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PREFACE

The global environment for the HIV response has
shifted substantially towards a massive scaling up of
prevention, treatment, and care interventions. In par-
ticular, Governments made an unprecedented com-
mitment during the United Nations Special Session
on HIV/AIDS in 2001 to halting and reversing the
epidemic by 2015. More recently, at the 2005 World
Summit and at the 2006 High Level Meeting on AIDS,
Governments committed to pursue all necessary
efforts towards the goal of universal access to com-
prehensive prevention programmes, treatment, care
and support by 2010. In support of this, substantial
additional resources to fund an expanded response
have become available, including through the Global
Fund to Fight AIDS, Tuberculosis and Malaria.

Governments face the challenge of translating these
commitments into practical programmes, which
includes implementing a comprehensive range of
interventions to address HIV transmission related to
injecting drug use, including in their prison systems.
This publication is part of a series of Evidence for
Action Technical Papers, which aim to make the evi-
dence for the effectiveness of interventions to man-
age HIV in prisons accessible to policy-makers and
programmers. The series consists of:

1. Four papers that consider the effectiveness of a
number of key interventions in managing HIV in
prisons, including:

D needle and syringe programmes and decon-
tamination strategies;

D prevention of sexual transmission;
D drug dependence treatments; and

D HIV care, treatment and support.

2. A comprehensive paper on Effectiveness of
Interventions to Address HIV in Prisons which
(1) provides much more detailed information
about the interventions covered in the four above
mentioned papers; and (2) reviews the evidence
regarding HIV prevalence, risk behaviours and
transmission in prisons, as well as other interven-
tions that are part of a comprehensive approach
to managing HIV in prisons, including HIV edu-
cation, testing and counselling, and other pro-
grammes. This paper is available, in electronic
format only, at http://www.who.int/hiv/idu/en.

WHO, UNODC and UNAIDS recognize the impor-
tance of this review in supporting the implementa-
tion and scale up of evidence-based interventions in
prison settings aimed at HIV prevention, treatment,
and care.

A NOTE ON TERMINOLOGY

In some jurisdictions different terms are used to denote places of detention, which hold people who
are awaiting trial, who have been convicted or who are subject to other conditions of security. Similarly,
different words are being used for various groups of people who are detained.

In this paper, the term ‘prison’ has been used for all places of detention and the term ‘prisoner’ has
been used to describe all who are held in such places, including adult and juvenile males and females
detained in criminal justice and prison facilities during the investigation of a crime; while awaiting trial;
after conviction and before sentencing; and after sentencing. Although the term does not formally
cover persons detained for reasons relating to immigration or refugee status, those detained with-
out charge, and those sentenced to compulsory treatment and rehabilitation centres as they
exist in some countries, nonetheless most of the considerations in this paper apply to them as well.
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EXECUTIVE SUMMARY

HIV hit prisons early and hit them hard. The rates of
HIV infection among prisoners in many countries are
significantly higher than those in the general popu-
lation. HCV seroprevalence rates are even higher.
While most of the prisoners living with HIV or AIDS in
prison contract their infection outside the institutions
before imprisonment, the risk of being infected in
prison, in particular through sharing of contaminated
injecting equipment and through unprotected sex, is
great. Studies from around the world show that many
prisoners have a history of problematic drug use and
that drug use, including injecting drug use, occurs in
prison. Outbreaks of HIV infection have occurred in a
number of prison systems, demonstrating how rap-
idly HIV can spread in prison unless effective action is
taken to prevent transmission.

The importance of implementing HIV interventions,
including drug treatment programmes, in prisons
was recognized early in the epidemic. After holding
a first consultation on prevention and control of HIV
in prisons in 1987, WHO responded to growing evi-
dence of HIV infection in prisons worldwide by issu-
ing guidelines on HIV infection and AIDS in prisons
in 1993. The guidelines emphasize that “all prison-
ers have the right to receive health care, including
preventive measures, equivalent to that available
in the community without discrimination”. In par-
ticular, they recommend that “[p]risoners on metha-
done maintenance prior to imprisonment should be
able to continue this treatment while in prison” and
that “[iln countries where methadone maintenance
is available to opiate-dependent individuals in the
community, this treatment should also be available
in prisons.” Such recommendations were recently
re-affirmed in the 2006 framework for an effective
national response to HIV/AIDS in prisons, jointly
published by the United Nations Office on Drugs
and Crime (UNODC), WHO, and UNAIDS.

An increasing number of countries has introduced
HIV programmes in prisons since the early 1990s.
However, many of them are small in scale, restricted
to a few prisons, or exclude necessary interventions
for which evidence of effectiveness exists. There
is an urgent need to introduce comprehensive pro-
grammes (including information and education, par-
ticularly through peers; provision of condoms; needle
and syringe programmes; voluntary counselling and
HIV testing; and HIV care and support, including pro-
vision of antiretroviral treatment), and to scale them
up rapidly. As part of these programmes, prison
systems should make drug dependence treatment,
in particular opioid substitution therapy (OST), avail-
able to all prisoners who need it.

