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ABSTRACT

Objective The aim of the study was to evaluate

the effectiveness of Dry Blood Spot testing

(DBST) for hepatitis C within a geographical

area.

Design This is a prospective cohort study of all

individuals living in Tayside who had received a

hepatitis C virus (HCV) DBST between 2009 and

2011.

Results During the study, 1123 DBSTs were

carried out. 946 individuals had one test. 295

(31.2%) of these individuals were HCV antibody

positive on their first test. Overall, 94.3% (902/

956) individuals returned for the results of their

test. During the course of the study 177

individuals were retested and 29 new cases of

hepatitis C were detected. 249 individuals

attended for further follow-up, and 164

(65.5%) were PCR positive. All 164 PCR-positive

individuals were offered referral into specialist

HCV services for further assessment. Data

showed 62.5% were genotype 3, 65.1% had a

low viral load (<600 000 iu/ml) and 77.5% had

a Fibroscan score below 7 KPa. To date, 40 have

commenced treatment and a further 16 are

currently in the assessment period. Overall, we

have retained in services or treated 63.6% (105/

164) of patients who were initially referred and

with effective support mechanisms in place we

have achieved sustained viral response rates of

90%.

Conclusions The study has shown that DBST is

a complementary technique to conventional

venepuncture for the diagnosis of HCV. The

majority of patients have low viral loads and low

fibrosis scores, so that while this group of

patients may be difficult to reach and may be

challenging to maintain in therapy, they are

easier to cure.

INTRODUCTION

Chronic hepatitis C virus (HCV) infec-
tion is a major health burden which is
predicted to increase significantly over
the next 20 years.1 Chronic HCV infec-
tion affects 200 million people world-
wide.2 The early diagnosis and treatment
of HCV infection is the only way to
prevent the epidemic consequences of
HCV-related liver failure and hepatocel-
lular carcinoma.3 4 Within the UK, the
main source of HCV is injecting drug
use, however, diagnosing HCV in people
who inject drugs (PWID) has often
proved challenging. The difficulties
include practicalities of achieving venous
access, the skill sets of the workers who
have most contact with those at highest
risk of infection, and the institutionalised
barriers of access to healthcare for many
of the patient groups at highest risk.
There is also the view that testing these
groups is not cost effective on the
grounds of the uptake of the test and per-
ceived subsequent poor entry and adher-
ence to treatment.
Prevalence rates among injecting drug

users in the UK have been reported to
vary from 28% to over 44%.5 6

Unfortunately, testing for hepatitis C and
other blood borne viruses (BBV) is not
routine practice within the majority of
drug services. Lack of diagnosis will deny
individuals access to specialist care and
treatment. Identifying infection in the
early stages will prevent future complica-
tions of liver disease and cancer, and will
improve treatment outcomes.7 It also has
the potential to result in behaviour
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change and motivate individuals to access drug
treatment.
Targeted testing for HCV in drug users has been

shown to be cost effective8 and acceptable, however,
it can be difficult to carry out due to poor venous
access. Dry blood spot testing (DBST) has recently
become available and has been shown to be a reliable
alternative to blood samples.9 It has proven to be a
robust and easy method of determining HCV status
and acceptable to drug injectors.10 With appropriate
training it can be carried out by all staff working in
drug services, and does not need to be restricted to
the remit of medical or nursing staff.
This paper presents an evaluation of the introduc-

tion of HCV DBST into a geographical area. It
describes the local hepatitis C cohort and evaluates
the effectiveness and outcomes of testing. It aims to
answer the question ‘Is it worthwhile testing for HCV
infection in active drug users?’

