
Iain Brew, GP at HMP Leeds (National Clinical Assessment Service) 

 

 Evidence for The All Party Parliamentary Hepatology Group (APPHG): Inquiry into the rising 

rates of liver disease in England. 

 

1. What is your assessment of progress in tackling liver disease since 2010? 

There have been a number of campaigns to raise awareness of the increase in liver disease, 

with obesity receiving particular attention in the media. General Practitioners and their teams 

are using the Alcohol Use Disorders Identification Test (AUDIT), which is included in the 

Quality and Outcomes Framework (QOF) system of remuneration for practices.  

The Royal College of General Practitioners have produced online learning with associated 

certificates in the diagnosis and management of hepatitis B and C. To date, 958 have 

completed online training (with 3,202 unique users registered), 350 have completed 

certificate 1 and 28 participants have also achieved certificate 2. These certificates build a 

knowledge base for practitioners to feel confident enough to begin the process of setting up 

treatment centres in Primary Care. There are at least 3 accredited GPs with Special Interest 

in hepatitis C delivering antiviral treatment in Primary Care in England.  

The arrival of new medication for hepatitis C means that treatment is more effective than 

ever before, but it is expensive and intensive. This means that significant investment is 

required, both in infrastructure and drug budgets to provide this NICE-approved treatment.  

Modelling carried out by Martin et al in Bristol has shown that treating hepatitis C is cost 

effective in the long term and that increasing treatment rates will begin to reduce the 

prevalence of HCV in the community, meaning fewer index cases to spread the infection.  

  

2. Looking at the reforms to health and social care, what are 

a. the biggest opportunities for tackling liver disease? 

Reducing the number of commissioners for hepatitis C treatment through NHS England 

offers a real opportunity to bring consistency to the treatment of hepatitis C. However, the 

Commissioners will need to be well informed by their Clinical Reference Group to ensure 

that the most practical and cost effective models of treatment delivery are funded to enhance 

capacity. In particular, it is, in my opinion, essential that Primary Care and Secondary Care 

work together, potentially abandoning some of the traditional divisions and treatment 

paradigms if hepatitis C is to be successfully tackled because with 90% of HCV infections 

being due to intravenous drug use, this socially excluded, vulnerable group is unlikely to 

access hospital-based clinics.  

 

Clinical Commissioning Groups should be well placed to put local health needs assessments 

into action in terms of alcohol misuse and obesity. The QOF should continue to be used as 

an instrument to drive quality improvement in the delivery of appropriate care to patients in 

the Primary Care setting.  

   

b. the biggest threats to tackling liver disease? 
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NHS England may feel that hepatitis C treatment (especially for complex cases) should be 

limited to large centres. One of the challenges in delivering antiviral treatment to hepatitis C 

patients is that the very group most likely to suffer with the disease (South East Asian, 

Egyptian ethnic groups and people who inject drugs (PWID)) is the group least likely to 

engage with Secondary Care. Increasing the distances to treatment clinics would most likely 

reduce the numbers becoming eligible for treatment. For this reason, I believe that it is 

imperative that Commissioners consider the evidence presented in appendices 1& 2, which 

demonstrates the effectiveness of delivering treatment in Primary Care.  

3. What support do different organisations need in improving liver disease outcomes? [For 

example, commissioners, providers, GPs, prisons, drug action teams] 

Training, funding and protected time. The training is available, but central assistance would 

make the training much more appealing. A fine example would be the transfer of the majority 

of substance misuse care to Primary Care from Addiction Psychiatry over the last 15 years. 

This training was partially funded by the Health Protection Agency (now Public Health 

England) and the Strategic Health Authorities. Over 10,000 members of staff have now 

completed RCGP training in the management of substance misuse.  

Remuneration through QOF will encourage GPs to increase their delivery of Brief 

Intervention for patients at risk of hazardous levels of alcohol consumption and obesity in the 

same way that the management of diabetes in Primary Care has improved dramatically over 

the years since 2004, when QOF was introduced. The Group should advise that alhohol and 

testing for blood borne viruses (BBV) should be included in the QOF for future years.     