Opioid substitution therapy

There is evidence that OST, in particular with meth-
adone maintenance therapy, is feasible in a wide
range of prison settings.

Prison-based OST programmes appear to be effec-
tive in reducing the frequency of injecting drug use
and associated sharing of injecting equipment, if a
sufficient dosage is provided and treatment is pro-
vided for longer periods of time. The risk of trans-
mission of HIV and other blood-borne viruses among
prisoners is also likely to be decreased.

In addition, there are other benefits, both for the health
of prisoners participating in the programmes, and for
prison systems and the community. For example, re-
incarceration is less likely among prisoners who receive
adequate OST, and OST has been shown to have a
positive effect on institutional behaviour by reducing
drug-seeking behaviour and thus improving prison
safety. While prison administrations have often initially
raised concerns about security, violent behaviour, and
diversion of methadone, these problems have not
emerged or have been addressed successfully where
OST programmes have been implemented.

Other drug dependence treatment

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, other
forms of drug dependence treatment have not usu-
ally been introduced in prison with HIV prevention as
one of their objectives. Therefore, there is little data
on their effectiveness as an HIV prevention strategy.

Nevertheless, good quality, appropriate, and acces-
sible treatment has the potential of improving prison
security, as well as the health and social functioning of
prisoners, and can reduce reoffending. Studies have
demonstrated the importance of providing ongoing
treatment and support and of meeting the individual
needs of prisoners, including female prisoners, younger
prisoners, and prisoners from ethnic minorities.

Studies have also shown that effective aftercare is
essential if the investment made in prison-based treat-
ment is to pay long-term dividends. Aftercare should
not be limited to facilitating continuation of drug treat-
ment, but needs to include social support services.

Finally, studies suggest that alternatives to incar-
ceration, such as treatment of dependence in the
community, may be more cost-effective at reducing
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health, social, and economic harms of illegal drug
use, and that expanded HIV prevention measures in
prisons should ideally be coupled with evaluations of
diversion programmes for nonviolent drug users.

Ultimately, reducing the number of people who
are in prison — or sent to compulsory treatment and
rehabilitation centres as they exist in some countries
—because of problems related to their drug use must
be a priority.

Therefore, it is recommended that:

1. Prison authorities in countries in which OST
is available in the community should intro-
duce OST programmes urgently and expand
implementation to scale as soon as possible.
Particular efforts should be undertaken to ensure
that prisoners on OST prior to imprisonment are
able to continue it upon imprisonment, without
interruption.

2. Prison authorities should also provide a
range of other drug dependence treatment
options for prisoners with drug dependence,
in particular for other substances such as
amphetamine type stimulants.

Because there is little data on the effectiveness
of these other forms of treatment as an HIV
prevention strategy, evaluations of their effec-
tiveness in terms of reducing drug injecting and
needle sharing should be undertaken.

3. Prison authorities should devote particular
attention to the availability of treatment and
social support services for prisoners on their
release, and work in collaboration with rel-
evant authorities to ensure that comprehen-
sive aftercare services are available.

4. States should affirm and strengthen the
principle of providing treatment, counseling,
education and rehabilitation as an alterna-
tive to conviction and punishment for drug-
related offences.

Currently there is a major expenditure in many
countries on imprisonment of drug dependent
people, an approach that is associated with very
high relapse rates soon after release. There is no
evidence that such an approach is cost effective.

1 ’ .
Drug-free” units

There is some evidence from a small number of stud-

ies that so-called “drug-free” units may assist prison-

ers to reduce their drug use while in prison. However,

the studies do not say anything about whether these
units appeal to, and are successful in retaining, the
most problematic users, in particular injecting drug
users. Therefore, it is recommended that:

5. Prisonsystemsshould provide prisoners with
the option of living in a “drug-free” environ-
ment. However, there is currently no data on the
effectiveness of “drug-free” units as an HIV pre-
vention strategy. Therefore, evaluations of their
effectiveness in attracting and retaining injecting
drug users and in reducing drug injecting and
needle sharing should be undertaken.

Drug supply reduction measures

Despite the fact that many prison systems make
substantial investments in drug supply reduction
measures, there is little solid and consistent empiri-
cal evidence available to confirm their efficacy in
reducing levels of drug use. In particular, there is no
evidence that these measures may lead to reduced
HIV risk.

