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GLOSSARY

AASLD: American Association for the Study of Liver Diseases
APRI: AST to Platelet Ratio Index

AST: Aspartate aminotransferase

BBV: Bloodborne virus

DAAs: Direct-acting antivirals

DBS: Dried blood spot

EASL: European Association for the Study of the Liver
EO: Expert opinion

FIB-4: Fibrosis-4

HAV: Hepatitis A virus

HBV: Hepatitis B virus

HCV: Hepatitis C virus

HDV: Hepatitis D virus

HIPED: WHO Health in Prisons European Database
INHSU: International Network on Health and Hepatitis in Substance Users
KOL: Key opinion leader

MINMON: Minimal monitoring

NSP: Needle and syringe program

OAT: Opioid agonist therapy

PNSP: Prison needle and syringe program

PoC: Point-of-care

SVR4: Sustained virological response at 4 weeks
SVR12: Sustained virological response at 12 weeks
TasP: Treatment as prevention

UNODC: United Nations Office on Drugs and Crime
WHO: World Health Organization

GLOSSARY



PREFACE

These Guidelines have been prepared by the International Network on Health and Hepatitis
in Substance Users — Prisons (INHSU Prisons*) Executive Committee members, alongside
clinical, consumer, public health, and organizational stakeholders and researchers with a
shared commitment to enhance best practices in viral hepatitis service delivery for people
in prisons globally.

The need for Global Guidelines to articulate best practices in viral hepatitis service delivery
in prisons was identified and prioritized by the INHSU Prisons Executive Committee at the
INHSU Prisons Third Annual Workshop in 2023 (Geneva, Switzerland). The Guidelines aim to
make recommendations for best preventive and clinical practice standards in viral hepatitis
service delivery in the prison sector based on available evidence and are intended to inform
policymaking by national and regional government departments with responsibility for the
provision or oversight of prison health services. By outlining recommendations, we hope to
galvanize international efforts to include people in prison in national elimination efforts and
coordinate a global approach to viral hepatitis elimination in prisons with consistent policy,
practice, and reporting. The recommendations have been developed following a systematic
review of the literature and apply to both adult and juvenile prisons and migration detention
centres. The recommendations are meant to be implemented in, and adapted to, local
settings and contexts. The Guidelines should be considered a ‘living document’ and will be
updated based on emerging international literature.

While the Guidelines have been reviewed and endorsed by several key stakeholder
organisations, they may not reflect the full extent of all stakeholder perspectives. Although
the Guidelines aim to guide standards in viral hepatitis service delivery in the prison sector,
they do not take into consideration the many social and structural determinants of health
which contribute to the marked disparities in health status, health-related outcomes, and
access to health services by people who are incarcerated globally.

*a special interest group of the International Network on Health and Hepatitis in Substance Users (INHSU)
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Healthcare in prisons
should be equivalent to
that in the community

INTRODUCTION

There are over 11.5 million individuals in prison (hereafter referred to as ‘people in prison’)

at any one time," with a global incarceration rate of 140 per 100,000 population, and national
rates ranging up to 629 per 100,000 in the USA.? Each year, an increasing number of men and
women spend time in prisons, jails, and other closed settings - the vast majority of whom
return to the community within a relatively short timeframe."® The population of people in
prison is heavily over-represented with the most marginalised groups from the community,
including those from poorer socioeconomic strata, immigrants and other foreign nationals,
those with poor mental health, and those with high rates of substance use and associated
infectious diseases.* Chronic viral hepatitis caused by hepatitis B virus (HBV) and hepatitis
C virus (HCV) constitutes the major health burden of infectious diseases among people in

prison globally.®

Rule 24 of the United Nations Standard
Minimum Rules for the Treatment of
Prisoners (codified as the Mandela Rules)
defines the equivalence of care principle:
that “prisoners should enjoy the same
standards of health care that are available
in the community, and should have access
to necessary health care services free

of charge without discrimination on the
grounds of their legal status”® However,
there are multiple challenges to health
care implementation in the prison sector,
including competing correctional and
health priorities, logistical constraints
such as frequent movements of people

in prison and limited space for clinical
service provision, as well as knowledge
and attitudinal barriers among correctional
and healthcare providers and those who
are incarcerated.” In addition, prisons are
unique in physical structure, and people

in prison form a distinct micro-society
with their own rules and regulations.8 The
environment features overcrowding, high
exposure to violence and drugs, lack of
purposeful activity, separation from family
networks, and emotional deprivation.?

As there are close associations between
injection drug use, incarceration, and
bloodborne virus (BBV) infections, the
prevalence of chronic HBV and HCV in the
prison sector is substantially higher than
in the general population, estimated to

be 4.8% for chronic HBV,>?and between
13-26% for HCV (prior exposure; anti-HCV
antibody positive).>'%"" Although available
data is more limited, the incidence of
new HBV and HCV infections in prisons is
also high, with ongoing injection drug use
and the sharing of limited and unsterile
injecting equipment being key risk
factors.1012-16
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In 2016, the World Health Organization
(WHO) set global viral hepatitis elimination
targets, including treating 80% of people
infected with HCV or HBV, reducing HCV
and HBV incidence and liver-related
mortality by 90% and 65% respectively,

and providing HBV vaccination to 80% of
individuals.”” The 2022-2030 Global Health
Sector Strategy on Viral Hepatitis updated
these targets to incidence rates of 5 per
100,000 for HCV and 2 per 100,000 for HBV,
and disease-specific mortality of 2 per
100,000 for HCV and 4 per 100,000 for HBV.
Most countries are not on track to meet
HBV and HCV elimination targets by 2030."®
This is in large part due to the omission of
people in prison in global viral hepatitis
elimination efforts.’2' For example, only
23 countries globally prioritize people in
prison in their national hepatitis plans.??

It is clear that well-resourced and prison-
adapted health care for HCV and HBV is
efficacious in carceral settings.?®2* While
many people in prison remain susceptible
to hepatitis A virus (HAV) and HBV,
availability of HAV and HBV vaccination
is highly variable globally high rates of

immunisation coverage have been reported
in this setting in some countries.?~%7
Furthermore, the implementation of
evidence-based harm reduction services,
which are commonplace in the community,
including opioid agonist therapy (OAT)

and needle and syringe programs (NSP),
has stalled in prisons?-% despite being
endorsed by the United Nations.?'"% As
these interventions are not consistently
available or reliably implemented across
the prison sector, there is an urgent need
to build the evidence base for OAT and
NSP in reducing HCV and HBV incidence in
prisons.

In the context of WHO global elimination
goals for viral hepatitis,'” prisons and
people in prison have been identified

as key priorities for national and global
elimination efforts.?%34 To deliver on

the elimination goals for HCV and HBV,
national commitments for the prison sector
in the domains of policy, testing, treatment,
continuity of care, prevention and harm
reduction, education, monitoring and
evaluation, and consideration of minority
populations, are needed.

Prioiritisation of people in prison
is needed to meet global HBV and
HCV elimination targets by 2030

The objectives of these Guidelines are:

1 To present a critical analysis of the evidence supporting viral hepatitis service
® delivery for people in prison - both for the individual, as well as for global

elimination efforts.

2 To make recommendations for best practice standards in viral hepatitis

service delivery in the prison sector.
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TABLE OF RECOMMENDATIONS

Table 1: Recommendations and GRADE rating

Policy

Testing

Treatment

Continuity of
care

# Recommendation GRADE
All stakeholder organisations including health and custodial agencies should have a

1 policy regarding services for prevention, testing, and management of HAV, HBV, and HCV D1
among people in prison.
All stakeholder organisations including health and custodial agencies should have a

2 plan for the implementation of services for the prevention, testing, and management of D1
HAV, HBV, and HCV among people in prison.

3 Universal, opt-out testing for HCV (antibody and/or RNA) and HBV (surface antigen, core
and surface antibody) should be adopted upon entry for all newly incarcerated people.

4 Testing for HCV and HBV should ensure a rapid turn-around-time (such as with point-of-
care and reflex testing).
Re-testing for HCV should be offered at least annually for all those who remain

5 . . : . . D1
incarcerated and earlier for people who disclose risk factors or request testing.

6 Peers should be involved in improving engagement and service delivery along the viral 1
hepatitis care cascade for people in prison.

7 Universal access to DAAs should be available to all people in prison with HCV infection,
in alignment with community standards and international guidelines.

