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Executive Summary

This monograph presents the results of a national survey 
on hepatitis C virus (HCV) infection in corrections in the 
U.S. This survey looked at both the current and future 
management of  HCV infected patients in the nation’s 

correctional systems. Participants in the survey consisted of the 
membership of the Coalition of Correctional Health Authorities 
(CCHA), which is made up of the health authorities from all 50 
states’ departments of correction, the country’s six large jail 
systems and the Federal Bureau of Prisons. The data was gath-
ered using an online survey instrument that was distributed 
to the participants. Participants had two months to gather the 
necessary information and respond to the 23-question survey. 
Fifty-three surveys (93%) were returned, forty-nine (86%) of 
which were fully completed. All competed responses were ana-
lyzed, including surveys where questions were skipped.

The survey questions were designed to address six key 
areas to better understand how HCV infection is managed in 
corrections. These areas included policy/clinical guidelines, 
prevalence, current treatment practices, prevention/education 
strategies, the cost of current treatment and the estimated 
future cost of treatment using new medications that have re-
cently become available. The findings are presented along with 
recommendations drawn from those findings that offer guid-
ance to correctional systems as they move forward in treating 
HCV infection.   

Among the more prominent findings in this survey are:

• The prevalence of HCV infection in correctional insti-
tutions far exceeds prevalence in the community, al-
though definitive numbers are hard to pinpoint; 

• There are differences in approach to identifying the dis-
ease, identifying patients for treatment and selecting 
treatment modalities;

• Most correctional systems are currently treating HCV 
infection and utilizing treatment algorithms compara-
ble to those utilized in the community;

• There is inconsistency across correctional systems in 
HCV infection testing practices, as well as in education 
and treatment involving prevention of HCV infection;  

• Approximately half of  the correctional facilities com-
bine substance use disorder treatment with HCV infec-
tion treatment; and

• Although correctional facilities are regularly treating 
HCV infection, the expense of new medications may 
render it difficult for correctional facilities to treat these 
patients in significant numbers.

Recommendations for Correctional 
Systems

Based on the findings in this study, a number of recommen-
dations are proposed.  These include the following:  

• Conduct a comprehensive and statistically sound na-
tional correctional prevalence study on HCV infection 
to refine the data from this survey; 

• Develop and implement consistent screening and clini-
cal practices across correctional health services nation-
wide;

• Develop and implement post-treatment relapse pre-
vention programs;

• Enhance financial support for HCV infection screening 
and treatment in corrections, including, for example, 
government funding programs, purchasing agree-
ments and related support mechanisms that are na-
tional in scope;

• Support research initiatives that further our under-
standing of HCV disease in order to more effectively 
identify appropriate candidates for treatment and pro-
tocols for those patients; 

• Establish community and correctional linkages, espe-
cially in jails, to allow for treatment to easily move from 
the community to jail and then back to the communi-
ty, recognizing that partnerships between correctional 
and community health care are critical to successful 
management of this and other diseases; and 

• Develop and implement comprehensive HCV disease 
education programs and materials for inmate patients 
and their family members in our jails and prisons. These 
should be informative to inmates and written and pre-
sented in ways that bridge language, cultural and liter-
acy gaps. 
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Executive Summary

There are more than 2 million Americans incarcerated in 
the nation’s prisons and jails. The U.S. Constitution re-
quires that health care be provided to all offenders.1  In 
many patients, treatment of hepatitis C viral infection 

(HCV) represents a serious medical need, but the treatment of 
incarcerated individuals who have this infection represents a 
challenge of considerable proportion for the nation’s prison 
and jail systems. There are several reasons for this, not the least 
of which are the Food and Drug Administration’s (FDA) newly 
approved medications, which have much improved efficacy 
and fewer side effects than previously utilized medications. 
Although clinically more advantageous, these medications are 
also extraordinarily expensive. 

An interesting characteristic of this virus is that HCV infec-
tion impacts individuals in different ways; some clear the virus 
and are unaffected chronically, while others develop slowly 
smoldering hepatitis C viral infection leading to cirrhotic liver 
disease and/or hepatocellular carcinoma or liver cancer. These 
changes typically occur over a course of 25 to 30 years after 
acquiring the disease. At this time, medical knowledge is not 
advanced enough to identify those who are likely to progress 
and those who will not. 

The Coalition of Correctional Health Authorities (CCHA) in-
cludes the health authorities from all 50 states, the country’s 
six large jails and the Federal Bureau of Prisons. The head of 
corrections in each jurisdiction appoints his or her CCHA mem-
ber, and it is typically the person who reports directly to him or 
her on matters of health care. CCHA was founded on the idea 
of bringing health authorities together to exchange promis-
ing practices in professional health care administration, learn 
new and improved techniques in quality health care delivery 
and address critical emerging issues.

