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Glossary 
Adherence to treatment 

The extent to which a patient actively follows through with prescribed medical treatment and recommendations.  

Cascade of care model 

A model comprised of the key stages of care for people living with a particular disease. It can be adapted for 
different disease areas but is generally comprised of the following key stages: prevention, identification, 
treatment, and recovery. It is used to guide the monitoring of outcomes and the tailoring of interventions 
accordingly. Also called the continuum of care within the context of HIV/AIDS. 

Contingency management  

A behavioural management technique that involves using incentives such as cash, vouchers, prizes, or other 
kinds of privileges to reinforce behaviours or disincentives to discourage them.  

Directly observed therapy  

A method of treatment administration in which a healthcare professional watches as a person takes each dose of 
a medication to ensure. all medications are received and taken as prescribed. It is sometimes called directly 
administered antiretroviral therapy (DAART) within the context of HIV/AIDS. 

Linkage to care 

The process that links a person newly diagnosed with an infectious disease to care, including medical treatment.  

Low-threshold services/settings  

Easily accessible and affordable, welcoming and supportive social and health services that remove barriers to 
care that are typically encountered in traditional healthcare systems.  

Multicomponent intervention 

An approach in which a variety of targeted services (e.g. case management, peer mentors, social workers, 
mental health support) are delivered in an integrated manner. 

Opioid substitution treatment  

Where patients who are dependent on fast-acting opioids (such as heroin) are instead administered slow-acting 
opioids (such as opioid agonists methadone and buprenorphine). While OST could technically include both opioid 
agonist treatment (OAT) and opioid antagonist treatment, the overwhelming majority on OST would likely be 
receiving OAT alone. 

Peers  

People within a community with equal standing with each other, belonging to the same group and sharing a 
common experience. Peer support, which can occur informally or formally, refers to support provided and 
received by people who are peers.  

Primary care 

Medical care and treatment provided by general practitioners or other healthcare workers. Primary care is 
typically the first point of healthcare contact; is focused on providing ongoing, comprehensive care; and involves 
coordinating with specialists as needed.  

Sustained Virological Response –SVR12 

Where no hepatitis C virus (HCV) RNA is detectable in the blood 12 weeks after treatment has been completed. 
It is considered a marker for being cured of HCV infection.  

Sustained Virological Response – SVR24  

Where no HCV RNA is detectable in the blood 24 weeks after treatment has been completed. It considered a 
marker for being cured of HCV infection.  

Telemedicine 

The use of telecommunication technologies to deliver health services when patients and healthcare providers are 
separated by a distance.  
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Executive summary 
In 2018, a stakeholders survey identified a need for an update to the joint European Centre for Disease 
Prevention and Control (ECDC) and European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) 
guidance, ‘Prevention and control of infectious diseases among people who inject drugs’ published in 2011 [1]. In 
2019, several evidence reviews were commissioned by the two agencies. A systematic literature review of 
interventions to increase linkage to care and adherence to treatment for hepatitis B and C, human 
immunodeficiency virus (HIV) and tuberculosis (TB) among people who inject drugs was commissioned by ECDC 
to the Austrian National Public Health Institute (Gesundheit Österreich, GOEG). The objectives, methods and 
results of the systematic review are comprehensively presented in the ECDC technical report, ‘A systematic 
literature review of interventions to increase linkage to care and adherence to treatment for hepatitis B and C, 
HIV and tuberculosis among people who inject drugs’ [2]. Eight main categories of interventions were identified: 
directly observed therapy (hepatitis C virus (HCV), TB), contingency management (HCV), telemedicine (HCV), 
peers (HCV), treatment provided in primary care (HCV), opioid substitution treatment (HCV), multicomponent 
interventions (HCV, HIV) and cooperation between service providers (HCV, TB). 

The evidence retrieved through the systematic review was transferred into evidence-to-decision tables, one table 
for each category of intervention, and critically reviewed by a multidisciplinary panel of experts appointed by 
ECDC and EMCDDA. The Expert Panel further supported the translation of research findings into 
recommendations for public health practice and practice considerations.  

This report documents the process and outcome of the assessment and translation of the evidence into guidance 
recommendations on linkage to care and/or adherence to treatment for HCV, HIV and TB. For each intervention, 
the following is presented: the evidence as retrieved through systematic literature review, including the 
conclusion based on the Grading of Recommendations Assessment, Development, and Evaluation (GRADE) 
system; the summary of judgement tables; the Expert Panel's assessment on the benefits, acceptability and 
transferability of the intervention; the Expert Panel’s comments and considerations on specific barriers or 
obstacles for the implementation; and the Expert Panel’s suggestions for the recommendation, including their 
opinion on the strength (strong vs. conditional) of the recommendations and their suggestions for practice 
considerations.  

The Expert Panel strongly recommended two interventions: peer mentors to increase adherence to HCV 
treatment and cooperation between service providers to increase linkage to HCV treatment. The following 
interventions were conditionally recommended:  

• To increase linkage to HCV care and adherence to treatment: directly observed therapy, contingency 
management, multicomponent interventions, telemedicine, primary care-based treatment.  

• To increase linkage to HCV care alone: peer mentors. 
• To increase adherence to HCV treatment alone: integrated opioid substitution treatment and HCV 

treatment. 
• To increase linkage to HIV care and adherence to treatment: multicomponent interventions. 
• To increase adherence to TB treatment: cooperation between service providers.  

Success factors for the implementation of the interventions on linkage to care and adherence to treatment 
indicated by the experts included: tailoring the interventions to national circumstances, integrating the 
interventions into existing services people who inject drugs that are close to their daily lives, ensuring adequate 
funding and coverage of interventions, and providing testing and treatment free of cost for people who inject 
drugs.  
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1. Background 
In October 2011, the European Centre for Disease Prevention and Control (ECDC) and the European Monitoring 
Centre for Drugs and Drug Addiction (EMCDDA) published a joint guidance, ‘Prevention and control of infectious 
diseases among people who inject drugs’ [1]. Seven key interventions were recommended based on the scientific 
evidence at that time, combined with expert opinion and models of best practice of prevention within the 
European Union (EU)/European Economic Area (EEA). A stakeholder survey conducted in 2018 by the two 
agencies indicated a need for an update of the guidance and identified several key topics to be covered by the 
update, including interventions to increase linkage to care and adherence to treatment of infections among 
people who inject drugs. In 2019, the two agencies initiated updating the joint guidance. As a part of this work, 
ECDC commissioned the Austrian National Public Health Institute (Gesundheit Österreich, GOEG), Austria to 
conduct a new collection of evidence on interventions to increase linkage to care and adherence to treatment of 
infections of people who inject drugs.  

1.1 Systematic review of interventions to increase linkage 
to care and adherence to treatment 
The systematic review was conducted following Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) guidelines. The protocol and the search strategy were published on PROSPERO 
(https://www.crd.york.ac.uk/prospero, registration no.: CRD42020191116). Details on the objectives, research 
questions in Population, Intervention, Comparison and Outcome (PICO) format, definitions for linkage to care 
and adherence to treatment, inclusion and exclusion criteria, the risk of bias assessment for the studies included 
in the synthesis (using Effective Public Health Practice Project tool (EPHPP)), the certainly of evidence 
assessment (using the Grading of Recommendations Assessment, Development, and Evaluation (GRADE) 
system), and the interventions identified are available in the technical report ‘A systematic literature review of 
interventions to increase linkage to care and adherence to treatment for hepatitis B and C, HIV and tuberculosis 
among people who inject drugs’ [2].  

In summary, the systematic literature review retrieved 25 eligible studies published between 2011 and 2020, of 
which 20 focused on hepatitis C virus (HCV), four on HIV, and one on tuberculosis (TB). No eligible studies 
reporting interventions related to hepatitis B virus (HBV) were retrieved. The studies were conducted across 
various settings in high-income countries (the United States, Canada, Australia, New Zealand, Italy, Germany, 
Portugal, Austria, the United Kingdom (UK), Spain, and one multicentre trial at sites in the United States and 
Europe). The interventions were diverse, and included contingency management (HCV), the use of telemedicine 
(HCV), interventions involving peers (HCV), cooperation between service providers (HCV, TB), multicomponent 
interventions (HCV, HIV), opioid substitution treatment (HCV), treatment provided in primary care (HCV), and 
directly observed therapy approaches (HCV, TB).  

For each type of intervention, evidence-to-decision tables were developed based on a combination of GRADE and 
SIGN 50 as support for the Expert Panel consultation (see Annex 3).  

1.2 Objective of the Expert Panel Meeting  
A multisectoral panel of experts was convened by ECDC and EMCDDA in February 2021 to support the guidance 
update process by contributing to the critical analysis and interpretation of the evidence base and the translation 
of research findings into recommendations for public health practice. The Terms of Reference included 
participation in two virtual meetings, including the one on 11-12 March 2021 that is the focus of this report, and 
the critical review of scientific documents prior to them. The second Expert Panel meeting was led by EMCDDA 
and took place in June 2021.   

As a first contribution, the Expert Panel was invited to critically review the results of the systematic literature 
review. Evidence-to-decision tables for the eight categories of interventions were submitted to the experts three 
weeks before the two-day Expert Panel meeting. During the meeting, the panel members:  

• examined the evidence gathered through the systematic literature review;  
• discussed the evidence and the benefits, acceptability and transferability of the interventions; and 
• gave their opinion on practice considerations and the strength of the final recommendation (strong or 

conditional). 

A list of meeting participants can be found in Annex 1 and the agenda of the meeting can be found in Annex 2.  

  

https://www.crd.york.ac.uk/prospero
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2. Summary of evidence and discussions 
For each intervention on linkage to care and/or adherence to treatment detailed in the subsequent sections of 
this document, the following information is presented: 

1. The evidence, as retrieved through a systematic literature review, including the conclusion based on 
GRADE, in tabular and textual format (see Annex 3);  

2. Summary of judgement tables produced by GOEG (i.e. the project team) based on the Expert Panel’s 
feedback on the evidence-to-decision tables, showing Expert Panel agreement/disagreement with the 
scores pre-filled by the project team (see Questions 1–5 in Annex 3) and Expert Panel assessment of 
intervention benefits, acceptability and transferability (see Questions 6–8 in Annex 3); 

3. Expert Panel feedback on Questions 6–8 (see Annex 3) and specific barriers or obstacles for 
intervention implementation; 

4. Draft practice considerations from the project team based on the evidence retrieved through the 
systematic literature review and reviewed by ECDC experts;  

5. Summary of Expert Panel discussions on recommendations and practice considerations during the 
meeting; 

6. Recommendations and practice considerations for ECDC and EMCDDA to consider including in the 
updated guidance; any changes to the draft practice considerations following the Expert Panel 
consultation are marked in blue; and 

7. Additional information identified by Expert Panel members, such as references and relevant grey 
literature for the guidance. 

The Expert Panel members’ comments are presented in relation to the specific topic they refer to. 

2.1 Directly observed therapy  
Directly observed therapy to increase linkage to HCV care 
Key question: In people who inject drugs or people on opioid substitution therapy (OST) with HCV infection, 
what is the evidence that directly observed therapy (DOT) is effective in increasing linkage to HCV care? 

The evidence 
Table 1. Evidence on directly observed therapy to increase linkage to HCV care 

First author, 
year [ref 
no.] 

INTERVENTION vs. 
CONTROL Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL RR [95% CI] 

GRADE – 
Certainty 
of 
Evidence 

Radley et al. 
2020 [3] 

mDOT – pharmacy-
led vs. Usual Care 

TI  112/1365; 8%; 
CI [NA] 

61/1353; 
5%; CI 
[NA] 

RR 1.82 
[1.34-2.46] 

MODERATE 

CI: confidence interval; mDOT: modified direct observed therapy; RR: relative risk; SAT: self-administered therapy; SD: 
standard deviation 

Radley et al. (2020) [3] (cluster RCT, 2 718 participants) significantly improved treatment initiation (TI) for 
participants receiving OST through pharmacy-led DOT in comparison with usual care provided by a 
multidisciplinary service from community treatment centres (8% vs. 5% in CON group, RR 1.82, 95% CI 1.34-
2.46).  

Conclusion based on GRADE 
Pharmacy-led DOT versus self-administered therapy (=usual care) probably improves treatment initiation 
(moderate certainty evidence) [3]. 
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Table 2. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-decision 
table regarding directly observed therapy to increase linkage to HCV  
Summary of Judgements 

1. Desirable Effects Small Moderate Large Varies 
(14) 

 1 
disagree 

2. Certainty of Evidence Very low Low Moderate High Varies 
(13) 

2 
disagree 

3. Consistency of Results No (14) Yes       0 
disagree 

4. Relevance for Target Group No Probably no Probably yes 
(13) Yes Varies 3 

disagree 

5. Publication Bias No Probably no 
(16) Probably yes Yes Varies 0 

disagree 
6. Benefit Small (1) Moderate (6) Large (4) Varies (4)  1 missing 
7. Acceptability No (0) Yes (6) Varies (9)     1 missing 
8. 
Implementation/Transferability No (1) Yes (14)     1 

disagree 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1-5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
The points in this section were raised by individual Expert Panel members. 

Q6 – What benefit will the proposed intervention have?  

• The proposed intervention will have a large impact if it is implemented at the OST/ART delivery points. 
Countries with high OST/ART coverage among people who inject drugs will mostly achieve an increase in 
the linkage to HCV care. However, for countries with low coverages of OST/ART among people who inject 
drugs, further evidence is needed to assess the effectiveness of mDOT implementation at needle and 
syringe exchange sites (probably fixed centres). 

• It will depend on the settings and the readiness of service centres to provide DOT. 
• Future studies that may avoid the limitations identified in the Radley study will probably not go against 

the direction and magnitude of the effect identified in this study. 
• For a group of people who inject drugs that is stable and on OST (and may be no longer injecting) such 

as the one apparently studied by Radley et al. 2020, DOT may work well. However, it is difficult to come 
to a general conclusion regarding DOT for increasing linkage to HCV care for people who inject drugs. 

• Short interventions to motivate OST patients to start HCV therapy are promising and can lead to informed 
decision-making by the patients. 

• Potential large effects and no adverse effects allow for the assumption that the provision of the proposed 
intervention will be beneficial when compared to not providing intervention. 

• DOT would be highly beneficial with regard to adherence to treatment. Clients reported themselves that 
the availability/helpdesk of case managers helped them a lot and gave them a feeling of security in 
continuing adequately and not dropping out of treatment. Feeling of security – due to the presence of 
case-managers was also reported from the side of the medical doctors conducting the antiviral treatment. 

• DOT as a delivery mode is unlikely to influence treatment initiation, but may facilitate treatment 
adherence. Colocation with opioid agonist treatment was a major factor, as it is a highly in-demand 
service that also contributes to the stabilisation of patients’ lifestyles. 

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• The implementation of mDOT would be seen positively by people who inject drugs, while the acceptability 
among service providers might differ according to a series of factors, such as the type of service provider 
(for example, state service providers might require a different organisation of their services or further 
approvals of their new role, etc.), and the way the HCV network of care is organised and financed (for 
instance, additional funding or different arrangements with the health insurance house might be needed 
to allow HCV testing and distribution of direct-acting antiviral (DAA) drugs). Besides that, the 
implementation needs additional training for staff or to hire relevant professionals and logistic support. 
Distribution through private providers (e.g. NGOs) would probably be the least bureaucratic. However, 
some countries do not allow the distribution of DAA drugs outside the state healthcare system. 

• DOT may be feasible for people in situations in which keeping medication safe and adhering to the dosing 
scheme might be difficult. Practical experience also shows that DOT can be offered in low-threshold 
settings with a trusting atmosphere to facilitate adherence to DOT visits. 
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• All settings that are attended by patients within a daily routine (including low-threshold employment 
facilities, drug consumption rooms) should be activated to serve as a DOT ‘hot-spot’ for individuals in OST 
or not in OST. 

• Barriers in access to the facility should also be considered (transportation, on site pathways and enabling 
environment, for example). For Radley et al. it seems very acceptable. Again, the pharmacy model 
described is one where people who inject drugs have access to OST in pharmacies, so adding DAA is 
easy, and staff will likely have already been trained/sensitised for issues of stigma/discrimination, 
confidentiality, etc. 

• If the setting and structure of intervention are designed according to the needs of (specific) groups or 
sub-groups of people who inject drugs, it should be acceptable to them. If the setting and structure are 
not appropriate/needs based, people who inject drugs may encounter problems engaging in the 
intervention. 

• Pharmacy-delivery of DOT is probably not the key to increased testing and treatment uptake; the key is 
likely the delivery of OAT alongside DOT in this setting. The provider-beneficiary relationship may be (or 
perceived to be) significantly less hierarchical in the pharmacy than the clinic.  
 

Q8 – Could this intervention/action be implemented in the European context? 

• The mDOT may be relatively easy to implement in countries where health systems have integrated 
approaches. In countries with a silo structure of the health system, i.e. those historically having patients 
treated in parallel by different providers or in sequence of disorder (based on which is considered 
primary), the implementation of this approach may be challenging. Distribution through private providers 
(e.g. NGOs) would probably be the least bureaucratic. However, some countries do not allow the 
distribution of DAA drugs outside the state healthcare system. 

• As mentioned before, it depends on the context and the sub-group of people who inject drugs. 
• For Radley et al., mDOT is feasible, depending on the willingness of the country to implement OST 

services in pharmacies, or DOT in OST sites. Implementing only DAA DOT in pharmacies will likely not 
yield the same benefit and depending on country may lead to worse treatment outcomes. 

• Notably, OAT expansion is required in many east and central European countries. Initiation of OAT can be 
offered in a package with HCV treatment to qualifying patients. This is likely to positively affect adherence 
and patients’ visits to receive OAT medication can provide good opportunities for intensified adherence 
monitoring. It is not clear how popular the service would be if no OAT is provided at the facility. 

If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain: 

• In countries with a silo structure of the health system, the implementation of this approach may be 
challenging. Distribution through private providers (e.g. NGOs) would probably be the least bureaucratic. 
However, some countries do not allow the distribution of DAA drugs outside the state healthcare system. 

• In Czechia, for example, pharmacies cannot dispense individual doses of proprietary preparations, 
providing pharmacotherapy is not authorised in social services, etc. 

• Besides that, there can be limited funding and availability of HCV treatment as well as a limited coverage 
of OAT services. 

• In several countries, pharmacies do not welcome people who inject drugs, especially those who are most 
vulnerable. Unless the pharmacies are already serving people who inject drugs in some way, sensitisation 
and training for professionals will be needed. Again, the easier route may be to connect treatment to 
where people already go and only carry out DOT if they are used to that for other treatments or connect 
with services daily already. 

Draft practice considerations 
As one of the main issues is to engage PWID who are infected with HCV to start treatment, it is recommended to 
identify settings for DOT which PWID or people on OST are regularly attending (e.g. pharmacies, OST-centres, 
centres for drug problems, drug treatment centres, healthcare centres). The relevant/optimal settings depend on 
the structure of the healthcare system in each country. Furthermore, it is recommended that settings where DOT 
is provided cooperate with or facilitate access to HCV specialised care.  

Summary of Expert Panel discussion 
• Self-management was experienced as a good development during COVID-19. 
• DOT should not be mandatory/ a formal requirement to get in HCV treatment. It should not be used as a 

controlling intervention, as there is a need of different care pathways decided upon by clients. 
• Setting is crucial: DOT is useful in low threshold harm reduction drug services as some groups or sub-

groups of people who inject drugs (e.g. homeless) do not have adequate places to store medication. It 
also could be implemented in prison setting, as there are experiences with video observed therapy with 
TB. Making the intervention available in pharmacy settings (in contrary to hospital setting) could offer a 
much wider package. Generally, settings that are close to the daily lives of the clients should be involved 
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(pharmacies, needle and syringe programmes (NSP), drug consumption rooms (DCR), emergency 
shelters, food distribution units).  

• Helpline (social workers) proved helpful in similar interventions. 
• Intervention should help people to establish self-management. There have been good experiences during 

the COVID-19 pandemic: weekly take home doses and the move to virtual supervision have been 
liberating and widely supported (also in regard to video-observed TB DOT). This highlights that routine 
engagement in service settings led to triggering of lapses. 

 

Directly observed therapy to increase adherence to HCV treatment 
Key question: In people who inject drugs or people on OST with HCV infection, what is the evidence that 
directly observed therapy is effective in increasing adherence to HCV treatment? 

  

Recommendation agreed on by the Expert Panel 
Conditional recommendation: Directly observed therapy (adapted to local settings and the specific needs of 
people who inject drugs) to increase linkage to HCV care among people who inject drugs or people on OST 
should be considered.  

Practice considerations 
As one of the main issues is to engage PWID who are infected with HCV to start treatment, the panel 
recommended identifying ideal/suitable settings for mDOT which PWID or people on OST are regularly 
attending and that are close to the daily lives of the people, e.g. pharmacies, NSP, OST-centres and delivery 
points, drug consumption rooms, centres for drug problems, emergency shelters, food distribution units and 
also prisons, etc. Further, the panel recommended that settings where mDOT is provided cooperate with or 
facilitate access to HCV specialised care.  

Regarding specific PWID subgroups, DOT might work better for PWID who are stable on OST (and may be no 
longer injecting) and who are accustomed to visiting the pharmacy or hospital to get their OST medication. 
Provision of the intervention in pharmacy settings (in addition to offering treatment in hospital settings) could 
offer a wider package of treatment options for different subgroups. In contrast, for the most vulnerable 
population usually seen in the streets and more often not engaged into OST but in low-threshold programmes, 
DOT may often not be feasible or desired. However, for some PWID in situations where keeping medication 
safe and/or adhering to the dosing scheme might be difficult, practical experience shows that low-threshold 
settings with their trusting atmosphere could facilitate linkage to HCV care and that DOT could be offered in 
these settings. The relevant/optimal settings also highly depend on the structure of the healthcare system in 
each country. While DOT may be relatively easy to implement in (European) countries where health systems 
have integrated approaches, the acceptability among service providers might differ. Moreover, some countries 
do not allow the distribution of DAA drugs outside the state healthcare system. 

