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Dublin Area Hepatitis C in General Practice lnih"alive 

Executive summary 

Hepatitis C (HCV) is a common and potentially serious infection affecting people who 
have injected or who continue to inject drugs. Addiction treatment services for 
injecting drug users have expanded considerably in Ireland Since 1993, with general 
practice increasingly providing continuing care. 

A multidisciplinary group developed a set of guidelines for the management of HCV 
among this population, using a combination of scientific evidence, or where this was 
lacking, expert consensus. Interviews with practising clinicians were used to 
determine a workable intervention to facilitate effective implementation of these 
guidelines in general practice. 

The guidelines, and their accompanying implementation strategy (a complex 
intervention consisting of a combination of educational, organisational and clinical 
supports) were implemented in a representative sample of general practices in the 
Eastern Regional Health Authority area of Ireland. 

Significant improvements in most measured parameters of patient care were 
observed, including: 

• screening for HCV and other bloodbome viruses 
• immunisation against other hepatotrophic viruses 
• advice on reducing alcohol consumption 
• subsequent diagnostic testing 
• referral to specialist hepatology centres 

While patients attending the participating practices and GPs had a generally positive 
attitude toward the programme, im'portant barriers to effective implementation of 
these, guidelines were highlighted by both groups. 

Mechanisms to facilitate the preparation and implementation of subsequent 
guidelines need to be considered by service planners as a priority. It is likely that 
educational, organisational and clinical supports will be important factors in 
determining the successful implementation of any such guidelines. . 
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Figure 1. Flow diagram summary of research programme. 
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Background 

Hepatitis C virus (HCV) is an important emerging problem for both general practice 
and public health.' Since its identification in 1989,' its epidemiology has been 
investigated in many populations, with people who inject illicit drugs and people who 
have received contaminated blood products reCognised as the groups at most risk of 
infection.3

.
4 

Of those exposed to HCV, it is estimated that at least 80% will become chronic 
carriers 5 at increased risk of developing hepatocellular carcinoma (HCC) 6. 7 and 
cirrhosis. the latter being characterised by a slow progression to liver failure over a 
period of 10-40 years. 8-'3 Among the factors that determine the rate at which liver 
disease progresses are excessive alcohol consumption '4-'8 and co-infection with 
other viruses, in particular hepatitis A, hepatitis Band HIV. 17

-
20 

In the United Kingdom, the recently published Department of Health document 
'Getting Ahead of the Curve' has highlighted HCV as one of ·the more important 
challenges facing those involved in caring for, or planning the care provided to, 
current or former injecting drug users in the coming years.2' In recognition of this, the 
Department of Health has recently initiated an extensive consultation process that 
will inform an imminent national strategy for the management of HCV.22 Other 
countries have also responded to the problem by devel0f.ing protocols to inform 
management of this infection by healthcare professionals.23. 4 

Dublin's problem with drug misuse began in the late 1970s. According to the most 
recent estimates of prevalence, over 13,000 people in the Dublin area are using illicit 
drugs.'5 Over the last five years, the facilities for treating heroin addiction have 
expanded considerably in Ireland,'6 with GPs becoming increasingly involved in 
providing methadone maintenance treatment services, a development which has 
been mirrored in other countries in the EU.26-28 

HCV is a very common infection among drug users in Ireland.'9 Recent reports 
estimate that 62-81 % of this population have been infected with the virus. 30-3' 

The implications of this epidemiC are considerable. In 1992, the cost of caring for 
people with hepatitis C infections in the United States was estimated to be more than 
$600 million.33 It is also estimated that between the years 2010 and 2019, in the 
United States the virus will be responsible for: 165900 deaths from chronic liver 
disease, 27200 deaths from hepatocellular carcinoma, $10.7 billion in direct medical 
expenditure, and the loss of 1.83 million years of life in patients aged under 65.34 An 
Australian study estimates that if current levels of infection continue, HCV-related 
illness will be responsible for direct health care costs of AUS$4 billion to the 
Australian people over the next 60 years.35 While it is difficult to extrapolate these 
estimates to the Irish setting, it seems clear that HCV will be responsible for a 
substantial health and economic burden in the next 10 to 20 years. 

Screening for hepatitis C is a cost effective intervention when targeted at high-risk 
populations such as those who have injected drugs.36

• 37 A recent study has 
estimated the cost of a screening programme for HCV among drug users to be 
STG£9300 per quality adjusted life year (QAL Y).38 

In addition, significant advances in therapies for HCV have taken place over the last 
ten years. While interferon alpha has been recognised as an effective treatment for 
HCV infection since 1989,'9 more recently, the addition of ribavarin to the therapeutic 
regime has been shown to result in a significantly better prognOSiS, 40 with reduced 
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rates of progression to fibrosis,41 and of viral clearance in cases that relapse after 
initial treatment. 42 Despite its expense, a recent cost-effectiveness review concluded 
that comgared to therapies for other conditions, HCV antiviral therapy is cost 
effective. 3 

Although GPs have a potentially important role to play in ensuring patients infected 
with the virus receive effective treatment and appropriate support, counsellin~nd 
advice concerning prevention,' there are often difficulties in fulfilling these roles. 7 

This report outlines the development, implementation and evaluation of a protocol for 
the structured detection, monitoring and care of HCV infection among current or 
former injecting drug users attending general practice. Developed by a 
multidisciplinary expert group, and implemented according to a strategy devised in 
consultation with a representative group of GPs who prescribe methadone, the 
protocol has been implemented in a sample of general practices throughout the 
ERHA area. 

It is hoped that the insights gained from this work will be of value to those ·involved in 
planning and providing services to those at risk of HCV infection, in particular 
services for people who have used, or who continue to use, heroin. 