4. What opportunities do you see for early diagnosis and/or prevention of liver disease? 

There is an increasing push for BBV testing to be an “opt-out” offering as part of the 

reception screen for patients entering prison. 90% of hepatitis C is acquired by intravenous 

drug use, and an estimated 10% of PWID are in prison at any given time. This makes prison 

an ideal setting to increase diagnosis and treatment of hepatitis C.  

The same is true of alcohol, with 10% of the prison population being dependent on alcohol 

as they enter prison. To date, there has been little funding directed towards the treatment of 

alcohol dependency in prison: it has been rather a “bolt-on” of the Integrated Drug Treatment 

System (IDTS).   As above, QOGF needs to reflect the delivery of Brief Intervention in 

Primary Care and funding should be increased for training in such interventions in prisons. 

Simply identifying patients at risk of alcoholic liver disease using AUDIT is not likely to 

prevent future liver disease, albeit a promising first step. 

5. How can we avoid unwarranted variation in liver disease outcomes across England? 

It is to be hoped that NHS England commissioning all hepatitis C treatment will lead to 

reductions in inequality across the various landscapes in England. Scotland are already 

making good progress with the treatment of PWID and I am aware of increasing activity in 

Wales.  

It is beyond doubt that there is a North-South divide in socioeconomic  deprivation, which is 

associated with both obesity and hazardous drinking. This must be reflected in the funding of 

services through Health and Wellbeing Boards and CCGs. There is some evidence for 
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educational campaigns being effective, but innovative schemes including exercise on 

prescription and subsidised fresh fruit have been successful too.  

6. Can you give examples of where a part of the pathway is working well in an area, or 

where it is not? 

Hepatitis C treatment is being successfully delivered in a number of prisons in England. 

Three models appear to be in operation:  

a. Hepatology Specialist nurse / consultant in-reach, which has been in operation at 

HMP Manchester for some time 

b. Infectious Diseases Specialist nurse / consultant in-reach, which has been in 

operation at HMP Hull for at least eight years under the direction of Dr Peter Moss 

c. In-house treatment provision as offered by a Nurse Specialist and GP with Special 

Interest at HMP Leeds / Wealstun, which has treated over 100 patients over the past 

five years. The early results of this service are in Appendix 2. 

 Not only does treating patients in prison work because of the supportive, stable 

environment, it also leads to cost savings because patients no longer need to be seen at 

outside hospital. As noted above, the NHS is responsible for the costs of escorting prison 

officers. Outside hospital is also a risk for prisoners escaping or other security concerns such 

as procuring drugs from associates during the hospital visit.  

 

Dr Iain Brew 

GP HMP Leeds and GSPI in Hepatitis C 

Thursday, 05 September 2013 

 

 

 

 

 

 

 

 

 

 

 

 



Iain Brew, GP at HMP Leeds (National Clinical Assessment Service) 

 

 

 

Appendix 1 

Outcomes for chronic hepatitis C patients in prison 
 

HMP Leeds 2008-2011 
 

Background 
Hepatitis C virus (HCV) affects 14% to 82% of injecting drug users (IDU’s) depending on 
geographical location1 and the estimated prevalence of positive serology among the United 
Kingdom prison population is around 24%2. This patient group is notoriously difficult to 
recruit into treatment due to factors such as poor engagement with secondary care clinics3 
and chaotic lifestyles. 
 
Several commentators have recommended that Primary Care may be a suitable setting for 
the treatment of HCV patients in treatment for substance misuse4,5 and projects such as the 
Windmill Project6 in Nottingham have demonstrated that such treatment is feasible. Although 
aware of other examples, to date we have been unable to find any published evidence 
underpinning the delivery of in-house antiviral therapy in UK prisons.  
 