METHODS

Setting

This is a prospective cohort study of all individuals
living in Tayside who had received a hepatitis C dry
blood spot test between 2009 and 2011. The region
of Tayside is situated in the east of Scotland and
includes the cities of Dundee and Perth and several
small towns and rural areas, covering more than 1000
square miles and the healthcare needs of approxi-
mately 400 000 people. All individuals who had
received a dry blood spot test in Tayside were included
in the study.
All data were captured using a hospital-based clin-

ical database. For all individuals in the DBST cohort
we collected data on demographic information, risk
factors, laboratory tests, referral, follow-up and treat-
ment. All patients in the study were allocated a code,
and patient information used was anonymous.

Intervention

The development was carried out over a 28-month
period between 2009 and 2011. Hepatitis C was
tested for by taking a finger prick of blood, spotting
this blood onto specially designed paper, and once
dried, it was sent to Medical Microbiology where it is
tested for HCV antibodies. Staff within local needle
exchanges and drug services were given appropriate
training, some members of the staff were drug
support workers who did not have a nursing or
medical background. They attended a 2 h interactive
teaching session which covered issues related to BBV
and the process of carrying out a dry blood spot test.
They were all provided with written guidance and
were supported in implementing this by a hepatitis
nurse specialist. During the study, 120 staff across the
region were provided with education to carry out the
tests.

Testing for HCV was offered to all individuals who
accessed needle exchange or drug treatment services.
A follow-up appointment for results was arranged for
2 weeks after testing. All individuals who were tested
were given appropriate harm reduction advice and
were also offered referral to drug treatment services if
they were not currently under care. All individuals
who received a positive antibody HCV test were
offered referral to the specialist hepatitis service. If
the individual continued to be at risk of a BBV, retest-
ing was offered on an annual basis.
Additional BBV testing on DBST has been validated

for HIV and hepatitis B virus (HBV). At the outset of
the study, HIV testing was also included, and in the
second year of the study, hepatitis B surface antigen
testing was offered.

Follow-up

The results of intervention are presented as those
patients who reached each follow-up stage by the end
of the study period, this is a real-world observational
study, staff and patients will have subsequent oppor-
tunities to progress results and consider therapy.

RESULTS

During the study, 1123 DBSTs were carried out;
56.1% (631) of the tests were performed within
needle exchange centres (NEXC), and 492 within
drug treatment centres (DTC). DTCs included a range
of services including assessment and maintenance pre-
scription services, rehabilitation services and criminal
justice services; 946 individuals had one test, 177 had
a follow-up test greater than 1 year after the first. The
demographics of the 946 individuals at the time of
their first test are listed in table 1.
The risk factor for the majority of patients was

injecting drug use. The drug used was predominantly
heroin. There were two individuals tested who had
injected steroids. There were two sex workers who

Table 1 Demographics of individuals receiving HCV DBST

Demographic
characteristics|

NEXC
(n=525)

DTC
(n=421)

p
Value

Median age, years (range 16–
57)

30.1 years 33.2 years <0.001

Male (%) 330 (63) 261 (62.3) 0.787

Ethnic group British
Caucasian (%)

518 (98.7) 418 (99.3) 0.525

Current unemployment (%) 520 (99.4) 413 (98.2) 0.265

Risk factor injecting drug use
(%)

523 (99.6) 421 (100) 0.505

Previous hepatitis C test (%) 130 (24.7) 30 (30.8) 0.040

Previous HIV test (%) 127 (24.1) 97 (23.1) 0.780

Previous B test (%) 125 (23.9) 95 (22.5) 0.698

DBST, dry blood spot testing; DTC, Drug treatment centres; NEXC, needle
exchange centres.

LIVER

256 Tait JM, et al. Frontline Gastroenterology 2013;4:255–262. doi:10.1136/flgastro-2013-100308

 group.bmj.com on June 10, 2014 - Published by fg.bmj.comDownloaded from 

http://fg.bmj.com/
http://group.bmj.com/


accessed a test in NEXC as they were aware testing
was been carried out there.
Data was collected on the number who had received

a previous test for a BBV; 53 out of 946 (5.6%) had a
hepatitis C test within the previous 12 months, and
264 out of 946 (27.9%) of the whole caseload had
taken a test within the last 10 years. Table 1 lists the
breakdown of previous BBV tests per group. The per-
centage of individuals having a previous hepatitis test
was slightly higher if they had been accessing drug
treatment services; however, the tests had not been
carried out within drug services. Of the previous
HCV tests, 35.8% were by general practitioners,
18.8% were carried out during an outpatient clinic or
hospital admission, 11.9% of tests were taken in ante-
natal clinics, and 11.3% in prison.