8 Evaluation for DAA initiation should be done in the shortest time possible.

9 First-line pan-genotypic DAAs for treatment-naive individuals with compensated HCV-
related liver disease should be used.
Pre-treatment evaluations by a specialist physician should be reserved for patients with

10 | decompensated cirrhosis, hepatocellular carcinoma, HBV co-infection, or complex drug-
drug interactions.

» People in prison should have repeat HCV RNA testing at 4 weeks post-treatment to
determine cure.
Universal access to HBV management should be available to all people in prison

12 | with chronic HBV infection, in alignment with community standards and international
guidelines.
For people who are newly incarcerated or transferred from another facility while on

13 | DAAs and/or HBV antiviral therapy in the community, treatment continuation should be C1
facilitated.

14 People released from prison while on DAAs should be provided with the remainder of D1
their treatment course at release.

15 People released from prison while on HBV antiviral therapy should be provided with a D1
sufficient supply at release.

16 | People with chronic viral hepatitis should be linked to community-based care at release.

17 For people who are on OAT during incarceration, continuity of OAT at release and linkage
to a community OAT prescriber should be facilitated.
Jurisdiction-wide electronic medical records should be implemented to ensure

18 | confidentiality and facilitate transfer of medical information within the prison system C1

and between prisons and community providers.

TABLE OF RECOMMENDATIONS



Prevention and
harm reduction

Education

Minority
populations
and special

considerations

Monitoring and
evaluation

# Recommendation ‘ GRADE |
19 High coverage HCV treatment should be implemented to promote a treatment-as-
prevention effect.
20 All people in prison who are on OAT in the community, or who request OAT and are
deemed eligible, should receive access to OAT within 24 hours of admission or request.
High coverage prison needle and syringe programs should be implemented, monitored,
21 . C1
evaluated, and refined as needed.
22 | Condoms and lubricants should be easily accessible to the entire prison population. D1
23 | Safetattooing programs should be implemented and evaluated. D1
o4 Opt-out HBV vaccination should be offered to anyone who does not demonstrate
evidence of immunity upon entry.
25 HAV vaccination should be offered to anyone in an outbreak setting who does not o1
demonstrate evidence of immunity.
26 Accelerated HBV vaccination protocols should be favoured over the standard schedules c1
for people in prison.
27 Whole of sector, prison-specific education programs for HBV and HCV should be 1
implemented.
The specific needs of women, transgender people, ethnic/racial minorities, people who
28 use drugs, men who have sex with men, and sex workers should be considered in viral C1
hepatitis care.
29 Monitoring of the prevalence and incidence of chronic viral HBV and HCV in prisons 1
should be undertaken at least as frequently as in the general population.
Monitoring and evaluation of the provision and uptake of viral hepatitis testing, treatment
30 | and prevention services in the prisons should be undertaken at least as frequently as in C1
the general population.
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POLICY

National health policies and plans play a key role in defining a country's vision, policy
directions, and strategies for ensuring the health of its population. Such policies provide a
framework for managing the complex range of issues needed to improve health outcomes,
including those related to the United Nations Sustainable Development Goals and to
national health priorities.*® International clinical practice guidelines recommend testing and
treatment of people in prison for HCV given the high burden of disease in this population,36-38
whereas guidelines for HAV and HBV have no such recommendations for the prison sector,
probably due to the lower prevalence, although evidence is still needed.3°-%2

Only a small minority of countries worldwide have national or jurisdictional policies in place
with specific recommendations for viral hepatitis service delivery in the prisons, and very
few countries have implementation plans for those policies and budgets allocated.**~#"
Consequently, hepatitis service delivery in prisons varies widely in scope and quality,

both between and within countries.*®4° With regard to HCV in particular, there is growing
recognition that without a well prioritized and systematic focus on hepatitis prevention,
testing, and treatment for people in prison, national and global efforts to reach elimination
by 2030 will not be achieved.?0:50-52

Without a well prioritized and
systematic focus on hepatitis
prevention, testing, and treatment
for people in prison, national and
global efforts to reach elimination
by 2030 will not be achieved

B e s o S T e A AT

POLICY



TESTING

The implementation of testing policies and strategies for HAV, HBV, and HCV in the prison
sector is critical to scale-up of treatment and to achieve WHO elimination targets. Prisons
and people in prison have been identified as priority settings and populations, respectively,
in WHO strategies for focused testing efforts.®"5 Prisons represent a setting where high-
risk and underserved populations can efficiently access testing. Testing in prisons can

be logistically challenging due to the high turnover of the population (both within prisons,
and between prisons and surrounding communities) and short incarceration durations.
Therefore, efficiencies and timeliness through the care cascade are critical.

Table 2: Viral hepatitis testing

Virus | Test Significance Indications
HAV
HAV IgM Acute infection Symptoms
HBV surface antibody (HBsAb) Immunity Upon entry
HBV HBV surface antigen (HBsAg) Chronic infection Upon entry
HBV core antibody (HBcAb) Prior exposure Upon entry

HCV antibody (HCV Ab)

Prior exposure

Upon entry (if no prior history of HCV infection)
Annually or upon request thereafter

HCV
HCV RNA

Active infection
(acute or chronic)

Upon entry (if prior history of HCV infection)

HDV HDV 1gG

Chronic infection

If HBsAg is positive

HAV: hepatitis A virus; HBV: hepatitis B virus; HCV: hepatitis C virus; HDV: hepatitis D virus; Ig: immunoglobulin

*See page 12 for indications

Viral hepatitis testing

The different tests for viral hepatitis, their
significance, and indications are listed

in Table 2. All individuals with acute or
chronic viral hepatitis should undergo liver
function tests.#?

Viral hepatitis testing strategies

The optimal timepoint for testing is on
admission to prison, which is typically
defined as within 24 hours of entry,

based on studies of HIV in the prison
population.5* There are several approaches
to prison-based screening for viral
hepatitis on admission. The first is ‘risk-
based screening’, whereby an individual is
tested only after being identified as having
risk factors for viral hepatitis elicited

by a healthcare worker. While thisis a
common screening approach in prisons,

it is potentially marred by key issues that
hinder its effectiveness in engaging all
those in need of testing. For HCV and
HBYV, this most commonly relates to a
need to disclose sensitive information
such as a history of injection drug use,
which can contribute to low uptake of
testing in prison due to the potential for
stigma and discrimination.®>=%" Further, as
imprisonment is an independent risk factor
for BBV infections,®® all people in prison,
not only those with disclosed risk factors,
should be offered testing. The second

is ‘universal opt-in screening’, where all
individuals are offered testing on entry to
prison and choose whether they would like
to undergo testing or not. This approach
is associated with variable uptake in
prison, but also poses a substantial risk
of underdiagnosis.5® The third is ‘universal
opt-out screening’, where all individuals

GLOBAL GUIDELINES FOR VIRAL HEPATITIS SERVICE DELIVERY IN PRISONS
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undergo testing upon entry to prison

unless they explicitly decline. With this
approach, it is important that all individuals
are properly informed of their right to
decline testing. This screening approach is
effective at achieving high testing uptake,®-
62 js acceptable to people in prison,3-%% is
reported to reduce inequity of testing,56:66
and is cost-effective.®” Universal opt-out
testing upon entry has been shown to be
more effective than opt-in or risk-based
screening.5%57 Although the evidence is
more robust for HCV than HBV, it points
towards ‘universal opt-out’ testing as the
favoured approach for both HCV and HBV
screening in prisons given its potential

to maximise testing numbers and case
detection. Individuals with chronic HBV
should be screened for hepatitis D (HDV)

virus (Table 2).

Given the high prevalence of lifetime
immunity against HAV in low- and middle-
income countries in particular, and the
typically low HAV prevalence in high-
income countries,®® opt-out testing upon
entry for HAV should be adopted across all
prisons for all newly incarcerated people
who are at high-risk for HAV infection

or severe disease. These include: men

who have sex with men, people who use
injection or non-injection drugs, people
who have occupations risk for infection
(e.g. food handlers), people experiencing
homelessness, and people with HIV or with
chronic liver disease, including chronic
HBV and HCV infection.®o"

Viral hepatitis testing modalities

Traditional testing modalities for viral
hepatitis involve sample collection via
venipuncture — typically collected on-site
in prison. Samples are usually sent to an
external laboratory for analysis. The main
advantage of venipuncture-based testing
is the possibility to order multiple tests

at once (e.g., integrated BBV and sexually
transmitted infection testing). However,
due to the need for specimen transfer to
an off-site laboratory, turnaround times
for test results can be up to several
weeks, delaying or preventing treatment
uptake in prison due to the likelihood

of transfer or release.*® Where testing

occurs via traditional venipuncture-
based methods, reflex testing should be
considered. With reflex testing, in case
of HBV surface antigen positivity, the
sample is automatically tested for HBV
DNA, HBV e-antigen, HDV antibody, and
HDV RNA; similarly, positive samples for
HCV antibody are automatically tested
for HCV RNA.2 This reduces the need for
repeated blood draws, ordering of tests,
and waiting for results, all of which act
as barriers to care engagement. However,
costs associated with collecting an extra
vial of blood (needed for reflex testing)
and the willingness of laboratories to
store samples and undertake sequential
testing should be considered, especially in
resource-limited settings.