Since 2008, HMP Leeds has operated an in-house hepatitis C treatment service. This 
category B male local prison, caters for remand prisoners and those serving short sentences 
from West Yorkshire. Between 2008 and 2011, a visiting Consultant Hepatologist from St 
James University Hospital attended the prison for one monthly session. Following NICE7 and 
local guidelines suitable patients were commenced on antiviral therapy, which was 
subsequently prescribed and monitored by the Primary Care team, including a General 
Practitioner a Specialist Nurse and two Healthcare Assistants. Patients were treated with 
standard dual therapy interferon Alfa-2a or Alfa-2b injections once a week and twice daily 
oral ribavirin.  
 
Initially, patients only commenced treatment in the prison if their expected release date 
allowed for treatment completion, because incomplete treatment is less likely to be effective. 
Since 2012, there has been a community hepatitis C antiviral therapy service based at the 
Community Drug Treatment Service: this development has provided continuity of care for 
patients released on treatment. 
 
 
Methodology 
A retrospective review of treatment monitoring records was undertaken for the first 50 
patients to commence treatment for HCV at HMP Leeds. Data gathered included patient 
age, HCV genotype, length of proposed treatment, weeks of completed treatment, end of 
treatment response (ETR) and six month sustained viral response (SVR). Reasons for 
failure to complete treatment were also recorded.  
 
Attempts were made to locate those patients who had become lost to follow up after release 
from prison prior to their SVR results being recorded. These results were sought from 
registered GPs and Community Drug Treatment Services when these could be identified.  
 
Treatment was recorded as complete if at least 80% of the intended treatment length was 
successfully delivered. Rates for the primary endpoints were calculated using intention to 
treat as the denominator  
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Primary endpoints were treatment completion, end of treatment response and sustained viral 
response rates. 
 
Secondary outcomes recorded were the use of the expensive adjunctive treatments 
granulocyte colony stimulating factor (GCSF) and erythropoietin (EPO). 
 
 
Results 
Treatment completion data were recorded for 48 (96%) and ETR for 47 (94%) of the patients 
in the cohort. SVR data were obtained for 43 (86%). Where no SVR data were available, 
treatment failure has been assumed.  
 

Genotype Number (n=50) Completion (%) ETR (%) SVR (%) 

 
1 
 

 
19 (38) 

 
10 (52.6)* 

 

 
14 (73.7) 

 
13 (68.4) 

 

 
 

2 

 
8 (16) 

4 x 12 weeks 
4 x 24 weeks 

(1 patient re-treated) 
 

 
 

8 (100) 
 

 
 

8 (100) 

 
 

6‡ (75) 
 

 
 

3 

 
23 (46) 

 
 7 x 12 weeks 
16 x 24 weeks 

 

 
 

21 (91.3) 
 
 

 
 

21 (91.3) 

 
 

16 (69.6)** 
 

 
*3 released early (15.8%); 5 ADRs (26.3%) at 6, 14, 22, 35 and 36 weeks - although 4 of 
these achieved SVR; 1 stopped as null-responder 
 
†1 null responder, 1  stopped (mental health), 2 treatment failures (10.5%), 1 lost to follow 
up - 2 non-completers achieved SVR 
 
‡1 pt re-treated 24/52 due to Rx failure after 12/52; 1 lost to follow up 
 
**1 deceased, 3 lost to follow up; 1 Ca kidney;  2 patients now positive for genotype 1 
 
Genotype 1 
Ten patients (52.6%) completed at least 80% of the planned treatment programme. One was 
released unexpectedly at 12 weeks and did not attend the hospital follow up appointments 
made for him. Another patient was released after 37 weeks of a planned 48 (78%), so was 
not included as a completer. Another patient completed 43 weeks of the planned 48 (90%), 
but no ETR was obtained. This patient was later found to be HVC PCR positive.  
 
Three patients (17.6%) were unable to complete treatment because of adverse drug 
reactions: one patient developed a psychotic reaction after five weeks and required 
psychiatric evaluation. Another patient’s treatment was discontinued at 14 weeks because 
he felt too unwell due to thyroid dysfunction, which was thought to be due to interferon. 
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However, follow up PCR tests have been negative, so he achieved an SVR despite 
completing less than 30% of his planned treatment. Although a third patient was unable to 
tolerate the general malaise associated with treatment, discontinuing at 22 weeks, he was 
also later found to have achieved SVR.  
 
