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Abstract

Aims: In most countries, the spread of HIV and hepatitis C in prisons is clearly driven by injecting
drug use with many infected prisoners who are unaware of their infection status. Despite many
studies confirming the facts about risk behaviour and the prison setting as a risk environment
for maintaining or taking up of risk behaviour, little progress has been made around effective
and efficient infectious prophylaxis by means of prison-based needle and syringe programs and
associated education. The aim of this contribution is to study why effective and efficient
prevention models applied in the community (like PNSP) are very rarely implemented in prison
settings. Findings: Only approximately 60 out of more than 10,000 prisons worldwide provide
needle exchange in prisons. A United Nations Office on Drugs and Crime (UNODC) handbook
on the implementation of prison-based needle exchange has been elaborated to better inform
and guide officials in the Ministries of Justice, Health and people in charge of healthcare in
prisons. It integrates the views and experiences of many experts throughout the world.
Conclusions: The key problem apart from political problems in implementing prison-based
needle and syringe programmes (PNSP) remains the lack of guarantee of confidentiality to
prisoners. This is hindering prisoners from participating in the programmes continuously. The
second problem is that HIV/AIDS and opioid consumption are no longer the key drivers of the
debate around drugs and infectious diseases in prisons, but instead new psychoactive
substances (NPS) and steroids have become issues. In many countries, the HIV rate among drug
using prisoners is lower compared 20 years ago (e.g. Western Europe). While hepatitis C is by far
the most prevalent infectious disease, it has been neglected by policy makers. It has been
difficult to develop momentum to legitimise concerted action to prevent the spread of
infectious diseases. The handbook of the UNODC aims to serve as a basis for the
implementation of PNSPs.
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Introduction

Globally, over 10 million people are held in prisons and other

places of detention at any given time. It has to be recognised

that problematic drug users (injecting drugs) are highly

overrepresented in prison settings. Those categorised as

problematic drug users constitute a substantial proportion of

prison populations in Europe. Counting only sentenced

prisoners with drug offences as the main offence, 15 of 26

European countries for which information is available report

proportions over 15%. The number of drug users in prisons is

even higher. A systematic review of international studies –

with a preponderance of studies conducted in the United

States – found that 10–48% of men and 30–60% of women

were dependent on or used illicit drugs in the month before

entering prison (Fazel, Bains, & Doll, 2006). In the European

Union, it has been estimated that about half of all members of

the prison population have been used illicit drugs at

sometimes in their lives (Zurhold, Haasen, & Stöver, 2005).

In many prisons around the world, there is a higher

prevalence of HIV, HBV, HCV, syphilis and tuberculosis than

there is in society outside (Dolan, 2015). In most countries

(except many African countries), the spread of HIV and

hepatitis C in prisons is clearly driven by injecting drug use,

with many infected prisoners who are unaware of their

infection status (Burrows & Wodak, 2005).

No prison system has yet succeeded in remaining drug free

(Stöver, 2016). As a result, prisoners with a dependent drug

habit continue to inject these substances during their incar-

ceration. Although injections in prisons may be less frequent,

in most situations, prisoners have to use and share unsterile

injecting equipment.

Because of the illegal nature of drug use, people who use

drugs are often incarcerated, taken away from their commu-

nities and families and encounter high-risk injecting-related

and sexual exposure to HIV and HCV in prisons. In some

countries, they are beaten, denied treatment and forced to pay

bribes to prison guards, local police or other officials (Human

Rights Watch, 2006; Open Society Institute, 2009).
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Frankfurt University of Applied Sciences, Institute for the Study of
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Experiencing fear, harassment and corruption makes people

take more risks with their drug use in custodial settings

(International HIV/AIDS Alliance, 2010). They may inject in

a rush, and they are more likely to share injecting equipment

and inject in unsafe, unhygienic conditions (Shewan, Stöver,

& Dolan, 2005). There is also evidence that prisoners have

their first injection while in prison (Boys et al., 2002;

Zimmermann, 2014). This places them at a high risk of

acquiring infectious diseases like HIV and HCV.

Imprisonment is associated with certain risk factors and

forms of risk behaviour in prisons. A fact primarily related to

injecting drug use and to unsafe injection practices, both in the

community and in prisons and also to unprotected sexual

contacts in prisons and skin penetration (e.g. tattooing, piercing)

(Matic, Lazarus, Nielsen, & Laukamm-Josten, 2008; UNODC,

WHO, & UNAIDS, 2006).

