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By Adam L. Beckman, Alyssa Bilinski, Ryan Boyko, George M. Camp, A. T. Wall, Joseph K. Lim,
Emily A. Wang, R. Douglas Bruce, and Gregg S. Gonsalves

New Hepatitis C Drugs Are Very
Costly And Unavailable To Many
State Prisoners

ABSTRACT Prisoners bear much of the burden of the hepatitis C epidemic
in the United States. Yet little is known about the scope and cost of
treating hepatitis C in state prisons—particularly since the release of
direct-acting antiviral medications. In the forty-one states whose
departments of corrections reported data, 106,266 inmates (10 percent of
their prisoners) were known to have hepatitis C on or about January 1,
2015. Only 949 (0.89 percent) of those inmates were being treated. Prices
for a twelve-week course of direct-acting antivirals such as sofosbuvir and
the combination drug ledipasvir/sofosbuvir varied widely as of
September 30, 2015 ($43,418–$84,000 and $44,421–$94,500, respectively).
Numerous corrections departments received smaller discounts than other
government agencies did. To reduce the hepatitis C epidemic, state
governments should increase funding for treating infected inmates. State
departments of corrections should consider collaborating with other
government agencies to negotiate discounts with pharmaceutical
companies and with qualified health care facilities to provide medications
through the federal 340B Drug Discount Program. Helping inmates
transition to providers in the community upon release can enhance the
gains achieved by treating hepatitis C in prison.

H
epatitis C is the most common
bloodborne viral infection in the
United States.1–3 It was a cause of
more deaths in 2013 than sixty
other infectious diseases com-

bined, including HIV, pneumococcal disease,
and tuberculosis.4 While the prevalence of hepa-
titis C in the noninstitutionalized US population
is approximately 1 percent, the prevalence
among prison inmates is about 17 percent.1,5,6

Nearly one-third of all Americans with hepatitis
C spend at least part of the year in a correctional
facility.5

Since hepatitis C is primarily spread through
drug injection and infrequently through sexual
intercourse, and since 20–55 percent of inmates
have injected drugs, treating prisoners infected
with hepatitis C can prevent transmission of

the virus.6–9 Consequently, providing hepatitis C
treatment for inmates presents a unique public
health opportunity to reduce the nationwide ep-
idemic.6,10,11 Moreover, the US Supreme Court
ruled in Estelle v. Gamble12 that prison officials
cannot be deliberately indifferent to the known
medical needs of inmates and must provide ade-
quate medical care.13 Historically, many prison-
ers with hepatitis C have not received treatment,
despite a high rate of infection in the inmate
population.14–16 However, no studies in the past
fifteen years have shown the number and distri-
bution of inmates in each state prison system
who receive treatment.
New direct-acting antiviral oral treatments for

hepatitis C, including sofosbuvir (Sovaldi) and
the combination drugs ledipasvir/sofosbuvir
(Harvoni) and sofosbuvir/velbatasvir (Epslusa),

doi: 10.1377/hlthaff.2016.0296
HEALTH AFFAIRS 35,
NO. 10 (2016): 1893–1901
©2016 Project HOPE—
The People-to-People Health
Foundation, Inc.

Adam L. Beckman was an
undergraduate at Yale College
and research assistant at the
Yale Global Health Justice
Partnership, both in New
Haven, Connecticut, when
completing this work.

Alyssa Bilinski is a PhD
candidate in health policy in
the Harvard Graduate School
of Arts and Sciences, in
Cambridge, Massachusetts.

Ryan Boyko is a PhD
candidate in the Department
of Epidemiology of Microbial
Diseases at the Yale School of
Public Health, in New Haven,
and a fellow at the Yale
Global Health Justice
Partnership.

George M. Camp is
co–executive director of the
Association of State
Correctional Administrators, in
Hagerstown, Maryland.

A. T. Wall is director of the
Rhode Island Department of
Corrections, in Cranston.

Joseph K. Lim is an associate
professor of digestive
diseases and director of the
Yale Viral Hepatitis Program,
Yale University School of
Medicine, in New Haven.

Emily A. Wang is an associate
professor of general medicine
at Yale University School of
Medicine.

R. Douglas Bruce is an
associate clinical professor of
medicine at Yale University
School of Medicine and chief
of medicine of the Cornell
Scott-Hill Health Center, in
New Haven.

