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BACKGROUND

Hepatitis C is a liver infection affecting 200,000 people in the UK,  
with approximately half remaining undiagnosed. Spread through 
blood-to-blood contact, if left untreated the virus can result in 
cirrhosis and liver cancer. Until recently, treatments were long and 
difficult to take, with many side effects. However, a revolution in 
treatment has changed that. Now 8-16 weeks of pills with very few 
side effects offer cure rates of around 95%.  Hepatitis C could now 
be the UK’s next big public health success story. In January 2018, 
NHS England announced that it was now aiming to make England 
the first country in the world to eliminate the virus by 2025, five years 
ahead of the WHO target. To reach this goal increased testing is 
essential. Hepatitis C is highly prevalent in prisons, and as such, the 
prison setting is widely recognised as a key area of focus to help 
achieve these goals. 

With this in mind, in December 2018, the Hepatitis C Coalition hosted 
a roundtable bringing together NHS England, the Department 
for Health and Social Care, Public Health England, the Ministry of 
Justice, HM Prison and Probation Service, clinicians, charities and 
industry. The purpose of the roundtable was to bring together broad 
range of stakeholders involved in the intersection of health and 
justice, to facilitate a discussion about how best to improve testing 
and treatment rates in prisons and to explore how all parties can 
work in closer collaboration to achieve the mutual elimination aim.
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EXECUTIVE SUMMARY
Hepatitis C affects a larger proportion of people 
in prison and other detention centres than the 
wider population. Around half of people who 
inject drugs (PWIDs) are thought to have the virus 
and around a third of offenders in prisons have 
injected drugs.  It is especially high among women 
in prison, compared to the general population 
(13% of female prisoners and 7% of male prisoners 
have hepatitis C compared to 0.4% of the general 
population).  The exceptionally high prevalence 
of hepatitis C within prisons makes it one of the 
most important settings in which to diagnose many 
of those living with an undiagnosed infection. 

While opt-out testing has been rolled out across 
England, there is still broad variation in terms of 
practice and uptake. When inmates leave prison, 
there is also nothing to ensure that they will be 
registered with a GP, and passing on medical records 
can present information governance issues. However, 
as we move towards the goal of elimination by 2025 
prisons still present a key opportunity for treating a 
section of the population with exceptionally high 
prevalence, and it is vital that not only is opt-out 
testing implemented across the board, but that 
linkage into treatment is also enacted successfully.

Contributors to the roundtable agreed that the UK 
is on the cusp of achieving a huge public health 
prize, with prisons and secure settings presenting 
a promising setting to achieve elimination before 
the rest of the population. While the setting 
presented clear challenges for ‘micro-elimination’, 
it was agreed that this was not only possible, but 
could feed into tackling other issues such as drug 
and alcohol use and better mental health.

 » Prison inmates tested every six months
 » More robust data on testing and treatment in 
prisons, with clear ownership, on which interventions 
work and which do not

 » A more refined pathway for testing and treatment 
– simpler and faster so that patients are less likely 
to fall away or not finish treatment

 » Consideration given to the establishment of a new 
operational delivery network (ODN) specifically for 
the prison estate

 » A concerted effort from everyone involved to 
tackle stigma and misinformation among both 
patients and prison staff

 » Support from individual prison governors as 
champions for the blood borne virus (BBV) testing 
and treatment programme

 » Engagement with prison health and drug strategy 
managers as well as prison governors in helping BBV 
services run smoothly

 » Better continuity, communication and cooperation 
between the courts, prisons and probation services 
to ensure that offenders have their hepatitis C 
or BBV medication with them when transferred 
between different settings.

In order to make this happen, the 
participants of the roundtable came to 
a number of conclusions about things 
they would like to see:



Reducing points of attrition along the pathway and ‘doing the right test 
at the right time’ are essential 
Prisons make for a very unsettled and disjointed care setting. Frequent moves between 
prisons and into the community after short sentences entail many transfers of care. The 
current system means that records will not go with the patient and therefore relies on 
each ODN linking everything up. It is therefore essential to improve communications 
between prison healthcare and the healthcare system in the community. 

Testing technology also needs to be fit for purpose and fit for the place. It is 
important to ensure that appropriate methods and technologies are used within 
the appropriate setting: what may be right at a reception prison where somebody 
may spend five days is not the same as a training prison where someone may 
spend an extended amount of time. In particular, remand prisons and those 
with inmates serving short sentences need access to a rapid turnaround testing 
method such as dry blood spot testing (DBST) or point of care testing to limit the 
chance of patients slipping through the cracks because of unnecessary delays.