Despite many studies confirming the facts about risk

behaviour and the prison setting as risk environment for

maintaining or taking up of risk behaviour, little progress has

been made around effective and efficient infectious prophy-

laxis by means of prison-based needle and syringe-exchange

programmes and associated education (Michel et al., 2011).

Effective and efficient prevention models applied in the

community are very rarely implemented. Only approximately

60 out of more than 10,000 prisons worldwide provide needle

exchange (UNODC, 2015). Thus, HIV and HCV prevention is

almost exclusively limited to verbal advices, leaflets and other

measures directed to cognitive behavioural change (Arain,

Robaeys, & Stöver, 2014). Awareness-raising, information,

education and communication programmes (IEC) about HIV,

sexually transmitted infections, viral hepatitis and tubercu-

losis are needed in all closed settings. However, IEC

strategies are only one out of 15 interventions within a

comprehensive package suggested by UNODC, UNDP, ILO,

WHO, UNAIDS (2013; see below part 1) to combat HIV and

other infectious diseases. As stand alones measures directed

only to IEC activities would not be sufficient, they should be

complemented by other interventions.

On behalf of the United Nations Office on Drugs and

Crime (UNODC) the authors developed a handbook on the

implementation of prison-based needle exchange (UNODC,

2015), which has been elaborated by the participation of

many experts throughout the world.

Prevalence of HIV, other blood-borne infections,
drug use and risk behaviour in prisons

Globally, HIV and HCV prevalence rates are substantially

higher in prisons compared to the community (UNAIDS,

2015). The prevalence of HIV, HBV, HCV and TB among

prison populations tends to be two to 10 times higher than

the prevalence in the general population (WHO, 2014). In

United States, in 2010, there were 20,093 inmates with

HIV in state and federal prisons; each year, an estimated

one in seven persons living with HIV spend time in a

correctional facility. Isolated from public health services,

including national programmes, prisons and other closed

settings are often seriously neglected in national prevention,

treatment and care responses to HIV, hepatitis and tuber-

culosis (TB).

High prevalence rates of HIV, other blood-borne infec-

tions, such as hepatitis C (HCV) infection in prisons, as well

as risk behaviours for the transmission of HIV and HCV are

well documented in prisons, including the sharing of syringes

and unprotected sexual contacts (Jürgens, Ball, & Verster,

2009; Stöver, Weilandt, Zurhold, Hartwig, & Thane, 2008;

WHO/UNAIDS, 2008).

The example of hepatitis C is clearly demonstrating that

the prevalence of HCV infection among prison inmates is

many times higher in most custodial settings than in the

general population (Haber et al., 1999; Vlahov, Nelson,

Quinn, & Kendig, 1993), primarily because of the high

proportion of people who inject drugs (PWID) (Spaulding,

Greene, Davidson, Schneidermann, & Rich, 1999) who are

known to be at high risk of infection. Esteban et al. concluded

that HCV prevalence in the general population in Western

Europe is 0.5%, and that it is 2.5% and 6% in Southern Europe

and Eastern Europe respectively (Esteban, Sauleda, & Quer,

2008). A meta-analysis performed by Vescio et al. (2008)

showed that there is a high HCV prevalence in inmates in

several countries around the world. HCV prevalence in

inmates was approximately 30–40% (range: 2–58%).

Outside sub-Saharan Africa, the transmission of HIV and

HCV in prisons is mostly driven by intravenous drug use with

unsterile needles, syringes and drug using equipment, with

many infected prisoners being unaware of their infection

status.

In subpopulations like prisoners with a history of injecting

drug use, the global summary prevalence of HCV was 64%.

Data on HCV antibody prevalence among injecting drug users

in European prisons between 2005 and 2010 were reported by

five countries, with prevalence ranging from 12% in Hungary

to 91% in Luxembourg (EMCDDA, 2012). Among female

prisoners, the prevalence is two in three. Among female

PWID, the prevalence can be even higher, ranging from 49%

to 88% (Viitanen et al., 2011).

Also, outbreaks of both HIV and hepatitis C among

prisoners have been documented in a number of prisons in a

number of countries (Jürgens, 2003), and other studies have

concluded that a significant percentage of cases of HIV

infection among injecting drug users were acquired in prison

(Allwright et al., 2010).

