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1.1
HIV/AIDS AND HEPATITIS C IN PRISONS

In many of the countries of the world, rates of HIV-infection among prison populations are much higher than those found in the general population.  This fact is often related to two factors – the proportion of prisoners who injected drugs prior to their incarceration and the rate of HIV infection among injection drug users in the wider community.  In general, the jurisdictions with the highest HIV infection rates in prisons (apart from countries with large heterosexual HIV epidemics) are those where HIV infection in the general community is high amongst injection drug users. Commenting in 1991 on the situation in the United States, the U.S. National Commission on AIDS stated that “by choosing mass imprisonment as the federal and state governments’ response to the use of drugs, we have created a de facto policy of incarcerating more and more individuals with HIV infection.”
  Unfortunately, a criminalization approach towards drug use and drug users is not unique to the United States, and the situation described by the National Commission on AIDS in evident in many other countries, including Canada.

In Western Europe, high rates of HIV infection among incarcerated populations have been reported in many countries.  In Spain, the overall rate of HIV infection among prisoners is 16.6%, with a figure as high as 38% among some prison populations.
  High HIV infection rates have also been reported in Italy, France, Switzerland, and the Netherlands. 

In the countries of Central and Eastern Europe and the Former Soviet Union, high rates of HIV infection among injection drug users and prisoners are also a growing concern.  In the Ukraine, where 69% of HIV infection is linked to injection drug use
, it is estimated that 7% of the prison population is HIV positive.
  In Latvia, 20% of HIV infections – half of the new cases diagnosed each year – are found among prisoners.  In Poland it is estimated that 20% of all people living with HIV/AIDS in the country have spent time in prison or pre-trial detention.  In Lithuania in May 2002, the number of new HIV-positive test results among prisoners found in a two week period equaled all the cases of HIV identified in the entire country during all of the previous years combined. 
  In total, 284 prisoners (15% of the total Lithuanian prison population) were diagnosed HIV-positive between May and August 2002.

In the United States and in Canada, the geographic distribution of cases of HIV infection and AIDS is remarkably uneven.  In the United States, for example, many systems have rates under 1%, while others have rates that approach or exceed 20%.
  In Canada, rates between 1% and 11.94% have been reported.

In many countries, the health crisis created by high rates of HIV infection is compounded by high rates of hepatitis C (HCV) infection. HCV is transmitted more easily than HIV, including through the sharing of injection equipment.  In fact, HCV seroprevalence rates in prisons tend to be even higher than rates of HIV infection, with many studies finding that 30 to 40% of prisoners are living with hepatitis C.

1.2  
DRUG USE IN PRISONS

Despite their illegality, the penalties for their use, and the significant amounts of money and person hours spent by prison services to stop their entry, the fact remains that drugs get into prisons, and prisoners use them.  Just as in the broader society, drugs get into prisons because there is a market for them, and because there is money to be made by providing them. 

Many prisoners arrive in prison with histories of past or current drug use already established.  In fact, many people originally come into conflict with the law and end up in prison as a result of offences related to the criminalization of certain drugs.  In many countries, significant increases in prison populations – and consequent prison overcrowding – can be traced in large part to policies of actively pursuing and imprisoning those dealing with and consuming illegal substances.  Other prisoners start using drugs once in prison as a means to release tensions and to cope with living in an overcrowded and often violent environment.

Not many prison systems have carried out studies on exactly how many prisoners use drugs while they are in penal institutions, and many systems remain reluctant to admit the extent to which drugs are being used in the institutions.  However, most studies that have been carried out show that rates of drug use are high.  In the countries of the European Union, the number of prisoners who report ever having used illegal drugs is between 29% and 86%, with most studies reporting rates of more than 50%.
  The number of prisoners actively using drugs during incarceration is between 16% and 54%.  These EU studies indicate that figures for drug use are even higher among incarcerated women.
  In Canada, a 1995 inmate survey by the Correctional Service of Canada found that 40% prisoners reported having used drugs since arriving at their current institution.

1.3   
INJECTION DRUG USE AND RISK BEHAVIOURS IN PRISONS

Given the legal prohibitions against drug use in most countries, injection drug users (IDU’s) regularly find themselves coming into conflict with the law.  In many cases, this results in periods of incarceration.  For example, a national study in the U.S. of 25,000 injection drug users found that approximately 80% had been in prison at one time.
  A 1995 World Health Organization study of HIV risk behaviour among IDU’s in twelve cities found that 60 to 90% of respondents had been in prison since commencing injection drug use.  Most of them experienced incarceration on multiple occasions.

As discussed in Section 1.2, drug users do not necessarily cease using drugs simply because they are incarcerated.  In many cases, they continue to use on a regular or occasional basis throughout the course of their imprisonment.  As stated by UNAIDS in 1997, “long experience has shown that drugs, needles and syringes will find their way through the thickest and most secure of prison walls,” and study after study has documented the prevalence of injection drug use in prisons throughout the world.
  In fact, research in many countries has shown that a significant percentage of prisoners actually begin using injection drugs while incarcerated, a phenomenon sometimes exacerbated by prison urinalysis policies that screen for – and punish for – cannabis use.

A 2002 report prepared for the European Union showed that 0.3 to 34% of the prison population in the European Union and Norway injected while incarcerated.  The report also found that 0.4 to 21% of people who inject drugs started injecting in prison, and that a high proportion of people who inject in prison share injection equipment.  Studies in France and Germany found the prevalence of sharing injecting equipment among incarcerated women to be even higher than among incarcerated men.

There is also similar evidence emerging in Eastern Europe and the Former Soviet Union.  For example, a Russian study among 1,087 prisoners found that 43% had injected a drug ever in their lives, and that 20% had injected while incarcerated.  Of this second group, 64% used injection equipment that had already been used by somebody else, and 13.5% started injecting in prison.
  In the Oblast of Nizhni-Novgorod, which has a prisoner population of 28,000, the authorities found that all of the 220 HIV positive prisoners had contracted HIV through intravenous drug use.

High rates of injection drug use in prisons have also been found in numerous Canadian studies.

· A 2003 study of federally incarcerated women found that 19% reported engaging in injection drug use while in prison.

· A 1998 study conducted at Joyceville Penitentiary in Kingston, Ontario found that 24.3% of prisoners reported using injection drugs in prison.  This was an increase from the 12% found in a similar study at the same prison in 1995.

· A 1996 survey or prisoners in a federal prison in British Columbia found that 67% reported injection drug use either in prison or outside, with 17% reporting drug use only in prison.

· In 1995, the Correctional Service of Canada’s National Inmate Survey found that 11% of 4,285 federal prisoners self-reported having injected since arriving in their current institution.  Injection drug use was particularly high in the Pacific Region, with 23% of prisoners reporting injection drug use.

· A 1995 study among provincial prisoners in Montréal found that 73.3% of men and 15% of women reported drug use while incarcerated.  Of these, 6.2% of men and 1.5% of women reported injecting drugs.
 

· A 1995 study of provincial prisoners in Québec City found that 12 of 499 inmates admitted injecting drugs during imprisonment, 11 of who had shared needles.  Three were HIV-positive.

For injection drug users, imprisonment increases the risk of contracting HIV and HCV infection. Due to the fact that it is more difficult to smuggle syringes into prisons than it is to smuggle in drugs, needles are typically scarce.  As a result, imprisoned injection drug users share and reuse syringes out of necessity.  A syringe may circulate freely among (often large) numbers of people who inject drugs, or be hidden in a commonly accessible location where prisoners can use it as necessary.  A syringe may be owned by one prisoner who rents it to others for a fee, or it may be used exclusively by one prisoner, but reused again and again over a period of months until it literally disintegrates.
  Sometimes, injecting equipment is homemade, with needle substitutes fashioned out of available everyday materials, often causing vein damage, scarring, and severe infections.  This situation creates a high-risk environment in many prisons where HIV and HCV infection can spread very quickly.  Evidence of HIV transmission within prisons has been documented since the late 1980s.
  Transmission of HCV in prison populations has also been documented in a number of studies.