Recent advances in diagnostics by

way of point-of-care (PoC) tests have
revolutionized testing for BBVs. PoC tests
offer simple sample collection methods
(whole blood finger-prick or saliva versus
venous blood draw), reduced time to
result (between 1-60 minutes), and the
possibility for sample collection in non-
clinical settings.”™ Several PoC tests have
high sensitivity and specificity, comparable
to laboratory testing.” The availability of
PoC testing is of particular relevance to
prisons given the need for efficiencies with
testing approaches, rapid availability of
results and provision of diagnosis, followed
by linkage to care for treatment. Further,
PoC testing is an attractive alternative to
venous blood sampling among people
who inject drugs in whom venous access
may be difficult.”® Several interventions
that incorporate PoC testing for BBVs

have demonstrated increased testing

and treatment uptake, reduced time to
treatment initiation, high acceptability, and
cost-effectiveness in prisons.*

Another testing modality with particular
relevance in prisons is dried blood

spot (DBS) testing. DBS testing has the
benefits of a simplified sample collection
(whole-blood finger-prick sample) and
the possibility for multiplex BBV testing;”®
however, samples still require processing
at off-site laboratories leading to delayed
time-to-result. While one study found

no impact of DBS testing on increasing

TESTING



diagnoses in prisons,’”” others have
demonstrated the feasibility of DBS testing
in improving testing and treatment uptake
in prisons.’>"8

Given rapid testing pathways are critical

in prison settings, simplified testing and
diagnostic pathways including PoC testing
should be prioritised where possible.” It is
important to note that the licensing of PoC
and DBS tests for diagnostic use varies by
test and country, with some remaining for
research use only in status. Furthermore,
costs remain an important consideration
as these tests are classically several-

fold more expensive when compared

to venipuncture, and are an important
consideration in both resource-limited as
well as high-income countries.®"&

Repeat testing for viral hepatitis

Although the optimal timepoint for testing
is upon entry to prison, surveillance via
regular testing during incarceration is
also important, in particular for HCV
among individuals with ongoing exposure
to risk behaviours (e.g. sharing unsterile
injecting or tattooing equipment, fights
involving blood, etc.) to detect incident

or re-infections. There is no literature

to determine the optimal frequency of
re-testing for HCV during incarceration
but at least one annual screening is
recommended for all people who inject
drugs in the community.?" In the United
Kingdom, a three-monthly re-testing
approach is employed for people

with ongoing risk factors in prisons
(personal communication, Sean Cox),
whereas in Australia, annual re-testing is
recommended.®®

In prisons with a high HCV prevalence,
mass testing or ‘High Intensity Test and
Treat (HITT)' campaigns, where the

entire prison population is tested en

masse during a designated period of time
(typically over days-weeks), may also

play arole in case detection. Pilot studies
suggest that such testing campaigns result
in high testing and treatment uptake®83
and are cost-effective.®* HITT campaigns
should supplement, rather than replace,
routine testing on admission. The incidence
of HBV in prisons is low and, where HBV
vaccination coverage is high, repeat testing
for HBV is unlikely to be required. Similarly,
for HAV, given the high rates of immunity,

in particular in low- and middle-income
countries, and the typically low prevalence
and incidence in high-income countries,
repeat testing for HAV is not recommended.

Peer involvement in promoting
testing

In addition to nurses, peers

(defined as individuals with lived
experiences of incarceration and/or viral
hepatitis) can play an important role in
supporting engagement with viral hepatitis
testing. Peers can promote participation,
offer education, and accompany

patients to health care visits, as well

as perform testing, all while ensuring a
non-stigmatising environment. Prison-
based interventions involving peers have
been demonstrated to improve HBV and
HCV testing uptake and subsequent
engagement in the care cascades®%#526 and
are a cost-effective strategy for prisons.®’
Furthermore, the recent availability of WHO
prequalified HCV self-tests, specifically
designed for use by lay users (which

may include peers), enables low- and
middle-income countries to have safe and
affordable self-testing options.® As such,
peers should be involved in supporting
testing, where available.

Simplified testing and diagnostic
pathways including PoC testing
should be prioritised

GLOBAL GUIDELINES FOR VIRAL HEPATITIS SERVICE DELIVERY IN PRISONS



TREATMENT

The advent of direct-acting antivirals (DAAs) has revolutionized the clinical management
of HCV, offering cure rates surpassing 95%.5° Provision of DAAs in prisons has been shown
to be effective.®® Several prison-based studies have demonstrated high treatment uptake of
DAAs among those diagnosed with HCV,5°°1-9 particularly when delivered in a streamlined
model of care. DAAs are also considered highly acceptable among people in prison®4°5 and
scale-up of DAAs in prisons is generally supported by key stakeholders.?%°” Furthermore,
given the high cure rates, treating people for HCV can also prevent forward transmissions
and lead to lower HCV incidence.®® In alighment with community standards and international
guidelines,?® people in prison with chronic HCV should receive access to DAAs equivalent
to that available outside carceral settings. While this is in keeping with the Nelson Mandela
Rules, many countries continue to have limited access to DAAs due to limited funding
(most of whom rely on the Global Fund), meaning that a small fraction of those in need are
accessing treatment.

Minimizing time to treatment initiation

Underpinning HCV treatment protocols is a minimum work-up to expedite treatment

uptake and to minimize loss to follow-up. This work-up includes confirmation of chronic
infection via HCV RNA testing, assessment for HIV/HBV co-infection, serum biomarker- or
fibro-elastography-based assessment of liver fibrosis, and a review of potential drug-drug
interactions and prior DAA treatment history. With the availability of pan-genotypic DAAs,
HCV genotype testing is no longer required before treatment initiation as it will unlikely
alter treatment recommendations.’ A recent prison-based study demonstrated that the
AST-to-platelet ratio index (APRI) and Fibrosis-4 (FIB-4) scores reliably excluded cirrhosis
(with APRI and FIB-4 cut-offs of 1.0 and 1.45, respectively), thereby minimizing the need for
transient elastography.’®' These findings further contribute to simplified cascades of care,
whereby transient elastography would be considered unnecessary for the majority of people
in prison.

TREATMENT



Simplifying and streamlining the pre-
treatment clinical evaluation and workup
within a single visit has been shown

to be associated with high treatment
uptake in prison and high levels of
acceptability among people in prison.5965102
Decentralisation and integration of
testing, care, and treatment in prisons
(to minimize the need for people in
prison to be transferred to community
hospitals for specialized care) has been

shown to be effective’® Given short
incarceration durations and
challenges with movements

in prison systems, ensuring
individuals can initiate treatment
immediately after diagnosis is
critical. Therefore, evaluation and
initiation of DAAs should be done
in the shortest time - within a
single visit - where possible.™*

Recommended DAAs in prison

In keeping with HCV international
guidelines (EASL®® and AASLD?), first-

line DAAs sofosbuvir/velpatasvir or
glecaprevir/pibrentasvir are recommended
for treatment-naive individuals with
compensated liver disease in prison. In
cases of non-response due to virological
relapse, sofosbuvir/velpatasvir/voxilaprevir

is recommended for people with
compensated liver disease. Individuals
with acute HCV infection should be
initiated on DAAs without delay to minimize
onward transmission or loss to follow-up.'
Individuals with decompensated

cirrhosis, hepatocellular carcinoma,

HBV co-infection, complex drug-drug
interactions,'°®1%” and/or two previous
relapses should be linked to specialist care
prior to treatment initiation.'%®

Several models of care, focused on
decentralized care and task-shifting
away from specialist physicians have
been shown to be highly effective and
acceptable for HCV care delivery in
prisons.'® International data demonstrate
that nurse-led prison-based HCV
management, with limited specialist
input, is effective.®3199"° Primary care-led
models of care, which may include nurse
practitioners or general practitioners
should therefore be an integral part of
HCV care in prison, supported if necessary
by remote telehealth’""“ to facilitate

the assistance of specialists such as
gastroenterologists/hepatologists or
infectious diseases physicians.'® Where
there are concerns regarding adherence,
directly observed therapy should be
prioritized."®

