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All-Party Parliamentary Hepatology Group: Inquiry on Rising Rates of Liver 

Disease 
 
About Bristol-Myers Squibb 
 
Bristol-Myers Squibb (BMS) is a global biopharma company committed to discovering, 
developing and delivering innovative medicines that help patients prevail over serious diseases.  
BMS has a legacy of commitment to infectious diseases, including, most recently, treatments for 
HIV and hepatitis B and C.  BMS is committed to working with the NHS and health care 
stakeholders in order to ensure optimal access to HCV treatment innovation.   
 
Introduction  
 
BMS would like to thank the All-Party Parliamentary Hepatology Group for holding an inquiry 
into this important issue and for allowing BMS to comment.  BMS’ current focus in this area 
relates specifically to the treatment of hepatitis C (HCV).  If left untreated, chronic HCV infection 
can lead to cirrhosis, end stage liver disease (liver failure), and liver cancer (hepatocellular 
carcinoma).  Across Europe, Hepatitis C is a dominant reason for liver transplantation1 and 
globally hepatitis C is responsible for approximately 25% of liver cancer2. 
 
As the Chief Medical Officer, Professor Dame Sally Davies, said in her last annual report, liver 
disease rates are a growing problem in England. Her report highlighted that liver disease is the 
only major cause of mortality and morbidity that is on the increase in England while it is 
decreasing elsewhere in Europe3. In particular, there needs to be a greater recognition of the 
treatment needs of groups with chaotic lifestyles such as the homeless or injecting drug users, 
redesigning services to deliver improved outcomes. BMS is committed to providing solutions to 
those in most urgent need.  In its studies and programmes, BMS is including these ‘difficult-to-
treat patients’, for example those with advanced cirrhosis, those who are co-infected with HIV, 
those who have failed treatment and those needing a liver transplant.  Central to achieving this is 
developing treatments which are easier to adhere to with improved safety, tolerability and 
dosing.  BMS is developing a range of treatments which it is hoped will play a key part in 
delivering these improvements for patients as BMS and other members of the pharmaceutical 
industry work towards developing a cure.   
 
Question One: What is your assessment of progress in tackling liver disease since 2010? 
 
There are 215,000 individuals who are chronically infected with HCV in the UK with 90% of 
those infected having genotype 1 and 34.  HCV in the UK is rising and Public Health England 
identifies that the number of diagnosed cases of hepatitis C infection reported in England have 
risen by more than one-third to 10,873 cases in 2012, up from 7,882 cases in 20104.  
 
The development of liver outcomes strategy was an opportunity to focus on these issues and 
BMS is disappointed that this strategy has now been cancelled.  The publication of the Hepatitis 
C National Action Plan (phases I and II) in Scotland shows the value of such strategies if they are 
supported with adequate funding.  These strategies were developed with £4 million5 allocated in 
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Phase I and £43 million6 allocated in Phase II to support the implementation of the plan. This is 
often cited as a leading example of good practice as through the active phase, which ran between 
2008 and 2011, the number of people tested by the four leading health boards rose from around 
34,000 to over 44,0007.  Similarly, the number of diagnoses rose from just over 1,500 in 2007 to 
more than 2,100 in 20117 and the number of annual number of initiates onto viral therapy has 
increased more than two fold8. This progress is now being continued through the ongoing Sexual 
Health and Blood Borne Virus Framework9.  
 
There are concerns that the approach to HCV within the new NHS commissioning structures is 
patchy, and that CCGs/local councils are viewing the condition as either less of a priority or too 
difficult to treat.  This approach is short-sighted and fails to take into account the fact that if HCV 
patients are not diagnosed and treated then this infection can lead to cirrhosis, end stage liver 
disease and liver cancer. It also heightens the risk of transmission, particularly amongst 
intravenous drug users (IDUs) and the homeless which threatens to make the problem worse. In 
order to assess the scale of this problem, BMS is undertaking a comprehensive audit of Health 
and Wellbeing Boards and Joint Strategic Needs Assessments (JSNAs), assessing where and how 
HCV is prioritised.  
 
