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Pilot study: Combining formal and peer education with FibroScan to increase HCV

screening and treatment in persons who use drugs.

ABSTRACT

Background: Treatment uptake for hepatitis C virus (HCV) infection remains low in persons who
inject drugs (PWID), due to lack of knowledge and low perceived need for treatment. Therefore, we
conducted a pilot study to assess the influence on knowledge and willingness for HCV screening and
treatment among persons who use drugs (PWUD) by combining formal and peer education with

FibroScan measurement.

Methods: Clients of the Center for Alcohol and other Drug problems (CAD) in Limburg (Belgium) were
randomized into a control group, which received the standard of care, and an intervention group,
which received an innovative combination of formal and peer education followed by FibroScan.
Knowledge of HCV infection and willingness for screening and treatment were evaluated at baseline,

after intervention and 1 and 3 months after intervention by means of questionnaires.

Results: Baseline knowledge was similar for the control (N=27) and the intervention group (N=25)
(58% vs. 59%; p=0,67). Immediately after the information session, knowledge increased to 86%
(p<0,001) in the intervention group. After 3 months, knowledge decreased significantly (69%; p=0,01).
No significant changes in knowledge were found in the control group. Baseline willingness for
treatment was 81% in both the control and intervention groups, but after one month decreased in the
control group (44%) and remained stable in the intervention group (75%). Differences in actual
screening uptake between the control and intervention group were not significant (7% vs. 20%). Four

percent of the intervention group and no one in the control group started treatment.

Conclusion: The small number of subjects should be considered when interpreting the results of this
study. In brief, the single information session significantly improved HCV knowledge among PWUD,
but did not result in a higher uptake for screening and treatment. This could signify that there are other
important reasons, besides lack of knowledge, not to undergo screening or start treatment. The fact
that knowledge decreased after 3 months indicates that it would be beneficial to repeat the information

session regularly.
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1. BACKGROUND

Hepatitis C is a viral infection caused by the hepatitis C virus (HCV) and affects 130-170 million people
worldwide (Denniston, Klevens, McQuillan, & Jiles, 2012; Fusfeld, et al., 2013). HCV is primarily
transmitted through blood-to-blood contact associated with intravenous (IV) drug use. The WHO
therefore categorized PWID as the main risk group for infection in western countries and emphasizes

the importance of screening and treatment within this population.

However, despite safe and very effective, new treatment options, screening and treatment uptake for
HCV infection among PWID remains low. (Solomon, et al., 2015) This could be explained by the many
barriers PWID have to overcome, which are related to mistrust of the healthcare system, fear, financial
and social status and physical or psychiatric health problems. (Edlin, et al., 2005; Roose, Cockerham-
Colas, Soloway, Batchelder, & Litwin, 2014) Other important factors are an insufficient knowledge of

HCV infection and a low perceived need for treatment. (Mehta, et al., 2008; Zeremski, et al., 2014)

In Belgium, medico-social centers were established in 1997 to provide drug users with accessible
medical and psychosocial care to lower the threshold towards making health improving decisions.
Previous studies have shown that formal education significantly improved knowledge of HCV (Beste,
et al., 2009; Gupta, Romney, Briggs, & Benker, 2007; Lubega, Agbim, Surjadi, Mahoney, & Khalili,
2013; Nyamathi, et al., 2010; Proeschold-Bell, et al., 2011; Shah & Abu-Amara, 2013; Surjadi,
Torruellas, Ayala, Yee, & Khalili, 2011), screening for HCV (Shah & Abu-Amara, 2013; Skipper, Guy,
Parkes, Roderick, & Rosenberg, 2003), treatment uptake and adherence (Cacoub, et al., 2008; Gupta,
et al., 2007; Larrey, et al., 2011; Lubega, et al., 2013) and reduced infection-related risk behavior
(Mateu-Gelabert, et al., 2014). Peer education can be used to reach PWUD and to guide them
towards screening and treatment. This method already appears to be effective for a number of other
chronic diseases such as diabetes, HIV and heart disease. (Geibel, King'ola, Temmerman, &
Luchters, 2012) FibroScan is a fast, non-invasive, painless and therefore patient-friendly method to
assess the stiffness of the liver, which is an accurate indication of the stage of liver fibrosis and

damage to the liver in persons with hepatitis C viral infection. (Afdhal, et al., 2014)

In short, these studies demonstrate that formal education, peer education and FibroScan assessment

can improve HCV-related knowledge and uptake for HCV screening and treatment.



