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1. Introduction

Hepatitis C is a disease of the liver caused by a virus identified in 1989 as the hepatitis C virus. Hepatitis C is

a communicable disease that is spread from person to person by contact with infected blood or body fluids.
Intravenous drug use and receipt of unscreened blood or blood products are well established as the major risk
factors for the acquisition of hepatitis C infection. In comparison with HIV (Human Immunodeficiency Virus) and
hepatitis B, the virus is much less likely to be spread through sexual contact, household contact or by mother-
to-child transmission. The distribution of hepatitis C globally differs by time, place and person. In Ireland those
at risk of infection are most often socially excluded groups such as drug users, the homeless and immigrants
from endemic countries.

Hepatitis C is most commonly an asymptomatic infection both in the acute and early chronic stages. The

acute stage of infection tends to go unnoticed therefore it is often difficult to establish when someone became
infected. Chronic infection occurs in 70-80% of adults acutely infected. This compares to hepatitis B where
chronic infection occurs in only 10% of acutely infected adults. Some non-specific symptoms of chronic disease
may occur e.g. ongoing flu-like symptoms, joint pains, abdominal pain, loss of appetite, altered bowel habit,
mood swings and insomnia. Complications of chronic hepatitis C include cirrhosis, liver failure and liver cancer.
Certain factors have been identified that affect disease progression, e.g. alcohol intake, co-infection with HIV or
hepatitis B, super-infection with hepatitis A and older age at infection.

Hepatitis C can now be treated with anti-viral agents, most commonly as a combination of two different agents.
Treatment is not without significant side-effects. This can affect the uptake of treatment and also adherence
and compliance.

In Ireland by 1994 it became apparent that individuals had become infected with hepatitis C and HIV through
transfusion of infected blood or through administration of infected blood products in the State. In 2003,

a working group was established by the then Eastern Regional Health Authority (ERHA) to set out key
recommendations to enhance prevention, treatment and surveillance of hepatitis C among all infected people
in the Eastern Region. In 2004, following on from a year long consultative process, a regional hepatitis C
strategy document was produced. It was developed in partnership with the statutory, voluntary and community
sectors. Some of the recommendations of that report have been implemented, but many have not. The report
was never published.

Following the establishment of the HSE (Health Service Executive) a working group was convened under the
auspices of Social Inclusion in 2007 with the objective of developing a national strategy for hepatitis C in
Ireland. This document reflects the outcome of the group’s efforts.

Implementation of this strategy will require considered, coordinated effort, utilising existing governance

and operational structures. Ongoing monitoring and reporting of progress will be integral to this process.
Recommended actions will be progressed on a phased, prioritised basis, with those that are deemed budget
neutral or cost effective taking precedence in implementation.

1.1 Terms of Reference
The terms of reference for the working group are listed below.

1T To examine the 2004 ERHA report recommendations and update them as appropriate in the context of
the establishment of the HSE.

2 To determine the current position regarding the 2004 recommendations.

To prioritise recommendations for 2011 and the coming three years.

4 To agree an action plan.

w
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1.2 Membership

A multidisciplinary working group was established with broad representation from healthcare professions,
voluntary and statutory organisations, providers and users of services. Three additional subgroups were created to
focus on the areas of:

* Surveillance
* Education, Prevention and Communication
* Treatment

The area of screening for and laboratory diagnosis of hepatitis C was addressed by both the surveillance and the
treatment subgroups.

Full membership of the Working Group and subgroups can be found in Appendices 1to 4.

1.3  Acknowledgements

The group would like to acknowledge the assistance of the National Cancer Registry of Ireland (NCRI), the Central
Statistics Office (CSO), the Liver Transplant Unit in St Vincent's University Hospital, the Irish Blood Transfusion
Service (IBTS.
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2. EPIDEMIOLOGY OF HEPATITIS C INFECTION

2.1 Epidemiology of Hepatitis C Infection in Ireland

Comprehensive information about the distribution of hepatitis C infection in Ireland is limited. What information we
have comes from routine surveillance and from special studies in high prevalence groups (such as injecting drug users
(IDUs) and prisoners) and on people infected through the administration of contaminated blood and blood products.
Additional prevalence data are available on blood donors. Sources of information about the burden of hepatitis C
disease include the HSE Departments of Public Health and the Health Protection Surveillance Centre (HPSC), the
National Virus Reference Laboratory (NVRL) the Hospital Inpatient Enquiry System (HIPE), the National Cancer
Registry of Ireland (NCRI), mortality data from the Central Statistics Office (CSO), and liver transplantation data.

2.1.1 Information from Routine Surveillance - Notifications 2004-2010
There were 9,282 cases of hepatitis C notified in Ireland between 2004 and 2010. The number of cases and mean age
at notification, by sex, are shown in figure 1.
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Figure 1. Number of notifications of hepatitis C and mean age at notification, by sex, 2004-2010
Source: HPSC

The HSE-E reported 77% (n=7127) of cases notified between 2004 and 2010. The total number of notifications and
mean annual rate per 100,000 population, for each HSE area are shown in figures 2 and 3, respectively.
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Figure 2. Number of hepatitis C notifications by HSE-area, 2004-2010
Source HPSC
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Figure 3. Mean annual hepatitis C notification rates (per 100,000 population) by HSE-area, 2004-2010
Source: HPSC

Between 2004 and 2010, 64% of hepatitis C notifications were male (n=5962), 35% were female (n=3199) and sex
was not known for the remaining cases (1%, n=121). The highest notification rates were among young to middle-
aged adults. Seventy one percent (h=6560) of cases notified between 2004 and 2010 were aged between 25 and
44 years, and 92% (n=8529) were aged between 20 and 54 years. The mean age for male cases (35.6 years) was
higher than that for females (34.1 years). The mean annual age and sex specific notification rates are shown in
figure 4.
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Figure 4. Mean annual age and sex specific notification rates (per 100,000 population) for hepatitis C, 2004-
2010
Source: HPSC

Data on most likely risk factors were available for 59% of cases (n=728) notified in 2010. The most common risk
factors reported were injecting drug use (76%, n=550), being an asylum seeker/born in an endemic country (9%,
n=63), sexual exposure (5%, n=38) and receipt of blood or blood products (3%, n=19).

Of the nineteen cases acquired through blood or blood products, seven were infected in Ireland, five were infected
outside Ireland and country of infection was not known for seven. All cases acquired in Ireland were infected many
years in the past, but were notified for the first time in 2010. Although information on risk factor was not available
for 41% of notifications in 2010, the age and sex profile of these cases did not differ significantly from those for
whom information was available.

