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Abstract
Background: Hepatitis C (HCV) is a global public health concern. There is a global prevalence of 15% among the
world’s prisoner population, suggesting the need for priority HCV treatment among this population group. New
highly efficacious therapies with low side effects, known as directing-acting antivirals, became available under Australia’s
universal healthcare scheme on 1 March 2016. This creates an opportune time to trial treatment as prevention as an
elimination strategy for HCV in prison settings. This paper examines whether policies in Australian jurisdictions support
treatment scale-up to achieve elimination among this priority population.
Methods: A comprehensive search was conducted using Google and other web-based search functions to
locate all publicly available policies in each Australian state and territory related to HCV health and HCVrelated prison health. Ministers (corrections and health) were contacted from each jurisdiction to identify any
additional policies. Inductive and deductive analyses were conducted for each jurisdiction, with documents
being assessed against a set of four a priori criteria. Documents included in the analysis were current at 1
September 2017, or 18 months following treatment availability.
Results: A total of 18 documents were located, including both health (n = 12) and corrections/prison health
(n = 6) documents relevant to HCV. Jurisdictions ranged in their commitments for delivering HCV harm reduction
strategies and treatment availability within the prison setting.
Conclusion: Few jurisdictions have updated or published HCV-related health or prisoner health policies following
availability of directing-acting antivirals. Current policies do not provide effective support for implementing treatment
scale-up that could be possible under universal access to HCV treatment among this priority population.
Keywords: Hepatitis C, Prisoner health, Treatment as prevention, Policy analysis

Background
Hepatitis C (HCV) is an international public health
problem with an estimated global prevalence of 1% [1].
HCV is a blood-borne virus and is often transmitted
through unsafe injection practices such as sharing of
contaminated equipment (in high-income countries) [2,
3]. Due to the criminalisation of drug use, HCV is more
prevalent among those incarcerated [4]. Consequently,
there is a grossly disproportionate burden of disease related to HCV among those in prison compared with
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those in the community. There is an estimated 15% global HCV prevalence among the world’s prison population [5], though this rate is higher in Australia at 22%
HCV prevalence among prisoner entrants [6].
Previous interferon-based therapy regimes for HCV
had high rates of side-effects coupled with low tolerability and low efficacy (54–63%) [7]. The arrival of new
direct-acting antivirals (DAAs) has shifted the HCV
treatment landscape. DAA treatment regimens are once
daily, oral tablets with minimal side-effects and have
greater than 95% efficacy [8]. These therapies have been
described as ‘groundbreaking’ ([9]:1831), with potential
to ‘revolutionise’ HCV treatment ([10]: 1576).
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These recent advances in HCV treatment have encouraged
a new perspective on reducing prevalence and incidence, i.e.
‘treatment as prevention’ (TasP) [11]. Theoretically, by reducing the number of people who live with the virus, the risk of
transmission is subsequently reduced. In settings where access to sterile injecting equipment is not available (such as
prisons), TasP has the potential to greatly reduce transmission of HCV among those at risk. Modelling studies suggest
that TasP among people who inject drugs in the community
could be highly effective in reducing transmission of HCV
using DAA therapies when implemented with primary prevention measures such as needle syringe programs and opioid substitution therapy [12, 13]. However, there are no
published studies reporting the efficacy of HCV TasP in
real-world settings, including prison, although a number of
studies are underway in community and prison contexts [14].
On 1 March 2016, DAAs became widely available in
Australia with no restrictions on eligibility [15], meaning
that, in principle, anyone living with HCV is eligible for treatment irrespective of disease progression as well as current
injecting or incarceration status. This treatment-for-all approach counters restrictive treatment practices and legislation common in other countries (see for example, USA [16],
Canada [17] and Europe [18]) and provides the basis from
which HCV treatments could be delivered at sufficient scale,
positioning Australia to assume global leadership in reducing
the disease burden of HCV using TasP. Potential benefits are
especially possible if TasP is implemented in prisons, where
prevalence and incidence are high and concentrated within a
defined population [14, 19].
Although TasP has great potential for reducing the
population burden of HCV in Australian prisons, the extent to which extant policies support this approach is
unknown. To address this gap, the present paper analysed how policies governing TasP in prisons are positioned within and across Australian jurisdictions. This
study is necessary to describe policy positions that facilitate or hinder efforts to provide HCV treatment in
prisons, at sufficient scale to achieve population health
effects [20]. Our focus was thus on high-level policy
endorsement of key features of TasP rather than on implementation issues per se. Exploring how different jurisdictions position their policy frameworks on this issue
will directly inform the feasibility of any intended TasP
scale-up plan [21].

