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usually address the extent and nature of drug use (types of drugs used and how they are
taken), sex within the prison (consensual and/or forced), tattooing and other piercing or
blood sharing practices, understanding or misunderstanding of the modes of transmis-
sion of HIV and hepatitis, and the attitudes towards people living with HIV or AIDS. In
some prisons, these types of studies have been carried out in conjunction with voluntary,
anonymous testing for HIV, hepatitis B and hepatitis C.

Such studies are usually undertaken by independent organizations with expertise in this
area from outside the prison, ensuring that the studies are truly independent from the
prison administration and thus more confidential. Obviously, explaining to the prisoners
and staff the nature of such a study, and in particular the complete anonymity of the
results, is an essential part to its success.

Voluntary HIV counselling and testing

As health-care providers, you will be approached by prisoners who would like to know
their HIV status. The World Health Organization has clearly stipulated that mandatory
testing of prisoners for HIV should not be conducted as it is unethical and ineffective.

The prison health service should offer voluntary HIV counselling and testing to all prison-
ers at the time of their medical examination upon entry. In addition, because entry is a
stressful time and many prisoners may not want to have an HIV test at that time, HIV
testing should be available to prisoners at any time during imprisonment. During HIV
education sessions and during prisoner visits to health care services, you should regularly
remind prisoners that HIV counselling and testing is available to them, and encourage
them to be tested. Special efforts should be made to offer HIV counselling and testing to
TB patients.

Many of the benefits of HIV testing are dependent on, or enhanced by, pre and post-test
counselling. Prisoners who receive positive results should receive counselling and refer-
ral to treatment, care and support. Post-test counselling can also deliver important health
and risk-reduction information to the majority of prisoners who will access testing and
have a negative test result. Information that a prisoner is HIV positive can lead to various
forms of discrimination and to physical and psychological violence. Therefore, as with
any personal medical information, the results of HIV tests must remain confidential.

Box 36. What is counselling?

Counselling are interactive and collaborative confidential sessions between a person and a care provider.
The objective of these sessions is to allow staff or prisoners to cope with the stress and take personal
decisions about HIV. The counselling process will address issues such as the personal risk of HIV transmis-
sion, facilitation of preventive behaviours and the evaluation of coping mechanism should one be con-
fronted with a positive result. Counselling takes place before and after the HIV test and is done regardless
of the result. Continued counselling and support should also be available to staff and prisoners.
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HIV testing and counselling should be closely linked to access to treatment, care and
support for those testing positive, and you should make sure that such support is
available to prisoners and schedule appointments for provision of such support.

Providing condoms and preventing rape, sexual violence and coercion

Many prison systems in different parts of the world, including in Europe, Canada, Aus-
tralia, some prisons in the United States, parts of Eastern Europe and Central Asia, Brazil,
South Africa, Iran (Islamic Republic of) and Indonesia, make condoms available to prison-
ers (together with lubricants which reduce the risk of the condom splitting, especially in
anal intercourse).

The provision of condoms in prisons confronts many of the taboos surrounding men hav-
ing sex with men, and directly challenges the common view of the control associated with
prison life. In some prison settings, prison staff have opposed condom distribution, citing
security concerns and opposition to male-to-male sex. Some have argued that condom
provision will lead to an increase in sexual activity among prisoners, or that condoms
would be used to conceal drugs.

However, these fears have proven unfounded. The experience from many countries in
which condoms have been made available in prisons has shown that condoms can be
provided in a wide range of prison settings—including in countries in which same-sex
activity is criminalized—without any security problems or any other relevant major nega-
tive consequences. In particular, it has been found that condom access represents no
threat to security or operations, does not lead to an increase in sexual activity, and is
accepted by most prisoners and prison staff once it is introduced. Usually support for
condom provision increases once a condom programme is started.

Health-care staff will usually be responsible for managing the condom programme and as
such need to make sure that condoms (and lubricant) are always available. Condoms
need to be easily and discreetly accessible, ideally in areas such as toilets, shower areas,
waiting rooms, workshops, or day rooms where prisoners can pick up a condom without
being seen by fellow prisoners or prison staff. Distribution can be done by health services
(either directly from health staff, or freely available in the health clinic), by dispensing
machines, by trained prisoners (peers), by civil society organizations that have access to
the prison, or in a combination of these ways. Each prison should determine how to best
make condoms available, to ensure easy and discreet access. Prisoners should not have
to ask prison staff for condoms, since few prisoners will do so because they do not want
to disclose that they engage in same-sex sexual activity.

