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Introduction

This paper contributes to a larger report on health and social responses to drug
problems in Europe. The central aim of the paper is to provide an overview for
policymakers, health and prison service commissioners, and providers and service
users of how prisons may provide a setting for responding to problems associated
with drug dependence. The paper first examines the prison context and outlines why
it is an important setting for the treatment of drug problems, and describes particular
issues associated with this setting. It then examines the health consequences of
problematic drug use in the prison context, notably infectious diseases, psychiatric
comorbidity and mortality. Interventions for drug users in prisons are then delineated,
drawing on the literature on policy, drug treatment, harm reduction and preparation
for release. Subsequently, challenges to providing interventions in this setting are
unpicked and a case study of the ways in which Ireland has sought to overcome
these challenges is provided. Finally, future developments and opportunities in this

area and the implications for drug policy and practice are considered.

Prison context

lllicit drugs have been identified as an area of concern that affects health and
security in Europe while also influencing living conditions worldwide (Council of the
European Union, 2008). The term ‘illicit drug use’ captures a diverse range of
behaviour, from tobacco use in prison settings where it is banned to the illicit use of
prescription drugs and substances more traditionally thought of as drugs, such as

heroin, cocaine, cannabis and new psychoactive substances.

One setting that has been increasingly recognised as important for drug-related
responses is prisons (Fletcher et al., 2009). According to the Council of Europe’s
SPACE | (Statistiques Pénales Annuelles du Conseil de I'Europe) data, on

1 September 2015, approximately 695 000 (}) prison inmates, including pre-trial
detainees, were incarcerated across the 28 European Union (EU) Member States
and Norway and Turkey (Aebi et al., 2017). Many studies have reported that the
majority of prison inmates have used drugs at some stage during their lifetime (Fazel
et al., 2006; EMCDDA, 2012, 2014), and in many cases the drug use behaviour

(") Figures for Malta and Poland were not available.



patterns displayed are ongoing and challenging (EMCDDA, 2012). Sometimes the
main source of funding for drug use is criminal activity. Where drug use is more
problematic, the likelihood of imprisonment is higher (EMCDDA, 2012, 2014).
Incarceration leads some drug users to reduce or stop drug use, but other prisoners
continue to use drugs or are initiated into drug use (Lukasiewicz et al., 2007).

The prevailing characteristics of drug users in prison are diverse; in the main, they
come from communities and social groups that are considered vulnerable, such as
those with poor socioeconomic backgrounds or limited academic attainment, those
with no fixed abode, the unemployed and some migrant or ethnic minority groups
(WHO, 2007, 2014; EMCDDA, 2014; Ugelvik, 2014). The needs of prison inmates
with regards to drug use, mental health, attitudes towards breaking the law and
reasons for treatment are varied (McKeganey et al., 2016, cited in Kolind and Duke,
2016). In addition, the stress and social, mental and physical health issues suffered
by prison inmates (EMCDDA, 2012; Fazel and Seewald, 2012) can be exacerbated
by factors such as prison overcrowding, which is an issue in approximately 33 % of
prisons (Aebi et al., 2017). Moreover, prison populations are transient, with the
majority of prisoners, particularly those with drug problems, receiving short
sentences. This poses challenges for continuity of care within the prison environment
and following release from prison (EMCDDA, 2012) for people receiving drug
treatment, as well as the public health issues around the spread of infections
associated with the frequent movement of people between the prison population and

the wider community.

Drug use and related problems among prisoners

Extent and nature of drug use

Prison inmates are not always comfortable disclosing information about drug misuse,
for one reason or another; hence, it is not possible to obtain accurate prevalence
data, and any information gleaned provides, at best, only an estimate of what is
happening. Nonetheless, the connection between drug use and crime is well known
(Bean, 2014). Although causality has not been shown, a number of studies have
reported that drug use influences a range of criminal behaviour (Allen, 2005; Mills, et
al., 2013). A recent report by the UK Home Office estimated that 45 % of acquisitive

offences were committed by regular heroin/crack cocaine users (Mills et al., 2013). In
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another study, of new prison inmates, 55 % stated that they carried out their offences
to fund drug consumption (Borill et al., 2003). In addition, rates of drug misuse
among inmates in the 12 months prior to incarceration of the order of 50-70 % have
been reported in studies of a variety of groups of prisoners (Burrows et al., 2001;
Ramsey, 2003; Light et al., 2013). The prevalence of substance abuse and
dependence in the 12 months before entering prison has been found to be higher
among female prisoners (range 30-60 %) than among male prisoners (range 10-

48 %) (Fazel et al., 2006). A further analysis of these findings compared with
prevalence rates among the general population reported by Kessler et al. (1994)
suggested that drug use in prison inmates, particularly female prisoners, is higher

than in the general population (Fazel et al., 2006).

Scant attention has been given to examining drug use in prison at a global level.
However, a recent review (n = 59) carried out by Carpentier et al. (2017) found that
the prevalence of reporting having ever used any drug while in prison ranged from

2 % (Romania) to 70 % (Chile). For some drug users, going to prison results in the
cessation of drug use; others continue to use drugs during imprisonment
(Lukasiewicz et al., 2007) or initiate drug use to self-medicate, to pass time, to build
social networks or to acquire and enhance status (Wheatley, 2007). Furthermore,
some existing users will consume a new substance instead of, or as well as, their
usual substance, sometimes leading to the use of a more dangerous drug
(Montanari, et al., 2016). Alternatively, the mode of drug use can be altered, perhaps
because of the form or limited availability of the drug, for example from sniffing to
injecting. Moreover, in a report by HM Inspectorate of Prisons, there was evidence to
suggest that patterns of substance use in UK prisons are constantly evolving. In the
period covered by the report (2014 to 2015) the misuse of opiates appeared to be
declining, but an increase in the misuse of medication was identified (HMIP, 2015).
The report also highlighted the emergence of new psychoactive substances, more
specifically synthetic cannabinoids, within the prison setting (HMIP, 2015; PHE,
2015). These changing patterns of use are influenced by a range of factors, including
product purity and cost, desired or adverse effects and alterations to legal status
(PHE, 2015).