Globally, the prevalence rates of psychotropic substance

use and dependence were found to be up to 10 times higher

among prisoners than in the general population, ranging from

10% to 48% in male inmates and 30% to 60% in female

prisoners (Fazel et al., 2006). In some countries problem

opioid drug use in prison settings is even up to 100 times

higher than in the community. Many people who inject before

imprisonment reduce or stop injecting when they enter prison,

but many resume injecting upon release, some continue and

some even start in prisons. Generally, it needs to be stated that

in many countries worldwide drug use is one of the main

reasons for being in prison. Also, many drug users in prison

are sentenced for crimes not directly related to drugs or

sometimes not at all related to drugs.

Though some studies indicated less frequent IDU in prison

than in the community, risk behaviour might even be higher

(Dolan & Wodak, 1996; Keene, 1997; Shewan et al., 2005),

prisoners are sharing injecting equipment with a population of

104 H. Stöver & F. Hariga Drugs: Education, Prevention and Policy, 2016; 23(2): 103–112
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fellow prisoners that often has a high rate of HIV and HCV

infections. Experts estimated that up to 75% of the prisoners

with a history of IDU continue drug use in prison (Hellard,

Hocking, & Crofts, 2004; Lines, Jürgens, Betteridge, &

Stöver, 2005; Lines et al., 2006; Stöver, 2003) and up to 25%

of injecting drug users (IDUs) started injecting while in

prison, because it is the most economic application mode.

The described situation was the motivating factor and

starting point for some jurisdictions to consider and finally

implement PNSPs. Catalonia for instance was experiencing an

extremely high prevalence of HIV in prisons in the 1980s

(40.7% of all prisoners, 67.8% of IDUs); most people living

with HIV/AIDS were PWID (87.7%).

Almost all prisoners return to the community. National

strategies to address HIV and HCV are also affected by the

fact that intravenous drug use is continuing in prisons and by

the level of access to HIV and other blood born infections

prevention, treatment, care and support services.

Prisons are a coercive environment. They are settings

where prisoners encounter new, unanticipated risks that they

may not have faced in the community (drug use with no

access to clean needles and syringes, clandestine sexual

contacts, rape or other non-consensual sex practices, tattooing

with contaminated needles).To be effective, programmes

addressing BBV prevention must take into account these

conditions. Community-based strategies are often not

extended to closed settings and cannot simply be transferred

into the prison setting without acknowledging the particula-

rities of the risk environments and the limitations on

behavioural change. If prevention messages are to be

understandable and relevant, specific living conditions and

risk factors must be identified and prevention strategies

tailored to them.

For instance, injecting drug users (IDUs) in prisons are far

from being a homogeneous population, but one that comprises

various subgroups that can benefit from targeted interventions

(Shewan et al., 2005).

There are obvious risk differences among the i.v. drug

using groups, especially for infection through contaminated

equipment; for example, renters of syringes and needles are

clearly at higher risk than the independent injectors.

Moreover, all these groups will be composed of both HIV-

positive and HIV-negative people, whose needs will often be

different. Harm reduction and prevention programmes in

prisons need to be tailor-made and adjusted accordingly

(Stöver & Lines, 2006).

This also accounts for PSNP’s role in TB prevention:

TB (in relation to HIV and closed settings) is a risk factor and

can be effectively addressed via contact with drug users

at PNSP (e.g. case finding) (Stöver, 2014; Farhoudi et al.,

2003).

Harm reduction in prisons

In the last 30 years, needle and syringe programmes (NSP)

have become an indispensable tool and a paramount compo-

nent of an integral and pragmatic public health response to the

risk of HIV and hepatitis transmission among people who

inject drugs and, ultimately, to the general public (WHO/

UNAIDS/UNODC, 2007). Extensive studies on the

effectiveness of these programs have been carried out,

providing scientific evidence that the provision of sterile

injection equipment is an appropriate and important prevent-

ive health measure (WHO/UNODC/UNAIDS, 2007). NSPs

had been implemented in 82 countries. Regional and national

coverage varied substantially (Mathers et al., 2010).