October 2016 35: 10 Health Affairs 1893

Hepatitis C In State Prisons

 on O
ctober 5, 2016 by H

W
 T

eam
H

ealth A
ffairs

 by 
http://content.healthaffairs.org/

D
ow

nloaded from
 

http://content.healthaffairs.org/


recently entered the market.17–20 Compared with
the former standard of care—pegylated interfer-
on alpha and ribavirin administered for six
to twelve months—direct-acting antivirals are
much more effective. They have a cure rate of
more than 90 percent, have almost no side ef-
fects, are oral regimens instead of injections,
and shorten treatment duration to two to six
months.21 The increased simplicity, efficacy,
and tolerability of direct-acting antivirals im-
proves the feasibility of implementing hepatitis
C treatment in the prison setting.
Prison officials understand the desirability of

using these treatments. The Federal Bureau of
Prisons’Clinical PracticeGuidelines, whichwere
adopted in April 2016 by the federal prison sys-
tem, recommend the use of direct-acting anti-
virals for treating hepatitis C in many instanc-
es.22 However, the high price of direct-acting
antivirals such as sofosbuvir and ledipasvir/
sofosbuvir (US retail prices in 2015 for a twelve-
week course were $84,000 and $94,500, respec-
tively) is a major barrier to implementation
of hepatitis C treatment within state prison
systems.23,24

Recent studies have demonstrated that treat-
ing hepatitis C in state prisons is both feasible
and cost-effective.6,21,25 However, data on con-
temporary hepatitis C treatment rates and the
purchasing of direct-acting antiviral regimens
in state prison systems are lacking.
We administered a survey to the directors of

the departments of corrections in all fifty states,
inquiring about current hepatitis C care practic-
es in state correctional facilities. Findings from
this study can inform efforts to increase treat-
ment opportunities for incarcerated patients
with hepatitis C and prevent further transmis-
sion of the infection within prisons and upon
individuals’ release.

Study Data And Methods
Design And Sample In February 2015we sent an
introductory e-mail message to the commis-
sioners of the fifty state departments of correc-
tions describing the study and including a link
to module 1 of the online survey questionnaire.
In October 2015 participants were given an op-
portunity to review their responses to ensure
accuracy and were invited to participate in mod-
ule 2. At this stage, nonrespondents to the intro-
ductory message were invited again to partici-
pate in module 1 and asked to participate in
module 2 as well.
Both modules of the questionnaire can be

found in the online Appendix.26 No incentives
were offered for participation in the survey.
Data Collection And Measurements Mod-

ule 1 was the primary survey module. It included
questions about the number of inmates in a
state’s prisons known to be infected with hepa-
titis C (including both acute and chronic hepati-
tis C) on or about January 1, 2015,27 the number
of prisoners receiving any form of hepatitis C
treatment (including both new direct-acting an-
tiviral regimens and older interferon-based regi-
mens) at that time, the availability of relevant
resources for inmates with known hepatitis C,
the annual amount of prison spending on
hepatitis C treatment, and efforts being under-
taken by the prisons to acquire sofosbuvir and
ledipasvir/sofosbuvir regimens.
Module 2 focused on the price of direct-acting

antivirals. It asked how much money the state’s
prisons were paying as of September 30, 2015,
for a twelve-week course of sofosbuvir and for
a twelve-week course of ledipasvir/sofosbuvir.
Respondents were also asked what arrangement
was being used to acquire the medicines at the
price they paid.
In addition, we used publicly available data

from the Bureau of Justice Statistics on inmates
in state prisons on December 31, 2014, to de-
scribe the approximate population of inmates
in each state facility.28

Data Analysis We summarized responses to
the survey items using frequencies, means, and
medians. All analyses were conducted using the
statistical software R, version 3.1.2, orMicrosoft
Excel, version 14.4.9.
Ethics Approval The Human Investigation

