3.6
Health-based policies in prisons and other
closed settings

Key recommendations
• Governments should consider bringing
prison health under the control of the Ministry of Health rather than ministries of justice, interior or corrections
• An understanding of the level and nature
of drug use and drug dependence among
prisoners is needed to design appropriate
policies and programmes; and services
should be designed, implemented and evaluated with the meaningful involvement of
people who use drugs
• A range of interventions and programmes
should be developed and properly resourced
in custodial settings, including treatment and
harm reduction services. These programmes
should be gender sensitive, and be stringently
evaluated and adapted if necessary
• NSPs in prisons are needed to avoid the risks
related to sharing injection equipment. The
introduction of NSPs should be carefully
prepared, including providing information
and training for prison staff. The mode of delivery of needles, syringes and other equipment (for example, by hand or dispensing
machine) should be chosen in accordance
with the environment of the prison and the
needs of its population200
• Additional harm reduction programmes
– such as information and education programmes, naloxone distribution, HIV testing
and counselling, ART, crack pipe distribution, etc. – should also be provided
• A person’s participation in drug treatment
programmes should not be used as a reason
to discriminate against them
• Effective links with community-based
services should be established to ensure
continuity of care so that the benefits of
treatment started before or during imprisonment are retained.

Introduction
The best estimate of the current world prison
population is 10.2 million, a figure excluding at
least 650,000 persons reported to be in pre-trial
or ‘administrative’ detention in China and 15,000
in North Korea.201 The number of people imprisoned for drug-related offences has been growing
in the past few decades irrespective of imprisonment for offences such as theft, robbery and fraud
committed to raise money to fund drug purchases.
As already mentioned in previous chapters of the
Guide, the global increase in drug-related crime is
driven mainly by a rising number of offences related to drug possession – with offences related to
drug possession currently comprising 83% of total
global drug-related offences. Criminal offences relating to drug trafficking, however, have remained
relatively stable over time (see figure 1),202 and the
vast majority of traffickers in prison are low-level
offenders.203
The proportion of drug-related offences among female prisoners is typically higher than for their male
counterparts.024 This trend has been attributed to the
greater ease with which low-level crimes can be prosecuted,205 as well as gender disparities in the enforcement of drug laws and policies.206 Overall, however,
the vast majority of prisoners the world over are adult
men, although the number of women prisoners is
increasing at a much faster rate than for men.207
In most countries, prisoners are drawn from the
poorest and most marginalised strata of society,
with low education, high unemployment rates, and
histories of physical or sexual abuse, broken homes
and relationships.208 Many prisoners may have
used alcohol and/or controlled substances as a
coping mechanism, including to ‘escape’ childhood
abuse and violence. In prison, drugs are widely
available, and are often used to escape the misery,
brutality, lack of privacy, anxiety and chronic insecurity that frequently characterise life within these
institutions. Boredom and lack of constructive activities in prison can also increase the likelihood of
drug use.209
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Figure 1. Global trends of selected crimes, 2003 to 2013210