Methods
Contextual information on health care governance

In six of eight jurisdictions, prisoner healthcare is delivered by state/territory health departments (or branches
of): Australian Capital Territory (ACT), New South Wales
(NSW), Northern Territory (NT), Queensland (QLD),
South Australia (SA) and Tasmania (TAS) [22]. In two jurisdictions, prisoner healthcare is delivered by state
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departments of justice/corrective services (Victoria (VIC)
and Western Australia (WA)) [22].
Document retrieval and screening

An iterative search and screening process was used to
generate a corpus of policy texts for the present analysis,
focusing on all publicly available documents pertaining to
Australian policy in three areas of strategic governance,
that is, government authorities in each jurisdiction responsible for the provision of (1) public health services,
(2) corrective services and (3) health services within
correctional facilities.
Google search functions and purposive searches of
relevant government department websites (e.g. health,
corrective services and corrective health services) were
used, according to the following search terms: ‘HCV’ or
‘hepatitis C’ and ‘strategy’ or ‘policy’ or ‘guidelines’ and
‘prison’ or ‘custodial’. Documents were cross-referenced
with a previous report regarding prevention of HCV
transmission in Australian custodial settings [23] to
identify any missing policy documents. To verify the
documents obtained via the search process, the peak
hepatitis community-based organisation of each state/
territory was subsequently contacted. When there were
not particular documents from the abovementioned
areas of strategic governance, the search was widened to
include communicable diseases, mental health, and drug
and alcohol policies. Correctional and health ministers
from each of the jurisdictions were contacted to confirm
the relevant policies had been identified and that no
other related policies had been overlooked in our search.
The most relevant and comprehensive documents were
included from each area of strategic governance.
Inclusion and exclusion criteria

Policies, strategies and guidelines were assessed as suitable for inclusion if they included focus on treatment of
HCV, blood-borne virus and/or prison and prisoner
health. Some documents relating to alcohol and other
drug use were included given the overlap between drug
use and HCV infection and transmission. Documents
were required to be current at the time the search was
completed (1 April 2017 to 1 September 2017). The relevant department was contacted to confirm the document’s status if information on date of publication was
unclear. Policies were excluded if they were less relevant
than other health or prisoner health policies within their
jurisdiction, guidelines for prescribing treatment, draft
versions of policies which have not yet been actioned or
endorsed (not yet current), a government act or regulation, no longer current (expired) and program delivery.
Our initial search yielded 34 documents. Retrieved
documents were screened for relevance. We defined
relevant documents as HCV-related policy texts that
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were (1) issued by, and representing a state or territorial
government, or (2) issued by and representing, a state or
territorial delegated health authority, that (3) mandated
action regarding management of HCV rates [24].
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the policy documents included and excluded within
this analysis.

Results
Documents included in the analysis

Analyses

All included documents were analysed using a two-step
process that involved a combination of deductive and inductive approaches. Deductive analysis included assessment
of each document produced in each jurisdiction using a
priori criteria that were applied to assess relative strength of
the policies under review with respect to addressing (1) risks
of HCV in prison (such as examination of client characteristics and HCV prevalence), (2) strategies for HCV harm reduction and prevention in prison (such as needle syringe
programs, opioid substitution therapy and education), (3)
HCV testing and treatment modalities in prison and (4) reinfection following treatment in prison. These a priori criteria were developed in consultation with the steering
committee of the Surveillance and Treatment of Prisoners
with hepatitis C (SToP-C) project. The timeframe of this
analysis was relatively close to the introduction of universal
access to HCV treatment. Hence, we could not expect policies to have either anticipated this or been updated within
the period since the announcement. However, the four criteria are foundational for the implementation of TasP in
prison.
Using methods developed for assessing and comparing strength of harm reduction policies across jurisdictions [25], documents were assessed by the authors
(LL, JR, CT) as either satisfying (= 1) or not satisfying
(= 0) each of the 4 a priori quality criteria. Disagreements were discussed, with a final score achieved
through consensus. To facilitate comparisons across
jurisdictions, we computed a percentage score across
the 4 quality indicators. Specifically, a total policy
quality score for each jurisdictions was computed as
the sum of all ‘criterion met’ (= 1) scores relative to
the total possible score (4 × no. of documents produced in that jurisdiction). The closer a percentage
score was to 100%, the more the policy documents
produced by the jurisdiction exemplify high-quality
policies. Finally, to synthesise our case-level findings
and evaluate the overall quality of policies across
Australia, we computed percentage scores for each
criterion across all 18 documents.
For the inductive analysis, relevant text pertaining
to HCV (including prevalence, risks, prevention/harm
reduction, testing and treatment, and reinfection) and
in prison was extracted and analysed, resulting in a
set of analytic notes. These notes were synthesised to
produce a descriptive summary of the current policies
across each of the jurisdictions. Appendix A contains

Across the eight jurisdictions, a total of 18 documents
were included in the final sample. A majority of the
documents were from state/territory health departments
(n = 12), with the remaining (n = 6) from prison/prisoner
health policies. There were three documents in ACT,
two in NSW, none within NT, two in QLD, four in SA,
two in TAS, two in VIC and three in WA (Table 1).
Results from deductive analysis

Table 2 presents findings of each jurisdictional report
card. The extent to which each of the four criteria were
present in jurisdictional documents ranges from 0%
(TAS; NT) to 75% (VIC) with an overall score of 47%.
The overall presence of criteria was higher for HCV
risks, HCV prevention and HCV testing and treatment
in prison (61% for each) compared with reinfection (6%).
Results from inductive analysis
HCV risks in prison