The availability of harm reduction measures in prisons lies

far behind the availability of these interventions in the

general community. Illustrating this gap most vividly is the

provision – or lack thereof needle and syringe programmes

(Zurhold & Stöver, 2015). The Commission of the European

Communities for instance found that although 24 of 27 EU

Member States have NSPs in the community, only three of

those have implemented them in prisons. This disparity

led the Commission to conclude that harm reduction inter-

ventions in prisons within the European Union are still not

in accordance with the principle of equivalence adopted

by United Nations General Assembly, World Health

Organisation and UNODC, which calls for equivalence

between health services and care (including harm reduction)

inside prison and those available to society outside

prison. Therefore, it is important for the countries to adapt

prison-based harm reduction activities to meet the needs

of drug users and staff in prisons and improve access

to services (Commission of the European Communities,

2007). Also, the evaluation of the 2003 European Council

recommendations on harm reduction concluded to improve

harm reduction measures in prisons (Gesundheit Österreich,

2013).

This is also reflected or underlined in many documents of

international bodies, for example, in the Comprehensive

Package of ‘‘HIV prevention, treatment and care in prisons

and other closed settings: a comprehensive package of

interventions’’.

The experiences of health services in many countries, as

well as in many prison systems internationally, demonstrate

that harm reduction provides the framework for an effective

action to prevent the transmission of HIV and HCV in prisons

(UNODC, WHO, UNAIDS, 2006). It has also been shown

that the goal of reducing HIV and hepatitis B/C transmission

is best accomplished when PNSP is one component of a

broader, comprehensive harm reduction and health care

package (UNODC/WHO/UNAIDS, 2006).

A ‘‘Comprehensive Package’’ developed by UNODC,

ILO, UNDP, WHO, UNAIDS (2013) consists of 15 interven-

tions that are essential for effective HIV prevention and

treatment in closed settings:

(1) Information, education and communication

(2) HIV testing and counselling

(3) HIV treatment, care and support

(4) Prevention, diagnosis and treatment of tuberculosis

(5) Prevention of mother-to-child transmission of HIV

(6) Condom programmes

(7) Prevention and treatment of sexually transmitted

infections

(8) Prevention of sexual violence

(9) Drug dependence treatment

(10) Needle and syringe programmes

(11) Vaccination, diagnosis and treatment of viral hepatitis

(12) Post-exposure prophylaxis

DOI: 10.3109/09687637.2016.1148117 Prison-based needle and syringe programmes 105
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(13) Prevention of transmission through medical or dental

services

(14) Prevention of transmission through tattooing, piercing

and other forms of skin penetration

(15) Protecting staff from occupational hazards

However, in a 2008 WHO report monitoring State progress

in achieving the Dublin Declaration (2004) goals1 found that,

of the 53 signatory countries, condoms were available in

prisons in only 18, PNSPs in six and substitution treatment in

seventeen (WHO/UNAIDS, 2008).

Article 1 of the Dublin Declaration on HIV/AIDS in

prisons in Europe and Central Asia states: ‘‘Prisoners have a

right to protect themselves against HIV infection. Prisoners

living with HIV/AIDS have a right to protect themselves from

re-infection and/or coinfection with hepatitis C and/or TB.

Therefore, States have a responsibility to: ensure that HIV

prevention measures available in the outside community are

also available in prisons. This includes providing prisoners

with free access to HIV prevention and harm reduction

measures including, but not limited to, sterile syringes and

injecting paraphernalia [. . .]’’ (Lines et al., 2004).

A review by the International Harm Reduction Association

in 2009 found the situation only marginally improved, with

nine countries in Europe and Central Asia having PNSPs and

28 opiate substitution treatments (Cook, 2009).

Although an urgent need to improve coverage of harm

reduction services in prisons has been demanded by many

national and international bodies and experts (Stöver & Lines,

2006), PNSP and other harm reduction interventions are still

missing in most countries. One reason for that might be the

lack of information on how to practically introduce and

implement harm reduction measures in prisons and especially

PNSPs.

The discrepancy concerning the success of PNSPs in

prisons on the one hand and its low acceptance and spread on

the other hand is striking. In April 2011, UNODC therefore

organised a consultation with professionals involved in PNSPs

in Beirut/Lebanon. The purpose of the consultation was to

identify factors of success and barriers to the implementation

and scaling-up of these programmes in prisons. Participants

of the meeting recommended (i) to develop guidance

documents on the different models of implementation; (ii)

to develop advocacy materials; (iii) to develop networking

opportunities for professionals implementing prison needle

and syringe programmes.