While providing condoms in prisons is important, it is not enough to address the risk of
sexual transmission of HIV. HIV prevention also depends on measures taken to prevent
rape, sexual violence and coercion in prison. All prison staff have a role in combating
aggressive sexual behaviour. You should bring such behaviour to the attention of prison
authorities whenever it comes to your attention.
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Drug dependence treatment

One of the ways of reducing transmission of HIV through the sharing of injecting equipment
is to reduce the prevalence of injecting drug use. This can be achieved by providing drug
dependence treatment programmes in prison. There are two main forms of treatment:

e Abstinence-based treatment in which prisoners are supposed to abstain totally from
taking drugs; and

e QOpioid substitution therapy, which involves prescribing a drug with a similar action
to the illegal opiates used, but with a lower degree of risk (since the dose is strictly
controlled and the drug is not administered intravenously).

Opioid substitution therapy

All forms of drug dependence treatment have some impacts on risks of HIV transmission,
but opioid substitution therapy (OST) programmes have the greatest potential to reduce
injecting drug use and the resulting risk of spread of infection.

Nevertheless, some prison systems are still reluctant to make OST available. Some prison
staff consider methadone (a synthetic opiate that is taken orally) or buprenorphine (a
more recently developed OST that is taken sub-lingually) as just another mood-altering
drug, the provision of which delays the necessary personal growth required to move
beyond a drug-centred existence. Some also object to OST on moral grounds, arguing that
it merely replaces one drug of dependence with another. However, evaluations of prison
OST programmes have provided clear evidence of their benefits. Studies have shown
that, if dosage is adequate (at least 60 mg of methadone) and treatment is provided for
the duration of imprisonment, such programmes reduce drug injecting and needle shar-
ing and the resulting spread of HIV and other blood borne infections. In addition, they
have additional and worthwhile benefits, both for the health of prisoners participating
in the programmes, and for prison staff and the community. For example:

e Substitution therapy has a positive effect on institutional behaviour by reducing
drug-seeking bahaviour and thus improving prison safety;

e Re-incarceration is significantly less likely among those prisoners who receive
OST;

e Although prison staff often initially raise concerns about security, violent behav-
iour, and diversion of methadone, these problems do not emerge once the OST
programme is implemented;

e Both prisoners and prison staff report about the positive impact OST has on life
in prison;

e Health care staff report that regular provision of OST provides a further opportunity
for them to address other health problems of the prisoners and to pass additional
health information to them.

As a health-care intervention, opioid substitution therapy is usually administered by
health-care staff at health-care services. Procedures ranging from eligibility for such
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treatment to storage and administration of the treatment to disciplinary sanctions in case
of infringements of the rules have to be established.

Corrections Victoria (2003). Victorian Prison Opioid Substitution Therapy Programme: clinical and
operational policy and procedures. Available via www.legalonline.vic.gov.au/CA2569020010C266/
All/SDED7F4C63FC14F8CA256E530082DE2C?0OpenDocument&1=Legal+System~&2=Prisons~
&3=0pioid+Substitution+Therapy+Programme~. An excellent document with policy and proce-
dures providing a framework for managing substitution treatments.

Correctional Service Canada (2003). Specific guidelines for methadone maintenance treat-
ment. Ottawa: CSC. Available at www.csc-scc.gc.ca/text/pblct/methadone/index_e.shtml.
These guidelines provide a general background on prisoners and drug use, a section detail-
ing the goals and objectives of methadone maintenance treatment (MMT), admission cri-
teria and quality assurance for MMT, and the role of the methadone intervention team
(MIT); a section about the specific responsibilities of each MIT member; a section on dosing
issues; a section on urine drug screening; a section on drug dependence treatment interven-
tions accompanying MMT; and a number of appendices.

A Kastelic. Substitution treatment in prisons. In: Promoting health in prisons—The essentidls.
A WHO guide. World Health Organization, Regional Office for Europe, 2006.

WHO, UNODC, UNAIDS (2007). Interventions to Address HIV in Prisons: Drug Dependence
Treatments. Evidence for Action Technical Pdapers. Available via www.who.int/hiv/idu/
oms_ea_drug_treatment_df.pdf.