Overall, the intervention as a delivery mode is rather unlikely to influence treatment initiation but may facilitate 
treatment adherence. DOT should not be a formal requirement to receive HCV treatment and should not be 
used as a controlling intervention, as there is a need of different care pathways decided upon by clients. 
Linking DOT with OST can be a major success factor, as OST is a highly demanded service that also contributes 
to stabilisation of patients’ lifestyle.  
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The evidence 
Table 3. Evidence on directly observed therapy to increase adherence to HCV treatment  

First 
author, 
year [ref 
no.] 

INTERVENTION 
vs. CONTROL Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL RR [95% CI] 

GRADE – 
Certainty 
of 
Evidence 

Akiyama et 
al. 2019 [4] 

DOT vs. SAT 
(=UC) 

TA (DAA + 
IFN) 

NA; 86%; CI [80–
92%] 

NA; 75%; CI 
[70–81%] 

RR 1.15 
[0.95–1.39] 

HIGH 

Coffin et al. 
2019 [5] 

mDOT vs. SAT TA (DAA) NA; 96.3%; (SD 
19.1) 

NA; 96.6%; 
(SD 18.3) 

RR 1.00 
[0.87–1.15] 

LOW 

Radley et al. 
2020 [3] 

mDOT – 
pharmacy-led 
vs. UC 

TC (DAA) 108/1 365; 8%; CI 
[NA] 

58/1 353; 4%; 
CI [NA] 

RR 1.85 
[1.35–2.52] 

MODERATE 

Akiyama et 
al. 2019 [4] 

DOT vs. SAT 
(=UC) 

SVR12 (DAA 
+55555 IFN) 

NA; 94%; [84–
99%] 

NA; 87%; 
[75–95%] 

RR 1.08 
[0.95–1.22] 

HIGH 

Coffin et al. 
2019 [5] 

mDOT vs. SAT 
(=UC) 

SVR12 
(DAA) 

18/20; 89.5%; 
95% exCI [66.9–
98.7] 

10/11; 90%; 
95% exCI 
[55.5–99.7] 

RR 0.99 
[0.78–1.27] 

LOW 

Radley et al. 
2020 [3] 

mDOT – 
pharmacy-led 
vs. UC 

SVR12 
(DAA) 

98/1 365; 7%; CI 
[NA] 

43/1 353; 3%; 
CI [NA] 

RR 2.26 
[1.59–3.21] 

MODERATE 

Schmidbauer 
et al. 2020 
[6] 

DOT vs. SAT 
(=UC) 

SVR12 
(DAA) 

70/74; 94.6%; CI 
[86.7–98.5%] 

69/71; 97.2%; 
CI [90.2–
99.7%] 

RR 0.97 
[0.91–1.04] 

VERY LOW 

CI: confidence interval; DAA: direct-acting antivirals; IFN: interferon; mDOT: modified directly observed therapy; NA: not 
available; RR: relative risk; SAT: self-administered therapy; TA: treatment adherence; TC: treatment completion; UC: usual 
care; SD: standard deviation 

Akiyama et al. (2019) [4] assessed the effects of DOT on treatment adherence (TA) in people who inject drugs 
enrolled in OST. The study was conducted in the transition period from interferon (IFN) to highly effective short-
course direct acting antiviral (DAA) treatment, meaning that not all participants received the same therapy. 
Results show slight, however not significant improvements on TA in the DOT intervention group (86% vs. 75% in 
CON group, RR 1.15, 95% CI 0.95–1.39). The cluster RCT of Radley et al. (2020) [63] assessed the effect of 
pharmacy-led DOT on treatment completions (TC) in OST patients receiving DAA. The study showed that 
pharmacy-led DOT significantly improves TC (8% vs. 4% in CON group, RR 1.85, 95% CI 1.35–2.52), particularly 
in settings where people who inject drugs receive other harm reduction services through pharmacies (OST). 

Coffin et al. (2019) [5] assessed mean number of weekly visits through week 8 and SVR12 for mDOT (mDOT = 
all participants were compensated for visits) dosing vs. self-administered therapy (SAT) in people who inject 
drugs. Results show that mDOT with DAA did not increase the mean number of weekly visits (96.3% vs. 96.6% 
in CON group, RR 1.00, 95% CI 0.87–1.15) and had no effect on SVR12 (89.5% vs. 90% in CON group, RR 0.99, 
95% CI 0.78–1.27) when compared to self-administered therapy (SAT) using Wisepill dispenser. However, this 
was a pilot study and not powered appropriately to evaluate the primary study outcome (31 participants in total). 
Radley et al. (2020) [3] assessed the effect of DOT with DAA on SVR12. Results suggest that pharmacy-led DOT 
significantly improved SVR12 when compared with SAT (7% vs. 3% in control, RR 2.26, 95% CI 1.59–3.21). The 
non-randomised study by Schmidbauer et al. (2020) [6] evaluated changes in SVR12 following DOT among 
people who inject drugs at high risk for non-adherence to DAA therapy (INT) and non-injecting people who use 
drugs and people who inject drugs with presumed excellent compliance (CON). Overall, the proportion of 
participants achieving SVR12 in both groups was similarly high (94.6% vs. 97.2% in control, RR 0.97, 95% CI 
0.91–1.04).  

Conclusion based on GRADE 
DOT with direct-acting antivirals +/- interferon (vs SAT) makes little or no difference to treatment adherence and 
adherence to treatment expressed as SVR12 (both high certainty evidence) [4]. DOT with direct-acting antivirals 
probably improves treatment completion (moderate certainty evidence) [3]. DOT with direct-acting antivirals may 
make little or no difference on treatment adherence or SVR12 vs usual care [5,6] (low certainty evidence/very 
low certainty evidence) [5]; while pharmacy-led DOT with direct-acting antivirals probably improves SVR12 
alongside supervised OST (moderate certainty evidence) [3].  
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Table 4. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-decision 
table regarding directly observed therapy to increase adherence to HCV treatment 
Summary of Judgement 

1. Desirable Effects Small Moderate Large Varies 
(16) 

 0 
disagree 

2. Certainty of Evidence Very 
low Low Moderate High Varies 

(14) 
2 

disagree 

3. Consistency of Results No 
(14) Yes       2 missing 

4. Relevance for Target Group No Probably no Probably yes 
(16) Yes Varies 0 

disagree 

5. Publication Bias No Probably no 
(16) Probably yes Yes Varies 0 

disagree 

6. Benefit Small 
(2) Moderate (6) Large (4) Varies (3)   0 missing 

7. Acceptability No Yes (5) Varies (10)     1 missing 
8. Implementation/Transferability No Yes (15)     1 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1-5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
The points in this section were raised by individual Expert Panel members. 

Q6 – What benefit will the proposed intervention have? 

• The proposed intervention most likely will have a benefit due to reduced costs associated with DAA drugs 
by avoiding waste of DAA drugs not swallowed by patients, increasing the direct interaction with patients 
in care which allows rapid referral to other required services, the improvement of adherence/facilitate 
treatment adherence, the stabilisation of the patients’ lifestyle, increase in SVR. 

• The intervention can benefit specific groups or sub-groups of people who inject drugs who are on OST 
and/or engaged in services where they come daily but may not benefit others in different conditions. 

• A well-structured provision of OST DOT can and should be used in a synergistic way for adherence to 
treatment DOT. 

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• DOT implementation would be seen positively by people who inject drugs while the acceptability among 
service providers might differ according to a series of factors such as: type of service provider (e.g. state 
service providers might require a different organisation of their services or further approvals of their new 
role, etc.), the way the HCV network of care is organised and financed (for instance additional funding or 
different arrangements with the health insurance house might be needed to allow HCV testing and 
distribution of DAA drugs). Distribution through private providers (e.g. NGOs) would probably be the least 
bureaucratic. However, some countries do not allow the distribution of DAA drugs outside the state 
healthcare system. 

• The bottom line may be linking treatment to services people who inject drugs frequent daily/regularly. 
This could be a DIC, outreach work, or mobile outreach for instance, for the most vulnerable and street-
based populations. 

• If the setting and structure of intervention are designed according to the needs of (specific) groups or 
sub-groups of people who inject drugs, it should be acceptable to them. If the setting and structure are 
not appropriate/needs-based, people who inject drugs may encounter problems engaging in the 
intervention. Based on the evidence, the intervention should be acceptable granted that the delivery 
model is suitable. However, some people who inject drugs may prefer other options. 

• Including DAA DOT in OST DOT is useful for people in unstable living conditions. Patients in OST with 
stable dosing, without problematic substance use should be empowered to take their therapy without 
daily observation. People in unstable living conditions are at higher risks for unpredictable events like 
incarceration, medical emergencies (overdosing, abscesses, infections including COVID-19) which might 
be a threat to the continuous intake of the therapy on site. If those people are monitored by pharmacies, 
OST dispensing units, drug consumption rooms and don’t approach the unit, an immediately follow-
up/search can be organised to prevent interruptions of the treatment. 
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Q8 – Could this intervention/action be implemented in the European context? 

• The intervention is suitable to be implemented in a European context. DOT may be relatively easy to 
implement in countries where health systems have integrated approaches. In countries with a silo 
structure of the health system, the implementation of this approach may be challenging. Distribution 
through private providers (e.g. NGOs) would probably be the least bureaucratic. However, some countries 
do not allow distribution of DAA drugs outside the state healthcare system. 

• Notably, OAT expansion is required in many east and central European countries. Initiation of OAT can be 
offered in a package with HCV treatment to qualifying patients. This is likely to positively affect adherence 
and patients’ visits to receive OAT medication can provide good opportunities for intensified adherence 
monitoring. It is not clear how popular the service would be if no OAT is provided at the facility. 

If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain: 

• When looking at the intervention, the framework, e.g. the acceptability, the structure of the healthcare 
system, regulations about what is possible for certain service providers, a legal basis, funding, etc. has to 
be considered to not meet any obstacles. 

• Other barriers include a limited availability of HCV treatment and a limited coverage of OAT services. 
• In countries with a silo structure of the health system, the implementation of this approach may be 

challenging. Distribution through private providers (e.g. NGOs) would probably be the least bureaucratic. 
However, some countries do not allow distribution of DAA drugs outside the state healthcare system. 

• In some countries in east Europe, Caucasus and central Asia, there are limited numbers of healthcare 
professionals who can administer the DAA, it may pose barriers to DOT intervention. 

• OST DOT is highly efficient to tie up opioid drug users to medical care units. OST DOT is less effective in 
people who use cocaine (injecting, inhaling). Therefore, DOT of DAA should be implemented additionally 
in low threshold facilities like drug consumption rooms. 

Draft practice considerations 
Successful provision of HCV treatment using DOT may require innovative efforts to identify settings which PWID 
or people on OST are regularly attending (e.g. pharmacies, OST-centres, centres for drug problems, drug 
treatment centres, healthcare centres) and so that PWID who have competing priorities for time have varied and 
flexible options to medication delivery in convenient locations. Parallel provision of OST may function as a regular 
incentive to also adhere to HCV medication. The optimal DOT settings highly depend on the structure of the 
healthcare system in each country. Furthermore, it is recommended that settings where DOT is implemented, 
coordinate with or facilitate access to HCV specialised care. 

Summary of Expert Panel discussion 
•  The evidence reveals less about DOT itself but more about the harm reduction settings and HCV treatment. 
• Define precise criteria for which groups or sub-groups of people who inject drugs and which settings this 

is suitable: 
− Mobile settings (social workers) make access to medication easier 
− Implementation is recommended in prisons and residential therapeutic communities 

• The benefit is dependent on the social situation of the patient 
• It should be an optional approach, certain groups or sub-groups of people who inject drugs more likely to 

benefit from DOT 
• Inclusion of telemedicine (TM) (helplines/services for questions that concern medication) 
• Integration of HCV treatment in services that have a regular contact with people who inject drugs 

− concern: not every health service provider has adequate staff (staff limitation) 
• People who are eligible for OST-take-home should not have to go back to OST-DOT to get DAA DOT 

(caution about not to negatively influence motivation to get HCV treatment) 
• Access to care for the most marginalised by building people’s capacity and knowledge: support should 

always be empowering. 
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Directly observed therapy to increase adherence to HIV treatment 
Key question: In people who inject drugs or people on OST living with HIV, what is the evidence that directly 
observed therapy is effective in increasing adherence to HIV treatment? 

The evidence 
Table 5. Evidence on directly observed therapy to increase adherence to HIV treatment 

First author, 
year [ref 
no.] 

CONTROL vs. 
INTERVENTION  Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL RR [95% CI] 

GRADE – 
Certainty 
of 
Evidence 

Babudieri et 
al. 2011 [7] 

SAT/home vs. 
DOT 

TA NA; NA; NA NA; NA; NA 6 m. OR 0.22 
[0.12–0.39] 
12 m. OR 
0.30 [0.17–
0.54] 
24 m. OR 
0.35 [0.20–
0.62] 
36 m. OR 0.65 
[0.34–1.27] 

LOW 

 
SAT/OUT clinic 
vs. DOT 

TA NA; NA; NA NA; NA; NA 6 m. OR 0.19 
[0.10–0.34] 
12 m. OR 
0.19 [0.11–
0.35] 
24 m. OR 
0.39 [0.22–
0.68] 
36 m. OR 1.70 
[0.94–3.07] 

LOW 

  SAT/home vs. 
DOT  

VL NA; NA; NA NA; NA; NA aHR 0.98 
[0.73–1.32] 

LOW 

  SAT/OUT clinic 
vs. DOT 

VL NA; NA; NA NA; NA; NA aHR 0.70 
[0.52–0.96] 

LOW 

aHR: adjusted Hazard Ratio; CI: confidence interval; DOT: directly observed therapy; NA: not available; OR: odds ratio; OUT 
outpatient clinic; SAT self-administered therapy; TA treatment adherence; UC usual care; VL viral load 

Recommendation agreed on by the Expert Panel 
Conditional recommendation: Directly observed therapy (adapted to local settings and specific needs of 
people who inject drugs) to increase adherence to HCV treatment among people who inject drugs or people on 
OST should be considered.  

Practice considerations 
Successful provision of HCV treatment using DOT may require innovative efforts to identify suitable settings which 
PWID or people on OST are regularly attending and that are close to their daily lives (e.g. pharmacies, NSP, OST-
centres and delivery points, drug consumption rooms, centres for drug problems and residential therapeutic 
communities, emergency shelters, food distribution units, prisons, etc.) so that PWID who have competing 
priorities for time have varied and flexible options to medication delivery in convenient locations. Parallel provision 
of OST may function as a regular incentive to also adhere to HCV medication. Furthermore, it is recommended 
that settings where DOT is implemented cooperate with or facilitate access to HCV specialised care.  

It is important to define criteria to assess for which PWID subgroups delivery of DAA using DOT is an option. 
DOT might work better for PWID who are stable on OST (and may no longer be injecting) and who are used to 
visit the pharmacy or hospital to get their OST medication. Provision of the intervention in pharmacy settings 
(in addition to offering treatment in hospital settings) could offer treatment options for certain subgroups. In 
contrast, for the most vulnerable PWID, usually seen in the streets and who most often do not attend OST 
services, DOT may often not be feasible or desired. However, for some PWID in situations where keeping 
medication safe and/or adhering to the dosing scheme might be difficult, practical experience shows that low-
threshold settings with their trusting atmosphere could facilitate linkage to HCV care, and that DOT could be 
implemented in these settings. 

The optimal DOT settings highly depend on the structure of the healthcare system in each country. While DOT 
may be relatively easy to implement in countries in which the health systems have integrated services, the 
acceptability of DOT might differ among service providers in countries where this is not the case, due to a series 
of factors. Moreover, some countries may not allow the distribution of DAA drugs outside the healthcare system. 
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The non-randomised study by Babudieri et al. (2011) [7], with 318 participants overall (one intervention group of 
ex-IDU admitted to residential drug rehabilitation facilities and two control groups treated with self-administered 
ART therapy – one SAT at home, one SAT in outpatient clinic), assessed the effect of DOT for HIV on treatment 
adherence defined as ‘taking more than 95% of prescribed pills’ with a long follow-up of 36 months.  

The proportion of patients with high level (> 95%) adherence to ART as measured at the four follow-up visits 
ranged from 87% to 90% in the DOT group to 56–65% in the SAT/home group and 38–53% in the SAT/OUT 
group (not in the table). Significantly lower treatment adherence was observed in the SAT/home and SAT/OUT 
groups compared to the interventional DOT group at six, 12, and 24 months from the start of ART therapy 
(SAT/home vs DOT: 24m. OR 0.35 and SAT/OUT vs DOT: 24m. OR 0.39), but not at the 36-month time point (OR 
0.65 for SAT at home vs DOT, and OR 1.70 for SAT in outpatient clinic vs DOT). 

Moreover, Babudieri et al. (2011) [7] assessed viral load comparing the DOT group with the two control groups 
mentioned above. At 24 months follow-up, the adjusted HR (aHR) of observing an undetectable HIV-RNA level was 
significantly lower in the SAT/OUT group versus DOT (aHR: 0.70) but did not reach statistical significance for the 
SAT/home group (aHR: 0.98). Findings suggest that the interventional DOT group (ex-IDU in residential drug 
rehabilitation facilities) had a significantly better virologic response than the SAT/OUT group, but not when compared 
to the SAT/home group, although a slightly favourable trend to DOT versus SAT/home seemed to be present. 

Conclusion based on GRADE 
With regard to 24 months follow-up, DOT may improve treatment adherence (low certainty evidence) and may 
slightly improve viral load (low certainty evidence) [7]. 

Table 6. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-decision 
table regarding directly observed therapy to increase adherence to HIV treatment 
Summary of Judgement 
1. Desirable Effects Small Moderate (15) Large Varies  1 disagree 
2. Certainty of Evidence Very low Low (14) Moderate High Varies 2 disagree 
3. Consistency of Results NA          
4. Relevance for Target Group No Probably no (13) Probably yes Yes Varies 3 disagree 
5. Publication Bias No (16) Probably no Probably yes Yes Varies 0 disagree 
6. Benefit Small (9) Moderate (5) Large (1) Varies   1 missing 
7. Acceptability No (3) Yes (2) Varies (6)     5 missing 
8. Implementation/Transferability No (4) Yes (9)     2 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1-5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
The points in this section were raised by individual Expert Panel members. 

Q6 – What benefit will the proposed intervention have? 

• As this study provides low-quality evidence and the control groups do not technically belong to people 
who inject drugs, the benefit of the intervention is rather low, as it decreases after the initial phase of the 
study. 

• The results by themselves are quite favourable for DOT. 
• HIV therapy is necessary on a life-long basis (compared to a 12-week HCV therapy cycle) and DOT is no 

option for years and decades. 
• It is an artificial way to inflate adherence in early stages of treatment, which, even in the study, does not 

show long term results (only useful if it improves long-term adherence, as HIV is lifelong; improving 
adherence in the first couple of years is not very relevant unless the individuals have a very low CD4 
count or AIDS. 

• The study population represents a specific segment of the population of ART patients. Admission to drug 
rehab can be a significant factor that enabled initiation of DOT – may not be relevant to those ex-IDUs 
who do not attend rehabilitation facilities. 

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• It depends where ART is dispensed. For instance, if ART is dispensed mainly through state clinics, which 
tend to be highly bureaucratic and time-consuming, DOT will probably not be well received by people who 
inject drugs. Should the dispensing of ART be allowed through community-friendly clinics/services (such 
as those of NGOs), this will probably be more acceptable for people who inject drugs. ART dispensing is 
highly centralised and controlled by public healthcare providers in central and east European countries. 
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This measure may therefore not be well received by Ministries of Health as well as by health insurance 
companies. 

• By analogy to other treatment such as HCV, the intervention might be accepted. 
• DOT in therapeutic communities is acceptable to implement, although it may not be feasible – models of 

therapeutic communities vary, people will not be in a residential unit for two years. 
• Based on the evidence it may be assumed that it should be acceptable granted that the delivery model is 

suitable. May be more acceptable for people on OST as they are already linked to a specific 
setting/location and will be able to get more services from one site without additional efforts/with less 
effort. Less so for people not regularly attending other services, for example if DOT site’s location is not 
suitable (distance) and they have to make additional efforts to daily/regularly attend DOT site. If people 
who inject drugs are socially adapted and there is no direct need for DOT, it should not be forced upon 
people who inject drugs. 

• In the setting of some countries and in regard to the small population of people who inject drugs living 
with HIV, the intervention might not be accepted. 

Q8 – Could this intervention/action be implemented in the European context? 

• Although there are already similar treatment facilities implemented throughout Europe, the healthcare 
structure must be suitable for the implementation of such an intervention.  

• There might be a need of a restructuring to make it possible and a legislation revision. 
• The intervention is only suitable for stationary facilities or for short term interventions and not desirable 

for the long term, although it could be implemented for the initial phases until adherence is reached, if 
needed. 

Draft practice considerations 
Based on one study, it seems that DOT may improve adherence to treatment of HIV infection expressed through 
viral load (low certainty evidence). However, effects are decreasing over time. For lifelong therapy of people 
living with HIV, it does not seem feasible to rely on DOT. DOT for people living with HIV should not be 
recommended as a long-term strategy but may be helpful shortly after diagnosis/ positive test. 

Summary of Expert Panel discussion 
• DOT is not helpful as long-term strategy. HIV treatment is of life-long duration and the intervention lost 

effect over time. It could be an optional, temporally limited support (for example for people who are 
starting the treatment or are changing drugs) or for people with severe psychiatric or mental issues.  

• It may work in closed settings like a prison or residential settings – depending on how long people are 
staying there. 

• It is an expensive strategy when peer support has proven effective in supporting treatment compliance. 

Additional information identified by Expert Panel 
• Metcalfe R, Ragonnet-Cronin M, Bradley-Stewart A, McAuley A, Stubbs H, Ritchie T, et al. From Hospital to 

the Community: Redesigning the Human Immunodeficiency Virus (HIV) Clinical Service Model to Respond to 
an Outbreak of HIV Among People Who Inject Drugs. J Infect Dis. 2020;222(Suppl 5):S410-S9. [8] 
 

 

  

Recommendation agreed on by the Expert Panel 
Directly observed therapy to increase adherence to HIV treatment among people who inject drugs or people on 
OST should not be considered.  