Several models of care, focused on
decentralized care and task-shifting

away from specialist physicians have

been shown to be highly effective and
acceptable for HCV care delivery in prisons

GLOBAL GUIDELINES FOR VIRAL HEPATITIS SERVICE DELIVERY IN PRISONS
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Given its high positive predictive value for
SVR12 (>99%), repeat HCV RNA testing
should be undertaken at four weeks
post-treatment (SVR4) in prisons globally

On-treatment monitoring Retreatment

Global data from individuals undergoing Re-infection rates, where studied, have

treatment for chronic HCV suggested that
a minimal monitoring (MINMON) approach
was not only safe, but achieved sustained

been shown to be high in prison due to
limited harm reduction services and
ongoing high-risk behaviours among

virologic response at a rate comparable
to that with standard monitoring."® Given
the findings of this study, simplified HCV
treatment approaches (for example, no
scheduled visits or laboratory monitoring
while on treatment) are recommended
for HCV treatment-naive adults without
cirrhosis and for HCV treatment-naive
adults with compensated cirrhosis,*®

an approach that likely holds similar
applicability in carceral settings.

people who inject drugs in prison.'23-126
In the absence of high coverage OAT
and prison NSPs, as is the case in most
countries globally, enhancing post-
treatment surveillance and ensuring
unrestricted access to retreatment are
essential for HCV elimination to occur

in prison. HCV international guidelines
(EASL?® and AASLD?®") should be used to
guide healthcare providers for retreatment
options, in alignment with community

A critical component of the treatment standards.

trajectory is confirmation of cure, defined
as sustained virologic response or SVR.
Whereas current international guidelines
recommend repeat HCV RNA testing 12
weeks post-treatment (SVR12),""" there are
important logistical challenges that exist
in prison (e.g., short sentence durations,
unpredictable releases or transfers,

etc.) that underscore the importance of
documenting cure as soon as possible.
Given its high positive predictive value for
SVR12 (>99%),""8"2 repeat HCV RNA testing
should be undertaken at four weeks post-

treatment (SVR4) in prisons globally.

HBV and HDV

In contrast to HCV, there is no evidence

to guide the management of HBV and

HDV in prisons. We therefore recommend
universal access to HBV/HDV management
for people in prison, in alignment with
community standards and international
guidelines. 42127130

Finally, individuals with cirrhosis should
receive lifelong hepatocellular carcinoma
screening and portal hypertension
screening and management as per current
guidelines, even if ultrasonography is not
available in the carceral setting.'06-108.122

Reinfection should not be a

barrier to retreatment

TREATMENT



CONTINUITY OF CARE

Treatment continuity

Treatment for HCV in prison is highly
effective for those who spend enough
time incarcerated to complete their
treatment course. For people diagnosed
with HCV in prison, length of stay has
been found to be strongly associated with
the opportunity to link to care, with those
who are incarcerated for longer periods
having an increased chance of being

seen by an HCV provider than those with
shorter incarceration periods.”®' Prison-
based HCV treatment achieves similar
outcomes to community-based treatment
(see Treatment section); however, data are
limited on outcomes for those who are
released or transferred while on treatment.
In the pre-DAA era, positive treatment
outcomes were negatively associated with
transfer or release during treatment.'2

In the DAA era, while outcomes appear

to be better, patients who completed
treatment in prison were still more likely
to achieve SVR compared to those who
were released on treatment.’®® While the
cascade through incarceration is often
unpredictable, HCV treatment can be
effectively provided to people in prison and
has been found to be cost-effective.'09134135
For individuals who are incarcerated while
on viral hepatitis treatment, continuation
should be facilitated in a timely manner

to avoid treatment interruptions and
discontinuations.’3

In some countries, people in prison

who are on DAAs but who have not yet
completed treatment are provided with
the remainder of their treatment course on
release. The effectiveness of this strategy
was established in the context of HIV,
where provision of a limited/sufficient
supply of antiretroviral therapy to people
on release from prison was associated
with high probability of linkage to care.'®®
Although not widely utilized in prisons
globally, this strategy has the potential to
similarly facilitate or encourage continuity
of treatment for both HBV and HCV post-
release, ideally in combination with linkage
to community-based care.

Linkage to
community-based care

Data are limited on effective strategies to
promote continuity of care on release.’”
Linkage to community-based care is crucial
to ensure people living with chronic HBV or
HCV remain engaged with care following
release from prison. Linkage to community-
based care should be prioritized regardless
of whether treatment was initiated

during incarceration or not. Although
understudied, implementation challenges
and barriers to care for HBV are anticipated
to be similar to those associated with
HCV."*8 Similarly, people who are identified
in prison as susceptible to HAV or HBV and
in need of vaccination should be linked to
care on release.™

Several barriers complicate linkage to
community-based care following release
from prison, such as unstable housing,
poor social support, experience of
stigma and discrimination in healthcare
settings, and return to or continuation

of substance use.***' Adequate
discharge planning, case
management, facilitated referral
and appointment scheduling,
social support, having an
existing primary care provider,
and receipt of OAT are known
facilitators for continuity of

care post-release.’138142 This has
been evidenced in the HIV literature,
where holistic HIV-focused models

that include discharge planners or care
navigators enhance continuity of care
after incarceration.® Such programs

can be leveraged to facilitate connection
to community care including primary
care, substance use treatment, and
providers who can initiate or continue
antiviral treatment and assess SVR after
HCV treatment following release. These
programs tend to be most effective when
they include dedicated care navigators,'#4145
with peer support from people with lived
experience being particularly effective for
supporting linkage to community-based
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HCV care,”*® which is in keeping with a
recent WHO recommendation to support
the engagement of key populations in viral
hepatitis care.®"

Linkage to OAT providers also plays an
important role in ensuring continuity

of care upon release.'**"'5% In the post-
release period, OAT provision can improve
personal health outcomes, such as
overdose reduction, as well as public
health outcomes, such as the prevention
of BBV transmission. The importance of
retention on OAT after release from prison
is underscored by higher rates of primary
health care use and medication dispensing
among people with complete or partial
OAT use post-release,’®*'*° suggesting

that access to OAT post-release may

have a collateral benefit in supporting
broader health service utilization, including
engagement in HCV care and higher
uptake of HAV and HBV vaccination.'®®
Additionally, continuity of OAT should be
facilitated for those who are incarcerated
while on OAT (i.e. engaged in community-
based programs), ideally within 24 hours of
admission into prison.

Strengthening carceral-
community collaborations

In the high-volume, quick-turnover remand
settings, cooperation between prison
and community healthcare providers is

necessary to support continuity of care
for patients. For example, if a person is
released from prison before receiving
test results, close collaboration of prison
and community health care systems to
follow-up on the test results and promote
engagement and retention in care.’’
Inclusion of prisons in jurisdiction®-wide
electronic medical records helps ensure
privacy and facilitates the transfer of
medical information for those who are
released and transferred, although such
arrangements are rare.'®®15815 Strategic
and comprehensive follow-up procedures
including frequent scheduled interactions
with patients and their secondary contacts
can improve retention and potentially
minimize loss to follow up.’®® These
community entities may be essential for
ensuring those released prior to receiving
their test results are provided with the
results in the community; initiating or
continuing antiviral therapy; assessing
and confirming cure; as well as providing
counseling, substance use treatment, and
other supports. Finally, although less is
known about HCV incident or re-infection
rates following release from prison,'®®
close monitoring by community providers,
with repeat testing as needed, and above
all, access to a comprehensive package
of harm reduction services, will help
contribute to viral elimination efforts.

Cooperation between prison

and community healthcare
providers is necessary to support
continuity of care for patients

5Only a minority of prison systems globally are run by a national authority — most are run by state, regional or
local authorities, hence the term ‘jurisdiction’ is used in this document to encompass these varied corrections
organizational structures.