2.1.2 Other sources of information about hepatitis C in Ireland

Little is known about the prevalence of hepatitis C infection in the general population in Ireland. However, hepatitis
Cis known to be more prevalent in certain sub-groups of the population such as IDUs and prisoners. Hepatitis C
may also be a concern for immigrants from high endemicity countries. Several cross-sectional studies have been
carried out to estimate the prevalence of hepatitis C in high-risk groups. The results of these are summarised
below. Further information is available on those who were infected in the past through the administration of
contaminated blood and blood products. Data are also available on blood donors through the screening of this low
risk population group.
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2.1.2.1 Injecting drug users
Based on Irish studies cited below, the hepatitis C prevalence in the population of injecting drug users ranges from
62 to 81%.

One study looking at the clinical records of a random sample of opiate users attending the-then Eastern Health
Board methadone clinics in 1997 estimated the prevalence of antibody to hepatitis C virus (anti-HCV) among those
tested to be 79%. [1] A cross-sectional survey of the records of IDUs attending 21 specialist addiction treatment
centres in the South-Western Area Health Board was carried out between December 2001 and January 2002.

This study found that 66% of those sampled, and whose records showed testing for hepatitis C, were anti-HCV
positive. [2] A study using the records of IDUs in treatment in Dublin, who had been tested for hepatitis C between
September 1992 and September 1997, estimated the anti-HCV prevalence in this population to be 62%. [3]A
retrospective cohort study among IDUs in Dublin, tested in the 1990s, estimated an overall incidence of hepatitis C
of 66 per 100 person years. [4]

Studies assessing hepatitis C prevalence in IDUs attending general practitioners (GPs) have also been carried
out in the Dublin area. A 1999 cross-sectional survey of 571 patients attending 42 General Practitioners (GP) in
the eastern region for methadone maintenance treatment reported that 73% of those whose hepatitis C status
was known were positive. [5] A further study of GP records for 196 consenting IDUs attending for methadone
maintenance, found that 77% had been screened for hepatitis C and that 69% of those tested were anti-HCV
positive. [6]

2.1.2.2 Prisoners

There are high rates of hepatitis C amongst prisoners on entry to prison due to the high rate of imprisonment for
drug related crime. A cross-sectional survey, which included a self-completed risk factor questionnaire and testing
of oral fluid specimens, was carried out in nine prisons in Ireland in 1998. The response rate was 88% (n=1205),
constituting 45% of the Irish prison population at the time. Over 40% of prisoners reported ever injecting drugs.
Thirty-seven percent of prisoners tested were positive for antibodies to hepatitis C. Where only prisoners reporting
injecting drug use were considered, 81.3% of those tested were positive for antibodies to hepatitis C.[7] A follow on
study, carried out on prison entrants between April and May 1999, found 21.8% of all prisoners sampled and 71.7%
of those who reported injecting drug use, to be positive for antibodies to hepatitis C.[8]

Risk behaviours for hepatitis C transmission, such as unsafe injecting practices and tattooing, occur in the prison
environment. Confinement to prison is recognised as a specific risk factor for the sharing of drug using equipment.
[9] Tattooing in prison has been found to be an independent risk factor for hepatitis C infection in prisoners who
have never injected drugs.[8]

2.1.2.3 Asylum seekers

Although screening for hepatitis C is not part of the recommended national communicable disease screening
programme for asylum seekers living in direct provision, it is offered in some parts of the country. A review of the
communicable disease screening service for asylum seekers was carried out in the ERHA (now the HSE Eastern
Region) in 2004.[10] This service was estimated to have carried out voluntary communicable disease screening on
35-40% of all new applicants for asylum during the years 1998-2003. Of those screened for hepatitis C between
1999-2003, 1.5% were positive.

2.1.2.4 Hepatitis C infection through blood and blood products

Almost 1,700 people have been infected with hepatitis C through the administration of blood and blood products
in Ireland. [11][12] These include women infected through anti-D immune globulin, people with haemophilia,
recipients of blood transfusion and people who received treatment for renal disease. Transmission of hepatitis C
infection through Irish blood and blood products no longer occurs as blood and blood products are now screened
for hepatitis C.

At the request of the Consultative Council on Hepatitis C, a national research database of those infected through
blood and blood products was established by the HPSC in conjunction with the eight designated hepatology units.
The database records information on demographics, hepatitis C exposure, current clinical status, test results,
hepatitis C treatment and current management. Most database participants had been infected for over 25 years by
the end of 2008. Of those who were chronically infected, 19% had signs of serious liver disease, 14% had developed
cirrhosis, 3% had developed hepatocellular carcinoma and 5% had died from liver related causes [13].
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2.1.2.5 Blood donor screening

The IBTS blood donor screening programme detected an anti-HCV prevalence of 0.018% (46/257358) in new blood
donors between 1997 and 2010 (personal communication, IBTS November 2011). This very low prevalence is to be
expected as blood donors are unpaid volunteers and individuals who are identified as having relevant risk factors
are excluded prior to donation

2.2 Current burden of hepatitis C disease

In 2001, Kavanagh et al [14] examined the prevalence of hepatitis C and its prognostic co-factors in a group of IDUs
attending a community based drug treatment clinic in the Eastern Region. Using their results and published data
regarding the prevalence of opiate dependency in Ireland, the authors estimated the long term burden of hepatitis
C related disease among IDUs in Ireland based on current figures. After 20 years of persistent viraemia, they
estimated that there would be 1,214 cases of hepatitis C related cirrhosis nationally. This is based on published
estimations that 22% of those with chronic viraemia for 20 years progress to cirrhosis. Further progression of
these cases, again using published estimates, would result in approximately 35 cases of hepatocellular carcinoma,
60 cases of hepatic decompensation and 50 liver related deaths per annum.

The Kavanagh paper was based on an estimated 5,519 IDUs in Ireland with chronic hepatitis C infection. However,
it is likely that the true figure is considerably higher than this. A recently published study on the burden of hepatitis
C infection in Ireland estimated that by the end of 2009 there were about 10,000 people in Ireland who had

been diagnosed with hepatitis C and had chronic infection, with drug use being the most likely risk factor in 80%
of these. Taking account of the high proportion of hepatitis C infections that remain undiagnosed, the authors
estimated that 20,000 to 50,000 people in Ireland are chronically infected with hepatitis C virus, a population
prevalence of 0.5-1.2%.[15]

2.2.1 Hospital In-Patient Enquiry Data

The HIPE scheme is a computer-based health information system designed to collect medical and administrative
data regarding discharges and deaths from acute hospitals (excluding private hospitals). Each discharge record
represents one episode of care and patients may have been admitted more than once, or to more than one
hospital, with the same diagnosis.

