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HEALTH AND SPORT COMMITTEE 
 

AGENDA 
 

3rd Meeting, 2018 (Session 5) 
 

Tuesday 23 January 2018 
 
The Committee will meet at 10.00 am in the James Clerk Maxwell Room (CR4). 
 
1. Subordinate legislation: The Committee will consider the following negative 

instruments— 
 

The National Health Service Pension Scheme (Scotland) (Miscellaneous 
Amendments) (No. 2) Regulations 2017 (SSI 2017/433) 
  
 The National Health Service Superannuation Scheme (Scotland) 
(Miscellaneous Amendments) (No. 2) Regulations 2017 (SSI 2017/434) 
 

2. Preventative Agenda: The Committee will take evidence on sexual health, 
blood-borne viruses and HIV from— 

 
George Valiotis, Chief Executive Officer, HIV Scotland; 
 
Petra Wright, Scottish Officer, The Hepatitis C Trust; 
 
Professor David Goldberg, Consultant Epidemiologist, BBV/STI team, 
Health Protection Scotland; 
 
Dr Emilia Crighton, Consultant in Public Health, NHS Greater Glasgow 
and Clyde; 
 
Mildred Zimunya, Senior Manager, Glasgow, Waverley Care; 
 
Professor John Dillon, Consultant Hepatologist, NHS Tayside, Chair of 
HCV Clinical Leads Network, Professor of Hepatology & Gastroenterology, 
University of Dundee; 
 
Dr Ken Oates, Consultant in Public Health Medicine and Executive lead 
for BBVs, NHS Highland; 
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Dr Duncan McCormick, Consultant in Public Health Medicine, NHS 
Lothian. 
 

3. Public petitions PE1611: The Committee will consider the following petition- 
PE1611 by Angela Hamilton, on Mental Health Services in Scotland. 

 
4. Preventative Agenda (in private): The Committee will consider the evidence 

heard earlier in the session. 
 
5. Technology and Innovation in Health and Social Care (in private): The 

Committee will consider a draft report. 
 
6. NHS Governance (in private): The Committee will consider follow-up 

correspondence. 
 
 

David Cullum 
Clerk to the Health and Sport Committee 

Room T3.60 
The Scottish Parliament 

Edinburgh 
Tel: 0131 348 5210 

Email: david.cullum@parliament.scot 
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Health and Sport Committee 
 

3rd Meeting, 2018 (Session 5) 
 

Tuesday 23 January 2018 
 

Subordinate legislation 
 

Note by the clerk 
 

Overview of instrument 

1. There are two negative instruments for consideration at today’s meeting: 

 The National Health Service Pension Scheme (Scotland) 
(Miscellaneous Amendments) (No. 2) Regulations 2017 (SSI 2017/433) 
 

 The National Health Service Superannuation Scheme (Scotland) 
(Miscellaneous Amendments) (No. 2) Regulations 2017 (SSI 2017/434) 

 

National Health Service Pension Scheme (Scotland) (Miscellaneous 
Amendments) (No. 2) Regulations 2017 (SSI 2017/433) 

 
 Background 

2. These Regulations amend the National Health Service Pension Scheme 
(Scotland) Regulations 2015 (“the 2015 Regulations”) and the National Health 
Service Pension Scheme (Transitional and Consequential Provisions) 
(Scotland) Regulations 2015. 

The amendments made to the 2015 Regulations include inserting new tables 
reflecting revised employee contribution rates for 2018/19 (regulations 3 and 4) 
 

3. An electronic copy of the instrument is available at: 
http://www.legislation.gov.uk/ssi/2017/433/contents/made 

 
4. There has been no motion to annul this instrument. 

 
5. The Committee needs to report by 5 February 2018. 
 

6. The Delegated Powers and Law Reform Committee considered the instrument 
at its meeting on 16 January 2018. The Committee determined that it did not 
need to draw the attention of the Parliament to this instrument on any grounds 
within its remit.  

Action 

7. The Committee is invited to consider whether it wishes to make a 
recommendation on the instrument.  

 

  

http://www.legislation.gov.uk/ssi/2017/433/contents/made
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The National Health Service Superannuation Scheme (Scotland) 
(Miscellaneous Amendments) (No. 2) Regulations 2017 (SSI 2017/434) 

 
Background 

 
8. The NHS Superannuation Scheme requires members to pay contributions to 

the Scheme as a condition of membership. The general objective of these 
Regulations is to amend the Scheme to insert updated employee contribution 
bands for the scheme year 2018-2019. The Scheme is contained in the 
National Health Service Superannuation Scheme (Scotland) Regulations 2011 
("the 2011 Regulations") and the National Health Service Superannuation 
Scheme (2008 Section) (Scotland) Regulations 2013 ("the 2013 Regulations"). 

9. This instrument makes changes to the salary/earnings bands stated in various 
tables contained in the 2011 Regulations and the 2013 Regulations, against 
which the employee contribution is set. Employee members of the Scheme pay 
a percentage of their pensionable pay to the scheme dependent on the level of 
their pensionable earnings. 

10. The Regulations also make miscellaneous minor changes, and provide that 
anyone detrimentally affected by the amendments may elect that the 
amendments do not apply to them. 

11. The Regulations are subject to the negative procedure. They come into force 
on 31January 2018, but as permitted by the Superannuation Act 1972, some 
provisions have effect retrospectively from 1 April 2015, and another provision 
from 1 April 2016. 

The Policy Note from the instrument is attached at Annexe A. 
 

12. An electronic copy of the instrument is available at:  

http://www.legislation.gov.uk/ssi/2017/434/contents/made 
 

13. There has been no motion to annul this instrument. 

 
14. The Committee needs to report by 5 February 2018. 

 
Delegated Powers and Law Reform Committee consideration 

15. The Delegated Powers and Law Reform Committee considered the instrument 
at its meeting on 16 January 2018. The Committee agreed to draw the attention 
of the Parliament to the instrument.  

16. The Delegated Powers and Law Reform Committee report recommendation 
states:  

 

12. “The Committee draws the Regulations to the attention of the Parliament on 

reporting ground (i), as the drafting of regulation 1(2)(a) appears to be 

defective, in providing that regulation 7 has effect from 1 April 2015 and it is 

not intended that regulation 7 should have this retrospective effect. 

http://www.legislation.gov.uk/ssi/2017/434/contents/made
https://digitalpublications.parliament.scot/Committees/Report/DPLR/2018/1/17/Subordinate-legislation-considered-by-the-Delegated-Powers-and-Law-Reform-Committee-on-16-January-2018#Introduction
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13. The Committee recommends that the error is corrected by amendment as 

soon as possible, given that the error concerns the date when provisions of 

the instrument have effect. 

Action  

17. The Committee is invited to consider whether it wishes to write to the Scottish 
Government to seek a response to the Delegated Powers and Law Reform 
Committee recommendation “that the error is corrected by amendment as soon 
as possible”. The Committee could request a response in time for its next 
meeting. 
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Annexe A 
POLICY NOTE 

 
THE NATIONAL HEALTH SERVICE PENSION SCHEME (SCOTLAND) 

(MISCELLANEOUS AMENDMENTS) (NO. 2) REGULATIONS 2017  
SSI 2017/433 

 
The above instrument was made in the exercise of powers conferred by section 1(1) 
and (2) (e) and paragraph 5(b) of schedule 2 of the Public Service Pensions Act 
2013 (“the Act”). The instrument is subject to negative procedure. 
 
Policy Objectives 
 
Amendments to the National Health Service Pension Scheme (Scotland) 
Regulations 2015 (SSI 2015/94) 
 
Employee Contributions 
 
The National Health Service Pension Scheme (Scotland) Regulations 2015 (“the 
2015 Regulations”) require that members of the NHS Pension Scheme pay 
contributions to the Scheme as a condition of membership.   
 
This instrument makes changes to the salary/earnings bands of the employee 
contribution tables in these Regulations.  It was agreed during scheme reform 
discussions the employee contribution rates for period 1 April 2015 to 31 March 2019 
would not change however this was on the basis that the pay/earnings bands set out 
in each tier would increase each year in line with national NHS pay awards in 
Scotland.  The aim is to ensure that the tiering remains in line with annual increases 
in members pay so that no member should have to pay a higher contribution as a 
result of their annual pay rise. This SSI will therefore insert into the Regulations at 
the appropriate points a revised employee contribution table to reflect the pay uplift 
from 1 April 2017.  The revised table will be applicable with retrospective effect from 
1 April 2017 for officer members changing employment within the scheme year 
2017/2018, new starters, practitioners and non GP partners whose contributions 
which are based on current year income. For all other members the revised 
bandings will be applied from 1 April 2018.   
 
Additional Information 
 
In terms of section 22 of the Act, the Scottish Ministers are required to provide a 
report to the Parliament where they propose to make regulations changing (prior to 
31st March 2040) a protected element of the scheme. Section 22(5) of the Act lists 
members’ contribution rates as one of the “protected elements”. This report 
(SG/2017/281) was laid before the Scottish Parliament on 8 December 2017. 
                                                                                                                                                                            
 Other Amendments to the 2015 Regulations 
 
Other amendments are made to correct or to make clearer existing scheme 
provisions.  These include clarification that members have the opportunity to take out 
an election to buy out the actuarial reduction once in respect of each period of 
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pensionable service.  Amendments to Schedule 7 are made to include 
circumstances not adequately provided for in the current regulations in respect of a 
member’s pension account.  
 
Amendments to the National Health Service Pension Scheme (Transitional and 
Consequential Provisions) (Scotland) Regulations 2015 
 
Amendments are made to provide that the credit of earnings for added years being 
purchased under transitional arrangements by practitioners transitioning to the 
CARE scheme to be correctly uprated. Also Paragraph 28 has been updated to 
ensure that survivor benefits are paid at the correct rate if the member dies before 
reaching the old scheme normal pension age. 
 
Consultation 
 
To comply with the requirements of the Act, a formal policy consultation took place 
from 28 September 2017 to 30 October 2017.  In particular, representatives of NHS 
employers and employees, other Scottish Government interests and UK Government 
departments were consulted. One response to the consultation was received. The 
comments were on technical matters and amendments have been incorporated 
where appropriate. 
 
Impact Assessments 
 
An equality impact statement in respect of the NHS Pension Scheme (Scotland) 
reforms was prepared and is available at 
http://www.gov.scot/Publications/2015/03/2855  
 
Financial Effects 
 
The increase in pay bands on which contributions for members are based is 
beneficial to members.  
 
Business and Regulatory Impact Assessment 
 
No Business and Regulatory Impact Assessment is necessary as the instrument has 
no financial effects on the Scottish Government, local government or business. 
 
 
Scottish Public Pensions Agency 
An Agency of the Scottish Government 
12 December 2017 
  

http://www.gov.scot/Publications/2015/03/2855
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Annexe B 
POLICY NOTE 

 
THE NATIONAL HEALTH SERVICE SUPERANNUATION SCHEME (SCOTLAND) 

(MISCELLANEOUS AMENDMENTS) (NO. 2) REGULATIONS 2017  
SSI 2017/434 

 
The above instrument was made in exercise of the powers conferred by sections 10 
and 12 and schedule 3 of the Superannuation Act 1972.  Functions under that Act as 
regards Scotland have been executively devolved to the Scottish Ministers.  The 
instrument is subject to negative procedure. 
 
Policy Objectives 
 
Amendments to the National Health Service Superannuation Scheme (Scotland) 
Regulations 2011 (SSI 2011/117) and the National Health Service Superannuation 
Scheme (2008 Section) (Scotland) Regulations 2013 (SSI 2013/174) 
 
Employee Contributions 
 
The National Health Service Superannuation Scheme (Scotland) Regulations 2011 
(1995 Section) and the National Health Service Superannuation Scheme (2008 
Section) (Scotland) Regulations 2013 require members of the NHS Superannuation 
Scheme (NHSSS) to pay contributions to the Scheme as a condition of membership.   
 
This instrument makes changes to the salary/earnings bands of the table in these 
regulations against which the employee contribution is set. Employees who are 
members of the scheme pay a percentage of their pensionable pay to the scheme 
dependent on the level of their pensionable earnings.  It was agreed during scheme 
reform discussions the employee contribution percentage rates for period 1 April 
2015 to 31 March 2019 would not change however  the pay/earnings bands against 
which the contribution is assessed would be adjusted each year in line with national 
NHS pay awards in Scotland.  The aim is to ensure that the bandings remain in line 
with annual increases in members pay and that they are not penalised by having to 
pay a higher pension contribution because of their annual pay increase. This SSI will 
therefore insert into the Regulations a revised employee contribution table to reflect 
the pay uplift from 1 April 2017 and which will apply to majority of members from 1 
April 2018.  The revised table will however be applicable with retrospective effect 
from 1 April 2017 for officer members changing employment within the scheme year 
2017/2018, new starters, practitioners and non GP partners whose contributions 
which are based on current year income.  
 
Other main amendments 
 
The following amendments are also made to the 1995 and 2008 sections of the 
scheme regulations: 
 

 References are included to the Public Service Pensions Act (Northern Ireland) 
2014 to ensure that a scheme under this Act is treated as “another UK Health 
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Scheme” for equal treatment purposes in respect of protection of member’s 
rights and enabling of transfers under the transfer club rules. 

 A change is made to the procedure for informing joiners of their right to 
request a transfer  

 Other amendments are made only to provide clarification to or to correct 
existing provisions. 
 

 
Consultation 
 
To comply with the requirements of section 10(4) of the Superannuation Act 1972 a 
formal policy consultation took place from 8 September 2016 to 19 October 2016.  In 
particular, representatives of NHS employers and employees, other Scottish 
Government interests and UK Government departments were consulted. One 
response to the consultation was received. The comments were on technical matters 
and amendments have been incorporated where appropriate. 
 
Impact Assessments 
 
An equality impact statement in respect of the NHS Pension Scheme (Scotland) 
reforms (including contribution rates) was prepared and is available at 
http://www.gov.scot/Publications/2015/03/2855  
 
Financial Effects 
 
The increase in pay bands on which contributions for members are based is 
beneficial to members 
 
Business and Regulatory Impact Assessment 
 
No Business and Regulatory Impact Assessment is necessary as the instrument has 
no financial effects on the Scottish Government, local government or business. 
 
 
Scottish Public Pensions Agency 
An Agency of the Scottish Government  
12 December 2017 

 

http://www.gov.scot/Publications/2015/03/2855


                                            

 

Preventative Agenda – Health & Sport Committee Inquiry  
 
About HIV Scotland  
 
HIV Scotland is the national HIV policy organisation for Scotland. We exist on behalf of all those living 
with and at risk of HIV to ensure that Scotland has responsive policies, quality services and a 
supportive environment that enable people living with or at risk of HIV in Scotland to live healthy and 
fulfilling lives. 
 
Statistics about HIV in Scotland  

 There are 5134  people diagnosed as living with HIV in Scotland
1
 

 Health Protection Scotland estimate that an additional 790 people may be infected but are not 
diagnosed.  

 There were 317 new cases of HIV were reported in 2016
2
. This represents the first significant 

(approximately 20%) drop in new cases for over a decade, although it is unknown if this 
downward trend will be maintained.  

 Over the last 15 years (2002 – 2016), a total of 527 reports of HIV infection among 15- 24 
year olds in Scotland have been recorded.

3
  

 

1. To what extent do you believe the Scottish Government’s Sexual Health and Blood Borne 
Virus Updated Framework and the approach by Integration Authorities and NHS Boards is 
preventative? 

HIV Scotland believe that measures to prevent new HIV infections are recognised as a fundamental 

outcome of Scotland’s HIV response. HIV prevention strategies and the associated spending form an 

integral part of meeting Outcome 1 of the Sexual Health and Blood Borne Virus Updated Framework 

(the Framework) - Fewer newly acquired blood borne virus and sexually transmitted infections; fewer 

unintended pregnancies.  

HIV Scotland welcomed the update of the Framework and the commitment from Scottish Ministers 
that the Framework as a whole will continue to be a priority. We contributed to the development of the 
update, by providing recommendations based on all of our accumulated learning and consultation 
with communities and stakeholders.  
 
We were particularly pleased that the update recognised that involving patients in decisions about 
services should not be considered optional, as well as the commitment from Government to work with 
HIV Scotland and other stakeholders to consider policy implication of emerging medicines such as 
PrEP, that present valuable opportunities to both improve the health and wellbeing of the people of 
Scotland, and contribute to the development of new world-wide strategies on HIV and sexual health. 
In 2017 Scotland became the first nation in the UK to make PrEP available on the NHS. Pre-Exposure 

                                                           
1
 HIV infection and AIDS: Quarterly report to 31 March 2017 (ANSWER), Health Protection Scotland, June 2017   

http://www.hps.scot.nhs.uk/bbvsti/wrdetail.aspx?id=75575&wrtype=6 
2
 Ibid  

3
 Ibid  

http://www.hps.scot.nhs.uk/bbvsti/wrdetail.aspx?id=75575&wrtype=6
C676964
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Prophylaxis (PrEP) is an HIV prevention tool using antiretroviral drugs to protect individuals from 
acquiring HIV. Being on PrEP involves taking a pill, usually daily, and regularly getting tested for HIV 
and other sexual infections. Since the updated Framework was published, other emerging issues 
have arisen such as the importance of Treatment as Prevention which policy has been able to adapt 
to.  

Although Outcome 5 seeks to address stigma, we believe more action is needed which is why HIV 

Scotland formed the HIV Anti-Stigma Consortium, who, in November 2017, published Scotland’s HIV 

Anti-Stigma Strategy, Road Map to Zero which stated that increased efforts are needed to scale up 

access and adherence to treatment coupled with HIV prevention strategies including condom 

programming, treatment as prevention, pre-exposure prophylaxis (PrEP), post-exposure prophylaxis 

(PEP), harm reduction services for people who inject drugs, and focused prevention programming for 

other people living with and affected by HIV.
4
 

 

2. Is the approach adequate or is more action needed?  

Below are four areas where HIV Scotland believe further action is needed to create a more 

preventative approach.   