Committee at Yale University determined that
the study did not meet criteria for approval as
human subjects research and was therefore ex-
empted from review.
Limitations This study had several limita-

tions. First, the design was cross-sectional and
did not capture how treatment access, drug pric-
es, and available medical resources might have
changed over time. Nonetheless, we provide im-
portant information about hepatitis C–related
medical care for a vulnerable population that
is challenging to study.
Second, estimates of inmates known to be in-

fected with hepatitis C were provided by state
departments of corrections and were therefore
limited by the departments’ access to informa-
tion about hepatitis C in the states’ prison sys-
tems, different hepatitis C screening practices
across states, and the frequency with which hep-
atitis C registries were updated. For example, we
report that overall 10 percent of prisoners were
known to be infectedwith hepatitis C onor about
January 1, 2015.However, a recent study estimat-
ed the 2006 prevalence of hepatitis C in US pris-
ons at 17.4 percent, by extrapolating from sero-
prevalence data provided by state correctional

Gregg S. Gonsalves (gregg
.gonsalves@yale.edu) is
codirector of the Yale Global
Health Justice Partnership, a
research scholar in law and
lecturer in law at Yale Law
School, and a PhD candidate
in the Department of
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Diseases at Yale School of
Public Health.
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systems with routine hepatitis C testing.5

Our data do not represent an estimate of hep-
atitis C prevalence in state prisons, since states
that do not routinely test inmates for hepatitis C
may be unaware of hepatitis C infections. In-
stead, we captured the number of inmates
known by state departments of corrections to
be infected, andwe thereby provide aperspective
on the surveillance data used by those depart-
ments to guide hepatitis C practices.
Third, our estimate of the proportion of in-

mates with known hepatitis C who were receiv-
ing treatment had limitations. Since the preva-
lence of hepatitis C is likely greater than the
prevalence of prisoners known to be infected,
the proportion of inmates with hepatitis C (diag-
nosed and undiagnosed) receiving treatment is
probably even lower than what we report. Also,
the proportion of inmates with hepatitis C being
treated did not include inmates who might have
received treatment previously, were clinically in-
eligible for treatment, or might have spontane-
ously cleared the infection (which occurs in
15–25 percent of hepatitis C cases).29

Future research is needed to characterize the
proportion of inmates with hepatitis C involved
in the entire treatment cascade. Nonetheless,
our study provides previously unavailable infor-
mation at the state level about access to hepatitis
C therapies among patients in the prison setting.

Study Results
Respondents And Resources Related To Hep-
atitis C Representatives from forty-nine of the
fifty state departments of corrections completed
module 1 of our Hepatitis C and State Prisons
Survey. Collectively, these departments reported
having 1,348,716 inmates incarcerated as of
December 31, 2014 (99.8 percent of the total
US state prison population) (data not shown).
Departments of corrections in forty-one states

(84 percent) reported data on hepatitis C infec-
tions and treatment (Exhibit 1). Seventeen states
reported offering routine opt-out hepatitis C
testing (in this testing, inmates receive the
test as a matter of routine unless they opt to be
excluded). Medication-assisted treatment pro-
grams for substance use disorders were available
through fourteen state departments of cor-
rections.
Ten states used only internal medicine or fam-

ily practice physicians to provide treatment to
prisoners with hepatitis C (Exhibit 1), but the
other thirty-nine states reported that physicians
with specialty training (for example, in gastro-
enterology, liver disease, infectious disease, or
addiction medicine) were treating patients
known to have hepatitis C.

Eighteenof the statesparticipating in theMed-
icaid eligibility expansion under the Affordable
Care Act (ACA) were enrolling prisoners inMed-
icaidbefore their release, thepoint atwhich their
eligibility would begin (data not shown). That
practice could help inmates transition to using
health care resources in the community.
Prisoners Infected With Hepatitis C
▸ REPORTED CASES OF HEPATITIS C: In the

forty-one states with corrections departments
that reported data on hepatitis C infection and
treatment, the proportion of inmates who were
reported to be infectedwith the virus on or about
January 1, 2015, ranged from 1 percent in North
Carolina to 41 percent in New Mexico, with a

Exhibit 1

Characteristics of state prison systems and hepatitis C–related medical care for inmates

State prison systems

Number Percent
Region

Northeast 10 20
Midwest 12 24
South 14 29
West 13 27

Inmate population

0–4,999 7 14
5,000–19,999 18 37
20,000–49,999 17 35
50,000 or more 7 14

Collected and reported data on hepatitis C infections and treatment

Yes 41 84
No 8 16

Had routine opt-out hepatitis C testing

Yes 17 35
No 32 65

Had specialists for hepatitis C care

Yes 39 80
No 10 20

Had medication-assisted treatment programs for substance use disorders

Yes 14 29
No 35 71

Yearly spending on hepatitis C treatment

Less than $1 million 15 31
$1–$4.9 million 26 53
More than $5 million 5 10
Not reported 3 6