CCHA members recognized early on that for the reasons 
above, treating hepatitis C viral infection in America’s crimi-
nal justice-involved population would represent challenges 
of major proportions. In order to better equip its state, county 
and municipal health authorities to make wise HCV infection 
management decisions, CCHA developed a survey with the 
objective of characterizing current correctional practice in the 
management of hepatitis C viral infection, as well as the cost 
and other challenges presented by this disease. The remain-
der of this monograph presents the results of this survey and 
suggests options to address the key issues of the correctional 
hepatitis C viral infection treatment challenge. 

Introduction

Continued

Education efforts should include the following components:

• Orientation;

• Peer education;

• Community-based prevention and education;

• Individual prevention and education on request;

• Written and video materials;

• Prevention and education in prerelease, day reporting 
and pretrial populations;

• Gender-specific programs at facilities;

• Expansion of hepatitis C viral infection curriculum to 
cover other infectious diseases;

• Programs and materials to be made available in Span-
ish, English and other languages; and 

• Discharge planning.
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Background

Hepatitis C viral infection is one of the many chronic 
illnesses that disproportionately impact the correc-
tional population (Tan, 2008). HCV infection is a vi-
ral illness transmitted through exposure to infected 

blood. Risk for infection is especially high among intravenous 
drug users (Hammett, 2003).  Many individuals remain asymp-
tomatic after initial infection for many years. While only be-
tween 1 and 2% of the general population is infected by HCV 
infection, within the U.S. correctional population, the historic 
literature provides an estimated prevalence rate between 16 
and 41% (Allen, 2003). More recent studies suggest that the 
seroprevalence may be declining, but still estimate the range 
between 9.6 and 41.1% (Varan, 2014). This is, in part, due to 
the high prevalence of HCV infection among injection drug 
users (IDUs), estimated to be between 72 and 86% (Hammett, 
2003). Approximately 50% of drug-dependent inmates have 
previous histories of imprisonment (Dolan, 2015). Inmates 
also often may bounce between community and correctional 
settings without knowing they are carriers of HCV infection 
and may engage in virus-spreading behavior (Fox, 2005). Ear-
ly on, it became clear that correctional facilities would offer 
an important place to diagnose, treat and prevent hepatitis C 
viral infection so that released individuals do not spread the 
virus to those in the community (Allen, 2003; Hammett, 2003; 
Spaulding, 2013).  

Because injection drug use is a key contributor to HCV in-
fection, several authors have followed treated patients and 
measured the risk of reinfection. In a noncorrectional environ-
ment, one study found that 15 of 50 (30%) treated injection 
drug users (IDUs) remained alive and free of infection three 
years after the end of treatment (Backmund, 2004).  Relapse 
to injection drug use remained a risk, and the authors suggest 
that HCV treatment be started either during detoxification or 
methadone maintenance and be supervised by physicians 
trained in treating substance use disorders as well as those 
treating the HCV disease (Backmund, 2004). Reinfection also 
may occur within the correctional environment with a prev-
alence as high as 17%. (Bate, 2010). In a community study of 
HCV infection among young adult IDUs, Tsui found that main-
tenance opioid agonist therapy with methadone or buprenor-
phine reduced the risk for infection for at risk individuals (Tsui, 
2014). In a study in Spanish prisons, Marco concluded that HCV 
reinfection among inmates after successful treatment is high, 
especially with the population of ongoing IDUs (Marco, 2013). This 
author recommends implementation of preventive practices.

The management of HCV infection in correctional settings 
has evolved rapidly in terms of treatment approaches. When 
examining the history of HCV infection treatment, there are 
three main therapeutic phases. From the early 1990s until 
2011, treatment consisted primarily of combination therapy 
using pegylated interferon and ribavirin, which achieved a 
sustained virologic response (SVR)2  of 40 to 50% for genotype 
I patients (Ghany, 2011). Genotype I HCV is the most preva-
lent genotype in North America (Welsch, 2012). The second 
phase began in 2011, when treatment was updated by adding 
direct acting antivirals3  (DAAs), such as telaprevir and boce-
previr, which, while more expensive, bumped efficacy rates 
up to 70% for genotype I patients (Asselah, 2011). The third 
and current phase, which began after 2013, is characterized 
by new DAAs, including simeprevir, sofosbuvir, ledipasvir and 
others, which, while extremely costly, give SVR rates at 90% 
and above for genotype I patients (Hoofnagle, 2014). Most 
recently, the combination pill ledipasvir/sofosbuvir offers an 
oral one-pill-per-day, interferon-free regimen to genotype 
1 patients with a course of therapy of eight, 12 or 24 weeks. 
These DAAs also have efficacy against a wider range of HCV 
infection genotypes and appear to have much improved side 
effect profiles.  