The effective implementation of TasP is predicated on
understanding the impact of HCV among prisoner
populations, that is, the effectiveness of TasP will be
demonstrated by analysis of HCV rates within prison.
Few state and territory health policies across the
jurisdictions include discussion of risks associated
with HCV transmission in prison. Most discussion in
these documents referred to the prevalence of HCV
among people in prison and some documents propose
prisoners as a priority population for HCV strategies.
For example, the Victorian Hepatitis C Strategy
2016–2020 describes the prevalence in prison as a
‘concentration of chronic’ HCV ([26]:4).
Table 1 Total number of documents HCV-related health and
prisoner health policies by jurisdiction
Case

Total number of
current policies
included (% of
Australian total)

Australian Capital Territory (ACT)

3 (17%)

New South Wales (NSW)

2 (11%)

Northern Territory (NT)

0 (0%)

Queensland (QLD)

2 (11%)

South Australia (SA)

4 (22%)

Tasmania (TAS)

2 (11%)

Victoria (VIC)

2 (11%)

Western Australia (WA)

3 (17%)

Australia

18 (100%)
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Table 2 Proportion of policy quality indicators endorsed for all documents within cases
Case (number
of documents)

Does the set of policy
documents mention
HCV risks e.g. high
prevalence in prison?

Does the set of policy
documents mention
HCV prevention/harm
reduction in prison?

Does the set of policy
documents mention
HCV testing and
treatment in prison?

Does the set of policy
documents mention
HCV reinfection in prison?

Total score (out
of 4 indicators)

ACT (3)

2/3 (67%)

2/3 (67%)

3/3 (100%)

0/3 (0%)

7/12 (58%)

NSW (2)

2/2 (100%)

1/2 (50%)

1/2 (50%)

0/2 (0%)

4/8 (50%)

NT (0)

0/0 (0%)

0/0 (0%)

0/0 (0%)

0/0 (0%)

0/0 (0%)

QLD (2)

1/2 (50%)

1/2 (50%)

0/2 (0%)

0/2 (0%)

2/8 (25%)

SA (4)

3/4 (75%)

3/4 (75%)

3/4 (75%)

0/4 (0%)

9/16 (56%)

TAS (2)

0/2 (0%)

0/2 (0%)

0/2 (0%)

0/2 (0%)

0/8 (0%)

VIC (2)

1/2 (50%)

2/2 (100%)

2/2 (100%)

1/2 (50%)

6/8 (75%)

WA (3)

2/3 (67%)

2/3 (67%)

2/3 (67%)

0/3 (0%)

6/12 (50%)

Australia (18)

11/18 (61%)

11/18 (61%)

11/18 (61%)

1/18 (6%)

34/72 (47%)

Injecting drug use as a risk factor within prison is
mentioned in two policies. The Queensland Alcohol and
Other Drugs Action Plan 2015–2017 notes unsafe injecting use as one of the major risk factors for HCV transmission that disproportionately affects those living in
high-risk environments such as prisons [27]. The South
Australian Hepatitis C Implementation Plan 2016–2018
identifies injecting drug use in prisons as a ‘risk behaviour’ [28]. The health policy in TAS does not include
risks associated with HCV.
Identified risks of HCV transmission are similar in
policies specific to prison/prisoner health with the main
inclusion being discussion of prevalence of HCV among
prisoners. The SA Prisoner Blood Borne Virus Prevention
Action Plan 2017–2020 is the only document within the
national corpus to attribute the high prevalence as reflective of ‘the large number of people entering prison
on drug-related offenses and/or with drug dependence
issues’ ([29]:9). In VIC, the Corrections Alcohol and Drug
Strategy 2015 identifies that unsafe injecting practices
within prison leads to increased health risks, including
BBVs [30]. Prison health policies in NSW, NT and WA
do not mention HCV risks or prevalence. QLD and TAS
do not have HCV-related prisoner health policies.
HCV harm reduction in prison

Harm reduction in prison is instrumental to TasP efforts
to prevent ongoing transmission and reinfection.
Two states have HCV policies which advocate for
access to sterile injecting equipment within the prisons:
SA and WA. For example, the South Australian Hepatitis C Implementation Plan 2016–2018 includes a recommendation to work with the SA Department of
Corrective Services ‘to explore barriers for [clean needle
programs] in the correctional setting’ ([28]:8). The WA
Hepatitis C Strategy 2015–2018 makes use of an equity
argument to outline the need for advocacy ‘for people in