Other forms of drug dependence treatment

Other forms of drug dependence treatment are usually less controversial than opioid
substitution therapy in prisons, but there is little data on their effectiveness as an HIV
prevention strategy. This is not surprising since they have not usually been introduced
in prison with HIV prevention as one of their objectives—in contrast to OST, which
has become increasingly available in many prison systems at least in part because of
its potential to reduce injecting drug use and the resulting risk of spread of infection.

Nevertheless, in addition to substitution treatment, providing abstinence-based pro-
grammes is important. Good quality, appropriate, and accessible treatment can improve
prison security, as well as the health and social functioning of prisoners, and can reduce
reoffending, as long as it provides ongoing treatment and support, post-release care and
meets the individual needs of prisoners.

But even in prison systems with large resources, drug dependence treatment only
reaches a relatively small portion of those who need it and is not always effective. That
is why HIV prevention measures including needle and syringe programmes need to be
made available as well.
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Providing bleach or other disinfectants and needle and syringe programmes

Many prison systems have adopted programmes that provide disinfectants, as well as
instruction on how to disinfect injecting equipment before re-using it, to prisoners who
inject drugs. Evaluations of such programmes have shown that distribution of bleach
does not compromise security. However, studies in the community have raised doubts
about the effectiveness of bleach in decontamination of injecting equipment. In particular,
bleach disinfection has limited benefit in preventing hepatitis C virus transmission among
injecting drug users. In prisons, the effectiveness of bleach as a decontaminant may be
reduced even further. Therefore, bleach programmes should be available in prisons, but
only as a second-line strategy to needle and syringe programmes. Where bleach pro-
grammes are implemented, full-strength household bleach should be made easily and
discreetly accessible to prisoners in various locations in the prison, together with infor-
mation and education about how to clean injecting equipment and information about the
limited efficacy of bleach as a disinfectant for inactivating HIV and particularly HCV.

Because of the limited effectiveness of bleach, a growing number of prisons is making
needles and syringes available to prisoners who inject drugs. Needle and syringe pro-
grammes for people who use drugs in the community have been available in many parts
of the world for years as part of the backbone of HIV prevention, and have been shown
to reduce the spread of HIV. The principle of equivalence of health care in prisons dictates
that the same level of protection available in the community should be available to those
in prison. A person who injects drugs should not lose access to this potentially life-saving
prevention measure upon entering prison.

Prison needle and syringe programmes have been implemented 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).

Several models of distribution of sterile injecting equipment have been used, including
automatic dispensing machines, hand-to-hand distribution by prison physicians, other
prison health-care staff or drug counsellors, or by external community health workers,
and distribution by prisoners trained as peer outreach workers.

Making needles and syringes available to prisoners is probably the most controversial
HIV prevention measure in prison. Often prison staff have opposed it, saying that needles
could be used as weapons against staff and/or fellow prisoners and that making them
available would be tantamount to condoning prisoners’ drug use and giving up on efforts
to prevent drugs from coming into the prisons.

However, the experience of the many prisons in which programmes have been
implemented has been positive not only for prisoners, but also for prison staff:

® Prison-based needle and syringe programmes are effective in reducing needle
sharing and resulting HIV infection.
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The programmes have had other benefits, such as a decrease in injection-related
abscesses, phlebitis, endocarditis, etc. In one prison, a decrease in overdose
incidents and deaths was observed. One of the reasons cited for this is that the
implementation of needle exchange and the adoption of a harm-reduction phi-
losophy within the prison fundamentally changed the way that prison health and
social work staff were able to engage in counselling with prisoners. Honest dis-
cussions about risk behaviour and overdose risk were able to take place in an
atmosphere where prisoners did not have to fear sanctions for admitting their
drug use.

Needle and syringe programmes do not undermine abstinence-based programmes.
Drugs have remained prohibited within prisons where such programmes are in
place. Security staff remain responsible for locating and confiscating illegal drugs.
However, it is recognized 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, needles that are part of the official needle and syringe programme are not.
Evaluations have found that needle and syringe programmes in prisons actually
facilitate referral of drug users to drug dependence treatment programmes, and
have led to an increase in the number of prisoners accessing such programmes.

Needle and syringe programmes have brought people who use drugs in contact
with health care staff and peer educators, and allowed for provision of education
and information on other aspects of HIV, HCV, and other infections.

Since the first programme started in 1992, there have been no reports of syringes
ever having been used as weapons in any prison with an operating programme.
In fact, there are reports of an increase in staff safety in prisons with needle
and syringe programmes, due to the fact that accidental injuries to staff from
hidden syringes during cell searches have been reduced. The decrease in the
possibility of injury is due to the fact that prisoners are permitted to store inject-
ing equipment in a particular area and therefore do not hide it, thus reducing
the risk of needle-stick injury during searches. Staff have also reported that the
introduction of needle and syringe programmes makes injecting equipment more
easy to control.