The HIPE acute hospital coverage, between 2005 and 2010, varied from 96% to almost 100%. During this period,
there were 2,800 discharges with a principal diagnosis of chronic viral hepatitis C. Sixty four percent were males
and the mean annual age at admission ranged from 40 to 45 years. During the same period, there were 1,193
discharges with a principal diagnosis of primary liver cancer. Seventy eight percent were males. The mean annual
age at admission ranged from 60 to 65 years. (Personal communication: Economic and Social Research Institute,
Nov 2011).

More detailed information on hepatitis C associated healthcare utilisation is available in Appendix 5.

2.2.2 National Cancer Registry of Ireland

Hepatocellular carcinoma (HCC) is the most common form of primary liver cancer. Seven hundred and three cases
of HCC were registered with the NCRI between 1994 and 2010. The vast majority of these (79.5%) were male (figure
5). (Personal communication: NCRI, Nov 2011).
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Figure 5. Number of cases of hepatocellular carcinoma registered with the National Cancer Registry of Ireland
by sex and mean age, 1994-2010
Source: NCRI

Chronic infection with hepatitis B and hepatitis C are the most important causes of HCC. A systematic review of
all published data from nine European countries on the prevalence of chronic hepatitis B and hepatitis C infection
among HCC cases found a prevalence of anti-HCV positivity of 34.3%, with an additional 6.5% being positive

for both anti-HCV and hepatitis B surface antigen (HBsAg). [16] Prevalences from a smaller study in the United
Kingdom were 27.5% and 2.5% respectively. Therefore, although NCRI data do not specify underlying cause, it is
likely that somewhere in the region of 30% of HCC cases here are anti-HCV positive.

2.2.3 Central Statistics Office mortality data

Although no deaths were coded to hepatitis C during the period 1994-2006 (‘unspecified viral hepatitis C’), 85
deaths were coded to ‘other specified viral hepatitis without mention of hepatic coma’. This category includes
deaths due to acute or chronic hepatitis C, hepatitis delta, hepatitis E or other specified viral hepatitis. Therefore, it
is likely that most of these deaths were due to hepatitis C. There were 51 deaths coded to acute (n=20) and chronic
hepatitis C (n=31) between 2007 and 2010 (figure 6). Between 1994 and 2010, there were 599 deaths from primary
liver cancer, of which 73% were male (figure 7). (Personal communication: Central Statistics Office, May 2007).

Number of deaths

1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

Year

m Male E Female

Figure 6. Number of deaths due to other specified viral hepatitis without mention of hepatic coma (mostly
hepatitis C), 1994-2006 and number of deaths due to ‘acute hepatitis C' and “chronic viral hepatitis C’, 2007-
2010

Source: CSO
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Figure 7. Number of deaths due to primary liver cancer, 1994-2010
Source:CSO

2.2.4 Liver transplants

The national liver transplantation unit in St Vincent’s University Hospital, Dublin, carried out 311 liver transplants
between 2000 and 2006. Twenty-five of these were known to be as a consequence of hepatitis C infection and a
further seventeen were due to hepatitis C and another indication, such as alcoholic liver disease or HCC. (Personal
communication: Liver Transplant Unit, St Vincent’s University Hospital Dublin, April 2007).

2.3 Hepatitis C in England and Wales

Based on a variety of data sources, a recent statistical model predicted that, in 2003, there were 231,000 hepatitis
C antibody positive individuals aged between 15 and 59 years in England and Wales. The model predicts that 31%
of hepatitis C infections are in current IDUs, 57% in ex-IDUs and 12% are in the non-IDU population. The ratio of
hepatitis C infected men to women is estimated to be 2.4:1 and amongst those aged 15-59 years, in England and
Wales, the prevalence of chronic infection is predicted to be 0.53%.[17]

2.4 Hepatitis C in Europe

The annual European communicable disease epidemiological report 2010 states that the highest rate of newly
reported hepatitis C cases in 2008 was reported by Ireland (35/100,000), followed by Iceland (29/100,000),
Sweden (27/100,000) and Finland (22/100,000), with the overall European rate being 9/100,000. [18] However,
they point out that, due to the nature of the disease (mainly chronic, asymptomatic infections), the relatively recent
introduction of surveillance of hepatitis C in many countries and the differences between the surveillance systems
used, the currently available data do not permit comparisons between countries in Europe.

2.5 Hepatitis C Globally

The estimated global prevalence of hepatitis C is 2 — 3%, representing as many as 170 million people infected
worldwide.[19] Geographic and temporal variability exists with different patterns of age-specific variability. [20]
Low prevalence countries (<1%) include the United Kingdom, Germany, Canada, and Scandinavian countries.
Higher prevalences (1-2.5%) are reported from the USA, Japan and Italy. The highest prevalences are reported from
countries in Africa and Asia with the highest reported prevalence in Egypt at 22%.[21] However epidemiological
data from the developing world is limited.

Age-specific patterns in the USA and Australia indicate that prevalence is highest in 30-49 year olds. In Japan,
China and Italy, persons over 50 years of age have the highest prevalence.

Risk factors for acquisition of hepatitis C also differ globally. In the developed world the main risk factor for
new hepatitis C infections is injecting drug use whereas in the developing world the main risk factors are unsafe
therapeutic injections and transfusion of contaminated blood.

The rising incidence of HCC in many countries is attributed to hepatitis C infection. In Japan, where the peak
prevalence of hepatitis C infection is in the 60-70 year age group, 90% of reported HCC is due to this infection.
Countries where the peak prevalence of hepatitis C infection is in younger age groups, may see an increase in HCC
as their population ages. Australia has projected a tripling in the incidence of hepatitis C related liver failure and
HCC by the year 2020 with an associated steep rise in health-care expenditure. [21, 22]

-10 -
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Data compiled by the World Health Organization (WHO) on prevalence rates in different WHO regions are
presented in Table 1. However, the data shown are not necessarily accurate due to differences in the population
groups studied, methods of data collection, limited data availability for some countries and interpretation between
countries. [23] Prevalence rates also date back to 1999 and an update is currently awaited from the WHO.