Therefore we designed an innovative approach by combining formal education, peer education and
FibroScan assessment. In this pilot study, one session of formal and peer education was combined
with FibroScan to assess the influence on knowledge and willingness for HCV screening and

treatment among PWUD attending opioid substitution treatment (OST) program.

2. PATIENTS AND METHODS

2.1. Study population and study center

Clients of the Center for Alcohol and other Drug problems (CAD) located in Limburg comprise of
former and current substance users. CAD is a multidisciplinary center with physicians, social workers,
psychologists, psychiatrists and nurses. The center provides OST, but also treats/refers patients for
the treatment of other comorbidities. Each year, care is provided to approximately 1300 clients with
illegal substance use problems. The population of CAD clients on OST remains stable, however there
is some population shifting in and out the program. Every year, approximately 13% of the clients who
left the program for a short time period, reentered the program. A limited number of new clients join

the substitution program every year.

The multidisciplinary network to treat substance users with HCV operates as follows: in CAD the
addiction care physician (often assisted by a nurse) sends patients’ blood to the lab for HCV
antibodies and HCV RNA quantitative testing. If the patient is positive for antibodies and HCV RNA
they refer the patient to the hepatologist at the nearest hospital, located only three kilometers away
from the CAD center. The hepatologist handles further testing/diagnosis such as HCV RNA
guantitative test, HCV genotyping, other blood tests, liver biopsy etc., in line with the Belgian
reimbursement criteria related to HCV diagnosis and treatment. After each appointment with the
hepatologist, the reports are posted to the addiction care physician who referred the patient, because
the addiction care physicians also act as general practitioners for these patients and treat them for
other comorbidities. Even during the HCV treatment, there is a close collaboration between the

hepatologist and the addiction care physician.

Eligible clients were asked to participate in the study during their daily or weekly visit to CAD. The
study was conducted between February 2014 and December 2014. At that time interferon based

therapy was the standard of care for HCV antiviral therapy in Belgium. The first generation of Direct



Acting Antivirals (DAAs), telaprevir and boceprevir, were available. Reimbursement for the newer

DAAs for HCV infection was approved in Belgium starting on January 1, 2015.

Inclusion criteria for this study included: 1) age = 18 years, 2) signed informed consent, 3) history of
substance use and substitution treatment at CAD Limburg. Exclusion criteria were defined as suffering
from cognitive disorders and/or an inadequate knowledge of the Dutch language. Eligible patients
were identified by cross-checking the list of the patients attending the substitution program with the
care provider. While checking the patient file for eligibility, it was checked whether the patient suffered
from a cognitive disorder. In CAD the diagnosis of a cognitive disorder was made by a psychologist-

psychiatrist according to the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) criteria.

This study was approved by the ethical review board of Hasselt University and Ziekenhuis Oost-
Limburg (ZOL).

2.2. Study design

For this pilot study, the participants were randomized into two groups: the control group, who received
the current standard of care, and the intervention group, who received an information session followed
by a FibroScan. The study was single blind, as it was impossible to blind the research team due to the

researcher’s involvement in the information session and its coordination.

In the control group, it was announced that information brochures on hepatitis C virus infection were
available in the waiting room of the CAD center, which is considered the ‘standard of care’. The
brochure (supplemental information) available at the CAD provided information about HCV

transmission routes, diagnosis, treatment and how to prevent HCV infection.