Research on drug use patterns in prisons has often focused on drug injecting
(EMCDDA, 2012), largely because of the identified link between injecting drug use
and adverse health risks, for example blood-borne infections such as human
immunodeficiency virus (HIV) and hepatitis C virus (HCV) (EMCDDA, 2012). Another
important health risk that is prominent is overdose, which is not only linked to
injecting drugs but may also be exacerbated by polypharmacy (i.e. use of a range of
different drugs at the same time) and potentially leaves the user at elevated risk of
adverse side effects caused by interactions between substances or additive effects.
These risks are important in the prison setting as recent studies have shown that
between 6 % and 48 % of prisoners have injected drugs at some time in their lives
(EMCDDA, 2016a).

Health consequences

The health consequences of drug use are varied and include infectious diseases,
psychiatric comorbidity and mortality in prison and on release. Each will be

discussed separately.

Infectious diseases. Prison inmates who inject drugs are at high risk of infectious
diseases such as HIV, HCV, hepatitis B virus (HBV), tetanus and botulism
(EMCDDA, 2016b), which can be spread by shared drug use materials and
unprotected sex (EMCDDA, 2016a). Moreover, tuberculosis (TB) in prisons is a
major problem, and injecting drug users are at high risk of TB infection or disease
(Dara et al., 2014). Dara et al. (2014) argue that prison settings may facilitate
transmission, so screening is vital and, regardless of when (e.g. on arrival in prison)
or how (e.g. mass, passive or contact screening) it is carried out, should utilise a
range of methods (e.g. clinical questionnaires, chest radiographs, smear microscopy
and self-referrals).

Individuals in prison have ‘multiple and complex health and social care needs’
(Anders et al., 2017). For example, from a health perspective, both mental iliness
and drug use are viewed as a significant problem within the prison setting (Todts,
2014) and frequently co-occur and interact. In the European Union, the level of risk
and prevalence of such health problems among prison inmates varies between

Member States but, nonetheless, are higher than in community settings (WHO,



2005). Health complexities are further intensified by factors that may be associated
with the prison context; for example, overcrowding and delays in treatment and
diagnosis can increase the risk of the spread of infections among prison inmates
(Todts, 2014). At the same time, issues associated with social disadvantage, such as
unemployment, lack of housing, inadequate services, predisposition towards a
criminal career, lack of education, lower levels of functionality and life skills, and

stigma, may contribute to the final outcome (Anders et al., 2017).

Psychiatric comorbidity. The prevalence of substance use co-occurring with
psychiatric disorders has emerged as an area of major concern (EMCDDA, 2015a).
In a review of 10 studies carried out by the EMCDDA, psychiatric comorbidity among
various subgroups of prisoners ranged from 20 % to approximately 85 % (EMCDDA,
2015a). Studies have confirmed a high level of psychiatric comorbidity in association
with substance use disorder in forensic settings, which can be further categorised by
type of disorder: personality disorders (50-90 %), mood disorders (20-60 %) and
psychotic disorders (15-20 %) (Pallijan et al., 2009). Similar outcomes have been
found in other countries; for example, in the United States, Lynch et al. (2014) found
that 38 % (n = 197) of female prison inmates met criteria for mental illness and co-
occurring substance use disorder during their lifetime and 20 % (n = 98) met criteria
for comorbidity in the previous 12 months. Similarly, Hiller et al. (2005) found that

39 % of prison inmates were diagnosed with substance use disorder and mental
illness. These authors also found that inmates reported significantly more physical
health issues— for example, respiratory, liver, heart and stomach problems and
traumatic injury — even when age was controlled for (Hiller et al., 2005). Despite the
fact that considerable research evidence endorses the link between psychiatric
disorders and substance use, the relationship is complex; how it presents in
prisoners varies, as it is influenced by the type of mental disorder and also the type
of substance used (EMCDDA, 2015a).

Mortality in prison and on release

Mortality rates among prison inmates are high (EMCDDA, 2015b). According to data
available from the Council of Europe’s SPACE | project, the median mortality rate in
2014 was 27 deaths per 10 000 inmates, which was slightly lower than in 2013 and
2012 (28 deaths per 10 000 inmates). Drug and alcohol intoxications accounted for



2 % of deaths on average in 2014, and suicides made up 25 % on average (Aebi et
al., 2017). A 20-year study examining natural deaths in male prisoners in England
and Wales found that standardised mortality rates among prisoners were lower than
in the general population for natural deaths overall (0.70), but higher for respiratory
pneumonia (2.35) and other infectious causes (1.52) (Fazel and Benning, 2006).
Other important causes of death in prison populations include overdose, suicide,
disease caused by HCV infection, alcohol abuse and violent behaviour (EMCDDA,
2015b).

Suicide is a major cause of death in prisons (Fazel et al., 2005; Baillargeon et al.,
2009). Inmates serving short (< 1 year) or long sentences have been shown to be
particularly vulnerable to suicide (Rabe, 2012). One study of suicide among English
and Welsh prisoners between 1999 and 2000 found that 32 % of completed suicides
occurred during the first week of imprisonment, with 11 % occurring within 24 hours
(Shaw et al., 2004). Furthermore, those in the sample with drug dependence were
more likely to die by early suicide, in this group 59 % of the suicides occurred within

7 days of reception (Shaw et al., 2004).