Globalisation over recent decades has seen a large increase in the movement of people which in turn contributes to
the increased spread of infectious diseases. The European Academies Science Advisory Council issued a statement
in August 2007 on the impact of migration on infectious diseases highlighting the fact that “most migrants to

the EU are healthy but in population terms may bear a disproportionate burden of infectious disease.” In their
statement they commented on the lack of comprehensive data and the scant attention paid to the public health
implications of migration in EU policy development.[24]

Table 1: Hepatitis C estimated prevalence and number infected by WHO Region

WHO Region Total Population Hepatitis C prevalence | Infected Population Number-of countries
(Millions) Rate % (Millions) by WHO Region where
data are not available

Africa 602 5.3 31.9 12

Americas 785 1.7 13.1

Eastern 466 4.6 21.3 5

Mediterranean

Europe 858 1.03 8.9 19

South-East Asia 1500 215 323 3

Western Pacific 1600 3.9 62.2 1l

Total 58M 3.1 169.7 57

Source: Weekly Epidemiological Record. N° 49, 10 December 1999, WHO

2.6 Current epidemiological knowledge about hepatitis C in Ireland - what is missing
and how can we improve?

2.6.1 Improving the routine surveillance system

Chapter 4, section 4.3 describes the current deficiencies of the routine surveillance system for hepatitis C. These
deficiencies result in a lack of complete epidemiological knowledge regarding hepatitis C in Ireland and therefore
need to be addressed. If the recommendations described in Chapter 4, section 4.4 are implemented, the
information from routine surveillance should improve in terms of completeness and quality.

2.6.2 A population prevalence study

While the prevalence of hepatitis C infection has been extensively investigated in selected high risk population sub-
groups, the prevalence in the general population has not been measured previously. A scoping exercise carried out
in 2006 proposed four different options for estimating hepatitis C prevalence in the general population in Ireland.
[25] A proposal has now been submitted to the HSE for funding of one of these options, a study based on self-
collected oral fluid sampling on a sample of the population. The study draws on the approach that was successfully
used to measure the prevalence of hepatitis B infection in Ireland. [26] While it has certain limitations, in terms of
representativeness of the population and lack of information about risk factors, it is considered the most feasible
option and the one most likely to secure a reasonable response rate.

2.6.3 Historical trends in hepatitis C diagnoses

Given the number of cases notified since hepatitis C became notifiable in 2004 (figure 1), and the fact that the
majority of those ever infected will remain infected for life, it is clear that a very large number of people in this
country are currently hepatitis C infected, many of whom were infected prior to 2004. A recent study carried out
by the HPSC and the National Virus Reference Laboratory (NVRL) has estimated that 20,000 to 50,000 people
in Ireland are chronically infected with hepatitis C.[15] The risk factor for hepatitis C acquisition in the majority of
these cases is IDU.



National Hepatitis C Strategy 2011-2014 HSE

A modelling exercise is required to further describe the trends in infection and identify future disease burden. This
exercise will then inform the planning of future service requirements. Such a project is currently being carried out
jointly by the Health Research Board (HRB), HSE Eastern Region, HPSC and NVRL. The basis for this work is the
use of the National Drug Treatment Reporting System (NDTRS) to create an injecting curve of treated IDUs and
then apply hepatitis C incidence rates. Adjustments will be made to take account of hepatitis C acquired by means
other than injecting drug use.

2.6.4 Estimating hepatitis C incidence

There is little published information about the incidence of hepatitis C infection in Ireland. As laboratory markers
do not distinguish acute from chronic hepatitis C infection, and most cases of acute infection are asymptomatic and
therefore go undetected, estimation of incidence would require the follow up of a group of individuals over time to
identify seroconversions. The feasibility of collating data nationally on routine testing of IDUs should be explored
with a view to estimating incidence on an ongoing basis.

2.6.5 Register of patients infected with hepatitis C virus

The ERHA obtained approval in 2004 from the office of the Data Protection Commissioner (DPC) to establish a
register of drug users who are antibody positive for the hepatitis C virus. The aim of this register in the first instance
is to track a patient journey from notification to referral for specialist assessment. To date only a limited amount

of information has been captured on this database. To maximize the opportunity to plan and assess the health
services response to this infection, a fulltime database manager with a clinical background is required. The overall
aims of the register, articulated in 2004, are still relevant. The register should be expanded to capture all cases of
hepatitis C nationally, other than the state-infected, who are already captured on the database described in Section
2.1.2.4.

2.7 Summary

Information on hepatitis C infection in Ireland is improving but there are many gaps in our knowledge. Data

are available from a variety of sources including routine surveillance and special studies. The data show a high
prevalence of hepatitis C in certain populations, namely those infected in the past through administration of blood
and blood products, and the ongoing larger group of IDUs. The prevalence in the general population is unknown.
Recommendations will be made for the improvement of the routine surveillance system and for further studies and
research to address current gaps in knowledge. These developments are necessary to enable better prevention and
control of hepatitis C and to guide service planning for those with hepatitis C disease.
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3. Progress on 2004 Recommendations

3.1 Introduction

As previously stated, a working group came together in 2003 to produce a strategy for the prevention, treatment
and surveillance of hepatitis C in the Eastern Region. A wide consultation process was undertaken and the strategy
was developed in partnership with the voluntary and statutory sectors. A total of 48 key recommendations were
made.

It must be emphasised again that this report was never published. As a consequence, an implementation plan was
never devised and therefore recommendations could not be formally introduced.

A much needed and comprehensive strategy — underpinned by legislation - has been devised for the care of
patients infected with hepatitis C through the administration of contaminated blood and blood products. This
gives these patients a statutory entitlement to a wide range of healthcare services without charge for the duration
of their lives.

In contrast there has been no strategic approach to the management of hepatitis C in Ireland for those infected
or at risk of infection through other routes. Any progress that has been made has been made at a local level and
through the initiatives of different organisations, agencies or individuals.

3.2 Surveillance

In 2004 problems identified with the notification system included many incomplete notifications and anecdotal
evidence of non-notification, despite this being a legal requirement. Efforts to improve the notification system
have proven difficult to surmount for a variety of reasons including perceptions of data confidentiality breaches and
threats of legal action. The end result is that one third of hepatitis C notifications do not have patients’ names.

Enhanced surveillance was also recommended in the 2004 report, in particular the capturing of data on risk
groups. This has been partially successful but in a time-consuming fashion with an inappropriate use of resources
and not uniformly across the country.