custodial settings to have access to the same means of
prevention as those in the community, including health
hardware such as sterile injecting equipment’ ([31]:8).
The WA Model of Care (2009) notes that Prison Health
Services ‘aim to offer care to prisoners which parallels that
which is offered in the broader community’ and includes
programs to provide ‘harm minimisation including needle
& syringe programs’ ([32]:30). Despite these policy commitments, neither state has implemented needle syringe
programs within their respective correctional facilities.
In the HCV health policies of other jurisdictions, harm
reduction within the prison context receives little attention. Typically, these strategies call for strengthened
harm reduction services but do not make specific calls
for these to be in place in prisons. For example, the policies from ACT and TAS mention prevention and harm
reduction generically but do not discuss efforts within
the prison context. NSW and VIC HCV health strategies
do address prison-based harm reduction efforts to some
extent. The NSW Hepatitis C Strategy 2014–2020 identifies the need to ‘strengthen’ existing harm reduction
strategies in prisons, including opioid substitution therapy and supporting those who are incarcerated to utilise
safer practices ([33]:15). The Strategy sets a harm reduction target of reducing sharing of injecting equipment by
25% (although this does not specifically include prisoners) [33]. The Victorian Hepatitis C Strategy 2016–
2020 highlights a number of priority actions to prevent
transmission, including increasing awareness and culturally appropriate information dispersal for priority populations (such as those in prison) [26].
Across prison/prisoner health policies, both ACT and
VIC mention harm reduction and prevention strategies.
The Strategic Framework for the Management of
Blood-Borne Viruses in the Alexander Maconochie
Centre 2013–2017 is the only document (inclusive of
both health and prison policies) in ACT to include harm
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reduction/prevention strategies within the prison setting.
A priority action of the Framework is prevention and
education, which includes harm reduction strategies
such as provision of bleach and ‘regulated access to sterile injecting equipment’ ([34]:9). However, needle syringe
programs are yet to be made available in ACT’s correctional facilities. In VIC, the Corrections Alcohol and
Drug Strategy 2015 includes both education and health
promotion as harm reduction strategies as well as
screening for BBVs and STIs on reception and transfer
between prisons [30]. The SA Prison Health Service
Model of Care includes a focus on harm minimisation
[35], but it is not specific to HCV and does not include
HCV among its list of chronic diseases. A recently published policy, the SA Prisoner Blood Borne Virus Prevention Action Plan 2017–2020, denotes a section within
the policy’s background commenting on the observed
effectiveness of prison-based clean needle programs as a
preventive measure [29]. However, this recognition is
not followed through within the Action Plan’s Detailed
Strategies and Actions with no commitments for advocacy or other efforts to deliver clean needle programs
within the state’s correctional facilities. Prison/prisoner
health policies in NSW, TAS and WA do not include
mention of harm reduction strategies. QLD does not
have any publicly available HCV-related prison/prisoner
health policies.
HCV testing and treatment

HCV testing and treatment are essential components
of any TasP efforts.
Policy documents within five jurisdictions have set
clear goals for the identification (such as increased testing) and treatment of those living with HCV in the general population. However, there is a clear absence of
focus on HCV in the prisoner population. For example,
ACT’s Statement of Priorities 2016–2020 sets a target of
reducing incidence of new infections by 50% and increasing the number of people receiving HCV treatment
by 50% each year [36]. Nonetheless, the Statement does
not indicate inclusion of people in prison within this target. The NSW Hepatitis C Strategy 2014–2020 aims to
increase the number of people accessing treatment by
100% (again, not specifically inclusive of prisoners) [33].
People in custodial settings are listed as a ‘priority population’ group with an action to ‘Prevent’ HCV transmission through building on existing prevention efforts,
‘Manage’ HCV, including increased primary care and
best practice management, and ‘Treat’ HCV through improved access to treatment ([33]:5). Although not a specific target, the Strategy includes innovative models of
care (e.g. nurse-led) in correctional facilities to facilitate
increased treatment uptake among those incarcerated.
Similarly, the South Australian Hepatitis C Implementation
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Plan 2016–2018 sets targets to reduce incidence of new infections by 50% (by 2017) and increase the number of
people receiving treatment by 50% each year [28]. The Implementation Plan also identifies a priority area to ‘explore,
pilot and evaluate new models of care’ such as nurse-led
models for priority populations including those in custodial
settings ([28]:8). The Victorian Hepatitis C Strategy 2016–
2020 is the only policy within Australia to propose a
‘90-90-90’ target by 2030; 90% reduction in the number of
new transmissions, 90% of the proportion of those living
with HCV to be diagnosed and 90% of those living with
HCV will be cured [26]. The Strategy notes that ‘a statewide
network of hepatitis clinics has been established throughout
the Victorian prison system to ensure prisoners are assessed
and treated for hepatitis C’ ([26]:13). HCV-related health
policies in WA appear incomplete. Their Hepatitis C Strategy 2015–2018 outlines goals to improve awareness of treatment options and access to treatment, including within the
prison setting, but there are no other policies or strategies
proposing how these goals will be achieved. Likewise, WA’s
Hepatitis C Virus Model of Care (2009) notes that HCV
treatment services will be provided in custodial settings [32],
but there is no indication as to how these services will be
delivered (i.e. telehealth or nurse-led model of care). The
health policies of both QLD and TAS do not mention HCV
treatment.
The most recent prison policy available across the jurisdictions, the SA Prisoner Blood Borne Virus Prevention
Action Plan 2017–2020, provides a rationale for providing HCV treatment to prisoners living with HCV. The
Action Plan contends treatment is likely to ‘achieve a
sustained virological response (a cure) which will prevent further transmissions to other prisoners and to
members of the community on release. This is known as
‘treatment as prevention’’ ([29]:14). Additionally, the Action Plan notes SA Prison Health Service is tasked with
ensuring "prisoners are offered testing for relevant communicable diseases" ([29]:4). Unlike other policies within
this analysis, the Action Plan positions both prisoners
and community members as equally benefiting from
HCV treatment initiatives (in this instance, TasP). The
ACT’s Strategic Framework for the Management of
Blood-Borne Viruses in the Alexander Maconochie
Centre 2013–2017 places a restriction on the number of
inmates (no more than ten) able to access treatment at
any given time [34]. However, it is unclear whether this
restriction will be lifted, or revised, in light of the new
treatment era. The treatment restriction of the Framework is in contrast to the ACT’s Corrections Management (Infectious Diseases) Policy 2014 (No 1) which
notes that all detainees are to receive a health assessment on arrival and to receive treatment and referrals as
necessary [37]. The SA Prison Health Service Model of
Care (2016) exceeds prisoner health policies in every
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other jurisdiction. The Model notes that, with arrival of
the new DAAs, ‘there is now an opportunity to significantly reduce rates of hepatitis C amongst prisoners’
([35]:13). The document outlines healthcare strategies,
e.g. telehealth services, to remove barriers to care and
increase treatment access for prisoners [35]. VIC’s Corrections Alcohol and Drug Strategy 2015’s goal to reduce
acquisition and transmission of BBVs and STIs includes
strategies for access to management and treatment for
HCV and HBV [30]. Additionally, all prisoners testing
positive for HCV will be referred to a new statewide
hepatitis service, with nurse-led treatment. Prison policies in three states (NSW, TAS, and WA) do not outline
targets or goals regarding reductions in transmissions,
increases in treatment, or other initiatives relevant to
the elimination of HCV. QLD does not have any prison
/ prisoner health policies.
HCV treatment with DAAs