Newly released prisoners are also at increased risk of death, particularly in the
period immediately post release, and drug-related causes play a prominent role in
this increased mortality. One systematic review of deaths post release in seven
different countries — United States (5), UK (England and Wales (3), Scotland (2)),
Australia (4), Finland (1), France (1), Netherlands (1), Switzerland (1) — found that
drug-related standardised mortality rates in males alone or in males and females
combined ranged from 4.1 to 26.0, with rates for females alone being even higher
(8.7-115.9) (Zlodre and Fazel, 2012). Another meta-analysis of six studies of
mortality on prison release, by Merrall et al. (2010), compared the risk of death in the
first 2 weeks post release with the period 3-12 weeks after release. Of the 1 033
deaths recorded in the six studies as occurring in the 12-week period post release,
over half (612) were drug-related and there was a three- to eight-fold increase in the
risk of death in the first 2 weeks post release compared with the remainder of the 12-
week period. However, there were considerable disparities between studies (Merrall
et al., 2010).



More recently, a study of deaths following release from prison in Norway found that
85 % (n = 123) of deaths reported in the first week post release were the result of
overdose. In week 2, risk of overdose was halved, and in weeks 3 and 4 overdose
was reduced to one fifth of the level seen in week 1. What is more, in this study, the
length of time prisoners were detained was found to be associated with the risk of
death from overdose: prisoners who were detained for 3-12 months were at higher
risk of overdose death than prisoners who were detained for shorter or longer
periods (Bukten et al., 2017).

Other causes of deaths may also be important; for example, data for the financial
year 2015/16 from the UK (England and Wales) show that accidental death (which
includes drug- and overdose-related deaths) accounted for 9 % (n = 68) and self-
inflicted deaths for 36 % (n = 264) of all deaths of offenders under probation
supervision in the community (n = 725) (Ministry of Justice, 2016). People under
probation supervision can be either serving court-ordered sentences in the
community (including community orders and suspended sentence orders) or on post-
release supervision after completion of a custodial sentence (the latter group making
up about one third of the caseload).
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Interventions for drug users in prison

Policy context

The drug-related healthcare needs of prison inmates are considered a public health
priority in Europe (EMCDDA, 2012). With the aim of addressing this problem,
numerous policies and plans have been adopted and put into place. At European
level, the European Council in 2003 adopted a resolution regarding the treatment of
prison inmates who use drugs (°). A year later, the European Parliament adopted
recommendations to protect the rights of prison inmates in the European Union (3).

Prison settings have been prioritised in the EU Drug Strategy (2013-2020) (%) and its
associated action plan (2013-2016) (°). Prisons are addressed in Section 1 (drug

demand reduction):

e Objective 2 (drug treatment and rehabilitation), Action 8, aims to scale up
development and availability of healthcare for drug users in prison or post
prison (continuity of care).

e Objective 5 (enhancement of judicial cooperation and legislation with
European Union), Action 21, allows for Member States to provide alternatives

to punishment, for example education, treatment, rehabilitation and aftercare.

Finally, in Section 3 (coordination), Objective 14 refers to the maintenance of
networks within and across Europe to share information, research and monitor and
evaluate illicit drugs. Action 50 of this objective targets illicit drug use among
prisoners. A tool that has been developed by the EMCDDA for this purpose is the
European Questionnaire on Drug Use Among Prisoners (EQDP) (°), which is based

on core questions already being utilised in prison settings in many EU countries.

Other recommendations adopted by the Council of Europe, through the Council for
Penological Cooperation under the Committee of Ministers, include the European

Prison Rules ("). Moreover, guidance on prison health standards and governance

(2) Available at http://www.consilium.europa.eu/uedocs/cms_data/docs/pressdata/en/jha/74719.pdf

() Available at http://www.europarl.europa.eu/sides/getDoc.do?pubRef=-//EP//TEXT+TA+P5-TA-2004-

0142+0+DOC+XML+VO//EN

(4) Available at http://eur-lex.europa.eu/legal-content/EN/TXT/PDF/?uri=CELEX:52012XG1229(01)&from=EN

(°) Available at http:/eur-lex.europa.eu/legal-content/EN/TXT/PDF/?uri=CELEX:52013XG1130(01)&from=EN

( ) Available at http://www.emcdda.europa.eu/publications/technical-reports/european-questionnaire-drug-use-among-
prisoners-eqdp_en

() Available at http://search.coe.int/cm/Pages/result_details.aspx?ObjectlD=09000016805d8d25
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has been issued by the World Health Organization (WHO, 2007) and the United
Nations Office on Drugs and Crimes (UNODC, 2013). Two other organisations that
have contributed to the welfare of prison inmates on drug treatment are WHO and
the European Committee for the Prevention of Torture and Inhuman or Degrading
Treatment or Punishment (CPT) (®). The main role of the CPT is to visit prisons
throughout Council of Europe Member States to determine how prison inmates are
being treated, following which the CPT sends a report outlining its findings and
recommendations to the government of the state in question. WHO, through its
Health in Prisons Programme (HIPP), provides help and advice to Member States to
help them target health and healthcare in prison. In addition, HIPP expedites links
between prison health and public health systems at national and international levels
(WHO, 2017).

At national level, in 2016, the national drug strategies of 12 EU Member States
included objectives for prison health. Drugs are targeted in nine prison health
strategies, with three countries having a strategy targeting prison drugs exclusively:

Luxembourg, Portugal and Norway (Montanari et al., 2016).

Internationally, prison health is primarily guided by two basic principles: (1) the
provision to prison inmates of care that is equivalent to that found in the community;
and (2) continuity of care (whereby prisoners who commence treatment in prison are
able to continue their treatment in the community). Interventions broadly fall into

three categories: treatment, harm reduction and preparation for release.