Percent of overall drug spending used for hepatitis C drugs each year

Less than 10 27 55
10–19.9 7 14
20 or more 8 16
Not reported 7 14

SOURCE Authors’ analysis of data for 2015 from the Hepatitis C and State Prisons Survey, module 1,
and the Bureau of Justice Statistics. NOTES One of the fifty state departments of corrections did not
respond to module 1 of the survey. Numbers of inmates incarcerated are as of December 31, 2014.
Percentages may not sum to 100 because of rounding. “Specialists” are physicians in fields other
than internal medicine or family practice.
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median of 10 percent (interquartile range [IQR]:
8–13) (for a map of the United States that shows
the reported proportion of hepatitis C–positive
prisoners in state prisons, see the Appendix).26

This overall proportion corresponded to a total
of 106,266 prisoners (10 percent) in the forty-
one states that reported data on hepatitis C
infection and treatment.
▸ PRISONERS RECEIVING TREATMENT:

Among the forty-one states that reported data
on inmates known to have hepatitis C and their
treatment, 949 inmates (0.89 percent of the
106,266 inmates with known hepatitis C) were
receiving any form of treatment for the virus on
or about January 1, 2015 (data not shown). De-
mographic data were reported for 800 of these
949 inmates. Of the 800 inmates, 658 (82 per-
cent) were male, 455 (57 percent) were ages 41–
60, 297 (37percent)werewhite, and 192 (24per-
cent) were African American.
At the state level, the median proportion of

prisoners with known hepatitis C being treated
at this time was 0.45 percent (IQR: 0.12–1.48).
This proportion varied across the forty-one
states, ranging from 0.0 percent in Oklahoma,

Pennsylvania, South Carolina, and Wyoming to
5.9 percent in New York (Exhibit 2) (for a list of
proportions by states, see the Appendix).26

Twenty-seven of the states (66 percent) were
treating fewer than 1 percent of prisoners known
to have hepatitis C.
States with a relatively high proportion of in-

mates reported to have hepatitis C did not nec-
essarily treat a greater number of patients than
stateswith a relatively lowproportion of inmates
with known infections (for a side-by-side com-
parison of the proportions of inmates with hep-
atitis C and inmates with hepatitis C who were
receiving treatment, see the Appendix).26 None
of these figures accounted for inmates with
known hepatitis C who might have completed
treatment before January 1, 2015, or been other-
wise ineligible for treatment.
▸ REPORTED SPENDING ON TREATMENT: At

least $39.8 million was spent yearly on hepatitis
C treatment by the forty-one departments of cor-
rections that reported data on spending (for
an explanation of how this amount was calculat-
ed, see the Appendix).26 Departments reported
spending a median of 6 percent (IQR: 3.0–16.5)

Exhibit 2

US state prisoners receiving any treatment for hepatitis C as a proportion of inmates with known hepatitis C infections,
January 1, 2015

SOURCE Authors’ analysis of data for 2015 from the Hepatitis C and State Prisons Survey, module 1. NOTES “Treated” means receiving
any hepatitis C treatment on or about January 1, 2015. “No data” means that the state did not participate in the survey or had missing
data.
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of their annual drug spending on hepatitis C
drugs. Sixteen states devoted 10 percent or more
of their drug spending to hepatitis C drugs,
and eight states devoted 20 percent or more
(Exhibit 1).

▸ PROTOCOLS FOR TRIAGING TESTING AND

TREATMENT: States varied in their reported hep-
atitis C testing protocols. For the thirty-two
states without routine opt-out hepatitis C testing
(Exhibit 1), themain indications for being tested
included having abnormal results from other
tests (twenty-nine states; data not shown), HIV
(twenty-seven states), or a substance use dis-
order (sixteen states).
States used a variety of factors to prioritize