1.4
HARM REDUCTION

Traditionally, concerns about disease transmission through injection drug use have been met with calls to further entrench the philosophy and practice of “zero tolerance.”  Increased penalties for drug use, tightened security measures to reduce the supply of drugs, and heightened surveillance of individual drug users are often put forward as “law and order” solutions to public health problems.  However, the health risks posed by HIV and HCV infection through the sharing of injection equipment have prompted many countries to recognize the limitations of a strictly zero-tolerance approach.  Indeed, it has been the experience of some prisons visited for this report that urine screening of prisoners for cannabis use actually results in increasing the number who choose to inject.
  This has led to the development and implementation of community health programs that enable injection drug users to reduce their risk of contracting HIV and HCV while continuing to use illegal drugs.  These harm reduction initiatives – such as needle exchange programs – have been enacted as pragmatic responses to injection drug use, and the attendant risks that HIV and HCV infection pose to the individual and to society as a whole.  
Outside prisons, extensive studies on the effectiveness of needle exchange programs have been conducted, providing scientific evidence that syringe exchange is an appropriate and important preventive health measure.  For example, a 1998 U.S. study analyzed the projected cost to the government of providing access to syringe exchange, pharmacy syringe sales, and proper syringe disposal to all injection drug users in the country.  The study found that “this policy would cost an estimated $34,278 U.S. per HIV infection averted, a figure well under the estimated lifetime costs of medical care for a person with HIV infection.”
  A recently published 2002 Australian report concluded that needle exchange programs in that country had prevented 25,000 cases of HIV over a 10-year period, and that the $150 million invested on the programmes had resulted in a savings to the country of $2.4 to 7.7 billion.
 

While many governments – including that of Canada – have recognized the value of needle exchange programs, and have supported their implementation in the general community, few have extended the availability of these programs to prisoners.  Yet in many countries, drug use and drug trafficking are as much a part of prison life as they are a part of life in the general society.  Some jurisdictions in Canada have implemented some harm reduction measures in prisons, such as making bleach and methadone maintenance treatment available. However, no Canadian jurisdiction has yet acted to provide sterile injecting equipment to incarcerated injection drug users. 

According to UNAIDS, “Whether the authorities admit it or not – and however much they try to repress it – drugs are introduced and consumed by inmates in many countries. …Denying or ignoring these facts will not help solve the problem of the continuing spread of HIV.”
  The experience of health services in many countries, as well as in many prison systems internationally, shows us that harm reduction provides the framework for effective action to prevent the transmission of HIV and hepatitis C.

1.5
International Recommendations to Address HIV, Hepatitis C, and Injection Drug Use in Prisons

 “A prisoner retains all civil rights which are not taken away expressly or by necessary implication.”
 For example, Principle 5 of the UN Basic Principles for the Treatment of Prisoners states

Except for those limitations that are demonstrably necessitated by the fact of incarceration, all prisoners shall retain the human rights and fundamental freedoms set out in the Universal Declaration of Human Rights, and … the International Covenant on Economic, Social and Cultural Rights, and the International Covenant on Civil and Political Rights … as well as such other rights as are set out in other United Nations covenants.

In particular, there is general consensus that prisoners have a right to health, and that the standard of health care provided must be comparable to that available in the general community.  Principle 9 of the Basic Principles for the Treatment of Prisoners states that “Prisoners shall have access to the health services available in the country without discrimination on the grounds of their legal situation.”
  In the context of HIV/AIDS, “health services” would include providing prisoners the means to protect themselves from exposure to HIV and HCV.

Similar statements are found in documents emanating from the European Union and the Council of Europe.  Article 35 of the Charter of Fundamental Rights of the European Union states “Everyone has the right to access preventive health care and the right to benefit from medical treatment under the conditions established by national laws and practices.”
  This may be considered to apply to people in prison.  Also, Recommendation 10 of Council of Europe’s Committee of Ministers to Member States Concerning the Ethical and Organisational Aspects of Health Care in Prison states that “Health policy in custody should be integrated into, and compatible with, national health policy.  A prison health care service should be able to…implement programmes of hygiene and preventive medicine in conditions comparable to those enjoyed by the general public.”
 

This principle of equivalence of care is specifically applied to the issue of HIV/AIDS by the World Health Organization (WHO).  In 1991, the WHO Regional Office for Europe recommended the provision of sterile syringes in prisons as part of a comprehensive HIV prevention strategy.
  Two years later, the WHO published its Guidelines on HIV Infection and AIDS in Prisons.  Principle 1 of the Guidelines emphasizes that “All prisoners have the right to receive health care, including preventive measures, equivalent to that available in the community without discrimination…with respect to their legal status”.
  Principle 2 further states “general principles adopted by national AIDS programmes should apply equally to prisons and to the general community.”
  The WHO Guidelines are clear that “In countries where clean syringes and needles are made available to injecting drug users in the community, consideration should be given to providing clean injecting equipment during detention and on release.”

The right of people in prison to access adequate standards of HIV/AIDS prevention and care is also supported by UNAIDS, which has stated that “With regard to effective HIV/AIDS prevention and care programmes, prisoners have a right to be provided the basic standard of medical care available in the community.”
  This would again support the position that where sterile syringes are provided to people who inject drugs in the community, these same programs must be implemented in prisons.  

International codes of practice governing physicians and other health professionals working in prisons also support the position that comprehensive HIV and HCV prevention measures, including syringe exchange, must be made available to incarcerated populations.  The Oath of Athens for Prison Health Professionals, adopted in 1979 by the International Council of Prison Medical Services, “recognize[s] the right of the incarcerated individuals to receive the best possible health care” and undertakes that “medical judgements be based on the needs of our patients and take priority over any non-medical matters.”

International opinion supporting the right of prisoners to health care is not limited to the documents above.  Reports from the European Committee for the Prevention of Torture, the Eight United Nations Congress have expressed similar positions, as have legal scholars and medical experts within national contexts such as the United States and Australia.
  As has been explored in detail by Jürgens (1996), recommendations on HIV/AIDS in prisons developed by the international community consistently support “equivalence of treatment of prisoners,” and stress the importance of prevention of transmission of HIV in prisons, and suggest that prevention measures – including sterile syringes – be provided to prisoners.
 

In Canada, there are also instruments that address the rights of prisoners to health care and, by extension, to sterile injecting equipment.  The federal prison system is governed under the Corrections and Conditional Release Act (CCRA) and the accompanying CCRA Regulations. Under Sections 85—88 of the CCRA, the Correctional Service of Canada is mandated to provide every prisoner with essential health care, and reasonable access to non-essential mental health care that will contribute to his or her rehabilitation and reintegration into the community.  The CCRA states that this medical care “shall conform to professionally accepted standards.”
  It may be argued that since syringe exchange is the accepted standard in the community for preventing the transmission of HIV and HCV via injection drug use, then under the terms of the CCRA these programs must be made available to prisoners, at least in the federal system.
Ian Malkin
 and Richard Elliott
 have explored the application of Canadian tort law and Charter guarantees respectively within the context of HIV transmission/prevention in prisons.  Both have concluded that Canadian correctional services may be vulnerable to legal challenges for denying prisoners access to basic HIV prevention measures such as sterile syringes – particularly if a prisoner can demonstrate that he or she contracted HIV while incarcerated.