Drug treatment

Traditionally, prison healthcare has been the remit of the ministry responsible for
prison services (e.g. the justice or interior ministry) (EMCDDA, 2012). However, a
number of countries have already or are in the process of transferring prison health
to their ministry of health (e.g. France, Italy, Slovenia, the United Kingdom, Norway,
Sweden and Spain) (EMCDDA, 2012). In Finland, prison health came under the
remit of the Ministry of Social Affairs and Health through the National Institute of
Health and Welfare (EMCDDA, 20173a).

(®) More information available at http://www.coe.int/en/web/cpt/fags#what-is-the-cpt
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The organisation of health and social responses to drug-related problems varies
among EU countries. For example, according to respondents in a study by Hamilton
et al. (2015), Sweden takes a whole-country approach whereas, in Germany,
programme delivery is the responsibility of individual regions. In contrast, centred on
a national partnership agreement between the National Offender Management
Service, National Health Service (NHS) England and Public Health England for the
co-commissioning and delivery of healthcare services in UK prisons, NHS England is
responsible for the commissioning and management of services related to all
healthcare (NOMS, PHE and NHS England, 2015). Programmes are mainly
delivered in one of two formats: nationwide, by means of accredited programmes, or
locally by private and non-profit organisations (Hamilton et al., 2015). In addition,
Hamilton et al. (2015) identified a systemic approach to treatment, with programmes
embedded in wider community services such as social, medical, throughcare and/or
employment assistance services. Regardless of how responses are delivered,
systematic reviews and meta-analyses demonstrate positive outcomes for the
provision of treatment to individuals who misuse drugs within the judicial system
(Pearson and Lipton, 1999; Mitchell et al., 2007; Koehler et al., 2014).

Drug-related services available to prison inmates on entering prison, during their stay
and after they are released are outlined in EMCDDA (2012). What follows is a brief
synopsis of what occurs on entry to prison. At the outset, a medical examination,
which is generally viewed as standard practice by EU countries, is carried out to
determine whether or not the inmate has any pre-existing conditions (e.g. withdrawal
symptoms) that may need medical attention or ongoing treatment (medication
needs). The initial assessment is carried out by a prison doctor or nurse on entry or
within 24 hours. In accordance with the European Prison Rules, a more in-depth
medical examination, which includes an assessment for specialist care and testing
for blood-borne viruses (BBVs) and sexually transmitted infections, is carried out 1-
20 days after entry (EMCDDA, 2012). Tests for infectious diseases are optional. The
health record created at entry is usually confidential and remains with the inmate for
the duration of his/her stay in prison. Most EU countries carry out clinical
assessments for drug use and associated drug-related problems and suicide risk
although in some countries standardised tests, questionnaires or interviews are

utilised; for example, in Sweden the Addiction Severity Index Interview can be used,
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and in the UK assessment can be carried out by the CARATSs (counselling,
assessment, referral, advice and throughcare services) team. Multidisciplinary
assessments (psychological, social and legal) are utilised in some countries (e.g.
Spain, Italy and the Netherlands) and lead to the development of individual care
plans (EMCDDA, 2012). During the initial consultation, inmates are advised about
treatment and prevention, and are referred to specialists if further care is needed.
Inmates are advised of risks that may arise in prison and they are given hygiene kits
and condoms (EMCDDA, 2012).

Treatment approaches used in prisons in the European Union can be broadly
classified into three groups (EMCDDA, 2012):

1. Low-intensity drug treatment. Short-term programmes that focus on reducing
drug use, preventing relapse and harm reduction are carried out within the prison
setting. Interventions may include counselling, psychoeducation delivered in
group settings, crisis intervention, motivational programmes, cognitive
behavioural therapy (CBT) or short-term treatment in outpatient settings. These
services are generally delivered by the prison system.

2. Medium- or high-intensity drug-free treatment. Treatment is delivered in
residential settings in inpatient wards, for example therapeutic communities or
residential drug-free units in prison. Treatments may include CBT and 12-step
programmes, in which prison inmates identify what their triggers for drug use are
and when they are at high risk of use. Inmates learn coping skills, how to problem
solve and how to disrupt negative thought patterns. Programmes are delivered in
groups or individually.

3. Medium- or long-term opioid substitution treatment. People who are addicted to
heroin or other opioids are prescribed medication to help stabilise dependence
(EMCDDA, 2012). Opioid substitution treatment was recommended as the
treatment of choice for opioid dependence by the Council of the European Union
(2003) and WHO (2009) and is the primary method utilised in the treatment of
opioid dependence in the majority of EU Member States (EMCDDA, 2012). Its
use in prison settings has also been well supported in the literature (Stallwitz and
Stover, 2007; Hedrich et al., 2012; Larney et al., 2016). It was first introduced in

prisons in the Netherlands in 1985 and by 2017 was reported to be available in
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28 of the 30 countries monitored by the EMCDDA (EMCDDA, 2017b) (°). Despite
these advances, opioid substitution treatment is not always provided or available
to prisoners (Larney and Dolan, 2009), and in some instances requests for opioid
substitution treatment can be refused. A case recently brought before the
European Court of Human Rights — Wenner v. Germany — dealt with just this
issue. Mr Wenner, a prisoner who had a lifelong addiction to heroin (40 years)
was refused opioid substitution treatment on admission to prison. In the final
judgment, delivered in September 2016, the Court upheld the prisoner’s
complaint and agreed that the refusal of opioid substitution treatment in prison
was inhumane and was in breach of Article 3 of the Convention for the Protection
of Human Rights and Fundamental Freedoms (*°).

