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Jails are an ideal setting for routine hepatitis C virus (HCV) screening. At the turn of this
century, the Centers for Disease Control and Prevention estimated that 16% to 41% of US
inmates had serological evidence of prior HCV exposure and 12% to 35% had chronic
infection.1 This high prevalence of hepatitis C, coupled with the fact that more than 7
million individuals passed through jails and prisons each year in the late 1990s, suggested
that persons released from the criminal justice system may account for up to 29% to 43% of
the 2.7 million to 3.9 million persons infected with hepatitis C in the United States.1, 2

Most inmates with chronic hepatitis C are not aware of their infection. Although exact data
on recognition of infection are not available, even in the US general population, only 25% to
35% of persons infected with HCV are aware of their condition.2 In recent years, 9 million
unique individuals enter and leave jails yearly and an additional 1.5 million persons spent an
entire year in prison.3 If, conservatively, 12% are infected with HCV, and because in
marginalized populations those who are unaware of infection would likely be closer to 75%
rather than 65%, then it is possible that as many as 1.0 million persons with undiagnosed
HCV infection might come in contact with the correctional system each year.

According to US Supreme Court case law in Estelle v Gamble (429 US 97 [1976]),
correctional facilities cannot display deliberate indifference to the health care needs of their
residents. Thus, some HCV care has been provided in the correctional systems. However,
because HCV therapy may last for up to 48 weeks, the infection could realistically only be
treated in approximately 1% of incarcerated persons, according to modeling using
parameters derived from a combined jail-prison correctional system.4 Finding hepatitis C
among convicted persons with long sentences carries ethical obligations to treat appropriate
candidates once the diagnosis is confirmed. The difference between those who could be
potentially treated compared with those infected occurs because in short-term correctional
facilities the median length of stay is 48 hours and jail detainees account for 95% of the
persons incarcerated in and released from correctional facilities.3 The majority of persons
entering a correctional facility during a given year stay for less than 12 months. Because
treatment could not realistically be provided for short-term inmates, HCV screening has not
been routinely conducted in jails, an omission that may represent a missed opportunity to
identify persons with undiagnosed HCV infection.
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Recognition of HCV infection matters. In May 2011, the US Food and Drug Administration
approved 2 new, direct acting agents for treatment of genotype 1 chronic HCV infection.
When used with the former standard of care (peginterferon and ribavirin), boceprevir or
telaprevir increases cure rates by 20% to 30%. In addition, 40% to 60% of individuals will
be able to abbreviate treatment substantially with the new drugs.5 A recent study suggested
that HCV treatment can be effectively provided in community settings. Project ECHO
(Extension for Community Health Care Outcomes) offers a model to increase availability of
hepatitis treatment not just in prisons but also in publicly funded community health centers
so that the incarcerated setting is not the only place in which an indigent person can access
care.6 With the advent of “all oral” HCV treatments in the future, treatment feasibility and
effectiveness will increase further, thus amplifying the public health importance of expanded
HCV detection in jails.7

Recognition of HCV infection in a rapidly changing environment is possible. In February
2011, the US Food and Drug Administration approved a rapid fingerstick HCV test; a
waiver that would allow its use in jails and other facilities without laboratory licensure was
granted in November 2011. Thus, the HCV assay can be performed in 20 minutes on jail
entrants, using point of care, opt-out testing strategies, that have been proven successful for
HIV testing among inmates.8 Following opt-out hepatitis C screening in jails, downstream
health care can be coordinated between jails, prisons, and the community. In a
demonstration project designed to integrate opt-out HIV screening with other medical
services, including hepatitis C testing, at the Fulton County, Georgia, jail, persons with
positive test results were referred to a public hepatitis clinic integrated into the primary care
services of Atlanta’s Grady Memorial Hospital. This project is consistent with the
Department of Health and Human Services Action Plan for the Prevention, Care, and
Treatment of Viral Hepatitis,9 which calls for improved access to hepatitis treatment in
primary care settings. In addition, the Affordable Care Act will eventually provide a
mechanism for funding the care of persons whose HCV infection is identified in jails and
who are released subsequently.

There are challenges to widespread implementation of HCV screening in short-term and
long-term correctional facilities. Provision of medical screening and treatment is not the
primary mission of correctional facilities. Jails are challenged with high throughput and
entrants may have insufficient time for the counseling and confirmatory testing that are
optimal in HCV screening programs. HCV screening and the coordination of care with
existing health care facilities will require funding, although the economic benefits of HCV
screening are long-term and may be realized by different state or federal agencies than those
asked to fund the programs.

These challenges can be overcome and HCV screening could be implemented routinely in
jails. Focusing efforts on detainees with a high pretest probability of having hepatitis C can
decrease the number of tests that would need to be performed to find these infected
persons.1 Directing HCV testing to persons born between 1945 and 1965, the birth cohort
that includes an estimated two-thirds of those individuals currently infected with HCV in the
United States, and following diagnosis with treatment using direct acting agents, has been
shown to be cost-effective in community clinical settings.10 Concentrating on the 1945–
1965 birth cohort in the correctional setting should likewise optimize the yield of HCV
screening programs.

Thus, implementation of opt-out HCV screening should be considered for persons
incarcerated in jails. If 70% of the approximately 1 million persons with hepatitis C who are
in correctional facilities are offered the opportunity to have HCV testing, and if 70% accept
such an offer, HCV screening in detainees may lead to the identification of as many as a half
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million new cases of hepatitis C in the first year of the program. Coupled with counseling
and referral for treatment if released, such programs could have enormous effects on the
HCV epidemic in the United States. With new treatments and new diagnostics, local public
health agencies should invite jails to partner in hepatitis C screening.
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