Question two:  Looking at the reforms to health and social care, what are: 
 
a. the biggest opportunities for tackling liver disease? 
 
New generation treatments could play a key role in improving outcomes for HCV patients, 
providing a wide range of treatment options. It will therefore be important that the principle of 
‘Right Patient, Right Treatment’ is at the heart of prescribing practices and that a patient’s 
treatment options are determined following assessment of a number of factors including their 
genotype and social situation. It is key that patients receive equity of care regardless of their 
personal circumstances. 
 
Current treatments potentially have serious limitations as they might be unsuited to either the 
patient’s circumstance or are poorly targeted for the relevant HCV genotype.  This can lead to 
the situation where the patient’s condition progresses to an advanced stage, such as cirrhosis and 
liver cancer, and therefore becomes more difficult to treat.  The consequences of failing to ensure 
that the right patient is on the right treatment can be significant for both for the patient in terms 
of their health and the NHS in terms of the increased financial burden that this develops.  
However, the emerging range of new treatments could provide an opportunity to improve the 
efficacy of and adherence to treatment regimens .   
 
In this therapeutic area, science is evolving very fast, and it is hoped that with new treatments 
not only could chronic hepatitis C become curable, but treatment times could be shortened, 
down from the 48 week period experienced by some patients.  Shorter treatment times will have 
the potential to increase patient adherence to their treatment regimens and are likely to prove 
particularly helpful in the treatment of groups such as IDUs or the homeless who have chaotic 
personal lives and typically find it difficult to complete their course of treatment.  BMS is a 
leader of innovation in this field with regimens in development which it is hoped will retain 
efficacy with shorter treatment times. 
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b. The biggest threats to tackling liver disease? 
 

With the transition to new commissioning structures, there are concerns that conditions such as 
HCV could be deemed either a low priority or too difficult to treat.  The new structures give 
much greater responsibility and budgetary control for public health services to local authorities 
than previously. This presents a number of challenges and it is important that budgets and 
priorities align with areas where service redesign is required. As the Hepatitis C Trust identifies, 
there is a risk that local councils, who are facing significant funding cuts, may not prioritise HCV 
services and treatment10 and may instead focus on popular public health decisions such as 
improving leisure facilities.  
 
Question three: What support do different organisations need in improving liver disease 
outcomes? For example, commissioners, providers, GPs, prisons, drug action teams 
 
For a number of marginalised groups, current service design is inadequate to address treatment 
needs.  This often means that HCV patients are either not diagnosed as having HCV, do not 
receive treatment or prove unable to comply with their prescribed treatment regimens.  Given 
that the use of intravenous drugs is the major risk factor in contracting HCV, this is a particular 
problem.  HCV affects almost half of all IDUs and Public Health England found that 49% of IDUs 
tested positive for antibodies to HCV in 20124   
 
This is also an acute problem for the homeless community as the Health Protection Agency 
estimates that three quarters of IDUs have been homeless during their injecting life11. A 
University of Oxford study estimated HCV prevalence amongst the homeless population to be 
26.5%12. This is also a wider public health issue, as the same study found that current 
programmes of HCV treatment for the homeless were inadequate and that this then increased 
the likelihood of transmission amongst that community, particularly due to the high rates of 
intravenous drug use.   
 
Whilst homeless people can be targeted through existing programmes aimed at IDUs, this 
pathway often proves inadequate. For homeless people the challenge is not just raising 
awareness and ensuring effective diagnosis (though these factors are important), but ensuring 
that they are able to access treatment and, when this is prescribed, they adhere to their treatment 
regimen.  Homeless people often operate outside the range of typical NHS structures such as 
primary care and to improve diagnosis and treatment rates it is important that a new approach is 
developed.  One example of how current services are inadequate is through the prescription of 
pegylated interferon, which is required to be kept in a fridge, a factor which is likely to prove a 
challenge for a person without a fixed address.   
 