A more recent problem that has emerged is in relation to new psychoactive
substances. Increasingly, it has been found that new psychoactive substances,
particularly synthetic cannabinoids, are being used by adult prison inmates. Studies
in the UK suggest that the use of new psychoactive substances is widespread and is
associated with increased debt, intimidation, violence, organised crime and medical
emergencies (Centre for Social Justice, 2015; HMIP, 2015, 2016, 2017).

Because the content of new psychoactive substances is varied and changes rapidly,
their use poses a particular challenge to healthcare and to prison employees as
there is uncertainty in how best to respond (EMCDDA, 2016c). This is further
exacerbated by the lack of data on the effectiveness of responses to new
psychoactive substances use in prisons. There is a need to develop effective
responses, starting with adaptations of existing evidence-based responses to other
drugs (EMCDDA, 2016c). At the same time, attempts are being made to overcome
deficits in knowledge and to generate advice by setting up working groups and
training and awareness campaigns to educate and share information (Rehabilitation
for Addicted Prisoners Trust, 2015). In an attempt to overcome these issues, Public
Health England has developed a toolkit that brings information together to help local
authorities, organisations and the NHS to respond to new psychoactive substances
(PHE, 2015).

(92 No data available in 2016 for Greece, Cyprus, Lithuania and Slovakia.
(*) Available at http://www.coe.int/en/web/conventions/full-list/-/conventions/rms/0900001680063765
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Harm reduction

Harm reduction/prevention strategies have been an essential component of
European drug policy since the beginning of the 21st century (EMCDDA, 2010). In
relation to prison settings, harm reduction is defined as the prevention or reduction of
negative health outcomes that are caused by incarceration, for example drug
overdose, mental health issues, suicide and self-harm (WHO, 2005). The central
premise behind the concept is that individuals who misuse drugs are unable to
refrain from using drugs in the short term and, therefore, it is beneficial to reduce the
harm that is associated with drug use by helping them to reduce drug use or by
minimising or eliminating the sharing of needles and other drug paraphernalia that
can spread infectious diseases (WHO, UNOCD and UNAIDS, 2007). Harm reduction
is mainly delivered as a ‘combination intervention’, which consists of a package of
interventions that are tailored to suit an individual’'s needs and lived experience
(EMCDDA, 2010).

A number of harm reduction programmes are recommended within EU prisons. For
example, testing helps reduce the prevalence of infectious diseases among drug
users by making them aware of their infection status, which in turn should encourage
them to obtain treatment earlier if needed (EMCDDA, 2016a). Testing programmes
can be either opt in (tests are offered and prisoners choose whether to have the test
or not) or opt out (individuals receive the test unless they decline) (Rumble et al.,
2015). In England, with the aim of increasing diagnosis of HCV, HBV and HIV
infections among prisoners and subsequently providing treatment, an opt-out policy
has been in place across all prisons since 2013 (PHE, 2014). An analysis of Prison
Health Performance and Quality Indicators found that the rate of testing of new
prison entrants for HCV in 2014 (approximately 10 %) was more than twice that in
2010 (approximately 4 %) (PHE and WHO, 2015). Moreover, the Health and Justice
Indicators of Performance, which replaced the Prison Health Performance and
Quiality Indicators in April 2014, contain more specific indicators for monitoring HCV
testing. Preliminary data from these Health and Justice Indicators of Performance for
2015/16 show that 11.5 % of new receptions to adult prisons in England were tested
for HCV antibodies, and that 79.5 % of those with a positive result were tested for
active disease by PCR (polymerase chain reaction) testing (PHE, 2017). It could be

argued that introduction of the blood-borne virus opt-out testing, agreed in October
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2013, has contributed to the increase in testing, which in the case of the UK has

resulted in a positive outcome.

To reduce the risk of HIV and HCV transmission, it is recommended that prisoners
be provided with clean drug injection equipment, along with free access to sterile
needles and syringes, as well as advice about hygiene and caring for wounds
(ECDC and EMCDDA, 2011). Individuals who are already infected with HIV or HCV
should be given antiviral treatment. Individuals with active or latent tuberculosis (TB)
should receive TB treatment and TB prophylactic therapy respectively. Treatment
should also be provided if other infectious diseases are diagnosed (ECDC and
EMCDDA, 2011).

Individuals who inject drugs are also at high risk of contracting hepatitis B, hepatitis
A or the bacterial infection, tetanus, and, if they already have hepatitis C, other
concomitant infections will lead to faster progression of hepatitis C and increased ill
health (ECDC and EMCDDA, 2011). The most effective and cost-effective way of
preventing the spread of these conditions is vaccination (ECDC and EMCDDA,
2011). There is currently a global shortage of hepatitis B vaccines (PHE, 2017). As a
result, in the UK, health professionals who administer vaccinations have been issued
with a classification for prioritisation along with guidance on how to prevent exposure
(PHE, 2017). This shortage is likely to have an impact on prison programmes as

prisoners are not classified at highest level of risk or urgency (level 3).

Other harm reduction programmes include distribution of condoms, counselling and
information, health promotion and targeted delivery of services (ECDC and
EMCDDA, 2011). Further information on prevention and harm reduction can be
found on the EMCDDA best practice portal (*).

One tool that has been shown to reduce injecting risk behaviour is needle and
syringe programmes. It would seem likely that the introduction of needle and syringe
programmes in prisons would reduce the transmission of HIV among prison inmates
who inject drugs (EMCDDA, 2016a). However, despite the adoption of needle and
syringe programmes by a large number of countries worldwide (n = 90), progress
within prison settings has been slow (Cook et al., 2016). Moreover, needle and

(*') Available at http://www.emcdda.europa.eu/best-practice/
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syringe programmes are not widely available in EU prisons. Only four countries
report needle and syringe programmes in prison settings, with only three reporting

actual syringe distribution: Germany, Luxembourg and Romania.