Today’s management of this disease provides an opportuni-
ty to cure a substantial proportion of those infected with hep-
atitis C viral infection. However, new questions arise because 
of the costs of the new treatments and whether or how correc-
tional agencies will address the dilemma of already stretched 
health care budgets. In addition, a recently published article 
in the British Medical Journal raises questions about the advis-
ability of broad-based community screening and treatment 
without additional research (Koretz, 2015). These authors ar-
gue that not enough information is known about the natural 
history and course of hepatitis C viral infection, especially for 
those patients in whom the disease does not progress, to jus-
tify markedly expanded screening and treatment that might 
lead to unnecessary risk associated with that treatment. They 
call for well-designed and well-conducted randomized, place-
bo-controlled trials to begin to provide answers to these ques-
tions (Koretz, 2015). Their article addresses issues involved 
with screening and treatment of individuals in the community. 
It does not focus directly on correctional populations and the 
challenges that these populations represent.  
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Background
Studies have shown that providing HCV infection treat-

ment can be cost-effective. In 2003, the Rhode Island Depart-
ment of Corrections estimated that the treatment cost for 48 
weeks of interferon and ribavirin was $8,000 per patients with 
lab costs at approximately $1,500 (Allen, 2003). The total cost 
for one year of treatment of a select cohort equaled $622,520. 
This amounted to about 5% of the annual health care bud-
get for the department (Allen, 2003; Hammett, 2003). Another 
study using ribavirin and pegylated interferon to treat inmate 
patients found that when a liver biopsy was not a prerequisite 
to receive care, treatment was cost-effective for all age rang-
es and genotypes, decreasing costs and improving the qual-
ity of life for inmates, saving up to $41,321 per inmate (Tan, 
2008). More recently, Liu, et.al., used a cost effectiveness mod-
el to evaluate several treatment regimens within the unique 
constraints of the prison environment (Liu, 2014). This anal-
ysis showed that treating incarcerated men with genotype I 
chronic HCV infection for 12 weeks using sofosbuvir as part of 
a three-drug regimen was comparable in terms of effective-
ness and value with other medical interventions considered 
cost-effective (Liu, 2014). This author concludes that sofosbu-
vir-based regimens are cost-effective for incarcerated persons, 
but that affordability could be an issue (Liu, 2014).    

One of the more recently FDA-approved treatment regi-
mens utilizing oral medications is the sofosbuvir/ledipasvir 
combination tablet. This tablet costs $1,125 per pill, is pre-

scribed daily and totals $94,500 for the medication alone for 
a 12-week treatment course.  This cost profile places a very 
heavy financial burden on correctional health budgets across 
the nation.  Nonetheless, recently, Spaulding, et.al., argued that 
treatment of HCV infection in correctional populations, even 
with more expensive pharmaceutical regimens, is cost-effec-
tive from a societal perspective (Spaulding, 2013). 

Certainly, corrections environments can provide an oppor-
tunity for the nation to develop a meaningful management 
response to the challenges posed by HCV infection in a pop-
ulation that disproportionately suffers from this disease. New 
medications available for treating this disease offer much 
improved efficacy rates, fewer side effects and simpler and 
shorter treatment courses. To understand best how to utilize 
these new medications and others to come is the corrections 
health care challenge of this young century. The first step to-
ward meeting this challenge involves the collection of data to 
better characterize the behavior of correctional health care 
systems in the monitoring and management of this disease. 
The CCHA hepatitis C survey is an important initial component 
of the broader effort to generate a database that will lead to 
the development of better policies and practices involving 
HCV infection treatment in the nation’s correctional systems.  

Continued
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The CCHA Hepatitis C Survey
Methodology 

During the summer of 2014, the American Correctional 
Association (ACA) and the CCHA Research and Health Out-
comes working group conducted a survey on the changing 
landscape of HCV infection management in corrections, with 
an emphasis on the care and management of patients with 
HCV infection and the financial impact of this treatment in the 
correctional setting. 

The participants in the survey consisted of the member-
ship of CCHA, which is composed of health authorities from 
all 50 states, the nation’s six large jail systems and the Federal 
Bureau of Prisons. CCHA’s membership consists of individuals 
who manage the health care services for the nation’s adult 
correctional health systems. This group of individuals totals 
57 and is composed of physicians and non-physician medical 
administrators. The survey results represent the experiences 
of unified systems, as well as large jails and statewide prison 
systems.