Availability of 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 few prisons, evaluations actually found that reported levels of
drug use or injecting decreased.

Before their implementation, prison staff regularly had to be convinced to accept
or at least tolerate the needle and syringe programmes. Nevertheless, once in place,
acceptance increased and was generally high among prison staff, as well as among
drug users and non-drug using prisoners. Staff attitudes towards the programmes
were least positive in those prisons in which prisoners experienced problems
accessing syringes and/or did not trust that they could obtain them without suf-
fering negative consequences, leading to continued illegal trade with syringes in
the prison and generally, to reduced benefits of the programme.
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e Support by prisoners and prison staff is important, and both prisoners and staff
should receive information and education about the programmes and their expected
benefits, and be involved in their design and implementation.

Often, health-care staff have been instrumental in starting and running needle and syringe
programmes in prisons.

Box 37. Switzerland: health care staff start first needle
and syringe programme

The first prison needle and syringe programme started as an act of “medical disobedience.” In Swit-
zerland, sterile injecting equipment first became available to prisoners in 1992, at Oberschéngriin prison
for men. Dr Probst, a part-time medical officer working at Oberschongriin, was faced with the ethical
dilemma of as many as 15 of 70 prisoners regularly injecting drugs, with no adequate preventive
measures. Probst began distributing sterile injecting equipment without informing the warden. When
the warden discovered this, instead of firing Probst he listened to Probst’s arguments and sought
approval to sanction the distribution of needles and syringes.

Box 38. Moldova: health care staff supervise peer-led needle and
syringe programme

In Moldova, the prison needle and syringe programme evolved through two stages. During Stage 1
needles and syringes were distributed hand-to-hand to prisoners through the prison medical unit. Dur-
ing the four or five months that this distribution system was in place, between 40 and 50 needles and
syringes were exchanged. However, the project team decided that this method of distribution was not
satisfactory. Their most significant concern was that the programme was being accessed by only 25
to 30 per cent of the prisoners known to inject drugs. A number of barriers were identified. These
included difficulty in establishing a rapport between the medical staff and the prisoners who were
injecting, a lack of anonymity and of confidentiality in the service, and the fact that needle exchange
was only available during office hours. Therefore, under Stage 2 of the programme, eight peer volun-
teers were trained to provide harm-reduction services in four different sites in the prison. Two peer
volunteers were assigned to work at each site and were available on a 24-hour basis because the sites
were based within the prison living units. The activities and programmes were carried out in coopera-
tion with the prison physician. In the first nine months of 2002, 65 per cent to 70 per cent of people
known to inject drugs in the prison were accessing the programme through the peer volunteers.
Health-care staff remain involved in the programme, but only as supervisors.
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For a detailed plan and guidelines used for the implementation of needle and syringe pro-
grammes, see: Ministerio Del Interior/Ministerio De Sanidad y Consumo (2003). Needle
Exchange in Prison. Framework Programme. Madrid: Ministerio Del Interior/Ministerio De Sanidad
y Consumo. Essential for anyone wishing to see how a successful programme can be estab-
lished in a prison. Available in Spanish, English, and French. Another, less comprehensive,
document on the same issues, entitled “Elements key for the installation of programs of
exchange ok (sic) syringes in prison” (Elementos clave para la implantacion de Programas de
Intercambio de Jeringuillas en Prision) is available at www.msc.es/ciudadanos/enflLesiones/
enfTransmisibles/sida/prevencion/proglnterjeringuillas/Pl)Prisiones/elemClavePljing.htm

WHO, UNODC, UNAIDS (2007). Interventions to Address HIV in Prisons: Needle and Syringe
Programmes and Decontamination Strategies. Evidence for Action Technical Papers. Available
at www.who.int/hiv/idu/prison/en/index.html or www.unodc.org/unodc/en/hiv-aids/
publications.html.

Collaborative HIV-TB activities

TB is one of the major causes of morbidity and mortality in HIV patients. The detection
and treatment of tuberculosis is one important measure for addressing the HIV epidemic.
Since HIV prevalence rates are often several fold higher in prison than in the general
community, the risk of TB in prisons is also multiplied. Increased case detection of TB
among prisoners will serve to bring treatment to one of the most common infection in
people living with HIV, and if necessary, to provide preventive treatment to HIV positive
patients. In people living with HIV in whom active tuberculosis has been ruled out, con-
sideration should be given to providing Isoniazid Preventive Therapy (IPT), which can
reduce the progression to active TB.