Treatment as Prevention is one of the most powerful tools to curb new transmissions, providing 

people living with effective treatments not only improves their health, but prevents them from being 

able to pass HIV on to others. It is therefore important that the best possible treatments are made 

available to all people living with HIV in Scotland from the earliest possible opportunity.  

Advances in HIV treatment now mean people living with HIV who have an undetectable viral  load are 
unable to pass the virus onto another person – this is known as treatment as prevention (TaSP). The 
Partner study showed that there were zero transmissions from over 58,000 individual times people 
had sex without condones

5
.  This provides the strongest estimate of actual risk of HIV transmission 

when an HIV positive person has undetectable viral load. 

 

Therefore there is an immediate need to increase testing opportunities to ensure more people are 
diagnosed and referred in to treatment. Promotion of key messages around Treatment as Prevention, 
including the Undetectable = Untransmittable (U=U) campaign can also be an important action to 
ensure that people are well informed and mobilised to take action.  

 

Increasing Testing - Access to HIV testing services is fundamental in reducing HIV transmissions 
and to ensure that those living with HIV can take control of their health by receiving treatment and 
necessary support. Health Protection Scotland estimate that 13% of people who are living with HIV in 
Scotland are currently undiagnosed

6
.  

 
The proportion of HIV diagnoses occurring late in Scotland during 2015 was 45%

7
 and there has been 

little change in recent years. Late diagnosis can result in additional health complications and a lower 
quality of life, as well as people unwittingly transmitting HIV to others. Public Health England state that 
people diagnosed late continue to have a ten-fold increased risk of death in the first year of diagnosis 
compared with those diagnosed early

8
.   

 
HIV Scotland’s National Survey of GPs in Scotland found that testing opportunities in General 
Practice are being missed when new patients register at practices. Only 15% of new patients 
registering at GPs in high prevalence areas are routinely offered an HIV test. With only 3% (13 from 

                                                           
4
 HIV Anti -Stigma Consortium, Road Map to Zero, Scotland’s HIV Anti Stigma Strategy www.zerohivstigma.scot  

5
 http://i-base.info/htb/30108  

6
 Calculations based on number of diagnosed individuals in Scotland. Retrieved from: http://www.hps.scot.nhs.uk  

7
 http://www.hps.scot.nhs.uk/documents/ewr/pdf2016/1648.pdf  

8
 HIV in the UK 2016 Report, Public Health England, 2016  

http://i-base.info/htb/30108
http://www.zerohivstigma.scot/
http://i-base.info/htb/30108
http://www.hps.scot.nhs.uk/
http://www.hps.scot.nhs.uk/documents/ewr/pdf2016/1648.pdf


419 GPs) of survey respondents correctly identifying each indicator condition opportunities are being 
missed.

9
 Our report recommended that primary care settings should seek to normalise HIV testing as 

part of routine health checks and GP registrations, especially in high prevalence areas. 
 

A 21
st
 Century approach to testing needs to reflect the modern variety of options available to people 

for testing, including rapid HIV self-test kits and home sampling services.  

 

HIV Scotland chair the Short Life Working Group on testing which was established in response to the 
Sexual Health and Blood Borne Viruses (SHBBV) Executive Leads Network noting that HIV Testing 
was an Area of Priority. The SLWG will report by the end of March 2018 and has already identified 
key issues surrounding accountability for HIV Testing/Late Diagnoses, national procurement of Point 
of Care & Self-Test kits, the potential for national self-sampling/self-testing services, and the need for 
a range of testing options to be available for everyone, everywhere with the capacity to deal with 
demand. It is important that the Scottish Government carefully consider the SLWG’s 
recommendations on testing as part of the preventative health agenda to ensure we are able to 
diagnose everyone in Scotland that is living with HIV.   

Access to sexual health services - People at increased risk of HIV will access multiple services for 
a range of needs, this can include HIV testing, advice and support. Our research found 61% of this 
population access free condom services and 53% access STI testing.

10
  Having a positive experience 

and repeatedly using services is associated with ease of access. Concerns have been raised that 
sexual health services are often situated in difficult to access locations. The Scottish Government’s 
emphasis on person-centred planning should result in convenient services, however sexual health 
services can often be unavailable outside working hours which is problematic for people working full-
time.  
 
People living with HIV or at increased risk of HIV have told us there is often a high demand on 
services which can result in inflexible appointment times.  ‘Service is only available one day each 
week, often busy and oversubscribed and very restricted hours’ – Person at increased risk of HIV.  
 
For people living in rural areas, accessing specialist sexual health services for gay, bisexual and other 
men-who-have-sex-with-men, remains problematic with some locations only providing generic 
services. Layout of services and the admission processes can also impact on the actual or perceived 
levels of confidentiality within a service. Services should be mindful of the needs of diverse 
communities who are disproportionately affected by HIV, including people from Sub-Saharan Africa 
and sex workers.  
 
The views of people at increased risk of HIV should be directly heard within networks and bodies 
which have a key role in planning and delivery of services. This includes community health 
partnerships and integrated health and social care partnerships.  

 

Service providers should work to make services more accessible in order to increase the likelihood of 
people at increased risk of HIV engaging with prevention services. This could be increasing the 
number of mobile services which are available or providing transport for people.  Service providers 
should develop clear information about how services can be accessed and be located in a range of 
community settings  

 

 

 

 

 

                                                           
9
 HIV Scotland, National Survey of GPs in Scotland http://www.hivscotland.com/our-work/primary-care/  

10
 Making Vision A Reality, HIV Scotland, 2015  

http://www.hivscotland.com/our-work/primary-care/
http://www.hivscotland.com/news-and-events/latest-news/article/new-report-on-services-for-people-living-with-and-at-risk-of-hiv-in-scotland/


Education - Measures to prevent new HIV infections are recognised as a fundamental principle of 

Scotland’s HIV response
11

 and reflects the need for prevention work to be done for young people. On 

average in Scotland two young people between the ages of 15 and 24 are diagnosed with HIV each 

month.
12

 

HIV Scotland are calling for a 21st century understanding of HIV, with resources providing information 

on the latest HIV prevention and treatment strategies. This includes legislation to ensure that RSHP 

lessons become a compulsory component of the curriculum to guarantee equality of access for every 

young person in Scotland. There is already precedence for this with the UK Parliament passing the 

Children and Social Work Act (2017) which requires all schools in England to teach Relationships and 

Sex Education from 2019. 

The ongoing national review of Personal and Social Education should identify a best practice model 

for schools and local authorities to share Relationship Sexual Health and Parenthood (RSHP) 

resources and training opportunities. Updated RSHP guidance should be produced in collaboration 

with key stakeholders in education and ensure a stronger focus on HIV and RSHP lessons must be 

inclusive for all young people and include information on LGBT relationships. Sexual health 

professionals and third sector providers should have a visible presence within schools. 

As part of the Framework, the Scottish Government lists access to sexual health education as a key 

mechanism to ensure that young people have the information and skills to make healthy choices 

regarding their sexual health. Despite the importance placed on health and wellbeing elements of the 

curriculum (the Scottish Government identify Relationship, Sexual Health and Parenthood education 

as part of this
13

), it is not borne out in some schools or with consistency across schools.  

Stigma - HIV-related stigma causes negative health and social outcomes. It is one of the biggest 

barriers to testing, treatment and support.
14

 Scotland’s HIV Anti-Stigma Strategy, The Road Map to 

Zero states that HIV-related stigma undermines prevention efforts, leads to increased risk, 

nondisclosure, and poorer adherence to treatment. This can lead to increases in late diagnosis which 

negatively impact on a person’s quality of life and life expectancy
15

. The UNAIDS 2016 -21 strategy, 

On the Fast-Track to end AIDS says ‘Late diagnosis of HIV remains the most substantial barrier to 

scaling up HIV treatment and contributes to HIV transmission. Many people delay testing because 

they fear the discrimination that may follow’.
16

 

The Road Map to Zero demonstrates that while there have been advances in supporting the rights of 

people living with and affected by HIV in Scotland, there is still a significant amount of work to be 

done to address social, educational, economic and health disparities that prevent people from 

accessing and engaging in services. People living with HIV should be supported and empowered from 

                                                           
11

 Outcome 1 of the SHBVV framework is Fewer newly acquired blood borne virus and sexually transmitted 
infections. Page 22 states ‘While treatment is highly effective, public and individual health in Scotland is best 

improved by preventing infections, and this must also continue to be a priority.’ Sexual Health and Blood Borne 
Virus Framework, 2015 – 2020, Scottish Government 
12

 HIV infection and AIDS: Quarterly report to 31 March 2017 (ANSWER), Health Protection Scotland, June 2017   

http://www.hps.scot.nhs.uk/bbvsti/wrdetail.aspx?id=75575&wrtype=6 
13

The Conduct of Relationships, Sexual Health and Parenthood Education in Schools states ‘RSHP education is 
a key part of Health and Wellbeing within Curriculum for Excellence’ Conduct of Relationships, Sexual Health and 

Parenthood Education in Schools, Scottish Government http://www.gov.scot/Resource/0046/00465948.pdf, p. 1.  
14

 DeCario P. & Ekstrand M. (2016). How does stigma affect HIV prevention and treatment? Centre for AIDS 
Prevention Studies. Community Engagement Core. Prepared October.  
15

 HIV Anti -Stigma Consortium, Road Map to Zero, Scotland’s HIV Anti Stigma Strategy www.zerohivstigma.scot  
16

 UNAIDS 2016-2021 Strategy On the Fast-Track to end AIDS, p. 33. 
http://www.unaids.org/sites/default/files/media_asset/20151027_UNAIDS_PCB37_15_18_EN_rev1.pdf  

http://www.gov.scot/Resource/0048/00484414.pdf
http://www.gov.scot/Resource/0048/00484414.pdf
http://www.hps.scot.nhs.uk/bbvsti/wrdetail.aspx?id=75575&wrtype=6
http://www.gov.scot/Resource/0046/00465948.pdf
http://www.zerohivstigma.scot/
http://www.unaids.org/sites/default/files/media_asset/20151027_UNAIDS_PCB37_15_18_EN_rev1.pdf


the point of diagnosis. This requires a non-punitive, non-criminal HIV prevention approach centred 

within communities, where expertise about and understanding of, HIV issues is best found
17

. 

 

3. Are the services and Sexual Health and Blood Borne Virus Updated Framework being 
measured and evaluated in terms of cost and benefit?  

HIV Scotland is pleased to be a member of the National Monitoring and Research Group (NMARG) 

and Executive Leads, both of which form part of the monitoring and evaluating process for the 

Framework. As the only HIV third sector organisation to sit on both these groups, we provide the 

crucial link to the community and are able to advocate and promote the needs of the people whom 

this work is about.  

Currently there is no national data collected on the number of people presenting for HIV tests, only 

tests that result in a new HIV diagnosis are recorded. This presents a significant challenge in better 

understanding both the number of people accessing HIV testing services and the specific 

demographics of those who do. HIV Scotland’s recent National GP’s Survey found that opportunities 

for testing in General Practice are being missed. The report recommended national and local data on 

testing and diagnoses in primary care settings should be collated and fed into a central resource, 

such as Health Protection Scotland, and published annually. This would provide services with 

information that would allow messaging to be tailored towards specific populations who are at present 

not accessing testing services.  

Research has demonstrated that increased HIV
18

 testing in primary care settings is predicted to be 

cost-effective in the medium term. In high prevalence areas, HIV testing in primary care can even be 

cost-saving in settings where long-term health-care costs of late-diagnosed patients are much higher 

(≥60%) than those of patients diagnosed earlier. 

The recent HIV outbreak in Glasgow among people who inject drugs demonstrates the need to 

significantly improve the data collection and monitoring early interventions among this population that 

remains at increased risk of HIV. One of the factors attributed to this outbreak which affected over 50 

people, was that the profile of HIV had decreased as an issue for both injectors and services. 

Improved data collection of those accessing testing would allow services to become more reactive by 

identifying possible gaps in delivery.  

 

4. Given the high cost of new medicines, what cost –benefit analysis has been done 
of primary prevention in general, and the role of the new medicines as a means of 
primary prevention? 
 

Treatment as Prevention - HIV Scotland provided the community voice in the development of the 

Cost Sensitive Prescribing Guidance for HIV in Scotland.
19

  These guidelines were produced to 

support optimal HIV therapy prescribing and dispensing by Scottish HIV clinicians in a cost sensitive 

way. These guidelines also ensure that the patient voice plays an important role in the consideration 

of prescribing.  
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 Road Map to Zero, Scotland’s HIV Anti Stigma Strategy www.zerohivstigma.scot  
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 Baggaley, Rebecca F., et al. "Costeffectiveness of screening for HIV in primary care: a health economics 
modelling analysis." The Lancet HIV 4.10 (2017): e465-e474. 
19

 Guidance for cost-sensitive HIV therapy prescribing in NHS Scotland 2017, HIV Clinical Leads.  

http://www.zerohivstigma.scot/
http://www.hivscotland.com/downloads/1495095774-Scotland%20HIV%20cost-sensitive%20prescribing%20FINAL.pdf


As part of the development of these guidelines, cost effectiveness was considered when prescribing 

HIV medicines. For example, where bioequivalence is present in generic medicines, the guidance 

suggests that clinicians discuss such options with patients as there is likely to be minimal impact on 

clinical outcomes but provides scope for financial savings.  

HIV Scotland is the only third sector organisation, and patient voice, represented on the HIV Clinical 

Leads group. This group regularly reviews the cost prescribing guidance, especially in light of new 

procurement contracts for generic treatments which offer significant cost savings.  

Pre-Exposure Prophylaxis (PrEP) – In 2016 HIV Scotland administered the Short Life Working 
Group on PrEP, with membership from a range of specialists including public health leads, HIV and 
sexual health doctors, a community member, pharmacy, third sector, social researchers, drug 
procurement, and observers from the Scottish Government and the Scottish Medicines Consortium 
(SMC). It generated a report which included an estimation of the number of individuals who might be 
eligible for PrEP in Scotland, consideration of cost implications, guidance for accessing and 
monitoring PrEP, and information for health professionals, patients and the public about PrEP and the 
available supports.  
 
The report was subsequently used by the SMC as part of their wider cost effectiveness research. The 
report showed that based on a median life expectancy of 71.5 years, the average lifetime cost of HIV 
care in the UK is £360,800

20
. It also estimated that the annual cost per eligible person to access PrEP 

would be £2,561 (ex VAT). This cost is likely to go down now that generic medication has become 
available in healthcare settings (generic PrEP is available for private purchase for around £39 per 
month) and it should be noted that this is not medication for life

21
. 

 
On 10th April 2017, the SMC published their conclusion of their cost effectiveness investigations that 
PrEP was a cost-effective treatment to prevent the transmission of HIV and made it available on the 
NHS in Scotland

22
.  

 
HIV Scotland is now a member of the PrEP Co-ordination Group, the role of which is to consider the 
real life settings and track PrEP’s effectiveness in Scotland. We think this is a good model for 
considering cost effectiveness in relation to new medicines, especially as it benefitted from the 
meaningful involvement of community voices and experiences.    
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AN. Projected lifetime healthcare costs associated with HIV infection. PloS one. 2015 Apr 22;10(4):e0125018   
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The Hepatitis C Trust 
Response to the Health and Sport Committee, Inquiry into the Preventative 
Agenda, one-off evidence session on sexual health, blood-borne viruses and 
HIV 
January 2018 
 
 
Summary  
 
The Hepatitis C Trust believes that the Scottish Government’s Sexual Health and Blood 
Borne Virus Framework contains an admirable approach to prevention. However, the 
related outcomes are not being effectively delivered. Incidence of new infections appears 
to be increasing, the budgets of substance misuse services are being cut, provision of 
injecting equipment is inadequate and treatment targets are not sufficiently ambitious.  

1. To what extent do you believe the Scottish Government’s Sexual Health and Blood 
Borne Virus Updated Framework and the approach by Integration Authorities and 
NHS Boards is preventative? 

2. Is the approach adequate or is more action needed? 
 

The Scottish Government’s Sexual Health and Blood Borne Virus (SHBBV) Updated 

Framework contains an emphasis on prevention of hepatitis B and C which The Hepatitis 

C Trust fully supports. Since its publication, we have championed the SHBBV Framework 

as a model of international good practice, and welcome that its targets have led to 

significant increases in the numbers of people diagnosed and treated in Scotland over the 

past five years. However, the implementation of the preventative approach contained in 

the framework is sub-optimal, and Government’s commitment to its delivery appears to 

have been flagging.  

 

The Framework contains a key progress point asserting that “as a result of investment in 

prevention strategies there has been a reduction in the annual number of new hepatitis C 

infections in Scotland – from 1,500 new infections in 2007 to 700 new infections in 2013.” 

However, Health Protection Scotland now reports that following a decline in incidence of 

hepatitis C among people who inject drugs (PWID) from 9.9 per 100 person years in 2010 

to 6.1 per 100 person years in 2011-2012, rates have now increased again to 11.4 per 

100 person years in 2015/161, a concerning development.  

 

Despite the Framework’s promise to invest in additional research, additional surveillance 

and modelling is necessary. Health Protection Scotland’s newly released SHBBV 

                                                 
1 Health Protection Scotland, SHBBV Framework Data Portal, January 2018, < 
https://hpsmicrosites.scot.nhs.uk/shbbv-framework-data-portal/shbbv-outcomes-1-5/hcv-
summary.aspx>. 
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framework data portal is a welcome development in hepatitis C data and reporting. 

However, it contains primarily outcome data on treatment numbers and diagnoses, with 

incidence estimates exclusively among PWID. We know of no reliable estimate of 

hepatitis C incidence in the general population outside of PWID in Scotland. 

 

The Framework emphasises that “prevention of new blood borne virus infections remains 

key and it is vital that we do not reduce our prevention resources and infrastructure”. The 

role of substance misuse services in prevention is widely acknowledged, with such 

settings regarded as important providers of harm reduction messaging, in addition to the 

prevention benefits of supporting patients to transition to opioid substitution therapy (OST) 

and providing needle and syringe programmes (NSP). However, budget cuts are 

presenting significant challenges to local Alcohol and Drug Partnerships (ADPs). Half of 

all health board areas reduced budgets for ADPs in 2016/17 compared with 2015/16, with 

an average decrease of 10%2. A further four health board areas kept budgets at the same 

level, with just two areas delivering an increase. In evidence gathered by The Hepatitis C 

Trust in June 2017 as part of an inquiry into hepatitis C elimination in Scotland, there was 

widespread agreement that substance misuse services would need additional resources 

in order to sustain or increase their role in preventing new infections of hepatitis C.  