Mandatory drug testing programmes (MDT), as
a supply reduction strategy, are used in a number of
prison systems. From a public health perspective,
concerns have been raised that these programmes
may increase, rather than decrease, prisoners’ risk
of HIV infection. There is evidence that implement-
ing such programmes may contribute to reducing the
demand for, and use of, cannabis in prisons. However,
such programmes seem to have little effect on the
use of opiates. In fact, there is limited evidence that a
small number of people switch to injectable drugs to
avoid detection of cannabis use through drug testing.
Given that smoking cannabis presents no risk of HIV
transmission while injecting opiates presents a sig-
nificant risk of HIV infection, the evidence that some
prisoners switch from cannabis use to use of more
harmful drugs by injecting is worrisome. Therefore, it
is recommended that:

6. Improving the documentation and evaluation
of supply reduction measures should be a
priority for prison systems making substan-
tial investments in such measures.

7. Prisonsystems with MDT programmes should
reconsider urinalysis testing for cannabis.

At a minimum, they should make clear distinctions
in punitive terms between those testing positive to
cannabis and opiates.

WHO DEPARTMENT OF HIV/AIDS 7



METHODOLOGY

A comprehensive search of the published literature
was carried out. Electronic library and HIV/AIDS
databases, and websites of various government and
non-governmental bodies, relevant conferences, and
prison health and health news sites were searched.
Key search terms used included “prison(s)”, “jail(s),
"detention centre(s)” “correctional facility(ies)”,
“prisoner(s)”, inmate(s), “HIV", “human immuno-
deficiency virus”, “hepatitis C", and “HCV". These
search terms were combined with specific interven-
tions (such as “ “drug dependence treatment”, “sub-
stitution therapy”, “methadone” ) and, were useful,
with specific countries or regions. Studies and other
materials reported in English, French, German, ltalian,
Portuguese and Spanish were reviewed. Attempts
were made to access information from developing
countries and to access the ‘grey’ literature through
professional contacts, and direct contact with known
researchers and research centres. Nevertheless,
the review had limitations: not all papers could be
obtained and publications in languages other than
those mentioned are not included.

Generally, the review examines whether interven-
tions to manage HIV in prisons have been demon-
strated scientifically to reduce the spread of HIV
among prisoners or to have other positive health
effects. The evidence has been evaluated accord-
ing to the criteria originally proposed by Bradford Hill
(1965) to allow a causal relationship to be inferred
from observed associations. Additional criteria were
used, including:

D Absence of negative consequences: The pres-
ence of unintended negative consequences can
have a major impact on the adoption or expan-
sion of interventions. For example, fear that intro-
duction of opioid substitution therapy might be
seen as condoning drug use in prisons or that
it may lead to security problems, violent behav-
iour, or diversion of methadone has been a major
factor delaying adoption and expansion of opioid
substitution treatment programmes.

D Feasibility of implementation and expansion:
Is it feasible to implement programmes in prisons
in diverse settings, including resource-poor set-
tings, and in prisons of various types and security
classifications, including in prisons for women?

D Acceptabilitytothetargetoftheintervention:
Do prisoners and staff accept the programmes
and what conditions facilitate acceptance?

D Unanticipated benefits: Does the introduction
of such programmes lead to other unintended
and welcome benefits?

While the reliability of research conclusions with-
out support from randomized clinical trials is often
questioned, the difficulty of conducting such trials
to evaluate public health interventions should not be
underestimated (e.g. Drucker et al, 1998). Generally,
for a number of reasons, very few randomized clini-
cal trials to evaluate HIV interventions in prisons
have been undertaken.
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1. INTRODUCTION

1.1 Drug use and dependence
among prisoners

In many countries, prisoners use drugs while incarcer-
ated, including by injecting (for details, see the com-
prehensive paper on Effectiveness of Interventions to
Address HIV in Prisons). At least in part this is due to
the fact that a substantial proportion of prisoners are
drug dependent. A recent systematic review of stud-
ies reporting prevalence of alcohol or substance use
or dependence in prisoners during the previous year
showed that estimates of drug abuse or dependence
in male prisoners (eight studies, n= 4,293) range from
10.0t0 48%; in female prisoners (six studies, n=3,270),
from 30.3 to 60.4% (Fazel, Bains & Doll, 2006).

In the absence of effective drug dependence treat-
ment, it is likely that a high proportion of drug depen-
dent prisoners will continue using drugs and persist
in crime — and many will be at risk of contracting
HIV, during imprisonment or in the community. In
the United States, statistics reported by the Bureau
of Justice Statistics indicate that among people on
probation, those who frequently use drugs were
53% more likely to be re-arrested than non-drug
users (Bureau of Justice Statistics, 1995).

The period of time when a prisoner is incarcerated
represents an opportunity to intervene in the cycle of
drug use and crime and to reduce the harms of drug
use (Mitchell, Wilson, MacKenzie, 2005; McSweeney,
Turnbull & Hough, 2002). However, many drug users
in prison are serving short-term sentences or are on
remand, which means the time available for thera-
peutic interventions is often limited. Further, meeting
the diverse needs of people dependent on drugs in
prison can be challenging (EMCDDA, 2003).