Results of blood spot testing

Individuals numbering 295 (31.2%) were HCV anti-
body positive on their first test. The prevalence within
the drug treatment group was higher at 35.3% as
opposed to 27.5% in NEXCs (table 2); 214 were new
diagnoses, and 81 were known to be HCV antibody
positive in previous tests. None of the 81 retested
were currently in follow-up with specialist hepatitis
services. One individual who tested positive for HIV
antibodies on follow-up bloods showed that he was
HIV negative. There were 492 tests which were also
tested for hepatitis B surface antigen, and there were
no cases of HBV detected.
Overall, 94.3% (902/956) individuals returned for

the results of their test. There was no difference in the
small percentage who did not return for their results
irrespective of site of testing. Of the 59 tests where
results were not given, 44 were HCV antibody nega-
tive, eight were known to be HCV antibody positive,
and seven were new diagnosis of HCV.

Repeat DBST for BBV

Individuals previously negative on testing, who con-
tinued high-risk behaviour, were offered a repeat test
after 1 year. During the course of the study, 177 indi-
viduals were retested for all three BBVs; there were no

new HIV or Hepatitis B infections, but 29 new cases
of hepatitis C were detected, with 27 individuals who
tested positive returning for their results. This gives
an annual seroconversion rate for clients engaged in
needle exchange and drug services of 16.1%, although
nearly all the new positives were within the needle
exchange setting.

Follow-up within specialist service

There were a total of 324 positive antibody tests.
Results were issued to 307 and they were all offered
referral to the specialist service for follow-up bloods
to assess their PCR virus status. Nine declined the
referral leaving 298 individuals who agreed to
ongoing follow-up. The patients who declined referral
were encouraged to seek drug treatment and given
advice about prevention of transmission of hepatitis
C. Forty-nine individuals failed to attend for
follow-up for bloods and assessment, therefore, the
PCR status by venous blood was unable to be docu-
mented on these individuals. Subsequent DBST PCR
was able to been carried out on 32 of these indivi-
duals, and 10 were shown to be PCR negative.

Outcomes of follow-up

Individuals numbering 249 attended for further
follow-up, and their PCR status was checked by
venous bloods, and 164 (65.5%) were PCR positive;
85 individuals who were PCR negative were informed
that they had cleared the virus, however, they were
advised that this did not give them immunity from
reinfection, and they were provided with harm reduc-
tion advice, and were encouraged to access drug treat-
ment if not already on substitution therapy.
All 164 PCR positive individuals were offered refer-

ral into drug treatment and/or specialist HCV services
for further assessment and treatment. Twenty-six
declined further follow-up at this stage, and will be
referred back to the specialist service by their key
worker when appropriate.

Assessment and treatment

One hundred and thirty-eight individuals attended for
further investigations. Bloods were obtained for geno-
typing and further HCV viral load. Seven were unable
to be typed because the viral load was too low for
processing. Of the 131 processed, 46 (35.1%) were
genotype 1, and 82 (62.5%) were genotype 3. The
viral load was checked and 90 (65.1%) individuals
had a low HCV viral load (<600 000 iu/ml) (table 3);
52 attended for further assessment which included an
assessment of fibrosis using a Fibroscan, (Echosens,
France), and the results suggest that the majority of
individuals had no obvious fibrosis or mild fibrosis.
Only 12 individuals had a score between 7.1 and
12 KPa suggesting moderate fibrosis, and three were
above 12 suggesting cirrhosis. Individuals who