 

The Framework also emphasises the key role of injecting equipment service provision in 

preventing infection and harm reduction. NSP help to reduce the risk of hepatitis C 

transmission through the sharing of injecting equipment, and the SHBBV Updated 

Framework cites the importance of “taking into account new and emerging drug trends to 

ensure services are based on need”. However, current levels of NSP are being reported 

to The Hepatitis C Trust as being inadequate – a view supported by data from the Needle 

Exchange Surveillance Initiative, which revealed that PWIDs reported receiving fewer 

sterile needles/syringes, filters and spoons in 2015-16 than in 2013-143. Increased 

provision of injecting equipment would be an important measure to prevent further 

hepatitis C infections.   

 

More broadly, a key method of preventing new infections is to treat people already 

carrying the virus, particularly those most likely to transmit to others, namely PWID. A 

research pilot investigating a ‘treatment as prevention’ model is currently being 

undertaken in NHS Tayside and, if the results prove this to be an effective approach, this 

should be upscaled to a national level.  

 

In the area of treatment, the SHBBV Updated Framework is becoming outdated. The 

Framework contains the target of 1,500 people initiated on to treatment/year, and we are 

pleased that this target has been increased in the current financial year. However, with 

treatment numbers only just outstripping new diagnoses and concerns about lack of 

access to treatment in some health boards, there will need to be large increases in the 

number of people being treated if Scotland is to achieve elimination by 2030. 

 

                                                 
2 Scottish Drugs Forum; Drug and Alcohol Services Funding Timeline 2015-17; 
<http://www.sdf.org.uk/wp-content/uploads/2017/09/CPG-ADP-Funding-Timeline-2.pdf>. 
3NHS Scotland; Needle Exchange Surveillance Initiative, 2008-09 to 2015-16; March 2017;  
<http://www.hps.scot.nhs.uk/resourcedocument.aspx?id=5863>. 

http://www.sdf.org.uk/wp-content/uploads/2017/09/CPG-ADP-Funding-Timeline-2.pdf
http://www.hps.scot.nhs.uk/resourcedocument.aspx?id=5863
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This should be possible due to significant decreases in the cost of treatments due to 

market competition in the last several years. However, concerns have been raised about 

clinicians in some health boards being asked to slow down the number of people being 

treated due to cost pressures. The Hepatitis C Trust is aware of clinicians being asked to 

treat patients in line with targets, rather than in line with the allocated budget. Treatment 

cost reductions are being re-invested into health boards’ general budgets to mitigate cost 

pressures, rather than re-invested into diagnosing and treating additional patients. This 

approach is incompatible with the Government’s commitment to hepatitis C elimination.  

 

It is essential that health boards do not treat the target as a cap, and that they take 

advantage of savings on treatment costs by reinvesting in hepatitis C services to treat 

more patients, which will contribute to preventing new infections and achieving 

elimination.  

Given recent reductions in the costs of medicines, which have generally been reported as 

now being below half of their original costs, the yearly treatment targets in the SHBBV 

Framework should be increased accordingly.  

3. Are the services and Sexual Health and Blood Borne Virus Updated Framework 
being measured and evaluated in terms of cost and benefit? 

4. Given the high cost of new medicines, what cost–benefit analysis has been done of 
primary prevention in general, and the role of the new medicines as a means of 
primary prevention? 
 
The Hepatitis C Trust cannot answer these questions based on the information we have 
access to.  

 

Contact info:  
 
Urte Macikene 
Policy and Parliamentary Adviser, The Hepatitis C Trust  
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Recommendations  
at a glance

Elimination
1. The Scottish Government to determine what elimination means for Scotland, guided by an ambition to 
relegate hepatitis C to the status of a rare and unusual disease, with any occasional outbreaks resulting in 
immediate treatment and containment. 

2. The Scottish Government to produce a hepatitis C elimination strategy, containing targets for 
elimination going beyond the global baseline set out in the World Health Organization’s Global Health 
Sector Strategy on Viral Hepatitis. The strategy should include ambitious targets to decrease national 
incidence and mortality, building on the World Health Organization’s plan, as well as absolute numbers for 
overall prevalence, prevalence in people who inject drugs, incidence of new infections, incidence of end-
stage liver disease and mortality. 

3. The Scottish elimination strategy to set out detailed plans on how these targets are to be delivered, 
what actions should be taken to ensure the necessary prevention, diagnosis and treatment, and who is 
responsible for those actions.

4. The Scottish Government to develop a monitoring framework and produce regular evaluation reports 
detailing progress towards elimination, echoing the robust monitoring provisions contained in the 
Hepatitis C Action Plan (2006-2011).

Awareness
5. The Scottish Government to investigate the feasibility of a national awareness campaign.

6. High-profile public figures to use World Hepatitis Day as an opportunity to speak out, publicly 
highlighting risk factors, the importance of testing and ease of treatment.

7. Awareness-raising messaging to be targeted at users of image and performance enhancing drugs in 
gyms, men who have sex with men in sexual health services and South Asian communities in religious and 
community centres. 

8. Additional research and pilot projects to be conducted on how to raise awareness effectively about 
lesser-known risk factors like unsafe medical and dental care or unsafe tattooing practices. 

9. Additional training to be delivered to GPs on hepatitis C awareness, both through in-person training 
sessions and development of online training.
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Foreword

 
As committed advocates for the elimination of hepatitis C, we are proud that Scotland has been 
considered a leader in global efforts to tackle this deadly virus. Successive Scottish Governments  
have, with cross-party support, ensured that ever-increasing numbers of people in Scotland are tested, 
diagnosed, treated and cured. With the widespread availability and decreasing cost of all-oral  
treatments which cure over 95% of people, more people than ever before are accessing  
hepatitis C care. 

Eliminating a public health issue that disproportionately affects some of the poorest and most 
marginalised groups in our society is an extraordinary and eminently achievable opportunity. However, 
if Scotland is to achieve elimination of hepatitis C by 2030, in line with our commitment to the World 
Health Organization (WHO) targets, we must renew our political will. 

Through this elimination inquiry we have heard about the challenges to achieving our shared goal 
of elimination. Large numbers of people are still undiagnosed, and only a small percentage of those 
infected receive treatment each year. With the benefits of reduced timelines and simplified delivery of 
treatment comes the renewed challenge of diagnosing thousands of infected people, many of whom 
will be more difficult to find.  

Overly complex care pathways create barriers to accessing treatment, and fragmented, short-term 
funding models mean there are still waiting lists for treatment in some areas. 

Despite these challenges, we remain optimistic. Across the country, the infrastructure, mechanisms,  
and enthusiasm to improve awareness, prevention, and treatment already exist. What we need now is 
bold national leadership to co-ordinate, incentivise, and drive innovative practice in finding, diagnosing, 
and treating new patients. We hope this report will be a first step. 

This report brings together the views of leading clinicians, services, charities and patients who 
participated in our inquiry. Their contributions have told us how we can begin to realise this 
extraordinary opportunity. We are united in our belief that a hepatitis C-free Scotland is achievable,  
and in our commitment to working together to make it a reality. 

Tom Arthur MSP

Donald Cameron MSP

Alex Cole-Hamilton MSP

Alison Johnstone MSP  

Anas Sarwar MSP
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Prevention
10. Adequate provision of sterilised injecting equipment to be made available at community pharmacies 
and in substance misuse services to meet service users’ reported needs.

11. Prevention messages to be targeted at PWID, including via peer-to-peer programmes, delivered 
through the expansion of existing recovery voluntary programmes in substance misuse services, as well as 
in prisons. 

12. Interventions designed to educate at-risk patients about the dangers of reinfection to be developed 
and embedded as an integral part of the treatment process. 

13. All healthcare workers undertaking exposure-prone procedures who were working before the 
introduction of mandatory testing in 2007 to be tested for hepatitis C. 

14. If research pilots currently being undertaken at NHS Tayside and in Australia investigating a ‘treatment 
as prevention’ model prove this to be an effective approach, integrate this model into the national 
elimination strategy.

Testing and Diagnosis 
15. Introduction of opt-out testing for hepatitis C in substance misuse services, with commissioning 
contracts stipulating clear mechanisms to hold services to account for failures to meet testing targets.

16. The Scottish Government to research and assess cost-effectiveness of innovative approaches to finding 
undiagnosed patients, such as:

 ∙ Screening in needle exchange services and pharmacies providing OST. 
 ∙ Screening in GP clinics in areas of high prevalence.
 ∙ Using screening programmes in other disease areas as an opportunity to add hepatitis C screening  

at low cost.
 ∙ Opt-out screening for any patients with bloods taken in A&E departments.
 ∙ Providing incentives to people to bring peers for testing.
 ∙ Offering testing at the end of peer-to-peer talks.
 ∙ Introducing informatics analysis and algorithms in primary care clinics to identify at-risk individuals.
 ∙ At-home testing kits.

17. National guidance to be issued on effective implementation of opt-out testing in prisons to overcome 
wide variations in test acceptance. 

18. Workforce training on hepatitis C to be part of continued professional development (CPD) for substance 
misuse workers and community pharmacy staff to ensure they are confident providing key messages and 
delivering testing.

19. Increased communication of test results between services and the development of a database of 
diagnosed patients.

Linkage to care
 
20. Secondary care services to accept direct referrals from substance misuse services, pharmacies and 
peers, as well as from GPs. 

21. Health boards and/or hospitals to undertake look-back work to re-engage those diagnosed but lost to 
follow-up, and to enrol them into treatment.

22. Peer support to be provided to newly diagnosed individuals to reduce risk of disengagement. 

Access to treatment
23. Treatment cost reductions to be reinvested into additional treatments or services to ensure access to 
treatment is available immediately to all who need it.

24. Money saved on VAT by delivering treatment in the community to be directly reinvested into treatment 
budgets or services to ensure treatment is available immediately to all who need it.

25. Clinicians to be encouraged to exceed treatment targets, which must not be considered a cap by 
health boards.

26. Treatment to be delivered in community settings, such as substance misuse services, community 
pharmacies and primary care centres.

27. Availability of hepatitis C treatments in prison to be increased, and resources made available to ensure 
prison healthcare staff have capacity to deliver effective hepatitis C care. Appropriate follow-up support to 
be made available to those released from prison with an untreated infection.

Funding
28. Additional research to be conducted exploring the link between hepatitis C treatment and positive 
behavioural change such as reduced reoffending or addiction recovery. 

29. The Scottish Government to explore alternative treatment funding models offering the opportunity to 
rapidly increase the number of patients receiving treatment.

30. Targeted additional investment to be made as part of a cost-effective national strategy, resulting in 
significant cost savings from reduced liver transplants and liver disease, as well as prevention of harmful 
drug use and other risky behaviours.
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1 Scottish Government, 13 Nov 2017,  
<http://www.parliament.scot/parliamentarybusiness/28877.aspx?SearchType=Advance&ReferenceNumbers=S5W-12382&ResultsPerPage=10> 

2 Scottish Government, 11 May 2017, 
<http://www.parliament.scot/parliamentarybusiness/28877.aspx?SearchType=Advance&ReferenceNumbers=S5W-08842&ResultsPerPage=10>.

Background on hepatitis C in Scotland

Hepatitis C is a blood-borne virus that primarily affects the liver, and can cause fatal cirrhosis and 
liver cancer if left untreated. Hepatitis C can also have a much broader impact and has been linked 
to cardiovascular disease, mental health issues, kidney problems, and musculoskeletal pain. It is 
transmitted through blood-to-blood contact, and disproportionately affects marginalised and 
disadvantaged groups, such as people who inject drugs (PWID), homeless people, men who have 
sex with men (MSM), and migrant communities from endemic countries. These groups are not the 
only ones at risk: significant numbers were infected by the NHS through infected blood and blood 
products.

People infected with hepatitis C often experience few or no symptoms, which can result in them 
living with the virus for many years without being diagnosed, increasing the risk of severe liver 
damage. Crucially, hepatitis C is preventable, treatable and curable for the vast majority of people. 
New treatments are now available, with short treatment durations, limited side-effects and cure rates 
upwards of 95%.
 
Scotland has long been regarded as a world leader in tackling hepatitis C. The Hepatitis C Action 
Plan (2006-2011) and the current Sexual Health and Blood Borne Virus Framework (2015-2020) are 
considered to be models of international good practice and have led to significant increases in the 
numbers of people diagnosed and treated in Scotland over the past decade. 

Recent estimates suggest that around 34,500 people are chronically infected with hepatitis C 
in Scotland, with more than 40% remaining undiagnosed. Of those diagnosed, many are not in 
touch with services and need to be reconnected to the service pathway. In 2016/17, 1,739 people 
commenced treatment for hepatitis C, slightly lower than the total for 2015/16 1. Worryingly, the 
incidence of hepatitis C infections among people who inject drugs in 2015/16 was reported as 
almost double that of 2011/12 2.
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In September 2015, the same month that Scotland hosted the inaugural World Hepatitis Summit, 
the Scottish Government published the Sexual Health and Blood Borne Virus Framework 2015-2020, 
a strategy that contained an explicit commitment to the elimination of hepatitis C. This commitment 
marked a watershed moment in Scotland’s hepatitis C journey and reinforced the country’s status as a 
global leader in tackling the virus.

In May 2016, the United Kingdom joined 193 other member states in signing up to the World Health 
Organization Global Health Sector Strategy on Viral Hepatitis, which commits participating countries to 
the elimination of hepatitis C as a major public health threat by 2030. This commitment included signing 
up to targets of a 90% reduction in incidence of chronic hepatitis C infections and a 65% reduction in 
mortality from hepatitis C by 2030. The strategy also contains service coverage targets for 2030, including 
80% of those eligible being treated and 300 sterile syringe and needle sets distributed per year to 
improve harm reduction.

To move towards elimination, the WHO set interim targets of a 30% reduction in infections and a 10% 
reduction in mortality by 2020. These targets are a global baseline, but many countries and regions have 
developed bespoke elimination strategies with more ambitious targets to address infection among key 
populations.

In May 2017, with the support of the cross-party Hepatitis C Parliamentary Champions, The Hepatitis 
C Trust launched an inquiry to map progress towards the Scottish Government’s world-leading 
commitment to hepatitis C elimination, and develop recommendations to ensure elimination is 
achieved. 

Background to the elimination inquiry

http://www.parliament.scot/parliamentarybusiness/28877.aspx?SearchType=Advance&ReferenceNumbers=S5W-12382&ResultsPerPage=10
http://www.parliament.scot/parliamentarybusiness/28877.aspx?SearchType=Advance&ReferenceNumbers=S5W-08842&ResultsPerPage=10
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Elimination strategy
Scotland has previously been regarded as a world leader in tackling hepatitis C, but contributors felt  
that a renewed effort is needed if Scotland is to eliminate hepatitis C by 2030. There was general agreement 

that Scotland is not on track to achieve 
elimination by 2030 based on current testing  
and treatment rates. 

Contributors argued that a dedicated Scottish 
Government strategy is therefore needed to 

ensure elimination is achieved, setting out detailed plans to identify, test and treat more patients, with 
provision for regular monitoring and evaluation of progress. Such a strategy should also quantify levels of 
prevalence, incidence, and mortality that would constitute elimination in Scotland, with ambitious targets 
that go beyond the WHO commitments. 

A national elimination strategy should aspire to be an international example of good practice to which 
other nations can look for guidance and inspiration in progressing their own hepatitis C strategies. 

The remainder of this report looks in more detail at the steps that need to be taken in relation to prevention, 
testing, diagnosis and treatment for Scotland to achieve elimination.

“Scotland is seen as the leading light 
across the world in terms of tackling 
hepatitis C. We have to carry that on.”
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Summary of evidence  
and recommendations

The inquiry consisted of two oral evidence sessions, on 14th and 20th June 2017, that brought 
together individuals and organisations working across the hepatitis C patient pathway to give 
evidence to the Hepatitis C Parliamentary Champions. The first session involved individuals working in 
frontline services and focused on the day-to-day challenges of preventing new infections and testing, 
diagnosing and treating people with hepatitis C. The second session involved individuals working in 
more managerial roles, and focused on some of the strategic barriers to eliminating hepatitis C. 

As well as staging two oral evidence sessions, The Hepatitis C Trust also requested and received 
written evidence from individuals and organisations interested in providing their perspectives on how 
the elimination of hepatitis C in Scotland can be achieved. 

This report draws together the evidence into a summary of action needed to achieve elimination,  
looking in detail at:

 1. Elimination strategy
 2. Awareness
 3. Prevention
 4. Testing and diagnosis
 5. Linkage to care
 6. Access to treatment
 7. Funding

World Health Organization Global Health Sector Strategy on Viral Hepatitis service coverage targets 
for the elimination of HBV and HCV as public health threats, 2015-2030

1. Three-dose hepatitis B vaccine for infants  
(coverage %)

2. Prevention of mother-to-child transmission of  
HBV: hepatitis B birth-dose vaccination or other  
approaches (coverage %)

3. Blood and  
injection safety
(coverage %)

4. Harm reduction (sterile syringe/needle set distributed 
per person per year for people who inject drugs [PWID])

Service
Coverage

Impact 
leading to
elimination

Target
areas

Baseline 
2015

2020
target

2030
target

Prevention

Treatment

Blood safety: donations screened 
with quality assurance

5a. Diagnosis of HBV and HCV (coverage %)

5b. Treatment of HBV and HCV (coverage %)

Incidence of chronic HBV and HCV infections

Mortality from chronic HBV and HCV infections

Injection safety: use of  
engineered devices 

82%

38%

89%

5%

20

90%

50%

95%

50%

200

90%

90%

100%

90%

300

<5% 30% 90%

<1% 5 million (HBV)
3 million (HCV)

80%
eligible 
treated

6-10  
million

1.46 
million

30%  
reduction

10%  
reduction

90%  
reduction

65%  
reduction

Steps towards elimination – recommendations: 

1. The Scottish Government to determine what elimination means for Scotland, guided by an 
ambition to relegate hepatitis C to the status of a rare and unusual disease, with any occasional 
outbreaks resulting in immediate treatment and containment. 