Based on legal and public health arguments, numerous reports have been produced by both governmental and non-governmental bodies calling for the provision of sterile injecting equipment to prisoners.  In Canada alone these included:

· 1992 – HIV/AIDS in Prison Systems: A Comprehensive Strategy by the Prisoners with AIDS Support Action Network

· 1994 – Final Report of the Expert Committee on AIDS and Prisons by the Expert Committee on AIDS and Prisons, Correctional Service of Canada

· 1996 – HIV/AIDS and Prisons: Final Report by the Canadian HIV/AIDS Legal Network and the Canadian AIDS Society

· 1997 – HIV, AIDS, and Injection Drug Use: A National Action Plan by the Task Force on HIV/AIDS and Injection Drug Use

· 1998 – HIV/AIDS in the Male-to Female Transsexual/Transgendered Prison Population: A Comprehensive Strategy by the Prisoners’ HIV/AIDS Support Action Network

· 1999 – Final Report of the Study Group on Needle Exchange Programs by the Study Group on Needle Exchange Programs, Correctional Service of Canada

· 2002 – Action on HIV/AIDS and Prisons: Too Little, Too Late – A Report Card by the Canadian HIV/AIDS Legal Network 

· 2003 – Unlocking Our Futures: A National Study on Women, Prisons, HIV, and Hepatitis C by the Prisoners’ HIV/AIDS Support Action Network

· 2003 – Report of the House of Commons Standing Committee on Health

2.
PRISON SYRINGE EXCHANGE PROGRAMS

As stated above, few countries have acted to expand syringe exchange programs into prisons.  That said, six countries – Switzerland, Germany, Spain, Moldova, Kyrgyzstan, and Belarus – have taken this step, with significant success.  This section will examine programs in these countries, and address a number of key questions related to their implementation and impact.

2.1
SUMMARY OF SITE VISITS AND SYRINGE EXCHANGE PROGRAMS IN EACH COUNTRY

As mentioned above, in addition to an extensive literature review, this report is based upon site visits to four of the countries providing sterile injection equipment in prisons.  The details of these visits are below.

SWITZERLAND

· Site visits: Hindelbank Prison (Bern), Saxerriet Prison (Salez), Obershöngrün Prison (Bern)

Switzerland has approximately 150 prisons spread across the 26 cantons that comprise the Swiss Federation.  There are approximately 6,000 prisoners in Switzerland.  The largest prison has a population of 350, although the majority are small institution with fewer than 100 prisoners.  

Switzerland was the first country to introduce prison needle exchange programs in 1992.  The first program was initiated informally by a physician at the Oberschöngrün prison for men who, ignoring prison regulations, began distributing sterile syringes to known injection drug users under his care.  In 1994, a formal needle exchange pilot project was established in the Hindelbank women’s prison, where automated syringe dispensing machines were installed in five locations in the institution.   When a used syringe is inserted into one of these machines, a mechanism is activated releasing a sterile one.

The Hindelbank pilot was scientifically evaluated after its first year of operation, during which time over 5,000 syringes were exchanged.  The evaluators found that there were no new cases of HIV or hepatitis C in the institution, there was an overall improvement in prisoners’ health, there was a significant decrease in syringe sharing, there was no increase in drug consumption, and there were no instances of syringes being used as weapons.

Based upon this successful pilot, prison needle exchange programmes were expanded.  In 1996 and 1997, programs were established in Champ Dollon prison (Geneva) and Realta prison (Graubünden).  The Champ Dollon project follows the Oberschöngrün model of syringe distribution through the medical unit, while Realta uses a single dispensing machine.  In 1998, two more prison needle exchange programs were started at the Witzwil and Thorberg prisons in Bern.  Both programs distribute syringes through prison medical staff.  In 2000, the Saxerriet prison in Salez became the seventh Swiss prison providing sterile injecting equipment.

The canton of Bern recently mandated that all prisons under its administrative control must provide sterile syringes to prisoners.  While this is now in place, there were concerns expressed by several persons interviewed for this report that, due to resistance from many prisons to syringe exchange, these programs have not been implemented in an effective fashion. 
GERMANY

· Site visits: Lichtenberg Prison (Berlin), Vechta Prison (Lower Saxony)
In 1996, pilot needle exchange programs were established in two German prisons in Lower Saxony.  In the women’s prison in Vechta, exchanges were done using one-for-one syringe dispensing machines.  In the men’s prison in Lingen 1 Dept. Groß-Hesepe, exchanges were made by staff from the medical unit and the drug counseling service. 

Following a successful two-year pilot phase and evaluation, needle exchange programs were expanded in Germany.  In 1996, a program was started at the Vierlande prison in Hamburg, which houses over 300 men and approximately 20 women.  This prison used both dispensing machines and staff to distribute sterile syringes.  In 1998, needle exchange using dispensing machines was implemented in Lichtenberg prison for women and Lehrter prison for men in Berlin.  In early 2000, needle exchange was made available through staff at the Hannöversand women’s prison and the Am Hasenberge men’s prison in Hamburg.
Over the last 12-months these programs have come under increasing political attack, and despite their success five of them have been cancelled.  In 2002, the needle exchange programs operating in Hamburg were cancelled by a centre-right wing coalition government that was elected in September 2001.  In May 2003, the needle exchanges in Vechta and in Lingen 1 Dept. Groß-Hesepe were also withdrawn in similar circumstances by a new centre-right government in Lower Saxony.  In no case did these actions result from negative program experience or evaluation, and in some cases the programs were closed despite strong objections from prison staff (see Section 3.8, below).  Rather, these decisions were based upon ideological opposition to harm reduction initiatives. 

Discussions with prisoners in Vechta during the site visit revealed that since the cancellation of the program many had started to share syringes, and were reverting to the practices of borrowing or renting needles from others.  It was similarly reported that in Lingen syringes were being sold on the black market for €10 or two packages of cigarettes.  Before the programs were cancelled, syringes were stored safely in plastic boxes in plain sight of prison staff.  They are now being hidden, therefore increasing the likelihood of accidental needle stick injuries to staff, which has created significant concerns among staff members.  Overall, this is a highly regressive policy change that increases the dangers of HIV and HCV transmission among both prisoners and staff in these institutions.

These actions illustrate the continuing controversial nature of prison needle exchange, even within jurisdictions with a history of successful implementation.  More broadly, it also demonstrates the vulnerability of harm reduction programs to political opportunism, and the willingness of governments to sacrifice successful public health initiatives aimed at marginalized populations when it is deemed politically expedient.

SPAIN

· Site visit: Soto de Real Prison (Madrid)
There are 69 prisons in Spain falling under the jurisdiction of the Spanish Ministry of the Interior.  There are also a further 11 prisons that are administered by the government in the autonomous region of Cataluña.

The first prison needle exchange program was introduced in Basauri prison, Bilbao in the Basque country in July 1997.  This was followed by pilot programs in Pamplona Prison (1998) and the Orense and Tenerif Prisons (1999).  All prisons distributed syringes hand-to-hand, either through medical staff or workers from external non-governmental organizations who came into the prison for this purpose.

As in Switzerland and Germany, evaluations of these programs demonstrated their significant success.  In discussing the experience of nine prison needle exchanges, a 2001 report prepared by the National Plan on Drugs noted that, “These experiences have shown that these programmes can be reproduced in a penitentiary environment without resulting in any distortion or direct problems.”
  The 2002 document, Needle Exchange in Prison: Framework Program further concluded that “Implementation of a NEP, as in the community outside of prisons, is feasible and adaptable to the conditions of execution of the prison sentence.”

By the end of 2001, syringe exchange was provided in eleven Spanish prisons.  By the end of 2002, the number of prisons providing needle exchange had grown to 27.
 

In June 2001, the Directorate General for Prisons ordered that needle exchange programs be implemented in all prisons.  At present, the legal framework for needle exchange programs is in place for all of the 69 prisons under the jurisdiction of Spain’s Ministry of the Interior, and provision of syringe exchange is occurring in institutions where a need has been demonstrated.  There is also a pilot needle exchange program in the Centro Penitenciario de Tarragona, one of the eleven prisons under the jurisdiction of the government of Cataluña.
MOLDOVA

· Site visit: Prison Colony 18 (PC18), Branesti
There are twenty prisons in Moldova incarcerating approximately 10,500 people.  The first prison syringe exchange program in Moldova was initiated in May 1999 in Prison Colony 18 (PC18) in Branesti.   Originally, sterile syringes were provided to prisoners through the prison health unit.  However, after 4 to5 months, this method of distribution was reconsidered by the prison physician based upon a low participation rate among known injection drug users in the prison.  It was decided that a more confidential method of syringe distribution was required in order for the program to be successful.  As a result, the prison adopted a peer-based distribution model, in which a group of eight prisoners was trained by the prison physician to act as outreach workers/educators and to provide syringe exchange.  This peer-model is the one currently in operation, which makes the Moldovan project unique.