Although data are difficult to obtain and compare,
studies indicate that approximately 50% of prisoners in the European Union, and more than 80% in the
USA, have a history of drug use, and that this number
is increasing.211 Estimates show that approximately
one in three people detained have used drugs at
least once while in prison,212 with the prevalence
of drug use varying considerably from country to
country. There is also evidence that many prisoners
initiate injecting drugs for the first time in prison.213
While the number of people who inject drugs in the
community is only 0.26% of people aged 15-64, the
rate is considerably higher in prison. For example, a
study found that 23% of prisoners in Australia had
injected drugs at some point in prison, as had 39%
of male prisoners in Bangkok, Thailand.214
While the rate of infections in prisons within and
across countries varies considerably, the prevalence of HIV, sexually transmitted infections (STIs),
hepatitis B and C as well as tuberculosis is much
higher in prison populations as compared to the
general population. HIV prevalence has been
found to be 50 times higher in some prison settings than in the general population.215 In Europe,
the World Health Organisation (WHO) estimated
that one in four detainees (an estimated 2.2 million people) are living with hepatitis C, compared
to one in every 50 in the broader community.216
Similarly, the prevalence of tuberculosis is ‘multiple times higher’ in prisons than it is in the general
population.217 While statistics are hard to come
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by, in European prisons it was found in 2006 that
tuberculosis infection was 17 times more likely in
prisons than in the general population, and up to
81 times more likely in Eastern Europe.218
The sharing of needles and syringes is a major
factor for the spread of blood-borne diseases in
prison, driven by the lack of availability of sterile
equipment via harm reduction services and by fear
of detection of drug use. Statistics show that a high
number of prisoners who inject drugs share needles and other injecting equipment: for example,
56% in Pakistan, 66% in Russia, 70-90% in Australia, 78% in Thailand and 83-92% in Greece.219 Other
factors for the transmission of infections are rape
and sexual violence as well as consensual unprotected sex. Where the use of drugs is particularly
stigmatised, those at the bottom of the prison’s
informal hierarchy are most prone to being victims
of such assaults.220
Based on these data, it is clear that prisons are an inadequate place to deal with drug use and dependence; rather, such settings result in additional health
risks, even more so when facilities are overcrowded
and under-resourced. There are therefore a number
of reasons why an effective prison policy is essential,
notwithstanding the need for broader drug policy
reforms that seek to divert low-level drug offenders
away from prisons in the first place (see Chapters 3.1
to 3.4):
• Public health: Prisons constitute an unsuitable

place for dealing with drug use and dependence,221 but rather incubate health problems such
as blood-borne viruses and overdose. Such health
problems are not sealed away, they impact on the
rest of the community as prison staff, service providers and visitors enter and exit the institutional
setting, and prisoners are ultimately released.
Consequently, effective healthcare in prison is in
the vital interest of society.
• Human rights obligations: International human
rights obligations include the right to the highest attainable standard of physical and mental
health,222 and prisoners retain their human rights
while detained. Governments bear a particular
responsibility towards those they deprive of
their liberty.
• Improve drug treatment and prevent recidivism: Effective treatment for drug dependence
in prisons – including opioid substitution therapy
(OST) – improves health outcomes and can help
to prevent a return to crime after release.223 Without treatment and a continuum of care, evidence
shows a high rate of overdoses, relapse to drug
use and recidivism among people who use drugs
after they are released from prison.224
• Economics: Responding to drug-related crime,
overdose and blood-borne infections can be
very expensive, in particular for illnesses such
as HIV that are chronic and may require life-long
treatment. There is therefore a powerful economic case to be made for harm reduction and
evidence-based drug treatment measures in prisons, as well as in community settings.

Legislative/policy issues
involved
The right of everyone to the enjoyment of the
highest attainable standard of physical and mental
health is enshrined in article 12 of International Covenant on Economic, Social and Cultural Rights225 and
reflected in Principle 9 of the Basic principles for the
treatment of prisoners.226 The right to health cannot
be curtailed because a person is caught using drugs
or ends up in prison.227
States bear a particular duty of care for those detained, as prisoners have no alternative but to rely
on prison authorities to promote and protect their
health.228 The Special Rapporteur on torture has
held that states ‘must provide adequate medical
care, which is a minimum and indispensable material requirement for ensuring the humane treatment
of persons in its custody’, and that ‘omissions on the
part of the authorities can amount to ill-treatment
and even torture’.229
People in custody are entitled to the same standard
of healthcare found outside of prisons, including
with regard to prevention, harm reduction and
antiretroviral therapy (ART).230 The Special Rapporteur on the right to health has clarified that the
right to health is violated if harm reduction and evidence-based treatment programmes are available to
the general public, but not to people in detention.231
The most comprehensive guidance on healthcare
in prisons is enshrined in the revised UN Standard
minimum rules for the treatment of prisoners, also
known as the Mandela Rules (Rules 24 to 35).232 The
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Prison medical facility in Kazakhstan