Tattooing in prison is not always prohibited, and it is widespread (WHO, 2007). More
often than not, tattoos are applied using equipment that is non-sterile and shared
(Treloar et al., 2015), which can act as an independent risk factor for infections such
as HIV, HBV, HCV and tetanus (Hellard et al., 2007; WHO, 2007). In particular,
studies have shown that among prison inmates having a tattoo applied in prison is
independently associated with having an HCV infection (Long et al., 2001; Rotily et
al., 2001; Babudieri et al., 2005). To reduce the risk of acquiring infectious diseases
from tattooing, the Dublin Declaration on HIV/AIDS in Prisons in Europe and Central
Asia, prepared by Lines et al. (2004), states that European countries have a
responsibility to provide safer tattooing equipment so that prisoners can protect
themselves from HIV. Moreover, WHO (2007) recommended that prisons should
provide safe tattoo rooms that have facilities for sterilising tattooing equipment. In
addition, tattooists should have good hygiene practices (hand washing and glove
use), use clean, sterilised tattooing equipment and use sterile needles once only
(WHO, 2007). It has been argued that safe tattooing programmes should be
available in prisons (Bonnycastle, 2011). In Canada, a change of minister led to the
discontinuation of safe tattooing programmes that had been implemented; however,
in the short space of time that they were running they were shown to reduce harm
and exposure to health risk while also increasing health and safety of staff, prisoners

and the wider community (Kondro, 2007).

Preparation for release

The period following release from prison can be a particularly difficult time for prison
inmates with, in particular and as discussed above, an elevated risk of drug-related
death. Inmates with a history of drug problems may be particularly vulnerable (Farrell
and Marsden, 2008; Merrall et al., 2010; Forsyth et al., 2014; Chang et al., 2015). A
meta-analysis of six studies from the UK, Australia and the US found that almost

60 % of deaths among newly released prisoners in the first 12 weeks following
release from prison were due to drug-related causes (Merrall et al., 2010), and,
another review of mortality over a longer period (up to five years after prison
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release), drug-related causes, suicide and homicide have been shown to account for
18 %, 8 % and 9 % of deaths, respectively (Zlodre and Fazel, 2012). Therefore, the
importance of preparing prison inmates for release and reintegration back into

society cannot be overemphasised (EMCDDA, 2012).

Preparation for release, which should form part of the overall sentence plan,
commences when the prison inmate starts his/her sentence and requires input from
all staff (WHO, 2007). Pre-release planning is vital for inmates who use drugs as the
risks of relapse and overdose post release are high (Merrall et al., 2010; Smyth et
al., 2010). A number of steps can be taken to prepare prisoners for release. For
example, incorporating into the care plan home leave or conditional release,
involvement with self-help groups and training and education about relapse and
overdose can help reduce risk factors during and after the release phase (WHO,
2007). In the case of prison inmates who are receiving opioid substitution treatment
or undergoing other drug programmes, continuity of care is essential if they are to
remain drug free post release. Prior to release, interagency working between
services within the prison and those in the community (e.g. mental health units,
doctors) is crucial to ensure a seamless transition of care. Continuity of care before,
during and after a custodial term is known as throughcare (*?). Programmes to
ensure continuity of care are aligned with the guidance put forward by WHO to
encourage the integration of prison and wider public health systems to ensure that
support systems such as primary care providers are in place in prison and the
community before release (UNODC and WHO, 2013).

Insufficient continuity of care has been identified as a risk factor for overdose post
release (Zlodre and Fazel, 2012). To reduce the likelihood of overdose, prisoners
should receive counselling on overdose risk and undertake first aid training in the
management of overdose (EMCDDA, 2012). Receiving opioid substitution treatment
in prison has been shown to act as a protective factor against overdose. Marsden et
al. (2017) examined the association between opioid substitution treatment at the time
of prison release and risk of death in UK prisoners and found that prisoners
participating in opioid substitution treatment programmes at the time of their release

were 75 % less likely to die within 1 month of release and were more likely to

(**) The toolkit ‘Throughcare Services for Prisoners with Problematic Drug Use’ is available at
http://www.throughcare.eu/reports/throughcare_toolkit.pdf
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continue their treatment in the community (Marsden et al., 2017). Similar results

were found by Degenhardt et al. (2014).

Prisoners and newly released prisoners are considered at high risk of suicide (Pratt
et al., 2009; Fazel et al., 2011; EMCDDA, 2012; Zlodre and Fazel, 2012). Suicide is
more frequent in drug users (EMCDDA, 2011) and in those who are feeling
vulnerable or stressed (Konrad et al., 2007). To overcome the risk of suicide, prison
inmates should undertake pre-release and coping skills programmes that target how
to survive the sentence and leaving prison (Liebling, 1992). A number of prevention
strategies have been identified and include staff training, and screening at intake,

post intake and whenever circumstances alter (Konrad et al., 2007).
Implementation of evidence-based intervention in prisons
Challenges to providing interventions for drug users in prison settings

The high prevalence of drug-related issues suffered by prison inmates seems to
imply, in theory, that incarceration is a perfect opportunity to provide treatment
(McIntosh and Saville, 2006). However, a broad range of challenges can arise that
may hinder the provision of interventions for drug users in this setting. First, a prison
is a unique environment, with its own regime, culture, characteristics and rules that
may impact on how services are delivered and how prisoners engage with
interventions (Mcintosh and Saville, 2006; Taxman et al., 2009). The commitment of
the prison employees to the beliefs and values of the prison estate will be
guestionable if they lack autonomy and creativeness within their role (Taxman et al.,
2009). Employees’ commitment will also be influenced by the position they hold, their
social and cultural background and how well paid they are. Other challenges within
the treatment field can prevent treatment programmes achieving their full potential
(Kimberly and McLellan, 2006). For example, employees may not be adequately
trained or competent (Hamilton et al., 2015) and, if they are, they may not be

sufficiently qualified to adopt evidence-based approaches (Taxman et al., 2009).

