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Background & Aim
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Background: 
• Hepatitis C testing must be increased if we are to achieve the WHO elimination 

targets1

• Dried blood spot (DBS) and point-of-care tests should have fewer client-related 
barriers and have been scaled up up in Australia

• Limited research regarding their acceptability particularly among people most at risk 
of infection

Aim: To evaluate the acceptability among clients of HCV testing models (DBS testing 
and point-of-care testing).

1Scott et al. Med. J. Aust. (2020) 212: 365-370



Methods
• Recruitment through sites participating in the Australian HCV Point of Care Testing 

Program

• Inclusion criteria: ≥18 years, sufficient proficiency in English language, history of 
HCV testing

• Interview guide: demographics, experiences of hepatitis C testing and role of peers

• In-depth, telephone interviews (July – August 2023), $40 AUD cash reimbursement 

• Audio-recorded interviews, transcribed verbatim

• Data were deidentified, coded and analysed with Iterative Categorisation1 

• Applied Sekhon’s Theoretical Framework of Acceptability2
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2Sekhon et al. BMC Health Services Research (2017) 17:88 

1Neale. Addiction (2016) 111: 1096-1106



Results
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• 40 participants interviewed:
• Median age 47 years
• 23 male and 17 female
• 9 Aboriginal and/or Torres Strait Islander
• 25 had current injection drug use (88% reported heroin as most frequently injected)
• 27 had ever been diagnosed with hepatitis C 
• 33 had experience with dried blood spot and/or point-of-care testing for hepatitis C
• Representation in Australia:

• NSW (n = 29), South Australia (n = 6), Queensland (n = 2), Western Australia 
(n = 2), Australian Capital Territory (n = 1)



Results - Burden

• Participants preferred tests with shorter time to result as it reduced 
anxiety, primarily among participants with no history of treatment

“You don't want to wait, especially when I am an anxious person. … I reckon that's terrible 
waiting for a test, especially when you’ve shared needles.” – Michael, 45yo, DBS
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• Participants with history of treatment were less concerned with time to 
result and had other preferences e.g. time required to spend at the clinic

“Not really… it depends on what same day means… I mean I don’t want to hang around all 
day. If its going to mean one less visit, yeah, but it doesn’t bother me that much. The results 
come through when they come through.” – Benjamin, 54yo, DBS



Results - Ethicality
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• Most participants preferred receiving peer support in partnership with 
healthcare services, particularly if attending an unknown service

“I don't have a preference, but I think it's good to have it done by a peer. Doctors often don't 
have an understanding of … it's just easier to talk to a peer usually without judgement. – 
Brooke, 53yo, point-of-care

• Not a one-size fits all approach 

“Depends, I suppose. I mean some of us are younger, obviously and… they might feel more 
comfortable with a younger person rather than somebody up higher. Some of us might look at 
like it’s a mother figure type of thing and they can talk to them about certain things that others 
can’t.” – Jacqui, 46yo, DBS



Results – Intervention coherence 
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• Most participants did not mind if their finger-stick test was done by a peer 
or nurse due to simplicity of test

• Some preferred formal training as a healthcare provider (e.g. nurse)

Wouldn’t matter, as long as they know what they are doing. – Josh, 47yo, DBS

• There may be some misunderstanding among participants regarding HCV 
status following treatment or spontaneous clearance.

“I did actually get tested again to make sure everything’s okay. I don’t share or anything like 
that, but yeah.” – Jacqui, 46yo, DBS 



Results – Self-efficacy
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• Some participants voiced hesitation in self-collected or mail HCV tests and 
preferred assisted collection at a service

I go into the [needle exchange] at least once a month or so anyway, so if I needed to do 
another finger prick test, I would probably just go through them. – James, 51yo, point-of-care

• Finger-stick testing was preferred despite some still experiencing pain or 
discomfort from the collection

“I had to squeeze my finger for a while to get the blood out. Yeah, we had to keep squeezing 
and squeezing. She said, “your pinky is going to be bruised by the time we’ve finished.’” – 
Jade, 45yo, both 



Discussion

• Improved education on availability and tolerability of DAA treatments 
(burden)

• Need for non-judgemental care and use of peer navigators (ethicality)

• Improved education on HCV risk factors and testing (intervention 
coherence)

• Further research into acceptability of HCV self-testing among PWID 
(self-efficacy)
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Conclusion
• Achieving HCV elimination will require non-judgemental care and a 

range of HCV testing modalities (such as DBS and point-of-care 
testing) in varied settings.

• DBS and point-of-care testing were highly acceptable among people at 
risk of HCV.

• There are further nuances to address when developing educational, 
clinical, and policy frameworks.
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