An online survey instrument was developed, beta-tested 
and distributed to the 57 potential respondents. The partic-
ipants were given two months to respond to the 23-question 
survey. The survey addressed six key areas of correctional health 
care that directly relate to the treatment of HCV infection:

1. Policy and clinical treatment guidance;

2. Prevalence;

3. Current treatment;

4. Prevention and inmate patient education strategies;

5. Cost of current treatment; and

6. Future cost estimates.

Survey Development
As part of ACA’s initiative on hepatitis C viral infection, the 

ACA Office of Correctional Health Care and the CCHA Research 
and Outcome Measures working group held an initial meet-
ing to discuss the concerns faced by the corrections field in 
the wake of the new HCV infection drug cost and how these 
costs might impact the provision of treatment to inmates 
who are infected with this disease. Once the initial questions 
were developed, the sample questionnaire was emailed to a 
focus group of senior health authorities, who have more than 
10 years of experience managing HCV infection inmates, to 
review and determine the appropriateness of the questions 
and also whether any other pertinent questions should be 
included. Once the focus group’s input and suggestions were 
received, the questions were edited to reflect these concerns. 

Each participant’s email address was entered into the sys-
tem, and each person had an individualized link only the as-
signed participants could use. An introductory email was sent 
to the group, outlining the purpose of the survey and its overall 
goal. The participants were also informed that their responses 
were voluntary and confidential and assured their responses 
would not be identified by individual state during analysis of 
the results. Reminder emails were sent several times in order 
to improve response to the survey. Survey Monkey was uti-
lized to distribute the survey tool and collect the responses.

Survey Participation. Fifty-three of the 57 distributed sur-
veys were returned and analyzed. This represents a return 
rate of 93%. Not all questions in the 53 returned surveys were 
completed. Forty-nine (86%) of the surveys had responses to 
every question. All questions with completed responses were 
included in the analysis, whether or not the entire survey was 
completed. Of the total of those responding to the correc-
tional agency-type question (51 responses), three (6%) were 
provided by jails, 41 (80%) represent prisons and seven (14%) 
came from unified systems (meaning the jails and prisons are 
managed by one administering agency). Although prisons are 
overrepresented in this survey, the jails that responded are 
some of the largest in the country. 
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The CCHA Hepatitis C Survey
Jails and prisons are faced with different challenges as 

they provide health care and manage disease in their popu-
lations. The jailed population tends to be very transient, with 
offenders coming and going on an almost daily basis. The rap-
idly changing character of this population renders the care 
of chronic disease extremely challenging, especially from the 
perspective of continuity of care. Prisons, on the other hand, 
have much more stable populations and allow for the effec-
tive treatment of chronic disease, such as HCV infection, much 
more readily than jails.

Figure 1-1: Types of Correctional Agencies 
Represented in the Survey

Continued
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Results
Burden of Hepatitis C Viral Infection 
in Prisons and Jails 

Screening. The survey asked a number of questions aimed at 
understanding the methods and extent of medical screening 
for HCV infection in prisons and jails. Respondents were asked 
about what triggered screening for HCV infection in their facili-
ties. Ten percent (representing five respondents) do not test for 
hepatitis C. The remaining 90% or 45 systems test based on a 
variety of criteria. 

Figure 2-1: Systems That Test for Hepatitis C 
Viral Infection

Of the remaining 90% who do test, the three most common 
triggers for HCV infection screening were physician request (44 
or 90%), identified risk factors (34 or 69%) and inmate request 
(34 or 69%). Eight facilities or 16% screen all offenders at in-
take, and none screen randomly.

Figure 2-2: When Hepatitis C Viral Infection 
Testing Occurs

To better understand diagnostic practices related to HCV 
infection in the correctional setting, the survey requested in-
formation on the case definition for chronic hepatitis C viral in-

fection that each jurisdiction utilized. Of the 49 respondents to 
this question, 23 or 47% utilize hepatitis C infection antibody 
positivity to identify cases of disease. Thirty-four or 70% utilize 
both antibody positivity and evidence of viremia (virus pres-
ent in the blood) to confirm a case of chronic HCV infection. 
Because up to 20% of individuals who are affected with HCV 
infection may clear the disease and thus are not susceptible 
to the development of chronic disease, follow up of a positive 
HCV infection antibody with a measure of viremia will lead to a 
more accurate measure of prevalence.