1.2 Objectives of drug
dependence treatment

The objective of drug dependence treatment is the
achievement and maintenance of physical, psycho-
logical and social well-being through reducing the
risk-taking behaviours or practices associated with
drug use, or through abstinence from drug use.

Due to the chronic relapsing nature of drug depen-
dence and the need to address social and psycho-
logical dimensions, achieving abstinence for many
people is often a lengthy and difficult process. The
provision of ‘stepping stones’ or ‘stabilizing strate-
gies’ in the form of short-term and more achievable
goals helps to define and structure progress and
also to reduce drug-related harms, one of which is

infection with blood-borne viruses such as HIV and
hepatitis B and C (WHO, 2005).

The potential impacts of drug dependence treat-
ment on HIV prevention include (Metzger, Navaline,
& Woody, 1998; Sorensen & Copeland, 2000):
reduced injecting drug use; reduced using of non-
sterile injecting equipment; reduced sexual risk
behaviours; and opportunities for HIV counselling,
education and medical care.

1.3 Types of drug treatment

There is a variety of treatment options available, rang-
ing from drug-free residential to outpatient pharma-
cotherapy, including maintenance and detoxification
regimes. WHO has reviewed the effectiveness of
the different forms of treatment in other publica-
tions and concluded that long term pharmacotherapy
with methadone or buprenorphine is the most effec-
tive intervention available for the treatment of opioid
dependence and a critical component of efforts to pre-
vent the spread of HIV among injecting drug users.

(WHO, 2004; WHO, 2005). Patients who want to with-
draw from opioids can be treated with clonidine, lofexi-
dine or reducing doses of methadone or buprenorphine
to minimize the severity of withdrawal symptoms.

The use of methadone and buprenorphine for detoxi-
fication programmes should be distinguished from
opioid substitution programmes. While detoxifica-
tion programmes are important in supporting with-
drawal they generally do not serve the purpose of
HIV prevention.

1.3.1 Opioid substitution therapy
Opioid substitution therapy (OST) in its different
forms has become a widely accepted drug treatment
and harm reduction measure for opioid dependent
individuals in the community (Stallwitz & Stéver, with
reference to Council of Europe, 2001). It entails pre-
scribing a drug with a similar action to the illegal drug
used (an ‘agonist’ in pharmacological terms), but with
a lower degree of risk. Agonist pharmacotherapy
programmes are available only for people who are
primarily opioid-dependent, as the efficacy of sub-
stitution therapy for cocaine and amphetamine-type
stimulants has not been demonstrated.

The value of substitution lies in the opportunity it
provides for people who are dependent on drugs to
reduce their exposure to risk behaviours and stabi-
lize in health and social terms before addressing the
other dimensions of dependence.

WHO DEPARTMENT OF HIV/AIDS 9



The agent that has been most widely applied and
researched for agonist pharmacotherapy of opioid
dependence is methadone. Methadone was firstintro-
duced in the 1960s. Itis a long-acting synthetic opiate
agonist that is easily absorbed when taken orally and
in most people will prevent withdrawal symptoms for
24 hours, allowing once daily administration. Studies
have demonstrated that methadone is successful in
blocking the effects of opiate withdrawal symptoms
and the euphoria produced by short acting opioids
(Senay & Uchtenhagen, 1990). Methadone doses of
between 60 and 120 mg/day or more have been iden-
tified as being most effective in terms of retention in
treatment and reducing illegal drug use and criminal
behaviour (Kreek, 2000; Ward et al, 1998).

Buprenorphine was first registered as a substitute
medication for opioid dependence in 1995 in France.
Buprenorphine is a partial agonist that is long-act-
ing. OST with buprenorphine dosages between 8-24
mg has similar outcomes as OST with methadone.
The choice between the two medications should be
based on a clinical assessment.

OST with both methadone and buprenorphine has
proven to decrease the high cost of opioid depen-
dence to individuals, their families and society at
large by reducing heroin use, associated deaths, HIV
risk behaviours and criminal activity. OST is a critical
component in the prevention of HIV infection among
injecting drug users (WHO, 2004; WHO, 2005).
Its effectiveness is improved when it is provided in
combination with psychosocial support.

OST also offers important opportunities for improv-
ing the delivery of antiretroviral therapy to HIV-posi-
tive drug users. Maintenance therapy enables opioid
dependent drug users to stabilize their lives, avoid or
manage many of the complications of injecting drug
use, and is therefore seen as an important component
in strategies for retaining active injecting drug users
in antiretroviral therapy programmes (Mattick et al.
2002). OST also provides additional entry points for
scaling up antiretroviral therapy, improves drug adher-
ence and increases access to care (Clarke et al. 2002;
Moscatello et al. 2003; Lucas 2004; WHO et al. 2004;
Open Society Institute 2004; Farrell et al. 2005).

In 2005, both methadone and buprenorphine were
added to the WHO Model List of Essential Medicines
(WHO, 2005b).