The relationship between prison employees and prison inmates influences whether
or not an inmate engages with treatment; for example, inmates with negative

attitudes that have occurred in response to the prison culture/rules may be reluctant
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to engage with staff involved with delivering treatment. Other inmates may have trust
issues; some inmates may find it difficult to open up to officers they are familiar with
and may feel more at ease with external agencies (Mclntosh and Saville, 2006).
Lack of motivation can be an issue, and staff involved will need to motivate the
inmate by tailoring programmes to suit the needs of the inmate (Hamilton et al.,
2015). Another issue that may prevent prison inmates engaging with treatment for
drug abuse may be the existence of another condition; serious mental disorders in
prison inmates are not a new finding (Fazel et al., 2002), and the prevalence of
psychiatric comorbidity in this population ranges from 21 % to 85 % (EMCDDA,
2015a). Other features that are widespread in inmates are boredom, aggression and
violence, which can further influence whether or not treatment for drug use is

successful (Mcintosh and Saville, 2006).

Interagency working allows programmes to be linked with other agencies and
services, which should lead to an enhanced service delivery (Taxman et al., 2009;
Hamilton et al., 2015). Although difficulties can arise using a multi-agency approach,
it is an essential component to delivering continuous care to drug users (Taxman et
al., 2009; Hamilton et al., 2015). For example, in Ireland, the Progression Routes
Initiative was set up to target obstacles that prevent efficient case management for
rehabilitation services. It involved a large number of Irish organisations such as the
Health Service Executive (HSE), FAS (Training and Employment Authority), Dublin
City Council, Homeless Agency, Probation and Welfare Services, National Drugs
Strategy Team, An Garda Siochéna (police force) and voluntary and community
organisations working together (DCRGA, 2007). The importance of having
organisational structures that provide cohesion, the availability of quality and
standard frameworks, and enhanced case management are also considered

necessary in the implementation of evidence-based practice (DCRGA, 2007).

Case study: implementing evidence-based practice in Irish prisons

Key characteristics of the approach
How Ireland overcame the challenges of implementing evidence-based practice is

closely connected with how drug policy aimed at tackling Ireland’s drug problem
developed and evolved over time. Attempts to address Ireland’s drug problem at a
policy and community level were first implemented in the 1970s (e.g. Working Party

21



on Drug Abuse, 1971; NCCDA, 1986, 1991; Butler, 1991; O'Brien and Moran, 1998).
However, it was not until the early 1980s that drug dependence was identified as an
area of concern within the judicial system; since then, many offenders with drug

problems have passed through the Irish system (IPS, 2000).

To address the problem, a steering group was established to review prison-based
drug treatment services (IPS, 2000). The findings of the review resulted in a number
of recommendations with regard to a number of areas, such as policy, staffing,
training, implementation and interagency working (IPS, 2000). In response to this
review, the Irish Prison Service published a drugs policy strategy, Keeping drugs out
of prisons (IPS, 2006). First, this document acknowledged that drug abuse was best
treated by utilising a multifaceted range of evidence-based practices. Second, it
outlined the strategic approach the Irish Prison Service would take to tackle the
problem (IPS, 2006). Though the implementation of this document is ongoing and
continues to evolve (Clarke and Eustace, 2016), it has informed subsequent actions
that have helped Ireland overcome challenges that can hinder the implementation of
evidence-based practice. What follows is a brief outline of the changes that have
been introduced to organisation structures that enhance the use of evidence-based

practice within the judicial system.

Interagency working. Interagency working is considered an important part of
providing continuous care to drug users (DCRGA, 2007). In Ireland, offender
management in the community and in prison is the responsibility of the Probation
Service and the Irish Prison Service respectively. Centred on recommendations for
enhanced collaboration with other agencies, the Probation Service and Irish Prison
Service have produced a joint strategic plan for 2015-2017. Both organisations use a
multiagency approach to the management and rehabilitation of offenders and
acknowledge that a connection exists between substance abuse and offending
behaviour (PS and IPS, 2015). They are committed to working with each other and
with other services, such as the Health and Safety Executive and community-based
organisations, to ensure that offenders have access to services that target

prevention, treatment and harm reduction (Clarke and Eustace, 2016; IPS, 2016).

Employee competence and training. The skillset of employees delivering

programmes has been identified as an area that can affect the outcomes of
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evidence-based programmes (Taxman et al., 2009; Hamilton et al., 2015). Employee
development was identified as essential in the Irish Prison Service drug policy and
strategy, which aims to build on existing practices (IPS, 2006). Currently, health
teams can be accessed in all prisons; some staff are qualified to treat addiction and
other practitioners are interested in the field and are familiar with care pathways

available in the prison setting (Clarke and Eustace, 2016).

Enhanced case management. This has been identified as part of the model of
effective practice that has been put forward by Clarke and Eustace (2016).

Evaluation. Evaluating the effectiveness and impact of evidence-based practice is
viewed as an essential component of training guidelines and information obtained is

used to update and improve intervention programmes already in place (IPS, 2006).

Quality and standard frameworks. Healthcare standards were developed by the
IPS in 2011. The standards aim to guide governors and managers with regard to the
provision of health services and associated facilities needed to provide them (IPS,
2011). Health Care Standard 9, which refers to drug treatment services, outlines the
main guidance for the provision of clinical services for the assessment, treatment

and care of individuals who misuse drugs (IPS, 2011).