revised Rules clarify that the provision of healthcare
for prisoners is a state responsibility, free of charge
and without discrimination on the grounds of their
legal status (Rule 24).233 The same standards apply
in prison as they do in the community (based on
the principle of equivalence of care), and healthcare services in prison should be organised ‘in a
way that ensures continuity of treatment and care,
including for HIV, tuberculosis and other infectious
diseases, as well as for drug dependence’ (Rule 24).
The revised Rules also call for ‘particular attention
to prisoners with special healthcare needs or with
health issues that hamper their rehabilitation’ (Rule
25). The role of healthcare personnel is to evaluate,
promote, protect and improve the physical and
mental health of prisoners, through ‘an interdisciplinary team with sufficient qualified personnel acting
in full clinical independence’ (Rule 25, see also the
Dual Loyalty Guidelines,234 the Declaration of Tokyo
of the World Medical Association235 and the UN
Rules for the treatment of women prisoners – the
‘Bangkok Rules’236).
Healthcare staff in prisons are subject to the same
ethical and professional standards as for patients
in the community, including adherence to prisoners’ autonomy with regard to their own health, informed consent in the doctor-patient relationship,
and confidentiality of medical information – unless
maintaining such confidentiality would result in a
real and imminent threat to the patient or to others
(Rule 32, see also General Comment No. 14 of the
UN Committee on Economic, Social and Cultural
Rights237). Information is a precondition for prisoners to be able to give their informed consent to
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medical interventions. As the Special Rapporteur on
the right to health emphasized, ‘informed consent is
not mere acceptance of a medical intervention, but
a voluntary and sufficiently informed decision’.238
Professional healthcare requires the maintenance
of medical files. However, the confidentiality of
such information is reflected in Mandela Rule 26,
including the prisoners’ access to it and the duty to
transfer medical files to another facility along with
the prisoner.
The lack of gender-sensitive provisions relating to
healthcare provision in prison settings has been

Box 1 Principles for the
provision of healthcare in
prison239
• State responsibility
• Without discrimination
• Equivalence of healthcare
• Clinical independence
• Same ethical principles as in the community
• Medical screening upon admission
• Drug dependence treatment
• Mental healthcare
• Continuity of care

acknowledged and rectified by the adoption of the
Bangkok Rules.240

While the Mandela Rules and the Bangkok Rules do
not constitute legally-binding treaties, they carry the
weight of unanimously adopted standards at the international level. At the regional level, provisions on
healthcare in prisons have been incorporated in the
European prison rules241 and the Principles and best
practices on the protection of persons deprived of
liberty in the Americas.242

The WHO and the UNODC have been at the forefront of developing guidance relating to prisoner
healthcare and the treatment of drug dependencies
(see Key Resources below). The WHO guidelines243
on controlled substances have been endorsed by
the International Narcotics Control Board (INCB),
who also advised in 2007 that, ‘Governments have
a responsibility to (...) provide adequate services
for drug offenders (whether in treatment services
or in prison)’.244

Implementation issues
involved
Prison authorities have usually focused on preventing drug use in prison through stringent security measures and drug-testing programmes, while
dedicating little attention and resources to the
provision of healthcare, drug dependence treatment and harm reduction programmes. Countries
who focus on mandatory drug testing245 argue
that this measure deters prisoners from using
drugs in prison and allows them to identify individuals for treatment. However, the practice has
shown a number of problems, including the diversion of financial and staff resources away from evidence-based treatment and prevention services, a
negative effect on the prison regime246 and the risk
of prisoners switching to more harmful drugs because these are not being tested for or are harder
to detect (e.g. prisoners may switch to the use of
heroin or new psychoactive substances rather than
cannabis, as the latter can be detected in the body
for a longer period of time).247
Implementing a comprehensive package of
services in prison
A comprehensive package recommended by the
UNODC, the International Labor Organization (ILO),
the United Nations Development Program (UNDP),
the WHO and the Joint United Nations Programme
on HIV/AIDS (UNAIDS) for HIV prevention, treatment
and care in prisons and other closed settings comprises 15 key interventions (see Box 2).248