Practice considerations 
Based on one study it seems that DOT may improve adherence to treatment of HIV infection expressed 
through viral load (low certainty evidence). However, effects are decreasing over time. For lifelong therapy of 
people living with HIV, it does not seem feasible to rely on DOT. DOT for people living with HIV should not be 
recommended as a long-term strategy. However, it could be an optional, time-limited intervention, for example 
for people who are starting treatment shortly after diagnosis/positive test or are changing antiviral drugs, in 
closed settings like prisons or residential communities and for people with severe psychiatric or mental issues. 
Further, DOT HIV can work well in combination for people enrolled in OST. 
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2.2 Contingency management  
Contingency management to increase linkage to HCV care 
Key question: In people who inject drugs or people on OST with HCV infection, what is the evidence that 
Contingency Management (CM) is effective in increasing linkage to HCV care 

The evidence 
Table 7. Evidence on contingency management to increase linkage to HCV care 

First 
author, 
year [ref 
no.] 

INTERVENTION 
vs. CONTROL Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL 

RR [95% 
CI] 

GRADE – 
Certainty of 
Evidence 

Norton et al. 
2019 [9] 

CM vs. enhanced 
UC 

Visit 14/19; 74%; CI 
[NA] 

6/20; 30%; 
CI [NA] 

RR 2.46 
[1.19–
5.05] 

VERY LOW 

 
  TI (DAA) 9/12; 75%; CI 

[NA] 
4/4; 100%; 
CI [NA] 

RR 0.75 
[0.54–1.04] 

VERY LOW 

Ward et al. 
2019 [10] 

CM vs UC TI (DAA) 41/54; 76%; CI 
[NA] 

24/36; 67%; 
CI [NA] 

RR 1.14 
[0.86–1.50] 

HIGH 

CI: confidence interval; CM: contingency management; DAA: direct-acting antivirals; NA: not available; RR: relative risk; TI: 
treatment initiation; UC: usual care 

Based on the findings of Norton et al. (2019) [9], participants allocated to interventional CM receiving cash up to 
$395 for 12 weeks or $540 for 24 weeks were significantly more likely to conduct baseline HCV evaluation (Visit) 
within three months after enrolment (74% vs. 30% in CON group, RR 2.46, 95% CI 1.19–5.05). In contrast, CM 
was found to have little or no impact on treatment initiation (TI) defined as receiving prescriptions for at least 
one DAA within 1 year of baseline visit (75% vs. 100% in CON group, RR 0.75, 95% CI 0.54–1.04) [9].  

In the study by Ward et al. (2019) [10], participants received cash incentives of a total maximum of $220 
designed to reinforce HCV treatment initiation (TI). Incentives were not based on pill count or HCV RNA 
response. The initiation rate was higher in people randomised to CM compared to usual care (76% vs. 67% in 
CON group, RR 1.14, 95% CI 0.86–1.50). However, a level of statistical significance was not reached.  

Conclusion based on GRADE 
It is uncertain whether contingency management improves visits or treatment initiation because the certainty of 
this evidence is very low [9]; Contingency management makes little or no difference to treatment initiation (high 
certainty evidence) [10].  

Table 8. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-decision 
table regarding contingency management to increase linkage to HCV care 
Summary of Judgements 

1. Desirable Effects Small Moderate Large Varies 
(15) 

 1 disagree 

2. Certainty of Evidence Very low Low Moderate High Varies (15) 1 disagree 
3. Consistency of Results No Yes (15)       1 disagree 

4. Relevance for Target Group No Probably no Probably 
yes Yes (15) Varies 1 disagree 

5. Publication Bias No Probably no Probably 
yes Yes Varies (13) 2 disagree, 

1 missing 

6. Benefit Small (6) Moderate 
(7) Large (1) Varies (1)  1 missing 

7. Acceptability No (1) Yes (11) Varies (3)     1 missing 
8. Implementation/Transferability No (4) Yes (11)     1 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1-5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
The points in this section were raised by individual Expert Panel members. 

Q6 – What benefit will the proposed intervention have? 

• The implementation of CM will probably more rapidly link people who inject drugs with HCV care and 
encourage them to start therapy, although peer-based interventions also seem to have an impact.  

• Other alternatives may be needed to follow up and keep the link to care beyond first contacts. 
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• In specific subsets of people who inject drugs, cash incentives can increase willingness to initiate 
treatment. 

• Even though this willingness is not mentioned in any of the studies descriptions, it is likely that incentives 
can work as complementary measure to promote treatment initiation, although difficult to see them as a 
‘stand-alone’ intervention since treatment compliance is linked to several other factors. The fact that 
employed people are more likely to initiate treatment is not surprising (usually reflects more organised 
lives, and thus more attention can be given to other dimensions of life besides drug use). 

• Projects in Hungary showed that clients were more motivated to be present at the key stages of the 
intervention, when they received an incentive (in this case a food voucher). 

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• People who inject drugs will probably welcome the CM approach while service providers will be concerned 
about the costs of such a measure, the ethical aspects, and the handling of people who might want to 
join because of the incentive but are not invited/belonging to the target group. 

• However, in some countries there is a precedent set in the implementation of the TB programme which 
offers cash benefits for those enrolled in TB treatment. 

• Drug service providers should be enabled by extra financing /human capacity to conduct such 
programmes. Alternatively, there should be a dedicated team (like HEPAGO in Budapest) that handles the 
project of linkage to care with CM. 

• Peer-based interventions and, in any case, trust, are more important than small amounts of cash for not 
only sustainable care as well as a feeling of belonging and meaningful participation of people who inject 
drugs. In services where this trust has been built, offering cash for certain types of care may bring 
negative consequences for interventions that do not offer compensation but are still important and 
desirable. 

CM is an important option for people who inject drugs with cocaine use disorders who are not reached by OST. 
Giving money is one opportunity to empower people who inject drugs to make their own decision with additional 
money. Even small amounts (5–15 EUR a day) might have beneficial effects. Giving money to clients to support 
and reward wanted behaviour is often problematised in a moral way by professional staff. Staff often believes 
that professional therapeutic relationships to clients and motivational interviewing is ‘enough’ to motivate clients. 
They might feel affected in a negative way to state that money is more important for some clients than so called 
‘warm words’ (which will not satisfy hunger or prevent from physical withdrawal symptoms or do not lead to 
improvements in physical existence). 

Q8 – Could this intervention/action be implemented in the European context? 

• Although the interventions are commonly applied in Europe, it depends on how they are implemented 
whether they will bring benefit. 

• Implementation of CM will raise financial concerns in countries with high number of people who inject 
drugs and resource-constrained healthcare systems. 

The effects of providing cash incentives vs non-monetary incentives across sub-groups should be assessed, and if 
non-monetary incentives may have a positive impact. 

Q9 – If there are specific barriers or obstacles for implementation of intervention in (other) 
European countries, please explain: 

• The implementation of the intervention requires lots of resources, which especially is problematic for 
underdeveloped countries. 

• In several countries, there are administrative barriers and a missing legal basis to provide incentives, 
which are linked to high costs that might have to be raised from public funding. 

• Financial incentives outside of studies are near impossible to implement systematically. Countries will not pay 
people who inject drugs (or any others) to attend healthcare appointments or get treated. Maybe converting 
the incentive model to a ‘benefit’ model, where people receive transportation vouchers, meal tickets (or 
some form of access to food) can be feasible, upon a social assessment done prior to initiating treatment. 

Draft practice considerations 
Contingency management that targets PWID at venues where they are already receiving services, such as NSPs, 
is a promising intervention to improve the entire cascade of care for PWID. Due to paucity of evidence additional 
research is needed. Especially the magnitude of financial incentives to reinforce behavioural changes, 
identification of specific subgroups to be targeted, and whether contingency management should be combined 
with other interventions (e.g. peers) should be studied. 

Summary of Expert Panel discussion 
• It is a useful intervention, but not enough research is available. Missing evidence is possibly because of 

ethical concerns of professionals. 

https://hepago.hu/
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• Low-quality evidence could be supported by transferrable learnings from CM intervention among stimulant 
drugs users. 

• The legal framework needs to be considered. 
• Feasibility for routine practice is important. 
• Treatment preparedness and willingness and liver-staging are essential pre-conditions. 
• Acceptability of (financial) incentives questioned by professionals.  
• Consider what relationship is wanted between people and the programme and how incentives will affect 

that.  
• CM not only for HCV, but to also increase attendance and retention to harm reduction programmes. 
• CM in addition to peer-led harm reduction including peer-to-peer NSP and peer-to-peer naloxone, peer 

education, life outreach training, OST literacy and rights, community campaigns for HCV elimination. 
• Importance of marketing and involvement of peers and social networks. 
• Caution about not creating inequalities when CM is established only in specific sites. 
• Incentives do not have to be financial  

− Non-health services (food vouchers, covered transportation costs, help in getting health insurance, 
etc.) 
− OST 
− Needles, syringes, etc. 
− Money can be used in the beginning of the intervention to link clients to the treatment and then can 
be replaced with other incentives (example Hungary – HEPAGO) 

• Route transition interventions (including transition prevention and reverse transition on injecting drug 
use), which is a key intervention area, is missing. 

 

 

Contingency management to increase adherence to HCV treatment 
Key question: In people who inject drugs or people on OST with HCV infection, what is the evidence that CM is 
effective in increasing adherence to HCV treatment? 

The evidence 
Table 9. Evidence on contingency management to increase adherence to HCV treatment 

First author, 
year [ref no.] 

INTERVENTION 
vs. CONTROL Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL RR [95% CI] 

GRADE – 
Certainty of 
Evidence 

Ward et al. 
2019 [10] 

CM vs UC TC (DAA) 42/54; 78%, CI 
[NA] 

23/36; 64%; 
CI [NA] 

RR 1.13 
[0.84–1.52] 

HIGH 

Norton et al. 
2019 [9] 

CM vs. 
enhanced UC 

SVR12 (DAA) 9/9; 100%; 
95% exCI [NA] 

3/4; 75%; CI 
[NA] 

RR 1.33 
[0.76–2.35] 

VERY LOW 

Ward et al. 
2019 [10] 

CM vs UC SVR12 (DAA) 37/54; 69%; CI 
[NA] 

22/36; 61%; 
CI [NA] 

RR 1.12 
[0.82–1.54] 

HIGH 

CI: confidence interval; CM: contingency management; DAA: direct-acting antivirals; NA: not available; RR: relative risk; 
SVR12: Sustained Virological Response at post-treatment week 12; TC: treatment completion; UC: usual care 

Recommendation agreed on by the Expert Panel 
Conditional recommendation: CM as an intervention to increase linkage to HCV care among people who 
inject drugs or people on OST should be considered.  

Practice considerations 
Contingency management that targets PWID at venues where they are already receiving services, such as 
NSPs, is a promising intervention to improve the entire cascade of care for PWID. Contingency management 
should therefore be considered in addition to interventions such as peer-led harm reduction including peer-to-
peer NSP and peer-to-peer naloxone, peer education, life outreach training, or community campaigns for HCV 
elimination. Further, financial incentives to increase linkage to care could be complemented or even replaced by 
non-health-services such as food vouchers/packages, covered transportation costs, treatment related cost, help 
in getting health insurance, etc.  

Due to paucity of evidence, additional research is needed. Especially the magnitude of financial incentives to 
reinforce behavioural changes, feasibility for routine practice, identification of specific subgroups to be targeted 
and whether financial incentives should be combined with other interventions (e.g. peers) should be studied. 
The legal framework must be considered, and caution is advised to not create inequalities when financial 
incentives are only established in specific sites and given to specific sub-groups of people who are infected with 
HCV (i.e. PWID/people on OST). Above all and everywhere across Europe, free access to HCV treatment must 
be guaranteed and should not be replaced by individual incentives. 
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Ward et al. (2019) [10] found little effect of CM on the outcome treatment completion (TC) (78% vs. 64% in 
CON group, RR 1.13, 95% CI 0.84–1.52). Similarly, CM does not substantially increase the proportion of patients 
achieving SVR12 (69% vs. 61% in CON group, RR 1.12, 95% CI 0.82–1.54). With regard to SVR12, results in 
Norton et al. (2019) [9] also did not favour interventional CM over the control (100% vs. 75% in CON group, RR 
1.33, 95% CI 0.76–2.35). While this study was not powered to show a difference in adherence rates between 
study arms (9 INT, 4 CON), CM may be advantageous for HCV adherence as treatment is rolled out to a larger 
population of people who inject drugs.  

Findings from Norton et al. (2019) [9] suggest that there is little or no difference between interventional 
enhanced standard of care and the likelihood of visiting a provider/specialist, demonstrating the need for larger, 
adequately powered trials. The cash incentives evaluated in Ward et al. (2019) [10] may have been too low to 
reinforce behavioural changes. 

Conclusion based on GRADE 
Contingency management makes little or no difference to treatment completion, and it probably makes little or 
no difference to achieving SVR12 (high certainty evidence) [10]. It is uncertain whether contingency 
management improves treatment adherence as the certainty of this evidence is very low [9]. 

Table 10. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-
decision table regarding contingency management to increase adherence to HCV treatment 
Summary of Judgements 
1. Desirable Effects Small (15) Moderate Large Varies  1 disagree 
2. Certainty of Evidence Very low Low Moderate High Varies (16) 0 disagree 
3. Consistency of Results No Yes (16)       0 disagree 
4. Relevance for Target Group No Probably no Probably yes Yes (14) Varies  2 disagree 
5. Publication Bias No Probably no Probably yes Yes Varies (14) 2 disagree 
6. Benefit Small (8) Moderate (4) Large (1) Varies (1)   2 missing 
7. Acceptability No (4) Yes (9) Varies (3)     1 missing 
8. Implementation/Transferability No (4) Yes (10)     2 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1-5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
Q6 – What benefit will the proposed intervention have? 

• The implementation of CM will probably more rapidly link people who inject drugs with HCV care, but it 
will not necessarily ensure the maintenance of people who inject drugs in treatment. CM may be more 
valued if it is complemented by the implementation of other measures such as increased access to OST 
and ART. 

• CM might be useful for non-OST-settings and for people who inject drugs with cocaine use disorders. 
• More insight/evidence is needed across sub-groups whether there are relevant differences in effects 

depending for example on the socio-economic situation of people who inject drugs. For example, if 
treatment cannot be attended not due to low motivation but due to unaffordable transportation costs, 
incentives that allow to cover these costs could have positive effects, etc.  

• CM does not seem to have a higher effect when compared to other methods such as involving peers and 
it may have potential undesirable effects. 

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• People who inject drugs will probably welcome the CM approach while public service providers will be 
concerned about the costs of such measure. 

• In some countries there is a precedent set in the implementation of the TB programme which offers cash 
benefits for those enrolled in TB treatment. 

• It may work in certain cases where the type of relationship between clients and service providers is 
already more based on a rational choice theory or an ‘economic understanding’ of a person. One can 
question if that is the best way of engaging with clients or what effects this will produce in terms of 
engagement with the service and other forms of care. For certain services this may not be acceptable and 
might downgrade the type of relationship with care people who inject drugs could already have 
established. 

• Within peer projects or low threshold employment facilities there are experiences about the necessary 
magnitude of rewards or so-called ‘expense allowances’, which can be used as reference points. 
Depending on how often money is offered, 5 EUR per day or 15 EUR once or twice a week in Germany 
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(less in European countries with lower incomes/higher in European countries with higher incomes 
compared to Germany) is a promising amount to optimise linkage to HCV care and treatment. 

Q8 – Could this intervention/action be implemented in the European context? 

• Although the context of the studies is common in Europe, the implementation might be challenging for 
countries with resource-challenged healthcare systems and a high number of people who inject drugs, 
especially because of the financial aspect, the administrative work, and a missing legal basis. 

• Management of financial incentive seems very challenging in everyday healthcare practice and work of 
NGOs providing harm reduction services. Providing other financial resources as CM (transportation costs, 
co-pays, food, etc.) is more realistic and already used. 

• Additional public funding or private donations are needed to finance CM as money/cash rewards. 
• Setting and model wise it is implementable, but again it will be very hard to implement widely as payment 

for attending health services/remaining in treatment will face a lot of resistance from governments, and 
thus this would rely on private funding. A possible (similar) alternative could be replacing financial 
incentives with other benefits to make it more acceptable to governments/public health programmes. 

If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain: 

• Barriers/obstacles may depend on the country context; however, the intervention requires lots of 
resources and is a high-cost intervention, which is problematic for underdeveloped countries with 
competing priorities in the healthcare system. In addition, how effective the intervention is in comparison 
to the effort and expenses needs to be considered. 

Draft practice considerations 
Findings suggest that contingency management shows some potential to help link PWID in the community to 
HCV care and treatment. Contingency management can aid in both motivation (financial incentive) as well as 
provide financial resources (transportation costs, co-pays, food, etc.), which both may be barriers to accessing 
and to being adherent to care for vulnerable populations. However, larger randomised controlled trials must be 
conducted in order to definitively answer this question for HCV. Especially the magnitude of financial incentives 
to reinforce behavioural changes, identification of specific subgroups to be targeted and whether financial 
incentives should be combined with other interventions (e.g. peers) should be studied. 

Summary of Expert Panel discussion 
• Panel members had doubts on whether to recommend an intervention if the evidence says it has small 

effect. 
• Recommendation to advocate for free access for HCV treatment across Europe. The topic of incentives 

cannot replace the importance of structural changes in drug and HCV prevention policies. 
• Linkage to care might benefit more from CM in comparison to adherence to treatment. 
• Differences across countries in healthcare systems/legislation have to be considered. 

− It may be not allowed to give money for participation in services that might be covered from other 
studies/programmes 

• Free access to HCV treatment on a European level has to be guaranteed and should not be replaced by 
individual incentives.  

• Ethical question: why just for people who inject drugs and not for all? 
− But: a small amount of money already has a great impact on people in precarious situations 

• Low sustainability because of difficulties of other projects launching after this type of intervention 
• Financial incentives are an unstable model and create expectations. Considering rewarding medical staff 

working with people who inject drugs instead of groups or sub-groups of people who inject drugs: 
− Considering the difficulties in complying with the bureaucratic process 
− It is more sustainable to reward the medical staff instead of the clients, as the clients are more 

sensitive when a shortage of resources do not allow incentives anymore 
• Incentives should not replace health education and provision of information on individual level 
• People have to be addressed in their living environment (connection to care within harm reduction 

programmes) 
• Incentives could be non-health services like food packages, providing consultation, treatment related cost 

covering, access to drop-in centres, testing, etc. 
− Formulation as ‘incentives’ as it has broader meaning  

• It is a support to keep people engaged in treatment 
• CM offsets institutional discrimination of people who use drugs 
• CM in a general context has proven to be successful 

− Example Germany: health insurances offer bonus programmes (cash refunds up to 400 EUR/year) 
for people taking part in health promotion programmes like using fitness tracking, going to fitness 
studios, quitting smoking, reducing weight, etc. 

• Worries, that relevant studies have not been identified. 
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Additional information identified by Expert Panel 
In Georgia, a study was completed for HCV diagnosis and treatment integrated in HR that showed that CM is 
important support; the paper is submitted for publication. 

 

2.3 Telemedicine  
Telemedicine to increase linkage to care/adherence to treatment for 
HCV 
Key question: In people who inject drugs or people on OST with HCV infection, what is the evidence that 
telemedicine (TM) is effective in increasing linkage/adherence to HCV care? 

The evidence  
Table 11. Evidence on telemedicine to increase linkage to care/adherence to treatment for HCV 

First author, 
year [ref no.] 

INTERVENTION 
vs. CONTROL Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL RR [95% CI] 

GRADE – 
Certainty 
of 
Evidence 

Cooper et al. 
2017 [11] 

TM vs. UC TI (IFN+DAA) 43/157; 27.4%; 
CI [NA] 

608/1,130; 
53.8%; CI [NA] 

RR 0.51 
[0.39–0.66] 

LOW 

  TM vs. UC TI (DAA) 27/43; 62.8%; 
CI [NA] 

319/608; 
52.5%; CI [NA] 

RR 1.07 
[0.83–1.39] 

LOW 

  TM vs. UC SVR12 
(DAA+IFN) 

18/19; 94.7%; 
CI [NA] 

236/249; 
94.8%; CI [NA] 

RR 1.00 
[0.90–1.12] 

VERY LOW 

CI: confidence interval; DAA: direct-acting antivirals; IFN: interferon; NA: not available; RR: relative risk; SVR12: Sustained 
Virological Response at post-treatment week 12; TI: treatment initiation; TM: telemedicine; UC: usual care 

Only one study was identified that evaluated a TM intervention to increase treatment initiation (TI) and the 
proportion of patients achieving SVR12. Cooper et al. (2017) [11] investigated a TM programme staffed by a 
multidisciplinary team of HCV-competent healthcare professionals in Canada with statistical significant results for 
TI with IFN and DAA, however favouring the control (27.4% vs. 53.8% in CON group, RR 0.51, 95% CI 0.39–
0.66). When considering only participants receiving DAA, TI rates increased compared to the control, but not 
significantly (62.8% vs. 52.5% in CON group, RR 1.07, 95% CI 0.83–1.39). With regard to the second outcome, 
SVR12 (DAA), results did not show any difference between the groups (94.7% vs. 94.8% in CON group, RR 1.00, 
95% CI 0.90–1.12). This study by Cooper et al. (2017) [11] aimed to assess that there was no difference in TI 

Recommendation agreed on by the Expert Panel 
Conditional recommendation: CM as an intervention to increase adherence to HCV treatment among 
people who inject drugs or people on OST should be considered.  

Practice considerations 
Contingency management can aid in both motivation (financial incentive) as well as provide financial resources 
(transportation costs, co-pays, food, etc.), which both may be barriers to accessing and to being adherent to 
care for vulnerable populations. Contingency management that targets PWID at venues where they are already 
receiving services, such as NSPs, shows some potential to improve the entire cascade of care for PWID. 
Contingency management should therefore be considered in addition to interventions such as peer-led harm 
reduction including peer-to-peer NSP and peer-to-peer naloxone, peer education, life outreach training, OST 
literacy and rights, and community campaigns for HCV elimination. Further, financial incentives directly related 
to increasing adherence to treatment could also be complemented or even replaced by non-health services 
such as food vouchers/packages, covered transportation costs, treatment related cost covering, help in getting 
health insurance, etc. Rewarding medical staff working with PWID should be considered as a sustainable 
strategy.  