In the first nine months of 2002, 65 to 70% of known IDU’s in the prison were accessing the program through the Peer Volunteers. In 2002, the Peer Volunteers in PC18 exchanged 7,150 syringes.
   Based upon the success of the pilot project in PC18, a second syringe exchange program was initiated in May 2002 in Prison Colony 4 (PC4) in Cricova.  The program in PC4 is also peer-based.  

EXPERIENCES IN OTHER COUNTRIES

During the course of conducting this research, two other countries implemented prison syringe exchange programs – Kyrgyzstan and Belarus.  Because these programs were not in operation at the time the work plan for this report was developed, site visits to these countries was not possible.  However, basic information on each has been obtained through communication with individuals involved in the implementation and management of the projects, and from documentation provided by them.

In both Kyrgyzstan (where NEPs are currently in place in six prisons) and Belarus (where one pilot project has been implemented in a prison in Minsk), the experience has been consistent with that detailed above.  Both countries utilize models of peer-based syringe distribution, and to date they have experienced no instances of syringes being used as weapons.

2.2  What were the identified needs of prisoners vis-à-vis injection drug use and risk behaviour that prompted the prison service to implement syringe exchange?

In all the countries examined, syringe exchange was enacted in response to evidence of high levels of HIV/HCV infection and/or injection drug use among the prison population.  In some cases, this led individual prisons or NGOs to request permission to implement syringe exchange.  In others, it resulted in government directives mandating prisons to implement needle exchange.

The situation regarding HIV/HCV and injection drug use in prisons in each country is summarized below.  In many cases, these figures are similar to other countries – including Canada – that have not implemented syringe exchange. 

SWITZERLAND: Switzerland has not undertaken extensive seroprevalence research in prisons.  However, HIV infection rates have been estimated to be between 2 and 10%.  
As early as 1985, blood testing among Swiss prisoners detected the presence of HLTV­III antibodies in some prisoners.
  More recently, a 1999 report based upon interviews with 234 prisoners at Realta prison found an HIV infection rate of 5.1%, a result acknowledged as being comparable to rates in other institutions.  This same study found that approximately 9% of the prisoners were current injection drug users. 

GERMANY:  Several studies have been conducted to estimate HIV seroprevalence among German prisoners, with results ranging from 1.1 to 1.9% HIV-positive.  These studies found that between 2.1 to6.3% of incarcerated injection drug users were seropositive.

Other research has indicated a link between incarceration, injection drug use, and the transmission of blood-borne diseases such as HIV and HCV.  A 1993 study of over 612 people who inject drugs in Berlin concluded that the most significant factor for HIV infection among the group was sharing of syringes during incarceration.  Imprisonment was also found to be the second most common reason cited by the participants for syringe sharing.  The study concluded that a lack of access to sterile injecting equipment was counterproductive to HIV prevention measures implemented in the general community.

Rates of HCV infection among German prisoners are higher than those of HIV.  Separate studies have found HCV seropositivity rates of 77% for IDU’s, and 18% for non-IDU’s.  A 2001 study of prisoners who had injected drugs only in prison found a 100% rate of HCV infection.

SPAIN:  Rates of both HIV and HCV infection among Spanish prisoners are high.  While prisoners represent only 0.01% of the total Spanish population, they account for 7% of AIDS diagnoses.
  Rates of infection are particularly high amongst those with a history of injection drug use, and people who inject drugs comprise the majority of AIDS cases among Spanish prisoners.
  Approximately 90% of prisoners living with AIDS in Spain cite injection drug use as a risk factor.
  Rates of HIV infection among prisoners with a history of injection drug use Spain have been cited as high as 46.1%.

The first cross sectional seroprevalence study in 1989 found an HIV infection rate among prisoners of 32%.
  Since that time,  HIV prevention and harm reduction initiatives in the community and in prisons have achieved significant results.  In the early 1990s, the HIV seroprevalence rate in prisons was approximately 23%.
  In 2000, the HIV seroprevalence rate was reported to be 16.6%.
  A 2002 joint report by the Ministry of the Interior and the Ministry of Health and Consumer Affairs cited an infection rate of 15%.
  In 2002, this figure had again declined to under 13%.
  Among incarcerated women, rates of HIV infection are still very high.  Statistics in 2000 cite an HIV seroprevalence rate among women prisoners of 38%.
 

Rates of hepatitis C infection are even higher, particularly among people who inject drugs.  According to a 1998 Penitentiary Health Study, 46.1% of prisoners were HCV infected. 
  In 2002, the HCV infection rate was cited as being 40%.
  Among prisoners with a history of injection drug use, HCV infection rates are as high as 90%.  Even among prisoners who have no history of injection drug use the rate of hepatitis C infection is high, with 20% testing positive. 

MOLDOVA:  As of September 2002 there were 210 known prisoners living with HIV/AIDS in prisons in Moldova, which means that the seroprevalence rate in the prison system is approximately 100 times higher than in the general community.  Twelve percent of known cases of HIV infection in Moldovan prisons are among incarcerated women.  However, these figures are acknowledged to be low estimates, as they only include prisoners whose HIV status is known.  As not all prisoners have been tested, it is assumed that the true extent of HIV infection is higher.

HIV infection in Moldova is generally driven by unsafe injecting practices.  In its 2002 report, UNAIDS and the WHO identified 66.7% of AIDS cases within Moldova (73.7% of men; 57.1% of women) as being linked to injection drug use.
  Physicians working within the country have cited that as many as 83% of all HIV infections are now linked to injection drug use.

3.
ANALYSIS OF FINDINGS

What implications does this collective experience of prison needle exchange programs have for Canada?  There are many.

A number of objections have consistently been made against the implementation of syringe exchange programs in prisons.  In many countries, including Canada, these objections form the basis for the continued rejection of these programs by politicians, correctional officials, and trade unions representing prison staff.  The arguments against prison needle exchange generally fall into four categories.  

Critics claim that the implementation of prison syringe exchange/distribution:

1.
Would lead to increased violence and the use of syringes as weapons against prisoners and staff.

2.
Would lead to an increased consumption of drugs, and/or an increased use of injection drugs among those who were previously not injecting.

3.
Would undermine abstinence-based messages and programs by condoning drug use. 

4.
Is not relevant to other jurisdictions, as existing needle exchange programs are established in specific and unique prison environments.

Section 3 will address these objections based upon the evidence obtained for this report.

In addition to the above objections, it is also useful to address questions related to the implementation of prison syringe exchange programs.  These include:
5.
Do prison needle exchange programs reduce high-risk behaviour/reduce disease transmission?

6.
Do needle exchange programs have other positive outcomes on prison health?

7.
What methods of syringe distribution are used in prisons, and what are their features?
8.
What are the common factors in successful prison needle exchange programs?

9. Is the provision of bleach alone a sufficient response to the risk of HIV/HCV transmission via syringe sharing among prisoners?

10. Is the provision of methadone alone a sufficient response to the risk of HIV/HCV transmission via syringe sharing among prisoners?

3.1
Are prison needle exchange programs safe?

Yes.