Prevalence. One of the primary goals of this survey was 
to provide a measure of the true population prevalence of 
chronic HCV infection in the nation’s correctional systems. This 
is a complex task in part because different systems measure 
prevalence differently. Also, only a limited number of systems 
screen all inmates for hepatitis C viral infection. In addition, a 
large number consider HCV infection antibody positivity with-
out a measure of viremia as evidence for the disease. Since the 
approach to screening varies across the spectrum of facilities, 
getting accurate data on prevalence is very difficult. Because 
of this, the prevalence data from the survey is presented in two 
formats. The first separates the data from the relatively few sys-
tems (seven responding correctional systems) that test every 
inmate for hepatitis C viral infection on intake and compares 
this to average daily census. This generates a true prevalence 
of HCV infection. This is the most accurate true prevalence data 
that we have since all inmates have been tested and all known 
cases have been identified. The second source of data is called 
diagnosed prevalence. Rather than knowing the HCV infection 
status of all the inmate population, diagnosed prevalence only 
accounts for those whose HCV infection status is known, and 
since these systems do not test their entire populations, it is 
not true prevalence. Diagnosed prevalence data is generated 
by taking only known cases that have been identified as a per-
centage of average daily population. In addition to these two 
prevalence measures, there is additional information provided 
by several systems that, while not representing true or diag-
nosed prevalence data, does offer additional insights into the 
burden of HCV infection in corrections in the U.S. 

Measures of True Prevalence. Seven of the surveyed systems 
measure the prevalence of HCV infection in inmates entering 
their systems. Some have been doing this for a number of 
years.  For those who test everyone, prevalence was defined 
by the number of HCV infection cases divided by the average 
daily population. The true prevalence data presented here 
were generated within the past 12 months, largely at intake. 
Of these systems, the prevalence ranges from 8 to 10% on the 
low end and 17% on the higher end. The average of this group 

Continued
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Results
is 11.6%, as shown below. The systems that have provided this 
information range from small to large — their average daily 
population ranges from 5,200 to 49,000 offenders. The follow-
ing chart describes the population utilized to determine true 
prevalence. The calculated true prevalence for this population 
group is 11.6%. There are 22, 907 cases represented in this 
group.

Figure 3-1: True Prevalence of Hepatitis C 
Viral Infection in Correctional Facilities

Diagnosed Prevalence. Thirty-one correctional systems 
provided diagnosed prevalence data in response to the sur-
vey question regarding prevalence. Diagnosed prevalence in 
this study was calculated by comparing known HCV infection 
cases by average daily population. Diagnosed prevalence 
provides information on known cases of the disease, but be-
cause not all of the population is tested, it is very likely that 
diagnosed prevalence underestimates the true prevalence of 
disease. The chart below summarizes the data provided by 31 
systems on diagnosed prevalence. Almost two-thirds of the 
systems (19 out of 31, or 61%) report diagnosed prevalence 
of less than 10%, representing 26,230 cases and an offender 
population of 527,746. Only one facility has diagnosed prev-
alence of more than 20%, and the remainder lie between 10 
and 20%. The known number of HCV infection cases in these 
31 correctional systems is 86,647. The average daily popula-
tion of these 31 systems is 996,634. The number of cases not 
yet identified within these systems is unknown.

Figure 3-2: Diagnosed Prevalence of Hepatitis 
C Viral Infection in Correctional Facilities

The total number of cases represented by the above diag-
nosed prevalence data is 86,647. The total number of inmates 
represented by the data is 996,634. The calculated diagnostic 
prevalence of this correctional population is 8.7%. Again, this 
number represents only those cases that are diagnosed, not 
the true prevalence in these 31 correctional systems.

Other Prevalence Information. Several other systems have 
provided information relevant to this question, but the data 
was collected during a previous time period or in a more limit-
ed way.  One large system measured prevalence several years 
ago and identified 30% of the incoming population as positive 
for HCV infection. A second system provided data from a ran-
dom test that showed a prevalence of 26%. Similarly, a smaller 
system that measured a small cohort of prison inmates identi-
fied a prevalence of 24%.

Case Burden.  From the survey data, it is possible to calculate 
the number of known cases in these systems. Combining the 
number of cases from the true prevalence group with those in 
the diagnosed prevalence group, the total is 109,554 cases of 
known HCV infection. 

Hepatitis C Treatment Guidelines. In response to a question 
regarding a clinical practice guideline on the evaluation and 
treatment of chronic HCV infection, more than half (57%) of 
the correctional systems responded that they did have this 

Continued

Diagnosed
Prevalence 
Measures

# of 
Facilities

# of Infected 
Individuals

Total 
Offender 
Population 
Represented

< 10% 19 26,230 527,746
10% - 20% 11 59,517 464,688
>20% 1 900 4,200
TOTAL 31 86,647 996,634

True 
Prevalence 
Measures

# of 
Facilities

# of Infected 
Individuals

Total 
Offender 
Population 
Represented

< 10% 2 4,486 53,200
10% - 20% 5 18,421 144,520
>20% 0 0 0
TOTAL 7 22,907 197,720
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Results
type of guideline. Twelve percent did not have a clinical prac-
tice guideline regarding HCV infection, and 31% selected the 
“other” option. 