The increased likelihood of co-morbidity of HIV and TB in prisons means that a collabo-
rative model of care for the two diseases is essential, but must be combined with a com-
prehensive approach to the provision of health services. Particular attention should be
given to providing these collaborative services to drug users who are at increased risk of
both diseases. The WHO recommends national and local coordinating bodies to plan,
implement and monitor collaborative activities, and it is essential that the prison admin-
istration and prison health service are represented in these bodies so as to ensure proper
integration of the national TB control programme (NTP), as well as the national HIV-AIDS
programme in prison settings. A collaborative approach will help to reduce the spread of
TB and HIV, both in prisons and in the general community.

While the segregation of HIV positive prisoners has no public health rationale, and should
not be considered, it is important to isolate active cases of tuberculosis who may transmit
the infection to anyone within the prison, including prison staff, until they become non-
infectious after the initial treatment phase.

For details of implementing collaborative HIV-TB activities you should refer to WHO
policies and guidelines, and consult with the relevant sections of the Ministry of Health.
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For comprehensive information about tuberculosis control in prisons, see:

World Health Organization & International Committee of the Red Cross (2001). Tuberculosis
Control in Prisons: A Manual for Programme Mandgers. Available in English, Spanish, and Russian
via www.who.int/docstore/gtb/publications/prisonsNTP/.

). Veen. Tuberculosis control in prisons. In: World Health Organization, Regional Office for
Europe (2007). Health in Prisons—A WHO Guide to the Essentials in Prison Health.

WHO (2007) Status Paper on Prisons and Tuberculosis. www.euro.who.int/Document/
E80906.pdf

For information about a programme to treat multiple drug resistant TB in prisons in Siberia,
see: www.phri.org/programs/programme_russiantb.asp

WHO (to be published in 2008) Providing Comprehensive TB and HIV Prevention, Treatment and
Care Services for Injecting Drug Users—A collaborative Approach.

WHO. Interim policy on collaborative TB/HIV activities (2004). Available in English, French,
Russian, and Spanish at www.who.int/tb/publications/tbhiv_interim_policy/en/.

Hepatitis B vaccination

Hepatitis B is easily spread in prisons. In contrast to HIV, the risk of infection can be
reduced through the administration of a vaccine. Some prison systems already make
hepatitis B vaccination available to all prisoners and prison staff. If it is available in
your prison, you should encourage all prisoners and your fellow staff to be vaccinated.
If it is not, you should inform the prison management of the benefits of making the
vaccination available. In addition, consideration should be given to offer hepatitis A
vaccination to prisoners at risk.

Hepatitis C prevention

In addition to contributing to reduced risk of HIV transmission in prisons, most of
the measures described above also contribute to reducing the risk of hepatitis C
virus (HCV) transmission. However, as explained above, in box 5, HCV is much more
easily spread than HIV, including through sharing of shavers and toothbrushes, as
well as through tattooing and body piercing. It is therefore important that all prison-
ers and staff receive information about the risks of HCV transmission in prison and
are educated about the ways to reduce that risk. In addition, shavers and tooth-
brushes should be made available to prisoners so that they do not have to share
them with fellow prisoners; and prisons should consider implementing measures to
reduce the spread of HCV through tattooing and body piercing, such as making
sterile tattooing equipment available to prisoners.
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Detection and treatment of sexually transmitted infections

Early detection and treatment of sexually transmitted infections (STIs) is important
because these infections increase the chances of an individual transmitting and acquir-
ing HIV. STIs that disrupt the integrity of the skin or mucous membranes increase the
infectiousness and susceptibility to HIV. For this reason, health care staff should screen
individuals for STIs and offer treatment, and educate prisoners about the importance of
prevention and treatment of STIs.

Practical questions for health service staff in prisons

General health management

As described in the earlier sections, the prevention of HIV infection, and the treatment
and support of people living with HIV in prisons, while requiring specific actions such as
HIV prevention measures, must be integrated into a comprehensive health strategy for
prisons. A health strategy in prisons is not only about the diagnosis and management of
disease, but encompasses both health prevention and health promotion.