For the intervention group, information sessions were organized at CAD Limburg in a meeting room
with coffee and sandwiches. The information session was organized for small groups with 5 to 10
clients and lasted approximately one hour. Essential information was given by a video and a didactic
PowerPoint presentation (supplemental information) in Dutch. The presentation given by the care
provider covered the following topics: hepatitis C virus, effects on the liver, disease course, viral
transmission, symptoms of hepatitis C infection, diagnosis, prevention of liver damage, treatment for
hepatitis C infection and re-infection. After the power point presentation additional information was
given by peers who shared personal experiences about the medication, side effects, duration of

treatment, costs, family support and the effect of the treatment on their life. Afterwards, there was time


https://en.wikipedia.org/wiki/Diagnostic_and_Statistical_Manual_of_Mental_Disorders

for questions and discussion. Requirements for being a peer were having successfully completed
treatment for HCV infection, having a history of drug use and still being connected to or following the

substitution program. These peers previously received a short training on hepatitis C viral infection.

Shortly after the information session, a FibroScan was performed at Ziekenhuis Oost-Limburg, Genk,
located on three kilometers from the CAD center. The participation in this study was not affected by
the fact that FibroScan could not be performed on site at CAD because the transport to the hospital
and the total cost was covered by the study coordinators. The patients were transported by taxi,
seating 5-7 passengers, from the CAD to the hospital. Depending on the number of participants, who
were scheduled to undergo FibroScan, the study coordinators booked a taxi a couple of days before
the visit. The participants were picked up at CAD and brought back afterwards and they were
accompanied by a member of the study team. Before the participants underwent the FibroScan, it was
explained that this technique is used to measure liver fibrosis. After the FibroScan, the outcome was
communicated with the participants and further explanation was given to each participant individually

by a hepatologist. Ten valid measurements were performed with a medium (M-) probe.

2.3. Data collection and statistical analysis

At baseline, a questionnaire about demographic characteristics was completed. Participants
completed a questionnaire assessing HCV knowledge as well as willingness to undergo screening
and, if indicated, treatment. This questionnaire was completed at baseline and was repeated
immediately after the information session and 1 and 3 months afterwards to assess whether the
participants had retained the knowledge over time. This questionnaire consisted of 19 true/false
guestions regarding HCV-related knowledge (Table 2). The addiction care physician and care workers
were contacted to determine whether blood samples were taken from the participants for HCV

screening and, if positive, whether they consulted a hepatologist for diagnosis and treatment.

A sample size calculation was not possible because the common standard deviation is not known.
Therefore, the rule of thumb for sample size determination in pilot studies was used. This led to 12
participants per group (or 24 in total) that would have to fill in the questionnaires across all three time
points. To account for any participants lost to follow-up, as many as possible CAD clients were asked

to participate, resulting in a total of 52 participants.



Patient characteristics were analyzed with descriptive data analysis and summarized using mean + SD
and frequencies. Patient characteristics were also tested for possible differences between control and
intervention groups with Chi square/Fisher's Exact Test. Continuous data that had no normal
distribution were shown with median values and interquartile range (IQR). Mann-Whitney U tests were
used to assess the differences between the control and intervention groups. To assess the change in
knowledge scores over time, a Wilcoxon signed rank test was used. To determine the changes in
willingness for a screening test and treatment, a McNemar test was used. A Fisher's Exact Test was
performed to test whether being in the intervention group was significantly associated with HCV
screening and treatment uptake. A P-value <0,05 was considered significant. IBM SPSS Statistics 22

was used to analyze the data.

In order to control for missing data regarding willingness for screening and willingness for treatment, a
sensitivity analysis examined the effect in two possible situations. In the first situation all participants
with missing data were considered to be willing to receive screening and treatment. In the second
situation all participants with missing data were considered not willing to receive screening and

treatment.

3. RESULTS

Fifty-two clients participated in this study but only 17 completed all questionnaires. Twenty-seven
patients were randomized to the control group and 25 to the intervention group. During this study, 7
participants were incarcerated, 2 were hospitalized, 24 left the substitution program and 2 persons

died.

Patient characteristics

Most participants were Belgian males with a mean age of 3918 years. Non-Belgian participants were
most frequently of Moroccan (10%), Turkish (6%) or Italian (6%) origin. Fifty-two percent of the total
study population graduated from secondary school. Participants most often lived alone in a rented
house or flat and received a replacement income with a mean of 959 EUR. Sixty-nine percent of the
participants reported that they used drugs intravenously, and 49% reported that they had injected
drugs in the past 3 months. The items that were most often shared when using IV drugs were water
(29%) and tourniquets (23%). Sixty-seven percent of the participants were tattooed and 85% were

ever incarcerated. One out of five had received a blood transfusion, but nobody ever received a liver
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transplant. Almost all participants were heterosexual (Table 1). No significant differences in patient

characteristics were found between the control and intervention group.