Approximately 90% of the systems that responded have 
methods in place to allow for selecting candidates for treat-
ment. Only 6% or three correctional systems responded that 
they were not treating HCV infection patients with antiviral 
medications. It is very likely that these three represent jails 
as long-term chronic disease treatment, as required by HCV 
infection, is difficult in the relatively chaotic and ever-chang-
ing jail environment. The survey also requested information 
on the numbers of patients treated by the respondents. Over 
40% are treating more than 20 patients each year. The next 
highest treatment number is zero to five patients for 21% of 
the respondents. It is very likely that this variation is, in part, 
based on facility and system size.

Figure 3-3: Average Number of Patients 
Treated Per Year

Patient Selection Criteria. In terms of treatment deci-
sion-making, most of the respondents (90%) select patients 
for treatment based on severity of their liver disease. Other 
treatment factors include genotype (57%) and patient request 
for treatment (22%). Although not included as a response op-
tion in this question, length of stay may also enter into this 
decision-making process.

Figure 3-4: Hepatitis C Viral Infection Treat-
ment Decision Factors

The range of medications utilized by corrections organiza-
tions to treat HCV infection patients is broad. At the time of 
this survey (summer 2014), the most commonly used medi-
cations were pegylated interferon (96% of respondents), rib-
avirin (83% of respondents) and sofosbuvir (56% of respon-
dents). Boceprevir (35%) and telaprevir (31%) were used by 
only approximately a third of systems. Telaprevir is no longer 
available on the market in the U.S., and boceprevir will soon be 
no longer available in this country.

Figure 3-5: Medications Used in Treating 
HCV Infection Patients

# of Treated  
Patients

% of  
Correctional 
Systems 

# of
Correctional 
Systems

0-5 21% 10
5-10 17% 8
10-15 13% 6
15-20 6% 3
More than 20 44% 21

Total 48
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Results
Medication side effects are a concern in the treatment of 

HCV infection, especially with the medication regimens that 
were available at the time that this survey was undertaken. 
The survey requested information regarding the numbers of 
patients for whom treatment was discontinued due to med-
ication side effects. The number of cases where treatment 
was stopped due to medication side effects varied widely by 
system (probably due largely to the medications used). The 
survey responses provided estimates that an average of about 
30% of HCV infection patients discontinue treatment due to 
side effects under the existing treatment regimens.

Patient Education and Substance Use Disorder Treatment. Pa-
tient education is an important component of medical care, 
whether in the correctional system or the community.  Indi-
vidual patient counseling and written educational informa-
tion are provided by more than 90% of jurisdictions. Group 
counseling is provided by slightly less than half. Peer educa-
tion, where former inmates are utilized to provide education 
to current inmates, is used by approximately 40% of correc-
tional systems.  

Substance use disorder treatment takes on special impor-
tance in this population since injection drug use is an import-
ant cause of HCV infection. Over half of the jurisdictions (56%) 
provide substance use disorder treatment for patients with 
HCV infection.  Slightly more than one-quarter (26%) do not. 
Eighteen percent selected the “other” option in response to 
this question.  

Figure 3-6: Do Systems Provide Substance 
Use Disorder Treatment?

 

Current Treatment Costs. The survey asked respondents 
to provide data on five separate categories of HCV infection 
management costs:  

1. Costs of testing; 

2. Costs of pretreatment evaluation, separate from test-
ing;

3. Costs of treatment medications; 

4. Costs of side effect management; and 

5. Administrative costs.  

Three-quarters of respondents (75%) spent $100,000 or 
less for testing. One jurisdiction spent over $2 million. Ap-
proximately 75% of respondents spent $250,000 or less for 
pretreatment evaluation (the five respondents who answered 
“less than $1,000” were left out of this analysis). Finally, in 
terms of cost of treatment medications, 24% of the jurisdic-
tions spent over $2 million. Seventy percent of the jurisdic-
tions spent more than $250,000. Side effect management was 
relatively less costly, as 14 systems spent between $10,000 
and $50,000, with approximately 90% spending less than 
$100,000. Administrative costs varied from less than $1,000 to 
a maximum of $250,000. Over half of the correctional jurisdic-
tions paid less than $50,000 for annual administrative costs. 
These differences are almost certainly a result of differences in 
facility functions (jails versus prisons) and size.

Estimated Future Costs. One survey question asked the 
health authorities to estimate the cost of HCV infection treat-
ment and management in their systems for the next year. Cost 
estimates were provided in two formats:  cost per patient and 
the total cost per year.  Twenty-seven jurisdictions estimat-
ed that the total cost per patient would be approximately 
$110,000.  The range of these estimates was between $10,000 
to $250,000. In terms of total cost per jurisdiction, the other 
group (the systems that estimated total rather than per pa-
tient costs) estimated a total average cost of $5 million, with 
the range between $500,000 and $25 million. 