Initial medical screening

Health prevention and promotion should begin at the point of entry into a prison where
an initial medical screening should take place as soon as possible, but usually within 24
to 48 hours. The screening may be done by a doctor, but also by a suitably trained nurse
who reports to the prison doctor. As well as identifying common diseases and ensuring
continuation of any treatments, the screening should provide health prevention and pro-
motion messages on the risks of HIV, hepatitis, sexually transmitted infections and other
diseases such as TB, to all new prisoners. It is particularly important to identify prisoners
who may undergo drug or alcohol withdrawal upon entering prison. It is also important
to identify prisoners with mental disorders since they may require diversion to mental
health services for treatment, rather than imprisonment. Also, you should pay attention
to those groups of prisoners who may be at risk of self-harm or suicide, such as first time
offenders and young men and women.

Accessing health services

Prisoners should be provided with information about how to access the prison health
services, and the confidential nature of any appointments and records must be stressed
so as to increase the trust of the prisoner. If peer education programmes are in place in
your prison, the prisoner should be provided with basic information on how to access
such programmes.

In general, prisoners are entitled to free health care services in prison since, while impris-
oned, they have no income and are dependent upon the prison service for their daily
existence. The health services should be of an equivalent level to those available in the
community and should include medical, psychiatric/psychological and dental care. This
is not to say that the prison must have all of these services permanently on site, but
through establishing formal links and collaborations prisoners must have access to
the relevant medical staff, including specialists, and in-patient care, in the community
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hospitals or clinics. Links with the community health services will also ensure that there
is support for prison health staff and the availability of continuing medical education to
ensure the maintenance of professional standards and new treatments. It is crucial that
the legitimate security concerns of the prison administration do not impede the access of
prisoners to outside health facilities, and prior arrangements for secure transport and
treatment must be made between the prison and the health facilities.

Health care versus security

The ethical medical treatment of prisoners dictates that the care of the prisoner should be
the health care providers’ primary concern. Health-care providers in prisons have the
same duties and responsibilities as health-care providers in the community. However, by
nature of working in, and in many cases being employed by, the prison service, there can
be contradictions between the health needs of a prisoner and the security concerns of the
administration. These are sometimes referred to as “dual loyalties”, where health-care
providers owe simultaneous obligations to the patient and to a third party, such as the
state or to a prison, police or military service. The health-care providers must not subor-
dinate their medical judgement to security concerns, but must retain independent clinical
judgement. For example, the handcuffing of patients during consultations can clearly
interfere with treatment and with the trust of the prisoner. Attention should be paid to
securing the facility or room, rather than handcuffing the patient.

Providing antiretroviral therapy and other treatment for prisoners with HIV or AIDS

The advent of widely available and increasingly affordable antiretroviral (ARV) therapy
for people with HIV has meant that, for those who receive the medication, HIV has become
a manageable disease. The World Health Organization and other organizations having
been driving an initiative to make ARVs available to as many patients as possible, espe-
cially in those countries where HIV prevalence is high and resources low. At the 2005
World Summit and at the 2006 High Level Meeting on AIDS, world leaders committed to
pursue all necessary efforts towards the goal of universal access to comprehensive HIV
prevention programmes, treatment, care and support by 2010. In support of this, addi-
tional resources to fund an expanded response have become available, including through
the Global Fund to Fight AIDS, Tuberculosis and Malaria.

Thanks to these initiatives, ART is increasingly becoming available in developing coun-
tries and countries in transition, and countries are moving towards the goal of universal
access to treatment by 2010. Therefore, it will be critical to ensure that treatment also
becomes available to all prisoners who need it.

As prisons need to provide standard of treatment equivalent to outside, prisons have to
be ready to provide ARVs to prisoners with HIV wherever treatment becomes available in
the community, including enabling treatment without interruption upon arrest and ensur-
ing treatment can continue without interruption upon release. As has been detailed in the
preceding sections, since the risk of spread of HIV is much greater in prisons, the control
of the infection in prisons, which can include ARV therapy, is an integral part of control
in the community. This is especially true for those prisoners who have already com-
menced ARVs in the community, and for whom the treatment would be interrupted by
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entry into prison, or may be interrupted upon release. Continuation of treatment with
ARVs is a crucial point, as even a short interruption of the treatment may lead to HIV
resistance to the drugs.

Administering ARVs in prison settings is a challenge, but experience in a growing number
of countries shows that it can be done, with good results, provided it is well planned,
undertaken as part of a country’s general treatment scale-up effort, integrated with the
provision of treatment outside prisons, and adequately supported by resources and staff.
The following issues need to be considered:

You will have to receive training in the comprehensive management of HIV and
AIDS, including the provision of antiretroviral therapy.