In spite of the volume and quality of the evidence sup-
porting methadone and buprenorphine, OST remains
controversial in some countries and many authorities

are resistant to its use. WHO has emphasized that
“policy-makers need to be clear that the development
of drug substitution treatment is a critical component
of the HIV prevention strategy among injecting opioid
users”. It continued by saying that “policy-makers ...
need to be made aware of the very high costs of not
putting such treatment in place. Countries without
such treatment are those currently reporting major
HIV outbreaks and such negative trends are likely to
continue” (WHO, 2005).

1.3.2 Other treatment options for drug
dependence

On the basis of the extensive existing evidence of
the effectiveness of the treatment of opioid depend-
ence, consideration was given to only focussing in
this paper on strategies that have a direct impact
on injecting drug use, such as OST. However, while
such treatment is critical to the task of HIV preven-
tion among injecting opioid users, the other available
treatments form an important bedrock to the overall
treatment and HIV-prevention strategy. All forms of
treatment have some impacts on risks of HIV trans-
mission, although reduction of that risk may not be
an explicit goal of the treatment (WHO, 2005).

Abstinence-based or drug-free treatment
approaches vary considerably in their setting and ori-
entation. Residential rehabilitation is based on the
principle that a structured, drug-free environment pro-
vides an appropriate context to address the underly-
ing causes of addiction. These programmes assist the
client in developing appropriate skills and attitudes to
make positive changes towards a drug-free way of life.
Therapeutic communities (TCs) are a subset of resi-
dential rehabilitation typified by an emphasis on accept-
ing personal responsibility for decisions and actions
(WHO, 2005; WHO-WPRO, 2006). TCs in the com-
munity have been shown to be an effective treatment
option for a subset of clients (Gowing, Cooke, Biven
& Watts, 2002). 12-step programmes i.e. self-help or
mutual support groups are generally based on the prin-
ciples of Alcoholics or Narcotics Anonymous, which
espouse a disease concept of drug and alcohol depend-
ency with the promise of recovery but not cure.

Psychosocial support may be delivered in the con-
text of abstinence-based treatments or in conjunction
with OST. The provision of psychological support and
counselling to encourage behavioural and emotional
change is important to the overall process of treat-
ing drug dependence. Behavioural interventions are
also important to address risk behaviours associated
with drug dependence, including injecting practices
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and sexual behaviours. As such, behavioural interven-
tions delivered in conjunction with drug treatment are
important in HIV prevention (WHO, 2005).

1.4 Drug treatment in prisons

1.4.1 Overview
Incarceration-based drug treatment is diverse,
encompassing a broad array of treatment pro-
grammes including:

D OST and detoxification programmes

D TC programmes; the individual components of
therapeutic communities vary widely, but there
are several common components (Mitchell,
Wilson, MacKenzie, 2006):

First, in order to create an environment con-
ducive to rehabilitation, residents in therapeu-
tic communities are most commonly housed
in a separate, distinct treatment unit away
from non-participating inmates. Second,
residents are instrumentally involved in run-
ning the therapeutic community including
leading treatment sessions, monitoring other
residents for rule compliance, maintaining the
treatment unit, and resolving disputes. Third,
staff and residents of therapeutic communi-
ties tend to be confrontational with rule viola-
tors, but residents also are supportive of each
other’s struggles to make positive changes.
Fourth, the guiding philosophy of therapeutic
communities is that drug use is symptomatic
of more general personal disorders, thus the
focus of the treatment is on the underlying
disorders and not drug abuse, per se.

D punitive interventions such as boot camps, which
are modelled after military basic training (ibid):

Inmates participate in rigorous exercise regi-
mens, learn military drill and ceremony, wear
uniforms, and take on challenge courses (timed
obstacle courses). Boot camps are highly struc-
tured. From the moment residents wake in
the morning until lights out they are constantly
engaged in scheduled activities. Boots camps
also involve considerable confrontation, but
unlike most therapeutic community programs
confrontations most often occur between cor-
rectional staff and inmates — with drill instruc-
tors disciplining any deviation from established
codes of conduct. In theory, the harsh, rigorous
nature of boot camp programmes serve as a
deterrent to future criminal conduct.

INTRODUCTION

D counselling programmes, which  generally
incorporate elements of group counselling pro-
grammes (e.g., 12-step programmes), life skills
training, cognitive skills training, drug education,
and adult basic (academic) education. A key com-
monality among counselling programmes is their
reliance on group based therapies, in which drug
use and other common problems are discussed
among peers in an effort to solve mutual issues.
However, not all counselling programmes rely on
peer therapy; some are individual-based where the
client and a clinician work together to remedy drug
problems. And still other counselling programmes
include both group and individual counseling.