Table 2 BBV test results at first DBST

DBST BBV
testing

All
(n=946)

NEXC
(n=525)

DTC
(n=421)

p
Value

All positive HCV
test (%)

295 (31.2) 146 (27.5) 149 (35.3) 0.013

Hepatitis C new
diagnosis

214 118 96 0.937

Hepatitis C
previous positive

81 28 53 <0.001

HIV pos test 1 1 0 N/A

Hepatitis B pos test 0 0 0 N/A

BBV, blood borne virus; DBST, dry blood spot testing; DTC, Drug treatment
centres; HCV, Hepatitis C virus; NEXC, needle exchange centres.
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continued to attend for assessment and scans were
offered access to HCV treatment.

Continuing follow-up in anti-HCV therapy service

In the follow-up period to date, 138 HCV PCR indi-
viduals accepted referral to specialist services: 40 had
commenced treatment. The mean age of individuals
starting treatment was 33.4 years, and 29 (72.5%)
were male. They were all treatment naïve, and the
majority received interferon and ribavirin therapy for
24–48 weeks dependent on genotype. Genotype 1
patients who had a viral load under 600 000 iu, and
obtained a rapid viral response (HCV PCR negative at
4 weeks) were given 24 weeks treatment. At the end
of the study, protease inhibitors were approved, and
two genotype 1 patients in the cohort received this in
addition to interferon and ribavirin.
Twenty-six had completed the full course of treat-

ment, one was non-compliant and stopped, one was
non-compliant and was a non-responder. Twelve were
still currently on treatment. Six were within the
6-month period of stopping treatment and were
awaiting sustained viral response (SVR) results.
Overall, 90.9% (20 out of 22) have had a sustained
response to treatment (table 4).
A further 16 were currently in the assessment

period for treatment; 54 were in continued follow-up
and working towards treatment, the delay in treat-
ment being due to ongoing problems with drug
misuse. The priority for these individuals was to be
stabilised on drug treatment and, if needed, address
other health or social issues before they wished to
start HCV therapy. Thirty-eight individuals had
declined further follow-up, and three individuals died
from a drugs-related death (figure 1).

No follow-up in HCV specialist service

At the end of the study period, there were a total of
101 patients who had not continued with follow-up.
Ten had been shown to be PCR negative on DBSTand
did not require further follow-up. Seventeen had not
received their results; 35 were not aware of their PCR
status, and 39 had declined further follow-up. Of
these 101, seven were dead, four were in prison
outwith the region, two had moved from the area, 56
were in current contact with local drug services.
Thirty-one were not known to be in contact with
drug or other community services. Forty-four of these
individuals were tested in the NEXC. Although they
had not attended for follow-up in HCV specialist
service, 32 had accessed drug treatment services after
their diagnosis, and 27 were still on a methadone
programme.

Cost analysis

To cost the intervention, the following assumptions
have been made: first, that the cost of conventional
HCV testing by venepuncture prelaboratory is essen-
tially zero, justified by the fact that there would be no
cost saving if HCV testing was stopped, as training for
venepuncture would still be required and needles and
syringes would still be used. Second, the laboratory
cost of the HCV testing (£2.75) is the same between
conventional testing and DBST except for an add-
itional elution step for DBST and the provision of the
DBST card and lancet which is an extra £5.40 per
test. We did not quantify the cost of staff training, as
this was predominately included in our BBV network
training sessions which we had already secured
funding for.
The total number of conventional HCV antibody

tests performed during the study period was19 600.