Forming partnerships or entering into agreements with local or regional outside
health clinics, hospitals and universities and civil society organizations (including
organizations of people living with HIV) to provide antiretroviral therapy and other
services for prisoners, and developing integrated rather than parallel care and
treatment programmes can be useful. Ideally, prisoners should be able to access
antiretroviral medication through public health facilities during their imprison-
ment. Links with community health services are also important for obtaining
specialist advice on the treatment regimes and on managing side-effects, and also
for continuing care and support upon release of the individual.

Information and education on access to treatment should be provided to all offend-
ers who are eligible to be on antiretroviral therapy and treatment of opportunistic
infections.

On admission, you should determine whether offenders (including detainees await-
ing trial) require treatment for any HIV- or AIDS-related illness or opportunistic
infection, such as tuberculosis. If necessary, you should refer them appropriately.

Treatment literacy campaigns and sessions should be undertaken in prisons to
increase people’s understanding of the benefits (and limits) of treatment.

Measures need to be established to facilitate adherence to treatment.

The treatment programme needs to contain a comprehensive discharge planning
system for prisoners nearing release, including a system for referral to treatment
in the general community.

The guidelines for administration of ARVs in prison should be the same as the
national guidelines outside prison.

For cases of HIV and TB co-morbidity, attention must be paid to the potential drug
interactions between some anti-TB drugs and some ARVs.

The confidentiality of prisoners’ HIV status and treatment regime must be ensured.
This means, for example, that no special marks or signs should be placed on
medical records, meals or cells of HIV-positive prisoners.

The prison health staff must give careful consideration to the practicalities of the
daily administering of drugs and the monitoring for side-effects, since this can
easily identify prisoners as being HIV positive.
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Until ARV therapy is available in your prison, the recommended treatment for HIV posi-
tive individuals is “symptomatic management” of the disease. This usually requires treat-
ing and preventing the more common opportunistic infections associated with HIV. The
WHO and UNAIDS recommendation of providing Cotrimoxazole Preventive Therapy (CPT)
to prevent opportunistic bacterial and parasitic infections should be followed.

In the case of HIV positive patients with latent infection with Mycobacterium tuberculosis
the WHO recommends that Isoniazid Preventive Therapy (IPT) be used to prevent progres-
sion to active tuberculosis. However, before IPT can be started, active TB must be ruled out
since IPT in such cases would be inadequate therapy and lead to drug resistance. In the
case of active tuberculosis, the initiating of the WHO DOTS strategy (Directly Observed
Treatment—short course) for treating TB is as effective in HIV positive patients.

For more information on HIV and TB treatments, including post-exposure prophylaxis, see:

WHO (2006) Antiretroviral therapy for HIV infection in adults and adolescents: recom-
mendations for a public health approach. 2006 rev. www.who.int/hiv/pub/quidelines/
artadultguidelines.pdf

WHO (2007) Tuberculosis care with TB-HIV co-management: Integrated Mandgement of Adolescent
and Adult lllness (IMAl) www.who.int/entity/hiv/TB_HIVModuleCover23.05.07.pdf

WHO (20006) HIV/AIDS Treatment and Care for Injecting Drug Users Clinical Protocol for the WHO
European Region www.euro.who.int/document/SHA/WHO_Chapter_5_web.pdf

WHO (2006) Post exposure prophylaxis for HIV infection www.euro.who.int/document/
SHA/chap_13_prophylaxis.pdf

Confidentiality

Prisoners are entitled to the same respect of medical confidentiality as any other patient.
Thus, the privacy of the medical consultation should be ensured so as to respect confiden-
tiality. It is clear that in relation to issues of HIV status, drug use, sexually transmitted infec-
tions, and in particular allegations of physical or sexual violence, prisoners must be afforded
absolute confidentiality to allow them to discuss freely with the health staff. If, exception-
ally, guards must be present, they should remain in eyesight, but out of range of hearing.

