Perspectives

Scale-up of hepatitis C treatment in prisons is
key to national elimination
Prison-based antiviral treatment for chronic hepatitis C is a critical element of the national
elimination goal

I

n 2016, it was estimated 227 000 Australians had
chronic hepatitis C virus (HCV) infection, with the
majority infected through unsafe injecting drug use.1
The advent of direct-acting antiviral (DAA) therapies
for HCV infection, and their subsequent listing on
the Pharmaceutical Benefits Scheme in March 2016,
means that all Australians with chronic HCV, including
prisoners, can access well tolerated, short course, highly
curative treatments, regardless of how they acquire their
infection or their disease stage. This universal access
approach is supported by modelling that shows that
increasing treatment uptake among people who inject
drugs is an effective public health measure to reduce
community prevalence due to the interruption of HCV
transmissions.2 These elements underpin Australia’s
efforts to meet the World Health Organization goal
to eliminate HCV as a public health threat by 2030,
including key targets of a 90% decline in new infections,
a reduction in HCV-related mortality by 65%, and HCV
treatment provision for 80% of those infected.3
It is estimated that 32 550 individuals received DAA
treatment in 2016. This fell to 21 370 in 2017, reflecting
a substantial decline in the number of prescriptions
initiated by specialist physicians in tertiary health care
settings where the numbers of patients being referred
for management of chronic HCV are now low, and
relatively slow growth in the number of prescriptions
by general practitioners.4 The decline highlights
the need for development and implementation of
comprehensive models of care in settings outside
tertiary hospitals, to ensure HCV testing and DAA
treatment uptake are sustained at higher levels so that
elimination targets are met.5
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Against this backdrop, the inaugural National Prisons
Hepatitis Network meeting was held in October
2017 with the aims of describing HCV testing and

The first outcome of the Network meeting included
the development of a national dashboard using the
most recent data at that time (2016), to report on the
hepatitis services offered in each state or territory and
the numbers of patients diagnosed with HCV infection
and initiated on DAA treatment (Box). The overall
dataset revealed that in the first year of DAA access,
over 2 000 patients with chronic HCV were initiated
on treatment in the prison sector. This represented
about 6% of the 32 550 people treated nationally in
2016,4 which was a significant contribution from
such a challenging environment. However, those
treated also represented only 6% of the chronically
infected prisoner population who could potentially
be treated in prison (ranging from 2% to 40% across
the jurisdictions; Box). Although promising, this
proportion falls well short of the World Health
Organization target for DAA treatment of 80% of
people with chronic HCV.
All jurisdictions were planning to expand hepatitis
services in the second year of DAA access (2017–18),
with a key performance indicator of a target number
of individuals initiated on treatment being designated
for the services in New South Wales and Victoria. The
Network recommended that similar indicators for
annual numbers tested and treated be developed in
each jurisdiction and reported annually. In addition,
reporting on the service characteristics, as outlined in
the Box , was recommended.
The second challenge identified by clinicians in all
states and territories was the difficulty accessing
accurate and timely screening data, with no
jurisdiction able to provide accurate information
regarding either the proportion of all inmates who
reported risk factors for HCV infection (eg, injecting
drug use, tattooing, previous imprisonment) who
should be targeted for screening, or the actual
numbers tested and found to be chronically infected.
Accordingly, the latter numbers were estimated
from published surveillance datasets. The Network
therefore resolved to develop a national surveillance
system to capture annual HCV testing and treatment
rates to inform the testing and treatment targets.
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As there is a close relationship between imprisonment,
injecting drug use and HCV infection, prisoners
potentially represent a key population for scale-up of
testing and treatment.6 Among Australian prisoners,
the overall prevalence of chronic HCV is greater than
20% (Box), and the ongoing transmission rate is also
high (10–15% per annum among those who inject
drugs).7,8 Around 70 000 people cycled through the 111
Australian prisons in 2016, including at least 20 000
with chronic HCV.9,10 In order to meet Australia’s
elimination goals, it is crucial to scale up HCV
treatment in custodial settings. However, delivery
of health services in prison contexts is challenging,
as prisons feature complex bureaucratic structures
with security prioritised above health, as well as
overcrowding, frequent movements, high rates of
mental illness, and continued exposure to violence and
illicit drugs.11

treatment rates in custodial settings in all Australian
jurisdictions and identifying barriers and successes
in achieving HCV treatment uptake, in order to plan
initiatives to facilitate treatment scale-up in the prison
sector nationally. Stakeholders included clinicians,
policy makers, academics and advocates. The meeting
provided an opportunity for key stakeholders
to evaluate current hepatitis health care in each
jurisdiction with a view to improving access to HCV
testing, DAA treatment and prevention measures for
prisoners.
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2016 snapshot of prisoners, hepatitis C, prison hepatitis services and treatment uptake
NSW
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Qld
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14

14

9

17

2

2

1

94
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10,126
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12,403
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3,374
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Annual no. with
chronic HCV infection†

7594
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629
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Hepatitis service

Yes
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HCV screening
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Nurse

Nurse
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Nurse
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GP
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GP
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Prison

In-reach

In-reach

In-reach

In-reach

Prison

In-reach

Prison

Portable FibroScan
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Yes
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No
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No
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Harm minimisation