Due to paucity of evidence, additional research with larger randomised controlled trials is needed. Especially 
the magnitude of financial incentives to reinforce behavioural changes, the feasibility for routine practice, 
identification of specific subgroups to be targeted (considering the individual socio-economic situation) and 
whether financial incentives should be combined with other interventions (e.g. peers) should be studied.  

The legal framework must be considered, and caution is advised to not create inequalities when financial 
incentives are only established in specific sites and given to specific subgroups of people who are infected with 
HCV (i.e. PWID/people on OST). Above all, and everywhere in Europe, free access to HCV treatment level must 
be guaranteed and should not be replaced by individual incentives. 
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when DAA was provided by TM interventions or through attending the clinics (=usual care) in a remote 
community. Thus, TM can lead to similar results for TI with DAA in remote populations with limited access to 
healthcare facilities. 

Conclusion based on GRADE 
Telemedicine with interferon+direct-acting antivirals may reduce treatment initiation (low certainty evidence); 
Telemedicine with direct-acting antivirals may make little or no difference to treatment initiation (low certainty 
evidence) and it is uncertain whether it improves viral load because certainty of evidence is very low [11]. 

Table 12. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-
decision table regarding telemedicine to increase linkage to care/adherence to treatment for HCV 
Summary of Judgements 
1. Desirable Effects Small (14) Moderate Large Varies  2 disagree 
2. Certainty of Evidence Very low Low (16) Moderate High Varies 0 disagree 
3. Consistency of Results NA         – 
4. Relevance for Target Group No Probably no Probably yes Yes (15) Varies 1 disagree 
5. Publication Bias No (15) Probably no Probably yes Yes Varies 1 missing 
6. Benefit Small (7) Moderate (5) Large (1) Varies (2)   1 missing 
7. Acceptability No Yes (12) Varies (2)     2 missing 
8. Implementation/Transferability No Yes (14)      2 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1–5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
The points in this section were raised by individual Expert Panel members.  

Q6 – What benefit will the proposed intervention have? 

• Projects that already implemented TM, like recently in Budapest, showed some benefits regarding the 
feeling of security of the clients, and furthermore a motivation for continuing the treatment and a lower 
percentage of dropouts. 

• TM can help initiating HCV treatment, especially for patients who are in complex and difficult situations. In 
the context of COVID-19, TM had a great benefit, where the access to conventional HCV services was 
restricted. 

• Models including TM may lead to increases in coverage of treatment/care, compared to traditional 
models. A main benefit linked to TM is the cost effectiveness. 

• Considering the situation of the clients, the benefits are highly dependent on the access to electronic 
equipment of people who inject drugs. 

• The majority have no electronic means and need guidance in scheduling an appointment, even if virtual. 
• For a subset of people who inject drugs, for example in remote areas and people in prison regardless of 

their drug use, TM could potentially increase access to HCV treatment by removing the need to have 
doctors on site or providing additional opportunities for medical consultations without needing to go to 
the hospital. Its effect on treatment initiation and SVR would need to be assessed, but would likely be 
very low or none. 

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• Acceptability depends on the structure of the healthcare system and services, and conditions of 
healthcare provision. 

• TM may be well accepted by those people who inject drugs with access to electronic equipment, internet 
connection and a place to live. The majority have no electronic means and need guidance in scheduling 
an appointment, even if virtual. On the other hand, in many countries the HCV treatment service 
providers have poor/lack of capacity for TM. 

• Experience shows that people who inject drugs could be hard to reach for TM because of unstable 
telephone numbers or connections. 

• Due to the COVID-19 pandemic, the digitalisation process in daily communication in professional services 
is increasing and getting to be the ‘new normal’ for the general public, and also partly for people who 
inject drugs. 

• We still have substantial lack in skills and equipment (smartphones) and challenges (data protection, 
discrimination of people who inject drugs) to implement TM in people who inject drugs communities on a 
bigger scale. 
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• TM provides access to care for isolated populations, also in lower income countries – access in areas with 
poor availability of specialised care. 

Q8 – Could this intervention/action be implemented in the European context? 

• As there were already TM approaches before and many implementations of TM took place during the 
COVID-19 pandemic, including the adoption of TM in models for OST, the implementation of TM in this 
sector should be suitable in a European context. 

• The intervention might be suitable (only) for a limited segment of people who inject drugs and according 
to the development and resources of the healthcare system. Because of that, it might be reserved to well-
developed countries. 

• Due to the potential, pilot interventions should be supported, evaluated and results should be promoted. 
• TM may also be considered in cross border collaboration of healthcare professionals (countries with 

limited experience of HCV treatment accessing advice from experienced specialists). 

If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain: 

• Barriers and obstacles for such an intervention are like all the challenges that come with TM. 
• The obstacles are related to: the lack of electronic equipment, access to internet and mobile phones, poor 

internet connection, a place to live in among people who inject drugs and poor digitalisation of some 
health systems including lack of recognition by health insurance house of TM. 

• Not all groups are interested in adopting online practices. Alternatives may be found for these cases and 
more studies are to be recommended for the different sub-groups. 

Draft practice considerations 
Telemedicine may facilitate healthcare to marginalised patients, who would otherwise have limited access to HCV 
treatment, by remotely linking patients to healthcare services. However, effects are not substantial and due to 
paucity of evidence additional research is recommended. Especially information on PWID subgroups for which 
this intervention may be adequate and whether telemedicine should be combined with other interventions (e.g. 
primary care) should be subject to further studies. 

Summary of Expert Panel discussion 
• The Expert Panel initially advised against the intervention, but following the emergence of new 

approaches, especially during the COVID-19 pandemic, there were no more disagreements with the 
recommendation. The recommendation is based on COVID-19 pandemic experiences and not on the 
evidence presented. TM is more useful in regard to adherence to treatment than to linkage to care. 

• Feasibility of TM in people who inject drugs 
− Groups or sub-groups of people who inject drugs have little access to electronical 

devices/systems/steady use of phones, etc. 
− Could be recommended as additional/optional 
− Could be harmful, especially for TI 
− It is a good tool for decentralising HCV care through primary healthcare 
− TM is rather practiced by private health system, but people who inject drugs need to be linked up 

with public health system. Public systems are bureaucratic when it comes to pill distribution. 
• Consideration of the improvements in TM since the COVID-19 pandemic 

− TM was implemented during the COVID-19 pandemic as an emergency measure – but is it 
sustainable in a normal context? 

• TM has proven useful in increasing the adherence to treatment and has proven a cost-effective 
intervention. 

• TM can be considered especially in prison/residential settings/in connection with consultation/in harm 
reduction programmes. 

• TM needs a specification, as it is a broad field. 
• Could be recommended as complementary to face-to-face contacts as it provides a low-threshold contact 

option. 
• Mobile TM units could be implemented 

− Example, Hungary: In Budapest the HEPAGO social workers – who were next to the clients on the 
HCV treatment path – were available on phone for clients if they had doubts/questions on 
dosage/medication or anything related to the HCV treatment. 

− Example, UK: The Hep C Trust uses peer advocates to reach out/engage people who inject drugs 
in HCV testing and onward into treatment. They have been willing to buy phones to support 
people. They have looked to secure a low-cost, low-tech smartphone in the hope that they will be 
less valuable to sell on. The theory is still to be tested on account of the project being disrupted 
due to the COVID-19 pandemic. 

− Keyword community mobilisation (in connection with Peers or harm reduction? services lending 
phones/internet access to people who use drugs). 

• Treatment regimens need simplification to optimise TM usage in rural settings with a lack of specialty care. 
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Additional information identified by Expert Panel  
The Eurasian Harm Reduction Association (EHRA) and the Eurasian Coalition on Health, Rights, Gender and 
Sexual Diversity (ECOM) recently collected experiences from more than 60 organisations providing health and 
social services for key populations in EECA countries, including: 

• Latifi R, Parsikia A, Boci A, Doarn CR, Merrell RC. Increased Access to Care through Telemedicine in Albania: 
An Analysis of 2,724 Patients. Telemedicine and e-Health. 2019;26(2):164-75. [12]  

• Mohsen W, Chan P, Whelan M, Glass A, Mouton M, Young E, et al. Hepatitis C treatment for difficult to 
access populations: can telementoring (as distinct from telemedicine) help? Internal Medicine Journal. 
2019;49(3):351-7. [13]  

• Lepage C, Garber G, Corrin R, Galanakis C, Leonard L, Cooper C. Telemedicine successfully engages 
marginalized rural hepatitis C patients in curative care. Official Journal of the Association of Medical 
Microbiology and Infectious Disease Canada. 2020;5(2):87-97. [14]  

• Jimenez-Galan G, Alia-Alia C, Vegue-Gonzalez M, Garcia-Berriguete RM, Fernandez-Gonzalez F, Fernandez-
Rodriguez C, et al. The contribution of telemedicine to hepatitis C elimination in a correctional facility. 
Revista Espanola de Enfermadades Digestivas (REED). 2019;111:550-5.[15] 
 

 

2.4 Peers 
Peers to increase linkage to HCV care 
Key question: In people who inject drugs or people on OST with HCV infection, what is the evidence that peer 
interventions are effective in increasing linkage to HCV care? 

The evidence 
Table 13. Evidence on peers to increase linkage to HCV care 

First author, 
year [ref 
no.] 

INTERVENTION 
vs. CONTROL Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL RR [95% CI] 

GRADE – 
Certainty 
of 
Evidence 

Broad et al. 
2020 [16] 

LtC via (outreach) 
testing vs. UC 

Visit 6/195; 3%; CI 
[NA] 

5/185; 3% 
[NA] 

RR 1.17 
[0.36–3.77] 

LOW 

Ward et al. 
2019 [10] 

Peer mentors vs. 
UC 

TI 45/54; 83%; CI 
[NA] 

24/36; 67%; 
CI [NA] 

RR 1.25 
[0.96–1.62] 

HIGH 

CI: confidence interval; DAA: direct-acting antivirals; LtC: linkage to care; NA: not available; RR: relative risk; TI: treatment 
initiation; UC: usual care 

One RCT evaluated the effect of a peer interventional approach on linkage to HCV care with DAA. Broad et al. 
(2020) [16] assessed the proportion of participants who had a visit with the HCV nurse within 6 months after 
point-of-care testing and contact with trained outreach workers with lived HCV experience (=peers). Findings did 
not show that facilitating linkage to care via outreach workers after testing increased the proportion of 
participants visiting the HCV nurse within six months (3% vs. 3% in CON group, RR 1.17, 95% CI 0.36–3.77).  

Recommendation agreed on by the Expert Panel 
Conditional recommendation: Telemedicine for HCV treatment among people who inject drugs or people on 
OST should be considered.  

Practice considerations 
Telemedicine may facilitate healthcare to marginalised patients, who would otherwise have limited access to 
HCV treatment, by remotely linking patients to healthcare services. However, relevant obstacles exist for PWID 
to benefit from telemedicine interventions related to the lack of electronic equipment, access to internet and 
mobile phones, poor internet connection, a place to live but also poor digitalisation of some health systems and 
lack of recognition by health insurance or barriers in prison setting. The effects of the only identified study are 
not substantial and due to paucity of evidence, additional research is recommended. As telemedicine is a broad 
field, a potential intervention must be better defined and may be more useful for increasing adherence than 
linkage to care. Especially information on PWID subgroups for which this intervention may be adequate for and 
whether TM should be combined with other interventions (e.g. primary care) should be subject to further 
studies. 

Experts concluded that telemedicine should be considered relevant based not on evidence presented but on 
COVID-19 pandemic experiences when the access to conventional HCV services was restricted. A study 
showing 97% SVR among an incarcerated population following direct-acting antivirals for HCV was noted by 
the Expert Panel.  

https://ecom.ngo/
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Another RCT by Ward et al. (2019) [10] assessed the effect of engagement of peer mentors on the proportion of 
participants initiating DAA treatment within eight weeks after randomisation/recruitment. Findings suggest that 
engagement of peer mentors improves treatment initiation in people living with HIV/HCV co-infections from an 
outpatient clinic (83% vs. 67% in CON group, RR 1.25, 95% CI 0.96–1.62). However, while a larger proportion of 
those in the intervention group had the desired outcome (TI), the difference was not statistically significant. 

Conclusion based on GRADE 
Peers may make little or no effect on visits (low certainty evidence) [16]; Peers may slightly improve treatment 
initiation (high certainty evidence) [10].  

Table 14. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-
decision table regarding peers to increase linkage to HCV care 
Summary of Judgements (n=17) 

1. Desirable Effects Small Moderate Large Varies (14)  3 disagree 

2. Certainty of Evidence Very low Low Moderate High Varies (17) 0 disagree 

3. Consistency of Results No (17) Yes       0 disagree 

4. Relevance for Target Group No Probably no Probably yes Yes (14) Varies 3 disagree 

5. Publication Bias No (16) Probably no Probably yes Yes Varies 1 disagree 

6. Benefit Small (3) Moderate (5) Large (6) Varies (2)  1 missing  
7. Acceptability No Yes (11) Varies (4)     2 missing 

8. Implementation/Transferability No Yes (16)     1 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1–5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
Q6 – What benefit will the proposed intervention have? 

• Peer support is promising for hidden and hard-to-reach sub-groups of people who inject drugs, for 
example foreigners, migrants who do not speak the country’s languages and/or do not have sufficient 
reading or writing skills, like (functional) illiterates. Peers are extremely important in subgroups with 
cultural backgrounds and languages which very much differ from the country. 

• Peers can improve the likelihood of TI and increase the client’s engagement in care. 
• Peers are decisive in treatment initiation and promoting access to services in general, and may help 

increase linkage to HCV care, if they are building navigation skills that help people who inject drugs 
navigate through the HCV network and services. 

• Practices show that the interest and involvement is more active and better results can be achieved, if the 
target group representatives receive a bonus or even money. 

• Depending on the programme design, peers may have less impact on adherence to treatment but play a 
key role in providing HCV testing and also in linkage to care. 

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• It depends on the structure of the healthcare systems and services, as well as the conditions of healthcare 
provision if/how such an intervention is accepted. 

• Access to trusted providers (peers) even if acting as facilitators representing client’s interest is highly valued, 
particularly in the context of distrust to healthcare often experienced by marginalised communities. 

• Practitioners with less experience with these communities often also appreciate mediation of community 
(peer) workers. Active navigation can be of great value to clients/patients. 

• Especially for those groups with advanced health problems, interaction with certified staff (e.g. doctors, 
nurses, etc.) could be well appreciated. 

Q8 – Could this intervention/action be implemented in the European context? 

• As there are already countries that implement peer support, the intervention is suitable to be implemented 
in a European context. 

• Especially in countries with strict law and criminalisation of drug use, peer support would show great 
benefits when implemented. 

• The involvement of peers must become central in working with people who inject drugs, wherever possible. 
• Peer mentors’ support services should be a part of harm reduction programmes. In Latvia there is 

experience (starting two years ago) to provide support-person services for recently infected or not adherent 
people living with HIV (mostly people who inject drugs). It takes resources, but it is worth doing that and 
could be implemented for HCV as well. 
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If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain: 

• The involvement of peers remains difficult in countries with more punitive approaches to drug use as well as 
in countries with short history of civic involvement/participation. Also, there should be legal labour provisions 
in place to allow involvement of peers, regardless of their education and qualifications. 

• In some countries, informal involvement of volunteers in the process of care may not fit the formal 
framework of care. 

• Some challenges are related to sustainability of peer-led work that is not funded from state budget or as 
part of national response in some countries. 

• Adequate funding is key for functional and beneficial peer support. A main success factor is the peers 
themselves – how motivated, interested, experienced, educated and trained they are. Peer work is 
extremely challenging. 

• Other obstacles/barriers might be the criminalisation of use and possession of drugs for personal 
consumption. Besides, there are restrictions on the involvement of community workers in the delivery of 
health services in some countries. A poor integration of community health services into the healthcare 
system can become an obstacle, as it creates a threshold between engagement with community/peer 
workers and access to health service that needs to be overcome by the client. 

Draft practice considerations 
Regardless of strategy, HCV elimination efforts should be paired with responsive approaches that address a 
broad spectrum of needs including, for example, housing and overdose prevention. Efforts to engage those who 
are infected with HCV must consider and aim to address the lived realities and needs of PWID and should offer 
both testing and treatment in spaces where they feel comfortable and access regularly, such as supervised 
consumption services or harm reduction programmes.  

Peers facilitate the access to PWID communities and the interaction with current PWID, by promoting a trusting 
environment. Most importantly, a corresponding training needs to be seen as pre-condition to successfully act as 
peers in programmes. 

Summary of Expert Panel discussion 
• It was proposed that the recommendation should be a conditional one. 
• One-on-one client contact is more helpful than two-on-one contact. 
• Clarification on how peer work looks in practice: different impact can be documented with case studies 
• Consideration of different peer models and concepts (different starting points, different outcomes) 

− Looking at wider functions of community involvement 
− Testing, engaging people in treatment, taking people to fibro scanning. 

• Raising awareness of peer work/services among healthcare professionals 
− Peer involvement should be recognised as legitimate knowledge 
− Measures against health worker discrimination against people who use drugs or a lack of 

understanding of those community realities (which can cause struggling to sustain treatment 
engagement). 

• Individual components make a huge difference: treatment preparedness and treatment literacy. 
• Individual peer advocacy is often provided from drug user rights groups and service user advocates linked to 

services. 
• Peer groups and patients’ schools have been shown to be effective for linkage to care. 
• Peer involvement has proven very useful, especially in countries with high stigma and no/little pharmacies 

involvement in harm reduction services. 
• Ex-IDUs, as the ‘interferon generation’ are a crucial target group for linkage to care as they have often been 

excluded from treatment. Since the introduction of DAA, restrictions have widely been dropped and to find 
ex-people who inject drugs not treated before and link them in is a new area and very important. 
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Peers to increase adherence to HCV treatment 
Key question: In people who inject drugs or people on OST with HCV infection, what is the evidence that peers 
are effective in increasing adherence to HCV treatment? 

The evidence 
Table 15. Evidence on peers to increase adherence to HCV treatment 

First author, 
year [ref no.] 

INTERVENTIO
N vs. 
CONTROL 

Outcomes 
Outcomes 
INTERVENTI
ON 

Outcomes 
CONTROL 

RR [95% 
CI– 

GRADE – 
Certainty of 
Evidence 

Ward et al. 
2019 [10] 

Peer mentors 
vs. UC 

TC 42/54; 78%, 
CI [NA] 

23/36; 64%; 
CI [NA] 

RR 1.22 [0.92–
1.62] 

HIGH 

    SVR12 41/54; 76%; 
CI [NA] 

22/36; 61%; 
CI [NA] 

RR 1.24 [0.92–
1.68] 

HIGH 

CI: confidence interval; NA: not available; RR: relative risk; SVR12: Sustained Virological Response at post-treatment week 12; 
TC: treatment completion; UC: usual care. 

Ward et al. (2019) [10] also evaluated the effect of engagement of peer mentors on the proportion of 
participants completing treatment (TC) with DAA and achieving SVR12. With regard to TC, engagement of peer 
mentors during and after HCV DAA treatments was superior to the control, but the difference was not statistically 
significant (78% vs. 64% in CON group, RR 1.22, 95% CI 0.92–1.62). SVR12 was achieved by 76% of study 
participants in the intervention group compared to 61% in the control (RR 1.24, 95% CI 0.92–1.68).  

Conclusion based on GRADE 
Peers make little or no difference to treatment completion and SVR12 (high certainty evidence) [10]. 
  

Recommendation agreed on by the Expert Panel 
Conditional recommendation: Peer mentors as an intervention to increase linkage to HCV care among 
people who inject drugs or people on OST should be considered. 

Practice considerations 
Regardless of the strategy, HCV elimination efforts should be paired with response approaches that address a 
broad spectrum of drug users’ needs including, for example, housing and overdose prevention. Efforts to 
engage those who are infected with HCV must consider and aim to address the lived realities and needs of 
PWID and should offer both testing and treatment in spaces where they feel comfortable and access regularly, 
such as supervised consumption facilities or harm reduction programmes.  

Peers facilitate the access to PWID communities and the interaction with current PWID, by promoting a trusting 
environment. Access to trusted providers (peers) even if acting as facilitators representing client’s interest is 
highly valued, particularly in the context of distrust to healthcare often experienced by marginalised 
communities. Regarding certain groups or sub-groups of PWID, peer support is especially promising in hidden 
and hard-to-reach sub-groups of PWID, for example foreigners, migrants who do not speak the country’s 
languages and/or do not have sufficient reading or writing skills like (functional) illiterates.  

Different peer models and concepts (different starting points, different outcomes) must be considered, looking 
at wider functions of community involvement. Most importantly, relevant corresponding training should be a 
pre-condition for people to successfully act as peers in programmes. In addition, trainings are key to raise 
awareness and reduce discrimination of peer work/services among healthcare professionals and to facilitate the 
recognition of peer involvement as legitimate knowledge.  
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Table 16. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-
decision table regarding peers to increase adherence to HCV treatment 
Summary of Judgements (n=17) 

1. Desirable Effects Small Moderate 
(15) Large Varies  2 disagree 

2. Certainty of Evidence Very low Low Moderate High 
(17) Varies 1 comment 

3. Consistency of Results NA           

4. Relevance for Target Group No Probably no Probably 
yes Yes (16) Varies 1 disagree, 1 

comment 

5. Publication Bias No (15) Probably no (2) Probably 
yes Yes Varies 2 disagree 

6. Benefit Small 
(4) Moderate (7) Large (5) Varies  1 missing 

7. Acceptability No Yes (12) Varies (4)     1 missing 
8. Implementation/Transferability No Yes (16)     1 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1–5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
The points in this section were raised by individual Expert Panel members. 

Q6 – What benefit will the proposed intervention have? 

• The intervention can have more or less benefit depending on the setting, accessibility to services, socio-
demographic characteristics of patients, etc. 