hepatitis C treatment for inmates who tested
positive for the virus. In terms of clinical criteria,
forty-one states reported that patients with cir-
rhosis were prioritized for receiving hepatitis C
treatment (for a bar graph of criteria used to
triage which inmates received hepatitis C treat-
ment, see the Appendix).26 Twenty-three states
reported prioritizing treatment for patients with
chronic hepatitis C. In terms of nonclinical cri-
teria, forty-four states considered the length of
a patient’s remaining prison sentence in triaging
patients for hepatitis C treatment. Five states
reported taking into account a patient’s likeli-
hood of recidivism, and twelve states said they
considered a patient’s chance of reinfection
(for example, by engaging in risky behaviors).
(The survey did not ask whether longer sentenc-
es, a higher likelihood of recidivism, or a greater
chance of reinfection led to a higher or lower
priority for treatment.)
States could also indicate that they used “oth-

er” criteria to prioritize treatment for prisoners;
those states were asked to explain what the cri-
teria were. Five states noted weighing a prison-
er’s compliance with treatment for drug use, al-
cohol abuse, or both. Three states considered

prisoners’mental health conditions. In addition,
ten states noted triaging based on the aspartate
aminotransferase to platelet ratio index (APRI),
a tool for assessing the severity of liver scarring,
and four states reported that they followed all
of the Federal Bureau of Prisons guidelines.22

Reduced Prices For Medications At the
time that the departments of corrections were
completing module 1 of the survey, forty-four
(90 percent) states were taking steps to acquire
the direct-acting antivirals sofosbuvir and
ledipasvir/sofosbuvir at a price lower than the
US list price (data not shown). The strategymost
frequently used (by twenty-nine states; 66 per-
cent) in an attempt to acquire sofosbuvir at a
lower pricewas direct negotiationswithpharma-
ceutical companies. California,Maryland,Texas,
andWisconsinwere the only four states to report
having already signed a contract with Gilead Sci-
ences Inc. to obtain sofosbuvir, but eight states
(18 percent) were seeking such a contract.
Sixteen states pursuing a reduced price for

sofosbuvir (36percent)werepursuingdiscounts
through the federal 340B Drug Discount Pro-
gram, a program created under the Veterans
Health Care Act of 1992 that offers discounted
drug prices to eligible health care organizations
with sizable low-income, vulnerable patient pop-
ulations. Thirteen states (30 percent) indicated
that they were addressing the prices of sofosbu-
vir through pooled procurement (for example,
collaborating with other state correctional sys-
tems or organizations to purchase the medica-
tion in a greater quantity than a single organiza-
tion would purchase alone and thus to get a
reduced price).
States could also indicate that they were trying

“other” approaches; those states were asked to
explain what approach they were using. Five
states (9 percent) reported that they were
addressing the price of sofosbuvir through
discounts from the Minnesota Multistate Con-
tracting Alliance for Pharmacy, a purchasing or-
ganization for government agencies that provide
health care services.
Price Of Purchasing Medications Thirty-

one (63 percent) of the forty-nine states that
responded to module 1 of the survey also re-
sponded to module 2. As of September 30, 2015,
all thirty-one states were either seeking to ac-
quire or had purchased sofosbuvir, ledipasvir/
sofosbuvir, or both. The states that provided
financial data were paying a median of
$76,084.50 for a twelve-week course of sofosbu-
vir and $63,509.00 for a twelve-week course of
ledipasvir/sofosbuvir (Exhibit 3).
For sofosbuvir, the lowest price was $43,418,

in Connecticut, and the highest was $84,000, in
Michigan. As of September 30, 2015, two of the

Further expansion of
hepatitis C testing,
particularly for
inmates with HIV or
substance use
disorders, is
necessary.
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three states paying the lowest price (Connecticut
and Nevada) were pursuing discounts through
the 340B Drug Discount Program, and the third
(Alabama) was using direct negotiations with
Gilead. The three states paying the highest price
were using direct negotiations (Oklahoma) or
no strategy (Idaho and Michigan).
For ledipasvir/sofosbuvir, the lowest price

was $44,421, in Nevada, and the highest was
$94,500, in Michigan (Exhibit 3). The three

states paying the lowest price (Nevada, Connect-
icut, and Virginia) were pursuing discounts
through the 340B Drug Discount Program.
The three states paying the highest price (South
Dakota, Idaho, and Michigan) were not using
any strategy.