Purpose of research programme 

The aims of the programme were to: 
• Develop a set cif clinical practice guidelines to inform the management of HCV 

among current or former injecting drug users attending general practice 
• Identify an appropriate accompanying implementation strategy 
• Describe the impact of such an intervention on the process of patient care 
• Describe the impact of- such an intervention on the subjective experience of 

both GPs and patients. 
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Protocol development 

A multidisciplinary group was formed, with representatives from several disciplines to 
reflect the diverse range of medical and paramedical professionals involved in the 
care both of those who are at risk of becoming, and those who have become, 
infected with the virus. The group was responsible for advising on the issues that 
needed to be covered by the guidelines. 

A computerised literature search of the Medline database was performed using the 
search terms "hepatitis Co, "HCV" and "non~A, non-S hepatitis" in combination with 
the following terms: "general practice"; ''family practice"; "primary care"; "guidelines"; 
"protocols"; "care"; "management". Relevant articles were identified and retrieved, 
with the references of each searched for further articles. In addition, the publications 
of several professional organisations were reviewed and protocols for the 
management of HCV were identified and reviewed. 

In areas where evidence was lacking, the consensus opinion of the group was used 
to inform guideline content. Where such consensus proved elusive, a modified 
'Delphi' technique was used to help determine the beliefs of the majority of the group. 

The identified information was summarised under five categories: general aspects of 
care, care of other bloodborne viruses, screening for HCV, initial management of 
patients infected with HCV, and subsequent management of patients infected with 
HCV. This document was circulated to all members of the group and used as the 
basis of discussion and debate for a series of meetings. 

Prior to dissemination of the guidelines, a purposive sample of GPs was given the 
guidelines and interviewed in detail regarding their content and subsequent 
implementation. The process of &uideline development and the guidelines 
themselves, are published separately. 

Identification of implementation strategy 

A 10% sample of all GPs prescribing methadone in the Eastem Regional Health 
Authority (ERHA) area was purposively selected and invited to review a pre
publication draft of the guidelines. The sample was then interviewed concerning their 
opinions relating to content, presentation, perceived barriers to implementation in 
their own practice and suggested interventions to aid effective implementation. 

A total of fourteen GPs was interviewed. The sample was similar to the total 
population of GPs providing methadone maintenance treatment in the area at the 
time, with regard to: gender, area of practice and level of training in providing 
methadone maintenance therapy. 

The principal findings of interviews with the sample were: 
• the guidelines were useful 
• aspects of the presentation should be changed 
• organisational issues were the principal barriers to effective implementation 
• additional nursing support was the principal intervention suggested to aid 

implementation. 

- 6-
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Implementation 

Recruitment of practices 

General practices in the Eastem Regional Health Authority area were invited to 
participate in the pilot implementation programme. At the time the project began, 144 
GPs were registered as providing methadone maintenance treatment in their 
practice. To detect a statistically significant rise in levels of screening for hepatitis C, 
it was estimated that data on at least eight patients from each of 20 different 
practices would be needed. Hence only practices with a least eight patients on 
methadone maintenance treatment were considered eligible for inclusion in the 
programme. 

To minimise bias, practices were ineligible to participate in the programme if one of 
its GP principals had been involved in the guideline development process. In addition 
only one named GP per practice was considered eligible for inclusion in the 
programme. This left a total of 49 GPs eligible to participate. 

A stratified random sampling technique (based on the number of patients being 
prescribed methadone maintenance treatment in the practice and area of practice 
was used to select 28 practices out of the 49 eligible. Each GP was visited by the 
principal investigator and provided with general information about the research 
programme. Twenty-six indicated they were willing to participate in the programme. 

The sample of practices that participated in the programme was representative of the 
total population of GPs 'eligible' at the outset in terms of the area of practice and 
number of patients on methadone maintenance treatment (see Table 1). Twelve of 
the practices (46%) employed a practice nurse. 

Table 1. Comparison of sample of practices participating in pilot implementation programme 
and al/ practices 'eligible'to participate. 

Variable Characteristic Eligible GPs Participating Chi2 (p value) 
............ _ .... _._._ ... _ ... ____ ........ _ ........ __ .......... _J~:.~ ... __ .~.f'~n=26) __ ... __ .. ___ ... __ ... _ 
Patients on Fifteen or less 24 14 0.16 (0.69) 
methadone (N) 

More than 15 
Health Board area East Coast 

South Western 
Northem 

25 
6 
24 
19 

.. 7 .. 

12 
4 
10 
12 

0.15 (0.93) 
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Process of implementation 

The implementation strategy had been determined based on the findings of 
interviews with a group of 'targer GPs and involved a combination of educational and 
organisational strategies (see above). A nursing professional (Hepatitis C Liaison 
Nurse [HCLN]) with extensive experience of working with current or former drug 
users was recruited to facilitate the process. The remit of the HCLN was: 

• To increase awareness of the guidelines among GPs and other practice staff 
• To support and.augment existing care processes at a practice level 
• To liaise with specialist treatment services (eg addiction treatment services 

and hepatology departments) 
• To consult with individual patients as considered appropriate by respective 

GPs 

The project co-ordinator held individual education sessions with participating GPs on 
the content of the guidelines at the outset of the implementation programme. The 
HCLN subsequently met with practice staff from the participating practices on a 
practice-by-practice basis to discuss the. guidelines and their implementation. In 
addition, patient education formed a comerstone of the implementation; patient 
information materials were disseminated throughout the practices and advice on 
HCV-related health promotion issues was provided during every consultation held by 
the HCLN. Accreditation for one CME session was awarded to participating GPs in 
recognition of their participaiion. 