2. The Scottish Government to produce a hepatitis C elimination strategy, containing targets for 
elimination going beyond the global baseline set out in the World Health Organization’s Global 
Health Sector Strategy on Viral Hepatitis. The strategy should include ambitious targets to decrease 
national incidence and mortality, building on the World Health Organization’s plan, as well as 
absolute numbers for overall prevalence, prevalence in people who inject drugs, incidence of new 
infections, incidence of end-stage liver disease and mortality.

3. The Scottish elimination strategy to set out detailed plans on how these targets are to be 
delivered, what actions should be taken to ensure the necessary prevention, diagnosis and 
treatment, and who is responsible for those actions. 

4. The Scottish Government to develop a monitoring framework and produce regular evaluation 
reports detailing progress towards elimination, echoing the robust monitoring provisions 
contained in the Hepatitis C Action Plan (2006-2011).
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4 Health Protection Scotland, November 2017,  http://www.hps.scot.nhs.uk/ewr/article.aspx?id=76467&wrtype=23 The Penrose Inquiry Final Report, March 2015, <http://www.penroseinquiry.org.uk/finalreport/pdf/penrose_inquiry_final_report.pdf>
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Awareness  

Stigma and lack of awareness of hepatitis C remains an ever-present challenge. Contributors agreed that 
stigma has decreased in the last ten years, but it was reported as being still highly prevalent, and considered 
more significant among some groups than the stigma attached to HIV. The effect of such stigma can be to 
prevent individuals from accessing testing for the virus, with some refusing to even consider the idea that 
they could be infected due to fear of being stigmatised if diagnosed. 

One contributor said that patients’ perception of stigma is often influenced by the environment in which 
they access care. In substance misuse services, where there is good availability of testing (often delivered by 
non-clinical staff), staff have an opportunity to build lasting positive relationships with users and integrate 
hepatitis C treatment into a broader addiction recovery plan. This serves to increase the take-up of testing, 
decrease the effects of stigma on the individual, and decrease stigmatising attitudes within the PWID 
community. 

It was recognised that there still remains a low awareness of hepatitis C among GPs, due to the fact that 
symptoms of hepatitis C are often non-specific and easy to misdiagnose. There can be a reluctance to test 
patients presenting with possible symptoms due to their vagueness, and it was felt that testing needed to be 
normalised through greater clinical awareness. 

Contributors believed that a targeted awareness campaign towards users of image and performance 
enhancing drugs was needed, with knowledge of hepatitis C often low among this at-risk group. Providing 
information in gyms and beauty clinics about the risks of using unsterilised needles, through peer talks 
and written resources, would likely be an effective way of raising awareness among this group. Likewise, 
information should be provided in sexual health services to men who have sex with men (MSM) who may be 
at risk of transmission, with awareness of hepatitis C often lower than awareness of HIV among this group. 

Other at-risk groups include the South Asian community, which has a high prevalence of hepatitis C due 
to widespread re-use of needles and razors in some South Asian countries, and people who receive unsafe 
medical and dental care or tattoos, often delivered abroad. There was agreement that people at risk in 
these groups are more diffuse and therefore harder to locate, target for awareness-raising, and test. It was 
suggested that additional research and evaluated pilot projects be commissioned to investigate how best to 
raise awareness of hepatitis C in these risk groups. 

Awareness campaigns should be carefully crafted with the involvement of service-users to deliver messaging 
that is empowering and supportive. Contributors relayed that stigma surrounding hepatitis C often overlaps 
with stigma about injecting drug use, with addiction often still seen as an avoidable personal fault, leading to 
harmful assumptions regarding peoples’ character and circumstances.  

It was noted that a national awareness campaign would be desirable, but would need to have Government 
backing and funding attached to make a measurable impact. Contributors recalled the national HIV/AIDS 
public education campaigns of the 1980s, which included highly recognisable branding in adverts and 
leaflets distributed nationally. This campaign was seen to be highly effective and a significant contributing 
factor to the reduction in prevalence and incidence of HIV over the last few decades. The cost-effectiveness 
of such a campaign would need to be assessed. Cost considerations should take into account that such 
a campaign could also contribute to implementing the single recommendation of the Penrose Report 
into contaminated blood: “That the Scottish Government takes all reasonable steps to offer an HCV test to 
everyone in Scotland who had a blood transfusion before September 1991 and who has not been tested for 
HCV”3.   

An estimated 800 people in Scotland are living with HIV and unaware of their status, compared 
with over 15,000 people who are estimated to be unaware of their hepatitis C-positive status4. It 
was felt that Scotland should aspire to at least an equivalently low number of people living with an 
undiagnosed infection of hepatitis C, and that strong national awareness campaigns would be a 
powerful contributor to achieving this goal. 

Awareness – conclusion and recommendations: 

Combating stigma and increasing awareness of hepatitis C across the population should be a 
continual endeavour. Particular attention should be given to raising awareness within groups where 
the risk factors may be lesser-known, and communities less networked. We must also recognise that 
awareness can still be low among clinicians, and ensure they have the necessary information to  
pro-actively test and treat patients. 

5. The Scottish Government to investigate the feasibility of a national awareness campaign.

6. High-profile public figures to use World Hepatitis Day as an opportunity to speak out, publicly 
highlighting risk factors, the importance of testing and ease of treatment.

7. Awareness-raising messaging to be targeted at users of image and performance enhancing drugs 
in gyms, men who have sex with men in sexual health services and South Asian communities in 
religious and community centres. 

8. Additional research and pilot projects to be conducted on how to raise awareness effectively about 
lesser-known risk factors like unsafe medical and dental care or unsafe tattooing practices. 

9. Additional training to be delivered to GPs on hepatitis C awareness, both through  
in-person training sessions and development of online training.

http://www.hps.scot.nhs.uk/ewr/article.aspx?id=76467&wrtype=2
http://www.penroseinquiry.org.uk/finalreport/pdf/penrose_inquiry_final_report.pdf
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delivering an increase. There was widespread agreement that substance misuse services would need 
additional resources in order to play an increased role in preventing new infections of hepatitis C. 

The recent increase in new hepatitis C infections among PWID was attributed by some inquiry participants 
to users of new psychoactive substances (NPS), often colloquially referred to as ‘legal highs’. The Scottish 
Government reports that drug related deaths where NPS were present at the time of death have risen from 
four deaths in 2009 to 112 deaths in 20158. The same report notes that interviewees who were actively 
injecting NPS reported incidences of equipment sharing and poor injecting technique, and this was echoed 
in the inquiry, with participants reporting that this new cohort of PWID tends to be less well informed 
about harm reduction and the risks of hepatitis C. While it was reported that the number of users of NSP 
is beginning to decline, it is important that information is targeted at this cohort if the increase in new 
infections is to be reversed.

The use of peers to disseminate key messages around prevention is seen as an effective intervention. This is 
particularly the case for PWID, with messages often being seen to have greater validity when delivered by 
someone who has had comparable experiences to the recipient. Existing peer-to-peer projects have had 
good results, with contributors highlighting a peer-to-peer project by The Hepatitis C Trust and substance 
misuse charity Addaction called ‘Talk and Test’, where testing was provided directly following 18 peer 
talks between April 2016 and October 2016. Following these workshops, 72 clients (50% of participants) 
came forward for a hepatitis C test. In questionnaires completed after peer workshops facilitated by The 
Hepatitis C Trust, 95% of participants reported an increase in knowledge about HCV, with 70% saying their 
knowledge increased ‘a lot’ or ‘massively’9. 

Peer messaging was also considered to be an effective method of raising awareness among people in 
prison, where prevalence is extremely high, with 19% of Scottish prisoners found to be hepatitis C-positive in 
a 2012 study10. The Hepatitis C Trust has found that on average 50% of prisoners will request a test following 
a peer talk. Contributors felt that increasing the use of peers to share messages around safe injecting and 
harm reduction should be a key part of hepatitis C prevention efforts in Scotland, and that funding should 
therefore be provided to expand peer programmes in substance misuse services and prisons.

8  Scottish Government; Understanding the patterns of use, motives, and harms of new psychoactive substances in Scotland; Nov 2016,  
<https://beta.gov.scot/publications/understanding-patterns-use-motives-harms-new-psychoactive-substances-scotland/pages/16/>.

9  HCV Action; Good Practice Case Study: South West HCV Peer-to-Peer Education; April 2017  
http://www.hcvaction.org.uk/resource/good-practice-case-study-south-west-peer-peer-education

10 University of Bristol, University of the West of Scotland, and NHS Scotland; Hepatitis C Prevalence and Incidence among Scottish Prisoners and Staff 
Views of its Management; May 2012  
http://www.hcvaction.org.uk/resource/hepatitis-c-prevalence-and-incidence-among-scottish-prisoners-and-staff-views-its
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5 Scottish Government, 11 May 2017, 
 <http://www.parliament.scot/parliamentarybusiness/28877.aspx?SearchType=Advance&ReferenceNumbers=S5W-08842&ResultsPerPage=10>.

6 NHS Scotland; Needle Exchange Surveillance Initiative, 2008-09 to 2015-16; March 2017;   
<http://www.hps.scot.nhs.uk/resourcedocument.aspx?id=5863>.

7 Scottish Drugs Forum; Drug and Alcohol Services Funding Timeline 2015-17;  
<http://www.sdf.org.uk/wp-content/uploads/2017/09/CPG-ADP-Funding-Timeline-2.pdf>.

Prevention
For Scotland to achieve the elimination of hepatitis C by 2030 (or sooner), it is essential that new infections 
are prevented. There is a lack of reliable estimates of new hepatitis C infections in the general population, 
and additional investment in surveillance and modelling is necessary. Health Protection Scotland reports 
that following a decline in hepatitis C incidence among PWID from 13.3 per 100 per year in 2008/09 to 
6.1 per 100 per year in 2011/12, rates have now increased again to 11.4 per 100 per year in 2015/165, a 
concerning development. 

Infections among PWID

13.3 per 100  
per year in 

2008 / 09

 6.1 per 100  
per year in  

2011/ 12

11.4 per 100   
per year in  
2015/ 16

Most new hepatitis C infections are the result of the sharing of injecting equipment among people who 
inject drugs (PWID). Contributors to the oral evidence sessions felt the most desirable way of preventing 
new hepatitis C infections is preventing people taking drugs in the first place. Problem drug use is a 
national challenge and a significant driver of many inequalities and poor health outcomes, but a full 
discussion of policy measures aimed at preventing drug use was beyond the scope of the inquiry. We 
were told that one immediate and effective way of preventing new infections among PWID is the 
provision of opioid substitution therapy (OST). Helping service users to transition to OST from injecting 
drugs removes the risk of hepatitis C transmission through the sharing of injecting equipment.

Another important measure for preventing new infections among PWID is investment in needle and 
syringe programmes (NSP) that provide other injecting equipment, such as filters, spoons and water, 
as well as needles and syringes. Such programmes help to reduce the risk of hepatitis C transmission 
through the sharing of injecting equipment. However, current levels of NSP were reported as being 
inadequate – a view supported by data from the Needle Exchange Surveillance Initiative, which revealed 
that PWID reported receiving fewer sterile needles/syringes, filters and spoons in 2015-16 than in 2013-
146. Increased provision of injecting equipment was therefore felt to be an important measure to prevent 
further hepatitis C infections.  

The role of substance misuse services in prevention was widely acknowledged, with such settings 
regarded as important providers of harm reduction messaging, in addition to the prevention benefits of 
supporting patients to transition to OST and providing NSP. However, contributors noted that budget 
cuts are presenting significant challenges to local Alcohol and Drug Partnerships (ADPs). Half of all 
health board areas reduced budgets for ADPs in 2016/17 compared with 2015/16, with an average 
decrease of 10%7. A further four health board areas kept budgets at the same level, with just two areas 
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https://beta.gov.scot/publications/understanding-patterns-use-motives-harms-new-psychoactive-substances-scotland/pages/16
http://www.hcvaction.org.uk/resource/good-practice-case-study-south-west-peer-peer-education
http://www.hcvaction.org.uk/resource/hepatitis-c-prevalence-and-incidence-among-scottish-prisoners-and-staff-views-its
http://www.parliament.scot/parliamentarybusiness/28877.aspx?SearchType=Advance&ReferenceNumbers=S5W-08842&ResultsPerPage=10
http://www.hps.scot.nhs.uk/resourcedocument.aspx?id=5863
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Testing and diagnosis

Increasing testing among at-risk groups 

While testing rates have increased in recent years, the number of patients diagnosed has decreased in 
both 2015 and 2016 compared with the previous year, suggesting efforts to find undiagnosed patients 
may be stalling.

Sustained targeting of at-risk groups for testing was considered vital by our witnesses, with repeat 
testing in substance misuse services and needle exchange services mentioned as an important way of 
identifying new cases. Widespread testing in these settings was also felt to be important from a public 
health perspective, with PWID being an important group to diagnose and treat, due to the increased 
likelihood of onward transmission. Contributors suggested that substance misuse services should be 
mandated to carry out hepatitis C testing on an opt-out basis, with commissioning contracts stipulating 
clear mechanisms to hold services to account for failures to test sufficient numbers of clients.

Witnesses highlighted NHS Tayside’s project offering repeat testing to PWID as an example of good 
practice in implementing and normalising sustained testing. 1,866 individuals have been tested as part 
of the project, with a considerable proportion of individuals returning for repeat testing (around 40% 
of previous hepatitis C-negative patients returned for additional tests). A critical factor in the success of 
the project is the work of NSP providers in testing service users, reaching a key at-risk group who may 
not be accessing other services (see case study 1). 

Despite the Government committing to the implementation of opt-out testing in Scottish prisons in 
2015, prison testing rates were reported as being sub-optimal and highly variable. In data on testing 
in prisons collected via Freedom of Information requests, a significant increase in tests conducted in 
prisons following the opt-out policy was evident in some health boards, but not in others. Additionally, 
even in health boards where testing has increased, the number of people initiated into treatment has 
not risen accordingly, suggesting a lack of linkage into the care pathway. Contributors felt this was 
attributable to low levels of understanding of how testing should be offered among some prison staff 
members, with further guidance for staff recommended. This failure to properly implement opt-out 
testing was regarded as a missed opportunity, given the high prevalence of hepatitis C among the 
prison population and the opportunity to treat an often difficult-to-reach population while they are in 
touch with services. 

Contributors also emphasised the need to widen testing to people who are not accessing substance 
misuse services because their drug use is historic (some may have only injected once or twice many 
years ago). As these individuals are more likely to have been carrying the virus for a long time, and are 
consequently more likely to have developed severe liver damage, it is crucial that they are diagnosed. 
With primary care the most likely setting to diagnose this cohort, increasing awareness of hepatitis C 
among GPs (as well as among those at risk) is vital. 

In order to target testing most effectively, it was recommended that analysis should be conducted 
into the areas of highest prevalence, with screening to be introduced in GP clinics in those areas. One 
contributor suggested that such work could be combined with NHS Health Scotland’s ‘Keep Well’ 
programme, which targets healthcare at individuals aged between 40 and 64 living in areas of high 
deprivation, as such areas often have higher rates of hepatitis C infection. Whilst central funding for 
‘Keep Well’ has recently been withdrawn, some health boards are continuing the campaign locally. 

In addition to GP clinics, contributors identified other settings where screening programmes could 
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Whilst the vast majority of hepatitis C 
transmission is through the sharing of 
equipment for injecting drugs, it was 
also recognised by contributors that 
prevention measures are needed for 
other potential transmission routes. 

An additional recommendation 
was to extend mandatory testing to 
all healthcare workers undertaking 
exposure-prone procedures, including 
those who were working before the 
introduction of mandatory testing in 
2007. Given the nature of such work, 
these individuals are more likely than 
others to have come into contact with the 
virus and could then be transmitting it to 
other patients. Treating any workers who 
are found to be hepatitis C-positive would 
be an important method of prevention. 

More broadly, the most effective method of preventing new infections is to treat people already carrying the 
virus, particularly those most likely to transmit to others, namely PWID. The ‘treatment as prevention’ approach 
is therefore an essential element of an effective elimination strategy, and will be outlined in further detail in the 
‘treatment’ section.
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Reported increase in knowledge of HCV after peer workshops
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26%

51%

19%

A little A lot Massively

Prevention – conclusion and recommendations: 

Prevention measures are a crucial element of any elimination strategy. In order to prevent new 
infections and reinfection, messaging around reducing the risk of transmission must be targeted at key 
groups. In addition, programmes aiding prevention, such as the provision of injecting drug equipment, 
must be adequately resourced. 

10. Adequate provision of sterilised injecting equipment to be made available at community 
pharmacies and in substance misuse services to meet service users’ reported needs.
 
11. Prevention messages to be targeted at PWID, including via peer-to-peer programmes, delivered 
through the expansion of existing recovery voluntary programmes in substance misuse services, as well 
as in prisons. 

12. Interventions designed to educate at-risk patients about the dangers of reinfection to be developed 
and embedded as an integral part of the treatment process. 

13. All healthcare workers undertaking exposure-prone procedures who were working before the 
introduction of mandatory testing in 2007 to be tested for hepatitis C. 

14. If research pilots currently being undertaken at NHS Tayside and in Australia investigating a 
‘treatment as prevention’ model prove this to be an effective approach, integrate this model into the 
national elimination strategy.
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Case study 1: NHS Tayside diagnosis rates 
NHS Tayside has had a whole-systems approach to the elimination of hepatitis C since 2008, 
when Phase II of the Hepatitis C Action Plan for Scotland was published. It is estimated that 
over 80% of the infected population in the Tayside region has been diagnosed. 

In order to achieve this, NHS Tayside used peers to engage with at-risk groups and 
implemented dry blood spot testing in all key community settings, including needle 
exchanges, substance misuse services and prisons, finding the greatest uptake in services 
providing needle and syringe programmes. An ongoing development in efforts to diagnose 
patients is roll-out of testing in community pharmacies for those receiving opioid substitution 
therapy. Most testing is undertaken by trained non-clinical service workers, many working for 
third sector organisations. NHS Tayside see training third-sector workers as crucial to reaching 
at-risk populations who may not have links to the NHS but have established relationships with 
community services. 