HCV knowledge

At baseline, the knowledge scores were an average of 58% for the control group (n=27) and 59% for
the intervention group (n=25) (Table 2). No significant differences were found in baseline knowledge

scores between the control and intervention groups (p=0,67) (Figure 1).

Immediately after the information session, average knowledge scores increased by 27% (p<0,001) to

86% in the intervention group (n=25) (Figure 1).

One month after the information session knowledge scores (86%) did not decrease significantly in the
intervention group (n=11, p=0,60). After 3 months, knowledge scores (69%) decreased significantly in
the intervention group (n=12) by 17% (p=0,008). However, the knowledge scores were still
significantly higher than baseline scores (p=0,02). No significant differences in knowledge scores were

observed in the control group after one month (n=11, p=0,14) or three months (n=6; p=1) (Figure 1).

Willingness to undergo screening and treatment

At baseline, the majority of the participants were willing to give a blood sample for HCV testing, 89%
(24/27) in the control group and 86% (19/22) in the intervention group. Willingness decreased after
one month in the control group from 89% (24/27) to 60% (5/9). In the intervention group, willingness
for HCV testing increased from 86% (19/22) to 96% (22/23) after the information session. After one
month and after the FibroScan, willingness was 100% (Table 3). After 3 months, willingness to
undergo screening increased in the control group to 67% (4/6), but decreased in the intervention

group to 77% (10/13) (Table 3).

In the intervention group the percentage of patients willing to start treatment increased slightly after the
intervention (87%) compared to baseline (81%) but there were no significant differences between the
different time points. In the control group the number of participants willing to immediately start
treatment decreased after one month from 81% to 44%. At baseline 4% did not want to start treatment
and after one month all participants wanted to consider treatment. After 3 months willingness

remained the same in the control group (50%) but increased in the intervention group (85%). A



McNemar test showed no significant changes in willingness for HCV testing or treatment across the

different time points (Table 3).

At baseline, 1 month after and 3 months after the intervention there were no significant differences in
willingness for screening (baseline p=1, 1 month after p=0,08, 3 months after p=1 ) and willingness for

treatment (baseline p=0,64, 1 month after p=0,34, 3 months after p=0,10) between the 2 groups.

At baseline, reasons to postpone or decline treatment in the intervention group included having no
symptoms (n=4; 24%), concerns about side effects (n=3; 18%), financial problems (n=3; 17%),
insufficient knowledge about HCV (n=3; 17%), doctor told treatment was not necessary (n=2; 12%),
and still injecting or using drugs (n=2; 12%). In the control group reasons to refuse treatment at
baseline were insufficient knowledge about HCV (n=5; 42%), having no symptoms (n=2; 17%), still
injecting or using drugs (n=2; 17%), financial problems (n=1; 8%), other more important medical

problems (n=1; 8%) and other reasons (n=1; 8%).

In the control group, 7% (n=2) of the participants gave a blood sample for screening in comparison to
20% (n=5) in the intervention group (p=0,41). Four percent (n=1) of the intervention group went to the
hepatologist after the HCV screening and FibroScan and started treatment while no one of the control

group saw a hepatologist (p=1).

According to the sensitivity analysis to control for missing data regarding willingness for screening and
treatment, there were no significant differences (all the p values were > 0,05) at the three time points
(at baseline, 1 month after and 3 months after) between the control and the intervention groups for

both situations.

4. DISCUSSION
This manuscript describes the first controlled study to combine formal and peer education with

FibroScan measurement to increase HCV specific knowledge, screening and treatment uptake.