One of the most important lessons to emerge from international experience is that implementing prison needle exchange programs does not necessitate a trade-off between health and security.  In fact, as explained by Stöver and Nelles in a 2003 review of the evaluations conducted of prison needle exchanges,
Scientific evaluations of the pilot phase have been carried out in 11 projects (Nelles/Stöver, 2002; Rutter et al. 2001). Generally it can be said that in no case needles had been used as weapons either against the personnel or other inmates. This was and is of course one of the controversial issues in the whole debate.  For reasons of safety in the working place, it is interesting to note, that exchange rates within needle exchange projects are nearly 1:1, so that the danger of needle stick injuries by needles not deposed properly is in fact very low.
 [emphasis added]
The safety of these programs has been noted by officials from the Correctional Service of Canada. In January/February 1999, a delegation from the CSC’s Study Group on Needle Exchange Programs traveled to Switzerland to observe the syringe exchange initiatives in three different prisons.  Among the findings of the delegation’s report was a note on the safety of these programs.

Inmates involved in the needle exchange program are required to keep their kit in a pre-determined location in their cells.  This assists the staff when they enter the cell to conduct cell searches.  Because syringes and needles are an approved program, there is no need for the offender to conceal them in their cells.  To date, no injury has been inflicted on staff by a needle.

The safety of prison needle exchange has also been affirmed in Moldova and in Spain neither of which have any reports of syringes being used as weapons against either prisoners or staff.

It can also be argued that providing prisoners with access to the means necessary to protect them from contracting HIV and HCV are in fact compatible with the interests of workplace safety and of the maintenance of safety and order in the institutions. 

All the international evidence indicates that there are already syringes present within the prisons of many countries, including Canada.  Therefore, any suggestion that the implementation of prison needle exchange will introduce syringes into a “syringe-free” environment is demonstrably false.  Therefore the question becomes “Which situation is preferable?”  The status quo – where there are syringes in prisons, the number and location of which are unknown, but these syringes are most likely contaminated with disease – or the situation presented in institutions with well-managed needle exchange programs, in which the number of syringes in circulation is known, they are kept in secure and visible locations, and the needles are sterile, or at least used by only one person.  Clearly any objective measure would conclude that the second scenario is preferable to the first. 

This issue is nicely summarized by the Spanish Ministry of the Interior and Ministry of Health and Consumer Affairs in their 2002 guidelines the implementation of prison needle exchange programs.  On the issue of safety, it is noted that:

The start-up of a NEP should not increase the risk, but rather, as previously stated, result in greater safety.  First of all, illicit syringes, which are usually hidden and unprotected, are replaced by program syringes equipped with a rigid protective case.  Secondly, in the event of an accident, it is less likely that the syringe has been used because the inmate can and should exchange it for a new one at the first opportunity after use.  Thirdly, in the event that the syringe has been used, it is less likely that it has been shared by various inmates, thus reducing the probability of it being infected and enabling the user to be identified with greater certainty, which allows preventive actions to be taken if necessary.  Finally, in the long term, reduction of parentally transmitted diseases will make prisons a healthier and less risky environment.

3.2
Do prison needle exchange programs encourage drug use or injecting among non-injectors?

No.

The belief that programs such as needle exchange promote injection drug use has historically been a barrier to the implementation of harm reduction measures in both the community and in prisons.  However, within prisons this argument is complicated by the fact that many prisoners are incarcerated as a result of drugs or of drug-related offences.  Consequently, providing sterile needles to prisoners is seen to be condoning or promoting behaviour that the prison should be seeking to eradicate as part of the individual’s “rehabilitation.”  Acknowledging the reality of drug use in prisons is also difficult for prison systems as it is perceived as an admission of their failure to maintain institutional control and security. 

In the case of prison syringe exchange, scientific evaluations have consistently found that the availability of sterile syringes does not result in an increased number of drug injectors, an increase in overall drug use, or an increase in the amount of drugs in the institutions.  In a recent review of eleven evaluated prison needle exchange programs in Switzerland, Germany, and Spain, Stöver and Nelles found that in no case examined did the introduction of a needle exchange program result in increased drug use or injecting within the institution.  In two prisons is Switzerland, drug use actually decreased.

These findings demonstrate conclusively that the provision of sterile syringes to prisoners does not result in either increased drug consumption or an increase in drug injection.

That said, there is already clear evidence in a number of countries, including Canada, that many prisoners inject drugs for the first time while in prison (see Section 1.3).  The argument that a needle exchange program would lead to prisoners begin using injection drugs is therefore undermined by the fact that this behaviour is already the norm in many countries without prison needle exchange programs.  In these jurisdictions – where sterile syringes are not provided – these individuals are forced to share or reuse needles, creating a high risk of HIV and HCV transmission.

3.3
Do prison needle exchanges condone illegal drug use and therefore undermine abstinence-based programs?

No.

On the basis of the facts, it is difficult to demonstrate that the provision of sterile syringes has resulted in the condoning of the use of illegal drugs in the institution.  The provision of needle exchange in the countries examined has not resulted in prison officials permitting the possession or sale of drugs.  In all cases, drugs remain prohibited within institutions where syringe exchange is in place, and security staff are instructed to locate and confiscate all such contraband.  In this sense, the policy and practice is no different than in jurisdictions that do not have needle exchange.  What is different, however, is the recognition that if and when drugs find their way into the prison and are used by prisoners, the priority must be to prevent the transmission of HIV and HCV via unsafe injecting practices.  Therefore, while drugs themselves remain illegal, syringes that are part of the official needle exchange programs are not.

In many instances, particularly in the Western European examples, syringe exchange programs are only one component of a comprehensive drug service within prisons, that includes abstinence-based programs, drug treatment, drug-free units, and harm reduction measures.  The availability of sterile syringes therefore does not undermine or impede the provision of other drug services, but rather offers drug users more options for improving their health status.  

In the case of the German pilot programs, the evaluator found that the syringe exchange program actually increased the number or people accessing drug treatment services, demonstrating that needle exchange programs can serve as valuable points of contact and referral for a difficult to reach drug-using population.  This was also the experience in Spain, where the Ministry of the Interior and Ministry of Health and Consumer Affairs concluded not only that “[i]t is feasible for a NEP and other drug addiction prevention or intervention programs to coexist”, but also that the “[i]mplementation of a NEP does not generally cause an increase in drug use” and that “NEP’s in prison facilitate referral of users to drug addiction treatment programs.”

This is not to say that prison officials and staff do not have to struggle with challenging philosophical and practical issues when implementing needle exchange programs.  Prison staff trained within an ethos of zero tolerance have had to come to terms with confiscating drugs but not injection equipment.  This is a reality to which police forces in countries with community needle exchange programs have adapted.  As the Head of the Merseyside Police Drug Squad has stated:

As police officers, part of our oath is to protect life. In the drugs field that policy must include saving life as well as enforcing the law. Clearly, we must reach injectors and get them the help they require, but in the meantime we must try and keep them healthy, for we are their police as well ... People can be cured of drug addiction, but at the moment they cannot be cured of AIDS.

This sentiment was echoed by Martin Lachat, the Interim Director of Hindelbank institution in Switzerland in 1994:

The transmission of HIV or any other serious disease cannot be tolerated.  Given that all we can do is restrict, not suppress, the entry of drugs, we feel it is our responsibility to at least provide sterile syringes to inmates.  The ambiguity of our mandate leads to a contradiction that we have to live with.

Ultimately, the provision of sterile syringes is not incompatible with the goal of reducing drug use in prisons.  While making sterile needles available to incarcerated drug users has not led to an increase in drug use, it has led to a decrease in the number of prisoners contracting HIV, HCV, and other infections.  Therefore, it can be argued that the refusal to make sterile needles available to prisoners with the knowledge that the sharing of injecting equipment is prevalent is to condone the spread of HIV and HCV among prisoners and to the community at large.

3.4
Are needle exchange programs suitable for different prison environments?

Yes.

One of the rationales often used by prison systems to dismiss the evidence of the effectiveness of prison needle exchange programs is to characterize these programs as “boutique” projects that are in place only in unusual prison environments (i.e., small institutions, women’s prisons, low security prisons with docile prisoner populations, etc.).  Therefore, this argument goes, the success of these programs cannot be replicated in other, larger, or more “difficult” prisons.