In response to the recommendations of participants at the

meeting in Beirut, a handbook on how to implement PNSPs in

prison has been developed to guide a more factual discussion

on the feasibility of the implementation of PNSPs (UNODC,

2014). The purpose of this guide is to provide countries,

organisations and professionals with a tool to support their

efforts to advocate for, implement, scale-up and monitor

PNSPs. This guidance document is built on UNODC, WHO

and UNAIDS guidelines on HIV in prisons and closed

settings, especially the WHO/UNODC/UNAIDS ‘‘Evidence

for Action Technical Paper on Interventions to Address HIV

in Prisons: Needle and Syringe Programmes and

Decontamination Strategies’’, and on recent reports on

experiences and reviews of literature on the subject. It will

also build on international needle and syringe programme

guidance documents for the community.

The document covers advocacy, step-by-step implementa-

tion of different models of needle and syringe programmes in

prisons, and monitoring and evaluation. Examples will be

provided from existing documented programmes. The target

audience of this guide are prison governors and prison staff of

all levels in all kind of custodial institutions, prison admin-

istration, ministries in charge of health in custodial settings,

police representatives, non-governmental organisations

(NGOs).

PNSPs remain highly controversial issues

No matter how effective they are in practice, prison harm

reduction initiatives, like PNSP, remain controversial, even in

countries where they have been successfully implemented for

almost 20 years. This is the main reason for not scaling-up

these harm reduction services. Despite existing evidence of

the success of PNSP the opposition still remains and blocks

the introduction (Matters of Substance, 2012).

The six principal objections towards the implementation of

prison needle exchange are as follows: PNSPs

� would contradict with prison rules

� might lead to increased violence and the use of syringes

as weapons against prisoners and staff.

� would lead to an increased consumption of drugs, and/or

an increased use of injection drugs among those who

were previously not injecting.

� would undermine abstinence-based messages and pro-

grammes by condoning drug use.

� local evidences about effectiveness cannot be generalised

because evaluations of existing programs reflect specific

and unique institutional environments (Lines et al.,

2006).

� fears of decision makers to take responsibility for the

implementation of these programmes due to lack of

sufficient understanding or awareness of the effectiveness

of these programmes.

These fears are widespread and have led to a funda-

mental opposition to implementation of PNSP in prisons in

most parts of the world. However, there is no scientific

evidence that these scenarios have ever come true. On the

opposite, PNSP has been identified as an evidence-based

intervention worldwide (WHO/UNODC/UNAIDS 2007;

UNODC 2014).

PNSP as an effective harm-reduction intervention

Prison-based needle and syringe programs (PNSP) are an

effective method to reduce risk behaviour concerning infec-

tions with HIV, HBV and HCV (Busch et al., 2013). Prison

needle exchange programs have been successfully imple-

mented in both men’s and women’s prisons, in institutions of

varying sizes, in both civilian and military systems, in

institutions that house prisoners in individual cells and those

that house prisoners in barracks, in institutions with different

security ratings, and in different forms of custody (remand

and sentenced, open and closed). Needle exchanges were

1See also ECDC’s report 2012 on the achievements of the Dublin
Declaration.
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typically implemented initially on a pilot basis, and later

expanded based on the information learned during the pilot

phase. Several different methods of syringe distribution are

employed, based on the specific needs and the environment of

the given institution. These methods include automatic

dispensing machines; hand-to-hand distribution by prison

physicians/health-care staff or by external community health

workers; and programs using prisoners trained as peer

outreach workers (WHO/UNODC/UNAIDS, 2007; Lines

et al., 2006).

In a meta-analysis of 11 prisons, which have been

scientifically evaluated to assess feasibility and efficacy,

results did not support fears that commonly arise in the start-

up of implementation of PNSPs (Stöver & Nelles, 2003).

Syringe distribution was not followed by an increase in drug

use or injection drug use. Syringes were not misused, and

disposal of used syringes was uncomplicated. Sharing of

syringes among drug users reduced. Based on these experi-

ences, the authors concluded that in these settings harm

reduction measures, including syringe exchange, were not

only feasible but efficient. One important lesson to be learned

out of this meta-analysis is that PNSPs are part of a broader

health approach and should therefore be embedded in a global

comprehensive prison-based drug and health promotion

strategy. Looking at PNSPs not in an isolated was part of

the success of PNSP’s in the penal institutions.