• Benefits of the intervention include an increased linkage to care and the improvement of TC and viral load. 
• Peer support can be decisive in treatment initiation and promoting access to service in general. Important to 

consider, that results take longer than two months because of multiple dimensions in clients’ lives. 
• Incentives or a bonus could increase the benefits of such interventions. 

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• The intervention can help both sides very effectively – peers can function as a link between people who 
inject drugs enrolled into treatment and the healthcare system (which provides the HCV medication). 

• Depending on the bio-psycho-social needs of each client the intervention can be better or less accepted by 
people who inject drugs. 

• For some people who inject drugs, especially those with advanced health problems, interaction with certified 
staff (e.g. doctors, nurses, etc.) can be well appreciated. 

• Peer mentors should be involved as ‘counsellors’ for staff or units with limited experience working with 
people who inject drugs as they function as ‘translators’ or ‘mediators’. They can contribute to reducing 
stigma and discrimination in health systems. 

• Peer mentoring can be very effective for clients with multiple problems (active drug use, unemployment, 
housing, risk behaviour, etc.) and it has already been implemented successfully in some healthcare settings. 

Q8 – Could this intervention/action be implemented in the European context? 

• As there are already countries that implemented peer support, the intervention is suitable for the European 
context. 

• The involvement of peers must become a central part in harm reduction programmes working with people 
who inject drugs. In Latvia there is experience (starting two years ago) to provide support person services 
for newly infected or non-adherent people living with HIV (mostly people who inject drugs) implemented by 
a harm reduction programme. It takes resources, but it is worth doing that and could be implemented for 
HCV as well. 

If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain: 

• The involvement of peers remains difficult in countries with more punitive approaches to drug use as well as 
in countries with short history of civic involvement/participation. Also, there should be legal labour provisions 
in place to allow involvement of peers, regardless of their education and qualifications. 

• Not in all countries, nurses may lead the HCV treatment process, it may require regulatory changes and 
changes in professional competencies. 
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• In some countries, informal involvement of volunteers in the process of care may not fit the formal 
framework of care. 

• A main success factor are the peers themselves – how motivated, interested, experienced, educated, and 
trained they are. Peer work is extremely challenging. 

Draft practice considerations 
Regardless of strategy, HCV elimination efforts should be paired with response approaches that address a broad 
spectrum of drug users’ needs including, for example, housing and overdose prevention. Efforts to engage those 
who are infected with HCV must consider and aim to address the lived realities and needs of PWID and should 
offer both testing and treatment in spaces where they feel comfortable and access regularly, such as supervised 
consumption services or harm reduction programmes.  

Peers facilitate the access into PWID communities and the interaction with current PWID, by promoting a trusting 
environment. Most importantly, a corresponding training needs to be seen as pre-condition to successfully act as 
peers in programmes. Further, incentives have shown success elsewhere and may be useful to support 
marginalised people to engage in HCV treatment. 

Summary of Expert Panel discussion 
• Suggested to strongly recommend peer involvement as an approach, whereas the specific interventions 

presented in the evidence table can be considered in the practical considerations. 
• Consideration of different countries/health system structures 

− health insurance policies 
− not all services (HR, pharmacy involvement) are available in all countries. 

• Ensuring confidentially is important for people who inject drugs.  
• Peer involvement is an expensive strategy, but an effective one (for example Latvia). 
• Definition of the different concepts of peer involvement are needed for a better understanding. 
• Individual approaches are needed to make it suitable for the clients – questionable if this can be realised 
• Peer intervention can be an instrument for behavioural changes. 

Additional information identified by Expert Panel 
• Schatz E, Perez Gayo R, Raulet I. Good practice examples of hepatitis C prevention, testing and treatment 

by harm reduction services in Europe. Amsterdam: Correlation European Harm Reduction Network, 2019. 
• [17]  (collection was in 2018, thus proLAR (Norway) is not included). 
• The new definitions on community-led monitoring from UNAIDS have been developed jointly and have the 

support of the global key population networks. This is what will guide the next ten years of the Global AIDS 
Strategy that will be agreed in June 2021 at the UN High Level Meeting on HIV. 

• There is strong transferrable evidence of peer work in other areas such as securing OST engagement. Peers 
are used widely in China and across the Africa region. Kenya is now structuring peers as the front end of the 
whole HIV treatment system, see model from NASCOP Kenya. 
 

 

Recommendation agreed on by the Expert Panel 
Strong recommendation: Peer mentors as an intervention to increase adherence to HCV treatment among 
people who inject drugs or people on OST should be recommended. 

Practice considerations 
Regardless of strategy, HCV elimination efforts should be paired with response approaches that address a broad 
spectrum of drug users’ needs, including, for example, housing and overdose prevention. Efforts to engage 
those who are infected with HCV must consider and aim to address the lived realities and needs of PWID and 
should offer both testing and treatment in spaces where they feel comfortable and access regularly, such as 
supervised consumption services or harm reduction programmes.  

Peers facilitate the access to PWID communities and the interaction with current PWID, by promoting a trusting 
environment. Access to trusted providers (peers) even if acting as facilitators representing client’s interest is 
highly valued, particularly in the context of distrust to healthcare often experienced by marginalised 
communities. Regarding certain groups or sub-groups of PWID, peer support is especially promising in hidden 
and hard-to-reach sub-groups of PWID, for example foreigners, migrants who do not speak the country’s 
languages and/or do not have sufficient reading or writing skills like (functional) illiterates.  

Different peer models and concepts (different starting points, different outcomes) must be considered, looking 
at wider functions of community involvement. Most importantly, relevant corresponding training should be a 
pre-condition for people to successfully act as peers in programmes. In addition, trainings are key to raise 
awareness and reduce discrimination of peer work/services among healthcare professionals and to facilitate the 
recognition of peer involvement as legitimate knowledge.  

https://hepatitiscommunitysummit.eu/wp-content/uploads/2018/10/Prolar-HCV-activities.pdf
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2.5 Primary care 
Primary care to increase linkage to care/adherence to treatment for 
HCV 
Key question: In people who inject drugs or people on OST with HCV infection, what is the evidence that 
Primary Care (PC) is effective in increasing linkage/adherence to HCV care? 

The evidence 
Table 17. Evidence on primary care to increase linkage to care/adherence to treatment for HCV  

First 
author, 
year [ref 
no.] 

INTERVENTION 
vs. CONTROL Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL RR [95% CI– 

GRADE – 
Certainty 
of Evidence 

Wade et al. 
2019 [18] 

PC vs. hospital TI 43/57; 75%; CI 
[NA] 

18/53; 
34%; CI 
[NA] 

RR 2.48 [1.54–
3.95] 

MODERATE 

  PC vs. hospital SVR12 28/57; 49%; CI 
[NA] 

16/53; 
30%; CI 
[NA] 

RR 2.22 [1.48–
3.33] 

MODERATE 

CI: confidence interval; NA: not available; PC: primary care; RR: relative risk; SVR12: Sustained Virological Response at post-
treatment week 12; TI: treatment initiation; UC: usual care  

Wade et al. (2019) [18] assessed HCV DAA treatment initiation (TI) and the proportion of people who inject 
drugs achieving SVR12 through DAA in primary care (PC) in settings where general practitioners provided OST, 
compared to DAA in local hospital-based specialist care (OST still provided in PC). Findings of the RCT show 
significantly increased TI rates in the interventional PC group compared to the control (75% vs. 34% in CON 
group, RR 2.48, 95% CI 1.54–3.95). In total, 49% of study participants in the intervention group achieved 
SVR12 compared to 30% in the control group (RR 2.22, 95% CI 1.48–3.33), also reaching statistical significance.  

Conclusion based on GRADE 
Primary care probably improves treatment initiation and SVR12 (moderate certainty evidence) [18]. 
 
Table 18. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-
decision table regarding primary care to increase linkage to care/adherence to treatment for HCV 
Summary of Judgements 
1. Desirable Effects Small Moderate Large (13) Varies  1 disagree, 2 missing 

2. Certainty of Evidence Very 
low Low Moderate (15) High Varies 1 missing 

3. Consistency of Results NA          

4. Relevance for Target Group No Probably no Probably yes 
(13) Yes Varies 2 disagree, 1 

comment 

5. Publication Bias No 
(14) Probably no Probably yes Yes Varies 2 disagree 

6. Benefit Small 
(1) 

Moderate 
(2) Large (10) Varies 

(2)   1 missing 

7. Acceptability No Yes (11) Varies (3)     2 missing 
8. Implementation/Transferability No Yes (15)     1 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1–5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
The points in this section were raised by individual Expert Panel members 

Q6 – What benefit will the proposed intervention have? 

• By comparison to hospital environments the effect may actually be high, but there will be other variables to 
take into consideration here, including the environment of the PC structure (welcoming or not)/relation with 
staff, access modalities, working times, etc. 

• It will have bigger benefits in countries with a well-developed primary healthcare system, which is not the 
case for all countries. 
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• The benefit is dependent on availability and accessibility of care. PC may reach much more people by 
reducing barriers to care. It is also closer to integrated (one-stop-shop) models of care. 

• Primary care is closer to ‘normal life’. Hospital is only needed for treatments which need continuous 
observations. 

• It also depends on to what extent PC is attended by people who inject drugs or people on OST in a given 
country (question of trust, comfortability and navigating skills in the healthcare system). 

• A benefit is the potentially significantly higher coverage of services with decentralisation to PC facilities. The 
benefit can be greater if combined with peer outreach/marketing efforts. Potentially less stigma in PC than in 
specialised facilities. 

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• If the intervention is acceptable depends very much on the organisation of the health system. In some EU 
countries general practitioners are not allowed to prescribe OST. Otherwise, people who inject drugs may be 
comfortable with the intervention. The availability of OST at PC varies considerably among European 
countries. 

• Depending on the organisation of care the intervention can be more or less acceptable. Those PC providers 
providing drug treatment services including OST are eligible points for initiation and provision of HCV 
treatment. 

• Some people who inject drugs prefer to get treatment at the specialised clinics, the alternative model may 
be a decentralised system in which the specialised clinic is in charge of the overall treatment and care and 
PC unit serve as satellites, in such case the high professional level of specialised care will be combined with 
all the benefits that PC offer to patients. 

• Interventions should be provided as close as possible to places where people who inject drugs are already 
frequenting and are comfortable with. 

• PC physicians will require training and supervision from specialists prior to initiating case management, but 
otherwise there are not many barriers to implementation. 

Q8 – Could this intervention/action be implemented in the European context? 

• As there are significant differences among countries it is questionable if the intervention is suitable in a 
European context, it also depends on the organisation of drug treatment care and the HCV care. 

• In countries where GPs are allowed to prescribe OST and DAA drugs it is feasible to implement the 
intervention and there are already countries where structures like that are implemented. 

If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain: 

• In countries where GPs are not allowed to prescribe OST and DAA, legislative changes/reforms might be 
needed to allow implementation of such approach.  

• The primary healthcare system must be well developed to take responsibility for HCV treatment. 
• Other barriers/obstacles might be the willingness of GPs and patients to engage in care in PC sites, the 

quality of environment in PC sites (and training to ensure these are enabling environments) and the 
overloaded PC sites in many countries. 

Draft practice considerations 
Broadening access to direct-acting antivirals beyond hospital-based services must occur if their benefits are to be 
fully realised. Primary care settings offer many advantages for providing HCV treatment, including patients’ 
comfort and familiarity, and easier integration into patients’ existing treatment plans. The complexity of pre-
treatment evaluation and treatment, however, may be challenging in this setting. Data suggest that most 
patients with HCV can be effectively treated in primary care. Additional research is needed to evaluate if more 
complex patients (those with psychiatric comorbidities, decompensated cirrhosis or treatment failure to direct-
acting antiviral) equally benefit from primary care settings or if they may need specialty care. 

Summary of Expert Panel discussion 
• It was proposed that the recommendation is conditional and depending on the setting, as there are major 

differences in the healthcare settings and legislation in different countries. 
• Considering characteristics of healthcare systems/services provided by PC settings/legislative framework 

− In some countries, GPs may not be allowed to prescribe OST and/or HCV treatment 
• GPs being properly trained (to overcome different skills level, no motivation, etc.) 
• PC settings might not be suitable as people who inject drugs do not tend to visit GPs – OSTs are mainly 

provided by special services 
− PC is probably more suitable for recovered drug users 
− Should be implemented in settings that are closer to people who inject drugs’daily lives 
− People who inject drugs identify themselves more as general population members than a person 

who uses drugs when visiting GPs – linkage of HR services with PC and other healthcare services 
− Social workers/peers offer support to people who inject drugs to register to a GPs practice 
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• Intervention is linked to policies of countries 
− Example France: consultation with GP is free for people with low income – access to primary 

care and to OST and HCV treatment is easy 
• Range of settings for testing and treatment must be extended 
• Where OST is well established in primary care – than it is a good setting for HCV treatment 

Additional information identified by Expert Panel 
• Rojas Rojas T, Di Beo V, Delorme J, Barre T, Mathurin P, Protopopescu C, et al. Lower HCV treatment 

uptake in women who have received opioid agonist therapy before and during the DAA era: The ANRS 
FANTASIO project. Int J Drug Policy. 2019;72:61-8. [19] 

• Roberts K, Macleod J, Metcalfe C, Hollingworth W, Williams J, Muir P, et al. Cost effectiveness of an 
intervention to increase uptake of hepatitis C virus testing and treatment (HepCATT): cluster randomised 
controlled trial in primary care. BMJ. 2020;368:m322. [20]  
 

 

2.6 Opioid Substitution Treatment  
Opioid substitution treatment to increase adherence to HCV treatment 
Key question: In people who inject drugs or people on OST with HCV infection, what is the evidence that 
opioid substitution treatment (OST) is effective in increasing adherence to HCV treatment? 

The evidence 
Table 19. Evidence on opioid substitution treatment to increase adherence to HCV treatment  

First author, 
year [ref 
no.] 

INTERVENTION 
vs. CONTROL Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL 

RR [95% 
CI] 

GRADE – 
Certainty 
of 
Evidence 

Grebely et al. 
2016 [21] 

OST vs. Non-OST TA 65/70; 93%; CI 
[84–98%] 

1 737/1 882; 
92%; CI [91–
93%] 

RR 1.01 
[0.94–1.08] 

MODERATE 

Christensen 
et al. 2018 
[22] 

OST vs. Non-
OST/DU 

TC 528/739; 71%; 
ex CI [NA] 

1 126/1 500; 
75%; exCI [NA] 

RR 0.95 
[0.90–1.00] 

LOW 

Grebely et al. 
2016 [21] 

OST vs. Non-OST TC 68/70; 97%; CI 
[90–99%] 

1 846/1 882; 
98%; CI [97–
99%] 

RR 0.99 
[0.95–1.03] 

MODERATE 

Christensen 
et al. 2018 
[22] 

OST vs. Non-
OST/DU 

SVR12/24 450/528; 85%; 
CI [NA] 

969/1 126; 86%; 
CI [NA] 

RR 0.99 
[0.95–1.03] 

LOW 

Grebely et al. 
2016 [21] 

OST vs. Non-OST  SVR12 66/70; 94%; CI 
[86–98%] 

1 822/1 882; 
97%; CI [96–
98%] 

RR 0.97 
[0.92–1.03] 

MODERATE 

CI: confidence interval; DU: drug user; exCI: exact confidence interval; NA: not available; OST: opioid substitution treatment; 
RR: relative risk; SVR12: Sustained Virological Response at post-treatment week 12; TA: treatment adherence; TC: treatment 
completion; UC: usual care 

Recommendation agreed on by the Expert Panel 
Conditional recommendation: Primary care-based HCV treatment among people who inject drugs or people 
on OST should be considered. 

Practice consideration 
Broadening access to DAAs beyond hospital-based services must occur if their benefits are to be fully realised. 
Primary care settings offer many advantages for providing HCV treatment, including patients’ comfort and 
familiarity, and easier integration into patients’ existing treatment plans. 

Most importantly, provision of DAA treatment through GPs or other primary care providers must be assessed in 
the view of legal aspects, differences in the healthcare systems, national frameworks, and characteristics of 
services offered in these settings. Primary care settings might not always be suitable for PWID and the 
complexity of pre-treatment evaluation and treatment may be challenging. In countries where OST is well 
established in primary care, HCV treatment in primary care may work equally well. Data suggest that most 
patients with HCV can be effectively treated in primary care. Additional research is needed to evaluate if more 
complex patients (those with psychiatric comorbidities, decompensated cirrhosis, or treatment failure to DAA) 
equally benefit from primary care settings or if they may need specialty care. 



Summary of Expert Panel discussions on interventions… among people who inject drugs TECHNICAL REPORT 

31 

In their non-randomised study (NRS), Christensen et al. (2018) [22] assessed DAA treatment completion (TC) 
(follow-up documentation after 12–24 weeks with DAA) and SVR12/24 in OST centres vs. non-OST centres. 
Participants were recruited from a chronic HCV-registry with registrations from 254 participating centres, of which 
about half provided OST. The studied population comprises OST patients in the intervention group and non-OST 
patients with former/current drug use (non-OST/DU) in the control group. Findings did not indicate that the 
provision of OST increased HCV treatment completion (71% vs. 75% in CON group, RR 0.95, 95% CI 0.90–1.00) 
or the proportion of patients achieving SVR12/24 (85% vs. 86% in CON group, RR 0.99, 95% CI 0.95–1.03) 

A multicentre RCT at sites in the United States and Europe by Grebely et al. (2016) [21] evaluated DAA 
treatment adherence (TA), treatment completion (TC) and SVR12 in participants receiving OST (INT) and 
participants not receiving OST (CON). The total sample sizes ranged from 70 (INT) to 1 882 (CON) individuals. 
As in Christensen et al. (2018) [22], OST intervention in Grebely et al. (2016) [21] did not increase TA (93% vs. 
92% in CON group, RR 1.01, 95% CI 0.94–1.08), TC (97% vs. 98% in CON group, RR 0.99, 95% CI 0.95–1.03) 
or SVR12 (94% vs. 97% in CON group, RR 0.97, 95% CI 0.92–1.03). 

The findings suggest that OST has little or no effect on outcomes for DAA treatment adherence. However, it 
should be emphasised that the population in both studies was mainly comprised of people receiving OST in 
contrast to active people who inject drugs. In the study by Christensen et al. (2018) [22], people receiving OST 
made up 100% of the intervention group, while Grebely et al. (2016) [21] excluded participants with ‘clinically 
significant drug use within 12 months of screening’. 

Conclusion based on GRADE 
OST probably makes little or no difference to treatment adherence, treatment completion, and viral load 
(moderate certainty evidence) [21]; OST may make little or no difference to treatment completion and viral load 
(low certainty confidence) [22]. The results are consistent. 

Table 20. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-
decision table regarding opioid substitution treatment to increase adherence to HCV treatment 
Summary of Judgements  

1. Desirable Effects Small 
(14) Moderate Large Varies  2 disagree, 1 

comment 

2. Certainty of Evidence Very low Low Moderate High Varies 
(15) 1 missing 

3. Consistency of Results No Yes (16)         

4. Relevance for Target Group No Probably no Probably 
yes 

Yes 
(15) Varies 1 missing 

5. Publication Bias No Probably no Probably 
yes Yes Varies 

(13) 
2 disagree, 1 
missing 

6. Benefit Small (5) Moderate 
(4) Large (4) Varies 

(1) 
 2 missing 

7. Acceptability No Yes (10) Varies (4)     2 missing 
8. Implementation/Transferability No Yes (13)     3 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Question 1–5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
Q6 – What benefit will the proposed intervention have? 

• Beyond providing access to DAA, the implementation of this approach may lead to an increased number of 
people who inject drugs in OST and therefore better links with mental health services. 

• Findings show that DAA are so effective and safe that they work well even in people not participating in 
OST. 

• All in all, OST is gold standard to treat people with ongoing heavy opiate disorders. But the groups or sub-
groups of people who inject drugs are diverse in size, consumption behaviour, and other features over time, 
which makes it difficult to define general benefits. 

• OST treatment – wherever it is provided – provides a fixed setting and a regular meeting point with the 
client, elements which are beneficial for successfully managing HCV treatment and adherence to treatment 
as well. 

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• The intervention has shown to be acceptable to both people who inject drugs and service providers, as the 
OST effect in stabilisation of health and social situation of clients is well established. 
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Q8 – Could this intervention/action be implemented in the European context? 

• All reported studies involved European services. 
• Theoretically it can be implemented but missing links between OST and HCV network of services (e.g. 

specialists prescribing OST are not the same with those prescribing DDA) must be considered in many 
countries. 

• In most cases OST is a longer-term service compared to HCV treatment and should be continuously 
available after HCV treatment finalisation. 

• In Hungary there is a link between OST centres and HCV clinics, but engagement of OST staff in cooperating 
with HCV treatment process should be supported (capacity questions, extra task). 

If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain: 

• The implementation of the intervention might require legislation changes and reorganisation of OST/HCV or 
both networks of services. However, initiation on OST must be widely available in all infectious diseases’ 
services (e.g. TB, HBV, HCV, HIV). 

• In some countries national HCV guidelines still state that active drug users/OST patients should not be 
provided HCV treatment. In these cases, review of guidelines should be undertaken. 

Draft practice considerations 
Although results suggest that OST did not impact treatment adherence, completion, or SVR12, data 
demonstrates that direct-acting antiviral HCV therapy is well tolerated and effective among PWID receiving OST 
and those that continue using drugs during HCV therapy. OST should therefore not be considered as a barrier to 
treatment access (as this is the case in some countries) since as many patients as possible should receive direct-
acting antiviral HCV therapy. The greatest benefits for PWID with underlying psychiatric comorbidities may be 
derived from providing better evidenced based care in relation to medication and OST, co-operation between 
medical care providers and community workers or peer mentors, as well as addressing underlying social 
problems arising from homelessness and criminalisation. 