While it is true that the initial Swiss pilot projects were conducted in prisons that are “small” by most standards (Oberschöngrün has a population of 75 while Hindelbank has a population of 110), subsequent programs have been successfully implemented in a wide variety of settings in both civilian and military systems.  In Germany, for example, needle exchange programs have been introduced in prisons as small as 50 people (the women’s prison in Hannöversand) and as large as 500 (Am Hasenberge men’s prison in Hamburg).  In Moldova, syringe exchange programs operate in medium/maximum security men’s prisons with populations of 1,000 or more.  Soto de Real prison in Madrid, which was visited in preparation of this report, has a population approaching 1,600.  These Moldovan and Spanish examples are institutions with populations larger than any Canadian federal prison.

Indeed, Spain provides the most compelling refutation of this argument, as the framework for needle exchanges is in place in all 69 prisons (all sizes, all security levels).  This clearly dispels the notion that prison needle exchange is limited only to unusual prison environments.

Needle exchanges have also been established in radically different prison environments.  In the case of Western European programs, the prisons’ physical structures are based on ranges of individual cells, each housing one or two prisoners each.  This is similar to the Canadian situation.  In the case of Moldova, prisoners live in barracks-style facilities that have 70 or more men living and sleeping in a single large room.  In both cases, prison needle exchange programs have been successfully and safely implemented.

The cases examined also demonstrate that needle exchange projects can be implemented in those jurisdictions that are relatively well resourced and financed (Western Europe), and those that operate with significantly less funding and infrastructural supports (Eastern Europe).  Therefore, access to funding and resources alone is not an indicator of the ability of a jurisdiction to provide needle exchange to prisoners.

That said, several jurisdictions have placed some limitations on individual prisoners allowed to participate in syringe exchange programs.  In some German prisons, for example, prisoners receiving methadone maintenance or involved in abstinence-based programs were not eligible to access syringe exchange programs.  However, this is not a universal approach, and other countries do not enforce such restrictions.  Prisoners with histories of psychosis or serious violence are also disqualified in some jurisdictions, although others assess each on a case-by-case basis, seeking to identify safe ways to provide sterile syringes, on the assumption that otherwise the individual in question will share a syringe with someone else.

Rather than institutional size, security level, or structure, prison needle exchange programs have been implemented based upon need of the prisoner population.  In the cases examined for this report, syringe exchange projects have been initiated in response to high rates of HIV seroprevalence and/or high levels of injection drug use within prisons.  When this need has been established, each of the jurisdictions examined has shown flexibility and creativity in adopting a model of syringe exchange that meets the needs of the prison population. 

3.5
Do prison needle exchange programs reduce risk behaviour and prevent disease transmission?

Yes.

The most important lesson emerging from the international evidence on prison needle exchange is that these programs are effective in reducing injecting-related risk behaviours and therefore in preventing the transmission of HIV and HCV. 

In a recent review of evaluated prison needle exchange programs in Switzerland, Germany, and Spain, Stöver and Nelles found that syringe sharing was “strongly reduced” in seven of nine prisons collecting data on this risk behaviour.  In the five prisons whose evaluations included blood testing, there were no new cases of HIV/HCV infection, while two institutions experienced a strong reduction in seroprevalence rates.

3.6
Do needle exchange programs have other positive outcomes on prison heath?

Yes.

In addition to the reductions in HIV and HCV transmission detailed in Section 3.5 (above), international evidence has shown that the provision of sterile syringes has other positive outcomes on the health of prisoners.

Perhaps the most significant is a dramatic decrease in fatal and non-fatal heroin overdoses among incarcerated injection drug users.  For example, the Swiss prison of Hindelbank averaged between one and three fatal heroin overdoses annually during the years before the needle exchange program was implemented.  Since the program has been in place, Hindelbank has experienced only one fatal OD in the past nine years.
  This experience was also reported in the Swiss prison of Oberschöngrün (which has a heroin maintenance program in addition to a syringe exchange).  Prior to the implementation of syringe exchange, staff at the prison estimated there was approximately one non-fatal overdose a week, and approximately two fatal ODs annually.  Overdoses of any kind are now extremely rare, and the prison has experienced only one OD death since 1995.
  Prison needle exchanges therefore save lives in ways other than the prevention of disease transmission.

The prison staff interviewed as part of this report offered two reasons why the provision of needle exchange has resulted in such significant decreases in overdoses.  The first is that by providing each injection drug user with his or her own personal needle, it allows the individual to consume a smaller amount of drugs with each injection.  In the past, when a syringe was shared among many prisoners, people injecting drugs would only have limited access to injecting equipment and would be more likely to inject large doses on those rare occasions when he or she was in possession of the syringe. 

The second reason cited was that the provision of needle exchange, and the adoption of a harm reduction philosophy within the institution, fundamentally changed the way that prison health and social work staff were able to engage in counseling with prisoners.  As injection drug use was an accepted reality inside the prisons, the counselors/health workers and prisoners were able to be much more open and frank in discussions about drug use and harm reduction.  The need for prisoners to pretend to be “drug-free” was therefore removed, and honest discussions about risk behaviour and overdose were able to take place in an atmosphere where they did not fear punitive sanctions for admitting to drug use.

The other significant health benefit experienced was a decrease in abscesses and other injection-related infections.  Both Hindelbank and Oberschöngrün reported a near disappearance in abscesses, which had been a major problem before the needle exchange programs were implemented.  Staff at Hindelbank noted that this has resulted in significant cost savings to the prison, as treating abscesses had previously been a significant part of the work of the prison medical staff. 

3.7 
What methods of syringe distribution are used in prisons, and what are their features?

Different jurisdictions have adopted different methods to distribute or exchange syringes in prisons.  These include:

· distribution by a prison nurses or physicians based in a medical unit or other part(s) of the prison

· distribution by one-for-one automated syringe dispensing machines 

· distribution by prisoners trained as peer outreach workers

· distribution by external NGOs or other health professionals whom come into the prison for this purpose

Each distribution method has its own unique opportunities and challenges.  Some of the features of each distribution method are summarized below. 

Hand-to-hand exchange by nurses and/or the prison physician:

· Provides personal contact with prisoners, and an opportunity for counseling.

· Can facilitate outreach to and contact with hard-to-reach drug users.

· Prison maintains high degree of control over access to syringes.

· One-for-one exchange, or multiple syringe distribution, possible (as necessary, and as reflects individual prison policy).
· Lower degree of anonymity and confidentiality, which may reduce the participation rate (although high acceptance by prisoners is possible if confidentiality maintained).

· Access more limited, as syringes are available only during the established hours of the health service (this is particularly true if the prison follows a strict one-for-one exchange policy).

· Creates possibility of proxy exchanges by prisoners obtaining syringes on behalf of those who do not want to participate in-person due to lack of trust with staff.
Distribution through automated dispensing machines:

· High degree of accessibility (often multiple machines are in various places in the institution, which can be accessed outside of the established hours of the medical service).

· High degree of anonymity, as there is no involvement with staff.

· High acceptance by prisoners.

· Strict one-for-one exchange.

· Machines are vulnerable to vandalism and damage by prisoners and staff who are not in favour of this program.

· Technical problems with functioning of the dispensing machines can mean syringes are unavailable for periods of time, which can decrease prisoner confidence in the program.
· Some prisons are not architecturally suited for the use of dispensing machines (i.e. lack of discreet areas freely accessible to prisoners in which machines may be placed).
Hand-to-hand exchange by peer outreach workers:

· High acceptance by prisoners.

· High degree of anonymity and trust.

· High degree of accessibility (peer outreach workers live in the prison units, and are available at all hours).

· No staff control over distribution, which can lead to increased fears among staff.

· One-for-one exchange more difficult to ensure.
Hand-to-hand provision by external NGO or health professionals:

· Provides personal contact with prisoners, and an opportunity for counseling.

· Facilitates outreach to and contact with hard-to-reach drug users.

· Prison maintains high degree of control over access to syringes.

· One-for-one exchange, or multiple syringe distribution, possible (as necessary, and as reflects individual prison policy).
· Provides a higher degree of anonymity and confidentiality, as there is no interaction with prison staff.