Only three jurisdictions had policies developed after 1
March 2016 regarding, or inclusive of, new HCV treatments: the ACT, VIC and SA. Among these, SA is the only
jurisdiction to have a correctional health policy published
after the new treatments became available (published
August 2016). Due to the low number of policies produced since the provision of DAAs, these results are not
categorised into health policies and prison policies.
The first mention of a new HCV treatment regimen on
the horizon was in the ACT’s Strategic Framework for the
Management of Blood-Borne Viruses in the Alexander
Maconochie Centre, published in 2013, which notes ‘treatment for hepatitis C is likely to change dramatically over
the next few years’ ([34]:11). Despite this early awareness,
few policies published in subsequent years incorporated
these new treatments into their strategies or goals. The
NSW Health’s Hepatitis C Strategy, published in 2014,
positioned itself as ready to make strides in treatment rollout when DAAs became available, with specific discussion
of treatment models in correctional centres to facilitate the
increased uptake of treatment [33]. However, no policies
could be located within the authority responsible for the
provision of prisoner health care in NSW (Justice Health &
Forensic Mental Health Network), corroborating commitment to increased delivery of HCV treatment. The SA
Prison Health Service Model of Care, published in August
2016 (after availability of DAAs), acknowledges the public
health benefits of the new therapies in correctional centres,
stating that there is ‘now an opportunity to significantly
reduce rates of hepatitis C amongst prisoners’ ([35]:13).
Victoria’s policies could be viewed as conflicting in
terms of HCV treatment delivery within the correctional
setting. While the state’s health body indicates targets
for the treatment of those living with HCV (90%) by the
year 2030 [26], correctional policies (such as the
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Identified Drug User Program) may present challenges
for inmates who inject drugs in prison to come forward
for testing, as the admission of being at risk for HCV
may compromise the inmate as an ‘identified drug user’.
The Identified Drug User Program stipulates that inmates who are identified drug users will be invited to
join the Drug Free Incentive Program, ‘where they can
reduce their time without contact visits in return for
extra random urine drug test samples’ ([38]:1).
Reinfection

Prevention of HCV reinfection is an important component
of TasP efforts in programming support for people during
and after treatment to reduce risks and in monitoring these
infections to assess these efforts. Policies consistently failed
to address HCV reinfection across the jurisdictions.
Reinfection is mentioned in the Minister’s Foreword of
Victorian Hepatitis C Strategy 2016–2020, which outlines
that the goal to reduce infections by 90% by 2030 includes
both new and reinfections [26]. Reinfection is not mentioned or discussed in any other documents.