The evidence from the countries where prison needle-

exchange programmes exist clearly demonstrates that PNSPs:

� are feasible and affordable in a wide range of prison

settings

� have been effective in decreasing syringe sharing among

people injecting drugs in prison, thereby reducing the risk

of disease transmission (HIV, HCV) among both pris-

oners and prison staff.

� Encourage prisoners to readily accept and use sterile

syringes provided through PNSPs, as has been found in

previous studies.

� have not been associated with increased attacks on prison

staff or other prisoners,

� have not led to an increased initiation of drug consump-

tion or injection.

� Have contributed to workplace safety too; when prisoners

are not forced to conceal injection equipment and a

prisoner is permitted to have a sterile syringe for personal

use, guards conducting searches of prisoners or cells are

less likely to be pricked with a contaminated needle.

� can lead to reduced overdose risks and a decrease in

abscesses, and facilitate referral to and utilisation of drug

dependence treatment programmes (where available).

� can employ any of several different methods of needle

distribution successfully in response to staff and inmate

needs; and

� can successfully coexist with other drug prevention and

treatment programmes (Lines et al., 2006).

For PNSPs to be successful in prisons, prisoners need to

have easy, confidential access to syringes and equipment, and

both prisoners and staff should be involved in the design and

implementation of the PNSP. Successful PNSPs also feature a

rigorous mechanism for safe disposal of syringes and good

monitoring, evaluation and quality control.

The history of PNSPs demonstrates that needle and syringe

programmes can be successfully implemented in jurisdictions

that are relatively well resourced and financed (Switzerland,

Germany (Meyenberg, Stöver, Jacob, & Pospeschill, 1999),

Spain (Torre, de la Acı́n, Sanz, & Arroyo, 2009), as well as in

countries in economic transition that operate with signifi-

cantly less funding and infrastructural supports (Moldova,

Kyrgyzstan, Tajikistan). Successful programmes took into

account not only institutional size, security level or structure

of the particular prison in which a programme was started, but

also the needs of the prisoner population (e.g. where in the

premise to install the needle-exchange dispenser).

Once transmission risks have been recognised as a severe

threat to the health of prisoners, staff, families and partners by

the representatives of the penitentiary system, prison

authorities have shown flexibility and creativity by designing,

implementing and adjusting a PNSP adapted to the needs of

the particular population and institutional set-up in an

institution.

What can be learned from experiences in countries
introducing PNSP?

Prison-based needle exchange is a pragmatic and necessary

health response to the challenges of HIV, HCV and injection

drug use. It has been proven to be effective and safe in prison

also. Needle exchange has been available in some prisons for

as long as 20 years and it is an approach that has been

rigorously evaluated almost everywhere it has been enacted.

Different and mostly encouraging experiences have been

made with different modes of provision in different levels of

prison security and different sizes of prisoner population in

several countries. The results are encouraging prison systems

and governments to improve the health of prisoners by

providing PNSP.

The experiences and evidence from the presented eight

countries where prison needle exchange programmes cur-

rently exist (in approximately 60 prisons) demonstrate that

such programmes

� have additional positive outcomes for the health of

prisoners (e.g. referral to other drug or health-related

services);

� have been effective in a wide range of different prison

systems

� have successfully employed different methods of needle/

syringe provision to meet the different needs of the

institution and prisoners (UNODC, 2014).

Lack of confidentiality for prisoners to access PNSP

In closed settings, such as prisons, the concept of confiden-

tiality is quite fragile and often leads to high levels of mistrust

(Elger & Shaw, 2016). There is a perception, among both

professionals and prisoners, that when established procedures

are strictly observed, the identity of PNSP participants could

be identified by staff members and also by other prisoners

(e.g. by cell revisions, or by being seen to pull out a syringe

out of the automat, or visit the needle exchange point etc.).

Thus, results from qualitative research show that participants

state that even models emphasising the necessity of confi-

dentiality the exchange does not guarantee confidential usage
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(Majó et al., 2010). Exchanging a needle becomes a risk that

may damage their correctional status, prisoners might get

identified as drug users and are fearing severe negative

consequences and disadvantages for their current sentence.

Therefore, as has been reported by several sources, prisoners

might be hesitating in accessing PNSP in order to not lose

their privileges. Obviously, this deeply rooted perception of

lack of confidentiality has restricted programme recruitment

for two reasons: because disclosure of participation has

serious negative impact on inmates’ day-to-day life; and, on

the other hand, because it clashes with the widely held belief

that if an inmate is seen by the institution as being an active

drug user, his or her prospects within the correctional process

will suffer greatly as a result (Majo, 2014).