NHS Tayside has also implemented a programme of proactive case-finding in general practice, 
initiated by a group of engaged GPs who thought more could be done to link general practice 
and specialist services. Every practice has performed a data reconciliation exercise, comparing 
practice-level information with data on hepatitis C testing and diagnosis held in the specialist 
services database. Any individuals who were previously tested but were lost to follow-up or 
unaware of their status were contacted and recalled. 

GPs also agreed to review their entire practice populations to identify individuals at high risk 
based on their past medical history, and invited them in for testing. A pilot of universal testing 
for all new patients in Dundee City had a very high participation rate, and was subsequently 
rolled out to Angus. 

NHS Tayside has also engaged in significant outreach to ethnic minority groups in an attempt 
to reach the South Asian community, in which there is a high prevalence of hepatitis C. 
Starting in 2009 and sustained over several years, a concerted effort was made to reach out 
to three mosques in the region, and a strong relationship established with the local imam. 
A lead clinician spoke multiple times on Radio Ramadan to raise awareness of risk factors. 
Outreach testing sessions implemented in all three mosques were met with enthusiasm, with 
an estimated 90% of the Pakistani population in the region having now been tested. 
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be introduced. Community pharmacies were identified as an important location to increase testing, 
with screening recommended for those accessing pharmacies for NSP or to receive OST. As this group is 
particularly at risk of having contracted hepatitis C, introducing screening is likely to be a cost-effective 
approach to diagnosing more patients. 

Targeted opt-out testing of routine blood samples in A&E departments was also mentioned as an 
innovative way to test large sections of the population. A ground-breaking 2015 campaign called  
‘Going Viral’ offered routine testing in nine UK emergency departments (including one in Glasgow) for 
one week. Of 7,800 patients who had bloods taken across the emergency departments, 2,118 people 
were tested, an uptake of 27%. Of those tested, 3% were infected with hepatitis C, with 71 infections 
found over the course of the week11. While some of these may have been people who had previously 
tested positive, this was also seen as an effective way to re-engage people who were previously  
diagnosed but lost to follow-up. 

11 Quality in Care, ‘Going Viral’: Hepatitis C/B/HIV testing in 9 Emergency Departments; 2015;  
<http://www.qualityincare.org/hepatitis-c/case_studies/going_viral_hepatitis_c_b_hiv_testing_in_9_emergency_departments>

http://www.qualityincare.org/hepatitis-c/case_studies/going_viral_hepatitis_c_b_hiv_testing_in_9_emergency_departments
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Communication of test results
We were told that there are often problems around the communication of test results, which can prevent 
patients from being informed of their diagnosis. A lack of communication between prisons, substance 
misuse services and GPs can result in patients falling out of the care pathway when they move between 
services. This can also lead to duplication of testing, with anecdotal information suggesting that people 
who serve frequent short prison sentences are often repeatedly tested, with no database to record who 
has received a test and who tested positive. An elimination strategy must therefore include measures 
to improve communication of test results between prisons, substance misuse services and GPs, with an 
integrated database to register those tested and/or diagnosed proposed. 
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Overcoming barriers to testing
It was noted that there are often insufficient levels of testing in non-clinical settings. Staff in these services 
often have strong personal relationships with their clients and are therefore best placed to engage 
them in testing and, if they test positive, support them into care. However, testing in substance misuse 
services is still at sub-optimal levels, partly due to funding challenges, but also due to a lack of staff 
championing the importance of testing for hepatitis C. For example, one contributor noted that many 
substance misuse service workers have backgrounds in social care rather than healthcare, which can 
mean that the health needs of clients are not given sufficient priority. 

Contributors therefore highlighted the importance of training non-clinical staff, including key workers 
in substance misuse services and community pharmacy staff, to provide information and deliver 
testing. An effective way to ensure staff training for on-site hepatitis C testing is fully embedded into 
substance misuse services is for local authorities to include training and testing outcomes in service 
commissioning contracts. This would ensure that testing in the community was prioritised, and would 
allow services to plan for and request the resources necessary to deliver training and testing targets. 

There was recognition from witnesses that hepatitis C may not be an obvious priority for people 
accessing substance misuse services, who are often living with other significant challenges, such as 
mental health issues and homelessness, as well as their drug use. However, these people may be living 
with hepatitis C which could have progressed to cirrhosis or liver cancer without their knowledge. The 

importance of staff feeling 
confident in advocating for, 
and carrying out, testing for 
hepatitis C was therefore felt to 
be significant, with workforce 
training key to securing this. 

In addition to the direct 
physical health benefits, 
treatment for hepatitis C often 
allows patients to address 
other problematic aspects of 

their lives, such as substance misuse and mental health issues. Taking the first step towards addressing 
health and wellbeing issues can provide the confidence and motivation to begin to deal with other 
problematic areas. It is important that substance misuse staff are aware that addressing hepatitis 
C can be part of the wider rehabilitation process, and are able to convey this to service users and to 
commissioners. 

Contributors noted that one of the main barriers to people engaging in testing is lack of access to 
treatment (with treatment budgets restricting the number of patients able to access treatment). One 
contributor noted that some individuals, particularly those living chaotic lives, can be put off accessing 
testing if they believe there will be significant delays in being enrolled into treatment should they be 
diagnosed as positive. Another witness noted the increase in the number of people accessing testing 
for HIV after treatment for managing the condition became available. Expanding the availability of 
treatment for hepatitis C could therefore have the additional benefit of increasing the number of  
people accessing testing.

“We are often dealing with very vulnerable people 
leading quite transitory lives. If treatment isn’t 
available at the point of diagnosis then we very often 
lose them. It’s quite simple. These people have a 
million other issues in their life that take precedence, 
so we have to treat them while they’re engaged, 
even if it’s for a very narrow window. If you miss that 
window, they’re gone.”

Testing and diagnosis – conclusion and recommendations:

Testing rates must increase in order to diagnose and treat more patients. Measures to increase 
testing should include requirements in commissioning contracts for substance misuse services 
to test clients on an opt-out basis, and the distribution of Government advice on effectively 
implementing opt-out testing in prisons. In addition, new and innovative approaches to increasing 
testing are required, with research needed into the most cost-effective schemes to diagnose more 
patients. 

15. Introduction of opt-out testing for hepatitis C in substance misuse services, with commissioning 
contracts stipulating clear mechanisms to hold services to account for failures to meet testing 
targets.

16. The Scottish Government to research and assess cost-effectiveness of innovative approaches to 
finding undiagnosed patients, such as:

 ∙ Screening in needle exchange services and pharmacies providing OST. 
 ∙ Screening in GP clinics in areas of high prevalence.
 ∙ Using screening programmes in other disease areas as an opportunity to add hepatitis C 

screening at low cost.
 ∙ Opt-out screening for any patients with bloods taken in A&E departments.
 ∙ Providing incentives to people to bring peers for testing.
 ∙ Offering testing at the end of peer-to-peer talks.
 ∙ Introducing informatics analysis and algorithms in primary care clinics to identify at-risk 

individuals.
 ∙ At-home testing kits.

17. National guidance to be issued on effective implementation of opt-out testing in prisons to 
overcome wide variations in test acceptance. 

18. Workforce training on hepatitis C to be part of continued professional development (CPD) for 
substance misuse workers and community pharmacy staff to ensure they are confident providing key 
messages and delivering testing.

19. Increased communication of test results between services and the development of a database of 
diagnosed patients.
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Linkage to care
Once patients have been diagnosed, it is vital that they are referred and supported into care quickly, 
to ensure they go on to receive treatment and cure. However, a number of issues with linkage to care 
following diagnosis were reported by participants in the inquiry. 

One example raised by contributors was some secondary care services only accepting referrals from 
GPs, with patients diagnosed in other settings (such as substance misuse services, pharmacies, or by 
peers trained to deliver testing in the community) having to go through a GP before being accepted for 

treatment in secondary care. This 
can cause unnecessary delays in 
enrolling patients into treatment, 
and creates more opportunities for 
the recently diagnosed to drop out 
of care. Contributors emphasised 
the importance of health boards 
accepting referrals from a range of 
services to avoid this problem. 

The referral pathway can be shortened in other ways, for instance, by removing the requirement for 
patients to receive an ultrasound or fibroscan test before beginning treatment. While exact treatment 

“I have 60 or 70 on my waiting list, but actually 
there’s about 700 people I could treat due to the 
number of people diagnosed but not treated. 
They’ve come in, been diagnosed, but I couldn’t 
give them treatment there and then and so they’ve 
fallen away and become lost to follow-up.”

Linkage to care – conclusion and recommendations:

Simplifying and improving linkage to care is important to avoid individuals disengaging from 
treatment. Inexpensive and easily implementable changes in approach can help to remove 
barriers to referral and reduce delay. Support should be provided for individuals following referral 
for treatment, particularly through the use of peers. New initiatives should also be undertaken 
to find people who have previously disengaged from care following diagnosis and refer them for 
treatment.

20. Secondary care services to accept direct referrals from substance misuse services, pharmacies 
and peers, as well as from GPs. 

21. Health boards and/or hospitals to undertake look-back work to re-engage those diagnosed but 
lost to follow-up, and to enrol them into treatment.

22. Peer support to be provided to newly diagnosed individuals to reduce risk of disengagement.

regimen or length of treatment currently depend on whether or not an individual has cirrhosis, simple 
blood tests can determine the likelihood of cirrhosis sufficiently well to greatly reduce numbers of 
people requiring a more exact test like a fibroscan.

Finding individuals who have been diagnosed but lost to follow-up was identified as a huge challenge 
by contributors. The need for a comprehensive database of diagnosed patients was repeatedly 
highlighted. It was suggested that a look-back study of GP records is required, and contact made with 
those who were previously engaged in treatment but did not achieve a sustained virological response 
(SVR) or who were diagnosed but disengaged from services. Such a task would require additional 
resources (or at least the reallocation of resources) but would be an effective way of re-engaging those 
no longer in contact with services and linking them into care.  

Participants also highlighted the need to support those who have been referred into care, to 
prevent them from disengaging. This is particularly the case for vulnerable patients who may have 
trouble accessing services for treatment. Peers were mentioned as a crucial source of support in this 
regard, with individuals who have been through treatment themselves supporting others to attend 
appointments and to stay engaged in the care pathway. This support can be both practical (such as 
ensuring a patient remembers to attend appointments and has transport to get there) and emotional 
(listening to concerns and sharing their own experience of the benefits of being cured). 

21
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Case study 2: Waverley Care –  
Prison Link Project 

A prison link project launched in Autumn 2016 by the charity Waverley Care supports  
prisoners diagnosed with hepatitis C with their transition and continued treatment upon 
release. The pilot project is currently taking place with prisoners from HMP Barlinnie. 

Prisoners who have been diagnosed with hepatitis C can often access treatment while in 
prison. However, many former prisoners fall out of contact with healthcare services upon 
their release. This presents particular challenges for prisoners who transition back into the 
community during treatment, and those who may not have commenced treatment in the 
first place due to their imminent release. 

Waverley Care works with prisoners who have been diagnosed with hepatitis C and provides 
them with a holistic programme of support before, during, and after their release. A 
dedicated Prison Link Worker helps prisoners to plan for liberation, making sure the right 
support is in place to address the practical issues, like accommodation, benefits and access 
to recovery services, the lack of which may prevent people from following through with their 
treatment. Following release, service users are also linked in to Waverley Care’s community 
services to provide continued support.

In the first half of 2017, the project has worked with 24 individuals at different stages of 
their journey. Following release, over 90% of service users have remained in contact with the 
Prison Link Worker with many of them now preparing for or commencing treatment.
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“As clinicians, we have two hats on. One that says 
‘this person has severe liver disease and I need to 
treat them’, and another that says ‘I need to treat 
the people that are spreading the virus’. Really, in 
an ideal scenario, we could wear these two hats 
simultaneously and just treat everyone!”

Access to treatment

Background

The recent arrival of new direct acting antiviral (DAA) treatments has revolutionised treatment for  
hepatitis C, with cure rates higher than 95% and increased accessibility and tolerability for patients 
compared with the old treatments.

The number of patients being treated for hepatitis C has increased in recent years, rising from around 
1,000 patients a year between 2012 and 2014 to over 1,700 in 2016/1712.  However, with treatment 
numbers only just outstripping new diagnoses and concerns about lack of access to treatment in some 
health boards, there will need to be large increases in the number of people being treated if Scotland is 
to achieve elimination by 2030.

Current approach

Contributors agreed that widening access to treatment is necessary if elimination is to be achieved. 
Currently, Scotland is pursuing a clinical approach (treating those with the most advanced health 
problems) rather than a public health approach (treating those most likely to spread the virus). 
Witnesses agreed that the sickest must continue to receive treatment, but felt that a combination of the 
two approaches is required to achieve elimination. 

A targeted strategy of treating PWID was also considered to be vital from a public health perspective, 
with this group of patients the most likely to transmit the virus to others. Evidence submitted 
highlighted that 90% of new hepatitis C transmissions in Scotland are a result of risky behaviour 
associated with injecting drugs. Contributors expressed concern about some health boards restricting 
access to direct acting antiviral (DAA) treatments based on patients’ drug and alcohol use. Such 
restrictions were regarded as incompatible with elimination.

It was reported that restrictions on access to treatment for hepatitis C remain, and that access varies 
across health boards. Contributors told us that these restrictions are a result of the current treatment 

budget being insufficient to cover 
the number of people waiting for 
treatment. As a result, those with 
cirrhosis or fibrosis are prioritised 
for treatment, with restrictions – 
disproportionately affecting the 
most vulnerable – in place for 
other patients. 

Concern was also raised about clinicians in some health boards being asked to slow down the number 
of people being treated, due to concerns over costs. Contributors were aware of clinicians being asked 
to treat patients in line with targets, rather than in line with the allocated budget (with treatment cost 
reductions not resulting in increased access). It was judged that this approach is incompatible with a 
commitment to elimination. 

Treatment targets were regarded 
by witnesses as helpful for securing 
an adequate budget from the 
health board for hepatitis C care. 
However, it was felt to be important 
that health boards do not treat the 

target as a cap, with one contributor saying that clinicians should be “expected to treat more” than the 
target number. One written submission of evidence drew attention to the fact that a similar number of 
patients commenced treatment in 2016/17 as were diagnosed in 2015. With the number of patients 
treated being very similar to the number of new diagnoses, Scotland must increase or rapidly exceed its 
treatment targets if hepatitis C is to be eliminated, rather than simply managed.  

“If we are to eliminate hepatitis C, we have to  
incorporate a public health approach to treatment.  
You’re never going to eliminate hepatitis C unless 
you treat all-comers, particularly those who are 
actively spreading the virus.”

12  Scottish Government, 13 Nov 2016,  
<http://www.parliament.scot/parliamentarybusiness/28877.aspx?SearchType=Advance&ReferenceNumbers=S5W-12382&ResultsPerPage=10>

http://www.parliament.scot/parliamentarybusiness/28877.aspx?SearchType=Advance&ReferenceNumbers=S5W-12382&ResultsPerPage=10
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Access to treatment – conclusion and recommendations:

With the cost of hepatitis C treatments having reduced markedly since the introduction of all-oral 
treatments, savings must be reinvested in services to increase treatment numbers. In addition, 
increasing the provision of treatment in community settings and prisons will have the benefit of 
widening access for patients, and contribute to achieving elimination.  

23. Treatment cost reductions to be reinvested into additional treatments or services to ensure 
access to treatment is available immediately to all who need it.

24. Money saved on VAT by delivering treatment in the community to be directly reinvested into 
treatment budgets or services to ensure treatment is available immediately to all who need it.

25. Clinicians to be encouraged to exceed treatment targets, which must not be considered a cap 
by health boards.

26. Treatment to be delivered in community settings, such as substance misuse services, 
community pharmacies and primary care centres.

27. Availability of hepatitis C treatments in prison to be increased, and resources made available to 
ensure prison healthcare staff have capacity to deliver effective hepatitis C care. Appropriate follow-
up support to be made available to those released from prison with an untreated infection.

Widening access to treatment

The changing nature of treatments for hepatitis C was highlighted by contributors as an opportunity to 
widen access to treatment. The availability of new pan-genotypic treatments means there is less need 
for patients to see specialists as fewer tests are required, which offers the opportunity to simplify the care 
pathway. It was noted that this provides an opportunity to provide screening, diagnosis and treatment in 
a single community location, such as primary care, community pharmacies or substance misuse services. 
This was widely felt to be a positive prospect, although resources may need to be redirected to ensure the 
opportunity is not missed. PWID, in particular, are often less likely to attend hospital appointments (with 
stigma a significant factor) and transport and distance often act as a barrier to engagement for patients 
in rural locations. Delivering treatment in community settings would likely improve attendance and thus 
increase the proportion of patients treated. 

A significant benefit of treating patients in the community is that treatments are not subject to VAT - as 
they are when treatment is delivered in secondary care - and are therefore 20% less expensive. It was 
noted, however, that this money goes back into the health board’s general medicines budget, rather 
than being ring-fenced for use by hepatitis C services. Ensuring this money is reinvested in hepatitis C 
services would offer the opportunity to treat a higher number of patients. 

Contributors also highlighted the fall in treatment prices in recent years, due to increased competition 
in the market. It was suggested that health boards take advantage of the resultant savings on 
treatment costs by reinvesting in hepatitis C services to treat more patients, which could contribute to 
achieving elimination. 

Peer messaging was regarded as an effective method of spreading information about the new 
treatments and dispelling outdated views, based on experiences of older treatments. It was felt that 
both group sessions (where a peer shares their experience of hepatitis C treatment in a group setting) 
or one-to-one ‘buddying’ (where a peer accompanies an individual to appointments) can be highly 
effective at supporting patients into treatment and along the care pathway.  