Table 3 Viral load, genotype and fibrosis status of HCV positive
patients

Total=131
NEXC
(n=73)

DTC
(n=58)

p
Value

Genotype 1 (%) 30 (41.1) 16 (27.5) 0.146

Genotype 2 (%) 1 (1.4) 1 (1.7) NS

Genotype 3 (%) 42 (57.3) 40 (68.9) 0.205

Genotype mix 1/3 0 1 (1.7) N/A

Total=138 n=77 n=61

HCV viral load <100 000 iu/ml
(%)

28 (36.3) 20 (32.7) 0.720

HCV viral load 100 000–
600 000 iu/ml (%)

23 (29.8) 18 (29.5) NS

HCV >600 000 iu/ml (%) 26 (33.7) 23 (37.7) 0.720

Total=52 n=23 n=29

Fibroscan score <7 kpa (%) 18 (78.2) 19 (65.5) 0.368

Fibroscan score 7.1–12 kpa (%) 4 (17.3) 8 (27,5) 0.513

Fibroscan >12 kpa (%) 1 (4.3) 2 (7.7) NS

DTC, Drug treatment centres; HCV, Hepatitis C virus; NEXC, needle
exchange centres.

Table 4 Demographics of 40 treatment patients

Total=40
NEXC
(n=17)

DTC
(n=23)

p
Value

Male (%) 15 (88.2) 14 (60.8) 0.078

Mean age starting treatment 33.2 years 33.5 years 0.876

Genotype 1 (%) 5 (29.4) 5 (21.7) 0.716

Genotype 2/3 (%) 12 (70.5) 18 (78.2) 0.716

HCV viral load <600 000 (%) 10 (58.8) 10 (43.4) 0.523

Fibrosis score <7 (%) 13 (76.4) 14 (60.8) 0.332

Outcomes end treatment=28 n=10 n=18

Completed treatment 10 16 0.520

Incomplete treatment/relapse 0 1 N/A

Incomplete non-responder 0 1 N/A

SVR data=22 n=10 n=12

SVR 10 10 0.480

Relapses 0 0 N/A

Sustained viral response
(ITT) (%)

10/10 (100) 10/12
(83.3)

DTC, Drug treatment centres; HCV, Hepatitis C virus; ITT, intention to
treat; NEXC, needle exchange centres; SVR, sustained viral response.
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The number positive was 506 which is a prevalence of
2.6%. This indicates that the cost of a positive venous
blood test is £106.52 as opposed to £29.81 for a posi-
tive dry blood spot test (table 5).

DISCUSSION
This paper shows that DBST for BBV is easy to use
and acceptable to both staff and clients. With effective
training and clearly written staff information, this can
be carried out by drug workers and social care staff,
provided that there is a robust referral pathway or
managed care network to ensure the transition of
patients into treatment if they wish it. Staff within
needle exchange reported that the uptake was good
and the majority of clients who attended regularly
took the test. Unfortunately, this cannot be quantified

because clients attending needle exchange are not
required to give identifying information.
The study has significantly contributed to an

increase in the number of new hepatitis C cases
within our region. In 2008, there were 127 (rate of
32.1 per100 000) reported to Health Protection
Scotland (HPS).11 In 2009, 2010 and –2011, this
increased to 179, 233 and 276 respectively. At the
end of 2011, the rate of new diagnosis had signifi-
cantly increased to 68.5 per 100 000 of the Tayside
population12 which is significantly higher than the
overall rate for Scotland (figure 2). It is recognised
that this increase is not just related to DBST testing as
our local BBV Managed Care Network has been
raising awareness of hepatitis C to healthcare profes-
sionals and social care staff with a series of teaching
sessions and staff information material. However,
while the number of new diagnosis of HCV due to
conventional testing increased slightly during the time
of the study, the increase of new diagnosis rate was
predominately due to the addition of DBST.
The introduction of DBST has provided drug users

with access to BBV testing, and many would not have
accessed testing in other settings. The results showed
that over 70% had never received a test despite a
known history of injecting drug use. Over 50% of the
previous hepatitis tests were carried out in an oppor-
tunistic manner if individuals happened to be admit-
ted to hospital, seen in a clinic setting or prison.
Although there were a number of individuals who had

Table 5 Cost of DBST (excluding staff time and VAT)

DBST
Venous blood
test

Cost per test (£) 8.15 2.75

Number tests 1123 19600

Number positive tests 307 506

Prevalence (%) 27.3 2.6

Total costs of tests over study period
(£)

9152.45 53900

Cost per positive test (£) 29.81 106.52

DBST, dry blood spot testing.