Box 2 The UN comprehensive
package of interventions in
prison249
The comprehensive package consists of 15 interventions that are essential for effective HIV
prevention and treatment in closed settings.
While each of these interventions alone is useful in addressing HIV in prisons, they have the
greatest impact when delivered as a whole.
Although by no means truly ‘comprehensive’,
this package is a useful start to address HIV in
closed settings.
1. Information, education and communication
2. Condom programmes
3. Prevention of sexual violence
4. Drug dependence treatment, including
OST
5. Needle and syringe programmes (NSPs)
6. Prevention of transmission through medical or dental services
7. Prevention of transmission through tattooing, piercing and other forms of skin
penetration
8. Post-exposure prophylaxis
9. HIV testing and counselling
10. HIV treatment, care and support
11. Prevention, diagnosis and treatment of
tuberculosis
12. Prevention of mother-to-child transmission of HIV
13. Prevention and treatment of STIs
14. Vaccination, diagnosis and treatment of
viral hepatitis
15. Protecting staff from occupational hazards
A combination of measures that address drug use,
drug dependence and related health risks in prison
includes:
Education and information – As prisoners typically
come from the most marginalised groups of society and may have had limited access to healthcare
before admission to prison, they are less likely to
be aware of health and infection risks. However, the
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spread of infectious diseases can only be prevented
if prisoners are given information about means of
protection and prevention in a diction that is appropriate to their language skills and education. Health
education has also shown to improve adherence to
treatment and rises in cure rates.250 Some prison administrations have used educational videos or lectures to deliver health education, leading to higher
levels of awareness. Information material should be
developed in consultation with prisoners and prison staff, as it ‘makes the information more sensitive
and appropriate to the prison context, increases the
sense of ownership among prisoners and contributes to the continuity of the programme’.251
Drug dependence treatment – With a large number of people dependent on drugs held in custody
at any one time, prisons can be an effective setting for a range of evidence-based treatment programmes (for more information on treatment, refer
to Chapter 2.5). OST – in particular with methadone
and buprenorphine – has proven to be feasible
and beneficial in a wide range of prison settings for
people dependent on opioids. Yet only 43 countries
provided OST in prison settings in 2014.252 OST has
proven to lower rates of heroin use, reduce drug
injection, reduce the sharing of injecting equipment, lower rates of fatal overdose (especially
post-release), increase adherence to ART, and lower
re-incarceration rates.253 For example, a review of
21 studies on OST in prisons found that it provided
an effective way to get people into treatment programmes, reduce risk behaviours, and lower overdose risks upon release. It also found that, where
liaison with community-based programmes existed,
the prison programmes ensured longer-term ben102 IDPC Drug Policy Guide

efits254 (see also the Madrid Recommendations255).
Drug dependence treatment programmes showed
additional positive effects on institutional behaviour and reduced violence.256 As in the community,
however, more attention should be given to substitution treatment options for stimulant dependence
(see Chapter 2.5 for more detail).
Several studies have also acknowledged that other
forms of treatment, such as psychosocial therapy,
are effective at reducing drug dependence in prisons.257 Structured therapeutic programmes have
been shown to move a proportion of prisoners
away from drug dependence, with resulting reductions in crime and health problems. Prison authorities should aim to make available a full range of
evidence-based treatment programmes, based on
the following principles:
• Screening procedures need to be in place to identify those in need of treatment, while respecting
the principle of informed consent258
• As long as the treatment programmes provided
are voluntary, humane and of good quality, prisoners will be likely to participate
• Programmes should be organised so that prisoners are able to move between services throughout their time in prison, according to their needs
and when they choose to do so
• Compliance and success rates of treatment for
drug dependence in prisons can be improved by
linking treatment progress to prisoner incentives,
such as consideration for early release
• Careful attention needs to be paid to continuity
of treatment upon admission and post release