Discussion
This paper described current policies relevant to managing
HCV in prisons across each Australian state and territory.
Within three possible governance frameworks (health;
corrective services; corrective health services), only three
jurisdictions (ACT, SA and VIC), produced policies regarding, or inclusive of, new DAA treatments following their
inclusion under universal healthcare. Across the four criteria required for TasP implementation (including risks,
harm reduction/prevention, testing and treatment, and reinfection), policies in Australian jurisdictions provided only
patchy coverage of the key issues suggesting that there is
significant opportunity to expand and develop policy
frameworks to deliver on the promise of TasP in prisons.
Testing and treatment are critical components of the
HCV care cascade in efforts to achieve TasP using DAA
therapies. Screening at prison intake is an opportune
time to identify people in custody living with HCV [39].
Health providers should closely consider the benefits of
an opt-out approach among people entering into custody, thereby likely increasing screening coverage to
identify prisoner entrants who may require treatment
whilst incarcerated. Clinicians may drive change in the
delivery of clinical services in prison to increase the rate
of HCV treatment, such as delivery of HCV care and
treatment through telehealth and nurse-led models of
care [40]. However, other parts of the TasP care cascade,
particularly prevention, may not be under the direction
or control of prison clinicians [41].
The effectiveness of TasP––the prevention of future
HCV infections or reinfection––is predicated on the adequate provision of harm reduction services in prison.
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Modelling studies have consistently demonstrated that the
success of TasP will, in part, depend on the ongoing
provision of harm reduction programs (such as needle syringe programs and opioid substitution treatment) [19, 42].
Without access to sterile injecting equipment, such as
prison needle syringe programs, or to adequate opioid
substitution programs, reinfection remains a risk [4, 19].
In the absence of primary prevention measures, there is
greater risk of HCV transmission per injecting incident
within the prison (compared with the community) [43].
Prisoners may be reclassified to other areas within a
prison, relocated within the correctional system (e.g.
transferred to another prison), released to community
and, for some, re-incarcerated [44]. This transience,
combined with the high prevalence of HCV in the prison
setting, requires a focus on effective and accessible prevention strategies [45]. Amid Australia’s policy efforts to
eliminate HCV, the absence of focus on reinfection across
all jurisdictions (both in prison and the general community) and patchy policy support for primary prevention
highlights a critical gap in achieving elimination.
Policies are often a guide, and policies do not always reflect the realities of practice. Changing landscapes (whether
healthcare based, such as treatment, or other governance)
may alter the practice of policies in place. It follows that
organisational and individual level barriers may inhibit
HCV treatment access for those incarcerated [20]. Without
sufficient consideration of the policy context, too much emphasis may be placed on either the individual level (e.g. deficiencies within inmates’ knowledge or motivation) or the
organisational level (e.g. staffing issues) such as in analysis
of program effectiveness. While these are important contributors in the delivery and uptake of HCV care, policy
analysis provides an understanding of the role of overarching governance frameworks in shaping and guiding organisational processes and subsequent impact. It is reasonable
to anticipate that clearly defined policy goals will direct
managers’ attention to securing the resources necessary to
achieving them. A shortage of nurses in prisons [20], for example, would be incongruent with a policy directive to increase HCV treatment uptake. (Or, conversely, appropriate
policy priorities are required if a shortage of correctional
nurses is to be adequately addressed.) Innovative models of
care, such as telehealth and nurse-led responses, have
shown promise in reducing individual and organisational
barriers [40]. Nonetheless, such models are only able to be
implemented in jurisdictions with supportive policy frameworks. The alignment of policy with strategy is urgent if
Australia is to optimise its significant and world-leading
investment with the goal of eliminating HCV.
This analysis only includes publicly available policies.
While it is likely that other policies exist which were not
included in this review, we cannot speculate as to whether
these confidential documents might enhance or hinder
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HCV treatment delivery in the prison setting. It is noted
that the NT did not have any publicly available policies regarding HCV within the prison setting at the time our
policy search was conducted. An earlier search resulted in
one policy from the NT Department of Health, ‘Hepatitis
B and C Custodial Care Guidelines 2015’. This document
had noted a review date of October 2016. However, at the
time of search, the policy was no longer publicly available;
our request to the relevant ministers did not produce any
additional documents.
The types of documents available across jurisdictions
were not uniform. In jurisdictions where there was not a
HVC-related health or prisoner health document, we
searched for other documents relevant to the research
question. It may be that the scores reported on jurisdictional report cards could be influenced by the inclusion
of additional documents in some jurisdictions. We felt
that their inclusions were warranted to ensure appropriate opportunity for the HCV criteria to be addressed in
documents relevant to that jurisdiction. Even with a
broader scope of inclusion, it is clear that HCV TasP
and reinfection are significant gaps in all jurisdictions.

Conclusion
Recent biomedical gains, coupled with the Federal government’s decision to subsidise free and universal access
to new DAA treatments, have positioned Australia as a
world leader in treatment scale-up [46]. Publicly available documents provide a means by which government
departments are assessed or held accountable to the
statements of intent and purpose in these documents.
Analyses such as presented here are key tools to examine existing policy landscapes and to provide direction
for future policies. This analysis of the Australian policy
environment shows that the current policy infrastructure
is inadequate for a general TasP scale-up. Without adequate policies to support treatment scale-up among
one of its most ‘at-risk’ populations (i.e. those in prison),
Australia is set to fall short of the potential afforded by
universal access to HCV treatment. Australia’s position
as a world leader risks being compromised if its prisons
continue to lack the policy infrastructure required to
treat those inmates currently living with HCV.

Abbreviations
DAA: Direct-acting antivirals; HCV: Hepatitis C virus; TasP: Treatment as
prevention

Australian states and territories
ACT: Australian Capital Territory; NSW: New South Wales; NT: Northern
Territory; QLD: Queensland; SA: South Australia; TAS: Tasmania; VIC: Victoria;
WA: Western Australia

Lafferty et al. Harm Reduction Journal (2018) 15:39

Acknowledgements
We wish to thank community and government health representatives, including
members of the SToP-C Project Steering Committee, who provided feedback on
an earlier version of this manuscript.
Authors’ contributions
LL conducted the policy search and drafted the manuscript. TCW developed
the report card template. CT, JR, LL and TCW developed document inclusion/
exclusion criteria and a priori criteria. CT, JR and LL reviewed all documents for
inclusion/exclusion. CT, JR, LL and TCW provided input into later versions of the
manuscript. All authors read and approved the final manuscript.

Page 8 of 9

14.

15.
16.

17.

Ethics approval and consent to participate
Not applicable.
18.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.

19.

Publisher’s Note

20.

Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

21.