The HCLN facilitated the implementation of the guidelines by either advising clinical 
staff on issues of HCV related care that needed to be addressed for individual 
patients or by holding consultations with patients and performing relevant clinical 
duties (eg health promotion, blood borne virus screening, immunisations) in 
accordance with the recommendations of the guidelines. Where necessary, the 
HCLN liaised with appropriate local external agencies to overcome problems of an 
organisational nature as they became apparent. 
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Evaluation of guideline implementation 

Methods 

A combination of quantitative and qualitative methods has been used to determine 
the impact of implementing the guidelines. Quantitative evaluation was in the form of 
a randomised controlled trial comparing intervention and control groups of patients in 
general practice. The intervention group received the guidelines and implementation 
programme at the outset of the research, while the control group received this 
intervention after six months. 

In order to provide comparability between intervention and control groups, matching 
occurred prior to randomisation, with GPs matched according to whether they were 
'level one' or 'level two' GPs and according to whether their practice had a practice 
nurse or not. Following matching, a restricted randomisation procedure using a 
random number table was carried out to ensure equal numbers of practices in each 
group. 

Data was recorded on a range of key process of care indicators from the medical 
records of eight patients attending partiCipating practices before the introduction of 
the guidelines to the 'intervention' group of practices and at six months thereafter, 
immediately prior to their introduction to the 'control' practices. 

A detailed semi-structured interview, covering subjective experience of HCV and the 
implementation of the guidelines in the previous six months was developed. A 
member of the research team visited each of the 'intervention' practices and 
interviewed a convenience sample of a maximum of two patients attending the 
practice on the day in question. 

In addition, a semi-structured interview was developed to determine the experience 
of the participating GPs' experience of the programme. A member of the research 
team subsequently interviewed one GP from each of the 'intervention' practices. 

Data was analysed using Statistical Packages for the Social Sciences (SPSS) 
version B.D. Qualitative answers in response to open-ended questions were recorded 
in shorthand at the time of the interview and subsequently transcribed in full. The 
transcripts were analysed manually line-by-line by two independent researchers and 
a category code applied to each section of meaningful text. 49 In this report, quotations 
have been selected to demonstrate dominant themes. 

The Research Ethics Committee of the Irish College of GPs granted approval for the 
research programme. 
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Population characteristics 

After the practices had been recruited and randomised, one of the practices that had 
been assigned to the 'control' group decided to withdraw from the study. Therefore, 
13 practices were included in the 'intervention' arm of the study while 12 practices 
were included in the 'control' arm of the study. 

At the time baseline data was collected, one of the practices in the 'control' group 
had only six patients on methadone maintenance treatment, while two of the 
practices had only seven patients on methadone maintenance treatment. Therefore, 
while data on the intervention group contains information on 104 patients, the control 
group contains data on only 92 patients. 

Baseline data was recorded on 196 patients attending the participating practices. A 
total of 141 (72%) were male and the median age of the sample was 31.0 years 
(mean 32.5 years, mode 35.0 years and range 19 to 65 years). The median ages of 
first using illicit drugs, of first using heroin and of first injecting heroin were: 16.0 
years, 19.0 years and 20.0 years respectively. 

A total of 63 (32%) had provided their GP with a urine sample that tested positive for 
opiates in the previous three months, while 75 (38%) had provided their GP with a 
urine sample that tested positive for benzodiazepines in the previous three months. 
Eleven (6%) patients were being prescribed benzodiazepines and 8 (4%) were being 
prescribed an antidepressant at the time baseline data was collected. 

Hev related care at beginning of study period 

Screening for bloodbome viruses 

There was evidence that most patients had been offered screening for, or tested for, 
bloodbome viruses. Of the total sample, the proportions that were known to be 
seropositive for HeV, HIV and HBV were: 53%, 7% and 4% respectively. In addition, 
the majority of patients believed to be seronegative for these viruses had not been 
tested in the previous year (see Table 2). 

Table 2. Screening and seropositivity for bloodbome viruses among sample population 
(n=196). 

Hev HIV HBV 
_. __ ... _. __ ... __ . __ .. __ ..... {~~£f.!Q!.!lI.~.am.P..~L_ ... _~p.!.!2!.!l!3'al!!.e!.~_~~~QLt0ta!..sa n.!E!.e2... __ _ 

Offered testing 162(83) 145(74)127(65) 

Tested 151 (77) 135(69) 119(61) 

Seropositive 104(53) 14(7) 7(4) 

Seronegative (tested 5 17 16 
in the last year) 
Seronegative (tested 37 99 91 
before last year) 

- 10-
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Immunisation against other hepatotrophic viruses 

Ninety-three (47%) had received at least one vaccine against HBV, of which 66 
(34%) had received a second and 45 (23%) had received a third. Thirty-one (16%) 
had documented evidence of receiving three separate HBV vaccines during a period 
of seven months. Thirty-four (17%) had an anti-HBs assay performed, while 19 (10%) 
had evidence of anti-HBs titre being greater than 100iu/ml. 

Twenty (10%) received at least one vaccine against HAV, of which 5 (3%) received a 
second and 3 (2%) received a third. Three (2%) had documented evidence of 
receiving three separate HAV vaccines during a period of seven months. Nineteen 
(10%)had anti-HAV assay performed, while 11 (6%) were anti-HAV positive. 

Baseline care of HCV positive individuals 

Of the 104 patients known to be HCV positive, eight (8%) had been advised on 
reducing their alcohol consumption, 30 (29%) had evidence of liver biochemistry 
being checked and 36 (35%) had serum tested for the presence of HCV-RNA (PCR 
assay), with 29 testing positive, five testing negative (three in the previous 12 
months) and two with no record of a result for the presence of HCV-RNA. 