Treatment in prisons

Contributors told us that increasing the number of people in prison receiving treatment is also 
particularly important. While there was recognition that there are many competing priorities 
in prisons, increased provision of treatment is justified by the wide benefits to patients of being 
cured of hepatitis C. As noted above, in addition to the specific health benefits, being cured also 
often allows patients to address other challenging issues in their life, such as offending, substance 
misuse and mental health issues. As with those accessing substance misuse services, being cured of 
hepatitis C can therefore be a significant factor in prisoners’ rehabilitation. 

We were told that it is particularly important that prisoners with hepatitis C released part-way 
through treatment, or before starting treatment, are referred to appropriate services. The charity 
Waverley Care’s Prison Link project does exemplary work in this area (see case study 2). We also 
received evidence that suggested including treatment for hepatitis C in community payback orders 
where appropriate (as already happens with treatment for mental health, alcohol and drug issues), 
to ensure that low-level offenders are also engaged in care. 

Some witnesses felt that prison health services are under-resourced, and that an increased number 
of prison healthcare staff is necessary to ensure an appropriate focus on hepatitis C. We were told 
that some staff who are supposed to work predominantly on blood-borne viruses (BBVs) often spend 
a considerable amount of their time working on general healthcare issues unrelated to BBVs, due to 
a lack of capacity. It was suggested that funding for BBV healthcare in prisons should be ring-fenced 
in order to ensure that there are sufficient resources for hepatitis C treatment.
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Figure 1 – NHS Tayside estimated financial costs of achieving 
hepatitis C elimination  
 
(costs for treating 480 patients/year, excluding drug costs):  

Associated annual cost

   Fees for testing and treatment in community pharmacy    £66,000

 Additional nursing hours (0.80-1.00 WTE Band 6)   £40,000

 Additional capacity and coordination to support case finding (1 WTE Band 6) £40,000

 GP testing and case finding Service Level Agreement  £30,000

Total  £176,000

NOTE: The cost estimates do not take account of additional funding required for laboratory testing. It is 
anticipated that the increased costs of more dried blood spot (DBS) tests will be partially offset by using 
fewer tests in routine treatment monitoring, with bloods only being tested at the outset and on completion 
of treatment.  It is estimated that the savings in treatment monitoring tests for every patient would pay for 
diagnostic testing for another 2.5 individuals.

Funding 
Elimination of hepatitis C will not necessarily require significant additional financial investment. However, it 
will certainly require more innovative funding models and re-investment of allocated funds. Concerns were 
raised about the way hepatitis C treatments are currently funded and treatment targets determined. As 
discussed above, the current funding model results in insufficient budgets for treatment and waiting lists for 
treatment in some areas. 

Currently, funding and treatment targets are set by fiscal year, preventing NHS Scotland from long-term 
planning. Additionally, funding is allocated at health board level, rather than through a central funding 
mechanism, which can lead to variation in the service available to patients. It was noted that health board 
treatment targets appear to be based on old prevalence data. For example, recent data suggests that 
Glasgow may have a higher prevalence than the previous estimate of 14,000, upon which the current 
treatment targets are based. 

One possible approach would be to secure a national funding agreement with pharmaceutical companies, 
allowing for unrestricted access to treatment, as successfully adopted in Australia. This ‘treatment for all’ 
approach allows for long-term budget certainty, whilst also removing any restrictions on access to treatment 
and restoring clinical freedom to clinicians. It incentivises the diagnosis of patients and means that, once 
a certain threshold has been passed, treatment can be delivered at no additional cost to the Government. 
This approach has been highly successful in Australia, where it is estimated that over 80% of the infected 
population has been diagnosed, and treatment is universally available both in clinical settings and in the 
community. It was felt that such a deal could be agreed in Scotland without greatly increasing the current 
spend on hepatitis C treatment. 

Contributors highlighted that bold ambition will be needed if Scotland is to agree a similar deal, as 

pharmaceutical companies will likely negotiate the price based on the number of people expected to be 
treated. It is reasonable to expect that pharmaceutical companies will only be interested in agreeing a deal 
if substantial numbers of patients will be treated. One contributor noted that an ‘Australia-style’ deal will 
be harder to strike if Scotland is only treating around 1,800 patients a year, as at present. More ambitious 
treatment targets would result in a lower per-person treatment cost under a block funding agreement, 
delivering greater value for the Government and health benefits to the increased numbers of people treated. 

Contributions to the inquiry from pharmaceutical companies emphasised a willingness to explore innovative 
funding models. It was noted that a deal between the Scottish Government and industry could go beyond 
treatment and encompass risk-sharing joint funding approaches to non-treatment related aspects of care, 
such as diagnosis, service capacity and peer-to-peer support.  

The long-term cost-effectiveness of eliminating hepatitis C was emphasised, with one evidence session 
featuring a discussion on NHS Tayside’s estimated costs of achieving elimination. This exploratory work found 
that the costs, excluding the price of drugs, would amount to £176,000 per annum, which witnesses noted is 
a tiny figure when compared with the long-term savings of treating people for hepatitis C (a full breakdown 
of NHS Tayside’s estimated costs was submitted to the inquiry and is detailed in Figure 1). It is estimated that 
this figure would allow for NHS Tayside to treat 480 individuals per year (compared with 170 in 2016/17), 
should Scotland secure a procurement arrangement that reduces the cost of treatments. These treatment 
rates would enable NHS Tayside to achieve elimination in four years, rather than the currently estimated 
six to eleven years. While this figure is specific to NHS Tayside, where testing, case finding and community-
delivery are already well developed, the cost-effective nature of investing for elimination is apparent, even 
allowing for higher costs in other health boards.

It was highlighted that any additional investment should be seen as part of a whole-systems approach to 
public health. If lack of funding leads to substance misuse or sexual health services being unable to deliver 
effective behavioural intervention, care, and support, direct investment in medication will be undermined 
by high reinfection rates. Curing vulnerable people of hepatitis C can also contribute to additional 
behavioural change and recovery journeys, including reducing harmful drug use and reoffending. Data 
on these outcomes is currently scant, but contributors felt that additional research to corroborate this 
conviction based on their experiences would be highly beneficial. 

Funding – conclusion and recommendations:

In order to deliver universal treatment and effective care, alternative funding models for treatment 
must be considered. A number of innovative options have been suggested by our contributors, 
including a long-term, national funding deal with pharmaceutical companies, and targeted 
additional investment resulting in long-term savings. Additional investigation of more flexible, long-
term funding models will be required. 
 
28. Additional research to be conducted exploring the link between hepatitis C treatment and 
positive behavioural change such as reduced reoffending or addiction recovery. 

29. The Scottish Government to explore alternative treatment funding models which offer the 
opportunity to rapidly increase the number of patients receiving treatment.

30. Targeted additional investment to be made as part of a cost-effective national strategy, 
resulting in significant cost savings from reduced liver transplants and liver disease, as well as 
prevention of harmful drug use and other risky behaviours. 
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Conclusion
For Scotland to deliver its world-leading commitment to hepatitis C elimination, additional effort, 
innovation, and leadership is necessary. Based on current testing and treatment rates, Scotland will not 
meet the WHO targets for elimination by 2030. 

Improvements in prevention, testing and diagnosis, linkage to care and treatment delivery must be 
made. In some cases, additional staff resource and funding may be necessary to allow health boards 
to do more to find those previously undiagnosed and engage them into care. However, there are many 

other improvements that can be made simply through 
improved coordination, more effective guidance and 
regulation, increased enthusiasm, and bold leadership. 

With the decreasing cost of treatments, there should 
be a national ambition to markedly increase the 
number of patients treated in the coming years. 
Given the ease of delivery and short duration of the 
all-oral treatment, increased testing and treatment 

in community and prison settings should be prioritised in order to reach patients who would 
previously have had difficulty accessing services. Better linkage between services, development of 
peer programmes, and targeted awareness campaigns are crucial to supporting increased treatment 
numbers and preventing onward transmission. 

To ensure that tackling hepatitis C remains a national priority, we urge the Scottish Government to 
produce a national hepatitis C elimination strategy with ambitious targets designed to meet or exceed 
the WHO commitment of elimination by 2030. 

The current landscape surrounding hepatitis C provides an extraordinary opportunity to cure thousands 
of marginalised people of a potentially deadly virus, and eliminate hepatitis C as a public health 
concern. It is time for a renewed commitment to make a Scotland free from hepatitis C a reality. 
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“Not eliminating hepatitis C is 
quite clearly more expensive 
in the long term. Eliminating 
it saves lives but it also saves 
money. It’s a no-brainer.”





Scottish Parliament Health and Sport Committee 

Preventative Agenda: Sexual Health and Blood Borne Virus Framework 

Response from Professor David Goldberg on behalf of HPS 

 

To what extent do you believe the Scottish Government’s Sexual Health and Blood Borne Virus 

updated Framework and the approach by Integrated Authorities and NHS boards is preventative? 

 

 

The Sexual Health and Blood Borne Virus Framework (2015 – 20) is underpinned, at a national level, 

by a web of national networks and a national (and local) data resource; these are managed by Health 

Protection Scotland. From the national network perspective, the networks are comprised of 

representatives from each NHS board, SG and the third sector ; administrative and scientific support 

is provided by Health Protection Scotland. Some of the networks are clinical  but two are devoted to 

primary prevention – the sexual health promotion network and the blood borne virus prevention 

(injecting drug use related) network. These primary prevention networks cover  vital areas, 

associated with the Framework, from a preventative perspective; the purpose of these national 

networks is to share best practice, to assess the performance of existing preventative interventions, 

to make recommendations regarding the improvement of existing interventions or the need for new 

interventions, and to generally provide preventative leadership. The networks report into the 

Framework Executive Leads Group which is presided over by the Scottish Government.  

From an information perspective, national outcome indicator data (relating to Framework 

outcomes) are collected by HPS and other organisations. These date reside on a national data portal, 

now accessible to the general public, which is managed by HPS. A considerable amount of data, held 

on the portal, relate to outcome indicator 1 (the primary prevention outcome); these data are highly 

sophisticated and, in terms of quality and comprehensiveness, are among the best in the world.  

Accordingly, from the national leadership, advocacy, governance and knowledge perspectives, the 

Framework works extremely well and the preventative (primary prevention) component is very well 

represented.  

Is the approach adequate or is more action needed? 

Because of the excellent arrangements as above, policy/strategy is optimal or near optimal. As far as 

implementation is concerned, the NHS boards/local authorities would need to provide a view. There 

is no doubt that financial pressures do make it difficult to maintain and further develop critical 

preventative measures. The people working in the NHS board Health Protection Units, in 

particular,are under  an enormous amount of pressure. They do a very fine job but, from a 

Framework perspective, they are thin on the ground in some NHS Boards. My own perception is 

that, certainly at a local level,  the Framework may have served clinical services better , in terms of 

resources, than  prevention services. 



Are the services and Sexual Health and Blood Borne Virus updated Framework being measured and 

evaluated in terms of cost and benefit? 

Certainly, in terms of benefit, preventative measures are being evaluated through the collection, 

collation and analysis of outcome indicator data. Also the Executive Leads Group, chaired by SG, has 

the job of assessing the benefits  of Framework interventions  and investments at the macro level. 

Formal, analytical analyses of costs and benefits are not undertaken ; it would be helpful if the 

Framework could call upon a health economist to undertake such work;  

Given the high cost of new medicines, what cost benefit analysis is being done of primary prevention 

in general and the role of the new medicines as a means of primary prevention? 

My point about having a health economist attached to the framework – someone working alongside 

HPS, the NHS boards and the third sector in particular-- would be of great assistance in this respect. 

To my knowledge,the idea has not been raised before;  if there was a general agreement to pursue 

this direction, there would be financial implications (albeit relatively minimal ones). 

As far as the new medicines as a means of primary prevention are concerned ,the relevant infections 

are HIV and Hepatitis C. For HIV, Scotland has just recently introduced HIV Pre-exposure Prophylaxis 

for, in the main, high risk MSM. The national HIV PrEP Coordination Group, chaired by myself, is 

overseeing the evaluation of the impact of this intervention.  The SMC approved Truvada for HIV 

PrEP on the grounds that it was safe and highly cost effective. Since November 2017, generic drugs 

have become available, reducing the cost of a course of therapy almost tenfold. So a prophylactic 

agent which was deemed to be highly cost effective is now extremely cost effective. Of course the 

proof of the pudding is in the eating and Scotland is in a good position to monitor the impact of this 

intervention. 

On the Hepatitis C front, a key question is-- does the treatment of Hepatitis C among active PWID 

(people who inject drugs) have a population benefit (prevention of onward transmission) as well as 

an individual one? Modelling work , published in the scientific literature and commissioned by 

Health Protection Scotland, has demonstrated potential benefit. A study, funded by NIHR and the 

pharmaceutical industry, is being undertaken in Tayside to evaluate the impact of such an 

intervention but it will take some years to determine the outcome. If the Hepatitis C therapies were 

low cost it would make sense to treat all HCV infected active PWID regardless; however, they still 

cost several thousand pounds and drug treatment budgets are under severe pressure.    
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Sexual Health, Blood-borne Viruses and HIV 

NHS Greater Glasgow and Clyde 

Written Submission 

1. To what extent do you believe the Scottish Government’s Sexual Health and Blood 
Borne Virus Updated Framework and the approach by Integration Authorities and 
NHS Boards is preventative? 

The framework has a strong focus on prevention and this is reflected in the five high-
level outcomes and in the areas of focus work led through the Framework groups.  
 
In relation to sexual health, including sexual transmission of BBVs, prevention within 
the framework includes education, contraception, abortion and access to sexual 
health services. The importance of preventing transmission of BBVs via injecting 
drug use is recognised. This is primarily with a focus on injecting equipment 
provision although there is a current area of focus to improve links with the ADPs 
which may strengthen harm reduction and oral substitution therapy as a means of 
preventing BBV transmission. Given the success of treatment as prevention for HIV, 
the focus on HIV testing and treatment (including retention in care and early 
treatment) is also preventative. The introduction of PrEP has provided an additional 
tool for HIV prevention in high risk individuals. 
 
Within NHS Greater Glasgow and Clyde and the Integration Authorities the 
highlighted areas of prevention are being maintained and/or developed. This is 
despite the 7% reduction in the Effective Prevention budget in 2016/17. There is 
additional work underway to prevent spread of BBVs in light of the HIV outbreak 
associated with injecting drug use in Glasgow, including the proposed safe 
consumption facility and access to heroin assisted treatment being supported by 
Glasgow City Integration Joint Board. 

2. Is the approach adequate or is more action needed? 

The work associated with the framework is still being progressed and will be required 
beyond the current framework (2015-2020). Some key areas where more action is 
needed are; 
 

 HIV testing.  There remains suboptimal testing for HIV in high risk groups, as 

highlighted within the SMMASH 2 study. This is the area within the UNAIDS 

90-90-90 goals where Scotland is weakest and is key within a focus on 

treatment as prevention. NHS Greater Glasgow and Clyde are progressing a 

social marketing intervention which aims to increase testing within the MSM 

population. 

 Prevention of STIs. Transmission of STIs is increasing and requires focus, 

including the promotion of condom use. Concerns about the spread of STIs 

are highlighted by the recent Public Health England sexual health campaign. 



 Reducing transmission of BBVs via injecting drug use or sexual transmission 

in people who inject drugs. NHS GGC is working to tackle transmission of HIV 

in this population though awareness, education, testing and treatment in 

response to an HIV outbreak. Reducing transmission of BBVs more generally 

will require an increased focus on harm reduction in people who currently 

inject drugs alongside prevention of drug use. Glasgow continues to work 

towards the introduction of heroin assisted treatment and a safe consumption 

facility in recognition of the need for innovative solutions. Wider societal 

aspects of drug use, homelessness and criminalisation are also important to 

address. 

3. Are the services and Sexual Health and Blood Borne Virus Updated Framework 
being measured and evaluated in terms of cost and benefit?  

Evaluation of the SHBBV framework outcomes takes place at a national level. 
Outcome measures do not currently reflect ongoing cost-benefit, although cost 
effectiveness analyses exist for and support many of the individual elements of the 
programme. The HIV clinical leads have been successful in reducing the costs of 
HIV drug treatment which will further increase the cost-effectiveness of HIV 
treatment.  
 
A review of the sexual health service in NHS Greater Glasgow and Clyde has 
involved looking in detail at what we spend our money on and which services need 
scaled up or paired back, and this has been done with a focus on prevention. 
 
The business case for the safe consumption facility and heroin assisted treatment 
had an emphasis on prevention, including BBVs, and the economic case for this. It 
highlighted the estimated lifetime costs of HIV infection and average medication-only 
costs of HIV treatment, but also the wider secondary care costs of the target 
population to the health service 

4. Given the high cost of new medicines, what cost –benefit analysis has been done of 
primary prevention in general, and the role of the new medicines as a means of 
primary prevention? 

 
The key high cost medicines that have been introduced are pre-exposure 
prophylaxis (PrEP) for HIV (2017) and new hepatitis C treatments (from 2015).  
 
The SMC did a full assessment of PrEP including a comparison of health economic 
evidence which can be found at 
(BLOCKEDscottishmedicines[.]org[.]uk/SMC_Advice/Advice/1225_17_emtricitabine_
tenofovir_disoproxil_TruvadaBLOCKED ). Since the SMC analysis, NSS national 
procurement have obtained generic drugs for HIV prevention at a significantly 
discounted cost to NHS Scotland (price details commercially sensitive). The PrEP 
National Coordinating Group has been overseeing introduction. PrEP has a clear 
role in the primary prevention of HIV. 
 
  

BLOCKEDscottishmedicines%5b.%5dorg%5b.%5duk/SMC_Advice/Advice/1225_17_emtricitabine_tenofovir_disoproxil_TruvadaBLOCKED
BLOCKEDscottishmedicines%5b.%5dorg%5b.%5duk/SMC_Advice/Advice/1225_17_emtricitabine_tenofovir_disoproxil_TruvadaBLOCKED


The new hepatitis C treatments have similarly been assessed by SMC. There has 
been substantial work around the national procurement of these drugs and both 
national and NHS GGC treatment guidelines have a focus on selection of the most 
cost effective regimen for an individual patient. The framework has been clear that 
the aim of investing in these drugs has been to reduce morbidity and mortality from 
hepatitis C, and the costs to the NHS associated with treating hepatitis C related liver 
failure and hepatocellular carcinoma. Modelling suggests that treating people with 
hepatitis C who currently inject drugs may be effective as primary prevention for 
hepatitis C. We understand that there is an ongoing study of this approach being led 
by Professor Dillon in NHS Tayside. 
 