OST, B

OST, B

OST

OST

OST

OST

OST

OST, B

No. of DAA
treatments‡
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580

~200

143

204

92

18

117

2052

Chronic HCV infections
treated§

9%

9%

2%

10%
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N

N

N
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9
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B = bleach or disinfectant; DAA = direct-acting antiviral; GP = general practitioner; HCV = hepatitis C virus; OST = opioid substitution treatment. * Assuming average
incarceration period of 6 months; hence cumulative annual prevalent population is about double the prevalent population number. Data sources: Butler and
Simpson;7 https://www.justicehealth.nsw.gov.au/publications/2015_NHPS_FINALREPORT.pdf (viewed Mar 2019); http://stats.health.act.gov.au/sites/default/
files/Number%2055%20-%202010%20AC T%20Inmate%20Health%20Survey%20-%20Summary%20results%20July%202011.pdf (viewed Mar 2019). † Assuming
75% of those with HC V antibodies are also viraemic. ‡ Treatments delivered in first 12 months between 1 March 2016 and 28 February 2017. § No. treated/No. with
chronic HCV. ¶ Victorian treatment target is considered commercial in confidence (Department of Justice and Community Safety, Victoria). ◆
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Other major challenges identified by some
jurisdictions in providing hepatitis services in the
prison sector included difficulties in accessing
prisoners for assessment, reflecting the high priority
given to security in managing prisoner movements;
and limitations in health service delivery including
disparities between the very large numbers of those at
risk of HCV infection in prison receiving testing and
those chronically infected, and the actual numbers
receiving DAA treatment. These disparities were
thought to reflect both limited workforce capacity
and variable attitudes of custodial staff and health
care personnel to the importance of HCV testing and
treatment for prisoners. The Network resolved that
development of “prison suitable” HCV education
programs to raise awareness among prisoners,
custodial officers and health care staff should be
undertaken as a key step towards resolving these
barriers.
In addition, lack of infrastructure was flagged in
a number of jurisdictions, including inadequate
resourcing for hepatic fibrosis assessment, which is
commonly undertaken via portable fibro-elastography;
lack of electronic medical and pathology records; and
lack of telemedicine facilities for rural and remote
prisons. Despite these challenges, the Network
acknowledged that significant investment in prison

treatment programs had occurred in a number
of jurisdictions, notably in NSW, Victoria and the
Australian Capital Territory, where innovative
nurse-or general practitioner-led models of care
incorporating telemedicine for remote sites had been
developed to address these challenges (Box).
It was also evident that there was varied access to
harm-reduction programs to prevent HCV infection
and re-infection following treatment, including
bleach (or equivalent) for cleansing injecting
devices and opiate substitution treatment (Box). As
opiate substitution treatment is recognised to be
the most effective strategy for prevention of HCV
transmissions,12 the Network agreed to continue to
report these service elements in the national dashboard
with a view to providing nationwide comprehensive
harm reduction measures.
The Network recognised the importance of scaling up
HCV treatment in the context of Australia’s elimination
targets, particularly in improving treatment access
to highly marginalised and vulnerable populations,
notably people who inject drugs. This potential is
highlighted by the fact that only 42% of prison entrants
who injected drugs reported having accessed a needle
syringe program while in the community before
imprisonment.7 In addition, in 2016 it was estimated
that Indigenous Australians comprised 27% of the
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prison population and were 14 times more likely than
non-Indigenous Australians to be imprisoned.9 The
prevalence of HCV infection in Indigenous Australians
is also high compared with non-Indigenous
Australians.7 The Network therefore recommended
that the proposed surveillance system include data
on annual HCV testing and treatment rates among
Indigenous individuals in custody.
At the second annual meeting of the Network in
2018, it was noted that further development of
prison hepatitis services had been achieved across
the country, with several smaller individual prisons
approaching local elimination.13,14 More generalised
scale-up of treatment across all correctional centres
was reported in each state or territory. For instance, in
South Australia, the Prison Health Service reported
to be using prison-based nurses in close collaboration
with tertiary hospital-based skilled hepatitis nurses,
standardised assessment protocols and pro formas,
and telemedicine to implement the South Australian
Prisoner Blood Borne Virus Prevention Action Plan
2017–2020 across seven correctional centres.15
At the 2018 Network meeting, development of a
national prisons education program for clinicians
in the sector, as well as correctional officers and
prisoners, was also reported to be in progress. This
project is using innovative educational strategies to
develop, implement and evaluate the efficacy of a
national prison-focused HCV education program to
resolve attitudinal and awareness barriers in each
target population in all states and territories, and is
being led by a steering committee under the auspices
of the Network. It is being delivered via a collaborative
partnership primarily between the Kirby Institute and
the Australasian Society for HIV, Viral Hepatitis and

Sexual Health Medicine, along with other relevant
stakeholder organisations.
Consistent with the recommendations of the Network,
the development of a national surveillance program
for the prison sector has recently been highlighted as
a key area for action in the Fifth National Hepatitis
C Strategy 2018–2022, which recommends the
identification and trialling of opportunities to improve
access to prevention, testing and treatment in custodial
settings.16
The ideal return on the investment in the
Pharmaceutical Benefits Scheme listing of DAAs will
be elimination of HCV as a public health threat.1 Given
the Australian prison sector is a key element of the
delivery on that promise, it is crucial that the progress
made to date continues, and that remaining challenges
are addressed.
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