Forty-four (43%) had the issue of being referred to a hepatology clinic discussed, 33 
(32%) had a referral initiated by their GP, 26 (25%) had attended a clinic, 13 (13%) 
had had a liver biopsy performed and 3 (3%) had commenced therapy with a 
recognised treatment for HCV. 

Comparison of 'intervention' and 'control' populations at beginning of study period 

The intervention and control populations were similar in terms of the proportions that 
had been screened for bloodbome viruses (see Table 3) and that had been 
immunised against hepatotrophic viruses (see Table 4). Furthermore, among those 
patients that were known to be HCV positive in both the intervention (n=67) and 
control populations (n=37), the subsequent management of hepatitis C was 
comparable for all parameters measured (see Table 5). 

Both populations had a similar mean age at the time of the study (33.0 compared to 
31.8 years [t =0.12, p=0.26]), a similar age of first using drugs (17.1 compared to 
16.9 years [t =1.14, p=0.89]), of first using heroin (20.0 compared to 19.1 years [t 
=1.03, p=0.31]), and of first injecting heroin (20.0 compared to 19.9 years [t =0.07, 
p=0.94]). 

A higher proportion of the intervention population had provided their GP with a urine 
sample that tested positive for benzodiazepines (44% compared to 31%) and opiates 
(34% compared to 29%) in the previous three months. These differences however 
were not statistically significanl 
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Table 3. Comparison of baseline testing rates for bloodbome viruses among intervention and 
control populations. 

Intervention Control Odds ratio Chi2 

(n=104) (n=92) (95% CI) (p value) 

Offered test for HCV 85% 80% 1.34 (0.60-2.99) 0.60 (0.44) 

Tested for HCV 82% 72% 1.76(0.85-3.65) 2.80 (0.10) 

Offered test for HIV 77% 71% 1.38 (0.70-2.76) 1.00 (0.32) 

Tested for HIV 72% 65% 1.38 (0.72-2.65) 1.10 (0.30) 

Offered test for HBV 63% 66% 0.88 (0.47-1.66) 0.17 (0.68) 

Tested for HBV 61% 61% 0.99 (0.53-1.83) 0.00 (0.97) 

Table 4. Comparison of immunisation rates against other hepatotrophic viruses among 
intervention and control populations at baseline. 

Intervention Control Odds ratio Chi2 

(n=104) (n=92) (95% CI) (p value) 
At least one HBV vaccine 51% 43% 1.35 (0.74-2.47) 1.10 (0.30) 
administered 
Complete course of HBV vaccine 16% 15% 1.09 (0.47-2.52) 0.05 (0.83) 
administered 
Immunijy to HBV confirmed 10% 10% 0.98 (0.35-2.79) 0.00 (0.97) 

At least one HAV vaccine 8% 13% 0.56 (0.20-1.55) 1.53 (0.21) 
administered 
Complete course of HAV vaccine 1% 2% '0.44 (0.01-8.56) 0.48 (0.49) 
administered 
Immunijy to HAV confirmed 2% 10% 0.18 (0.02-0.91) 5.69 (0.02) 

Table 5. Comparison of subsequent management of hepatitis C positive individuals in 
intervention and control populations at baseline. 

Intervention Control Odds ratio Chi2 

.............. ..... _ ............. _ .......................... JI!=~!.) ......... _ ... _ .. (n_:~:?) .......... @.S.Y.o ... <::I2...... ................. (p .. \I.<lI.~.e.L..... .. 
Advised on reducing alcohol 8% 8% 0.91 (0.21-4.06) 0.01 (0.91) 

Liver biochemistry checked 28% 30% 0.94 (0.39-2.27) 0.02 (0.88) 

PCR checked 39% 27% Ul (0.71-4.11) 1.47 (0.23) 

Issue of referral to 46% 35% 1.59 (0.69-3.64) 1.21 (0.27) 
hepatology clinic discussed 
Referred to hepatology clinic 30% 35% 0.79 (0.33-1.85) 0.31 (0.58) 

Attended hepatology clinic 24% 27% 0.85 (0.34-2.12) 0.17 (0.72) 

Liver biopsy performed 13% 11% 1.28 (0.37-4.49) 0.15 (0.77) 

Antiviral therapy initiated 3% 3% 1.11 (0.08-12.64) 0.01 (1.00) 

.. 12-
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HCV related care at end of study period 

Screening for bloodbome viruses 

Patients attending the practices assigned to the 'intervention' arm of the study were 
more likely to have been offered testing for and to have been tested for HCV, HIV 
and HBV compared to patients assigned to the 'control' arm of the study, both at any 
time and within the previous six months (see Table 6). The parameters for which the 
most significant improvements were observed were: being tested for HBV in the 
previous six months, being offered testing for HBV in the previous six months, being 
offered testing for HIV in the previous six months and being offered testing for HCV 
at any time. 

Table 6. Comparison oUesting rates for bloodbome viruses among intervention and control 
populations at end of study period. 