Some form of drug dependence treatment in prison
is now provided by most developed countries, and
there has been a rapid expansion during recent years
in the number and type of interventions offered
(McSweeney, Turnbull & Hough, 2002; Stover et al.,
2001). However, even in developed countries, few
prisons have sufficient resources to provide ade-
guate treatment programmes, and there are no serv-
ices at all in many prisons (EMCDDA, 2003; Belenko
& Peugh, 1998; Peters, Matthews & Dvoskin, 2004;
Travis, Solomon, Waul, 2001). Research in countries
in Central and Eastern Europe has shown that treat-
ment for drug users is sporadic and that many pris-
oners are not eligible for any sort of treatment or
support (MacDonald, 2005). Information about pro-
grammes in other developing countries and coun-
tries in transition is even more limited.

From an HIV prevention perspective, drug depen-
dence treatment efforts in prisons need to be particu-
larly concerned with decreasing the use of injecting
drugs. Research shows that opiate use and injecting is
much more prevalent in prison than use and injecting
of cocaine (see, e.g., Bullock, 2003; Boys et al., 2002;
Swann & James, 1998; Plourde & Brochu, 2002).

1.4.2 OST in prison

The first experimental OST programme in prison,
offering methadone pre-release to jail inmates in
New York City, was initiated in 1968 (Dole et al.,,
1969). The early literature noted that, in addition
to Rikers Island in New York (Joseph et al., 1989),
over the next 20 years such programmes either
existed or had existed at some point at a prison in
California (Contra Costa Country), in Rotterdam
in the Netherlands, at Wolds Remand Prison in
the United Kingdom (Daines et al.,, 1992), and in
Denmark and Sweden, (Gorta, 1992, with reference
to Lynes, 1989).
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In New South Wales, Australia, a pilot pre-release
methadone programme started in 1986. It was later
expanded so that the pre-release programme became
just one component of a larger prison methadone
maintenance therapy (MMT) programme (Hall, Ward
& Mattick, 1993). Initially, the programme focussed
on “breaking the cycle of criminal activity associated
with drug use.” However, as early as 1987, it became
the first prison MMT programme to move towards a
HIV prevention strategy and to include the reduction
of injecting heroin use and HIV and hepatitis B trans-
mission among its objectives (Gorta, 1992).

Since the early 1990s, and mostly in response to
raising HIV rates among injecting drug users in the
community and in prison, there has been a marked
increase in the number of prison systems providing
OST to prisoners. Today, prison systems that offer
OST to prisoners include most systems in Canada
and Australia, some systems in the United States,
most of the systems in the 15 “old” European Union
(EU) member states (Stover at al., 2001), and sys-
tems in other countries, including Iran and Indonesia.
In Spain, 18% of all prisoners, or 82% of people
with problematic drug use in prison, receive MMT
(EMCDDA, 2005).

OST programmes are also provided in some of the
"new” EU member states (such as Hungary, Malta,
Slovenia and Poland), although they often remain
small and benefit only a small number of prisoners
in need (MacDonald, 2005). Finally, an increasing
number of systems in Eastern Europe and the for-
mer Soviet Union have started OST programmes
(such as Moldova and Albania) or are planning to do
so soon (Canadian HIV/AIDS Legal Network, 2006;
Moller, 2005).

Reflecting the situation in the community, most
prison systems make OST available in the form of
MMT. Buprenorphine maintenance treatment is
available only in a small number of systems, includ-
ing in Australia (Black, Dolan & Wodak, 2004) and
some European countries (Stover, Hennebel &
Casselman, 2004).

Generally, drug-free treatment approaches con-
tinue to dominate interventions in prisons in most
countries (Zurhold, Stover, Haasen, 2004), while
OST remains controversial in many prison systems
despite being widely accepted as an effective inter-
vention for opioid dependence elsewhere.

Prison administrators have often not been receptive
to providing OST, due to philosophical opposition to
this type of treatment and concerns about whether
the provision of such therapy will lead to diversion
of medication, violence, and/or security breaches
(Magura et al., 1993). Further, disparities in priorities
and procedures between treatment and correctional
staff typically surface when rehabilitation efforts are
implemented in prison (Kinlock et al., 2002, with ref-
erence to Senese & Kalinich, 1997).

Severalarguments have beenmade againsttheimple-
mentation of OST in prison settings. Some critics
consider agonist pharmacotherapies as just mood-
altering drugs, the provision of which delays the nec-
essary 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. Finally, some
point to the fact that an individual’s drug use is usu-
ally much less frequent in prison than in the com-
munity. For this reason it is sometimes argued that
OST in prison is unnecessary. However, every single
instance of injecting drug use in prison carries a high
risk of HIV or other blood-borne infections transmis-
sion because it usually involves using non-sterile
injecting equipment. In addition, the evidence of the
benefits of OST in the community is overwhelming,
suggesting that OST can play an important role also
in reducing harm among prisoners.
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2. EVIDENCE ON EFFECTIVENESS
OF OPIOID SUBSTITUTION
THERAPIES IN PRISON SETTINGS