CONTINUITY OF CARE



Risk-taking in prisons is
extraordinarily high with
increased sharing of scarce
injecting equipment, underscoring
the need for high coverage harm
reduction interventions

PREVENTION AND HARM REDUCTION

The prevention of viral hepatitis transmission is an essential component of prison health
care and WHO global elimination goals. The transmission of HBV and HCV in prisons
occurs primarily through sharing of unsterile injection equipment and tattooing, both of
which can be prevented with OAT, prison needle and syringe programs (PNSPs), and safe
tattooing programs. While global heterogeneity creates uncertainty around estimates of
the prevalence and patterns of injection drug use in prisons,'®" a growing body of evidence
points to the continuation of injection drug use among many people in prison,’¢'-®4 and

its association with HCV infection and post-treatment re-infection.%81%5-1” While some
people reduce or cease injection drug use altogether due to decreased access and/or the
increased costs of drugs in prison,'®® others begin injecting for the first time.’®® Irrespective
of the frequency of within prison injection drug use, risk -taking is extraordinarily high
with increased rates of sharing of scarce injecting equipment, driving transmission of
BBVs, underscoring the need for high coverage and comprehensive harm reduction
interventions.16154166.170

Harm reduction services for people who inject drugs are more readily available in the
community compared to prisons despite a global commitment to the fundamental principle
of equivalence of health care.®?°'"" A systematic review of 190 countries found that, while

the global coverage of OAT and NSPs for people who inject drugs in most countries remains

low, there were particularly notable disparities in the availability of PNSPs (92 countries
offer community-based programs vs. nine that offer prison-based programs).'”> Moreover,
of the 11 countries classified as having high needle and syringe coverage in the community,
only one had implemented PNSPs."”® Holding UN member states accountable to the
Mandela Rules by ensuring equivalence of harm reduction services is a priority for viral
hepatitis elimination in prisons.
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Treatment as prevention

Initially proposed in the context of
combination antiretroviral therapy for
HIV,'™ treatment-as-prevention (TasP)
involves population-wide scale-up of
effective treatment as a tool for limiting
transmission in a particular setting. A
recent landmark study conducted in four

Australian prisons (the SToP-C study)
demonstrated a 48% reduction in
HCV incidence with the scale-up
of DAAs, establishing TasP as an
effective and feasible prevention

tool in prisons.® Modelling studies
have similarly demonstrated the prevention
benefits of scaling up DAAs in prisons.'7517®
However, valid concerns exist about the
potential futility of DAAs in a context of
high rates of risky behaviours and ongoing
transmissions, in addition to limited access
to harm reduction services. This, too,

was observed in the SToP-C study where
the effect of TasP on the incidence of
re-infection was much lower among those
who reported recent injection drug use and
needle/syringe sharing.'?* This suggests,
that while TasP is effective, high coverage
OAT and PNSP, in combination with the
scale-up of DAAs, is essential to mitigate
HCV transmission in prisons and is key

to HCV elimination. This, too, has been
demonstrated in modelling studies.’s*"""
Finally, HCV treatment scale-up has been
shown to be cost-effective, an important
consideration globally."®'7°

The hepatitis C
incidence declined by

48%

Opioid agonist therapy

OAT is recommended by the WHO and the
United Nations Office on Drugs and Crime
(UNODC) as one of 25 essential elements
of a viral hepatitis prevention strategy in
prisons.’® As has been adopted by many
countries, all people who are on OAT in the
community, or who request OAT in prison
and are deemed eligible within service
provision guidelines, should receive access
to OAT within 24 hours of admission or
request, respectively. The benefits from
the provision of OAT in prisons include
reduced frequency of injection drug use
and decreased needle and syringe sharing
among people who inject drugs.’8-183
Although a 2022 systematic review found
insufficient evidence that OAT reduces
HCV transmission in prison,'® several
confounders such as timeliness of OAT
access, sub-therapeutic dosing, and
higher risk behaviours among OAT users
may have contributed to the evidence
quality. Importantly, the benefits of OAT
extend beyond incarceration as OAT use
during incarceration has been found to

be associated with increased likelihood

of continuity of OAT at release, lower
mortality rates from fatal overdoses

While TasP is effective, high coverage
OAT and PNSP, in combination with
the scale-up of DAAs, is essential to
mitigate HCV transmission in prisons
and is key to HCV elimination
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OAT reduces the frequency of
injection drug use and decreases
needle and syringe sharing among
people who inject drugs

(especially in the post-release period),
and lower re-incarceration rates.'55185186
OAT is available in at least one prison in
59 countries worldwide.?%'8” Methadone
has traditionally been the most commonly
prescribed OAT, but sublingual or
subcutaneous/injectable buprenorphine
is becoming more widely available. Data
regarding OAT coverage in prisons is
lacking, but even in high-income countries
such as Australia,’® coverage is well below
the WHO high coverage indicator of >40
people per 100 opioid-dependent people
who have injected drugs in the last 12
months.'®® Countries, including Canada,®®
have struggled to ensure timely access

to OAT in prison due to a lack of available
prescribers.

There are also logistical challenges

with ensuring continuity of OAT for

people transferred between prisons

or released into the community,

with frequent interruptions and
discontinuations reported.’ Studies on
long-acting injectable buprenorphine

have demonstrated comparable safety
and efficacy profiles to other OAT
formulations™''92 with the added advantage
of being the least costly OAT option.'®®
Injectable buprenorphine is attractive

for prisons due to both the reduced
potential for diversion and less frequent
dosing requirements (typically, monthly
administrations), as well as decreased
administrative and clinical burden, and
improved treatment continuity for patients
who may be released or transferred at
short notice. Furthermore, injectable
buprenorphine has been shown to be
associated with increased retention on OAT
post-release when compared to sublingual
buprenorphine,’* supporting the wider

use of long-acting buprenorphine as the

OAT treatment of choice in prison and

in the community on release. As patient
preferences may differ,'*® a range of OAT
options should be made available to people
in prison.

Prison needle and syringe
programs

Needle and syringe programs are also
recommended by WHO and UNODC as
one of 25 essential elements of a viral
hepatitis prevention strategy in prisons.'s

Needle and syringe programs
are evidence-based practices
that reduce the transmission
of BBVs in the community, and
are particularly effective when
implemented in combination
with OAT for people who are

opioid dependent.® The benefits
from the provision of PNSPs include
reduced frequency of injection drug use
and decreased needle and syringe sharing
and reutilisation among people who inject
drugs.’®® Secondary benefits include
increased health-seeking behaviours
(including increased BBV testing and
treatment) and referrals to drug treatment
programs, and decreased overdose-related
deaths.’8%'87 Despite being a major concern,
to date, there has been no evidence of
increased occupational risk to correctional
employees through needlestick injuries

or institutional violence where PNSPs
operate.’® There has also been no evidence
that the provision of needles and syringes
alters drug markets or increases the
prevalence of injection drug use in prisons.
A recent systematic review found that
PNSPs may contribute to the prevention

of HBV and HCV transmission in prison,
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but the quality of evidence relied on a
small number of poorly designed studies,
making it challenging to draw meaningful
conclusions.’?”

Globally, only nine countries offer PNSPs in
at least one of their prisons.?® PNSP service
delivery models vary considerably, but
those with greater coverage are typically
low threshold and offer non-stigmatizing
models that preserve users’ confidentiality
and provide a diversity of distribution
points. Data regarding PNSP coverage is
lacking, but even in Spain, where PNSPs
are available in all prisons,'®® service
coverage was reported as being well
below the WHO high coverage indicator

of >300 syringes per year per person who
injects drugs.’®® The implementation of
PNSPs requires careful coordination

and planning, with the engagement of
multi-level stakeholders to ensure buy-in
and widespread engagement from the
outset.??? In countries where PNSPs are
used suboptimally, or where they have

not been sustained due to ineffective
implementation, an understanding of the
barriers and facilitators to scaling-up
PNSPs among diverse stakeholders is
warranted to help inform improved program
implementation and refinement.20"-207
More broadly, the implementation of
PNSPs should also be accompanied by
rigorous process and outcome evaluations
to contribute both to the international
evidence base and support the
maintenance and expansion of programs
globally.?°8

Condoms and lubricants

Condoms and lubricants are also
recommended by WHO and UNODC as one
of 25 essential elements of an HIV, viral
hepatitis, and STI prevention strategy in
prisons.’® In an Australian modelling study,
condoms reduced the annual incidence

of HBV by 71% (estimated n=5 cases), an
effect size that was small due to the low
prevalence of HBV in Australian prisons.?®
No real-world prison-based study has

ever been conducted to demonstrate the
prevention effectiveness of condoms in
reducing HAV or HCV transmission. That
said, condoms have been shown to reduce
heterosexual transmission of HBV and
HCV, and transmission of HAV, HBV, and
HCV among gay, bisexual, and men who
have sex with men in the community,?'°
and should therefore be made readily
accessible to the entire population of
people in prison.