Intervention Control Odds ratio Chi2 

(n=104) (n=92) (95%CI) (p value) 
Offered test for HCV 96% 78% 6.94 (2.28-21.19) 15.45 «0.001) 

Offered test for HCV in 40% 10% 6.25 (2.83-13.79) 23.75 «0.001) 
the previous six months 
Tested for HCV ever 88% 71% 3.19 (1.50-6.75) 9.71 «0.005) 

Tested for HCV in the 26% 8% 4.26 (1.75-10.33) 11.49 «0.005) 
previous six months 
Offered test for HIV 90% 66% 4.78 (2.19-10.44) 17.11 «0:001) 

Offered test for HIV in the 34% 5% 9.21 (3.43-24.74) 25.13 «0.001) 
previous six months 
Tested for HIV ever 85% 62% 3.38 (1 .71-6.66) 13.02 «0.001) 

Tested for HIV in the 24% 4% 6.96 (2.32-20.88) 15.01 «0.001) 
previous six months 
Offered test for HBV 87% 66% 3.27 (1.61-6.64) 11.30 «0.005) 

Offered test for HBV in 38% 4% 13.20 31.33 «0.001) 
the previous six months (4.50..38.78) 
Tested for HBV ever 83% 60% 3.21 12.70 «0.001) 

(1.67-6.20) 
Tested for HBV in the 26% 2% 15.78 21.91 «0.001) 
previous six months (3.64-68.50) 

Immunisation against other hepatotrophic viruses 

Patients attending practices in the 'intervention' arm of the study were more likely to 
have been vaccinated against both HBV and HAV. However, no significant 
differences were observed in the proportion of intervention and control populations 
that had been tested for immunity to HBV and HAV (see Tables 7, 8). 
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Table 7. Immunisation against hepatitis B among intervention and control populations at end 
of study period. 

Intervention Control Odds ratio Chi' 
(n=104) (n=92) (95% CI) (e value) 

At least one HBV vaccine administered 70% 41% 3.35 16.59 
(1.85-6.04) «0.001) 

Complete course of HBV vaccine 36% 21% 2.12 5.33 
administered (1.11-4.04) «0.05) 
At least one HBV vaccine administered 30% 7% 6.09 17.29 
in the previous six months (2.41-15.40) «0.001) 
First ever HBV vaccine administered in 20% 3% 7.51 13.02 
the previous six months (2.16-16.20) «0.001) 
Anti HBs titre checked 23% 18% 1.32 0.62 

(0.66-2.66) (0.43) 
Immunity to HBV confirmed 17% 11% 1.72 1.65 

(0.75-3.94) !0.199) 

Table 8. Comparison of immunisation against hepatitis A between intervention and control 
populations at end of study period. 

Intervention Control Odds ratio Chi' 
(n=104) (n=92) (95% GI) (p value) 

At least one HAV vaccine administered 38% 12% 4.66 17.81 
(2.19-9.68) «0.001) 

Complete course of HAV vaccine 11% 2% 5.32 5.57 
administered (1 .15-24.69) «0.05) 
At least one HAV vaccine administered 23% 2% 13.50 18.54 
in the previous six months (3.09-58.93) «0.001) 
FirSt ever HAV vaccine administered in 20% 1% 23.31 18.09 
the previous six months (3.07-177.1) «0.001) 
Anti HAV checked 10% 15% 0.59 1.43 

(0.25-1.41) (0.23) 
Immunity to HAV confirmed 5% 10% 0.47 1.82 

(0.15-1.44) (0.177) 

Subsequent care of HCV positive individuals 

Among patients known to be HCV positive, significant differences between 
intervention and control groups were seen in the proportion that had: 

• been advised on reducing alcohol consumption 
• been tested for the presence of HCV-PCR 
• the issue of being referred to a hepatology clinic discussed 
• been referred to a hepatology clinic 
• attended a hepatology clinic 

While there was an increase in the proportion of patients in the 'intervention' cohort 
that had had a liver biopsy performed and that had been commenced on antiviral 
therapy, the difference was not statistically significant (see Table 9). 
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Table 9. Comparison of subsequent management of hepatitis C positive individuals between 
intervention and control populations at end of study period. 

Intervention Control Odds ratio Chi2 

(n=72) (n=35) (95% CI) (!! value) 
Advice regarding alcohol 67% 11% 15.50 (4.90-48.99) 28.77 

«0.001) 
LFT checked 47% 26% 2.59 (1.06-6.28) 4.53 

«0.05) 
PCR checked 57% 26% 3.82 (1.57-9.31) 9.23 

«0.005) 
Referral to hepatology clinic 69% 26% 6.57 (2.67-16.29) 18.21 
discussed «0.001) 
Referral to hepatology clinic 61% 31% 3.43 (1.46-8.08) 8.31 
in~iated «0.005) 
Attended hepatology clinic 50% 26% 2.89 (1.19-7.02) 5.70 

«0.05) 
Liver biopsy performed 25% 11% 2.58 (0.80-8.32) 2.66 

(0.10) 
Antiviral therapy initiated 7% 6% 1.23 (0.23-16.69) 0.06 

P·OOl 

Other aspects of addiction related care at end of study period 

To ensure that improvements in hepatitis C related care did not occur at the expense 
. of destabilisation from an addiction perspective, data was recorded on the 
prevalence of urine samples.containing metabolites of several drugs at the end of the 
study period. 

The proportion of the 'intervention' population that had provided their GP with a urine 
sample testing positive for opiates in the previous three months was significantly 
smaller than the proportion of the 'control' population that had provided their GP with 
a urine sample testing positive for opiates in the same time period (9% compared to 
22%, chi2=6.6, p<O.05). 

Furthermore, the proportion of the 'intervention' population that had provided their GP 
with a urine sample testing positive for benzodiazepines in the previous three months 
was significantly smaller than the proportion of the 'control' population that had 
provided their GP with a urine sample testing positive for benzodiazepines in the 
same time period (18% compared to 41%, chi2=12.6, p<O.005). 
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Semi-qualitative interview survey of participating patients 

Summary box 1. Key findings from patient interviews. 

During the study period: 
• 94% had a consultation regarding HCV 
• 72% received advice on reducing alcohol consumption 
• 72% received advice on avoiding further exposure 
• 61 % had a blood test for HCV 
• 39% had been referred to hepatology unit 
• Knowledge regarding HCV was good 
• General practice or liaison nurse the major source of information regarding HCV 
• Some anxiety surrounding the need for other I additional tests 

Quantitative data 

A total of eighteen patients (attending nine out of 13 practices) were interviewed 
regarding their experience of hepatitis C in the previous six months. Fourteen (78%) 
of the sample were male and the median age was 31.5 years (mean 31.8, mode 26.0 
and range 21-45). 