A simpler and standardised prison pathway would make it easier for prison 
staff to implement BBV services in a pressured and time-poor environment 

Hepatitis C treatment is not yet embedded in prison care culture. It was acknowledged 
by many attendees that prison staff have competing pressures on their time and 
resources – such as suicide prevention and acute injuries – which often vary significantly 
with the type of prison. As well as the quicker and easier testing technologies mentioned 
earlier, more could be done to deliver standardised approaches for the different types 
of settings to make it as easy as possible to incorporate BBV services as part of the usual 
routine, which would in turn enable greater engagement from the prisons system. 
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The introduction of opt-out testing has greatly improved testing uptake 
within prison settings. However there is still a long way to go nationally

KEY DISCUSSION POINTS

Prior to the introduction of opt-out testing in 2012, there was an uptake of prison 
testing of around 4 per cent. Moving into Quarter One of 2016/17, this had increased 
to12 per cent and full year 2017/18 this was just over 19 per cent. In Quarter One 
of 2018/19, 28.3 per cent were taking up testing in prison. There are clear examples 
of best practice in England where testing has been widely implemented, but there 
remain significant amounts of prisons where little or no testing is conducted.



Workforce retention and engagement remain significant barriers  

Prisons can be a difficult place to work in, with high staff turnover making it difficult to increase 
testing uptake. Greater support is required to ensure health professionals and other prison 
staff remain within the setting. Prison staff including prison officers, governors and substance 
use workers should be given education and information about BBVs and the risks, and indeed 
clarification and reassurance about safety, within their basic training. The ODNs can play an 
important role here, especially clinicians and specialist nurses who go into the prisons to deliver 
in reach care, as can the peer programme which delivers frontline training to staff as part of 
the prison peer project. But countering misinformation about how BBVs are transmitted and 
communicating the benefits of increased testing more effectively to the prisons workforce is 
essential work that anyone involved in the pathway can do. It was agreed that once prison staff 
recognise that testing makes work safer for them, they usually are more supportive.  
 
Lastly, it was agreed that a majority of best practice is currently the result of a small 
number of highly committed and engaged members of the workforce, and often this is 
lost if they move on. In order to tackle this, more should be done to spread knowledge 
amongst the workforce to ensure continuity of care, and to ensure that prisons are 
not under so much pressure due to a lack of staff – an issue which of course goes far 
beyond BBV services and has implications for health in prisons more generally.

More should be done to de-stigmatise hepatitis C and tackle misinformation

Peer driven action is essential to normalise hepatitis C within the setting and to change the 
conversation. Dealing with patients with low self-worth can be difficult, but if the question is 
asked in the right way and by the right person, they will be more likely to get tested and seek 
treatment. Professor Ashley Brown suggested that this could be addressed through prison art 
programmes or a similar activity so that it is presented in a routine, unthreatening manner.
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Two clinicians around the table suggested that a single ODN could be created – in 
addition to the existing 22 – which would focus solely on hepatitis C testing and treatment 
in the prison estate. This arose because clinicians pointed out that genotyping and 
rate cards don’t work in the prison setting. It was suggested that the CQUIN could 
stipulate that this ODN could approach treatment differently, such as having its own 
rate card that allows swift access to treatment. However, a single prison-focused ODN 
might not solve the problem of ensuring a smooth transition between prison care and 
community care, and, in the short term, a pilot for pangenotypic treatment could be 
expanded within the current ODN structure to ensure swift access to treatment. 

A governor’s support for a programme is also essential to ensure its success. However, prison 
governor Emily Thomas pointed out that senior health and drugs strategy managers in 
prisons should be sufficiently influential to make a difference to BBV services, so engagement 
with prisons should include a wider range of senior staff as well as prison governors.



Greater collaboration with the probation service is key

There was consensus around the table that there is still a need for greater communication 
between the probation and health services. As highlighted previously, once a patient 
leaves prison it is often difficult to ensure that results or treatments follow them and ensure 
continuity of care. A simple but important point is that offenders should have their hepatitis 
C or BBV medication with them when transferred between different settings. NHS England, 
Public Health England, Her Majesty’s Prisons and Probation Service (HMPPS) and the 
Ministry of Justice were already in discussions about how to improve continuity of care. 
Martin Stephens of HMPPS alerted attendees to the fact that they were just finalising work 
on a Probation Service Health Strategy, to which he would feed back intelligence from 
the roundtable discussion and to which the Hepatitis C could submit written evidence. 

Conclusion

The Hepatitis C Coalition sees the prisons setting as a key area where we can 
make progress towards elimination. But we all need to work more closely 
together and facilitate collaboration in order to make this aim a reality.