A database for surveillance and progress monitoring in relation to IDUs in the Eastern Region was set up on foot

of the 2004 report and as a result of hepatitis C infection being made a notifiable disease. This database is still in
development stage. Recommendations were made in 2004 for its enhancement but have not been implemented

due to recruitment difficulties within the HSE.

Chapter 4, section 4.4 contains recommendations to enhance the surveillance of hepatitis C in Ireland.

3.3 Treatment access, delivery and adherence

In relation to encouragement of testing, particularly in those at moderate to high risk, the use of peer support
networks was recommended in 2004. This has not been carried out. Some progress has been made in making
relevant educational programmes available and these could be expanded.

A recommendation was made in 2004 that existing protocols and guidelines for referral to specialist services
should be modified to take into account the sub-culture of illicit drug use and social marginalisation. The present
report will recommend the establishment of an Expert Group to provide guidance on clinical issues and to develop
standard protocols (see Chapter 7, recommendation 29).

A number of recommendations in relation to support staff in primary care were made in 2004. Again these have
not come to fruition and the matter is being addressed in the current report.

Greater cooperation between hepatology and infectious disease services and the Irish Prison Service (IPS) was
recommended as many prisoners are hepatitis C positive. The establishment of a framework that would enable
those involved with the clinical care of prisoners to work collaboratively with staff from the hepatology or infectious
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disease services was recommended. Initiatives are being developed locally at two prison sites in Dublin but no
national evidence-based framework has been put in place to date.

The importance of the Clinical Nurse Specialist’s (CNS) role in increasing the proportion of hepatitis C positive
individuals who could avail of treatment and maintaining patients in treatment was acknowledged in 2004 and
there has been some progress in the recruitment of additional CNSs.

As there is no central collation of data of persons in receipt of anti-viral treatment it is not possible to say how
many people have been treated overall. It is also impossible to estimate how many of those who have been
treated are not in the state infected category. Because of this it is difficult to set a target as to how many might
be treated over the next number of years, but that is something that will be addressed by a needs assessment in
recommendation 34 of this report.

3.4 Education and information

A range of recommendations pertaining to the Addiction Services was made in 2004. These recommendations
concerned programmes to slow down the progression from smoking to injecting heroin, expanded needle/syringe
exchange and education to drug takers. There has been only patchy and unquantified progress in this regard.
Recommendations from this group in relation to peer support and other education and prevention measures will
be re-iterated in Chapter Five. The National Advisory Committee on Drugs (NACD) and National Drugs Strategy
Team (NDST) prepared an assessment of needle exchange provision in Ireland for the Minister for State with
responsibility for the National Drugs Strategy in March 2008. This assessment has not been published.

Recommendations in relation to prevention of sexual transmission and transmission through snorting of

cocaine were made in 2004. However, due to the limited evidence in relation to these routes of transmission,
recommendations will not be proposed in this current document. Recommendations in relation to tattooing were
made in 2004. However, a formal approach to tattooing practices is still lacking. Recommendations in this regard
are repeated in this report.

3.5 Conclusion

There was considerable disappointment amongst those who contributed that subsequent to the completion of the
2004 ERHA report it was not published. For that reason, no implementation strategy could be agreed and many
of the recommendations from 2004 were not implemented and are repeated in this report. Given the experience of
2004 it was decided to produce an action plan with time lines - these can be found in Chapter 9.

The HSE is committed to the implementation of this plan on a phased, prioritised basis, with due regard to the
current employment and resource constraints

-14 -
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4. Surveillance

4.1 Introduction

Good quality information about hepatitis C in Ireland is needed so that appropriate actions can be taken at
population and individual levels. At population level epidemiological information is required about the number and
demographics of people infected, the modes of acquisition of infection, and trends in incidence and prevalence of
infection and risk factors. It is necessary to know what genotypes are in circulation in Ireland and whether cases
are linked, and if so how. This information is essential to guide the development of prevention and control activities
and to plan the appropriate treatment services. Such information will also allow the evaluation of the effectiveness
of any current or future interventions. Individual cases may need follow-up to establish the source of infection, to
ascertain whether any ongoing public health risk exists and to prevent further transmission of infection.

4.2 Current situation

Hepatitis C became a notifiable disease in Ireland on st January 2004.[27] Prior to this, hepatitis C could be
notified under the category “viral hepatitis, type unspecified”. Cases of hepatitis C (hepatitis C antibody, antigen
or nucleic acid positive) must be notified by the clinician and by the identifying laboratory to the Medical Officer
of Health (MOH), who is the Director of Public Health (DPH). A copy of the current clinical notification form is
available in Appendix 6 and the recommended data items to be included in laboratory notifications are listed in
Appendix 7. Notifications are confidential within the Department of Public Health. On receipt of a notification
by the Medical Officer of Health, it is checked against local infectious diseases notification databases or the
Computerised Infectious Disease Reporting (CIDR) system to ascertain whether or not it represents a new
notification e.g. to avoid duplicate entries for persons who have regular tests to check viral status.

If the case has been previously notified by another source, a new notification is not recorded. Follow up with the
notifying clinician should determine that the case is receiving appropriate management with regard to hepatitis A
and B vaccination and advice on transmission risks. In most cases, no further public health action will be required
other than to update records as extra information becomes available e.g. genotype.

If the case has not been previously notified, the status of the case is confirmed with the notifier. If the case is newly
diagnosed then further action may or may not be necessary, depending on the information provided or obtained
from the relevant clinician.

Public health follow-up may involve:

* Obtaining information e.g. demographic, clinical, risk exposure category and likely source of infection as per
the enhanced surveillance dataset.

* Determining and agreeing what further investigation is required e.g. to rule out a healthcare acquired
infection.

* Providing advice if necessary to the clinician in relation to appropriate vaccination, clinical referral and
assessment.

* Ensuring cases are advised on how to minimise the risk of transmitting infection.

Follow up is dependent on the quality and completeness of notification data. If details of the notifier or clinician
are not provided on the notification form then they cannot be contacted to enable routine public health follow up
as described above. Contact is not ordinarily made with the patient. The MOH sends a return of cases notified,
without personal identifiers, to the HPSC weekly. The HPSC collates these data nationally and publishes weekly,
quarterly and annual reports (www.hpsc.ie). The recently agreed process for managing hepatitis C notifications in
Departments of Public Health is available in Appendix 8.