One patient’s treatment was discontinued at 12 weeks as he was a null responder. He has 
now been referred for consideration of triple therapy with a directly acting antiviral protease 
inhibitor in addition to standard therapy.    
 
Genotype 2 
Eight patients underwent treatment with all completing the planned regime: four completed 
12 weeks and another four 24 weeks. On patient achieved ETR after 12 weeks, but 
relapsed. He achieved SVR after re-treatment with 24 weeks standard therapy. One patient 
was lost to follow up.  
 
Genotype 3 
Twenty-two patients (91.3%) of patient completed the planned antiviral treatment: twelve 
weeks for 8 patients and twenty-four weeks for 14 patients. One cirrhotic patient was listed 
for 24 weeks, but developed Stevens Johnson syndrome after six weeks. Co-incidentally, his 
ultrasound scan revealed an incidental renal cell cancer for which he underwent a potentially 
curative nephrectomy.   

A second patient planned for 24 weeks of treatment (having previously had a partial 
response to 12 weeks) was discontinued when he developed a right footdrop associated 
with numbness of the ipsilateral arm. It was thought that this may have been a mononeuritis 
multiplex, which is a reported complication of pegylated interferon therapy8.  

Four patients became lost to follow up following release from prison, meaning no SVR data 
were available. Two patients were found to be positive for HCV genotype 1 six months post 
completion of treatment. One of these had placed himself at risk of infection again, but the 
other was likely to have been co-infected with genotypes 1 and 3 at the time of treatment.  

 
Secondary Outcomes 
None of the fifty patients in this cohort required adjuvant treatment with EPO for anaemia or 
GCSF although blood test monitoring was conducted in every case throughout and following 
treatment in line with local and NICE guidelines.  

There is anecdotal evidence that fewer patients relapse into illicit drug use following HCV 
treatment and re-offending rates may also be lower.  

 
Discussion 
Several commentators including Robertson4 have suggested that prisons may present an 
ideal opportunity to offer effective treatment to the most difficult to reach groups.  

Over recent years, combination pegylated interferon alpha 2 and ribavirin for HCV has been 
introduced in a number of prisons in the UK [HPA report 2011]. Several models of care are 
in use9: these include visiting Consultant Hepatologists (eg HMP Manchester), Infectious 
Diseases Consultants (eg HMP Hull, Wolds and Everthorpe) and Specialist Viral Hepatitis 
nurses (eg HMP Liverpool) visiting to prisons. The GP-led service at HMP Leeds under the 
supervision of the HCV Multidisciplinary Team at St James hospital is another model, which 
may be appropriate in some areas. . 
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This study affirms the non-inferiority of treatment for HCV in the custodial setting. Indeed, the 
supportive environment of prison with on-site general and mental health nursing teams has, 
in the words of one Leeds patient, “nurtured” excellent treatment completion rates when 
compared with a previous US study10.  

Further research is needed to investigate the anecdotal secondary outcomes of reduced 
relapse into illicit drug use and consequent reoffending.  
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Appendix 2 

A Narrative Systematic Review of the Literature: Can antiviral therapy for hepatitis C 

be safely and effectively delivered in Primary Care?  

Background 

Hepatitis C virus (HCV) infection is a silent epidemic with an estimated 215,000 suffering 

from chronic hepatitis C (CHC) in the UK: 90% of cases are acquired through intravenous 

drug use.1 The infection may lead to serious liver disease ultimately requiring transplantation. 

Treatment involves weekly injections of pegylated interferon and daily oral ribavirin, offering 

sustained viral response (SVR) in 45-90% of cases depending upon genotype. However 

many drug users are unlikely to engage with secondary care for treatment2 due to chaotic 

lifestyles and social exclusion.  