For its part, the Coalition will be focusing its campaigning in this area in 2019, meeting 
with politicians, policymakers and governors to see how we can improve collaboration 
and support awareness-raising to optimise delivery of opt-out testing and enable swifter 
delivery of treatment. 
 
The Coalition would like to see better continuity, communication and cooperation 
between the courts, prisons and probation services to ensure that offenders have their 
hepatitis C or BBV medication with them when transferred between different settings.
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About the Hepatitis C Coalition

The Hepatitis C Coalition is a group of leading clinicians, patient organisations, professional 
groups, industry and other interested parties committed to reducing hepatitis C-related illness 
and the eventual elimination of the virus.  The Hepatitis C Coalition receives funding from 
AbbVie, Gilead Sciences and Merck Sharp & Dohme. We want to see a more coordinated 
and effective approach to testing, treating and curing people with hepatitis C in the UK 
and greater emphasis on the prevention of new infections. We support NHS England’s 
target of elimination by 2025, which will require a concerted effort and a coordinated 
approach. We believe that everyone has a part to play in eliminating hepatitis C.

The secretariat is provided by Lexington Communications. Get in touch by 
emailing hepccoalition@lexcomm.co.uk or calling 020 7025 2300.
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Time Agenda Item Speaker
Introductions and scene setting

14:30-14:35 Opening remarks and 
introductions around the table

Prof Steve Ryder

14:35-14:45 NHSE overview of the current prison 
system in relation to BBV services

Mark Gillyon-Powell and 
Kate Davies, NHSE

14:45-14:55 BBV testing and treatment in prisons 
– state of play and best practice 
in the UK and internationally

Dr Éamonn O’Moore, Director 
UK Collaborating Centre WHO 
Health in Prisons Programme

14:55-15:15 *Discussion and Questions* n/a

The current challenges for testing and treating prisoners

15:15-15:25 The clinician’s perspective Prof Ashley Brown

15:25-15:35 Understanding the patient 
perspective on prison care

Rachel Halford, Hep C Trust

15:35-15:45 The challenges of op-out testing in 
practice

Dr Iain Brew, Care UK

15:45-16:00 *Discussion and Questions* n/a

Finding solutions and best practice examples

16:00-16:10 Building on the NAT report Kat Smithson, NAT

16:10-16:15 Reducing Hep C in London prisons 
– a case study

Michelle Storer, NHSE in London

16:15-16:20 The Governor’s view Emily Thomas, Governor HMP & YOI 
Isis

16:20-16:40 *Discussion and Questions* n/a

Conclusions and next steps

16:40-16:50 Summary of key points and next 
steps in terms of Coalition activity

Prof Steve Ryder, Prof Ashley Brown 
and Lexington

17:00 Close

APPENDIX: AGENDA

1. https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/
file/732469/HCV_IN_THE_UK_2018_UK.pdf

2.   https://www.who.int/news-room/fact-sheets/detail/hepatitis-c

3. https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/599738/hepatitis_c_
in_england_2017_report.pdf

4. https://publications.parliament.uk/pa/cm201719/cmselect/cmhealth/963/963.pdf
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ATTENDEES

Name Organisation
Kate Davies NHS England Health and Justice

Mark Gillyon-Powell NHS England Health and Justice

Hayley Mason NHS England Health and Justice

Dr Éamonn O’Moore World Health Organization/Public Health 
England

Koye Balogun Public Health England

Ginny Belson Department of Health and Social care

Seth Francis-Graham Health Protection Research Unit: Blood Borne 
& Sexually Transmitted Infections, based at 
UCL

Alpa Parmar Ministry of Justice

Molly Jones Ministry of Justice

Martin Stephens Her Majesty’s Prison and Probation Service

Marie Cunningham NHS England

Andrew Sutherland NHS England Health & Justice

Adrian Perks NHS England Health & Justice Clinical 
Programme Support

Emily Thomas HMP/YOI Isis

Michelle Storer NHS England (London Region)

Dr Iain Brew Care UK

Andy Gregory Gilead 

Peter Smethurst Gilead

Sophie Wilkinson MSD

Natalie Wood AbbVie

Sushma Patel Cepheid

David Mackintosh London Drug and Alcohol Policy Forum

Aidan Rylatt Hepatitis C Trust

Professor Ashley Brown Consultant Hepatologist / Vice Chair, 
Hepatitis C Coalition

Kat Smithson National AIDS Trust

Emily Cook Lexington Communications (Coalition 
secretariat)

Will Culliford Lexington Communications (Coalition 
secretariat)

Charlotte Newman Lexington Communications (Coalition 
secretariat)

Joseph Cox Lexington Communications (Coalition 
secretariat)