Author details
1
Centre for Social Research in Health, UNSW Sydney, Level 2, Goodsell
Building, Sydney, New South Wales 2052, Australia. 2School of Public Health,
University of Alberta, 3-300 Edmonton Clinic Health Academy 11405–87 Ave,
Edmonton, Alberta T6G 1C9, Canada.

22.
23.

Received: 26 March 2018 Accepted: 27 July 2018
24.
References
1. Blach S, Zeuzem S, Manns M, Altraif I, Duberg A-S, Muljono DH, Waked I,
Alavian SM, Lee M-H, Negro F, et al. Global prevalence and genotype
distribution of hepatitis C virus infection in 2015: a modelling study. Lancet
Gastroenterol Hepatol. 2017;2:161–76.
2. Shepard CW, Finelli L, Alter MJ. Global epidemiology of hepatitis C virus
infection. Lancet Infect Dis. 2005;5:558–67.
3. Hajarizadeh B, Grebely J, Dore GJ. Epidemiology and natural history of HCV
infection. Nat Rev Gastroenterol Hepatol. 2013;10:553–62.
4. Larney S, Kopinski H, Beckwith CG, Zaller ND, Jarlais DD, Hagan H, Rich JD,
van den Bergh BJ, Degenhardt L. Incidence and prevalence of hepatitis C in
prisons and other closed settings: results of a systematic review and metaanalysis. Hepatology. 2013;58:1215–24.
5. Dolan K, Wirtz AL, Moazen B, Ndeffo-mbah M, Galvani A, Kinner SA,
Courtney R, McKee M, Amon JJ, Maher L, et al. Global burden of HIV, viral
hepatitis, and tuberculosis in prisoners and detainees. Lancet. 2016;388:
1089–102.
6. Butler T, Simpson M. National Prison Entrants’ Blood-borne Virus Survey
report 2004, 2007, 2010, 2013, and 2016. Sydney: The Kirby Institute (UNSW
Sydney); 2017.
7. Manns MP, Wedemeyer H, Cornberg M. Treating viral hepatitis C: efficacy,
side effects, and complications. Gut. 2006;55:1350–9.
8. Pawlotsky J-M. New hepatitis C virus (HCV) drugs and the hope for a cure:
concepts in anti-HCV drug development. Semin Liver Dis. 2014;34:022–9.
9. Dore GJ, Feld JJ. Hepatitis C virus therapeutic development: in pursuit of
“Perfectovir”. Clin Infect Dis. 2015;60:1829–36.
10. Chung RT, Baumert TF. Curing chronic hepatitis C––the arc of a medical
triumph. N Engl J Med. 2014;370:1576–8.
11. Grebely J, Matthews GV, Lloyd AR, Dore GJ. Elimination of hepatitis C virus
infection among people who inject drugs through treatment as prevention:
feasibility and future requirements. Clin Infect Dis. 2013;57:1014–20.
12. Hickman M, De Angelis D, Vickerman P, Hutchinson S, Martin NK. Hepatitis
C virus treatment as prevention in people who inject drugs: testing the
evidence. Curr Opin Infect Dis. 2015;28:576–82.
13. Platt L, Minozzi S, Reed J, Vickerman P, Hagan H, French C, Jordan A,
Degenhardt L, Hope V, Hutchinson S, et al. Needle syringe programmes and

25.

26.
27.
28.

29.

30.
31.
32.
33.
34.

35.
36.
37.
38.

39.