• Treatment success and recovery should not be
understood solely as abstinence from drug use.
Individuals should be encouraged to identify and
strive towards their own recovery, which may or
may not require abstinence but will always include progressive steps to improve their health
and well-being (see Chapter 2.5).
Needle and syringe programmes – While there
has been great reluctance to introduce NSPs in
prison settings, programmes involving the distribution of sterile injecting equipment to people who
inject drugs have been effective at preventing HIV
and hepatitis infection. Fears included the possibility that prisoners would use needles as weapons
against staff or other prisoners, that discarded needles would present an infection risk, and that the
availability of sterile needles and syringes would
increase the prevalence of drug injecting in prisons.
However, these concerns have not materialised in
practice and the outcomes of such programmes
have been very positive in reducing the sharing of
injecting equipment.259 Yet, in 2014, only 8 countries
provided NSPs in prisons (three less than in 2012),
compared to 90 countries where such programmes
were available in the community.260 The UNODC, the
WHO and UNAIDS recommend that both NSPs and
OST be accessible in prisons.261
Access to measures for safer sex – A number of
countries provide free access to condoms in prison
settings, including in Western Europe, parts of Eastern
Europe and Central Asia, as well as Australia, Canada,
Indonesia, the Islamic Republic of Iran,262 South Africa and the USA.263 Research in a Los Angeles county
prison found that condom distribution prevented a
quarter of HIV transmissions among sexually active
inmates, and that the averted future medical costs
far exceeded the programme costs.264 No security
problems or other negative consequences have been
reported, and evidence shows that the provision of
condoms has not led to an increase in security issues,
sexual activity or drug use.265 Further measures have
also included providing information, education and
communication programmes for prisoners and prison staff on STIs, consisting of voluntary counselling
and testing for prisoners or measures to prevent
rape, sexual violence and coercion.
Vaccination programmes – Effective vaccinations exist to protect people against hepatitis B,
and incarceration does provide an opportunity to
encourage people to take up these vaccinations.
However, vaccination schemes should remain voluntary.266 The UK, for example, established an ‘optout’ testing programme for hepatitis B in prisons,
whereby all prisoners are offered the chance to

Box 3 Moldova’s harm
reduction programme
in prison
In Moldova, OST for prisoners dependent on
drugs was introduced in 2005, and recipients
are provided with methadone each day in
the prison pharmacy after signing a register.
There is also an NSP in prison.267 Research
documented a decline in overdoses268 and a
positive impact of the treatment on the health
and general well-being of prisoners.269 Initial
challenges with the programme have been
addressed, for example by providing staff
with specific health and safety information including the type and scope of risks to staff.270
Concerns about methadone being used to
bribe medical personnel or prisoners have
been successfully addressed by administering
the methadone under strict supervision, as
well as by self-regulation by the participants
of the programme.
As of 2009, more than two-thirds of adult
sentenced prisoners had access to harm
reduction services in Moldovan prisons and
the results have been wholly positive. HIV
and hepatitis C incidence have decreased,
there has not been any recorded case of needles being used as weapons against prison
staff or fellow prisoners, and drug use has
not increased.271
be tested for infection, and recommended that all
prisoners be vaccinated against hepatitis B.272 Most
prison administrations that have targeted hepatitis A and B vaccination programmes at drug-using prisoners report high levels of engagement
and compliance.
Establishing responsibility / prison
management
It is now widely recognised that prison health services should be integrated into public national
health policies and systems.273 It is also increasingly
acknowledged that this can be done most effectively, and that continuity of care is best achieved, when
the responsibility for prison healthcare is assumed
by the Ministry of Health.274 Healthcare staff employed by prison services may not be sufficiently in
touch with clinical and professional developments
in the wider society, may lack independence, or may
not be trusted by inmates.275 Countries such as Italy,
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Norway, France, England and Wales and most parts
of New South Wales in Australia have already taken
this step, with broadly positive results.276

Ensuring gender sensitivity
Drug dependence has been consistently found to
be over-represented in female prison populations,
compared to the general population.277 This is linked
to the background of these women, including the
high rates of domestic and sexual violence they may
have experienced prior to arrest and detention.278

HIV and other sexually-transmitted and bloodborne diseases are also more prevalent among female prisoners than their male counterparts,279 due
to the combination of gender inequality, stigma and
women’s higher vulnerability to contracting STIs,
limited access to information and inadequate health
services.280 This background as well as physiological
differences result in greater and different healthcare
needs, and mean that drug dependence treatment
and other measures need to be gender-sensitive in
order to be effective. Treatment programmes need
to take into account prior victimisation, diverse cultural backgrounds, any history of abuse or domestic
violence, mental health problems common among
female prisoners and the special needs of pregnant
women and women with children. However, many
prison systems discriminate against women when
it comes to drug treatment and harm reduction
programmes – i.e. by only providing them in male
prisons. 281 Where these programmes exist, they are
often not tailored to women.282

Rule 6 of the Bangkok Rules283 recommends that
the health screening of female prisoners shall include ‘the existence of drug dependency’ and ‘the
presence of sexually transmitted diseases or bloodborne diseases’. Depending on risk factors, female
prisoners should also be offered voluntary testing
for HIV and other blood-borne diseases, with preand post-test counselling.
Gendered differences in drug use and dependence
and related complications are acknowledged by
Bangkok Rule 15, which highlights the need for
‘specialised treatment programmes designed for
women substance abusers’. The UN Committee on
the Elimination of Discrimination against Women
has also recommended that states provide gender-sensitive and evidence-based drug treatment
services as well as harm reduction programmes for
women in detention.284