Discussion
We found that only 0.89 percent of the 106,266
inmates known to have hepatitis C in states with
departments of corrections that provided the
relevant data in our survey were receiving any
form of treatment on or about January 1, 2015.
This finding comes despite evidence that treat-
ing hepatitis C in the prison setting is cost-
effective and may be critical for ameliorating
the national hepatitis C epidemic.10,21,25 Increas-
ing the financial resources for prison health care
and reducing the prices for direct-acting anti-
virals may be necessary to make it feasible to
expand hepatitis C treatment in state correction-
al systems.
To our knowledge, this study is the first in

fifteen years in the peer-reviewed literature to
document the number of prison inmates receiv-
ing hepatitis C treatment, and the only one to do
so since the release of direct-acting antivirals.
Though limited, previous reports about hepatitis
C treatment in state prisons suggest that treat-
ment has not been provided to many inmates
with the virus.14–16 Most recently, a monograph
from the Coalition of Correctional Health Au-
thorities and the American Correctional Associ-
ation reported that 56 percent of surveyed
correctional systems treat fewer than twenty in-
mates with known hepatitis C on average per
year,16 which is consistent with our observation
that few inmates with known hepatitis C receive
treatment. Our study expands on previous work
by making recent treatment data available at the
state level. That information is critical for meet-
ing best-practice standards and guiding policies
set by state departments of corrections.14

The Price Of Direct-Acting Antivirals We
also found that numerous state departments
of corrections were receiving smaller discounts
on the prices for sofosbuvir and ledipasvir/
sofosbuvir than other state and national agen-
cies. Though information about pricing dis-
counts is often confidential, the US Senate Com-
mittee on Finance’s 2015 report on the pricing of
sofosbuvir and ledipasvir/sofosbuvir noted that
the Federal Bureau of Prisons, Department of
Defense, and Department of Veterans Affairs re-
ceive at least a 24 percent discount on these
drugsand thatMedicaid receives at least a23per-
cent discount.30 Moreover, recent reports indi-
cate that the Department of Veterans Affairs and

Exhibit 3

State prison systems’ cost of purchasing a twelve-week course of sofosbuvir and
a twelve-week course of the combination drug ledipasvir/sofosbuvir, September 30, 2015

SOURCE Authors’ analysis of data for 2015 from the Hepatitis C and State Prisons Survey, module 2.
NOTES The median prices were those paid by the state prison systems that provided data (eighteen
for sofosbuvir and nineteen for ledipasvir/sofosbuvir). In the United States in 2015, the retail cost of
a twelve-week course of sofosbuvir (Sovaldi) was $84,000 (median price: $76,085) while the cost of a
twelve-week course of ledipasvir/sofosbuvir (Harvoni) was $94,500 (median price: $63,509).
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Medicaid programs that accepted the conditions
ofofferedrebatesmayreceivemore thana50per-
cent discount.31 In contrast, ten of eighteen state
departments of corrections received less than
a 10 percent discount on sofosbuvir as of
September 30, 2015, with Michigan paying the
full $84,000 list price, and five of nineteen
states received less than a 10 percent discount on
ledipasvir/sofosbuvir.
While other researchers have pointed to a lack

of transparency related to the pricing of direct-
acting antivirals as amajor problem,32 we are the
first to report the prices paid by some state de-
partments of corrections and to highlight the
gaps in knowledge or capacity among states on
how to obtain lower prices. Moreover, we found
that eight of the departments of corrections in
this study were spending 20 percent or more of
their pharmacy budget on hepatitis C treat-
ments. Therefore, without increased discounts
or funding, price may remain a barrier to ex-
panding the use of direct-acting antivirals in
state correctional facilities.
Our findings also reveal that at the time of our

study, only a few states were using some price
reduction strategies. Other state departments of
corrections might secure lower prices by adopt-
ing someof these strategies. For instance,pooled
procurement by state correctional systems could
lead to greater purchasing power, which could
drive down the price of direct-acting antiviral
medications. State departments of corrections
might benefit fromworkingwith county or other
state agencies, such as theMedicaid program, to
receive lower prices. Thirteen of the forty-nine
states that responded to our survey reported be-
ing involved in pooled procurement.
The federal 340B Drug Discount Programmay

offer another vehicle for securing discounts
(usually 20–50 percent) on drugs.33 Although
state prisons do not qualify for the program,