 

Continued
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Discussion

Prevalence data generated by this survey continues to 
support the importance of the role that America’s cor-
rectional facilities should and do play in the treatment 
of HCV infection. This HCV survey is the first such survey 

to characterize the management of HCV infection patients in 
the nation’s correctional facilities since the new and expensive 
generations of medications were approved by the FDA for 
use in treating HCV viral infection. The results of this inquiry 
illustrate a number of important characteristics about the ap-
proach of correctional health care to HCV infection treatment.  

It is not surprising that almost all of the nation’s correction-
al systems are currently treating HCV infection patients. The 
level of national interest in this disease, its prevalence in the 
U.S. and the development of new and very effective medica-
tions that, for the first time, can effectively eradicate this viral 
disease has challenged the medical community at large and 
correctional providers, specifically regarding the most cost-ef-
fective way to manage and treat patients with HCV infection.  
Although many correctional systems are treating HCV infection 
patients, there is wide variation in the approach to diagnosing 
those that may be at risk and in determining which patients 
to target for treatment. For example, major differences appear 
in screening practices, patient selection strategies, treatment 
protocols and modalities and estimates of treatment cost. 
Further, the review of data from the survey suggests correc-
tional facilities might benefit from a nationally coordinated 
HCV infection treatment program specifically geared to the 
correctional population that provides evidence-based clinical 
guidelines, as well as financial support for treatment.

Prevalence of Hepatitis C Viral Infection in Corrections. Al-
though this survey was designed to generate definitive data 
on several key characteristics of HCV infection treatment in 
correctional facilities in the U.S., this data revealed the wide 
variability in the practice of HCV infection treatment across 

the country. Due to great variability in the screening practic-
es across the various correctional jurisdictions, it is difficult to 
accurately assess prevalence. It follows that without accurate 
prevalence information, it is very challenging to estimate costs 
of treating this population group.

Treatment of Hepatitis C Viral Infection in Corrections. Simi-
larly, there is wide variety in treatment practices for HCV infec-
tion among the nation’s correctional facilities responding to 
this survey. At the time of this survey, only approximately half 
of responding systems said they had clinical practice guide-
lines that determined their care or policy guidance regarding 
treatment of HCV infection. Several features of the treatment 
of HCV infection may contribute to this. First, the practice 
guidelines for HCV infection are rapidly changing as new med-
ications receive FDA approval and reach the treatment market. 
Second, these new pharmaceuticals are extremely expensive, 
and many systems may not be financially able to adjust their 
practice patterns to the reality of these new costs. The chal-
lenge for correctional systems will be to effectively triage who 
to treat to make sure that the sicker individuals are prioritized 
and treated.

Substance Use and Other Prevention. Treating HCV infec-
tion, whether in the community or correctional environments, 
requires a huge financial investment. Because many initial 
HCV infections are a result of intravenous drug use, treating 
substance use disorders is of major significance in this pop-
ulation. Slightly more than half of correctional systems treat 
the fundamental substance use disorders in the patients they 
treat for HCV infection. This is a treatment gap that should be 
addressed with appropriate treatment methodologies, such 
as opioid substitution therapies that are evidence-based and 
shown to reduce relapse in this population.

Continued
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Recommendations
Recommendations flowing from this survey of the nation’s 

correctional facilities involve the following key areas:

1. Determine the true prevalence of hepatitis C viral in-
fection in U.S. correctional settings. There is a great 
need for a comprehensive and statistically based na-
tional prevalence study that focuses upon determining 
the burden of HCV disease in the nation’s correctional 
systems. Knowing the true prevalence of this disease 
will be the first and essential step toward establishing 
a systematic national approach to HCV disease care 
in corrections. This would include both the develop-
ment of national standards for the treatment of HCV 
infection, as well as strategies for financing this care. 
Although there is some debate at this time regarding 
the specific details of treatment indications, there is 
no doubt that correctional systems across the country 
have a major responsibility to treat HCV-infected pa-
tients and that patients with chronic HCV disease are 
overrepresented in our correctional systems. The cost 
of addressing this disease will fall disproportionately 
upon these systems, and having accurate knowledge 
about this burden, both in terms of dollars and num-
bers of patients, will provide for much more respon-
sible decision-making about management of this dis-
ease.   