All 18 said they had been tested for HCV, with 10(56%) indicating they had been 
tested in the practice. Nine (50%) said they had tested positive and six (33%) 
indicated they tested negative for HCV on their most recent test. Three (17%) said 
they did not know the result of the most recent test. Eleven (61%) indicated they had 
been tested for HCV during the study period. 

Fifteen (83%) said they were now aware of Ihe effect that alcohol can have on people 
infected with HCV, while eight (44%) indicated they did not drink any alcohol. 

Ten (56%) indicated they were aware of further tests that may be necessary in 
somebody infected with hepatitis C. When asked what these were, five said 'liver 
biopsy', four mentioned tests for other bloodbome viruses and one said another 
blood test for HCV. Seven (39%) indicated they actually had such tests performed. 

Ten (56%) indicated they were aware of treatments that may be necessary for 
somebody infected with HCV, with four indicating they knew of interferon. Two 
indicated they actually had treatment for HCV. 

Seventeen (94%) said they had at least one consultation with a healthcare 
professional concerning HCV during the study period, with 17 indicating they had a 
consultation with their GP about HCV, 14 indicating they had a consultation with 
either the practice nurse or the hepatitis C liaison nurse, two indicating they had a 
consultation in the local hepatology centre and one indicating he had a. consultation 
with a professional in the local specialist addiction treatment centre. When asked to 
identify the healthcare professional that had most helped them understand hepatitis 
t, nine said it was either the practice nurse or the HCLN, six said it was their GP, two 
mentioned a healthcare professional working in a specialist hepatology unit and one 
said it was a healthcare professional working in a specialist addiction centre. 

When asked to score on a scale.of one to five (where 1 =very much less and 5=very 
much more) how their knowledge of a range of HCV~related issues had changed 
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during the study period, 'how to avoid becoming infected with hepatitis C' scored 
highest (mean score 4.1), followed by 'the effects of hepatitis C infection' (mean 
score 3.9), 'the importance of being tested for HCV' (mean score 3.9), 'the 
importance of having other tests for HCV' (mean score 3.9), and 'how to reduce your 
chances of developing liver problems if you become infected with HCV' (mean score 
3.8). 

The interviewees were asked if they had received a selection of HCV related care 
interventions during the study period. Thirteen (72%) said they had received advice 
on reducing alcohol, 13 (72%) said they had received advice on how to avoid 
infection with HCV, eight (44%) said they had received advice on how to avoid further 
liver problems, 11 (61 %) said they had a blood test for HCV, 11 (61%) said they had 
a blood test for HBV, 11 (61 %) said they had a blood test for HIV, 4 (22%) said they 
had received other blood tests for HCV, 10 (56%) said they had received a vaccine 
against HBV, seven (39%) said they had received a vaccine against HAV, seven 
(39%) said they had been referred to a hepatology unit and five (28%) said they had 
received an appointment to see a hepatologist. 

Qualitative data 

When asked about their current knowledge of hepatitis C, three themes were 
identified: its adverse effects on the liver, the need to reduce alcohol consumption 
and a recenlimprovement in knowledge levels. 

"You get it from blood, it destroys the liver and knocks years off your life." 

"I knew a lot about it anyway, like how I got it and how to keep it at bay. (The named 
HCLN) explained little bits - (the need for) another test and all that." _ 

"I know that drinking heavily can bring it on ... 1 have changed that all right" 

The major sources of information regarding HCV were identified as: their GP, the 
HCLN, a local hepatologist, educational material, and friends who also inject drugs. 
When asked to identify the problems caused by HCV, 11 identified hepatic problems. 

Anxiety or a positive attitude were reported when interviewees were asked to imagine 
what it would be like to have additional tests for HCV performed. 

"I'm not too keen, you hear horror stories, but I suppose it mightbe okay." 

"I'm not too worried, 'cos I know what I did in the past." 

F or those who had had tests for other bloodbome viruses, considerable anxiety was 
reported ("it was nerve wrecking"), while for those who had a liver biopsy performed, 
a positive attitude was reported ("it was done by the hospital and it was okay.") 

When asked how the healthcare professional who helped them the most in the 
previous six months had helped them, two themes emerged - appreciation of the 
time spent improving their understanding of HCV and by facilitating behaviour 
change: 

"I think the drive really has to come from inside yourselF 

"I'm looking at it now that it can be a bit dangerous. I didn't think (about it) before. It 
brings it home to you." 
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When asked to identify any negative aspect of their HCV related care over the 
previous six months, five themes emerged: no negative aspects, increased anxiety, a 
desire to get more information, lifestyle changes and concem about further 
investigations. 

"I don't even feel I have it. It doesn't seem to affect me. Maybe if I wasn't trying to 
stay so healthy I would know about it then" 

"Sometimes I can't even sleep at night worrying about passing it on to my gir1friend. 
Some people told me it was like HIV, AIDS and stuff. I suppose all that would have 
been happening around the time I was getting results: 

"I'd like to know more about how I can stay healthy. I've a new gir1friend and I don't 
really know - if I wear condoms when I'm with her like - I don't know what to tell her" 

"I'm worried a bit because I eat a load of fries - I'm a devil for fatty food and grease" 

"I haven't actually heard anybody say that a biopsy is an enjoyable thing (laughs). I 
think it's difficult to convince people they can have liver damage without having 
symptoms. I only got it sorted cos I was b·····ed tired. I certainly caught the (hepatitis 
C) virus later in life than a lot of Dublin men have, so that has probably helped rrie: 
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Semi-qualitative interview survey of participating GPs 

Summary box 2. Key findings from GP interviews. 