2.1 Background

Most of the existing research on OST in prisons
was undertaken in the United States and Australia,
but some studies were also conducted in Canada,
Europe, and other countries such as Iran. The inves-
tigations comprise (Stover, Hennebel & Casselmann,
2004):

D a small number of controlled trials (Dolan et al.,
2002; Dolan et al., 2003; Dolan et al.,, 2005;
Bayanzadeh et al., 2004)

D evaluation studies of the provision of OST in pris-
ons (Schultze, 2001; McGuigan, 1995; Boguna,
1997; Keppler, 1995; Heimer et al., 2005; Heimer,
Catania, Newman et al., 2006)

D feasibility studies and reviews (Dolan & Wodak,
1996; Pearson & Lipton, 1999; Stover, Casselman
& Hennebel, 2006; Larney, Mathers & Dolan,
2006)

D examinations of the different modes of OST
found in prisons (e.g., detoxification, pre-release,
short-term and maintenance) (Michel & Maguet,
2003)

D studies on the diverse criteria relevant to evaluat-
ing the quality of the outcomes (Hannafin, 1997)
or highlighting certain aspects of OST (Tracqui et
al., 1998); and

D cost-effectiveness studies (Warren & Viney,
2004; Warren, Viney, Shearer et al., 2006).

A recent meta-analysis of the effectiveness of incar-
ceration-based drug treatment excluded some of
the most relevant investigations on OST in prisons,
since it only included studies that reported a post-
release measure of recidivism (Mitchell, Wilson,
MacKenzie, 2006).

The following questions guided the review and
analysis of published and unpublished data on the
effectiveness of OST (for a more detailed review,
see the chapter on OST in the comprehensive paper
on Effectiveness of Interventions to Address HIV in
Prisons):

(1) Does prison-based OST lead to a reduction in ille-
gal drug use and associated risk behaviours?

(2) Does prison-based OST have additional and
worthwhile benefits?

(3) What other significant findings are reported in
the literature?

2.2 Does prison-based OST
lead to a reduction in illegal
drug use and associated risk
behaviours?

All studies of prison-based MMT programmes that
investigated this question found that imprisoned injec-
tors of heroin and other opiates who receive MMT
inject significantly less frequently than those not
receiving this therapy (Australia: Dolan et al., 1996b;
Dolan, Wodak & Hall, 1998; Dolan et al., 2003; Iran:
Bayanzadeh et al., 2004; Puerto Rico: Heimer et al.,
2005 Heimer et al., 2006; Spain: Boguna, 1997).

Several studies have found that it is necessary to
provide a sufficiently high dose of methadone (more
than 60 mg: Boguna, 1997; Dolan, Wodak, Hall,
1998) and to allow for sufficiently long treatment
duration (more than six months: Boguna, 1997; for
the duration of incarceration: Dolan, Wodak, Hall,
1998) if concomitant drug use is to be reduced
significantly.

A 4-year follow-up study to a randomized controlled
trial of MMT versus wait list control (Dolan et al.,
2003) examined the longer-term impact of MMT on
mortality, re-incarceration and hepatitis C and HIV
seroconversion (Dolan et al.,, 2005). Retention in
treatment was associated with reduced hepatitis C
infection, while short MMT episodes (less than 5
months) were significantly associated with greater
risk of hepatitis C. This finding is consistent with
studies of HIV seroconversion in injecting drug users
in the community that found that HIV infection was
highly correlated with the duration and stability of
MMT participation (Metzger, Navaline, & Woody,
1998). According to the authors, the “significantly
greater risk of hepatitis C infection associated with
short MMT duration underlines the importance of
increasing retention in treatment, particularly dur-
ing short prison sentences when MMT dropout was
greatest” (Dolan et al., 2005).
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Finally, evaluations of prison-based OST found some-
what lower rates of post-release drug use among
participants than non-participants (Mitchell, Wilson,
MacKenzie, 2006).

2.3 Does prison-based OST
have additional benefits?

2.3.1 Facilitating continuity of treatment
One of the benefits of providing MMT in prison is
that it allows people who started such treatment
in the community to continue it in prison. This is
particularly important because a study by Shewan,
Gemmell & Davies (1994) showed that people who
are on MMT and who are forced to undergo metha-
done withdrawal when they are incarcerated often
return to narcotic use, often within the prison sys-
tem, and often by injecting. Results from this study
were confirmed by a survey of general practitioners
prescribing methadone in the United Kingdom. 42 of
68 respondents reported adverse consequences of
imprisonment for several patients, including severe
symptoms of withdrawal, resumption of heroin
injecting, sharing of injecting equipment, and chaotic
drug use both in prison and on release. The authors
concluded that “[t]his survey has shown unaccept-
able discontinuity between clinical practice in the
community and in prison, which seriously under-
mines the benefits to individual people and to the
community of controlled methadone prescribing”
(Gruer & Macleod, 1997).