Figure 1 Hepatitis C dry blood spot testing outcomes.
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previously tested hepatitis C positive, the use of DBST
was a mechanism to encourage these individuals to
address their health and hepatitis status and encourage
them to access care and treatment. Although it was
not part of the initial dataset, anecdotally, staff carry-
ing out the test reported that in the majority of cases,
where testing was repeated, this was because the indi-
vidual had not previously been given the diagnosis or
had been unclear of the result. In some cases, previous
HCV PCR results had not been checked, and
follow-up blood tests showed that they had cleared
the virus.
At the beginning of the study, we were aware that

offering testing to chaotic PWID would only be
deemed effective if the result could be returned to the
patient and lead to a number entering HCV therapy.
During the study, after over a thousand tests, there
were only 17 individuals who were newly diagnosed
and not aware of their diagnosis. The use of DBST
has encouraged individuals to engage with services.
The study showed that a high percentage attended for
follow-up bloods and assessment, and many have
either started treatment or are in the process of assess-
ment. It is expected that the number on treatment will
continue to rise over time. This initiative is still in its
early stages and, in some cases, it takes time for indivi-
duals to access drug care and treatment and to be in
the best position to undertake HCV treatment. The
attendance at follow-up appointments for Fibroscan is
not optimal. This is probably due to the fact that our
Fibroscan is situated with the main hospital centre.
For some individuals this can mean a round trip of
over 60 miles. All other care and treatment is pro-
vided locally in outreach services. We have now pur-
chased a portable Fibroscan machine which can be
taken to outreach clinics, and this should increase our
attendance rates.
A question could be raised about the number of

individuals who did not receive their initial results, or

did not return for follow-up PCR bloods tests. The
results of the study could be improved by the use of
point-of-care testing,13 or issuing results of the initial
dry blood test PCR result. As a team we did not
believe that this would be in the best interests of the
individual. The impact of a diagnosis of hepatitis C
cannot be underestimated even in a group who may
have considered themselves to be at high risk. This
system allows individuals to come to terms with the
diagnosis. They are informed that the test has been
reactive for hepatitis C antibodies, and follow-up tests
will reveal if they have cleared the virus spontan-
eously. In response to our early results, we now tell
them that they have a one-in-three chance of spontan-
eously clearing the virus. This three-step approach
helps to prepare individuals for a positive diagnosis
and allows a member of the specialist hepatitis team
to be involved in breaking the bad news.
The real benefit of routine testing is the ability to

diagnose individuals early and provide anti-HCV
treatment when it has the greatest chance of cure. The
follow-up bloods and investigations suggest that the
majority of individuals have low viral loads and low
levels of fibrosis which are associated with high SVR
rates. Our team have previously shown that providing
treatment to active drug users and those on opiate
substitution therapy can have similar rates of SVR
rates to non-drug users.14

The study also shows a very high uptake of testing,
and delivery of results in PWID is achievable by
embedding testing in core drug misuse services, creat-
ing ‘a one-stop shop’. It has also demonstrated that
this can, in turn, lead to a substantial number of
patients entering therapy. The project was also
unlikely to be as successful without the impact of our
local BBV Managed Care Network which was estab-
lished in 2004, which we have previously shown had
a radical effect on improving access to care and treat-
ment for a traditionally hard-to-reach population.15

Figure 2 Persons reported to be HCV antibody positive. Rate per 100 000.