· Access more limited, as syringes are available only during set hours or set times of the week (this is particularly true if the program follows a strict one-for-one exchange policy).

· Anonymity and confidentiality may be compromised if the external agency is required to provide information on prisoner participation to the prison.

· Potential for mistrust by prison staff of the external workers providing syringes.

· External workers may experience more barriers in dealing with the prison bureaucracy than internal prison health staff.

· Turn-over in NGO staff may result in lack of program continuity, and lack of a consistent “face” for the program for prisoners and prison staff.
It is worth noting that different jurisdictions have adopted different approaches to the question on one-for-one syringe exchange (i.e. a person is only given one syringe, and only when he or she produces a used one for exchange).  While some of the jurisdictions examined for this report adhere to a strict one-for-one policy, others do not.  Hindelbank, for example, while using dispensing machines that operate on a one-for-one basis, will provide up to five additional “points” or needle tips to program participants who have trouble finding veins to inject into.  Spain has also shown flexibility in its approach.  While Spanish guidelines acknowledge that “the rule should be exchange, i.e., the previous syringe must be returned before a new kit is handed out,” they direct that “a flexible attitude should be maintained towards [the one-for-one rule’s] application keeping in mind that the primary objective of the program is to prevent shared use of syringes.”
  The guidelines advise that “[t]he number of kits to be supplied depends on the frequency of exchange and the user’s consumption habits:  it should be sufficient to cover the inmate’s needs so that he does not have to reuse the syringe before the next day of exchange.”

3.8
What are the common factors in successful prison needle exchange programs?

Prison needle exchange programs have adopted various methods of syringe exchange/distribution (See Section 3.7, above).  Each of these methods has proved successful, and has been implemented without jeopardizing the safety or security of the institution.  With the exception of the peer-based needle exchange project, all these options have been implemented in both male and female institutions.  (However, this may well change shortly as Moldova, the only jurisdiction using a peer-based exchange model, plans to initiate a program in a women’s prison).

One lesson from this experience is that the actual method of distribution is less important than is ensuring that the program suits the needs of the institution, the prisoner population, and the prison staff.  With this in mind, there are a number of the common factors evident in the programs explored in this report.

The issue of confidentiality has been a key factor in the creation of successful needle exchange programs.  Inside any prison, absolute confidentiality is impossible.  That said, the successful programs examined in this report have all striven to identify syringe distribution methods that would gain the trust of the prisoner population, and thereby maximize participation in the program.

In some prisons, syringe-dispensing machines have been chosen as the best mechanism for effective confidential needle exchange.  In those institutions where a person-to-person method of exchange is in place, it has been shown that identifying a discreet area of the prison in which to conduct the service is a factor in its success.  The importance of confidentiality was demonstrated quite vividly in the Moldovan experience, where the needle exchange pilot in Prison Colony 18 saw a significant increase in uptake when the physician decided to use peer outreach workers rather than the medical unit as a point of contact with people who inject drugs.  The experience in the Spanish pilot program in Bilbao, where the evaluations found that prisoners preferred the program to be administered by an external NGO rather than prison staff, is also an indication of the importance of confidentiality to the service users.
  The evaluation of the two German pilots found that a hand-to-hand distribution method through health care staff enjoyed less trust from prisoners than did the use of dispensing machines.

That said, the Bilbao project also indicated that absolute anonymity is perhaps less important in some cases than is trust in the person(s) or agency running the program, and the quality of the service provided.  The Bilbao evaluation found that the prisoners valued the personal interaction with the external NGO workers who conducted the exchanges, and in fact identified this as a preferable distribution method than dispensing machines.

In addition to maximizing confidentiality, providing adequate access to the syringe exchange program has also been a factor in determining distribution methods.  In some cases, this has been accomplished by the placement of not one but multiple dispensing machines within a single institution, as was the case in the Hindelbank pilot.  When person-to-person methods of distribution have been chosen, such as in the Lingen 1 Dept. Groß-Hesepe pilot in Germany or the Bilbao pilot in the Basque country, staff sought to identify areas of the prison that were both discreet and easily accessible.  In the Moldovan experience, the decision to use a peer-based structure allowed for 24-hour access as the peer outreach workers live in the prison units where they work.
It has also been shown that the goal of reducing HIV and HCV transmission is best accomplished when prison syringe exchange is one component of a broader comprehensive harm reduction strategy that includes access to safer sex measures, methadone maintenance (and other drug treatment) programs, and educational and support programs.  This has been a common feature of all the programs examined (although methadone is not yet available in Moldova).  It includes the avoidance of screening for THC in urinalysis programs practiced by some prisons.   Many prisons visited as part of this report have made the decision not to screen for THC, or not to penalize for the presence of THC, as they believe doing otherwise would encourage many prisoners to abandon cannabis use in favour of injection drug use solely to avoid detection.

The support of the prison administration and staff has also been shown to be an integral part of successful programs.  In the cases examined, educational workshops and consultations with prison staff have been a consistent aspect in the development of prison needle exchange.  This is not to say, however, that staff in these institutions have been universally supportive from the start. In several cases, as is evidenced through the evaluations, staff were perhaps reluctant at the start, yet grew to support the program over time as its benefits were experienced first hand.

Recent events in Germany provide an interesting example of this.  Staff members at prisons affected by the closure of needle exchange programs are among the most vocal critics of the governments’ actions.  In Vechta Prison, for example, prison staff have started a petition to lobby the government to reinstate the program.  The official staff representative for the prison has written to the government to refute allegations by the Justice Minister of Lower Saxony that the withdrawal of the program came as the result of a lack of staff support.  In Lichtenberg Prison in Berlin, prison staff (85% of whom opposed the initial introduction of the needle exchange program in 1998) are now the main people lobbying the government to keep the program in operation.  These examples provide compelling evidence of the benefits of prison needle exchange to staff, and that strong staff support can develop for such programs.

While “bottom-up” processes that include cooperation with staff have been shown to be successful, there is mixed evidence on the success of “top-down” approaches, where the implementation of prison needle exchanges are directed by government.  Switzerland has experienced problems when a strictly “top-down” approach is followed (see Section 2.1).  On the other had, the experience in Spain has shown that it is possible to legislate the implementation of programs under certain conditions.

One final common aspect is the use of a well-evaluated pilot project as a first step to broader expansion.  In some countries, a single pilot has been used, while others such as Germany enacted two pilots running in parallel.  The outcomes of the pilot program evaluations have then been used to guide future planning.  In some instances (Switzerland, Germany, Spain) the prisons selected for the initial pilot programs were relatively small institutions and/or open or half-open institutions with lower security levels.  In these cases, programs were tested and evaluated in these prison environments before they were expanded to larger, closed prisons with higher security levels.  However, in Moldova the pilot needle exchange was done in a medium-maximum security prison with a population of 1,000.

3.9
Is the provision of bleach alone a sufficient response to the risk of HIV/HCV transmission via syringe sharing among prisoners?

No.

While very few prison systems have implemented syringe exchange programs, many have opted to provide bleach or other disinfectants to enable prisoners to clean syringes that are then to be reused.  According to UNAIDS, the provision of full-strength bleach to prisoners as a harm reduction measure has been adopted in prisons in Europe, Australia, Africa, and Central America.
  In August 2001, it was reported that bleach was provided in 11 of 23 EU prison systems.
  In Canada, bleach is available as a harm reduction measure in the Federal, British Columbia, and Québec systems.
  However, while bleach is an important harm reduction option for injection drug using prisoners who must share injecting equipment, it is not an adequate substitute for the provision of needle exchange for injection drug users.