 

Jane Grant  
Chief Executive  
NHS Greater Glasgow and Clyde  
 

 

 

 

 

 

 

 

  



1 
 

 

Preventative Agenda Evidence Paper  
Written evidence from Waverley Care 
 

Introduction 
Waverley Care welcomes the opportunity to provide evidence to the Health and Sport 
Committee’s inquiry into the Preventative Agenda, and it’s focus on sexual health and blood 
borne viruses (BBVs) through a one off evidence session. 
 
Waverley Care is Scotland’s HIV and Hepatitis C charity. Across Scotland, we are reducing 
new HIV and Hepatitis C infections, encouraging people to get tested and providing much 
needed support to people living with, or affected by these conditions. Through our work, we 
are also challenging HIV and Hepatitis C related stigma, tackling health inequalities and 
promoting good sexual health.  
 
Waverley Care’s work focuses on delivering the following key outcomes:  

 Reducing new infections   •    Getting people diagnosed 

 Challenging stigma and discrimination •    Providing support 

 
We have focused our response on the first two questions which are most pertinent to our 
work. 
 
1. To what extent do you believe the Scottish Government’s Sexual Health and Blood 

Borne Virus Updated Framework and the approach by Integration Authorities and NHS 
Boards is preventative?  

 
The framework underpins and supports a substantial amount of work delivered by NHS and 
third sector bodies. As an organisation, we appreciate the direction the framework lends to 
our work, and to the wider sector in Scotland. We pay tribute to the sector’s workforce, who 
demonstrate excellent dedication, often in a context of resource constraints. 
 
There are a number of areas of preventative work which we would like to highlight: 
 
Significant efforts have been made by NHS boards to increase access to HIV and hepatitis 
C testing, for example, through investment in outreach testing and local clinics, and through 
specific services for at risk population groups such as NHS Lothian’s ROAM team and NHS 
Greater Glasgow and Clyde’s (NHS GGC) Steve Retson Project (which both target gay and 
bisexual men). 
 
NHS boards have also invested in third sector services targeting particular at risk groups 
such as gay and bisexual men, people at risk of hepatitis C and Scotland’s African 
community. These services have empowered communities to be more informed and to take 
ownership of prevention efforts.  
 
Waverley Care welcomes NHS and Scottish Government funding which enables the 
organisation to provide a range of targeted prevention and testing services, such as our 
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African Health Project; hepatitis C education, testing and support in Glasgow; SX, our 
Lothian-based sexual health and wellbeing service for gay and bisexual men; and prevention 
and testing services for gay and bisexual men in remote and rural locations in Highland. 
 
We also welcome the introduction of PrEP in Scotland to individuals at high risk of HIV 
infection. PrEP has the potential to significantly reduce new HIV infections in Scotland, but it 
is essential that funding and policy are aligned to ensure that those individuals and 
communities most at risk can access it. 
 
2. Is the approach adequate or is more action needed? 

There are a number of areas where we believe more action is needed to achieve the 
ambitions set out in the framework: 
 
2.1. Greater focus on health inequalities 
Poor sexual health and BBVs continue to have a disproportionate impact on particular, 
vulnerable populations in our society – primarily men who have sex with men (MSM), 
African populations, people who inject drugs and those who live in our most deprived 
communities. Health inequalities drive new infections and also impact on the lives of people 
living with BBVs. 
 
Gay and bisexual men have accounted for nearly half of all new HIV infections in the past 
five years. The needs assessment published in 2014 and commissioned by NHS GGC and 
NHS Lothian identified some key concerns for MSM living with HIV. These include the 
multiple vulnerabilities that affect many MSM, including problematic alcohol use, low self-
esteem, mental health problems and experience of violence and childhood sexual abuse, 
and the impact of the additional burden of rejection, prejudice and discrimination. 
 
Furthermore, the recently published SMASHH 2 study, which focuses on the sexual health 
needs of gay and bisexual men using social media and sexual apps, highlights that many 
sexually active MSM are not testing regularly, and that men with poor mental health or 
financial worries are more likely to take greater risks over their sexual health. 
 
People who inject drugs are at much higher risk of hepatitis C with over 90% of new 
infections in Scotland linked to injecting drug use. Individuals who inject drugs are among 
the most marginalised and hard to reach communities in Scotland. For many, their hepatitis 
C status is often not their primary concern and drug use itself presents a range of health and 
social problems. Many people find it difficult to engage with services, have a mistrust of 
professional agencies and face a number of financial, emotional and social problems linked 
to their previous or existing drug misuse.  
 
Up to 2015, new HIV infections amongst injecting drug users in Scotland had been relatively 
low, however NHS GGC has seen a significant increase in infections within this cohort in the 
years since, highlighting the need to guard against complacency about drug use as a route of 
HIV infection.  
 
Some of the key issues affecting people who inject drugs include poverty and deprivation, 
unemployment, poor mental health, social isolation and homelessness. 
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Africans are disproportionately affected by HIV in the UK; in Scotland 1 in every 903 people 
is living with HIV compared to 1 in every 21 among the African population. Recent research 
(SHELS study 2017) highlighted the increased risk of HIV diagnosis amongst Scotland’s 
African community. African men have a 10-fold higher risk of diagnosis and African women 
an 80-fold higher risk than the general population. Among people who are living with HIV, 
African men are twice as likely to have been diagnosed late. This underlines the urgency and 
importance of HIV prevention and testing interventions targeted towards Scotland’s African 
community.  
 
Some of the key issues for Africans in Scotland include: living in a double culture and family 
relationships that go alongside this; partner and family separation; the ongoing issues of 
immigration, employment, finances, health, accessing services and language.  
 
All of the above underlines the need for sexual health and BBV policy to have stronger and 
more consistent connections with other policy areas, such as mental health, drugs and 
alcohol, homelessness, criminal justice and welfare. Alongside this, the funding landscape 
needs to support service responses that are person-centred and address the broad needs 
and multiple discriminations - such as homophobia, racism, class and gender - that 
individuals affected by poor sexual health and BBVs experience.   
 
2.2. Involving communities 
Waverley Care believes the framework needs to resource and support more consistent 
efforts across Scotland to involve individuals within at risk populations to feel more in 
control of their health and wellbeing, more engaged in services and better placed to 
contribute towards shaping policy, service development and delivery. 
 
This should be based on a process of meaningful engagement based on understanding the 
social realities of the lives of people living with or most at risk of HIV and hepatitis C. Sexual 
health and BBV services and policy must be relevant to and informed by the needs of 
specific communities affected by HIV and hepatitis C.  
 
The stigma associated with sexual health and BBVs that has the most damaging impact on 
individuals within at risk populations is the stigma that exists within at risk populations. For 
example, we know from the experience of our African Health Project that fear of stigma 
from other members of the African community is a far greater disincentive to discussion 
about HIV and sexual health than examples of stigma in the general public. By more 
meaningfully involving communities, we can support them to address the stigma that 
prevents testing and impacts on health and wellbeing. 
 
Scotland’s National Standards for Community Engagement (SCDC, 2017) describe the 
outcomes of good community engagement as including: 
 

 Service planning and delivery being influenced by and responding to community 
need 

 People who may find it difficult to get involved can help to influence decisions that 
affect their lives 
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 Approaches that take account of community strengths and assets 

 Approaches that build trust between communities, service providers and public 
sector bodies 

 
We believe that these are useful indicators of the effectiveness of engagement activity 
 
2.3. Increased innovation in BBV and STI testing 
We have real opportunities to end new HIV infections and to significantly reduce the levels 
of undiagnosed hepatitis C but we need to ensure everyone at risk has access to testing 
opportunities.  
 
This is an area where we have seen improvements but in order to achieve aspirations such 
as the UNAIDS 90:90:90 targets or hepatitis C elimination, the third sector must be utilised 
much more consistently across Scotland to support NHS services in encouraging access to 
testing, particularly to key at risk groups and in remote and rural and deprived areas. There 
needs to be a more joined up approach between the third sector and the NHS to better 
reach the most marginalised and to increase the power of the prevention and testing 
message. 
 
2.4. Long Acting Reversible Contraception (LARC) 
Through Waverley Care’s work with young people across the Highlands, we have witnessed 
huge progress in LARC provision. However, we have concerns about the impact of recent 
changes to GP contracts on provision, particularly in remote and rural areas. More and more 
GPs will be stopping LARC provision but there are no additional resources being provided to 
sexual health services to take up the burden. This will have a huge impact on people living 
long distances from sexual health services and will increase inequality, particularly for more 
vulnerable individuals and young people. This could undermine the progress achieved so far. 
 
2.5. Young people, reproductive and sexual health education 
We welcome the commissioning of a new national resource to replace the current SHARE 
programme of education in schools. We believe that this will complement the sexual health 
education work we currently deliver through Wave Highland, however the new programme 
will not solve everything on its own. We have seen varying delivery and quality of sexual 
health education. The new national resource needs to be fully embraced by all involved and 
there needs to be investment by Education Leads in all local authorities in terms of training 
and evaluation if it is to be successful. 
 
Because SHARE delivery has been inconsistent across Scotland, many young people are 
leaving school with poor levels of sexual health knowledge. This is at a time when there are 
less specialist sexual health resources for young people aged 20-24. This is particularly 
impacting on remote and rural areas. In light of the recent Public Health England 
information about poor condom use among under 25s, we need to increase investment in 
this age group. 
 

Contact details 
 

Please contact Grant Sugden with any queries: 
Tel: 0131 556 9710 | Mob: 07877 785370 | email – grant.sugden@waverleycare.org  

mailto:grant.sugden@waverleycare.org
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Written Submission 

Sexual Health, blood borne viruses and HIV 

Response by Prof John Dillon, please note my responses are limited to my remit in Hepatitis C (HCV) 

 

1.    To what extent do you believe the Scottish Government’s Sexual Health and Blood Borne Virus 

Updated Framework and the approach by Integration Authorities and NHS Boards is preventative? 

At its initiation the Scottish Government’s HCV Action Plan for Scotland was innovative and world 

leading in every aspect. The framework and the preceding HCV action plan laid out comprehensive, 

recommendations for the organisation of HCV prevention, testing, treatment and care services.  The 

Action Plan and Framework recommended the formation of multi-agency Managed Care Networks 

(MCN) and Prevention Networks to oversee and enable whole system transformational change. 

Prevention is an integral and vital aspect of the overall programme and its strategic aims. 

The recommendations for treatment services have since evolved as the demands of treatment 

support have changed with the advent of interferon free treatment regimens.  Currently, the 

configuration of treatment services is focussed on the prevention of the complications of chronic 

infection with HCV i.e. the complications of cirrhosis; end stage liver disease and hepatocellular 

carcinoma. Emerging evidence would support the view that despite several years of cost driven 

treatment restriction, the services are reducing the number of patients with liver failure. The number 

with liver cancer is slower to fall as we now know the risk of cancer is set in train earlier in the 

disease and so the late stage treatment, which prevents liver failure still leaves a patient with a 

reduced, but significant risk of hepatocellular carcinoma.  

The current programme will struggle to reach its targets for the reduction of liver failure and HCC 

because nearly half the infected population across Scotland have not been diagnosed and so are at 

risk of presentation with liver failure or cancer.  A short life working group, convened by the 

framework will report by mid-2018 with a blue print of the diagnostic activities needed to achieve 

high levels of diagnosis. However, with ongoing treatment number limitations there is likely to be 

considerable pressure to slow this activity and inertia among staff if they do not believe that patients 

who are diagnosed positive can be treated.  

In terms of prevention of primary infection, the framework has made recommendations around 

harm reduction measures, which has led to improved service provision across the field, with the 

focus on Injecting Equipment Provision (IEP) and Opiate Substitution Therapy (OST). These are highly 

effective in preventing HIV transmission and about 80% effective in reducing HCV transmission. 

The Framework advocates early intervention that has been shown to reduce risk taking behaviour, as 

well as awareness raising, education and health improvement.   However, in terms of preventing 

substance misuse and in particular injecting risk behaviour, which is the primary transmission route 

for HCV, there is a strong interdependence on there being effective prevention strategies in place 

and prioritised by Alcohol and Drug Partnerships (ADPs).  Whilst the Framework emphasises the 

importance of close links with the ADPs and addiction services, there has been limited recognition of 

the synergies and interdependence with BBV and sexual health in the corresponding alcohol and 

drug strategies and this can act as a barrier to more effective joint working.   There is scope for much 

closer collaboration, including joint commissioning with ADPs in relation to prevention that could 

offer greater cost effectiveness and lead to scale up of essential preventative interventions. 



2.    Is the approach adequate or is more action needed? 

The Scottish Government’s stated aim is to eliminate HCV.   The current approach will see a 

significant reduction in the numbers of patients with liver failure and HCC but will require long term, 

high volume treatment to maintain this because of ongoing transmission of the virus, patients who 

are cured are replaced with newly infected ones. 

There is no imminent likelihood of a clinically useful vaccine and the only option to consider is the 

use of Treatment as Prevention strategies among active People Who Inject Drugs (PWID).  Which 

have been extensively modelled and had small scale, successful pilots, but now require empirical 

trials, a trial of rapid micro-elimination is being conducted in Tayside, the results are promising. The 

Scottish Government and the framework need to be bold and capitalise on the dramatic reduction in 

drug costs, by maintaining the spend on HCV treatment, directing this expansion of treatment to 

PWIDs  and allowing Scotland to eliminate HCV.   

3.    Are the services and Sexual Health and Blood Borne Virus Updated Framework being measured 

and evaluated in terms of cost and benefit?  

Yes, the Framework has five longstanding strategic outcomes and a series of performance indicators, 

these have been recently reviewed by the National Monitoring and Research Group (NMARG) and 

are routinely presented by HPS.  The creation of the national information portal allows for data to be 

presented at a national level as well as some comparisons to be made across Scotland.  This and 

other data sources needs to be effectively used to learn from the best and drive consistent 

improvement across the country. Local MCN provide overall governance and are responsible for 

performance management.   

The SMC undertake cost benefit analysis in relation to new drug therapies.   However, as for most 

other aspects of healthcare, there is very limited health economic input available, making cost 

benefit analysis challenging for local health boards.  So overall there is more cost consideration of 

cost-benefit analysis for the framework compared to other aspects of health care, but the power of 

such analyses is not available to be utilised to in form change. 

 

4.    Given the high cost of new medicines, what cost –benefit analysis has been done of primary 

prevention in general, and the role of the new medicines as a means of primary prevention? 

In HCV therapy the development of national treatment guidelines that ranked drugs as being of 

similar efficacy, allowed National Procurement Scotland to drive the price of medications down. 

While the actual price for the preferred drugs in Scotland is commercially confidential it is in the 

order of 1/6 to 1/7 of the list price.  

Health economic analysis has been conducted on the use of HCV drugs and they are cost-effective. 

Applying these analyses to the models of Treatment as Prevention they are cost-effective at list price 

and will be therefore even more effective at the real cost to the NHS. The models have used two 

scenarios 1) low level long term “treatment as prevention” among active PWID over 10 year horizons 

or 2) high volume treatment over 2-3 years. The latter is much more cost effective due to 

dramatically reduced re-infection and therefore re-treatment rates but has higher treatment costs in 

the first 2 years. Further modelling suggests that his high volume treatment rate could be achieved 

within the budget spent on HCV drugs in 2016-17, due to the reduced drug costs since that time. 

This makes a very strong economic case for treatment as prevention in HCV. 
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Evidence session on sexual health, blood borne viruses and HIV.  

NHS Lothian Response. 9th January 2018. 

 

1. To what extent do you believe the Scottish Government’s Sexual Health and 
Blood Borne Virus Updated Framework and the approach by Integration 
Authorities and NHS Boards is preventative? 

 
Within the Framework there is a good focus on preventive measures, even within the more 
‘clinical’ outcomes. This is partly because the Framework takes a long view. There is also 
recognition that for some of the outcomes (Outcome 5 in particular) this can be difficult to 
articulate and measure, and the Scottish Government has done some good work around 
trying to resolve this.  
 
However, on the ground, the preventive approach can be a difficult one to sustain in the 
face of huge issues like budget cuts and the need for diverse services delivered though 
multiple agencies to provide patient centred care.  
 
These challenges can result in the approach being more about mitigation than prevention.  
 
For example,  
 

Many of the individuals that stand to benefit from the SHBBV Framework are socially 
excluded on the basis of gender, drug use, sexuality, homelessness, migrant status, 
sex work, incarceration and poverty. Many of these people have multiple overlapping 
risk factors and extremely high levels of morbidity and mortality. A recent paper in 
the Lancet looked at morbidity and mortality rates in England and Wales (Robert 
Aldridge et al1) and found that socially excluded populations have a mortality rate 8 
times higher than average for men and 12 times higher for women; versus 2.8 times 
and 2.1 times respectively for people in most deprived versus least deprived areas.  
 
Many of the interventions recommended by or linked to the Framework, are locally 
tailored to these population groups: e.g. community case management for substance 
misuse and BBV infection; pharmacological interventions like PrEP, HCV antivirals, 
opioid substitution therapy and Directly Observed Therapy for TB and HIV; harm 
reduction as part of routine services for populations at risk (including outreach and 
criminal justice settings); sexual health services for young people, trans people, sex 
workers and prisoners; screening for latent TB infection in homeless people. To an 
extent, interventions are multi component and based on local intelligence, there is 
service user involvement and providers are trained (e.g. trans healthcare, quality, 
wound care).  
 
However, although evidenced based and effective, most of these interventions only 
mitigate the impact of the upstream causes of exclusion and multi morbidity. More 
work is required to address the causes; which include poverty, poor housing, poor 
education, under employment and difficult early years of life. 

 
NHS Lothian Directorate  of Public Health and Health Policy has established a group 
working on ‘inclusion health’ - an approach that aims to address extreme health and social 
inequities1,2,3 - and aims to strengthen the links locally between the ‘proximate’ interventions 
above and the social determinants such as housing, employment and early years. 
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2. Is the approach adequate or is more action needed? 
 