Safe tattooing programs

There is a high prevalence of tattooing in
prisons,?"" most of which occurs using
unsterile and homemade equipment.
Unsafe tattooing practices are associated
with transmission of HBV and HCV. A
systematic review of 124 studies found that
tattooing was associated with a 2.56 higher
odds (95% Cl: 1.97-3.32) of HCV infection

in prisons.?'? Similarly, a systematic review
of 31 studies found that tattooing was
associated with a 1.30 higher odds (95%

Cl: 1.01-1.66) of HBV infection in prisons.?'
Despite the increased risk, safe tattooing
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programs are exceedingly rare in prison
settings. While Canada had a program in
six federal prisons from 2005-2006, the
program was discontinued due to high
maintenance costs.?'* Currently, prison
tattooing programs exist only in one prison
in Luxembourg, implemented in 2017
with the leadership of prison nurses.?"

In this program, tattoos are administered
in dedicated rooms by trained peers and
supervised by nurses.??® There is no
direct evidence regarding the prevention
effectiveness of safe tattooing programs
for reducing HBV and HCV transmissions
in prisons. Given the high prevalence of
tattooing in prisons (up to 60%),2"" and the
increased associated risks of HBV and
HCV transmission as well as bacterial
infection harms, safe tattooing programs
are recommended.

Disinfectants

Many prisons globally currently provide
people in prison with bleach (or a
quaternary amine disinfectant) to clean
used needles and syringes and tattooing/
body piercing equipment. Bleach is not
recommended by any international agency
(WHO or UNODC) as an essential element
of a viral hepatitis prevention strategy

in prisons.'® Bleach is commonly and
erroneously referred to as a key harm
reduction practice in prisons;?°> however,
it is not considered sufficient for the
inactivation of HBV or HCV inside a used
syringe, particularly in prisons where

N,

IDELINE

injection drug use can occur under rushed
or clandestine circumstances, leaving
insufficient time to adhere to syringe-
disinfecting protocols.'¥2216-2'¢ Bleach

is rarely, if ever, distributed by harm
reduction programs in the community and
a systematic review and meta-analysis

of interventions to prevent HCV infection
in people who inject drugs concluded

that there is no evidence that the use of
bleach is effective in reducing the risk of
HCV transmission.'®? Similarly, there is no
evidence that the use of bleach is effective
in reducing HBV transmission as little is
known about the inactivation of HBV by
bleach.?® Best practice dictates the use of
sterile injection equipment instead of the
provision of bleach.

Vaccination and post-exposure
prophylaxis

Preventing primary infection by vaccination
is possible for HAV and HBV, and is
recommended as one of 25 essential
elements of a viral hepatitis prevention
strategy in prisons.'’® Prisons are
important settings for reaching people with
risk factors for HAV and HBV infection and
can also be venues where transmission
occurs.??® A 2020 systematic review

found that vaccination coverage for HBV
(range 16-82%) was lower than HAV (91-
96%) among people in prison, although

the number of included studies was low,
compromising the accuracy of this data.?®
However, global estimates are challenging

ELIVERY
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given heterogeneous vaccination policies,
absent or under-utilized testing protocols
to determine immunity, and under-
reporting.??'

While opt-out HBV vaccination should
be offered to anyone who does not
demonstrate evidence of immunity upon
entry to prison, HAV vaccination should
be restricted to individuals who are at
high-risk for HAV infection or severe

disease and without evidence of immunity.

High-risk individuals are defined as men
who have sex with men, people who use
injection or non-injection drugs, people
who have occupations risk for infection
(e.g. food handlers), people experiencing
homelessness, and people with HIV

or with chronic liver disease, including
chronic HBV and HCV infection.®®™"
However, all unvaccinated people should
be offered HAV vaccination if there is an
HAV outbreak in the prison where they are
living or in the surrounding community.”
A few studies have investigated the
feasibility of accelerated HAV and HBV
vaccination protocols among people

in prison to improve coverage. These
studies have shown that completion

rates are significantly higher among

those undergoing accelerated vaccine
series with comparable evidence of
seroprotection.??2-22¢ However, the number
and timing of doses in the accelerated
series for HBV have varied; for example, at
0, 1, 4, and 8 weeks in Iran??* and 0 and 3
weeks in Italy,??? with or without the need
for additional boosters. Studies evaluating
accelerated HAV vaccine series among
people in prison are rare,?2 underscoring
the need for additional research. However,
HAV vaccination may be less relevant
given the higher prevalence of background
immunity.

Finally, post-exposure prophylaxis
following exposure to HBV (for example,
following a needlestick injury or after
sharing unsterile injection equipment)
among those who are non-immune is
recommended as one of 25 essential
elements of a viral hepatitis prevention
strategy in prisons."® The combination of
HBV immunoglobulin and vaccination is
recommended as soon as possible, and up
to 7-14 days after an event.

Naloxone

While not specific to the prevention

of viral hepatitis, best practice prison
harm reduction recommendations

should include the provision of naloxone
during incarceration and at prison
release. Providing naloxone is one of the
most effective strategies for reducing
opioid overdose deaths,??572?" and has
demonstrated efficacy when provided

to people upon release from prison.??®
Moreover, take-home naloxone programs
have been shown to be acceptable among
people in prison,??° and have not been
found to be associated with an increase in
injecting frequency.??®* WHO recommends
naloxone be made available to people
likely to experience or witness an overdose,
and makes particular reference to people
leaving prison due to high rates of opioid
overdose in the weeks after release.?®!
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Education should address cultural
appropriateness, inclusivity, gender
sensitivity, low literacy, and be tailored
to the unique dynamics of the setting,
while aiming to go beyond raising
awareness to evoking behaviour change

EDUCATION

Education is recognised by WHO as an important strategy for supporting key populations in
understanding their health, health risks, and available viral hepatitis services.3' Suboptimal
engagement with prison-based hepatitis services is in part attributed to individual-level
barriers such as limited knowledge and literacy, negative attitudes, and diminished health
care seeking abilities.**'3%.232 Education has the potential to play an important role

in overcoming these obstacles and cultivating a supportive environment which is conducive

to active participation in prison-based hepatitis services and overall care. However,
education is not consistently provided or available in prisons globally.

Significant gaps in viral hepatitis
knowledge and stigma and discrimination
exist among people in prison,558594:95232-234
as well as custodial staff,°>235-237 and
prison-based healthcare workers.?>238
Given the important role each of these
populations has in promoting and
supporting the healthcare of people

in prison, there are clear benefits to
educating not only people in prison, but
all correctional and health employees —
employing a ‘whole-of-prison’ approach
to education.’>2%° Considering the diverse
demographics within prisons and the
necessity for content that resonates with
different prison populations, education
should address cultural appropriateness,
inclusivity, gender sensitivity, low literacy,
and be tailored to the unique dynamics

of the setting, while aiming to go beyond
raising awareness to evoking behaviour
change.®

The evidence-base for the effectiveness
of education in enhancing health
outcomes and engagement with services
for viral hepatitis is limited but growing.
A prison-based education program for
HBV, which targeted people in prison,
custodial staff, and healthcare workers
resulted in high uptake of HBV screening
and vaccination among people in an
Italian prison.®? The New Mexico Peer
Education Program, a prison-based peer
education program for HCV, showed

an improvement in knowledge of HCV
infection, and of prevention strategies
among people in prison, although it

had limited effectiveness in improving
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willingness to engage with HCV services.?*?
The HepPEd Program is a comprehensive
public health literacy, prison-focussed,
HCV education program in Australia
targeting people in prison, custodial staff,
and healthcare workers, with an overall
goal to enhance engagement with HCV
services in prison.’® A research evaluation
of the impact of the HepPEd Program on
HCV testing and treatment rates in prison
is currently underway. However, such
programs are scarce and there is a need
for wider implementation of successful
and comprehensive education programs

in prisons globally. A systematic review

of HBV and HCV education interventions
found that provision of education improved
disease knowledge and engagement across
all stages of the hepatitis care cascade
among key populations (namely, people
living with viral hepatitis and people

who inject drugs) in community-based
substance use treatment facilities and
specialist clinics.?*' While not focussed

on prisons, the review revealed the
effectiveness of education in enhancing
engagement with health services in similar
high-risk and high-prevalence settings.
HAV is rarely covered in viral hepatitis
education and there is no literature on this
topic; however, its importance should not
g0 unrecognised.