4.3 Appraisal of the current situation

Hepatitis C requires laboratory confirmation for diagnosis. It is rarely diagnosed on clinical grounds, as
presentation with acute hepatitis C is uncommon and many patients present with non-specific symptoms.
Although the information on hepatitis C is greatly improved since it became a notifiable disease, there are
deficiencies in the current surveillance system:

_'|5_
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* Due to the predominantly asymptomatic nature of the condition, it is likely that many infections go
undetected.

* Trends in the number of notified cases reflect only the numbers of people being tested, rather than the
true incidence or prevalence of infection. The majority of people currently being tested in Ireland are
from high-risk groups attending services where screening programmes exist or are individuals under
investigation for liver disease.

* Trend data are only available since 2004 when hepatitis C became notifiable for the first time.
* Many notifications are incomplete and there is a lack of enhanced surveillance data

» To date, little information on specific laboratory results, in particular genotype, has been provided with
notifications.

Notification data cannot be taken as an accurate reflection of trends in incidence for the following reasons:

* Most acute cases of hepatitis C infection are asymptomatic and it is not possible to distinguish between
acute and chronic cases in laboratory tests.

» Cases notified in a particular year may have acquired their infection many years previously.

* Hepatitis C became a notifiable disease for the first time in 2004 so it is likely that some of the cases
notified since then are not newly diagnosed, rather they represent a “backlog” of previously diagnosed
cases.

» With raised awareness of hepatitis C among professionals and the public in recent years, there has been
an increase in the level of testing and consequently in the identification of already infected individuals.

Many notifications received by the DPH do not contain full names and addresses and patients are notified by
initials only.[28] The proportion of hepatitis C notifications containing initials rather than full names had increased
from 12% in 2004 to 33% in 2007 (personal communication, Department of Public Health, HSE Eastern Region).
This means that duplicate notifications cannot be identified and removed. Duplicate notifications are common for
hepatitis C, as a case may be tested repeatedly over several years, or the case may be notified by both the clinician
and the laboratory, or by notifiers in different regions.

Also, without full identifiers, it is not possible for the DPH to investigate a case and take public health action where
appropriate. In 2007 in the Eastern Region there were 1213 hepatitis C notifications. In 400 cases, only initials
were given, thereby preventing further public health follow-up.

Notification of cases of hepatitis C is a legal requirement. However, the provision of enhanced surveillance data

is not. Risk factor information is rarely provided on laboratory request forms or on notifications from clinicians.

Of the 813 notifications with full patient names received by the Eastern Region in 2007, risk factor information or
proxies were available in 421 cases (52%). The proxies used included attendance at a drug treatment clinic, asylum
seeker or refugee status, intravenous drug use or imprisonment. Use of these demographic factors as proxies for
establishing the mode of hepatitis C acquisition has not been formally evaluated. For the remaining 48%, contact
must be made with the patient’s clinician to obtain additional information. Unfortunately many notifications

have limited information on the patient’s clinician, resulting in very time consuming and often fruitless follow-up,
particularly in areas with large volumes of hepatitis C notifications. Pending resolution of these deficiencies, it is a
half-time job in the HSE Eastern Region to chase and verify enhanced surveillance data.

The lack of complete surveillance data impacts on service planning. The first year progress report on the Scottish
Action Plan 2006-2008 documented that, of the 37,500 chronically infected patients in Scotland, only 20%

had accessed specialist care and, of these, only 20% had received anti-viral treatment.[29] As Ireland does not
currently maintain a national register of all patients infected with hepatitis C, similar data is not available but it is
widely held that there is a large unmet need. A national register would facilitate:

* Ready access to numbers of patients who have been treated, who are on treatment, and who are awaiting
treatment
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* Enhanced clinical and epidemiological follow-up of patients and provision of optimal care including
o Collection of data on treatment outcomes
o Ascertainment of long-term disease outcomes and re-infection rates

o Improved “loss to follow-up” rates

A national database has been established to record data on infection acquired through blood and blood products.
Subsequent to the 2004 ERHA report, a database for surveillance and progress monitoring in relation to IDUs was
set up in the Eastern Region. Although recommendations were made for the development of this database, the
project remains in its earliest stages with lack of progress due to recruitment difficulties within the HSE. Adequate
funding is essential and an ethical imperative for the development and, in particular, the ongoing maintenance of a
register.

4.4 Recommendations

Strengthening the quality and completeness of the hepatitis C notification system

Ideally, the most efficient system would be a system based on notification of cases from laboratories. This system
would require that all requesting clinicians enter a range of information on a laboratory request form including
full patient identifiers (name and address), country of birth, ethnicity, likely country of acquisition of infection, any
available relevant risk factor information, information as to whether this case is newly diagnosed or previously
diagnosed, and clinician details. In completing the forms, notifying clinicians should make a judgement on how
they believe their patient acquired their infection. This information would then be entered by laboratory personnel
onto the lab result that is sent via CIDR to the Departments of Public Health. The report should also include
detailed laboratory results such as RNA status and genotype.

Unfortunately it is recognised that in a time-pressured environment this ideal system may not be feasible. As a
minimum it is recommended that all laboratory requests contain full patient identifiers and full clinician details
and that samples are not processed unless this information is provided. Laboratories should check their systems
for previous testing on the same individual. This information should then be transmitted with the laboratory result
to the Departments of Public Health.

Additional relevant information is obtained from clinical notifications. Therefore, efforts should be made to
encourage clinicians to notify newly diagnosed hepatitis C cases and to remind them of their statutory obligation.
Systems must be developed that facilitate them to do so.

Recommendation 1 All laboratory requests for hepatitis C serology must contain full patient identifiers and full
clinician details. This information should then be transmitted by laboratories to Public Health

Organisation Responsible NEIGIlERS
Laboratories

Recommendation 2 Encourage clinicians to notify newly diagnosed cases of hepatitis C and to provide as much
relevant information as possible.

(o] CELIEEV L N LI HSE in conjunction with practicing clinicians

Improving surveillance of newly-diagnosed cases of hepatitis C infection

Enhanced surveillance of hepatitis C should become the norm to enable appropriate public health follow up. If
recommendation 1 and 2 above are implemented this will improve the efficiency of the current system which is
labour intensive. Appendix 9 contains the recommended enhanced surveillance form which should be completed
through information received from laboratories and clinicians and/or contact made by public health staff with the
patient’s clinician.
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Recommendation 3 Undertake enhanced surveillance of all cases of newly diagnosed hepatitis C infection

(o] ENIEEV LI EE L AWl Departments of Public Health

Recommendation 4 Establish a national register of hepatitis C infected patients (other than those referred to as
“state-infected”)

(o] CENIEEN LI EE L Ml Departments of Public Health — led by the Department of Public Health, HSE Eastern Region

Enabling appropriate public health follow-up of newly diagnosed cases

Follow-up is imperative to prevent secondary spread and to identify the likely source of infection. Improving the
notification system as outlined above will enable appropriate public health follow-up of notified cases as discussed
in section 4.2.