institutions that are eligible for it, such as feder-
ally qualified health centers, can partner with
prisons and provide health care services to in-
carcerated people—and in such cases, the incar-
cerated people can be considered patients of
the entity eligible for the program. Sixteen of
the departments of corrections in our sample
reported pursuing discounts through the 340B
program, and this mechanism was used by
three of the four departments paying the lowest
prices for sofosbuvir and all four of the depart-
ments paying the lowest prices for ledipasvir/
sofosbuvir.
Finally, since many inmates will eventually be

released into society, after which the federal gov-
ernment may bear a substantial proportion of
the costs of untreated hepatitis C, a coordinated
federal initiative to treat people with hepatitis
C—including in the correctional setting—might
be appropriate. Future research should investi-
gate which strategies are most effective for
achieving the largest discounts for and the great-
est access to expensive hepatitis C medications.
Trends In Hepatitis C Care In State Prisons

Our results also document several important
trends in hepatitis C care that are occurring in
some state prison systems. First, forty-one state
departments of corrections (84 percent) re-
ported data on hepatitis C cases and the number
of inmates receiving treatment for hepatitis C.
Collecting and reporting suchup-to-datedata are
critical to monitoring the epidemic and design-
ing appropriate responses.
Second, seventeen departments (35 percent)

reported offering routine opt-out hepatitis C
testing, which is more than the eleven state pris-
on systems that reported using any form of rou-
tine testing in a 2012 survey.34 The difference
maymean that this practice has become increas-
ingly widespread in recent years. However, fur-
therexpansionofhepatitisC testing,particularly
for inmates withHIVor substance use disorders,
is necessary.
Third, fourteen state departments of correc-

tions have medication-assisted treatment pro-
grams for substance use disorders. These pro-
grams may help reduce the chance that
inmates who receive treatment for hepatitis C
will become reinfected through future drug in-
jection while incarcerated or after release.
Fourth, the vast majority of states reported

that physicians with specialty training (for ex-
ample, in gastroenterology, liver disease, infec-
tious disease, or addiction medicine) were treat-
ing patients known to have hepatitis C; only
20 percent of the states did not report that hepa-
titisC treatmentwasprovidedby specialist physi-
cians. Training both specialist and nonspecialist
physicians inhepatitis C treatmentwithinprison

Many departments are
forced to make
difficult decisions
about triaging
patients, leaving many
inmates without any
treatment.
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systems is essential to ensuring that appropriate
care is provided to inmates.
Fifth, among states participating in the ACA’s

expansion of eligibility for Medicaid, eighteen
were enrolling prisoners in Medicaid before
their release—when their eligibilitywould begin.
Correctional systems that clinically evaluate in-
mates for hepatitis C treatment before discharge
and help them enroll inMedicaidmay effectively
connect them to treatment after their release.
State Medicaid programs have been restricting
access to direct-acting antivirals, but some pro-
grams have recently announced that beneficia-
ries with hepatitis C will be eligible for the med-
ications.35,36

For inmates receiving hepatitis C treatment
in prison, transitioning care from prison to
the community upon release is critical to ensur-
ing that health gains achieved in treatment are
not lost. To accomplish this goal, the statute
forbidding Medicaid involvement in the care of
inmates may need to be reconsidered. A reason-
able alternative would be to allow Medicaid to
pay for high-priority public health treatments
such as hepatitis C medications.
Finally, most state corrections departments

in our survey reported prioritizing hepatitis C

treatment for patients with cirrhosis and certain
comorbid conditions, as recommended by the
Federal Bureau of Prisons’ Clinical Practice
Guidelines.22 Future research into the concor-
dance between state prison practices and such
guidelines is essential, as guidelines are regular-
ly updated with changes in treatments for hepa-
titis C.

Conclusion
Given the high burden of hepatitis C within cor-
rectional environments, greater access to hepa-
titis C treatments would cure many of the indi-
viduals at the highest risk of spreading hepatitis
C infection.9 However, the substantial price of
treatment prevents many state corrections de-
partments from purchasing the quantities of
medications necessary to treat all of those in
need. As a result, many departments are forced
to make difficult decisions about triaging pa-
tients, leaving many inmates without any treat-
ment. Efforts at the state and federal levels, such
as increasing targeted funding and pursuing
greater drug discounts, could make hepatitis C
treatment more readily available for those who
require it in state correctional facilities. ▪
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