As an approach, the Framework gives a clear signal about the values and ethos in Scotland 
towards sexual health and BBVs which is very positive.  But this doesn’t always translate 
into actions. More policy direction from the top could be useful to help address the difficult 
elements of the outcomes, and the determinants of health such as poverty, homelessness, 
employment and incarceration. This is especially key for people at risk from multiple 
overlapping risk factors. Clinical and social services for groups such as drug users, people 
in the criminal justice system, sex workers, transgender people, men who have sex with 
men and the homeless need to have stronger links with each other and mutual 
accountability for outcomes; and this also applies to service providers who require training 
in management of (and services/opportunities available for) people with multiple exclusions.  
 
Prevention depends a lot on health promotion work with the communities most at risk. 
Strong partnership with the third sector organisations is crucial to this and in NHS Lothian 
third sector partners such as Waverley Care, Change Grow Live, Turning Point and many 
others are invaluable. However, there is a lot of work that needs to be done to promote 
involvement of beneficiaries at all levels of the service. This is important to help ensure that 
the way services are offered suit those that need them, and to help promote retention within 
services.  Again this is a particular challenge for the people with multiple overlapping risks 
factors.  
 
It would be helpful to have a clear steer from Scottish Government regarding issues that 
sometimes stand in the way of joint working between NHS and third sector organisations, for 
example information sharing and information governance. 
 
The SHBBV Framework acknowledges, as cross cutting issues, the importance of the 
determinants of health and the role that health and social care integration has for effective 
prevention and care. But it would be beneficial for this perspective and approach to be more 
central to the prevention strategy, and in local implementation.  
 
Effective prevention as ever will require national and local policies that create opportunities 
for all through reduced poverty, productive childhood experiences, better education and 
improved social cohesion. 
 
HIV 
Prevention is effectively actioned (Outcome 1) through the provision of HIV Treatment as 
prevention and PrEP. However more emphasis could be put on primary prevention e.g. 
education about safer sex. This is particularly important in the context of falling use of freely 
provided condoms. 
The most significant gap in addressing HIV infections and achieving the 90:90:90 target is 
the failure to achieve the required levels of HIV testing. This is challenging in a low-to-
intermediate prevalence population. A nationally co-ordinated effort to promote diagnostic 
testing to prevent late HIV diagnosis is required. A Short Life Working Group on HIV testing 
in Scotland is about to complete a report and a new UK National Guideline on HIV Testing 
is nearing completion. It will require significant focussed effort to put the recommendations 
of these documents into practice. 
 
Outcome 2 is variably addressed by boards. There is insufficient routine national monitoring 
of sexual health performance data according to deprivation. It would be relatively simple to 
map important outcomes such as HIV testing by SIMD although as noted above this would 
not provide information on multiply excluded individuals as risk factors are not routinely 
recorded at present. 
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Sexual and Reproductive Health 
It would be worth considering a recommendation for easy access to long acting 
contraception as some services including Lothian have a 4-6 week wait for an IUD or 
implant. This would require sufficient capacity to meet demand within a reasonable 
timeframe and a standard for waiting times (e.g. within two weeks) to avoid the risk of 
unintended pregnancy, a high DNA rate and long waits.  
 
Groups with multiple vulnerabilities (eg homeless, women who sell sex and inject drugs) 
require tailored accessible services for STI care and contraception.  
 
Novel approaches are required to provide education with young people, easier access to 
contraception after abortion and emergency contraception (e.g. from pharmacies), and 
recent policy on home misoprostol is a welcome intervention to improve access and 
acceptability of early medical abortion care.  
 
HCV 
The emphasis on Prevention Networks at local and national level has been welcome, as 
was the original recommendation in 2008 for a certain proportion of hepatitis C monies 
made available to Boards to be spent on prevention. However the time has come now for 
hepatitis C prevention to be fully incorporated into drug strategies and services at a national 
and local level. This would enable the full hepatitis pathway from treatment, through testing, 
to treatment to be fully integrated as part of a person’s drug recovery journey. 
 
The national short life working group on testing and access to hepatitis treatment will be 
useful in determining what works, and will enable Boards to learn from each other’s 
experience in case finding. 
 
It might be useful to revisit the evidence around testing for hepatitis C antenatally, given the 
the changes regarding hepatitis C treatments. 
 
 
 
3. Are the services and Sexual Health and Blood Borne Virus Updated Framework 

being measured and evaluated in terms of cost and benefit?  
 
There is a lot of good practice, measurement and evaluation across Scotland, and much of 
this has been stimulated by the SHBBV Framework.  

There are examples where successful evaluation is or can be carried out: local boards 
report monitoring data to the Scottish Government and this can be used for evaluation; NHS 
Lothian have evaluated the abortion service move from the sexual and reproductive health 
community setting4, and there is an ongoing evaluation of postpartum contraception 
provision  from the maternity setting5; a harm reduction needs assessment that includes 
IEP, BBV testing and care, naloxone provision etc in the community, criminal justice and 
hospital setting has been completed and is promoting a wide range of service 
developments6; an assessment of the needs of older people with HIV is ongoing; the 
Bridge-It study is evaluating provision of interim progresterone only pill following emergency 
contraception7; a qualitative study is examining the views of health professionals on access 
to postnatal contraception (PNC) for South Asian women8;  and an evaluation is underway 
of the sexual health services for vulnerable women, including sex workers.  
 
Whilst this work is not always specifically about cost/benefit analysis these factors are taken 
into consideration and inform allocation of resources and modes of service delivery. 
 
However, it can be very difficult to obtain data that gives an overview of services that an 
individual needs since there are multiple providers, databases and recording practices; and 
membership of populations and risk factors are not always recorded in all databases. This 
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can make evaluation of cost and benefit difficult. For example the homeless database in the 
City of Edinburgh does not routinely record whether a person is a drug user, sex worker or 
recently liberated prisoner; virology records for HIV testing do not routinely record the risk 
factor for testing. Further, although arrangements for data sharing are in place, the actual 
process of doing so between different agencies can be extremely time consuming.  
It would be helpful to have more national coordination on data collection and use. For 
example, while the NESI survey is extremely helpful especially taken along with local needs 
assessment, it would be good to see more accurate reporting from NEO on a national basis 
and that needs more coordination and funds. 
 
There is no comparative data on inputs and outputs (and therefore efficiency) for sexual 
health and HIV services across Scotland. In the absence of any commissioning process, 
this limits the extent to which the effectiveness of different interventions can be measured. 
It would be relatively simple to measure inputs against performance data. 
 
The development of initiatives such as the IRESH network should also help facilitate an 
approach to service delivery and interventions which are grounded in research and 
evidence around quality and impact. 
 
There are areas that may benefit from greater leadership from the top: 

1. Support for a programme of research to formally evaluate, small scale innovations. 
Areas for research could include: interventions to modify the determinants of health; 
models of care for most at risk populations (e.g. vulnerable women, trans people); 
mainstreaming of ‘specialised’ harm reduction services like IEP; models of user 
involvement in service development; peer support, especially for people with multiple 
overlapping risk factors; ways to improve data collection and linkage to support 
service development. The IRESH network is a very welcome start but it is not clear 
the extent to which this will support areas such as substance misuse and how to 
address determinants of health in excluded populations.  
 

2.  Support for sharing and wider implementation of good practice across the SHBBV 
Framework.  
There are a number of pilots that show effectiveness in some parts of Scotland but 
are slow to get rolled out elsewhere. We maybe we need to think about better 
sharing and support for implementation of good practices (some preventive others 
not). We need more examples such as from the Scottish Abortion Care providers 
network that with Scottish Government support resulted in developing the national 
protocol for early medical abortion to make sure that this service was introduced 
evenly across the country.  
The existing structure does provide some opportunities and the new short life 
working groups looking at HIV and HCV testing will be useful as pulling together the 
many innovations and experiences to date. But there are other areas where national 
coordination is weaker.  
 
One area is harm reduction; the current national arrangements with PADS includes 
many able national experts, but regional health boards, ADPs and key parts of the 
workforce (e.g. addictions nurses, third sector providers) are under-represented, and 
the groups can appear exclusive and obscure. It would be helpful if national groups 
could provide more support and resource to update national guidance such as the 
IEP guidance under review.  
 
Another area is around the structural determinants of health and ways to develop 
interventions that place these as the heart of prevention in the SHBBV Framework. 
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4. Given the high cost of new medicines, what cost –benefit analysis has been done 
of primary prevention in general, and the role of the new medicines as a means of 
primary prevention? 

 
Cost benefit analysis of primary prevention in general 
 
Public health intervention for primary prevention is highly cost effective. A recent paper by 
Masters et al8 estimated a return on investment of 4 for local public health interventions 
while ‘upstream’ interventions delivered on a national scale yield a 10 fold higher return on 
investments.  
 
It would be useful to have more national and local evaluation of primary prevention for 
socially excluded groups. As set out in the Lancet papers123 conclusions about effective 
interventions tend to veer more towards proximate interventions that can be evaluated; such 
as case management, harm reduction, needle exchange, and pharmacological treatment for 
substance misuse, HCV and HIV.  
 
There is much less evaluation of structural interventions such as improved housing and 
poverty alleviation, and also many of the target groups of the SHBBV Framework, such as 
sex workers, homeless people and prisoners, are not well represented in studies.  
 
In NHS Lothian and elsewhere in Scotland work is being done on multiply excluded groups 
such as homeless people, street injectors, vulnerable women and people in police custody 
but there has not to our knowledge been comprehensive cost benefit analysis of these 
interventions or comparison with other more clinical or service led interventions; and the 
tendency has been to focus recommendations on mitigation such as improved or novel 
service provision rather than primary prevention. 
 
Cost benefit analysis of pharmacological prevention 
The majority of medicines required for the treatment of sexually transmitted infections and 
the prevention of pregnancy are relatively inexpensive. Treatments and prevention of HIV 
and HCV are the exception. 
  
International cost-benefit analyses for HIV ‘Treatment as Prevention’ are widely accepted 
and robust. Reduction in costs of HIV treatment due to the availability of generic medication 
has been well supported in Scotland through HIV Lead Clinicians and SMC. Significant cost 
savings have already been achieved and further savings are anticipated. 
 
The evidence base around hepatitis C ‘treatment as prevention’ is in its infancy due to the 
relatively recent availability of affordable and tolerable treatments. Research in this area 
should be encouraged and funded though not at the expense of non-pharmacological 
primary prevention measures. 
 
The HIV PrEP Short Life working group and SMC both assessed available evidence on 
cost-effectiveness of HIV PreP in 2016/17. Cost effectiveness was supported by the 
available evidence. Since then the cost of drugs for PreP has reduced by 95%. A CSO 
Grant has recently been awarded to review the effectiveness of PrEP in Scotland 
Optimising Services for People at Highest Risk of HIV: Developing Best Practice in 
Delivering HIV Pre-Exposure Prophylaxis (Prep) Through Evaluation of Early 
Implementation Across Scotland. Although this is not a cost-effectiveness analysis, it will 
help to inform interventions to ensure that PrEP is equitably and effectively provided to 
those at the highest risk of infection. 
  
NHS Lothian have been awarded a NIHR HTA funded grant to evaluate (and this includes 
cost benefit analysis) provision of bridging contraception from the community pharmacy. 
This is a multisite (Lothian, Tayside, London) cluster randomised cross over study the 
Bridge it Study. The aim is a reduction in unintended pregnancy and will determine if this 
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approach is effective and cost effective, plus the process evaluation will inform any future 
roll out if it is shown to be a successful strategy.  
 
There are other possible cost benefit analyses that could be conducted but that are not 
‘preventive’ – although they could generate cost savings that could lead to reinvestment 
elsewhere.  
 
For example:  

 cost savings from home administration of misoprostol for early medical abortion could 
lead to fewer visits, more women able to choose this option etc 

 cost effectiveness of self referral for abortion- i.e. no need for GP visit and also if this 
results in improved access to abortion, possibly fewer late abortions  

 cost effectiveness of treatment of uncomplicated Chlamydia at community pharmacies 
using a text voucher etc 
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3rd Meeting, 2018 (Session 5),  
 

Tuesday 23 January  
 

Petition PE1611 Mental Health services in Scotland - Petitioner Angela 
Hamilton 

 
Petition summary 

Calling on the Scottish Parliament to urge the Scottish Government to improve 
access to mental health services in Scotland by— 

1. Reducing the mental health waiting time target from 18 weeks to 14 weeks for 
adult therapies, and to 12 weeks for child and adolescent mental health services, 
and committing to ensuring 90% of patients begin treatment within these times; 

2. Providing funding to ensure primary care staff receive additional training on 
supporting patients with mental health conditions; and 

3. Providing funding for third sector organisations that deliver community based 
services, such as support groups, which can be accessed by patients whilst waiting 
for referral appointments. 

Webpage PE1611 – Mental Health Services in Scotland 

 
Background 
 
1. At its meeting on the 27 October 2016 the Public Petitions Committee agreed 

to refer petition PE1611 to the Health and Sport Committee.  

 

2. The Health and Sport Committee agreed at its meeting on 22 November 2016 

to consider the Petition as part of its current work on mental health. The Committee 

also wrote to Sir Harry Burns in his role as the Chair of the Review into Targets and 

Indicators, to make him aware of the Petition and its request to reduce mental 

health waiting times.  

 

3. The Committee’s short Mental Health in Scotland Inquiry in autumn 2016 

included receipt of 31 written submissions and two oral evidence sessions. The first 

evidence session considered Child and Adolescent Mental Health and the second 

was a round table event which provided an overview of participant’s hopes for the 

Scottish Government’s forthcoming mental health strategy. The Committee also 

took evidence from the Minister for Mental Health.  

 

4. The Committee’s findings were detailed in a letter to the Minister for Mental 

Health issued on 15 December 2016 with a view to informing the Scottish 

Government’s mental health strategy. The Committee stated in its letter— 

http://www.parliament.scot/GettingInvolved/Petitions/scotlandsmentalhealth
http://www.scottish.parliament.uk/S5_HealthandSportCommittee/Inquiries/Letter_to_Minister_FINAL.pdf
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―We acknowledge that the work of Harry Burns in reviewing targets is ongoing 

but would urge the review group and the Scottish Government to retain a 

target/s in this area. However, any such target/s should better recognise 

quality and outcomes and be embedded across the tiers. In light of this, we 

make no recommendation on a reduction to 12 weeks as we think the target 

needs a fundamental rethink. However, if simply based on time to access a 

service, we cannot see the justification for a continuation of different waiting 

time targets between mental health and physical health conditions. And, while 

we note the Minister is equally unhappy with existing performance across the 

country, we expect the new strategy and the review of targets to remove the 

waiting time discrepancy and set out a clear, funded and measurable 

timetable for the delays to be eradicated.‖  

 

5. The Scottish Government’s mental health strategy 2017-2027 was published 

on 30 March 2017. The strategy identifies 40 actions aimed at improving mental 

health across the life course, improving access to services, ensuring physical 

health in people with mental health problems, protecting their rights. It also 

identifies actions aimed at developing a system of indicators for mental health 

services.  

 

6. Sir Harry Burns published his Review of Targets and Indicators for Health and 

Social Care in Scotland on 15 November 2017. The review states— 

―There are currently LDP waiting times standards for access to child and 
adolescent mental health services and for access to psychological therapies. 
As is the case with targets for physical health conditions, these should be 
subject to clinical prioritisation.  
 
Further consideration of mental health indicators seems redundant in view of 
the recent publication of the Scottish Government’s Mental Health Strategy.‖  

 
7. The Review Report highlights that the Mental Health Strategy in relation to 

developing a system of indicators for mental health services will— 

―1. Develop a quality indicator profile in mental health which will include 
measures across six quality dimensions – person-centred, safe, effective, 
efficient, equitable and timely.  
 
2. Establish a bi-annual forum of stakeholders to help track progress on the 
actions in this Strategy, and to help develop new actions in future years to 
help meet our ambitions.  
 
3. Carry out a full progress review in 2022, the halfway point of the Strategy, 
to ensure that lessons are learned from actions to that point.‖  

 
The Review Report states the actions on developing a system of indications ―seem 
to satisfy the idea that indicators should be subject to regular review.‖ 
  

http://www.gov.scot/Publications/2017/03/1750
http://www.gov.scot/Publications/2017/11/4782
http://www.gov.scot/Publications/2017/11/4782
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8. Sir Harry Burns gave evidence on his review at the Committee’s meeting on 5 

December 2017. The Cabinet Secretary provided oral evidence on the Scottish 

Government’s response to the Review Report on 9 January 2018. 

 

9. The Committee also took evidence at its meeting on 9 January 2018 on the 

Scottish Government’s Draft Budget. In relation to mental health funding the 

Cabinet Secretary stated— 

 

―We are increasing the level of investment in child and adolescent mental 

health services: in 2018-19, a further £17 million will be invested, which will 

go towards funding the commitment to increase the workforce by an extra 

800 workers over the next five years, for transformation in CAMHS. I expect 

that that funding will be in addition to real-terms increased spending on 

mental health services by NHS boards and integration authorities, which is 

already in excess of £1 billion a year in 2017-18. I therefore expect that the 

budget will deliver an increase in mental health spend in excess of 3 per cent 

and will support a shift in the balance of spending.‖1 

Action 
 
10. Members are invited to consider the petition and note the actions taken both 

by the Committee and the Scottish Government in relation to the subject matter 

raised by the petition since it was last considered by the Committee in November 

2016.  

  
11. In light of the commitments made in the Scottish Government’s mental health 

strategy including a change of approach to the development of a system of 

indicators for mental health provision the Committee is invited to consider whether 

it wishes to close the petition. 

Clerk to the Committee 
January 2018  

                                            
1
 Health and Sport Committee. Official Report, 9 January 2018, Col 3. 

http://www.parliament.scot/parliamentarybusiness/report.aspx?r=11254
http://www.parliament.scot/parliamentarybusiness/report.aspx?r=11254
http://www.parliament.scot/parliamentarybusiness/report.aspx?r=11292
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