As early as 2001, researchers in the UK and USA realised that there were insufficient 

numbers of secondary care clinicians to treat all patients suffering from CHC2,3,4, so primary 

care would need to deliver some antiviral treatment. Edlin et al commented in 2005 that a 

growing number of methadone programmes, infectious diseases clinics and prisons were 

integrating hepatitis C care successfully.5 

Primary care has successfully taken on the care of patients with complex conditions such as 

substance misuse and shared care for Disease Modifying Anti-rheumatic drugs.6,7 This 

increased the availability of such treatments to hard-to-reach groups. Gardenier and 

Alfandre suggested primary care could increase access to CHC treatment in such previously 

excluded groups.8  

 

 

Method 

Medical databases (MEDLINE, CINAHL, PsychINFO and EMBASE) were searched in 

ATHENS using search terms including hepatitis C and primary care.  

Abstracts were assessed for relevance by the authors, with inconsistencies resolved by 

discussion. Relevant comparative or descriptive research papers were included in the final 

review.  

 

Results 

Antiviral Treatment Provision in the Primary Care Setting 



Iain Brew, GP at HMP Leeds (National Clinical Assessment Service) 

 

Hill et al reviewed 390 CHC patients at four Canadian community centres in rural settings9 

finding an SVR rate of 61%. John-Baptiste et al evaluated antiviral treatment community 

addiction centres,10 reporting treatment completion (TC) rates of 61% and 74% (genotypes 

1/4 and 2/3 respectively) and SVR 51% and 68%. Illicit drug use prior to treatment was 

associated with lower rates of TC but not SVR, whereas alcohol use before therapy was 

associated with lower rates of both. Several authors have concluded that active drug use 

was not a contraindication to HCV treatment, 11,12,13,14 when supported with psychosocial 

support.  

Project ECHO (Extension for Community healthcare Outcomes) evaluated a 

teleconferencing (TC) approach in the USA, whereby primary care clinicians met weekly with 

specialists by TC to discuss patients’ treatment.15,16 They found a statistically significant 

increase in clinicians’ perceived competence during the project. ECHO achieved an SVR 

rate of 58.2% compared with 57.5% at the specialist clinic. The authors concluded that, the 

model could be used successfully to increase the numbers of patients treated. Khatri et al 

described Project ECHO’s successful implementation in Connecticut, USA17.  

The UK’s Windmill Project reported in 200818 on community treatment based around a 

specialist nurse. Patients were twice as likely to attend their antiviral treatment appointments 

at the primary care clinic as those at secondary care during the period and similar SVR rates 

were reported, although the study lacked statistical power. In 2013, Wilkie described a 

nurse-led Community Hepatitis C service based in three practices in Liverpool, funded by 

commissioning savings. An SVR rate of 46% was reported with 81% TC.19 

 

Primary Care Custodial Settings 

Several commentators have proposed treating HCV in prison settings.20-22 However 

treatment discontinuation upon release was identified as a barrier to TC, meaning therapy 

was not offered to patients who had less than six months of their sentence to serve. Remy et 

al found that treatment provision in 80 French prisons increased between 2000-0323. Service 

evaluations of prison-based antiviral treatment have been conducted in the USA20 and 

Canada21, where overall SVR rates were 48% and 51.8% respectively. Correctional facilities 

provide an ideal opportunity to diagnose and treat patients with CHC in combination with 

preventative measures. The 2013 HPA report recommends that testing and treatment in 

prisons be strengthened.1 

 

Discussion 

There is a growing international evidence base for GPs delivering antiviral therapy to hard-

to-reach groups with TC and SVR results equivalent to secondary care.  

Willingness to either initiate or maintain treatment appears to be associated with the number 

of hepatitis C positive drug users a GP has on their list.24 Litwin et al25 found that although 

only 1% of primary care physicians were treating CHC, 13% were willing to do so with 

appropriate training. Project ECHO demonstrated a model for achieving this in remote areas, 
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although ongoing clinical supervision support from either hepatologists or infectious diseases 

specialists is critical. training the primary care workforce is key to primary care taking on this 

extended role,  UK, the Royal College of General Practitioners have developed Certificates 

in the Detection, Diagnosis and Management of Hepatitis B and C in Primary Care.26 

Further research is required to evaluate both how to effectively engage more GPs in this 

important activity and the most cost-effective model for mainstream GP treatment provision.   
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