Assessing the impact
Although changes have been implemented in the Irish justice system, the impact of

these is only slowly emerging and is ongoing. Both the Irish Prison Service and
Probation Service in Ireland acknowledge the association between drugs, crime and
recidivism and are committed to creating a system that targets drug-related problems
in prison inmates. In a 2016 review, it was reported that together they have a
combined budget of EUR 3.33 million for the provision of addiction services to prison
inmates (Clarke and Eustace, 2016). This review also indicated that there are health
teams in all Irish prisons, with some employees and clinicians having addiction
gualifications. Joint strategies are in place and have resulted in a more cohesive and
coordinated ways of managing health issues in general and those related to drugs.
The current approach is a mixed layered one that combines community residential
treatment with other treatments, such as detoxification in prison, methadone

treatment, one-to-one and group addiction counselling, CBT, therapeutic
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communities, 12-step programmes, harm reduction and relapse prevention (Clarke
and Eustace, 2016).

However, Clarke and Eustace (2016) acknowledge that, despite the strong focus on
drug addiction, there are problems that still need to be addressed. First, the recent
shift in drug use from opiate-based drugs to benzodiazepines and new psychoactive
substances has created issues for treatment as these drugs are harder to detect and
appropriate treatment provision, particularly for NPS have yet to be developed.
Secondly, harm reduction strategies still need further development across the prison
estate (Clarke and Eustace, 2016). One programme that has operated under the
partnership of the Red Cross, Irish Prison Service and Education and Training
Boards Ireland is the community-based health and first aid (CBHFA) programme, a
health and education harm reduction programme that aims to improve health,
hygiene and first aid (Betts-Symonds and O’Halloran, 2010). Although the
programme has been delivered to communities worldwide, Ireland was the first
country to deliver the programme in prison settings (IPS et al., 2017). The
programme is delivered over 4-6 months to Red Cross volunteer prison inmates,
who then, in partnership with support staff, work on a peer-to-peer basis to increase
awareness of and carry out projects aimed at increasing well-being in prison (Betts-
Symonds, 2012). Such projects are varied and have included personal, in-cell and
prison hygiene awareness; HIV and AIDS awareness; and overdose prevention
programmes (IPS et al., 2017). The impact of the programme was illustrated by the
number and type of projects that emerged in each prison (for an overview, see
Annex 1 in Betts-Symonds, 2012). These projects, together with the involvement of
volunteer prison inmates, have contributed to achieving the Irish Prison Service

healthcare standards (**

). In addition, the programme has had positive effects on
the volunteer prison inmates, resulting in increased focus, confidence, pride and self-
worth. Volunteers report improved relationships with peers and staff and that they

became multi-skilled and developed new and changed beliefs along with a desire to

(**) See Betts-Symonds (2012) (Table 6, p. 57) for an overview of volunteer contributions — available at
https://www.redcross.ie/wp-content/themes/twentyfourteen/downloadl.php?filename=/2015/07/cbhfa-3-year-evaluation-
report-dec-2012.pdf

(14) 2011 Irish Prison Service healthcare standards available at http://www.irishprisons.ie/wp-
content/uploads/documents/hc_standards 2011.pdf
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be of assistance to others (Betts-Symonds, 2012). Finally, the success of this

programme (*°) in prison settings has resulted in a number of awards (*°).

Future developments and opportunities and implications for policy
and practice

Harm reduction programmes are one of the main responses to drug-related issues in
57 % of countries worldwide that report on injecting drug use (Cook et al., 2016).
Despite support for harm reduction programmes by all EU Member States (Stone,
2016), Cook et al. (2016) suggest that such programmes are failing to achieve their
full potential and to target the particular needs of the populations they address,
notably prisoners. In general, the delivery of prison health services has been shown
to vary extensively across Europe, with little or no evaluation or monitoring, which is
an issue (EMCDDA, 2012). Monitoring the problems and prevalence of injecting drug
use is viewed as an essential feature of any attempt by EU Member States to
prevent drug-related harm (ECDC and EMCDDA, 2011) and these efforts need to
include people with drug problems in custodial settings. As a result, the EMCDDA
has produced a monitoring framework, which includes key indicator protocols and
toolkits to help Member States achieve this. Data are gathered via standardised
monitoring tools such as data tables and structured questionnaires regarding health
and social responses to drug use, harm reduction and actions taken to prevent
infectious diseases (ECDC and EMCDDA, 2011) (*'). Using a standardised
approach allows the EMCDDA to collate data that are objective, reliable and

comparable regarding drug-related prison health across Europe (EMCDDA, 2012).

Another consequence that will stem from improved monitoring is that prevalence
data for drug-related health conditions will be more informative, which will in turn
inform policy and how harm reduction programmes should respond at national level
(Dolan, 2016).

(15) Further examples and information about the programme are available at https://www.redcross.ie/wp-
content/themes/twentyfourteen/downloadl.php?filename=/2017/01/CBHFA-Irish-Support-Information-Pack-January-2017.pdf

(1 ) Awards information available at https://www.redcross.ie/news-and-events/fourth-award-for-prison-programme/
(*") Key indicators available at http://www.emcdda.europa.eu/activities/key-indicators
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Although practitioners have been evaluating treatment process, few have evaluated
treatment outcomes. The evidence base in this area is still emerging; it is
recommended that programme delivery should be accompanied by outcome
evaluations, as this will result in a stronger evidence base while also enhancing the

work done with offenders who abuse drugs in Europe (Hamilton et al., 2015).

A lack of resources and funding can have implications for harm reduction
programmes. For example, Sander et al. (2016) found that the financial crisis
affected all EU countries with a decline in government funding leading to extensive
cutbacks in all areas of public spending, resulting in programmes being discontinued.

Furthermore, funding from international donors is also decreasing (Cook, 2016).
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