It is well known that peers are an
effective®>?#? and cost-effective strategy
for education delivery and information
sharing in prisons®” because of their ability
to create trustworthy and non-stigmatising
connections. As such, peers should be
involved in the provision of education
wherever possible. Nevertheless, education
and counselling from healthcare workers
has also been associated with high rates
of uptake of testing and vaccination,?*? and
so should be routinely integrated into all
health interactions.’®® To maximise uptake,
healthcare workers and peers should work
together to deliver education in a non-
judgemental manner. This highlights the
importance of patient-centred healthcare
worker training that addresses the unique
barriers at each step of the viral care
cascade. Interestingly, mathematical
modelling has also suggested that
educational campaigns targeting HCV
transmission could be effective in limiting
the sharing of injection equipment among
people who inject drugs in prisons,
potentially resulting in a reduction in HCV
prevalence.??
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Additional research is needed to
understand the diverse needs and
considerations of minority populations
in prison such that viral hepatitis
prevention, testing, and treatment
services can be appropriately tailored

MINORITY POPULATIONS AND SPECIAL

CONSIDERATIONS

Minority populations including women,
transgender people, people belonging to
racial/ethnic minorities, people who use
drugs, men who have sex with men, and
sex workers often have a higher prevalence
of viral hepatitis in comparison to the
general prison population, highlighting the
specific considerations needed for these
populations to appropriately respond to
their needs.?** Prevention programs for
key populations have been shown to be
effective, although significant gaps in the
evidence-base regarding viral hepatitis
transmission amongst these minority
populations, particularly among men

who have sex with men, sex workers, and
transgender people in prisons remain.?*4
These populations are often prone to
stigmatization and discrimination, which
is augmented in prisons, highlighting the
need for health information confidentiality.
Testing, treatment, and harm reduction
services, while particularly relevant to
these populations, should be offered
universally; individuals may not readily
identify themselves as a member of a
minority population as this may lead to
greater stigmatisation and discrimination.

For female prisons, a more tailored

approach to hepatitis services should be
offered to ensure parity; that is, a gender
perspective is necessary when designing

viral hepatitis interventions.?** Women

in prison have distinctive needs (such as
during menstruation and menopause,
pregnancy, and breastfeeding) and
providing for such needs is enshrined in the
Bangkok Rules to ensure gender equality.?#®
Incarceration, drug use, and sexual risk

are interlinked for females, making this
population a particularly high risk group for
HBV and HCV infection.?*’-24 For females
who are pregnant while incarcerated, risk
is also conferred to the fetus or child in the
peripartum period. Therefore, all mothers
should be routinely tested for HBV and
HCV. All HCV-infected mothers should also
be educated about the safety of breast
feeding. While there is a lack of evidence

to support these recommendations in
carceral settings, there is ample evidence
from the community.?50-252

There are significant gaps in evidence-
based knowledge of viral hepatitis
transmission among MSM, sex workers,
and transgender people in prisons. For
transgender people on hormone therapy,
however, sterile injecting equipment should
be accessible. Additional research is
needed to understand the diverse needs
and considerations of minority populations
in prison such that viral hepatitis
prevention, testing, and treatment services
can be appropriately tailored.
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MONITORING AND EVALUATION

Data availability for prisons at the global level is insufficient to calculate HBV and HCV
monitoring indicators.?' Given this omission, prison-related data are often absent in national
and international surveillance and monitoring systems. The exclusion or uncertain inclusion
of people in prison from global monitoring systems raises concerns about the accuracy

of data. Given these critical gaps, accurately assessing progress towards HBV and HCV
elimination at the global-, country-, or regional-level is not possible. The inclusion of people
in prison, who are considered a key population for viral hepatitis elimination, is thus critical

in these metrics.

Effective delivery of health services is
underpinned by monitoring and evaluation
which involves systematic data collection,
analysis, and reporting of information
about the service.?"25% For public health
systems focussed on infectious diseases,
such as prison hepatitis services, this
ideally involves surveillance of the
prevalence and incidence of infection

and disease, as well as monitoring of the
provision and uptake of testing, treatment
and prevention services. Surveillance
activities may be undertaken via passive
means such as regular automated or
semi-automated notification of laboratory
or clinical datasets from the prisons, or
actively via information provided by health
care workers or service administrators.
The latter requires substantially more
time and resources, but is generally more
comprehensive.?%*

To date, prison-based viral hepatitis
surveillance has generally been undertaken
passively with administrative datasets
collected from national and regional

health or custodial authorities by a central
agency. This approach is exemplified

by WHO Health in Prisons European
Database (HIPED), which aims to capture
the system-level aspects of prison health
care (such as whether administration

is via the ministry of health, justice, or
interior), the delivery aspects of prison
health care (such as provision of primary
care and prevention services), and the
health outcomes (such as morbidity and
mortality).2°525¢ Although informative, this
European surveillance dataset and similar
data from the US, are somewhat limited

by the quality and completeness of the
inputs, in turn reflecting the limitations of
the information systems within the prison
sector.?5” An alternative active surveillance
strategy is repeated biobehavioural surveys
of a representative sample of prisons and
people in prison incorporating self-reported
data on demographics, risk factors, testing,
treatment, and prevention measures such
as immunisation uptake. This approach
has been adopted in Australia, initially in
the triennial National Prison Entrants Blood
Borne Virus Survey,?%¢2% and more recently
in the Australian Hepatitis and Risk Survey
in Prisons (AusHep), providing an annual
snapshot of each of these measures.?60.26

MONITORING AND EVALUATION



CONCLUSIONS

Thirty best practice recommendations in viral hepatitis service delivery in prisons have
been outlined in these Global Guidelines across all domains of the viral care cascade.

The process was informed by key clinical, consumer, drug user, public health, and
organizational stakeholders and researchers, and the Guidelines are intended to inform
policymaking by national and regional government departments with responsibility for the
provision or oversight of prison health services. Several limitations are worth noting such
as the under-developed or absent evidence base underpinning several recommendations.
However, evidence from comparable disease areas (e.g. HIV) or in populations (people who
inject drugs) were used where applicable to guide recommendations. In addition, the expert
group was largely made up of individuals from high-income countries although we did have
representation from the African region. That said, these Guidelines are meant to have global
applicability, although the feasibility of their implementation in resource-limited settings,
such as in low- and middle-income countries, should be considered.

Care for people in prisons is challenged by limited political will, staff and resource
limitations, and logistical issues such as frequent transfers and release. However, with
sufficient advocacy and utilization of data-driven strategies, prisons allow access to the
most marginalised groups from the community. Given viral hepatitis constitutes the major
health burden of infectious diseases among people in prison globally, leveraging prisons as
touchpoints is an essential elimination strategy.

Given a shared commitment to enhancing best practices in viral hepatitis services for
people in prisons, international and national efforts to prioritize people in prison in
elimination efforts are urgently needed. Care for people in prisons is not only a matter of
health equity under the Mandela Rules, but an essential element for global viral hepatitis
elimination to be achieved. The recommendations and the evidence base underpinning
those recommendations are intended to galvanize these efforts through a coordinated
global approach.

Care for people in prisons
is not only a matter of health
equity under the Nelson

Mandela Rules, but an essential
element for global viral hepatitis
elimination to be achieved
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FUNDING

No funding was received for this work.

METHODS

This document was adapted from the WHO standard guidelines development methods.?6?

Phase 1: Planning

The development of these Guidelines was led by a Steering Committee consisting of the
INHSU Prisons Chair, the three Co-Vice Chairs, the Early Career Representative, and an
appointed Guidelines coordinator (‘Appendix 1; ‘Guidelines Steering Committee’). The
Guidelines Steering Committee met four times between November 2023 and May 2024

to establish the scope of work, identify key opinion leaders (KOLs), plan the development
process, and monitor progress. The Steering Committee decided a priori on eight domains
that would form the basis of the Guidelines. These included: policy, testing, treatment,
continuity of care, prevention and harm reduction, education, monitoring and evaluation,
and consideration of minority populations (defined as minority populations in prison).
Thereafter, the Guidelines Steering Committee convened a group of KOLs and technical
experts (n=11) in the field of viral hepatitis and prisons, including clinicians, researchers,
service providers, consultant and policy advisors, peers, and advocates, all of whom made
up the author group (Appendix 1; ‘Author Group'). Efforts were made to ensure representation
by constituency, expertise, geography, gender, and socio-economic strata. The Guidelines
Steering Committee included representation from four of the six WHO Regions (Americas,
Africa, Europe, and Western Pacific) including one individual from a low- and middle-income
country. Eight expert working groups were established, one for each of the eight domains,
which were each led by a Guidelines Steering Committee member and consisted of at

least one KOL based on their area of expertise (Appendix 1; ‘Author Group’). Some KOLs
contributed to more than one working group. Additionally, global consumer and community
organisations representing viral hepatitis and drug-user sectors (Appendix 1; ‘Consumer and
Drug User Organisations’) were engaged to ensure the inclusion of community perspectives
throughout the development process. These organisations each established consumer
groups, consisting of their members with relevant expertise, to support the process.