• Key outcomes 
Improved patient care 
Better supports 
Improved service provision 

• Minimal addnional workload 
• Some additional costs identified 
• Baniers to effective implementation described 

Patient 
Practice 
Extemal 

One GP from each of the 13 practices in the 'intervention' arm of the study were 
interviewed regarding his or her experience of implementing the guidelines in their 
practice. When asked to assign a score to the usefulness of the guidelines and their 
implementation strategy (where 4=very useful and 1=not at all useful), the mean 
score given by the interviewees was 3.5 (range three to four, median 4.0). 

Improved patient care, better supports and improved service provision were the key 
outcomes identified, with information conceming testing and immunisations the most 
useful parts of the guidelines' content 

"It was a huge help. It made me more efficient and made them (the patients) more 
aware of the problem. It basically got things moving, plus she (the Hepatitis C liaison 
nurse) is very good! Like for example, one guy was drinking very heavily and she 
discovered that and let me know." 

"The whole thing (was useful), particularly regarding vaccines, tests and that." 

When asked if the implementation generated any additional work for them or the 
other staff working in the practice, five themes were identified: that it did not generate 
any additional work, or that it generated additional work of a clinical, administrative, 
professional and organisational nature. 

"It was not so much additional work, rather additional concem regarding whether I 
can provide the service as outlined. I know what I have to dO ... 1 need to put a 
deadline on it. .. but then getting the time is always going to be the problem." 

"Well, vaccinating, that is, getting them (the patients) in, fighting with the health 
boards and that. It was mostly myself who gave the vaccines, largely due to the 
opportunistic nature of our contacts with these people. You can't say 'you have an 
appOintment on such a time at such a date' - it doesn't work that way." 

"Certainly it increased the workload at the front desk, There was a lot of to-ing and 
fro-ing trying to get patients along. At the end, we had to write letters to people - I 
think that worked in the end. Yes, just doing a one paragraph letter, it's. no big deal, 
but I think it sends out the message that you think it is. important for them." 

Implementing the guidelines was associated with additional costs, both capital 
(additional consulting rooms needed) and current (additional administrative, clinical 
and organisational costs). 
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"Getting the vaccines was the big problem. I got on to (the named local specialist 
addiction treatment centre), but it was hard to know where to track them down. I 
eventually got them from (the local named hospital)1 It raises the question of time 
really, doesn't it?" 

"Not directly, but there was secretarial time, space for the nurse to work in. We are a 
small practice so we could easily absorb these costs in our general running costs: 

The key benefits to patients as perceived by the GPs included: behaviour change, 
education, improved health and receiving a service that was more patient-centred. 
Positive feedback GPs had received indicated general satisfaction, particularly 
regarding immunisations. 

"They found it useful. They had time to ask questions about hepatitis or any other 
drug related health problems. Maybe we (GPs) don't have the education like (the 
Hepatitis C liaison nurse) has." 

"They might not necessarily realise that they were benefitting, but for me, now I know 
I have a cohort of patients who are almost - almost - 100% vaccinated: 

"I do find that once you get them locked in to the hepatology services, they start 
taking everything a lot more seriously. They take life a lot more seriously. The 
incidence of dirty urines tends to drop off once they have that to focus on." 

"It's been generally very positive. I think the patients are pleased that we seem to be 
looking out for them. There is a perception that we are offering a better service now: 

"A lot are coming back saying they want the vaccine now!" 

When asked to provide any negative feedback, the GPs reported a reticence to have 
blood tests performed on the part of their patients. 

"There is a reluctance to get the bloods done .. , (Iaughs) ... one guy said to me ' ah -
don't send me to (the local hospital for phlebotomy), the last time I was there she (the 
phlebotomist) was jabbing me for ages, so I said to her 'just give me the needle and 
I'll do it myself.'" 

When asked to identify the most useful aspects of the implementation programme, 
the GPs identified: improved contact between primary and secondary care, the 
support provided by the hepatitis C liaison nurse and education. 

"A very pleasing two way flow of communication has developed, particularly from the 
Liver Unit to us." 

"It's a pity the powers that be would not have a nurse who would act as a support, 
rather than somebody who tries to tell you what to do: 

"I think from the educational point of view it was gOOd. The people attending are 
made more aware, and so they are more likely to attend for tests ... they know the 
risks." 

When asked to identify barriers to the guidelines being implemented in their practice, 
the GPs identified patient barriers, practice barriers, barriers on the part of local 
specialty services and barriers inherent in the primary care system. 
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"There is one patient who started treatment with me some time ago, and yet I haven't 
managed to put a needle on him. Every Wednesday morning for the last nine months 
he comes, and every week it's the same excuse. Then it only dawned on me a few 
weeks ago - he's scared. He's scared to get the blood test done. He has anxieties 
and concerns that I haven't properly addressed as yet, so it's not just that he doesn't 
give a damn." 

"Education of GPs is important." 

"It's ridiculous that people are discharged from Central Treatment Services with only 
some of this being done." 

"The vaccines. They (service planners) need to pay up and make the system for GPs 
more user-friendly. Reclaiming the money due from vaccinating is difficult. I wouldn't 
have as many patients as other doctors. When you are looking after patients on 
methadone, if you want to give them a vaccine, then you need it there in the fridge, 
ready to go ... you can't be waiting to send a fax, with a patient's name on it before you 
give the vaccine." 

When asked to suggest strategies that would help the implementation of the 
guidelines in their practice in future, the GPs suggested closer liaison with specialist 
services and improved supports. 