These discourses tend to be related with a somewhat more

limited idea of confidentiality. Far from relating ‘‘confiden-

tial’’ with ‘‘anonymous’’, they link NSP participation with

professional ‘‘secret’’ and the need to register and monitor

programme participation.

Increased institutional safety

One of the most important lessons to emerge from international

experience is that implementing prison needle-exchange pro-

grammes does not necessitate a trade-off between health and

security. In fact, in no case, worldwide had needles and

syringes been used as weapons either against personnel or other

inmates. This was and is one of the controversial issues facing

PNSP. Syringes were not misused and disposal of syringes did

not exhibit any problems. For reasons of safety in the working

place, it is interesting to note that exchange rates within PNSPs

are high (almost 1:1): for example, the return rate for two

prisons in Lower Saxony were 98.9% for the dispensing

machine in the women’s prison in Vechta, and 98.3% in the

men’s prison in Lingen, Gross-Hesepe (see also Champ-Dollon

it is not as high, but this can mean that prisoners left with their

material, broke it in the toilet, gave it-new-to someone else).

Therefore, the risk of needle stick injuries by syringes not

properly disposed is very low.

Usually, inmates participating in the needle-exchange

programme are required to keep their kit in a pre-determined

location in their cells. This is expressed in most of the

regulations to operate PNSP. This measure assists the staff

when they enter the cell to conduct cell searches. Because

PNSP is an approved programme, there is no need for the

offender to conceal them in their cells. To date, no needle

stick injury inflicted accidentally on staff by a needle

obtained through the PNSP has been reported worldwide.

Providing prisoners with access to the means necessary to

protect them from contracting HIV and HCV is in fact

compatible with the interests of workplace safety and of the

maintenance of safety and order in the institutions (Anex,

2010).

All the international evidence indicates that there are

already needles present within the prisons of many countries.

A ‘‘needle-free’’ environment is to a wide extent a myth.

Harm reduction means to acknowledge this situation and to

respond with well-managed prison-based needle-exchange

programs, in which the number of syringes in circulation is

known, the prisoners who have them are (in almost all

models) known, and the needles are sterile, or at least used

only once and by one person only. From a workplace health

and safety perspective, this scenario is the most promising,

because in the long term, reduction in parentally transmitted

diseases will make prisons a healthier and less risky

environment.2

No increase in drug consumption or injecting

The provision of sterile needles and syringes has not meant

condoning the use of illegal injectable drugs in prisons. The

provision of sterile needles in prisons has not resulted in

prison officials condoning or otherwise permitting the use,

possession or sale of drugs. In all cases, drugs remain

prohibited within institutions where needles exchange is in

place, and security staff is instructed to locate and

confiscate all such contraband (including needles and

syringes that are not part of the exchange program). In

this sense, the policy and practice is not different than in

jurisdictions that do not have needle-exchange programmes.

PNSP signify that prison authorities take seriously their

legal obligation to protect the health of prisoners under their

care and control.

The belief that needle-exchange programmes promote

injection drug use has historically been a central barrier to the

implementation of this effective harm-reduction measure in

both the community and prison. 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 bleach or 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 may be perceived as an admission of

the failure of such systems and their personnel to provide

effective drug treatment and counselling programmes and to

maintain institutional control and security.

In the case of prison syringe exchange, evaluations (Stöver

& Nelles, 2003) have consistently found that the availability

of sterile needles and 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.

There is evidence in a number of countries that a consid-

erable number of prisoners inject drugs for the first time while

in prison (5–25%) (Zimmermann, 2014). The argument that a

needle-exchange programme would lead to prisoners begin

using injection drugs is therefore undermined by the fact that

this behaviour is already existing in many countries, again

without prison needle-exchange programmes. In these jurisdic-

tions, individuals are forced to share or reuse needles, creating a

high risk of HIV and HCV transmission. While making sterile

needles and syringes 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 sharing injection equipment and thus

contracting HIV, HCV and other infections.