There are a number of reasons why this is true, the foremost being doubts about the efficacy of bleach in sterilizing syringes.  While clearly a useful measure in reducing the risk of transmission of blood-borne diseases, numerous scientific studies have cast doubt on the effectiveness of bleach in eliminating HIV
 and HCV
 in syringes.  Many studies promoting the value of bleach as a harm reduction measure still conclude that access to sterile syringes is preferable to disinfecting previously used needles.
  There is also evidence that many injection drug users – as many as half or more in some studies – do not know or do not practice the proper method of using bleach for disinfecting needles.
  This further undermines the effectiveness of an already less-than-optimal HIV/HCV prevention measure.  It has even been suggested that the reuse of an HIV contaminated syringe cleaned with bleach may actually increase the risk of HIV transmission.
  Therefore, the provision of sterile syringes is clearly a more effective HIV/HCV prevention strategy than is providing only bleach.

As discussed in Section 3.6, prisons providing syringe exchange have also realized other health improvements in addition to a reduction in HIV and HCV transmission.  These include a significant reduction in abscesses and other vein problems that results from reusing dull or damages needles, as well as a decrease in fatal and non-fatal overdoses in some institutions.  The provision of bleach alone does not offer these same health benefits.

Also, as explored in Section 3.1, the provision of needle exchange can significantly improve staff safety by reducing or eliminating the risk of accidental needle stick injury from hidden syringes during cell and personal searches.  The provision of bleach alone does not offer this benefit for staff, as syringes are still considered contraband within the institutions and are therefore hidden rather than stored safely in visible areas.

 In conclusion, bleach should be made available to prisoners as one  option to enable injection drug users to reduce their risk of contracting HIV and HCV infection.  Making bleach available is, however, not enough, and there are many additional benefits from establishing needle exchange programs in prisons.

3.10
Is the provision of methadone alone a sufficient response to the risk of HIV/HCV transmission via syringe sharing among prisoners?

No.

Methadone is a medically indicated treatment used internationally as an effective replacement therapy for opiates, and is an important harm reduction option for injection heroin and morphine users.  Administered orally, methadone allows injection opiate users a valuable option for ending their reliance on illegal drugs, and ceasing injecting practices.  

Methadone is a crucial element of a comprehensive harm reduction strategy, both in prisons and in the community, as it provides an important option for injection drug using prisoners who wish to stop using illegal drugs.  However, despite its value, there are several reasons why methadone provision in isolation is not a sufficient response to the risk of HIV and HCV transmission in prisons via injection drug use.

The primary reason is that methadone – as a form of drug treatment – is of no benefit to those drug users who do not want to stop using illegal drugs.  Injection drug users not wishing to access a methadone program will therefore continue to inject, and to share syringes when sterile needles are not available.

Methadone treatment is also only appropriate for drug users who are physically dependent upon opiates.  Therefore, it is not an alternative for those who are occasional or recreational injection opiate users, who again will continue to inject and to share syringes where needle exchange is not provided.  Even among those drug users who access methadone treatment, there will be a number who will continue to inject either sporadically or habitually, and will therefore share syringes where sterile ones are not available.  This has been recognized by the Spanish government, and is cited as one of the reasons for allowing prisoners on methadone programs to also access needle exchange.

Within prisons, barriers often exist to the optimal provision of methadone.  As a medical therapy, a methadone program requires the involvement of a prison physician who is both trained in methadone provision and philosophically supportive of the use of substitution treatment.  This is not always the case in many prisons, either in Canada or internationally.  Additionally, because of the cost associated with the provision of this medical service, the number of methadone spaces is often limited, thereby creating a situation where some drug users will be excluded from accessing the program.  Many of these users will therefore continue to inject, and to share needles where sterile ones are not available.

Finally, methadone is only a useful treatment for opiate dependency.  It is not a harm reduction option for those who inject non-opiates, such as cocaine.  Therefore, the availability of methadone does nothing to address the unsafe injecting practices of these drug users.

Therefore it is clear that the provision of methadone – while an essential element of a harm reduction strategy – is not in itself a sufficient response the risk of disease transmission via injection drug use in prisons.  Furthermore, as examined in Section 3.9, the implementation of needle exchange in prisons has achieved other important benefits in the areas of prisoner health and staff safety that will be denied where syringe distribution programs are not available.

4.
CONCLUSION—Can prison needle exchange programs be implemented in Canada?

Yes.

The international experience clearly demonstrates that syringe exchange programs can be safely and effectively established in Canadian prisons.  There is also significant scientific evidence demonstrating the need for such programs, and national and international guidelines that outline the legal and ethical responsibility of Canadian governments to act to prevent the spread of HIV and HCV infection in prisons.
Sections 1.1—1.3 of this report outline what is known about rates of HIV and HCV infection and injection drug use in Canadian prisons.  The results of these numerous studies clearly indicate the need for programs that reduce the risk of HIV and HCV transmission amongst injection drug using prisoners.  Indeed, in many cases the rates of HIV and HCV infection and injection drug use in Canada are equal to or higher than those in countries that have implemented prison needle exchange.

Section 1.5 reviews the reports of numerous governmental and non-governmental bodies that have recommended the implementation of needle exchange programs in Canadian prisons.  These include not only community-based AIDS organizations, but also working groups of the Correctional Service of Canada.  

For example, in 1999 the Final Report of the Study Group on Needle Exchange Programs, prepared by a CSC working group established specifically to investigate this issue, recommended that the CSC Commissioner seek approval in principle from the Solicitor General of Canada to pilot test needle exchange programs in five federal prisons (one in each of the five CSC administrative regions), including at least one in a women’s institution.
  Prisoners themselves have also expressed their support for the establishment of needle exchange programs.  Most recently, a 2003 national survey of incarcerated women found that many identified the need for needle exchange programs within their institutions.

While Canadian governments have been reluctant to implement syringe exchange due to the expected objections of staff, the evidence in this regard is far from conclusive.  For example, when researchers from the Expert Committee on AIDS and Prisons surveyed CSC staff attitudes towards HIV prevention initiatives, 15% of correctional officers and 31% of health care staff were in favour of making syringe exchange programs available to prisoners.
  This survey was conducted ten years ago – before significant increases in HIV and HCV infection rates among prisoners and prior to the successful and safe implementation of prison needle exchange programs in other jurisdictions.  It is therefore not unreasonable to expect the number of staff supporting the implementation of syringe exchange to be higher today.

Many Canadian jurisdictions have successfully introduced other harm reduction measures such as condoms and bleach in prisons in recent years.  The implementation of these programs has been a success, despite initial concerns in some quarters that they would “send the wrong message” or lead to increases in violence and vandalism.  This history should be instructive to those who now make the same claims to obstruct the implementation of prison syringe exchange.

It is also clear from the international evidence that funding in and of itself need not be a barrier to prison syringe exchange, as programs are operating in both well-resourced Western European prisons and poorly resourced Eastern European prisons.  Indeed, it can be argued that syringe exchange programs would quickly pay for themselves by preventing HIV and HCV transmission, thereby reducing the significant expense of providing medications to an increasing number of HIV and HCV infected prisoners.  A recent Australian report concluded that money invested in syringe exchange programs in that country had resulted in a greater than fifteen-fold return in savings resulting from infections prevented over a 10 year period.
  Some jurisdictions have also realized significant cost savings due to the decrease in abscesses and overdoses that resulted from the implementation of prison needle exchange.

As is also explored in Section 1.5, there are numerous Canadian and international instruments that detail the legal and ethical responsibility of Canadian governments to provide adequate standards of health care – including prevention programs – to people in prison.  

Therefore, it is clear that prison syringe exchange programs are necessary, appropriate, and achievable within the Canadian context.  The federal and provincial governments should act to immediately pilot test these programs, as recommended by CSC’s 1999 Study Group on Needle Exchange Programs.  The continued failure to do so is a failure to meet their basic ethical responsibilities to provide for prisoner and public health.  As stated by UNAIDS,

There is no doubt that governments have a moral and legal responsibility to prevent the spread of HIV among prisoners and prison staff and to care for those infected.  They also have a responsibility to prevent the spread of HIV among communities. Prisoners are the community.  They come from the community, they return to it.  Protection of prisoners is protection of our communities.
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