Phase 2: Literature review

A systematic literature review was conducted to inform the evidence base in accordance
with the Preferred Reporting Iltems for Systematic Reviews and Meta-Analyses (PRISMA)
2020 statement.?5?

A search was conducted in MEDLINE, Scopus, Embase, and CENTRAL for articles on HAV,
HBV, and HCV and prisons published from database inception until 29 November 2023.
There were no language or article-type restrictions. Synonyms were combined for each of
HAV, HBV, and HCV via ‘OR’ operators, and joined with synonyms for prisons via an ‘AND’
operator. The exact search terms can be found in Appendix 2. Articles were included if the
population consisted primarily of people in prison, or if a substantial subgroup of the studied
population included people in prison. Additionally, the description or intervention had to
pertain to HAV, HBV, and HCV this population. There were no specific outcome measures
identified a priori. For the purpose of the systematic review, we excluded preprints and
conference papers.

METHODS



Data were exported into Covidence?®* and duplicates were removed. Two reviewers (YS

and AG) screened each title and abstract for eligibility and disagreements were resolved

by consensus between the two reviewers. All articles were then categorized into the eight
domains identified a priori by the Guidelines Steering Committee: policy, testing, treatment,
continuity of care, prevention and harm reduction, education, monitoring and evaluation,
and consideration of minority populations. When articles provided data on more than one
domain, they were categorized into each of the relevant domains. Data from the articles were
extracted by one reviewer (AG) using a standardized extraction form for each of the eight
domains. The following variables were collected: title, authors, publication year, journal,
abstract, study design, and reported hepatitis virus (A, B, and/or C). Full text versions of
each article were sourced by two reviewers (YS and AG) and saved into folders organized by
domain. Data (organized in Excel), along with full-text articles, were provided to each of the
working groups for evidence synthesis and to support generation of recommendations.

Phase 3: Development of the recommendations and draft text

Each expert working group met virtually at least once between March and April 2024 to
discuss the scope of their domain, synthesize evidence from the systematic review, and
formulate draft recommendations based on available evidence. The Guidelines Steering
Committee lead for each working group drafted complimentary text for each domain,
synthesizing the available evidence to underpin the recommendations. The draft text

and recommendations were shared with the working group members for peer review and
feedback, and additional virtual meetings were organized for further discussion if needed.
The draft recommendations were also provided to consumer group members for input,
with feedback considered and incorporated, as appropriate, by the Guidelines Steering
Committee. The draft text and recommendations for each domain were then collated and
circulated to the broader author group prior to the GRADE process for review.

Phase 4: Rating the recommendations

The author group met virtually five times between May and June 2024 to discuss, in detail,
the content, application, wording, and feasibility of each recommendation. The Guidelines
Steering Committee lead facilitated discussion of the recommendations in their domain.
For each recommendation, the quality of the supporting evidence and strength of the
recommendation were rated according to the GRADE system.265266

The quality of the evidence supporting the recommendation was classified into one of five
levels: high (A), moderate (B), low (C), very low (D), and expert opinion (EO) (Table 3). Minor
modifications to the standard GRADE levels for rating of the quality of evidence were agreed
upon by the author group a priori. Given the dearth of prison-related viral hepatitis research,
where applicable, the authors agreed that evidence from comparable disease areas (e.g.
HIV) or in populations or settings (e.g. people who inject drugs in the community) could be
considered to upgrade the recommendations made. For example, a recommendation that
was considered grade C in prisons may have been upgraded to grade B if there was superior-
level evidence in comparable populations, settings, or infections.

The strength of the recommendation was classified into one of two levels: strong (1) or
weak (2) (Table 4). The strength of the recommendation was influenced by factors such as
the quality of the evidence, social acceptability, costs and feasibility, and preferences and
values, all of which were considered during the GRADE process where appropriate.

For each recommendation, consensus for both quality and strength between members
of the author group was achieved at a pre-determined level of 80%, conducted via live
anonymous online polling. Where necessary, the content of the recommendations was
discussed and revised to achieve consensus.
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Phase 5: Full document development, stakeholder feedback and
consolidation, and endorsement

The draft text and recommendations were collated into a full draft Guidelines document,
which was edited and prepared by three authors (YS, AG, and NK). The draft Guidelines were
circulated to the author group for review and feedback. Key stakeholder organisations and
consumer group members were invited to comment on the draft Guidelines, with a view to
formal endorsement. The Guidelines were endorsed by the INHSU Prisons Executive on
August 6, 2024. Key stakeholder organisations were also invited to formally endorse the
statement (Appendix 1; ‘Endorsing Organisations’).

Table 3: GRADE categories for quality of evidence rating

Quality of evidence

Evidence base

A (High)

Multiple randomized controlled trials with consistent findings; single randomized
controlled trial and consistent findings in other studies (quasi-randomized controlled
trial, observational, case series)

B (Moderate)

Single randomized controlled or quasi-randomized controlled trial only

C (Low)

Large observational studies or case series

D (Very low)

Small observational studies or case series

Expert Opinion

None

Table 4: GRADE categories for strength of recommendation rating

Strength of
recommendation

Factors influencing the strength of recommendation

1 (Strong)

Quality of evidence, presumed patient-important outcomes, and cost

2 (Weak)

Variability in preferences and values, or more uncertainty

METHODS



RESULTS

In the systematic literature review, a total of 3,991 unique articles were initially retrieved,
of which 1,048 were deemed eligible and included to guide evidence synthesis (Figure 1). A
total of 2,944 articles were excluded, most of which were excluded due to either irrelevance,
or a focus on hepatitis or prisons but not both. A total of 821 articles on HCV, 400 articles
on HBV, and 46 articles focused on HAV, with the total exceeding 1,048 as 251 articles
discussed more than one virus. The articles were distributed into the eight domains: policy
(n=55), testing (n=159), treatment (n=186), continuity of care (n=90), prevention and harm
reduction (n=251), education (n=75), minority populations (n=103), and monitoring and
evaluation (n=185). Additionally, articles relating to epidemiology (n=508) were collated.
Again, these exceed the total number of articles as 308 were classified in more than one
domain.

Articles from databases/registers (n = 8,396)
PubMed (n = 3,036)
Scopus (n =2,796)
Embase (n = 2,559)
CENTRAL (n = 5)
J

References removed (n = 4,404)
Duplicates identified manually (n = 3)
Duplicates identified by Covidence (n = 4,401)

v

N\

v

[Articles screened (n = 3,992) ] a [artzlczl(;s;i()eemed irrelevant and excluded

)

' [Articles included in review (n = 1,048) ]

Figure 1: PRISMA flow diagram of literature review

A total of a total of 30 evidence-informed recommendations were developed (Table 1).

These included two policy, four testing, six treatment, six continuity of care, eight prevention
and harm reduction, one education, and two monitoring and evaluation recommendations.
Although 42 recommendations were initially proposed, during Phase 4, 12 recommendations
were eventually collapsed or determined by the author group to be of insufficient importance
to be retained as a specific recommendation and so were included as text only.
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APPENDIX 2: SEARCH STRATEGY

(("Hepatitis A" OR "HAV" OR "hep A" OR "hepA" OR "hepatitisA")
OR
("Hepatitis B" OR "HBV" OR "hep B" OR "hepB" OR "hepatitisB")
OR

("HCV" OR "Hepatitis C" OR "hep C" OR "hepC" OR "hepatitisC" OR "NANB" OR "NANBH" OR
"non-A, non-B" OR "non-A non-B"))

AND

("prison*" OR "jail*" OR "gaol*" OR "penitentiary” OR "penal*" OR "detent*" OR "detain*"

OR "incarcerat*" OR "justice"” OR "judici*" OR "custod*" OR "inmat*" OR "correction*" OR
"carceral” OR "linkage to care" OR "linked to care" OR "link to care" OR "post-release” OR
"post release” OR "following release")
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