In order to tackle these problems, BMS is establishing and supporting the Homeless Taskforce.  
The Taskforce will look at the patient pathway for homeless people and make recommendations 
as to how this could be improved.    
 
It is also important to ensure that incentive mechanisms are also aligned throughout the NHS to 
ensure liver services are improved. Domain 1 of the NHS Outcomes Framework includes an 
overarching indicator for liver disease (“Reducing the under 75 mortality rate from liver 
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disease”), however this prioritisation must be echoed throughout the NHS payment incentives 
structures including QOF.  
 
Question four: What opportunities do you see for early diagnosis and/or prevention of liver 
disease? 
 
As part of BMS’ work, through the Homeless Taskforce, to improve HCV diagnosis and 
treatment amongst the homeless community, we have commissioned psychosocial research 
which examines why homeless patients are either not accessing treatments or they are failing to 
adhere to their treatment regimens.  Understanding these factors will be central to improving 
health outcomes amongst these hard to reach communities and preventing the spread of HCV.  
This is particularly important given that HCV is easily transferred through various practices 
such as the sharing of needles13 and there is a significant public health risk of further 
transmission if it is left untreated. Similarly, a failure to provide patients with appropriate 
treatment can lead to cirrhosis, end stage liver disease (liver failure), and liver cancer 
(hepatocellular carcinoma).  These factors mean that hepatitis C should be considered a key 
public health objective, with the benefits of identifying and treating patients recognised.   
 
Question five: How can we avoid unwarranted variation in liver disease outcomes across 
England? 
 
As we have highlighted earlier in this document, it is important to ensure that local councils are 
provided with clear guidance as to what optimum HCV care looks like.  With local government 
taking on more powers related to public health, it is important that they have clear guidance 
which can inform their JSNAs. It is therefore disappointing that the Liver Outcomes Strategy will 
not now be developed.  Despite this, there a number of opportunities to ensure that HCV is 
prioritised, notably the activities currently being undertaken by NICE to develop a Public Health 
Quality Standard for both hepatitis C and the homeless community.   
 
Conclusion 
 
In order to effectively tackle rising rates of liver disease, BMS believes is important that a specific 
focus is placed on HCV.  The number of HCV cases has risen in recent years, increasing more 
than a third in the period between 2010-2012.  One of the major challenges in tackling HCV is 
that the people it affects typically come from chaotic, hard to reach groups for whom existing 
NHS structures can prove inadequate.  As such, not only is access to treatments a problem, but 
getting patients to adhere to treatment regimens also proves difficult.  It is hoped that new 
treatments will play a key role in improving outcomes for patients and that in the future chronic 
hepatitis C could potentially become curable, treatment times could be reduced from the 48 week 
period currently experienced by some patients and adherence could be improved.  Whilst this is 
an opportunity, it is important that the NHS plans ahead to rapidly integrate new innovations in 
order to ensure that patient’s medical needs are met regardless of their disease state, social and 
personal circumstances. Within the new commissioning structures, particularly with local 
councils taking over public health responsibilities, there is a danger that HCV is being ignored in 
favour of more popular projects or is simply considered too difficult to treat.   
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In order to avoid this situation, it is important that that clear guidance is provided to local 
authorities as to what optimum care in HCV looks like.  The development of the Hepatitis C 
Action Plan For Scotland, which was supported with over £45 million in funding, provides a 
model of how this can be achieved. The upcoming development of the NICE quality standards 
provides an opportunity to achieve this and it is important that proposals on both HCV and the 
homeless are developed.  Lastly, a strategy for treating HCV needs a focus on hard to reach 
groups such as IDUs and the homeless.  To address this issue, BMS is establishing the Homeless 
Taskforce, which will make recommendations as to how outcomes for Homeless HCV patients 
could be improved.   
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