2 See also the Spanish Ministry of the Interior and the Ministry of Health
and Consumer Affairs, in their 2002 guidelines on the implementation of
prison needle exchange programs. Ministerio del Interior/Ministerio de
Sanidad y Consumo (2002).
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PNSP as part of a comprehensive package of a
broader health approach

Ideally, needle and syringe-exchange programmes should be

one component of a comprehensive package of drug services

within prisons that includes abstinence-based programs, drug

dependence treatment, and counselling, drug-free units,

opioid substitution therapy and harm-reduction measures.

PNSP and related harm reduction counselling are essential

prevention tools; however, it is only one part of a harm

reduction approach – a paramount module within a compre-

hensive package of complementary drug services, which

finally is part of a health promotion strategy.

From this perspective, the availability of sterile needles does

not undermine or impede the provision of other programmes,

but rather offers drug users more options for improving their

health status, and a potentially greater interaction with the

range of health and drug treatment options offered in a

particular institution. Experiences from PNSP models convin-

cingly show that this service has a bridge function – additional

drug service options (detoxification, opioid substitution therapy

etc.) should be made clear to prisoners.

In so far, PNSPs can serve as valuable points of contact

and referral for a difficult-to-reach drug-using population to

other drug addiction treatment programmes in prison and the

community. Especially, the latter is of utmost importance,

links to harm reduction and HIV prevention programmes

upon release and during breaks need to be organised. In some

jurisdictions, those released from prison receive an individual

package consisting of a disposable syringe, disinfectant,

ascorbic acid and a leaflet with the addresses of HIV

prevention organisations (e.g. Moldova).

The Moldova experiment,3 in which peers are giving out

harm reduction materials, including sterile needles and

syringes, reports about prisoner empowerment, when the

project had helped to motivate prisoners to focus on and take

greater care of their own health. One reason was that prisoners

were more inclined to believe that the administration was

willing and able to support and help them (Hoover & Jürgens,

2009).

PNSP as part of a comprehensive package of a broader

health approach emphasises the need to collaborate with other

community services and involvement of NGOs in terms of

offering throughcare. Continuity of services is a significant

factor in ‘‘success’’ of treatment programmes, OST, PNSP

and otherwise, and also in reducing the risk of overdose on

release (Hedrich et al., 2012).

The guiding principles for implementing and managing

PNSPs can be found in the respective handbook of the

UNODC.4

Conclusions

Many studies worldwide confirm the facts about individual

risk behaviour and the prison setting as risk environment for

maintaining or taking up of risk behaviour. However, little

progress has been made around effective and efficient

infectious prophylaxis by means of prison-based needle and

syringe programmes and associated education and other

proven and effective interventions. PNSP implementation is

still poor and patchy after its first implementation in

Switzerland in 1993 (Wolff, 2014). There are no new systems

implementing PNSPs in the last five years.

The slow implementation of PNSP worldwide has often

been justified by the decrease in heroin use and intravenous

use in particular. However, even a reduced number of

intravenous drug users might be exposed to risks while

continuing heroin consumption in prisons.

The key problem apart from the political problems in

implementing PNSP remains the lack of guarantee of

confidentiality to prisoners (Crespo et al., 2012). This is

hindering prisoners from participating in the programmes

continuously (Enggist & Klaue, 2010). The second problem is

that HIV/AIDS is no longer the driver of the debate. In many

countries, the HIV rate among prisoners is low compared to

20 years ago (e.g. Western Europe). While hepatitis C is by

far the most prevalent infectious disease, it has been neglected

by policy makers. It has been difficult to develop momentum

to legitimise concerted action to prevent the spread of

the virus. An evaluation of the Council of Europe

Recommendation stated: ‘‘To speed up the full implementa-

tion of harm reduction measures in prison, this issue should

be especially highlighted in a follow-up policy work at the EU

level’’ (Busch, Grabenhofer-Eggerth, Weigl, & Wirl, 2013).

Confidentiality has emerged as one of the key aspects of

PNSP implementation. Although some professionals have

described confidentiality as an absolute requirement (leading

to them occasionally allowing anonymous programme par-

ticipation), others have described it as relative (justifying

participant registration and monitoring for therapeutic and

security reasons). In any case, guaranteeing confidential

access to PNSPs remains a major challenge.

PNSP remain controversial – even in some of the

countries, where they have been implemented. It is therefore

pivotal to get these programmes started, because experience

shows that after a short period of time, PNSP become a

‘‘normal’’ service within other drug services. Thus, the most

critical step is to start. The controversy cannot be solved by

talking endlessly about the various pros and cons.
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