LIVER

260 Tait JM, et al. Frontline Gastroenterology 2013;4:255–262. doi:10.1136/flgastro-2013-100308

 group.bmj.com on June 10, 2014 - Published by fg.bmj.comDownloaded from 

http://fg.bmj.com/
http://group.bmj.com/


This network crosses the boundaries of primary and
secondary care and provides a communication link for
all healthcare professionals looking after patients with
hepatitis C in our region. Drug workers are able to
refer to the specialist service, and patients are seen in
outreach clinics throughout the region.
The study did not monitor if the diagnosis of hepa-

titis C had any effect on behaviour change. It would
have been helpful to examine other effects of both a
positive and negative diagnosis. Anecdotally, staff
within the needle exchange believe that an important
outcome of the project is that a diagnosis of hepatitis
C testing appears to encourage individuals to access
drug treatment. Although it is recognised that there
are a number of other factors that could have influ-
enced this, there were a significant number who
accessed drug treatment after their positive test. In
addition, staff within the drug services providing the
test believe that some individuals appear to have had a
positive experience of testing. Many drug users have a
fatalistic approach to BBVs, and some assumed that
they were positive when in fact their test was negative.
This result seemed to have an impact in increasing
their use of clean equipment, however, this may have
been a short-term outcome. The study also raised con-
cerns about the number of new positives diagnosed
within the second year of the study, this is a high-risk
group but, anecdotally, it has been reported that in
some cases a negative test may have given them a false
sense of security, making them invincible to infection.
Future studies currently being designed will, hopefully,
begin to tease out some of these issues.

CONCLUSION

It was widely believed that testing for HCV in PWID
was pointless as it would not lead to new diagnosis of
treatable patients. The study has shown DBST is a
complementary technique to conventional venepunc-
ture for the diagnosis of HCV. DBST can be used in
environments unsuited to taking blood samples, and
used by existing non-specialist hepatitis staff working
in drug treatment services and needle exchange facil-
ities. Additionally, we have shown that the client
group offered testing had a high uptake rate, and over
94% of individuals returned for their results.
More importantly, we have observed a significant

number of individuals of those found to be HCV
PCR positive entering into and being maintained in
anti-HCV treatment programmes. It is an interesting
observation that these patients have low viral loads
and low fibrosis scores, so that while this group of
patients may be difficult to reach and may be challen-
ging to maintain in therapy, they are easy to cure.
Overall, we have retained in services or treated 63.6%
(105/164) of patients who were initially referred
(figure 1), and with effective support mechanisms in
place we have achieved SVR rates of 90%.

The use of DBST in chaotic populations of PWID is
cost effective compared with conventional testing
both in terms of cost per diagnosis and cost per entry
into treatment. The DBST will become a vital tool in
controlling the HCV epidemic and preventing the rise
in the tide of HCV-related liver disease.

What is already known on this subject

▸ The early diagnosis and treatment of HCV infection is
the only way to prevent the epidemic consequences
of HCV-related liver failure.

▸ Within the UK, the main source of HCV infection is
injecting drug use, however, diagnosing HCV in people
who inject drugs (PWID) has often proved challenging.

▸ Testing for hepatitis C and other blood borne viruses
is not routine practice within the majority of drug
services.

What are the new findings

▸ The study has shown dry blood spot testing (DBST) is
a complementary technique to conventional vene-
puncture for the diagnosis of HCV.

▸ It can be used by existing non-specialist hepatitis
staff working in drug treatment services and needle
exchange facilities.

▸ This can lead to significant increase of the number of
PWID diagnosed and treated.

▸ Individuals have low viral loads and low fibrosis
scores, so that while this group of patients may be
difficult to reach and may be challenging to maintain
in therapy they are easier to cure.

How might this impact on clinical practice in the
foreseeable future

▸ The DBST will become a vital tool in controlling the
HCV epidemic and preventing the rise in the tide of
HCV-related liver disease.

▸ It will provide evidence to other health boards, that
the use of DBST in chaotic populations of PWID is
cost effective compared with conventional testing
both in terms of cost per diagnosis and cost per
entry into treatment.
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