Office for Health Improvement
and Disparities

Matt Milner, Gilead Sciences

Louise Missen, Gilead Sciences

Leila Reid, The Hepatitis C Trust

Nichola Royal, Practice Plus Group

Peter Sandwith, Barts Health NHS Trust,
Royal London Hospital

Dr Ruth Simmons, UK Health Security Agency
Julian Surey, University College London/
University College London Hospitals NHS
Foundation Trust

Craig Thompson, Spectrum Community
Health CIC

Professor Peter Vickerman, Bristol Medical
School, University of Bristol
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