Knowledge of modifiable factors affecting HCV-related liver disease progression was low and HCV
knowledge scores at baseline were mid-range as already described by Treloar et al. (Treloar, Hull,
Dore, & Grebely, 2012). It is alarming that most participants thought that there is a vaccine available to
prevent HCV infection (65%) and that the treatment for hepatitis C viral infection has to be followed

lifelong (41%). Knowledge scores were comparable to the studies of Surjadi et al. (Surjadi, et al.,



2011) and Gupta et al. (Gupta, et al.,, 2007). Any differences can be explained by the different
guestioning methods, namely multiple choice or true/false (Surjadi, et al., 2011) or attendance at the

hepatology clinic (Gupta, et al., 2007).

Some of the questions that were answered incorrectly by the majority of our participants, were
misunderstood. The question ‘Hepatitis C is mainly spread by unprotected sex’ was sometimes
misunderstood as if unprotected sex was a possibility to contract hepatitis C rather than being the
main source of hepatitis C. Additionally, the question ‘If you have hepatitis C, it is not necessary to get

a vaccination for hepatitis A or B’ was difficult to understand because of the negation in the sentence.

Knowledge scores were comparable at baseline between the control and intervention groups (58% vs.
59%). The information session increased the knowledge scores by 27% in the intervention group and
this knowledge was retained up to one month after the information session. However, knowledge
scores decreased significantly after 3 months, which could indicate that the information session should
be repeated regularly. Knowledge scores also improved non-significantly in the control group when
baseline scores were compared with the scores one month after the information session. This can be
explained by the fact that the participants discussed the questionnaire after completion and asked for

information when they didn’t agree.

When comparing the improvement in knowledge scores in our study (27%) to the study by Surjadi et
al. (Surjadi, et al., 2011) (14%) and Gupta et al. (Gupta, et al., 2007) (15,8%), it is clear that our
method achieved a greater increase in knowledge. This could be explained by the more individual
approach in our study compared to Surjadi et al. (Surjadi, et al., 2011), or by the longer information

session in our study compared to Gupta et al. (Gupta, et al., 2007) which only lasted for 20 minutes.

While willingness for HCV screening improved slightly in the intervention group one month after the
information session, willingness for HCV screening decreased in the control group. Fewer participants
than expected filled in this questionnaire due to incarceration, deaths and hospital or psychiatric

admissions.

The study of Ti et al. (Ti, et al., 2013) found that peer education was a factor that was statistically
significantly associated with HCV screening. Also, in the study of Grebely et al. (Grebely, et al., 2010)

in which a weekly support group with peers was organized, 53% of the patients underwent HCV
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assessment. This is much higher than in our study where after one session only 20% of the

intervention group asked for HCV screening.

Reasons for refusing treatment varied but were consistent with the study by Grebely et al. (Grebely &
Dore, 2011). Different reasons to decline or postpone treatment were reported by the participants such
as no symptoms, concerns about side effects, financial problems, insufficient knowledge about HCV, a
previously consulted doctor told them treatment was not necessary, currently injecting or using drugs
and the presence of other more important medical problems. Concerning financial problems, almost all
CAD clients are insured and if not than health insurance is arranged for the clients. In the case that a
patient is eligible for treatment, after assessment by the hepatologist, a large part of the cost of HCV
treatment is reimbursed and a small amount is paid by the patients. But if these patients have financial
problems than paying even a little amount themselves is not possible and they might delay or not start

treatment at all.

One person in the intervention group started treatment before the end of this study, which is consistent

with 2% of total participants and 4% of the intervention group.

These results indicate that there might be other important reasons, besides lack of knowledge, not to
undergo screening or start treatment for HCV infection. A study by Swan et al. investigated the
barriers for HCV care in injecting drug users and found that the absence of noticeable symptoms can
result in a low perceived need for treatment. Also unstable housing, lack of transportation, poverty and
social stigma complicate HCV care. Motivators for HCV treatment were becoming symptomatic,

responsibilities for children and wanting to move on from drug use. (Swan, et al., 2010)