"As practices get more and more experienced in looking after patients on methadone, 
the role might be one of liaison and review rather than actually seeing them. There 
would be no point if we (the GPs) are supposed to be seeing them anyway." 

"There needs to be a support mechanism for GPs, and it doesn't necessarily have to 
be· doctors. Often you tini::t that a nurse would be a better support. They can relate 
better with the patients. Sometimes it's as if we are the bad boys. We're officialdom, 
and people can feel uncomfortable talking to us." 
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Conclusions 

• Using a combination of scientific evidence and expert consensus is a useful 
means of developing guidelines for the management of HCV among drug 
users attending general practice 

• Such guidelines need to incorporate all aspects of care, not merely focus on 
specific issues such as screening and treatment 

• Consulting with a sample group of GPs prior to implementation identifies 
potential barriers to effective implementation and can help determine an 
effective implementation strategy 

• Clinical practice guidelines, when combined with appropriate educational 
interventions and clinical and organisational support can lead to a measurable 
significant improvement in patient care 

• The observed improvement relates to the management of all aspects of care 
of this infection 

• Patient acceptance, satisfaction and awareness of the guidelines and their 
implementation is high. In particular, time spent by healthcare professionals 
discussing the issue is appreciated 

• While the intervention appears to have been safe and without significant ill 
effects or opportunity costs, some negative patient outcomes are observed 
(eg increased anxiety) 

• Acceptance, satisfaction and awareness of the guiaelines among GPs is high 

• GPs appreciate the provision of educational, clinical and organisational 
supports to facilitate effective implementation in their practice 

• A number of logistiC problems, external to this project, have been identified by 
participating GPs which hinder effective implementation of the guidelines 

• The long term impacts of the intervention remain to be evaluated 

• When appropriately consulted and resourced, general practice in the ERHA 
area of Ireland has been shown as a suitable setting in which best practice for 
the management of HCV among a high risk population can be implemented 
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Recommendations 

General recommendations 

• The majority of current or former drug users in the ERHA area have been 
exposed to HCV; published epidemiological predictions indicate a significant, 
proportion of this population will develop advanced liver disease, the 
treatment of whom will be responsible for significant direct and indirect costs 
to health service planners and society in Ireland 

• Ongoing research into the epidemiology and care of HCV among this 
population is needed to inform best practice 

• The process of clinical practice guideline. development needs to be iterative; 
the findings of this programme, allied to more recent data on the epidemiology 
and treatment of HCV should inform the process of future guideline 
development among drug users attending general practice 

• A mechanism to facilitate the preparation and implementation of-subsequent 
guidelines needs to be considered by service plannersasa priority 

• The views of clinicians who will have to incorporate such guidelines into their 
clinical practice needs to be considered prior to implementation 

• Effective implementation of best practice has resource implications; 
educational ,interventions, the provision of organisational supports and most 
importantly, the introduction of additional clinical resources to general practice 
need to be considered as an immediate priority by those responsible for 
planning services for drug users attending general practice 

• Such interventions need to adopt a' supportive approach, augmenting and 
building on existing care processes 

• While associated with limited initial costs, it is likely that such interventions will 
prove cost effective in the medium to long term management oHhe current 
epidemic of HCV infection among drug users in Ireland 

SpecifiC 'deliverables' which should be addressed in the short to medium term 

• The primary care guidelines should be widely disseminated 

• The primary care nurse liaison service should be made available in all 
relevant practices 

• Follow up studies of the medium and long term effects of the intervention 
should be pursued 

• The further integration of drug treatment services into holistic shared care 
structures should be examined 
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Dolphin's Barn Street, Dublin 8, Ireland 

Rainn no Dochrliirl'ochto Theaghlaigh, lonod Cuoim Shl6inte on Chomo 
An Cornon, Baile Arho Oiath 8, Eire 

T~I: +353 '\ 473 0895 Fax: +353 I 473 2791 
Mr Michael Martin 
Department of Health and Children 
Hawkins House 
Dublin 2 

12 November 2003 

"Dublin Area Hepatitis C Initiative" 

Dear Mr Martin 

University College Dublin 
An Colaiste Ol/scoile, Baile Atha Ciiath 

Department of General Practice 
Roinn no Dochtuireachra Theaghlaigh 

Over the last two years, a programme of research, funded by the HRB and ICGP has 
developed clinical guidelines for the management of hepatitis C among drug users 
attending general practice, implemented these guidelines in 25 practices in the 
ERHA area and evaluated resulting outcomes. It appears the programme led to: 

• Improved patient care 
• Acceptance by GPs 
• Acceptance and increased motivation among patients. 

The principal recommendations for those involved in the planning and delivery of 
services include: ' . 

"-t:, " 

-~.~-:;~.%~~ . 
• The clinical practice guidelines should be immediately disseminat~d" ~: ,',. 
• A mechanism to facilitate the continuing preparation, implementaifon and 

evaluation of subsequent guidelines isa priority " 
• A primary care hepatitis C specialist nurse liaison service should be made 

available to all practices that care for injecting drug users or people who are 
on methadone maintenance treatment 

• The further integration of drug treatment services into holistic shared care 
structures should be examined. 

In May of this year, copies of this report were forwarded to statutory and professional 
organisations involved in and planning the care of current or former injecting drug 
users attending general practice. 

I enclose another copy of this report for your convenience and would be very grateful 
if your Department could consider the pOints detailed above and the enclosed report. 
If you wish, I would be happy to meet with your, or a nominated representative from 
your Department to discuss our findings and their implications. 

I look forward to your response. 

~y 
~lterCulien 

National University of Ireland, Dublin 
Ol/scoil na hEireann, Baile .litho Ciioth 