2. Practice consistency in screening and clinical practice 
across the nation. The 53 correctional systems that re-
sponded to the CCHA survey represent many of the 
most medically sophisticated systems in the country. 
Even among the group of more medically advanced 
systems, there is a great deal of variation in screening 
and clinical management of hepatitis C viral infection. 
Correctional systems would be greatly aided by na-
tional recommendations on screening and treatment 
of this disease. One option for providing this leadership 
would be to establish a national correctional advisory 
group on hepatitis C viral infection made up of correc-
tional medical leaders, governmental officials, such as 
those from the Centers for Disease Control and Preven-
tion, and one or more members from the group that 
generates hepatitis C viral infection treatment guide-
lines (hcvguidelines.org). This group is composed of 

three separate scholarly organizations, including the 
Infectious Diseases Society of America, the American 
Association for the Study of Liver Diseases and a col-
laborating partner, the International Antiviral Soci-
ety — USA.  This membership mix would contribute 
greatly to developing medically appropriate hepatitis 
C management guidelines that would be designed 
with support from correctional environments across 
the nation. 

3. Practice post-treatment relapse prevention. A large 
percentage of HCV infection in correctional environ-
ments is thought to be related to intravenous drug 
use. Once patients are successfully treated, or in con-
junction with treatment, it makes medical and fi-
nancial sense to treat the underlying substance use 
disorders along with the HCV infection in patients 
who have a history of substance use disorders. There 
should be a strong emphasis placed on substance use 
treatment, including possible use of a variety of opi-
oid substitution therapies if they are indicated. For 
years, the nation’s correctional systems have lagged 
far behind those in other countries in the utilization of 
medication-assisted therapies, even though these are 
evidence-based and have been used in some U.S. sys-
tems for years. This not only supports sound financial 
management, but also represents strong public health 
policy.    

4. Support financial needs for hepatitis C viral infection 
research and treatment. The responsibility for paying 
for the cost of correctional system health care falls 
upon either the budgets of various states or munici-
palities or, in the case of the Federal Bureau of Prisons, 
the federal budget. Because of the extraordinary ex-
pense of the new medications, the cost of expanded 
treatment for HCV infection will be extremely difficult 
for most jurisdictions to support. There is a great need 
for the development of creative financing mechanisms 
to enable local and state governments and the federal 
government to effectively bear the cost of these new 
treatments. For example, there are already special 
arrangements for certain national prescription drug 
management companies, as well as large government 
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Recommendations

agencies, to purchase these medications at reduced 
prices. All responsible correctional jurisdictions should 
be allowed to participate in a nationwide purchasing 
agreement at reduced cost or in other means to re-
duce the costs of the new medications. 

5. Support research to identify appropriate candidates 
for treatment and treatment protocols for those pa-
tients. The development and availability of medica-
tions to treat HCV infection is moving forward more 
rapidly than the understanding of the natural history 
of the disease. Because of this, although there are a 
growing range of medications, there is still a great deal 
of uncertainty about which patients are likely to prog-
ress toward end-stage liver disease and/or hepatocel-
lular carcinoma, and therefore, which patients should 
be treated and when. For correctional systems and the 
community in general, improved understanding of 
the natural history and individual risk of this disease is 
critical as we move forward to address this challenge.   

Develop targeted community and correctional linkag-
es to improve continuity of care and patient outcomes.  
For jails, treating HCV infection patients is exception-
ally complex, largely because the patients’ time of res-
idence in the jail is often unknown and unpredictable. 
Yet, this population remains one of the most critical 
from the perspective of the public health interest in 
corrections because members of this group frequently 
cycle between the jail and community environments.  
As a result, there are many opportunities to expose 
others to HCV infection while in the community. Be-
cause of this, we recommend the development of 
targeted jail-community care linkages that would sup-
port a multifaceted, integrated approach to care for 
this population of patients. This model would support 
HCV infection screening in jails and, when appropriate, 
be followed by immediate and direct referral to com-
munity providers such as federally qualified health 
centers prior to release for those who are found to be 
positive. 

Continued
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Endnotes
1 Estelle v. Gamble, 429 US 97 (1976).

2 Sustained Virological Response or SVR is a term used to measure treat-
ment success for hepatitis C.  SVR is defined as the absence of detectable 
levels of viral RNA in the blood 24 weeks after completion of therapy 
(Jazwinski, 2011).  It is measured by a blood test at the end of 24 weeks 
following completion of antiviral therapy for chronic hepatitis C infec-
tion.  Once a patient has achieved SVR the patient may be considered 
cured.  Achieving SVR is associated with resolution of many of the signs 
and symptoms, and fewer of the long-term complications associated 
with HCV.  (Pearlman, 2011)

3 Direct Acting Antiviral Agents or DAA agents refers to a new class of 
medications utilized to treat chronic hepatitis C disease that directly tar-
get the hepatitis C virus life cycle and directly impact the virus (Jazwins-
ki, 2011)   This is in contrast to earlier medications such as interferon and 
ribavirin whose antiviral impact is indirect, acting through non-specif-
ic pathways that potentiate the immune system generally.  (Jazwinski, 
2011; Welsch, 2012).   
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