Recommendation 5 Instigate appropriate public health follow-up on all cases of newly notified hepatitis C infection

(o] ENIEEV LI EE LMW Departments of Public Health

Improving knowledge with regard to hepatitis C infection in Ireland

Chapter 2 highlighted current gaps in the knowledge regarding hepatitis C infection in Ireland. Gaps exist with
regard to incidence, prevalence, trends and future disease burden. Data on the prevalence of hepatitis C in migrant
populations should be acquired and reviewed to establish whether or not hepatitis C infection is a concern for
ethnic minority groups in Ireland.

The proposals laid out in Chapter 2, section 2.6.2, should be carried out.

Recommendation 6 Undertake a population prevalence study as outlined in Chapter 2, section 2.5

Organisation Responsible [Hzlxs{@

Recommendation 7 Complete a modelling exercise to estimate future disease burden and aid service planning as
outlined in Chapter 2, section 2.5

(oL ENEEV W EH L S Ml HSE - Department of Public Health (HSE East), HPSC
HRB & NVRL

Recommendation 8 Conduct follow-up studies amongst IDUs to identify seroconverters and therefore incidence
rates. A national register as per recommendation 4 will facilitate this

(o] ENIEEV LI EH LMW HSE and service providers
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5. Education, Prevention and Communication

5.1 Introduction

This chapter makes a number of recommendations on initiatives to reduce new cases of infection and to reduce
transmission of infection from those who are infected. The recommendations are broad in nature and are aimed
at those populations who are most at risk of infection, namely drug users, prisoners and immigrants from endemic
countries. This chapter also addresses communication issues around hepatitis C to improve the accuracy and
consistency of current materials used for patients, those at risk and health care providers.

The guiding principles that inform this work are:

1. All actions should be based on the best available evidence.

2. Harm reduction, which aims to reduce drug related harm to individuals and communities, will be
emphasised through a wide range of policies and programmes. These will include a wide variety of
approaches including needle/syringe exchange programmes. This principle is underpinned by the premise
that harm reduction methods should be available to all.

3. A partnership approach between all levels of government, voluntary and community organisations, and
healthcare providers is recognised as essential in the prevention and control of hepatitis C.

4. The recognition that a range of social factors such as poverty, housing, education and employment status
influence an individual's ability to manage their own health.

5.1.1 Collaboration

To ensure maximum effectiveness in the delivery of an education and prevention strategy the engagement of all
agencies in both the statutory and voluntary sectors is required. The following, while not exhaustive, indicates the
key agencies that should participate in this strategy.

* HSE

* Specialist Treatment Services

* Regional and Local Drug Task Forces
* Voluntary Agencies

* Service User Groups

* Prison Services

5.1.2 Peer education

The involvement of individuals who are directly affected by hepatitis C or at risk of infection is desirable in the
development and implementation of all hepatitis C related interventions. The Third Collaborative Injection Drug
Users Study / Drug Users Intervention Trial (CIDUS 11I/DUIT) designed and evaluated a six-session behavioural
peer-education intervention.[30] Conceptually, the peer-education intervention drew on aspects of Social Learning
Theory, the Information, Motivation, and Behavioural skills model, peer education and leadership. The programme
was developed through an iterative process and through strong engagement with potential participants and local
communities. The programme also addressed facilitator training and quality assurance of intervention delivery.
Participants learn the role of a peer educator and are given appropriate tools to enable them to adopt this role.
Sessions focus on injection-related risk and sexual risk behaviour. Participants are actively prepared to encourage
further peer education and personal risk reduction. This model is one that could be developed and adapted for use
in Ireland.

5.1.3 Target Populations

Injecting drug users are at the highest risk of contracting hepatitis C. Chapter 2, section 2.1.2.1, estimated that
the prevalence of hepatitis C in IDUs in Ireland ranges from 62 per cent to 81 per cent. Within a year of injection
initiation, between 50 and 66 per cent of injectors will be infected with hepatitis C. The 2004 report outlined the
various risk behaviours associated with hepatitis C infection among IDUs including sharing of syringes and other
injecting paraphernalia, backloading and unhygienic injecting. As injecting drug use is associated with such a
high risk of contracting hepatitis C, any strategy for the management of hepatitis C must also address the issues
of drug use which include prevention, treatment and rehabilitation. Hepatitis C can be just one of many health
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concerns faced by injecting drug users, whose health is often affected by other social factors. Intravenous drug
users are often socially excluded, experience poor health and lack access to appropriate primary and other health
care services. Therefore, a more holistic approach to the health and well being of injecting drug users is required
to improve their general health status and their health outcomes from hepatitis C infection. This section will also
focus on certain subgroups of the drug-using population.

5.1.3.1 Prisoners
The high rates of hepatitis C in prison inmates pose health risks to both inmates and staff. The European
Monitoring Centre for Drugs and Drug Addiction state that “good prison health is good public health”. [31]

A comprehensive approach to harm reduction in the prison setting should be adopted to reduce drug use,
blood-borne virus transmission and new cases of hepatitis C, and should include:

* Substance misuse awareness programmes

* Supply and demand reduction programmes

* Drug free areas

* Prison needle exchange programmes

* Sterilisation equipment

* Substitution therapies

* Support programmes

* Formal links should be developed between the prison services and the addiction services to enable
continuity of care for prisoners with drug addictions on release from custody.

