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Dr Gelson opened by meeting by welcoming Mark Brunning, our patient representative, as this was his first 
attendance at an ODN meeting.  This was followed by a quick ‘round the room’ introduction session. 
 
FORWARD PLANNING 
 
NHSE proposed contract changes update 
 
KMcK updated the group on the proposed NHSE contract changes.  These changes were  notified on 1/10/17.  
National ODN had until 20/10/17 to feedback any thoughts on the proposed changes.  The proposed date for 
implementation of the changes was 1/1/18.  ODNs are still waiting for confirmation of whether the changes 
will come into effect and when the start date will be.  Alex Ridgeon, Head of Acute Supplier Management NHS 
England, Specialised Commissioning (East of England) said last week that he considers it to be unfair to expect 
changes to come into effect from 1/1/18 or 31/3/18 when ODNs have not at this stage heard about the final 
contract. 
 
The changes focus around prioritisation with reporting due on 25% of patients and 75% of confirmed links 
between testing labs and the ODN.  This proposal focuses around testing labs providing data to the ODNs of 
patients testing HCV RNA positive each month.  There are patient consent issues surrounding this approach.  
Public Health England has agreed to help with this.  They will review all HCV RNA positive results each month 
and send letters to GP encouraging referral to HCV services if the patients aren’t already engaged. 
 
Another contract change affects the SVR48-60 reporting.  This will not be part of the contract going forward.  
This will be replaced with the requirement to engage with drug, alcohol and sexual health services to promote 
testing and referral of those patients found to be HCV RNA positive.  Work has already begun to engage with 
the prison service in the East of England.  Claire Weston, of Health and Justice Commissioning, has signed off 
the contract for the 11 prisons in our region.   
 
Run rate has also been changed in the proposed new contract.  We can go 10% over our target run rate 
however we can’t drop by more than 10% under.  WG commented we need to increase case finding and push 



for HCV screening.  As the run rates increase we need to ensure that we can meet the targets by finding 
patients. 
 
AM asked who is doing the case finding.  WG confirmed that by developing contacts and contracts with drugs, 
alcohol and sexual health services we should find more patients.  PR commented aren’t these services already 
contracted to do this.  KMcK responded that the services are commissioned to provide testing to at risk 
groups.  An approach of opt out testing for all would be a better option.  KMcK confirmed we are only making 
contact with prescribing services at the moment.  KMcK is meeting with the directors of public health to 
encourage expansion of testing to larger cohorts of people; not just those seen at risk.  Although prisons 
should be offering opt out testing to all prisoners they are currently only performing testing on 8% of 
prisoners. 
 
MB asked whether private clinics have been approached.  KMcK confirmed that LP and DK are currently 
engaging with private providers in their area. 
 
SA suggested encouraging a screening initiative in primary care.  General discussion around the need for GP 
education sessions and provision of information/ literature to encourage GPs to think about testing patients 
and referring.  More education of GPs about the newer treatments available. 
 
KMcK reported that out reach into GP practices is beginning to move forward.  TC has started visiting the 
Lighthouse Surgery following an approach from the surgery asking if they would like to provide a service there.  
An out reach clinic at Cambridge Access Surgery is planned for early 2018.  KMcK has contacted GPs in the 
Ipswich area who have a high prevalence of HCV in their areas.  She is happy to help liaise with GP practices to 
encourage referrals. 
 
LP confirmed that they are hoping to start clinics in GP practices soon.  They are also having talks with Boots in 
Tilbury who provide a needle exchange scheme to see if they can test patients there.   
 
KMcK confirmed that it looks good to the CQC if GPs are engaging to have services provided at primary care 
level. 
 
Five Year Plan 
 
Depending on the contract changes, the five year plan has to be submitted on 31/12/17 or 31/3/18.  So far all 
centres are on target.  KMcK will circulate the plan for each centre.  If the centre is happy the plan will be 
submitted. 
 
Capacity Review 
 
KMcK confirmed that nationally the runs for the next year have increased from 12,500 to 15,000.  The eastern 
region ODN have been allocated 870 runs.  These have been allocated according to capacity estimates.  
Basildon 100; Bedford 60 (AD happy); L&D 60 (SS happy); Cambridge 230 (WG commented that other centres 
can take from Cambridge if they need to); Ipswich 120 (AM happy); N&N 180 (SA happy).  As there was no 
representative from Peterborough KMcK will talk to them separately. 
 
WG confirmed that we have three other centres who are looking to join the ODN – King’s Lynn; Broomfield 
and Harlow.  KMcK confirmed that Harlow’s commissioning team rejected the proposal and they are to reapply 
in the next financial year. 
 
AM commented the issue is going to be finding patients.  Engaging with patients who are marginalised groups 
is challenging.  He asked when does the ‘year’start.  KMcK confirmed 1/4/18. 
 
MB asked whether there was place for a ‘refer a friend scheme’.  General discussion ensued.  The HCV 
information cards were circulated which he felt could be used for such a purpose.  PR commented that a 
prisoner had handed her the details of another prisoner who knew he was HCV RNA positive and was keen to 
be treated however hadn’t had access to treatment. 
 