HIV-related stigma and discrimination is common in most countries, both inside and out-
side of prison. People living with HIV routinely face social isolation, discrimination, and
even violence as a result of their HIV status, and in prison the risk of facing negative con-
sequences can be much greater. The stigma attached to HIV, as well as to drug use and
same-sex activity, results not only in stress and fear for people living with HIV or AIDS,
but can discourage people from seeking testing and/or accessing advice/information or
treatment.
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The case sheets/medical records of individual prisoners should remain under the direct
control and supervision of the health-care provider and should not be disclosed without
the prior written authorization of the prisoner. They are not part of the general prison
records. There should be no system of marking medical records, prison records or cells
to indicate HIV status, since this can become easily known to guards and even to prison-
ers. Attention must also be given to institutional practices for delivering health care,
health-care appointments, HIV voluntary counselling and testing, and medications. If
they are noticeably different for those seeking information on HIV and for HIV-positive
prisoners, this will quickly become obvious to staff and prisoners, and will discourage
participation in prevention, testing and treatment programmes, as well as potentially
increasing discrimination, victimization or violence.

Prison officers may believe they have the right to know who is HIV-positive and that such
information will protect them from workplace exposure to HIV infection. It is the role of
the prison health staff to challenge such false beliefs, and to address them through infor-
mation and education aimed specifically at prison staff. The prison administration itself,
together with the health staff, should ensure that policies and practices are put in place
that protect confidentiality and form part of a comprehensive HIV strategy in prisons.

Confidentiality may also be deliberately put at risk by other prisoners who, like prison
officers, mistakenly believe that identifying people living with HIV will protect them from
HIV infection. Misinformation about HIV can create false fears about the risk of HIV
transmission via shared living spaces, shared bathing areas, or shared food utensils. If
such attitudes are not challenged, they can undermine the effectiveness of HIV prevention
initiatives among prisoners by creating an atmosphere where identifying HIV-positive
prisoners—rather than reducing high risk behaviours—is seen as the most effective man-
ner to protect oneself against HIV infection. Such attitudes can also sustain an atmos-
phere of discrimination and potential violence against people living with HIV or AIDS.
This not only has an impact on the lives of HIV-positive prisoners, it can also deter others
from seeking voluntary HIV counselling and testing.

Early or compassionate release

In the case of terminally ill prisoners, prison policy should allow for release on compas-
sionate grounds, so that they able to die with dignity at home in the company of family or
friends. Similarly, it may be that some prisoners are unable to receive the appropriate
long-term or intensive level of medical care while in prison. In these cases, consideration
should be given to the release of the prisoner so that they can obtain the adequate care in
the community, or while at home.

In both these scenarios, the prison health staff should be in a position to provide inde-
pendent clinical judgements that are given the appropriate consideration by the prison
administration.

Continuity of care

Prison health staff should ensure that there is a continuity of medical care for released
prisoners. In the case of drug dependence treatments, such as methadone maintenance
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therapy, or in the case of antiretroviral or tuberculosis therapy, the individuals, together
with their confidential medical records, should be referred to the appropriate community
health services. To ensure that contact with the health services is made, and maintained
by the patient, the prison staff should enlist the help of community support groups or
social services since simply advising a prisoner to go to a particular clinic may meet with
little success.

Continuity of care also applies to those arriving in prison. Linkages and collaborations
with the community health services, community organizations and social services will
facilitate a smooth continuation for those who are already receiving some form of
treatment and care in the community.
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Checklist 16. The role of prison health care staff

As health care workers you should provide equivalent services inside prison as you would outside. In
the particular case of HIV, in addition to providing medical care and treatment for infected patients
you should:

® Advocate for prison policies, regulations and procedures that respect the rights of prisoners,
particularly to an equivalent level of healthcare, freedom from discrimination and stigmatization,
and protection of patient confidentiality;

® Ensure the promotion of both good physical and mental health, through the provision of a healthy
prison environment;

® Ensure that the prevention of the spread of HIV and other blood borne viruses forms part of a
comprehensive health strategy in prisons;

® Ensure proper diagnosis and treatment of sexually transmitted infections;
® Ensure early diagnosis and treatment of TB, often linked to HIV infection;
® Advocate for comprehensive HIV prevention programmes;

® Provide information and educational material to prisoners and prison staff;
® Promote and support peer education projects/programmes;

®  Promote voluntary counselling and testing for HIV;

® Promote and initiate drug dependence treatment programmes;

® Promote and initiate or supervise needle and syringe programmes;

® Promote and initiate the distribution and correct use of bleach for disinfecting injecting and
tattooing equipment, while pointing out its limitations;

® Make condoms, dental dams and lubricant available;

® Assess patients eligibility for early release;

® Ensure continuity of care, including ARV treatment, for prisoners arriving in, and leaving prison.

\_ /
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