Based on the available literature, Robaeys et al published recommendations for the management of
HCV in PWID. (Robaeys, et al., 2013) They recommended the use of a non-invasive liver fibrosis
assessment because it can enhance liver disease screening. (Foucher, et al., 2009; Moessner, et al.,
2011) These guidelines (Robaeys, et al., 2013) also recommended that pre-therapeutic education
should include discussions about HCV transmission, risk factors for fibrosis progression, treatment,
reinfection risk, and harm reduction strategies because poor HCV knowledge and inaccurate
perceptions are barriers for accessing care. (Doab, Treloar, & Dore, 2005; Grebely, et al., 2008;
Treloar, et al., 2011; Treloar, Newland, Rance, & Hopwood, 2010) In 2014 a study by Treloar et al

suggested that particularly among PWID who feel well/ without symptoms non-invasive ways of liver

11



damage assessment may facilitate entry into HCV care. (Treloar, Rance, Dore, Grebely, & Group,
2014) Despite these guidelines and evidence encouraging to increase awareness of HCV infection
and the use of non-invasive liver disease assessment, there are no governmental efforts, even in
several developed western countries.

There were some limitations to this study: a small number of participants reached the end of follow-up
(resulting in an underpowered study) and the follow-up period (3 months) was short. This study was a
pilot to check the feasibility of the approach and to get preliminary results in this diverse population in
order to start a larger project. Due to the small sample size and practical considerations only two
groups, a control and intervention group, were studied. Therefore, no individual effects of education by
provider, peer education and FibroScan could be compared with the standard of care. During the
study period 24 participants left the OST program. Some of these participants might have received
HCV screening and treatment in another health care setting. In the future with a larger study
population the willingness for screening and treatment could be studied with multiple intervention
groups (e.g. information session with or without FibroScan, a group who receives only a FibroScan,

etc.).

During this study we noticed that participants, who received the intervention, were very positive about
the information sessions with peer education in combination with a FibroScan. In the future regular
repetition of short and simple information sessions with essential information are recommended. An
incentive like cake or pastries for the participants together with a fun and interactive presentation helps
to motivate them to listen to the information and is highly appreciated. With a few adjustments, this
intervention might be a good method to educate this population about HCV infection.

In the PWUD population good guidance towards HCV testing and treatment is essential. In our opinion
it would be very helpful if a nurse or care worker, who they trust and has regular contact with these
patients, would motivate them towards screening and treatment, take blood samples, advocate for
consultations with the hepatologist and support them during treatment. This population needs a lot of

attention and personalized care for their mental and physical health.

In the future there is a need to perform a larger study with a longer follow-up period to investigate the
effect of interventions such as education on HCV, peer education, FibroScan, involvement of nurses or
other care takers in guiding patients through the whole process of screening and treatment. The

results of these future studies can be used to improve HCV care.
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5. CONCLUSION

When interpreting the results and conclusions of this study, it is important to consider the small sample
size and short follow-up period of this pilot project. The results of this pilot study suggest that one
single information session significantly improves HCV knowledge. However, this does not lead to a
higher uptake of screening and treatment as seen in previous studies. This could be a result of the
limited impact of a single session or the short follow-up period in this study but it could also signify that
there are other important reasons, besides lack of knowledge, not to undergo screening or start
treatment. The fact that knowledge decreases after 3 months indicates that one session might not be

sufficient and that it might be beneficial to repeat the information session more regularly.
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Table 1: Characteristics of the study population

Characteristics

Control group

Intervention group

Total

Age mean £ SD (years)
Males (%)
Belgian origin (%)
Education (%)
None
Primary school
Secondary school
Higher education
Source of income (%)
No income
Full/part time job
Health insurance
Other
Monthly income (EUR)
Living alone (%)
Housing (%)
Homeless
Own property house/flat
Rented house/flat
Social housing
Other
Liver transplant (%)
HCV risk factors (%)
Ever used IV drugs
IV drug use in last 3 months
Sharing equipment
Needles or syringes
spoons/ cookers
Filters
Tourniquets
Water
Tattooed (%)
Blood transfusion (%)
Incarceration (%)
Sexual orientation (%)
Heterosexual
Homosexual
Bisexual
I don’t know

40+9
20/27 (74%)
15/27 (56%)

5/27 (19%)

7127 (26%)

15/27 (56%)
0

2127 (7%)
3/27 (11%)
17/27 (63%)
5/27 (19%)

977 + 369
16/27 (59%)