With regard to HIV, Bangkok Rule 14 recommends
programmes that are ‘responsive to the specific
needs of women, including prevention of mother-to104 IDPC Drug Policy Guide

Box 4 Spain’s harm reduction
programme in prison reduces
HIV and hepatitis C infections
In the late 1990s, the rate of HIV infection
among prisoners who injected drugs in Spain
was reported to be around 30% – one of the
highest in Europe. The country therefore
launched a prevention and control programme
for communicable diseases in prison, mirrored
in the community. A comprehensive harm reduction approach was adopted based on voluntary testing, confidentiality, free distribution
of condoms, OST, NSPs, health-related education, prisoners’ training as health mediators,
and parole for terminally-ill prisoners.285
The impact was significant. Spain has reported that HIV prevalence among prisoners fell
from 22.4% in 1995 to 6.3% in 2011,286 and in
one particular prison in the Ourense region,
a 10-year review of the NSP found that between 1999 and 2009 the prevalence of HIV
infection decreased from 21% in 1999 to 8.5%
in 2009, and hepatitis C prevalence from 40%
to 26.1%.287
child transmission’, encouraging ‘the development
of initiatives on HIV prevention, treatment and care,
such as peer-based education’. Further measures
should include gender-sensitive support groups,
drug education, and psychosocial programmes.
Preventing overdoses
Overdose is a common experience for many people who use drugs, in particular opioids, and is a
leading cause of death among people who inject
drugs. The period immediately following release
from prison poses a significant risk of (fatal) overdose.288 This is because former prisoners may
resume similar doses as prior to detention, when
their body can no longer cope with these doses
due to reduced tolerance following abstinence,
reduced use or the use of other drugs while in prison.289 For instance, a UK study showed that male
prisoners were 29 times, and female prisoners 69
times more likely to die from an overdose during
the week following their release compared to the
general population.290 In another study of Washington state prisons, former prisoners were found
to be 129 times more likely to die from a drug overdose in the first two weeks after release than their
counterparts in the general population.291

Because of this elevated risk, prison services should
seek to provide training and information on overdose prevention and emergency responses – both
for people who use drugs and for prison staff. Upon
release and/or while in prisons, people who use
opioids should also be provided with naloxone – a
WHO Essential Medicine which quickly and safely
reverses the respiratory depression from an opioid
overdose (see Chapter 2.4 for more details).
Addressing post-release issues
Upon transferral to or release from prison, continuity of drug-related programmes, in particular OST, is
essential to ensure that people who stopped using
drugs do not relapse into drug use or suffer from an
overdose, that a former inmate does not suffer from
opioid withdrawal, and that those on ART or other
forms of medication do not develop resistance to
such medications if their treatment is suddenly interrupted.
As set out by the UNODC, UNAIDS and the WHO, ‘In
order to ensure that the benefits of treatment (…)
started before or during imprisonment are not lost,
as well as to prevent the development of resistance
to medications, provision must be made to (…)
continue these treatments without interruption’.292
This continuity of care is best achieved when community services can provide support to a prisoner
in custody and after release and accompany his/her
re-entry into the community.293 Several studies have
suggested that aftercare is needed to optimise the
effects of in-prison treatment for drug dependence
on reducing drug re-offending.294 Continuity of care
also requires that medical files follow the prisoner to
the relevant public health service upon release (see
Rule 26 of the Mandela Rules).
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Box 5 Lichtenberg women’s
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At admission to Lichtenberg prison, each
woman is provided with a harm reduction kit,
which includes a plastic case with ascorbic
acid (to be used in the preparation of drugs
for injection), alcohol wipes, vein cream, and
a ‘dummy’ needle for use in the sterile needle
dispensing machine (which requires a used
syringe to be deposited before a sterile one
is dispensed).295 These dispensing machines
allow prisoners to obtain sterile syringes
anonymously.296 Syringes stored properly in
plastic cases provided are permitted by the
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