 
 
 
AUDIT  
 
Patient Experience Feedback 
 
WS commented on the stand out responses from the two patient satisfaction questionnaires undertaken in 
2017.  The fact that over 60% of patients travel over 30 miles for treatment at Addenbrooke’s is an area that 
needs more investigation.  To encourage patient engagement, particularly with difficult to treat groups of 
patients, it is important that we look to optimise treatment locations.  WS proposed that the next 
questionnaire includes postcode details. Across the ODN by September 60% of patients were travelling less 
than 10 miles to attend clinic.   
 
Reassuringly 93% of patients would recommend their treatment centre.  This included prisoners! Over 95% of 
patients were happy with communications that they received from their clinicians.   
 
WS suggested that the next questionnaire should ask questions regarding how the patients felt post treatment 
as more patients will have completed DAA therapy.  MB felt this was an important question to ask.  MB will 
consider other questions that he feels should be asked; particularly for patients who have finished treatment. 
 
Audit Data 
 
KMcK confirmed that audit data and patient experience data will be circulated to each centre.  She confirmed 
that we have an SVR rate of 90% which should rise following the introduction of DAA therapy.  4% of patients 
are treated outside of secondary care at the moment.  In March 2017 20% of patients were prioritised as ‘time 
on waiting list’ with this increasing to 50% now which reflects the trend that we are now treating patients with 
mild disease.  The numbers being prioritised for ‘significant fibrosis/cirrhosis’ is falling.  We have treated 50% 
for genotype 1 disease and 40% for genotype 3.   
 
GOVERNANCE 
 
Registry 
 
WS commented that the registry data is getting better and better.  She reiterated the need to update the 
registry by the third Wednesday of the month for the following month.  She reiterated the need for 
prioritisation codes.  Reminded those present that the data validation for the NHSE upload needs to be 
completed by 8/12/17.  She asked whether the quarterly SVR planning reports were useful.  There was 
agreement that these are useful.  There was agreement that the registry is much easier to use than the 
spreadsheets however lack of time was the biggest problem with keeping the registry up to date. 
 
KMcK confirmed that most centres Caldicott Guardian has signed up to confirm they are happy with the 
security around the registry. 
 
KMcK circulated a copy of a suggested patient consent to sharing data poster/leaflet.  The only members of 
the ODN who can see all data on the registry are WS, KMcK and PS.  Other centres can only see patient data 
relating to their patients.  WS confirmed that the patient consent question has been removed from the 
registry.  Patients don’t have to give their consent because there is a section 251 agreement. 
 
WG asked MB if he had any thoughts around the patient consent poster/leaflet.  MB felt that honesty is the 
best policy however thought staff should be prepared for questions from patients who had concerns about 
data sharing. 
 
SS asked what happens if a patient refuses to have data entered on the registry.  KMcK confirmed that a 
patient can’t be treated if data isn’t put on the registry. 
 



General discussion around consent.  If there is no feedback from the ODN in the next week or so, KMcK will 
organise printing and laminating of the poster so that it can appear in clinic rooms.   
 
Risk Register 
 
KMcK confirmed that the risk register is held at Addenbrooke’s and doesn’t need to be held at spoke centres.  
There were no items to be added to the risk register. 
 
CLINICAL 
 
WG commented these agenda points had been raised by KB who was not at the meeting. 
 
Post transplant patients’ treatment 
 
WG confirmed that KB had noticed that patients with genotype 3 disease post OLTx who were non cirrhotic 
had a suggested regime of G/P for 12 weeks and not eight weeks.  WG has contacted Graham Foster about this 
and is waiting for clarification on treatment duration.  The SPC says 12 weeks.  
 
Testing and treating in the difficult/unable to bleed population 
 
SA suggested a relaxation in the number of blood tests in this group of patients.  The group agreed that for 
patients who were difficult to bleed, genotype was mandatory except in exceptional circumstances. If ribavirin 
was part of regimen, regular blood testing is required. Otherwise a minimum of HCV RNA testing at EOT and 
SVR12 should be mandated. This could be with skin prick monitoring. 
 
Mismatch with Fibroscan and other cirrhotic indications 
 
WG commented that liver biopsy is often the gold standard arbiter in such cases. 
 
Patient discharge 
 
AM commented that Fibroscan scores are more accurate in the lower ranges and less in the higher ranges.  
The group felt that in the absence of other risk factors for chronic liver disease, patients with moderate fibrosis 
or less could be discharged from clinic (Fibroscan score <10 kPa). Otherwise, clinical evaluation and acumen is 
required to decide upon follow up strategy. HCV RNA testing three to five years after the end of treatment is 
currently recommended. 
 
OTHER 
 
KMcK confirmed that the ODN will be involved in new prison officer training for the East of England.  This takes 
place once a month. 
 
KMcK updated on the proposed pharmacy testing scheme.  It isn’t looking likely that this will get approved.  
The costs attached are high at around £20,-30,000. 
 
RB gave thoughts on patient finding via dental practices. 
 
Some discussion took place around resistance testing 
 
19:30 Meeting closed. 
 
 