Since 1992 several countries have introduced prison-based needle exchange programmes (PNEP) as

a result of increasing evidence of injecting drug use in prisons, the specific risks of injecting in a prison
environment and the recognised role that prisons play in the spread of infectious diseases. Individual
PNEP have been evaluated and the evidence for PNEP has been systematically reviewed on several
occasions. One of the authors of an international review in 2004 commented “prisoners come from

the community and most return to it. What is done — or not done - in prisons with regard to HIV/AIDS,
hepatitis and drug use therefore has an impact on all”. [32] This international review has been repeated as
recently as 2006 and included site visits to different PNEP and in-depth reviews of PNEP in Switzerland,
Germany, Spain, Moldova, Kyrgyzstan and Belarus. [33]

In summarising the findings of individual programme evaluations and systematic reviews the following
evidence-based facts can be highlighted. [32-40]

Prison-based Needle Exchange Programmes
* Are safe

* Decrease needle-sharing practices among prisoners
* Reduce disease transmission including HIV and hepatitis C

* Have other positive outcomes for prisoners’ health
0 Increased referral to treatment services
o Fewer overdose events
o Reduced polydrug use

* Do not undermine safety and security

* Do not lead to increased drug use, injecting or initiation among prisoners
* Do not undermine abstinence based programs

* Have been successfully introduced in a range of prison environments

* Have successfully employed different methods of needle distribution to meet the needs of staff and
prisoners in a range of prisons.

* Protect the human rights of prisoners
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The provision of bleach and methadone has been established as an insufficient response to reducing the
transmission of hepatitis C in the prison setting. Prison-based needle exchange programmes have been
recommended by medical, legal and community-based experts as well as United Nations agencies and the
WHO.

The Beckley Report (no 12) [41] referred to existing barriers to the introduction of harm reduction services
in the prison setting including;

* Possibility that the provision of services will undermine measures taken inside the prison to reduce the
supply of drugs

* Denial by prison authorities that the problem of drug use and injecting exists
* Limitations in the introduction of infection prevention services due to budget constraints or overcrowding
* Lack of political will

* Policies that prioritise zero-tolerance to drug use over the risk of infection

A variety of international instruments and declarations exist with regard to the human rights of prisoners.
Ultimately service provision to prisoners should mirror that in the community.

5.1.3.2 Homeless
A profiling exercise, commissioned by the NACD in 2005, found that 64% (n=226) of people experiencing
homelessness had recently used illicit drugs.[42] Methadone use was confined to the Dublin homeless and
comprised 18% of the study group, of whom 28% were not prescribed it. Over one-in-two current injectors
reported sharing injecting paraphernalia in the previous four weeks (53%). Over half of problematic drug
users were hepatitis C positive (51%) compared to 23% of the total study population. Individuals who had
ever injected were also significantly more likely to be hepatitis C positive. Low numbers of problematic
drug users were currently receiving treatment for hepatitis C (11%).[43]

Previous studies have also found high levels of risk behaviours — sharing of needles, injecting in public
places and a younger age of first drug use.[44] [45] A submission on behalf of the Safety Net Service and
the Ana Liffey Drug Project outline a rising prevalence of hepatitis C within the homeless population from
an estimate of 5% in 2001 to 35% in 2005. They highlight the fact that 54% of those who have hepatitis
C and inject drugs do not always use clean needles and the fact that there are no dedicated facilities for
homeless people who do not attend a methadone treatment centre to obtain advice regarding hepatitis C.
[46]

Some of the issues uncovered by research to date include:
* Services for homeless people that are under-resourced and lacking in appropriately trained staff
* Lack of needle exchanges and safe clean injecting environments
* Structured treatment programmes that are inappropriate for homeless drug users
* Delays between initial assessment and drug treatment
» Difficulties accessing methadone maintenance treatment for a variety of reasons including
o lack of a permanent address,
0 waiting lists,
o harsh sanctioning for failing urinalysis
0 problems in attending daily methadone clinics
* Insufficient detoxification and residential places and a lack of aftercare

* Difficulties meeting the multiple needs of homeless drug users including accommodation, retraining,
employment and social support

5.1.3.3 Minority Ethnic Groups/ New Communities
Little is known either nationally or internationally on the use of illicit drugs by immigrants or minority
ethnic groups (MEGs). Merchant’s Quay Ireland (MQI) undertook qualitative research to increase
knowledge of problematic drug use in new communities in Ireland.[47 ] A review of the literature revealed:
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* Extent of drug use among new communities is not equally prevalent among all minority ethnic groups

* Differences may be explained by relative socioeconomic disadvantage, discrimination and by the values
and traditions of specific ethnic groups

» Statistics reveal that foreign nationals including people from minority ethnic groups are often under-
represented in drug treatment statistics and over-represented in crime statistics

* European research has mostly found that drug use among minority ethnic groups is less than that found
among the indigenous populations

Drug use was found to be a problem for some immigrants, with a range of drugs being used and
administered in different ways. There were some cultural variations in types of drugs used. The
fieldworkers found drug users from new communities in Ireland difficult to reach as they remained hidden,
were highly mobile and rarely associated with Irish drug users.

The social situation of MEGs was found to constitute a risk for engagement in problematic drug use.
Some of the main reasons given for engaging in drug use included:

* A means of escaping from current worries linked to the asylum process and insecure legal status
* A means of escaping from exclusion and isolation

* Experiences of post-traumatic stress disorder, war, torture and trauma

* Living in hostel accommodation with a lack of a family network or social support

* Unemployment or denial of the right to work

* To gain acceptance from, or to “fit in” with their Irish peers

Some of the barriers to accessing drug services identified by this research included:

* A lack of knowledge of existing drug services and what these services have to offer, compounded by an
inability to access information about services in their own language

* A feeling of alienation from group work where the majority of participants are Irish

* A fear of breach of confidentiality and concern that drug services might have connections with the
Department of Justice or the Gardai

* Concern that they would encounter racism, either from the clients and/or workers

A worrying increase in the numbers of homeless people from minority ethnic groups has been noted
recently and a significant proportion are IDUs (personal communication, Merchants Quay Ireland, May
2008).

5.2 Current situation
A number of agencies are involved in current education, prevention and communication initiatives. Services are
provided by the HSE, local and regional drugs task forces and by voluntary providers.

The HSE provides education on hepatitis C prevention through a number of routes including health promotion
services and education officers and outreach workers of the addiction services nationally. Services are targeted

at drug users, drugs services and community groups and are generally provided on an ad-hoc basis, based on
requests from drugs services or communities. They are commonly delivered through workshops facilitated by HSE
staff. Staff employed by the HSE in addiction and other services also provide brief educational interventions to
those at risk of hepatitis C infection.

Both the regional and local drug task forces provide some education and prevention services in relation to hepatitis
C. These services are generally delivered through education workers employed by the task forces or through
voluntary organisations funded by the task forces. The workshop type format utilised by the HSE is again the most
common method of delivery. Additionally a number of task forces, notably the Ballyfermot Drugs Task Force, have
developed a range of resources in relatio