opioid substitution therapy for preventing hepatitis C transmission in
people who inject drugs. Cochrane Database Syst Rev. 2017;9:CD012021.
Hajarizadeh B, Grebely J, Martinello M, Matthews GV, Lloyd AR, Dore GJ.
Hepatitis C treatment as prevention: evidence, feasibility, and challenges.
Lancet Gastroenterol Hepatol. 2016;1:317–27.
Ministry of Health. Turnbull govt invests over $1B to cure hep C. Canberra:
The Hon Sussan Ley MP, Minister for Health; 2015.
Barua S, Greenwald R, Grebely J, Dore GJ, Swan T, Taylor LE. Restrictions for
Medicaid reimbursement of sofosbuvir for the treatment of hepatitis c virus
infection in the United States. Ann Intern Med. 2015;163:215–23.
Marshall AD, Saeed S, Barrett L, Cooper CL, Treloar C, Bruneau J, Feld JJ,
Gallagher L, Klein MB, Krajden M, et al. Restrictions for reimbursement of
direct-acting antiviral treatment for hepatitis C virus infection in Canada: a
descriptive study. CMAJ Open. 2016;4:E605–14.
Marshall AD, Cunningham EB, Nielsen S, Aghemo A, Alho H, Backmund M,
Bruggmann P, Dalgard O, Seguin-Devaux C, Flisiak R, et al. Restrictions for
reimbursement of interferon-free direct-acting antiviral drugs for HCV
infection in Europe. Lancet Gastroenterol Hepatol. 2018;3:125–33.
Martin NK, Vickerman P, Dore GJ, Hickman M. The hepatitis C virus
epidemics in key populations (including people who inject drugs, prisoners
and MSM): the use of direct-acting antivirals as treatment for prevention.
Curr Opin HIV AIDS. 2015;10:374–80.
Mina MM, Herawati L, Butler T, Lloyd A. Hepatitis C in Australian prisons: a
national needs assessment. Int J Prison Health. 2016;12:3–16.
Milat A, Newson R, King L. Increasing the scale of population health interventions:
a guide. In: Evidence and Evaluation Guidance Series, Population and Public
Health Division. NSW Ministry of Health: Sydney; 2014.
AIHW. Prisoner health services in Australia. 14 Aug 2014 edition. Australian
Institute of Health & Welfare: Canberra; 2014.
Wallace J, Pitts M, McNally S, Malkin I, Temple-Smith M, Smith A, Levy M.
Regulating hepatitis C: rights and duties, preventing hepatitis C transmission
in Australian adult correctional settings. Melbourne: Australian Research
Centre in Sex, Health and Society, La Trobe University; 2010.
Ritter A, Berends L. Twenty years of (non)reform in Victorian alcohol and
other drug treatment policy. Drug Alcohol Rev. 2016;35:250–4.
Hyshka E, Anderson-Baron J, Karekezi K, Belle-Isle L, Elliott R, Pauly B, Strike
C, Asbridge M, Dell C, McBride K, et al. Harm reduction in name, but not
substance: a comparative analysis of current Canadian provincial and
territorial policy frameworks. Harm Reduct J. 2017;14:50.
Victoria Health and Human Services. Victorian hepatitis C strategy 2016–
2020. Melbourne: Victoria State Government; 2016.
Queensland Health. Queensland alcohol and other drugs action plan 2015–
2017: thriving communities. Brisbane: Queensland Government; 2015.
South Australia Department of Health and Ageing. South Australian
Hepatitis C Implementation and Evaluation Plan 2015–2016. Adelaide:
Government of South Australia; 2015.
South Australia Department for Correctional Services and South Australia
Department for Health and Ageing. South Australian Prisoner Blood Borne Virus
Prevention Action Plan 2017–2020. Adelaide: Government of South Australia; 2017.
Corrections Victoria. Corrections alcohol and drug strategy 2015. Melbourne:
Victoria State Government; 2015.
Western Australia Department of Health. Western Australia hepatitis C
strategy 2015–2018. Perth: Government of Western Australia; 2015.
Western Australia Department of Health. Hepatitis C virus model of care.
Perth: Government of Western Australia; 2009.
NSW Ministry of Health. NSW hepatitis C strategy 2014–2020. Sydney: NSW
Ministry of Health; 2014.
ACT Government. Strategic framework for the management of blood-borne
viruses in the Alexander Maconochie Centre 2013–2017. Canberra: ACT
Government; 2013.
SA Prison Health Service. SA Prison Health Service Model of Care. Adelaide:
Government of South Australia; 2016.
ACT Health. ACT statement of priorities 2016–2020: hepatitis B, hepatitis C,
HIV, and sexually transmissable infections. Canberra: ACT Government; 2016.
ACT Government. Corrections management (infectious diseases) policy 2014
(no 1). Canberra: ACT Government; 2014.
Victoria Office of the Correctional Services Commissioner. Identified drug
user program: key policies and procedures. Melbourne: Victoria State
Government; 2002.
Spaulding AC, Thomas DL. Screening for HCV infection in jails. JAMA. 2012;
307:1259–60.

Lafferty et al. Harm Reduction Journal (2018) 15:39

40. Lloyd AR, Clegg J, Lange J, Stevenson A, Post JJ, Lloyd D, Rudge G,
Boonwaat L, Forrest G, Douglas J, Monkley D. Safety and effectiveness of a
nurse-led outreach program for assessment and treatment of chronic
hepatitis C in the custodial setting. Clin Infect Dis. 2013;56:1078–84.
41. Stoové M, Treloar CJ, Maher L, Tyrrell H, Wallace J. Salvaging a prison needle
and syringe program trial in Australia requires leadership and respect for
evidence. Med J Aust. 2015;203:319–20.
42. Hellard M, McBryde E, Sacks Davis R, Rolls DA, Higgs P, Aitken C, Thompson
A, Doyle J, Pattison P, Robins G. Hepatitis C transmission and treatment as
prevention &#x2013: the role of the injecting network. Int J Drug Policy.
2015;26:958–62.
43. Cunningham EB, Hajarizadeh B, Bretana NA, Amin J, Betz-Stablein B, Dore
GJ, Luciani F, Teutsch S, Dolan K, Lloyd AR, et al. Ongoing incident hepatitis
C virus infection among people with a history of injecting drug use in an
Australian prison setting, 2005–2014: the HITS-p study. J Viral Hepat. 2017;
24:733–41.
44. Bretaña N, Boelen L, Bull R, Teutsch S, White P, Lloyd A, Luciani F.
Transmission of hepatitis C virus among prisoners, Australia, 2005–2012.
Emerg Infect Dis. 2015;21:765–74.
45. Kamarulzaman A, Reid SE, Schwitters A, Wiessing L, El-Bassel N, Dolan K,
Moazen B, Wirtz AL, Verster A, Altice FL. Prevention of transmission of HIV,
hepatitis B virus, hepatitis C virus, and tuberculosis in prisoners. Lancet.
2016;388:1115–26.
46. Dore GJ. Eliminating hepatitis C over the next decade. Sydney: UNSW
Australia; 2016.

Page 9 of 9