3125 (12%)
3125 (12%)
15/25 (60%)
1/25 (4%)
3125 (12%)
0

15/26 (58%)
6/17 (35%)

3/16 (19%)
3/15 (20%)
4/15 (27%)
4115 (27%)
4/15 (27%)
20/27 (74%)
8/27 (30%)
24/27 (89%)

25/26 (96%)
0
1/26 (4%)
0

38+9
20/25 (80%)
19/25 (76%)

6/25 (24%)
4125 (16%)
12/25 (48%)
3/25 (12%)

2/25 (8%)
3/25 (12%)
16/25 (64%)
4125 (16%)

938 + 390
14/25 (56%)

2/25 (8%)
1/25 (4%)
19/25 (76%)
3/25 (12%)
0
0

20/25 (80%)
12/20 (60%)

4120 (20%)
3/20 (15%)
3/20 (15%)
4120 (20%)
6/20 (30%)
15/25 (60%)
2/25 (8%)
20/25 (80%)

23/25 (92%)
0
1/25 (4%)
1/25 (4%)

39+8
40/52 (77%)
34/52 (65%)

11/52 (21%)

11/52 (21%)

27/52 (52%)
3/52 (6%)

4152 (8%)

6/52 (12%)
33/52 (63%)
9/52 (17%)
959 + 375
30/52 (58%)

5/50 (10%)
4/50 (8%)
34/50 (68%)
4150 (8%)
3/50 (6%)
0

35/51 (69%)
18/37 (49%)

7/36 (19%)
6/35 (17%)
7/35 (20%)
8/35 (23%)
10/35 (29%)
35/52 (67%)
10/52 (19%)
44/52 (85%)

48/51 (94%)
0
2/51 (4%)
1/52 (2%)
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Table 2: HCV knowledge at baseline in control and intervention group.

TRUE/FALSE QUESTIONS

CORRECT AT BASELINE (%)

Control Intervention Total
1. Hepatitis C is caused by a virus 46 65 56
2. Hepatitis C is spread by sharing needles for drugs 85 89 87
3. Hepatitis C is mainly spread by unprotected sex 35 35 35
4. A person can get hepatitis C by getting a tattoo or piercing 62 62 62
5. A person can get hepatitis C by sharing personal material
X 77 73 75
like razors or tooth brushes
6. To be certain of a hepatitis C infection, a blood test is 81 77 79
necessary
7. Hepatitis C damages the liver and can cause liver failure 92 77 85
8. Hepatitis C can lead to liver cancer 81 50 65
9. Some people can live many years without symptoms 73 62 67
10. Part of the people infected with the hepatitis C virus can
27 23 25

cure spontaneously
11. Dr_mkmg a lot of alcohol is a good idea for someone with 65 73 69
hepatitis C
12. There is a vaccine to prevent hepatitis C 39 31 35
13. The treatment for hepatitis C cures everyone who is 54 54 54
treated
14. The treatment for hepatitis C currently consists of 42 65 56
injections and taking pills
15. The treatment for hepatitis C has to be taken lifelong 35 42 39
16. The .treatment for hepatitis C can cause side effects like 62 62 62
depression
17. Substitution treatment can be followed during hepatitis C 65 73 64
treatment
18. Once you completed a treatment for hepatitis C, a re-
; A ' . 65 58 62
infection is impossible because you're immune
19. If you have hepatitis C it is not necessary to get a

I " 35 31 33
vaccination for hepatitis A or B
TOTAL MEAN SCORE (%) 58 59 59
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Figure 1: Change in mean percent knowledge scores across all time points.

Table 3: Willingness to undergo screening and treatment.

Control

»«+ Intervention

CONTROL INTERVENTION
Willingness Baseline After 1 After 3 Baseline After After1 After 3 After
for month months info month months FibroScan
(n=27) (n=9) (n=6) (n=21) (n=23) (n=8) (n=13) (n=12)

Screening (%) 89 56 67 86 96 100 77 100
Treatment (%)

Yes 81 44 50 81 87 75 85 75

Yes, but not 15 56 50 10 25 8 8

now

No, never 4 0 0 9 4 0 17

18