Summary of Expert Panel discussion 
• Strong recommendation for integrated OST and HCV treatment  
• No evidence to increase adherence to HCV, thus recommendation should address treatment initiation 
• Integration of OST and HCV treatment could be recommended as part of patient-centred care model 
• It is surprising that evidence is so weak, as strong impact can be observed in real life – the success factor is 

not OST as such. 
• Factors that improve the access to OST and HCV treatment (example France) 

− strong welfare system 
− public funded system 
− strong advocacy of HR professionals, drug user activists and ministry of health 
− positive experiences of OST delivery by GPs accelerated the involvement in HCV treatment and 

care. 
• Considering transferrable evidence from HIV settings. 
• Dependent on the setting where services are provided 

− Mentioning accessibility to integrated services. 
• Accessibility to HCV treatment should not depend on OST 

− Consideration of people who inject drugs with non-opioid drug use (e.g. methamphetamines, 
cathinones, Synthetic Cannabinoid Receptor Agonists (SCRA)-smoking) and other sub-groups 

− Not all people who inject drugs are in OST programmes. 
• The question is how to support OST programmes to increase HCV case-finding and HCV treatment among 

people who inject drugs. 

Additional information identified by Expert Panel 
• Delile JM, de Ledinghen V, Jauffret-Roustide M, Roux P, Reiller B, Foucher J, et al. Hepatitis C virus 

prevention and care for drug injectors: the French approach. Hepatol Med Policy. 2018;3:7. [23] 
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2.7 Multicomponent interventions 
Multicomponent interventions to increase linkage to HCV care 
Key question: In people who inject drugs or people on OST with HCV infection, what is the evidence that 
multicomponent interventions are effective in increasing linkage to HCV care? 

The evidence 
Table 21. Evidence on multicomponent interventions to increase linkage to HCV care 

First author, 
year [ref 
no.] 

INTERVENTION 
vs. CONTROL Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL 

RR [95% 
CI] 

GRADE – 
Certainty 
of 
Evidence 

Starbird et al. 
2020 [24] 

NCM vs UC Visit 16/34; 47%; CI for 
difference [3.2–
40.9%] 

8/32; 25%; CI 
for difference 
[3.2–40.9%) 

RR 1.88 
[0.94–3.78] 

MODERATE 

 NCM vs UC TI (DAA) 4/34; 12%; CI [NA] 8/32; 25%; CI 
[NA] 

RR 0.47 
[0.16–1.41] 

MODERATE 

Ho et al. 2015 
[25] 

IC vs. UC 
(Veteran Affair 
patients) 

TI 
(IFN+DAA) 

58/182; 31.9%; CI 
[NA] 

34/181; 
18.8%; CI 
[NA] 

RR 1.70 
[1.17–
2.46] 

MODERATE 

CI: confidence interval; DAA: direct-acting antivirals; IC: integrated care; IFN: interferon; NA: not available; NCM: nurse case 
management; RR: relative risk; TI: treatment initiation; UC: usual care 

Starbird et al. (2020) [24] assessed the effect of nurse case management (NCM) involving nurse-initiated referral 
to HCV care, strengths-based HCV education, assisted appointment scheduling and strategies to minimise 
barriers to attending the appointment, on the proportion of participants with HIV co-infections attending hepatitis 
practice (visits) within 60 days after enrolment and the proportion initiating DAA treatment (TI) within 181 days 
after enrolment, compared to usual care (UC). The study nurse case manager in the intervention group initiated 
the referral to HCV care and assisted participants to schedule an appointment in the HCV practice. Strategies to 
minimise barriers to attending the appointment were discussed. At day 60, 47% of NCM participants were linked 
to HCV care compared to 25% of UC participants (RR 1.88, 95% CI 0.94–3.78). However, few participants 
initiated DAA treatment (4/34 in INT vs. 8/32 in CON group, RR 0.47, 95% CI 0.16–1.41). Both outcomes are of 
moderate certainty. 

Ho et al. (2015) [25] investigated in a highly selective group of Veteran Affair patients (US) the proportion of 
participants initiating IFN and DAA treatment (TI). Results show that integrated care with psychological 
interventions and case management provided in collaboration with clinic physicians, nurses, and other mental 
health providers significantly improved TI (31.9% vs. 18.8% in CON group, RR 1.70, 95% CI 1.17–2.46). 

Conclusion based on GRADE 
Nurse case management probably improves linkage to care. It is uncertain whether it improves treatment 
initiation (moderate certainty evidence) [24]. Integrated care probably improves treatment initiation (moderate 
certainty evidence) [25]. 

  

Recommendation agreed on by the Expert Panel 
Conditional recommendation: Integrated opioid substitution treatment as an intervention to increase 
adherence to HCV treatment among people who inject drugs or people on OST should be considered. 

Practice considerations 
Although results suggest that OST did not directly impact treatment adherence, completion or SVR12, data 
demonstrates that direct-acting antiviral HCV therapy is well tolerated and effective among both PWID 
receiving OST and those that continue using drugs during HCV therapy. Provision of/enrolment in OST should 
therefore not be considered as a barrier/prerequisite to treatment access (as it is the case in some countries) 
since as many patients as possible should receive direct-acting antiviral HCV therapy. OST treatment – 
wherever it is provided – offers a fixed setting and regular meeting point for people on OST, which are 
beneficial elements for successfully managing the individual’s HCV treatment regimen. However, integration of 
OST and HCV treatment should be recommended as part of patient-centred care model, considering different 
groups or sub-groups of PWID diverse in size, consumption behaviour and other features. The greatest benefits 
for PWID with underlying psychiatric comorbidities may be derived from providing better evidenced based care 
in relation to medication and OST, co-operation between medical care providers and community workers or 
peer mentors, as well as addressing underlying social problems arising from homelessness and criminalisation. 
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Table 22. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-
decision table regarding multicomponent interventions to increase linkage to HCV care 
Summary of Judgements 
1. Desirable Effects Small Moderate (15) Large Varies  1 disagree 
2. Certainty of Evidence Very low Low Moderate (16) High Varies 0 disagree 
3. Consistency of Results No (16) Yes       0 disagree 

4. Relevance for Target Group No Probably no Probably yes 
(15) Yes Varies 1 missing 

5. Publication Bias No Probably no 
(15) Probably yes Yes Varies 1 disagree 

6. Benefit Small (2) Moderate (8) Large (4) Varies (1)  1 missing 
7. Acceptability No (2) Yes (11) Varies (2)     1 missing 
8. Implementation/Transferability No Yes (14)     2 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1–5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
Q6 – What benefit will the proposed intervention have? 

• The direct benefits would be early TI, increased TA and probably SVR12. Besides these, linkage to other 
services such as mental health, TB, reproductive health, etc. would also be strengthened. 

• The studied multicomponent interventions are different in nature. The effect of integrated care is evidenced 
by Ho. For Starbird, the functions of nurses in case management need to be considered in more detail to 
establish whether the intervention can qualify as integrated care. It is unclear whether the nurses were 
responsible for facilitation of TI or were only in charge of linking clients to a specialised clinician without 
follow-up responsibilities (case management vs partially realised referral). 

• Multidisciplinary case management can contribute to address nonclinical barriers to treatment and 
adherence and should be part of any clinical case management strategy. 

• Staff in specialised services are well trained and focused and prioritise HCV linkages to care and treatment 
against other important issues like drug treatment, housing, working, etc. 

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• The intervention would be highly valued by both people who inject drugs and service providers. However, in 
some countries barriers related to the organisation of the healthcare system are anticipated (e.g. 
unintegrated approaches/ treatment of diseases in different sites, one at a time). 

• The criteria for accessing treatment in the study by Ho et al may have led to particularly vulnerable people 
who inject drugs subgroups being excluded from the study and this needs to be considered when 
interpreting the results.  

• It appears that no follow-up was required from the nurses once they referred their clients to the clinic in 
Starbird intervention. Simple referral appears to have very limited effectiveness. It is questionable whether 
the NCM intervention in Starbird qualifies as a multicomponent intervention. 

• Especially expert knowledge on how to solve special problems and use informal and formal networks to find 
individual solutions is important. 

• Case management is a keyword here. Lower participation rate shows rather need of more intensive case 
management. 

Q8 – Could this intervention/action be implemented in the European context? 

• As there are similar settings to this intervention in several European countries, the intervention is suitable to 
be implemented in a European context. Integrated care is desirable for all diseases among people who inject 
drugs including mental health issues and would ideally be applied in all EU countries. 

If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain: 

• Integrated case management is sadly not common in clinical settings in Europe, although it should be. 
Specifically, mental health care should be addressed. 

• There is a low level of support to case management in public funding schemes. 
• In some countries barriers related to the organisation of the healthcare system are anticipated (e.g. 

unintegrated approaches/ treatment of diseases in different sites, one at a time). 

Draft practice considerations 
Despite limited evidence, multicomponent interventions appear to be a promising approach for the highly 
vulnerable group of PWID with mental and other serious health and social issues. An integrated approach 
whereby a variety of services are brought together to empower participants and to facilitate access to 
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psychological support seems to be an important aspect. Further studies are needed to assess which 
psychological interventions are most effective. Further, it should be investigated whether peer mentors or other 
case management approaches should also be provided in multicomponent models to reach and link PWID to HCV 
care that do not regularly visit a certain care setting. 

Summary of Expert Panel discussion 
• Multicomponent interventions could be recommended as an approach and not as an intervention. 
• It could also be considered a strong recommendation as there is a need to accumulate several interventions 

to link people who inject drugs to care given the various issues many face.  
• One of the key principles in the 2011 guidelines underlines the higher impact of combined interventions: 

‘targeted delivery of services’ is one of seven key intervention components listed in the 2011 Guidance. 
Multicomponent interventions seem to be similar to this: to be adapted in different settings/countries. 

• The focus presented here is too much on specific settings or services and the broader view is getting lost. 
• In addition, a range of interventions (e. g. peer mentors, mental health support) should be listed and 

provided to intervention planers. A multicomponent intervention is one option to act flexible if there are new 
developments or small highly vulnerable groups contributing to incidence.  

• There is a need for a more precise definition of multicomponent interventions, also in distinction from 
integrated approaches. 
− integrated care might be a more complex topic, including different components: case management, 

integration of care 
− multicomponent could be defined as an approach and not as an intervention. It describes the way of 

delivering an intervention. It covers a broad variety of interventions and this broader approach has a 
high impact on linkage to care and adherence to treatment for people who inject drugs. Specifying 
specific components might be difficult as they refer to existing healthcare structures but listing a set 
of potential interventions could be useful.  
 

 

Multicomponent interventions to increase linkage to HIV care 
Key question: In people who inject drugs or people on OST with HCV infection, what is the evidence that 
multicomponent interventions are effective in increasing linkage to HIV care? 

The evidence 
Table 23. Evidence on multicomponent interventions to increase linkage to HIV care 

First 
author, 
year 
[ref 
no.] 

INTERVENTION 
vs. CONTROL Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL 

RR [95% 
CI] 

GRADE – Certainty of 
Evidence 

Tu et al. 
2013 
[26] 

CCM in 
community 
health centre 
(aboriginals) 
before vs. after 
design 

TI 168/219; 77%; 
CI [NA] 

104/219; 
47%; CI 
[NA] 

RR 1.62 
[1.38–
1.89] 

VERY LOW 

CCM: chronic care model; CI: confidence interval; NA: not available; RR: relative risk; TI: treatment initiation  

Tu et al. (2013) [26] assessed treatment initiation (TI) in HIV-positive patients who received primary care in two 
urban community health centres (CHC) in Canada, before (CON) and after (INT) the implementation of a chronic 
care model (CCM). Study participants were from a marginalised, largely aboriginal population, with ‘most’ having 
injection of drugs as the presumed route of HIV transmission. The chronic care model is a multidimensional 

Recommendation agreed on by the Expert Panel 
Conditional recommendation: Multicomponent interventions in terms of an approach to combine services 
(or integrated care, including case management) to increase linkage to HCV care among people who inject 
drugs or people on OST should be considered. 

Practice considerations 
Despite limited evidence, multicomponent interventions with an integrated care approach appear to be a 
promising approach for the highly vulnerable group of PWID with mental and other serious health and social 
issues. It contains approaches of delivering a variety of targeted services (e.g. case management, peer 
mentors, mental health support) to empower participants, depending on existing healthcare structures. It is 
also an option to act flexible in responding to new developments or small highly vulnerable groups contributing 
to HCV incidence. Further studies are needed to assess which combined interventions are most effective to 
reach and link hard-to-reach groups or sub-groups of PWID to HCV care. 
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approach to chronic disease management with 6 interrelated components, designed to promote uptake of 
evidence-based clinical recommendations, enhance clinical teamwork, empower patients to better manage their 
own care. In this framework patients in need of an intervention are easily identified, the quality of care delivery 
can be objectively examined, and population-based quality improvement initiatives can be evaluated.  

The findings indicate that interventional CCM significantly improves TI (77% after vs. 47% before, RR 1.62, 95% 
CI 1.38–1.89). Besides ART uptake, CCM increased viral load suppression, enabled pneumococcal immunisation, 
and increased syphilis and TB screening. The quality of evidence was, however, assessed as very low. This is 
because it was a non‐randomised study and there was a statistically significant difference in baseline 
characteristics among study participants in the two study sites. Furthermore, only limited information about the 
baseline characteristics of the participants was available.  

Conclusion based on GRADE 
It is uncertain whether the chronic care model improves treatment initiation because the certainty of this 
evidence is very low. 

Table 24. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-
decision table regarding multicomponent interventions to increase linkage to HIV care 
Summary of Judgements 

1. Desirable Effects Small Moderate 
(15) Large Varies  1 disagree 

2. Certainty of Evidence Very low 
(16) Low Moderate High Varies 0 disagree 

3. Consistency of Results NA        - 

4. Relevance for Target Group No Probably no Probably yes 
(15) Yes Varies 1 disagree, 1 

comment 
5. Publication Bias No (14) Probably no Probably yes Yes Varies 2 disagree 
6. Benefit Small Moderate (9) Large (5) Varies   2 missing 
7. Acceptability No Yes (14) Varies (1)     1 missing 
8. 
Implementation/Transferability No (1) Yes (14)     1 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1–5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
Q6 – What benefit will the proposed intervention have? 

• The benefits of the intervention are enhanced screening, immunisation, ART uptake and management of 
mental health comorbidities. 

• Case management is promising for special target groups with multifaceted difficulties. 

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• Except for some challenges linked to the acceptance of the intervention, it should be acceptable to people 
who inject drugs and service providers. Issues that might appear are the transfer of the staff competencies/ 
cultural appropriateness to people who inject drugs communities, specific teams and capacity that is 
required at service provider level, the acceptability varying across sub-groups and the organisation of 
community settings. 

• To increase the acceptability of the intervention, the ССM approach should be adjusted to the needs of 
people who inject drugs using experience of drop-in centres and community centres already working in the 
European context. In the case of the Roma population in south-east Europe, the experience of CCM for 
aboriginal people could be useful. 

Q8 – Could this intervention/action be implemented in the European context? 

• With consideration of some aspects like the local settings, needs of sub-groups, integrated case 
management, the structures of health systems and political engagement, the intervention can be 
implemented in the European context. 

• Historical and anthropological differences among European and New World countries are paramount for the 
assessment of relevance for European settings. Nevertheless, and if effects of ethnical aspects could be 
balanced and /or countered by means of more in-depth statistical analysis of results, it is possible that some 
conclusions on the effect of CCM could be generalised to other populations. 

• In a European context, the intervention probably would work in community-based centres (or primary 
healthcare centres). 
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• The transfer of competencies/cultural appropriateness of the intervention should be a critical part of 
implementing similar interventions in a European context. Hard to comment in depth since the exact way 
that the theoretical model is translated into practice is not described. 

If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain: 

• Implementation of CCM requires the existence of settings where complex care services can be provided (this 
may also include review of current legislation), trained personnel and adequate resources allocated. 

• Barriers may include high costs and low uptake of specialised care for people who use drugs. If the chronic 
care approach is to be implemented in low threshold community health centres this would increase the 
uptake but require channelling specialised treatment funding to community-based organisations, investment 
in the development of human resources, and complex integration with the healthcare system. The 
magnitude of the challenge will vary across countries. 

Draft practice considerations 
Although only one study with very low certainty evidence is available, the chronic care approach seems to be a 
promising model for highly vulnerable people living with HIV (PWID with mental and other serious health and 
social problems) with the advantage of addressing additional health issues at the same time, perhaps also 
supported with psycho-social support. Implementation of the chronic care model may encourage adoption of 
clinical practice guidelines, empower care providers to proactively identify patients in need of an intervention, 
and may encourage patients to be more active in their self-care. However, the introduction of such models 
requires settings such as community health centres in which comprehensive treatment is generally possible. 

Summary of Expert Panel discussion 
• It was suggested that the evidence was too limited, low-quality to support a strong recommendation. 
• However, it was also suggested that it should be a strong recommendation - but not for all people who 

get/need HIV care – because it is a person-centred approach that should be available for those who need 
personal support.  

• When aiming to increase linkage to care, (sub-)national context in regard to healthcare systems must be 
considered. The setting in which the intervention was realised should be analysed to form the 
recommendation. 

• Agreement on practice considerations as integrated interventions tend to work, but it is not useful to 
recommend a specific model. The potential added value of integrated care models should be reinforced. 

• The intervention presented is focused on a specific population group, but there is strong evidence that there 
are benefits and it would be wrong to ignore it and unwise to exclude it. Research needs to be extended to 
obtain insight into the effects of different (local) pre-conditions and settings. One key element of success 
refers to lowering the threshold to services. Services that address drug use and the treatment of infectious 
diseases as well as mental health issues should be combined. 
 

 

Multicomponent intervention to increase adherence to HCV 
treatment 
Key question: In people who inject drugs or people on OST with HCV infection, what is the evidence that 
multicomponent interventions are effective in increasing adherence to HCV treatment? 

  

Recommendation agreed on by the Expert Panel 
Conditional recommendation: A chronic care approach to increase linkage to HIV care among people who 
inject drugs or people on OST should be considered. 

Practice considerations 
Although only one study with very low certainty evidence is available, the chronic care approach seems to be a 
promising model for highly vulnerable people living with HIV (PWID with mental and other serious health and 
social problems) with the advantage of addressing additional health and mental health issues at the same time. 
This person-centred approach is optimal for those in (temporary) need. Implementation of the chronic care 
model may encourage adoption of clinical practice guidelines, empower care providers to proactively identify 
patients in need of an intervention, and may encourage patients to be more active in their self-care, but highly 
depends on (sub-)national context in regard to healthcare system. However, the introduction of such models 
requires settings such as community health centres in which comprehensive treatment is generally possible. A 
general key element of success refers to lowering the threshold to services. Research needs to be extended to 
get an insight on the effects of different (local) pre-conditions and settings. 
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The evidence 
Table 25. Evidence on multicomponent interventions to increase adherence to HCV treatment 

First author, 
year [ref 
no.] 

INTERVENTION 
vs. CONTROL Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL RR [95% CI] 

GRADE – 
Certainty 
of 
Evidence 

Akiyama et al. 
2019 [4] 

Group treatment 
vs. SAT 

TA (DAA+/-
IFN) 

NA; 90%; CI 
[79–97%] 

NA; 91%; CI 
[79–97%] 

RR 0.99 
[0.93–1.15] 

HIGH 

Ho et al. 2015 
[25] 

IC vs. UC 
(Veteran Affair 
patients) 

TA 
(DAA+IFN) 

95/182; 52%; CI 
[NA] 

80/181; 44%; CI 
[NA] 

RR 1.18 
[0.95–1.46] 

MODERATE 

Akiyama et al. 
2019 [4] 

Group treatment 
vs. SAT 

SVR12 
(DAA+/-IFN) 

NA; 87%; CI 
[74–94%] 

NA; 87%; CI 
[75–95%] 

RR 1.00 
[0.93–1.15] 

HIGH 

Ho et al. 2015 
[25] 

IC vs. UC 
(Veteran Affair 
patients) 

SVR12/24 
(DAA+IFN) 

29/182; 15.9%; 
CI [NA] 

14/181; 7.7%; 
CI [NA] 

RR 2.06 
[1.13–3.77] 

MODERATE 

CI: confidence interval; IC: integrated care; IFN: interferon; RR: relative risk; SVR12/24: Sustained Virological Response at 
post-treatment week 12 or 24; TA: treatment adherence; UC: usual care 

Two RCTs, Akiyama et al. (2019) [4] and Ho et al. (2015) [25], were identified evaluating effects on treatment 
adherence and reaching SVR12. Interventional group treatment (weekly meetings with other patients/peers and 
treatment team, psychosocial support from peers and providers, HCV education, self-administered individual 
treatment with DAA and IFN) studied by Akiyama et al. (2019) [4] showed no significant effect, either on TA 
(90% vs. 91% in CON group, RR 0.99, 95% CI 0.93–1.15) or on achieving SVR12 (87% vs. 87% in CON group, 
RR 1.00, 95% CI 0.93–1.15).  

The integrated care approach (which included mental health services) by Ho et al. (2015) [25] demonstrated 
little effect on DAA and IFN treatment adherence (52% vs. 44% in CON group, RR 1.18, 95% CI 0.95–1.46) but 
significantly increased the proportion of participants in the study group achieving SVR12/24 (15.9% vs. 7.7% in 
CON group, RR 2.06, 95% CI 1.13–3.77).  

Conclusion based on GRADE 
Group treatment makes little or no difference to treatment adherence (high certainty evidence) [4]; integrated 
care probably makes little or no difference to treatment adherence (moderate certainty evidence) [25]. 
Integrated care probably improves viral load (moderate certainty evidence) [25]. Group treatment makes little or 
no difference to viral load (high certainty evidence) [4].  

Table 26. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-
decision table regarding multicomponent interventions to increase adherence to HCV treatment 
Summary of Judgements – Multicomponent intervention to increase adherence to HCV treatment 

1. Desirable Effects Small Moderate Large Varies 
(15) 

 1 disagree 

2. Certainty of Evidence Very 
low Low Moderate (16) High Varies   

3. Consistency of Results No 
(16) Yes         

4. Relevance for Target Group No Probably no Probably yes 
(15) Yes Varies 1 disagree 

5. Publication Bias No Probably no 
(15) Probably yes Yes Varies 1 disagree  

6. Benefit Small 
(2) Moderate (8) Large (1) Varies (2)  3 missing 

7. Acceptability No Yes (8) Varies (7)     1 missing 
8. Implementation/Transferability No Yes (12)     4 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1–5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
Q6 – What benefit will the proposed intervention have? 

• Multicomponent interventions will probably increase the efficiency of HCV treatment especially among people 
who inject drugs with multiple problems, such as polydrug use and psychiatric disorders/comorbidities. 

• It is probable that integrated care improves SVR; it is not clear that it also improves TI. 
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• Considering the model description (extra support provided, including adherence, peer and mental health 
counselling), if the components are adjusted to individual needs, it is a comprehensive approach in terms of 
support to HCV treatment. 

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• The intervention may be well received by people who inject drugs. However, service providers may have 
difficulties in financing and running multicomponent interventions in the HCV field. 

• people who inject drugs will get better understanding of the treatment processes, will learn from the 
experience of peers and the importance of getting SVR test. The psychological support is highly valuable for 
people who inject drugs. 

• With the note that model components cannot be mandatory (and thus cannot condition access to treatment) 
and should be adjusted to the needs of each patient the intervention can be well accepted. 

Q8 – Could this intervention/action be implemented in the European context? 

• As there are similar interventions already in practice in several European countries, the intervention is likely 
to be suitable for implementation in the European context. However, there might be some challenges 
according to the ability of financing and running such services in some countries. 

• To implement the intervention successfully, case management has to be a central part of modern drug 
treatment care. 

If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain: 

• Service providers may have difficulties in financing and running multicomponent interventions in the HCV 
field. 

• A lack of integration of case management into traditional healthcare and low level of support to case 
management in public funding schemes might lead to difficulties in implementing the intervention. 

• To avoid barriers/obstacles in the local and organisational settings, strong community organisation and the 
capacity-building have to be considered. 

Draft practice considerations 
Despite limited evidence, multicomponent interventions such as group treatment and integrated care models 
appear to be a promising approach for the highly vulnerable group of PWID with mental and other serious health 
and social problems. An integrated care approach whereby a variety of services are brought together to 
empower participants and to facilitate access to psycho-social support seems to be an important aspect. Further 
studies are needed to assess which psychological interventions are most effective. Further, it should be 
investigated whether peer mentors or other case management approaches should also be provided in 
multicomponent models to increase adherence to HCV care in PWID who do not regularly visit a certain setting. 

Summary of Expert Panel discussion 
• The Expert Panel had different opinions on the recommendation, as the focus is on very particular 

interventions and there is little evidence when looking at multicomponent interventions more broadly.  
• Evidence is more about specific/individual interventions (group treatment here), maybe group treatments 

aren’t that successful; there is a need to look at multicomponent interventions more broadly, e.g. the 
organisation of care and integration of services more than individual psychological interventions. 

• The labelling of multicomponent might be questionable in this context. 
• Definition of multicomponent interventions: general view is combining linkage and adherence to treatment 

for people who inject drugs.  
• Role of case manager (peers or social workers) is a key element of the success of a multicomponent 

intervention, in particular for specific groups or sub-groups of people who inject drugs who are less capable 
to look after themselves.  

• Integration of services is core for highly vulnerable people who inject drugs with multiple needs as they can 
hardly be put in fixed structures. Flexibility is needed to find the most appropriate one for each individual. 

• The sentence ‘Further studies are needed to assess which psychological interventions are most effective’ 
Needs to be elaborated. 

• WHO recommended integrating HCV and HIV testing and treatment in multiple services for people who 
inject drugs. 

Additional information identified by Expert Panel 
• World Health Organization (WHO). Guidelines for the care and treatment of persons diagnosed with chronic 

hepatitis C virus infection. Geneva: WHO; 2018. Available from: 
https://www.who.int/publications/i/item/9789241550345 [27]  
 

https://www.who.int/publications/i/item/9789241550345
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Multicomponent intervention to increase adherence to HIV 
treatment 
Key question: In people who inject drugs or people on OST living with HIV, what is the evidence that 
multicomponent interventions are effective in increasing adherence to HIV treatment? 

The evidence 
Table 27. Evidence on multicomponent interventions to increase adherence to HIV treatment 

First author, 
year [ref 
no.] 

INTERVENTION vs. 
CONTROL Outcomes Outcomes 

INTERVENTION 
Outcome
s 
CONTROL 

RR [95% 
CI] 

GRADE – 
Certainty 
of 
Evidence 

Masyukova et 
al. 2018 [28] 

TC for formerly 
incarcerated vs. non-TC 

TA at 6 m. 29/38; 76%; 
CI NA 

79/100; 79%, 
CI NA 

RR 0.96 
[0.78–1.18] 

LOW 

  TC for formerly 
incarcerated vs. non-TC 

TA at 12 
m. 

24/38; 63%, 
CI [NA] 

67/100; 67%, 
CI [NA] 

RR 0.94 
[0.71–1.24] 

LOW 

Sanchez et al. 
2012 [29] 

MDC (DU) vs. Non-DU in 
UC 

TD 9/71; 12.7%; 
[NA] 

4/48; 8.3%; 
[NA] 

RR 1.52 
[0.50–4.66] 

LOW 

Masyukova et 
al. 2018 [28] 

TC for formerly 
incarcerated vs. non-TC 

VL 21/38; 54%; 
CI [NA] 

63/100; 63%; 
CI [NA] 

RR 0.86 
[0.62–1.19] 

LOW 

Sanchez et al. 
2012 [29] 

MDC (DU) vs. Non-DU in 
UC 

VL 62/71; 87.3%; 
[NA] 

42/48; 87.5%; 
[NA] 

RR 1.0 
[0.87–1.15] 

LOW 

CI: confidence interval; IC: integrated care; DU: drug user; MDC: multidisciplinary care; NA: not available; RR: relative risk; VL: 
viral load; TA: treatment adherence; TD: treatment discontinuation; TC: transition clinic 

The NRS by Masyukova et al. (2018) [28] compared changes in treatment adherence (TA) and viral load (VL) in 
formerly incarcerated patients living with HIV of a specialised transition clinic (TC) with patient navigation 
services at different time points with usual care in a community health centre (CHC) and in an infectious disease 
clinic not directly tailored to formerly incarcerated people. Usual care group has also access to a CHC and 
infectious disease clinic specialised in HIV, access to multidisciplinary services incl. nutritional counselling, case 
management, group programmes, mental health services and substance use disorder (SUD) treatment. TC 
intervention neither shows an effect on TA (both time points) nor on VL (54% vs. 63% in CON, RR 0.86, 95% CI 
0.62–1.19), even favouring control. Study had a 12-month follow-up period. 

Sanchez et al. (2012) [29] assessed the effect of integrated care provided by a multidisciplinary health team on 
treatment discontinuation (TD) and virological response of <50 copies/mL (viral load) in active drug users living 
with HIV-1 admitted for drug treatment. Services included medical, drug treatment and psycho-social services. 
The control group was comprised of non-drug users with sexually transmitted HIV-1 infection attending a 
reference hospital under standard care. The results did not find a statistically significant difference in the risk of 
permanent treatment discontinuation (stopping treatment >15 days by individuals’ choice as defined by the 
study authors) in the intervention group (12.7% vs. 8.3% in CON group, RR 1.52, 95% CI 0.50–4.66) nor in the 
effect on viral load (87.3% vs. 87.5% in CON group, RR 1.0, 95% CI 0.87–1.15). Study had a mean follow-up 
period of 188 weeks (range 24–252 weeks). 

Conclusion based on GRADE 
For transition clinic (for formerly incarcerated patients) and multidisciplinary care model it is uncertain whether 
they improve or reduce HIV treatment adherence or viral load as certainty of evidence is very low. 

Recommendation agreed on by the Expert Panel 
Conditional recommendation: Multicomponent approaches to increase adherence to HCV treatment among 
people who inject drugs or people on OST should be considered. 

Practice considerations 
Despite limited evidence on specific interventions, the broadly defined multicomponent approaches appear to 
be a promising approach in regard with adherence to treatment for the highly vulnerable group of PWID with 
mental and other serious health and social problems. An integrated care approach where a variety of services 
are brought together to empower participants and to facilitate access to psycho-social support seems to be an 
important aspect. The role of case managers (peers or social workers) and the integration of services (e.g. 
combining linkage to care and adherence to treatment) are key elements of success for highly vulnerable 
groups or sub-groups of PWID with multiple needs. Studies are needed to assess which combination of 
interventions is most effective to reach and link the hard-to-reach groups or sub-groups of PWID to HCV care. 
Further, it should be investigated whether peer mentors or other case management approaches should also be 
provided in multicomponent models to increase adherence to HCV care in PWID who do not regularly visit a 
certain setting. 
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Table 28. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-
decision table regarding multicomponent interventions to increase adherence to HIV treatment 
Summary of Judgements 

1. Desirable Effects Small (15) Moderate Large Varies  1 disagree, 1 
comment 

2. Certainty of Evidence Very low 
(15) Low Moderate High Varies 1 disagree, 1 

comment 
3. Consistency of Results No Yes (16)       0 disagree 

4. Relevance for Target Group No Probably no Probably yes 
(14) Yes Varies 1 disagree, 1 

missing 

5. Publication Bias No (15) Probably no Probably yes Yes Varies 0 disagree, 1 
missing 

6. Benefit Small (5) Moderate 
(6) Large (1) Varies 

(1) 
 3 missing 

7. Acceptability No Yes (9) Varies (5)     2 missing 
8. Implementation/Transferability No Yes (14)     2 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1–5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
Q6 – What benefit will the proposed intervention have? 

• The intervention has a potential to improve the clinical outcomes, but the studies were conducted in very 
specific population, which makes it difficult to make a general assumption about the benefit of the 
intervention. 

• The case management of the intervention is promising for special target groups with multifaceted 
difficulties. 

• The benefit of the intervention depends on factors that lead to barriers/obstacle. 

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• It may be well received by people who inject drugs. However, service providers may have difficulties in 
financing and running multicomponent interventions in the HIV treatment field. 

• In spite of studies’ limitations, it is probable that this intervention would take into account the specific needs 
of these clients. 

• People who inject drugs might accept such an intervention, when vulnerable and multimorbid people are 
well supported by professionalised staff. 

Q8 – Could this intervention/action be implemented in the European context? 

• In countries with more resources and better organised HIV treatment, the implementation of 
multicomponent interventions may be possible. However, in poorly resourced countries, an integrated 
approach would not be feasible considering the involvement of more financial and human resources and the 
organisation of the healthcare system which does not support provision of integrated care. 

• The implementation of the intervention might be challenging in countries where incarceration Transition 
Clinics facilities may not be available. 

• In countries in which multicomponent interventions are already performed, somatic issues could be 
integrated in existing structures. 

• When implementing the intervention, specific team and long-term capacity is required at service provider 
level. 

If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain: 

• The success of the intervention and the barriers/obstacles will depend on the local and organisational setting 
and the regulations to organise integrated models of care. 

• Multicomponent interventions in HIV treatment are expensive and may vary according to the needs of the 
target population. Standardisation may be difficult. They must be organised around existing HIV treatment 
sites, which are run by the state in most EU countries.  

Draft practice considerations 
• The fragmentation of care can lead to poorer treatment adherence, limited follow-up, increased risk for 

treatment interruption, and poorer clinical outcomes. Hence, integrated models of care could facilitate 
treatment success. Given the limited body of evidence with very low methodological quality, it is strongly 
recommended to conduct larger, high-quality long-term randomised trials assessing possible single and/or 
multicomponent interventions. It seems unclear which bundles of interventions or strategies are effective for 
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the long-term treatment of people living with HIV. Developing robust clinical programmes which include 
mental health services, drug treatment services, and peer support, may mitigate some risks. 

Summary of Expert Panel discussion 
• The Expert Panel had different opinions on the recommendation given the limited, low-quality evidence on 

specific and hardly comparable interventions.  
• There was agreement that HIV treatment is a life-long treatment process that needs additional support for 

sustaining or improving adherence, and multicomponent interventions are therefore much more important 
than for HCV. This would support a strong recommendation, but on the other hand it seems questionable if 
one ‘general package’ can be recommended.  

• There is a strong need for clarification on how ‘multicomponent intervention’ is defined. 
• Groups or sub-groups of people who inject drugs need combined patient-centred support, which adjust to 

individual needs (some need more psychological support, some need peer support, etc.) to cover the various 
needs of the target population and increase accessibility and not a specific pre-defined package of 
interventions.  

• Focus on the complexity of approaches: drug treatment, infectious diseases and mental health issues should 
be combined in one service (‘one-stop-centres’); peers, social workers are considered as core, as well as low 
threshold services approaches to encourage the initiation of treatment. 

• Ongoing medical monitoring of HIV treatment is routine and next to the medical treatment multicomponent 
interventions should be added if necessary, initiated either by patient or by doctor. 

• Groups or sub-groups of people who inject drugs are in need to be encouraged to follow treatments. To 
increase adherence, additional support and offering incentives are essential, including explanations to people 
who inject drugs why they should get a treatment, why incentives are linked to it, etc. Reasons why 
treatments are stopped should be considered. 

• There are differences between people who inject drugs user groups in different countries: in some countries 
there is a need of structure on how to provide the treatment, thinking about the motivation of the users to 
stop treatment; starting with peers or low threshold centres, where the first contact takes place to 
encourage motivation for treatment; peers are resources that are effective for people that are very 
vulnerable.  

Additional information identified by Expert Panel  
• Metcalfe R, Ragonnet-Cronin M, Bradley-Stewart A, McAuley A, Stubbs H, Ritchie T, et al. From Hospital to 

the Community: Redesigning the Human Immunodeficiency Virus (HIV) Clinical Service Model to Respond to 
an Outbreak of HIV Among People Who Inject Drugs. J Infect Dis. 2020;222(Suppl 5):S410-S9.[8] 
 

 

2.8 Cooperation  
Cooperation to increase linkage to HCV care 
Key question: In people who inject drugs or people on OST with HCV infection, what is the evidence that 
cooperation between service providers is effective in increasing linkage to HCV care? 

  

Recommendation agreed on by the Expert Panel 
Conditional recommendation: Multicomponent interventions (patient-centred, including medical, drug 
treatment and psycho-social services) to increase adherence to HIV treatment among people who inject drugs 
or people on OST should be considered.  

Practice considerations 
HIV treatment is a life-long process, which needs additional support for adherence. The fragmentation of care 
can lead to poorer treatment adherence, limited follow-up, increased risk for treatment interruption, and poorer 
clinical outcomes. Hence, patient-centred support, combining drug treatment, infectious diseases and mental 
health therapy, could increase accessibility and facilitate treatment success by covering the various needs of 
PWID. Given the limited body of evidence with very low methodological quality, it is strongly recommended to 
conduct larger, high-quality long-term randomised trials assessing possible single and/or multicomponent 
interventions. It seems unclear which bundles of interventions or strategies, including e.g. mental health 
services, drug treatment services, peer support, social work and incentives, are effective for the long-term 
treatment of people living with HIV.  
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The evidence 
Table 29. Evidence on cooperation to increase linkage to HCV care 

First 
author, 
year [ref 
no.] 

INTERVENTION vs. 
CONTROL Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL RR [95% CI] 

GRADE – 
Certainty 
of 
Evidence 

Messina 
et al. 
2020 [30] 

COOP (between 2 
centres) PWUD vs. UC 

TI 63/75; 84%; CI 
[NA] 

3/18; 17%; 
CI [NA] 

RR 5.04 
[1.79–
14.23] 

VERY LOW 

  COOP (between 2 
centres) PWID vs. UC 

TI 45/55; 82%; 
[NA] 

3/16; 19%; 
[NA] 

RR 4.63 
[1.56–
12.19] 

VERY LOW 

CI: confidence interval; COOP: cooperation; PWID: people who inject drugs; PWUD: people who use drugs; RR: relative risk; 
TI: treatment initiation; UC: usual care 

In a prospective, interventional, before and after study, Messina et al. (2020) [30] studied the effect of 
cooperation between a service for substance use disorder (SUD) and an infectious disease unit on treatment 
initiation rates (TI). The intervention aimed to improve knowledge on HCV infection and on the need to start DAA 
treatment among SUD staff and ensured fast lane access of people who use drugs/people who inject drugs to 
the infectious disease unit. Compared with the pre-intervention period, the number of people who were anti-
HCV–positive who started DAA treatment increased significantly, with similar results for people who inject drugs 
and people who use drugs (people who inject drugs: 82% vs. 19%, RR 4.63, 95% CI 1.56–12.19; people who 
use drugs: 84% vs. 17%, RR 5.04, 95% CI 1.79–14.23). The use of the innovative model with close interaction 
between the two facilities resulted in a significant increase in linkage to care and start of DAA treatment in the 
studied population. However, the true effect size of cooperation on the studied outcome should be interpreted 
with caution as the sample size was small (people who inject drugs: 55 INT vs. 16 CON; people who use drugs: 
75 INT vs. 18 CON), resulting in a wide confidence interval in both groups.  

The pre-intervention period was January to December 2017, the post-intervention period January to December 
2018. Treatment duration was 12 weeks. 

Conclusion based on GRADE 
For cooperation between SUD staff and infectious disease units, it is uncertain whether it improves or reduces 
treatment initiation rates as certainty evidence is very low. 

Table 30. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-
decision table regarding cooperation to increase linkage to HCV care 

Summary of Judgements 
1. Desirable Effects Small Moderate Large (15) Varies  1 disagree 
2. Certainty of Evidence Very low (15) Low Moderate High Varies 1 disagree 
3. Consistency of Results NA          

4. Relevance for Target Group No Probably 
no 

Probably 
yes Yes (15) Varies 1 missing 

5. Publication Bias No (14) Probably 
no 

Probably 
yes Yes Varies 1 disagree, 1 

missing 
6. Benefit Small Moderate Large (15) Varies  1 missing 
7. Acceptability No Yes (15) Varies      1 missing 
8. Implementation/Transferability No Yes (15)     1 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1–5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
Q6 – What benefit will the proposed intervention have? 

• A good cooperation between service providers and other agencies should be emphasised and strengthened 
as it contributes to increased TI and SVR rates. 

• Especially in settings where we don’t have integrated models of treatment and care, a good cooperation can 
have a positive impact. 

• An inter-disciplinary cooperation or the integration of care has been proven very effective, not only because 
such networks produce synergies and can decrease the risk of dropouts. 
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Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• The measured effect as well as a high retention rate show very good acceptance of intervention, especially 
among people who inject drugs. 

• At the level of service providers, challenges may be raised by the organisation of the healthcare systems, 
which might have non-integrated approaches. 

Q8 – Could this intervention/action be implemented in the European context? 

• As cooperation is already practiced in several European countries, the implementation of this intervention is 
suitable in the European context. 

• An extensive cooperation should be recommended, and it is feasible to be implemented in all EU countries. 

If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain: 

• Although it is a very feasible, easy and cost-effective way to increase linkage to HCV care that needs rather 
human efforts/capacity (such as fostered communication and networking between the units) a strategy or 
methods on how to do this at national or local level is needed. There may be barriers generated by the way 
healthcare systems are organised. 

• The regulatory framework and formal requirements as well as differences between health and social 
providers may be obstacles for the implementation. 

• Another barrier/obstacle might be the geographic locations of different specialised healthcare institutions. 

Draft practice considerations 
Despite the limited evidence available, cooperation between services for PWID and institutions providing HCV 
services should be of paramount importance in order to implement simple strategies for early identification of 
PWID or people on OST who are infected with HCV, for rapid linkage to care and DAA treatment. Preferably, 
these institutions should be located in the same geographic area and should reduce barriers by actively 
accompanying clients in the referral to other services. Additionally, it is recommended to examine which 
expertise the staff in the drug treatment centres should have and whether particularly vulnerable PWID (e.g. 
such as those with mental illness) can also benefit from this cooperation. 

Summary of Expert Panel discussion 
• The recommendation needs to be based on practice evidence rather than research evidence as there are 

good practice examples. Even if the evidence is limited, it is established in practice and happening in 
informal and less structured way. 

• Highlighting that people who inject drugs receive several types of treatment and the cooperation/network 
between those services providing treatment needs to be considered as important. Everything that improves 
integrated care should therefore be supported. 

• Cooperation is part of integrated care, clear definition/terminology is needed.  
• Replace ‘drug treatment services’ with ‘service for people who inject drugs’ and be aware that the language 

used in relation to people who use drugs matters: (https://www.inpud.net/en/words-matter-language-
statement-reference-guide). 

• Harm reduction services and mobile units cooperating with healthcare professionals are seen as essential to 
increase linkage to HCV care.  
 

 

  

Recommendation agreed on by the Expert Panel 
Strong recommendation: Cooperation between service providers to increase linkage to HCV treatment 
among people who inject drugs or people on OST should be recommended. 

Practice considerations 
Despite the limited evidence available, cooperation between services for PWID, in particular harm reduction 
services and mobile units, with institutions providing HCV care is of paramount importance for early 
identification of PWID or people on OST who are infected with HCV, for rapid linkage to care and DAA 
treatment. Groups or sub-groups of PWID are regularly using different treatment services, therefore 
cooperation between these services is essential and needs to be considered as an important part of integrated 
care. Preferably, these institutions should be located in the same geographic area and should reduce barriers 
by actively accompanying clients in the referral to other services. In addition, it is recommended to examine 
which expertise the staff in the drug treatment centres should have and whether particularly vulnerable PWID 
(e.g. such as those with mental illness) can also benefit from this cooperation. 

https://www.inpud.net/en/words-matter-language-statement-reference-guide
https://www.inpud.net/en/words-matter-language-statement-reference-guide
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Cooperation to increase adherence to tuberculosis treatment 
Key question: In people who inject drugs or people on OST with tuberculosis, what is the evidence that 
cooperation between service providers is effective in increasing adherence to TB treatment? 

The evidence 
Table 31. Evidence on cooperation to increase adherence to tuberculosis treatment 

First author, 
year [ref 
no.] 

INTERVENTION 
vs. CONTROL Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL 

RR [95% 
CI] 

GRADE – 
Certainty 
of 
Evidence 

Duarte et al. 
2011 [31] 

COOP (between 
institutions and 
street teams) 
incl. DOT (pre/ 
post) 

TA non-
compliance 

14/59; 23.7%; CI 
[NA] 

39/82; 
47.6%; CI 
[NA] 

RR 0.50 
[0.30–0.83] 

VERY LOW 

  COOP (between 
institutions and 
street teams) 
incl. DOT (pre/ 
post) 

TA treatment 
discontinuation 

6/59; 10.2%; CI 
[NA] 

29/82; 
35.4%; CI 
[NA] 

RR 0.29 
[0.13–0.65] 

VERY LOW 

CI: confidence interval; COOP: cooperation; DAA: direct-acting antivirals; DOT: directly observed therapy; NA: not available; 
RR: relative risk; TA: treatment adherence 

One study was identified evaluating an intervention to increase TB treatment adherence (TA). Duarte et al. 
(2011) [31] assessed the proportion of active-TB participants non-compliant with treatment (not taking all 
medications) and the proportion of participants discontinuing treatment (treatment interruption for more than 
two months) before and after the implementation of a cooperation between different institutions (outpatient TB 
clinic, people who use drugs support centres, public health department, local hospital) and street teams 
(supporting people who use drugs in the community) for the early detection and treatment of TB including DOT. 
Findings show that the intervention decreased the absolute risk for non-compliance by 24 percentage points 
(24% vs. 48% in CON group, RR 0.50, 95% CI 0.30–0.83) and for treatment discontinuation by 25% points 
(10% vs. 35% in CON group, RR 0.29, 95% CI 0.13–0.65) compared to the control.  

The pre-intervention period was 2001 to 2003, the post-intervention period 2005 to 2007.  

Conclusion based on GRADE 
It is uncertain whether cooperation improves treatment adherence of TB because the certainty of this evidence is 
very low [31].  

Table 32. Summary of judgements based on the Expert Panel’s feedback on the evidence-to-
decision table regarding cooperation to increase adherence to tuberculosis treatment 
Summary of Judgements 

1. Desirable Effects Small Moderate Large (15) Varies  1 missing 

2. Certainty of Evidence Very low 
(15) Low Moderate High Varies 1 disagree, 1 

missing 

3. Consistency of Results NA        - 

4. Relevance for Target Group No Probably no Probably yes 
(15) Yes Varies 1 missing 

5. Publication Bias No Probably no 
(15) Probably yes Yes Varies 1 missing 

6. Benefit Small (2) Moderate (4) Large (9) Varies  1 missing 

7. Acceptability No Yes (15) Varies     1 missing 

8. Implementation/Transferability No (1) Yes (14)     1 missing 

Orange = expert’s agreement (number in brackets) with the scores pre-filled by the project team (Questions 1–5); Green = 
expert assessment (number of votes in brackets) on the benefits, acceptability, and transferability of the intervention 
(Questions 6–8) 

Expert Panel feedback 
  



Summary of Expert Panel discussions on interventions among people who inject drugs TECHNICAL REPORT 

46 

Q6 – What benefit will the proposed intervention have? 

• The intervention probably has a high impact when looking at the measured effects. 
• Although the benefit might be no more than moderate, recent studies on cooperation and HCV treatment 

imply that the same effects can be achieved for TB. 
• The cooperation among service providers and other agencies can lead to increased linkage to care for both 

TB (for screening, treatment initiation) and SUDs, as well as to better monitoring of both TB and mental 
health treatment. 

• As active TB needs quite a long-term treatment, monitoring it is important to reduce the risk of losing 
contact with the patients to still achieve benefits.  

Q7 – Is the intervention acceptable to people who inject drugs and service providers compared to 
comparison? 

• The intervention is most likely acceptable to people who inject drugs and service providers as it helps 
navigating patients through the health system, and it facilitates the access to screening, the interaction 
between people who inject drugs and service providers and treatment monitoring. 

• In Georgia, TB screening is a part of the NSP, cooperation is established, although, in some regions it works 
better than in other. The case management intervention is utilised to improve the cooperation and getting 
feedback from TB clinics on suspected TB cases. 

• To evaluate how acceptable the intervention is, there might be a need of a new evaluation, as the study was 
performed before 2007. There are already approved national clinical guidelines for TB early detection for 
SUD clients, coming to treatment or HRR services in Portugal, which probably eases the acceptability of such 
an intervention. 

Q8 – Could this intervention/action be implemented in the European context? 

• This intervention is likely to be able to be implemented in the European context, as there are already models 
of cooperation among agencies in Europe. 

• Links among different services have already been built in some countries, especially where the Global Fund 
grants for TB and HIV have been implemented in parallel. 

• To develop effective measures of monitoring and interventions more information on prevalence of LTBI and 
transition processes to active TB is needed. 

If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain: 

• The implementation of the intervention in other European countries (for example Georgia) requires capacity-
building of HR service centres and the sensitisation of TB clinics leadership and personnel. 

Draft practice considerations 
Based on the only available study, which insufficiently described the intervention, cooperation between drug 
treatment services and institutions providing TB treatment should be established in order to implement simple 
strategies for early identification of people with TB infection, for rapid linkage to care and treatment. However, 
since non-adherence factors are often patient-specific, personalised interventions such as case management are 
required to enhance the impact of a programme to improve medication adherence. More research is needed on 
the exact design of the collaborations and the potential of combining interventions, e.g. DOT, peers, short 
messaging service combined with education, counselling, vouchers/financial incentives, drug box reminders, and 
combinations of these.  

Remark: This intervention study was conducted a long time ago and there was a four-year gap from post-
intervention phase to publication of findings. The relevance of the results after 15-20 years might be arguable, 
especially considering the small sample size. 

Summary of Expert Panel discussion 
• Evidence is lacking, but there is extensive experience on TB, for example from the Global South. Even if 

Europe has low TB prevalence rates and mostly among homeless people and migrants, transferable learning 
should be considered by taking experiences of larger settings into smaller EU settings. Grey literature, such 
as reports from services, should also be taken into account.  

• The work from the recent UN High Level Meeting on TB, as well as from the ‘Stop TB Initiative’, should be 
taken into account.  

• The selection of OST in this study significantly affects the results, as it limits the recommendations to opioid 
users. 

• The wording of the last sentence of the practice considerations should be changed (‘Additionally, it is 
recommended to examine whether particularly vulnerable people who inject drugs (e.g. those with 
psychiatric comorbidity) can also benefit from this cooperation.’, will be deleted). 
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Additional information identified by Expert Panel  
• World Health Organization (WHO). Guidelines for the care and treatment of persons diagnosed with chronic

hepatitis C virus infection. Geneva: WHO; 2018. Available at:
https://www.who.int/publications/i/item/9789241550345 [27]

Recommendation agreed on by the Expert Panel 
Conditional recommendation: Cooperation between service providers to increase adherence to TB 
treatment among people who inject drugs or people on OST should be considered. 

Practice considerations 
Based on the only available study, which insufficiently described the intervention, cooperation between drug 
treatment services and institutions providing TB treatment should be ensured in order to implement simple 
strategies for the early identification of people with TB infection for rapid linkage to care and treatment. 
However, since non-adherence factors are often patient-specific, personalised interventions such as case 
management are required to enhance the impact of a programme to improve medication adherence. In 
addition to the evidence, there is a need for transferable learning from the important work on TB at global level 
to EU settings. More supporting research is needed on the exact design of the collaborations and the potential 
of combining interventions, e.g. DOT, peers, short messaging service combined with education, counselling, 
vouchers/financial incentives, drug box reminders, and combinations of those.  

https://www.who.int/publications/i/item/9789241550345
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3. General discussions 
In addition to discussions regarding the translation of findings from the systematic review of specific interventions 
to increase linkage to care and adherence to treatment for hepatitis B and C, HIV and tuberculosis among people 
who inject drugs into recommendations for use in ECDC and EMCDDA’s future update of the guidance, ‘Prevention 
and control of infectious diseases among people who inject drugs’ (2011) [1], the Expert Panel also discussed 
critical factors for the success of linkage to care and adherence to treatment interventions more generally. These 
include:  

• Adequate funding and coverage (including coverage indicators). 
• Staff need to be sensitised for being able to assist people who inject drugs. 
• Testing and treatment need to be free of costs for people who inject drugs. 
• Linkage to care and adherence to treatment is better the closer it is linked to services visited by the target 

population, such as harm reduction services. 
• Recent drug use should not be an exclusion criterion for treatment. 
• Interventions need to be tailored to and integrated into existing national settings. 
• A lot of preparatory work for treatment is carried out by drug services. 
• The starting points for interventions are quite different, which highly affects the outcome of an intervention. 

In particular, the preparatory work - what has been done prior to the intervention – needs to be considered. 
This can be seen as a pre-condition for the success of the intervention. It refers to, for example, settings, in 
which treatment is implemented and the preparedness of the care environment (e.g. pharmacies already 
involved in OST, implementation of harm reduction facilities). These factors differ from country to country. 
In addition, motivational factors, such as treatment willingness/preparedness of the clients, play an 
important role.   
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Annex 1. Lists of Expert Panel meeting 
participants 
Expert panel members appointed by ECDC and EMCDDA  

Name (Initials) Affiliation Country 
Feedback to 
evidence-to-

decision table 

Participated in 
virtual meeting 

11–12 March 2021 
Arian Boci Director of Stop AIDS NGO Albania - √ 
Alina Bocai  ARAS Romania Romania √ √ 
Aljona Kurbatova  National Institute for Health 

Development, HA-REACT partners 
Estonia √ √ 

Anna Tarjan  Reitox National Focal Point Hungary √ √ 
Antons Mozalewskis  WHO Regional Office Europe   √ √ 
Astrid Leicht  Fixpunkt Berlin Germany √ √ 
Daniel Simôes  European AIDS Treatment Group 

(EATG) 
Portugal  √ √ 

David Otiashvili  Executive Director of Alternative 
Georgia 

Georgia √ √ 

Domingos Duran  General Directorate for 
Intervention on Addictive 
Behaviours and Dependencies 

Portugal  √ √ 

Elli Peltola  City of Helsinki Finland - √ 
Ganna Dovbakh  Eurasian Harm Reduction 

Association (EHRA) 
Lithuania √ √ 

Ketevan Stvilia  National Centre for Disease 
Control and Public Health of 
Georgia 

Georgia √ √ 

Marie Jauffret-Roustide  National Institute of Health and 
Medical Research (Inserm) and 
Santé publique France 

France √ √ 

Marta Torrens Melich  Associate Professor of Psychiatry, 
Universitat Autònoma de 
Barcelona  

Spain √ √ 

Mat Southall  EuroNPUD   - √ 
Rafaela Rigoni  Correlation European Harm 

Reduction Network (C-EHRN) 
Italy √ √ 

Ruta Kaupe  DIA+LOGS Latvia √ √ 
Sladjana Baros  Institute of Public Health of Serbia  Serbia - √ 
Viktor Mravcik  National Monitoring Centre for 

Drugs and Drug Addiction 
Czechia  √ √ 

Vivian Hope  Liverpool John Moores University UK  √ √ 
Vyacheslav Kushakov  Alliance for Public Health Ukraine √ √ 
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ECDC and EMCDDA consultants  
Name Affiliation Participating in 

meeting day 1 
Participating in 
meeting day 2 

ECDC consultants  
Ilonka Horváth Gesundheit Österreich (GOEG), Austria √ √ 
Ingrid Rosian-Schikuta Gesundheit Österreich (GOEG), Austria √ √ 
Irene Mikulcik Gesundheit Österreich (GOEG), Austria √ √ 
Marie-Luise Göschl Gesundheit Österreich (GOEG), Austria √  
Tanja Schwarz Gesundheit Österreich (GOEG), Austria √ √ 
EMCDDA consultants  
Hannah Fraser Glasgow Caledonian University, UK   
Lara Gordon University of Bristol, UK √ √ 
Mathew Hickman University of Bristol, UK √ √ 
Norah Palmateer Glasgow Caledonian University, UK √ √ 
Peter Vickerman University of Bristol, UK √ √ 
Sharon Hutchinson Glasgow Caledonian University, UK √ √ 

 

ECDC and EMCDDA staff 
Name Affiliation Participating in 

meeting day 1 
Participating in 
meeting day 2 

Anne Bergenstöm EMCDDA √ √ 
Erika Duffell ECDC √ √ 
Janelle Sandberg ECDC √ - 
Lina Nerlander ECDC √ √ 
Marica Ferri EMCCDA √ √ 
Marieke van der Werf ECDC √ √ 
Marijana Kukolj ECDC √ √ 
Otilia Mårdh ECDC √ √ 
Renate de Neve EMCDDA √ - 
Teymur Noori ECDC √ √ 
Thomas Seyler EMCDDA √ √ 

 

  



TECHNICAL REPORT Summary of Expert Panel discussions on interventions for hepatitis B and C, HIV and TB among PWID 

53 

Annex 2. Agenda of Expert Panel meeting, 
11–12 March 2021 
Background  
Ten years after its publication, ECDC and EMCDDA initiated the update process of their joint guidance on 
‘Prevention and control of infectious diseases among people who inject drugs’. Several evidence reviews have been 
undertaken to identify advances in the evidence base for the key interventions recommended in 2011 and to cover 
emerging topics and public health concepts between 2011 and 2020. These were outsourced by the EMCDDA to 
Public Health Scotland, Glasgow Caledonian University, and the University of Bristol and by ECDC to the Austrian 
National Public Health Institute (Gesundheit Österreich, GOEG). A collection of models of practice to identify 
practice-based evidence was administered by GOEG.  

An Expert Panel was convened by ECDC and EMCDDA to support the process to update the guidance. In advance 
of this meeting, the experts were invited to review the evidence tables and the draft recommendations.  

Aim of the meeting 
To facilitate discussions between the experts and the agencies and their consultants that will aim to verify/enrich 
the interpretation of the evidence and revise/amend the content of the updated Guidance in the light of Expert 
Panel views.  

Day 1: Thursday 11 March 2021 (12.00–15:00 CET) 
Introductions  
Chair: Marieke van der Werf, ECDC 
12.00–12.15 Opening remarks by Marieke van der Werf, ECDC and Marica Ferri, EMCDDA  

Overview of Guidance update process, objectives of the meeting (Otilia Mårdh, ECDC, Anne 
Bergenström, EMCDDA)  

12.15–12.35 Introduction to systematic literature review methodology, gaps/limitations and further procedure 
(Tanja Schwarz, GOEG, Austria)  

Intervention 1–4  
Chair: Otilia Mårdh, ECDC and Ilonka Horváth, GOEG 
12.35–13.35 Discussions  

For each intervention: short presentation of summary of evidence, outcomes of pre-meeting Expert 
Panel assessment (GOEG, Austria), and discussion on the recommendations and practice 
considerations (Expert Panel members)  

13:35– 13:45 Break 
13.45–15:00 Discussions, cont. 

Day 2: Friday 12 March 2021 (10.00–13:00 CET) 
Intervention 5–8 
Chair: Teymur Noori, ECDC and Ingrid Rosian, GOEG 
10.00–11.20 Discussions  

For each intervention: short presentation of summary of evidence, outcomes of pre-meeting Expert 
Panel assessment (GOEG, Austria) and discussion on the recommendations and practice 
considerations (Expert Panel) 

11:20–11:30 Break 
11:30– 12:20 Discussions, cont. 
12:20–12:30 Wrap up of Expert Panel recommendations, actions for ECDC and GOEG 
Models of practice, closure part 1 
Chairs: Otilia Mårdh, ECDC; Anne Bergenström, EMCDDA 
12.30–12.50 Models of practice – results of the call and pre-assessment, instructions for the evaluation by Expert 

Panel (GOEG, Austria) 
12:50–13:00 Closing remarks for part one of Expert Panel, instructions for part 2 (ECDC, EMCDDA) 

  

  

https://www.ecdc.europa.eu/sites/default/files/media/en/publications/Publications/111012_Guidance_ECDC-EMCDDA.pdf
https://www.ecdc.europa.eu/sites/default/files/media/en/publications/Publications/111012_Guidance_ECDC-EMCDDA.pdf
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Annex 3. Evidence-to-decision template 
Key question: In people who inject drugs or people on OST with (choose HIV, HCV, HBV, TB) infection, what is 
the evidence that (add intervention) is effective in increasing linkage to (choose HIV, HCV, HBV, TB) 
care/adherence to (choose HIV, HCV, HBV, TB) treatment? 

A: QUALITY OF EVIDENCE – prefilled by the project team. As an Expert Panel member, you are invited to express agreement on 
the assessment for each question 1 to 5  

1. How substantial are the 
desirable anticipated 
effects? 
☐ Small 
☐ Moderate 
☐ Large 
☐ Varies between studies 

CI: confidence interval; DOT: directly observed therapy; mDOT: modified directly observed therapy; NA: not 
available/applicable; RR: risk ration/relative risk; SAT: self-administered therapy; TI: treatment initiation; UC: 
usual care. 
To be described by GOEG 

For the Expert Panel members: 
Do you agree with the assessment (question 1 on the left)?  
☐ Yes 
☐ No 
If NO, please provide a brief justification: 

 

 

First 
author, 
year [ref 
no.] 

INTERVENTION 
vs. CONTROL Outcomes Outcomes 

INTERVENTION 
Outcomes 
CONTROL 

RR 
[95% 
CI] 

Stat. 
significance  
(CI 95%) 

       

2. How reliable are the 
studies in the body of 
evidence? 
☐ Very low 
☐ Low 
☐ Moderate 
☐ High 
☐ Varies between studies 

This question should clarify if 
there are any issues 
concerning the quantity of 
evidence available on this 
topic and its methodological 
quality 

* to be chosen 

Conclusion based on GRADE:  
To be described by GOEG 

For the Expert Panel members: 
Do you agree with the assessment?  
☐ Yes 
☐ No 
If NO, please provide a brief justification: 

 

 

First author, 
year [ref no.] Outcome Risk of 

Bias Inconsistency Indirectness Imprecision GRADE – Certainty 
of Evidence* 

       
VERY LOW 

 
LOW 

 
MODERATE 

 
HIGH 

3. Are the studies 
consistent in their 
conclusions? 
☐ No 
☐ Yes  

This question refers to the 
degree of consistency 
demonstrated by the 
evidence. Where there are 
conflicting results, indicate 
how the group formed a 
judgement as to the overall 
direction of the evidence. 

To be described by GOEG 

For the Expert Panel members: 
Do you agree with the assessment?  
☐ Yes 
☐ No 
If NO, please provide a brief justification: 

 

 

4. Are the studies relevant 
to our target population? 
☐ No 
☐ Probably no 

To be described by GOEG 

For the Expert Panel members: 
Do you agree with the assessment?  
☐ Yes 
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☐ Probably yes
☐ Yes
☐ Varies

This question refers to 
whether studies: 
• include similar target 
populations, interventions, 
comparators or outcomes to 
the key question under 
consideration? 
• report on any comorbidities 
relevant to the target 
population? 
• use indirect (surrogate) 
outcomes 
• use indirect rather than 
direct comparison of outcomes 

☐ No
If NO, please provide a brief justification:

5. Are there concerns
about publication bias? 
☐ No
☐ Probably no
☐ Probably yes
☐ Yes
☐ Varies
This question refers to any 
concerns about all studies 
coming from the same 
research group, funded by 
industry, etc. 

First author, year [ref 
no.] 

Involvement of funders 
in study 

Funding Conflict of interest 

For the Expert Panel members: 
Do you agree with the assessment? 
☐ Yes
☐ No
If NO, please provide a brief justification:

B: EXPERT PANEL CONSULTATION – not-prefilled. As an Expert Panel member you are invited to provide an assessment for 
each question 6 to 8 
6. What benefit will the 
proposed intervention
have?
☐ Small
☐ Moderate
☐ Large
☐ Varies

This question refers to the 
potential clinical impact of the 
intervention – e.g. magnitude 
of effect; balance of risk and 
benefit. 

Supporting information: 

To be described by GOEG 

Expert’s comment: 

7. Is the intervention
acceptable to PWID and
service providers
compared to comparison?
☐ No
☐ Yes
☐ Varies

This question considers 
benefits vs harms, quality of 
life, other patient preferences 
(refer to patient issues 
summary). Consider how an 
individual feels about the 
intervention in general and the 
perceived amount of effort 
that is required to participate, 
the extent to which the 
participant understands the 
intervention and how it works 
and which benefits, profits or 
values must be given up to 
engage in the intervention. Is 
the intervention perceived as 
likely to achieve its purpose? 

Supporting information: 

To be described by GOEG 

Expert’s comment: 
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8. Could this 
intervention/action be 
implemented in the 
European context? 
☐ No 
☐ Yes 

To answer this question, 
consider  
• Population characteristics 
(cultural, sociodemographic, 
etc.) and population’s 
perceptions of health services 
and attitude towards the 
intervention 
• Involvement of population 
and stakeholder 
• Local and organisational 
setting  
• National/local policy, political 
will, legislation 
• Structure of healthcare 
system and services, 
conditions of health service 
provision 
• Utility/usefulness of evidence 
and possibility of adaptations 
by keeping the primary 
intervention’s nature and 
fidelity. 
• Sustainability of outcomes, 
practice change and financing 

Supporting information: 

To be described by GOEG 

Expert’s comment: 
 

If there are specific barriers or obstacles for implementation of intervention in (other) European 
countries, please explain:  

 

 

DRAFT 
RECOMMENDATION FOR 
EXPERT PANEL REVIEW 

(formulated by the GOEG 
project team based on the 

available evidence) 
 

For the Expert Panel: If you do not agree with the proposed recommendation, please comment 
here: 

 

Note:  
The implications of a strong recommendation are:  
• for individuals — most PWID/people in OST would want the recommended course of action and only a 

small proportion would not; request discussion if the intervention is not offered 
• for clinicians — most patients should receive the recommended course of action  
• for policy-makers — the recommendation can be adopted as a policy in most situations. 
The implications of a conditional recommendation are: 
• for individuals — most PWID/people in OST would want the recommended course of action, but many 

would not; 
• for clinicians —different choices will be appropriate for different patients 
• for policy-makers — policy-making will require substantial debate and involvement of many 

stakeholders. 

Strong recommendation  Conditional recommendation  

☐ ☐ 

To be described by GOEG 
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