2.3.2 Reducing mortality

Dolan et al. (2005) demonstrated that retention in
MMT is associated with reduced mortality. Whereas
no deaths were recorded in their study while par-
ticipants were in MMT, 17 died out of MMT. This
finding is consistent with previous findings of lower
mortality in patients enrolled in MMT (Gearing &
Schweitzer, 1974; Caplehornetal., 1994; Langendam
etal., 2001). Among the eight drug-related overdose
deaths in the study by Dolan et al., four had never
received methadone and four had ceased metha-
done prior to release from prison, underscoring the
importance of uninterrupted transfer from prison
into community-based treatment.

In recent years extensive research has focused on
the mortality of people released from prisons, not-
ing a large number of deaths during the first weeks
after discharge that are attributed to drug over-
dose (Darke, Ross, Zador & Sunjic, 2000; Bird &
Hutchinson, 2003; Harding-Pink, 1990; Joukamaa,
1998; Seaman, Brettle & Gore, 1998; Seymour,

Oliver & Black, 2000; Shewan et al., 2001; Singleton
et al., 2003; Verger et al., 2003). This phenomenon
probably can be explained by the reduced toler-
ance to opiates during imprisonment coupled with
the resumption of injecting drug use upon release.
Moreover, recently released prisoners appear to
be at higher risk for methadone overdose (Cooper
et al.,, 1999). These findings point to the utility and
necessity of prison through care of drug treatment
to counteract such risk situations and highlight the
importance of OST not only as an HIV prevention
strategy in prisons, but as a strategy to reduce over-
dose deaths upon release.

2.3.3 Facilitating post-release treatment
Magura et al. (1993) found that the MMT programme
at a prison in New York significantly facilitated entry
into (85%), and retention at 6 months (27%) in post-
release treatment, compared to prisoners enrolled
in detoxification programmes (37% enrolled, 9%
retained). Kinlock et al. (2002) also found that a high
proportion of prisoners who started OST in prison
continued it in the community and concluded that
OST "may be effective in engaging a sizeable num-
ber of inmates with a history of opioid addiction in
treatment, both during and following incarceration.”

2.3.4. Other health benefits

Boguna (1997) reported that the evaluation of a pilot
MMT programme in a prison in Barcelona found not
only a reduction in the use of non-sterile injecting
equipment, but also a statistically relevant increase
in the use of condoms in sexual relationships and a
significant reduction in the number of overdoses.

2.3.5 Reducing criminal recidivism

The available evidence suggests that OST pro-
grammes have a positive effect on criminal recidi-
vism and re-incarceration (Bertram & Gorta, 1990a;
Tomasinoetal., 2001; Johnsonetal.,2001; Levasseur
etal., 2002), particularly if methadone is provided for
longer, uninterrupted periods (Dolan et al., 2005), if
moderate to high doses of methadone are provided
(Bellin et al., 1999), and if provision of methadone is
accompanied by additional support (Magura et al.,
1993). In contrast, in some earlier studies in which
these conditions were not met (see, e.g., Magura
et al.,, 1993: the daily methadone maintenance dose
was only 30mg), programme participants were as
likely or more likely to relapse into crime as non-
participants (Mitchell, Wilson, MacKenzie, 2006). In
some settings, success rates might also be reduced
by the concurrent use of crack and cocaine by some
of the opiate dependent prisoners, which is not
addressed through MMT (Magura et al., 1993).
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2.3.6 Positive effect on the prison
environment

A number of studies have shown that MMT has a
positive effects on the prison environment by mak-
ing prisoners more manageable, reducing their drug-
seeking behaviour and irritability, as well as violent
incidents, thereby improving prison safety. (Wale &
Gorta, 1987, Hume & Gorta, 1988; Herzog, 1993;
Magura et al., 1993; Johnson et al., 2001). For
example, one study found that prisoners on MMT,
compared to a matched group of prisoners not on
MMT, had a significantly reduced rate of serious
drug related institutional charges following initiation
of MMT, and spent significantly less time in invol-
untary segregation (Johnson et al., 2001). Prisoners
have reported about the positive impact of provid-
ing OST in prison, both for themselves and for the
prison. In particular, they have reported that they
stopped using and thinking about heroin, felt less
aggressive, quieter and more relaxed, had a new
outlook, and were more thoughtful and aware; and
that there was less using and hustling in the prison,
fewer bashings and standovers, and that the prison
was calmer (Wale & Gorta, 1987).

Although concerns have often been raised initially
about security, violent behaviour, and widespread
diversion of methadone, studies have shown that none
of these problems have emerged once prison-based
MMT programmes were established (Bertram, 1991;
Wale & Gorta, 1987; Magura et al., 1993; Herzog,
1993; Heimer et al., 2005). Joseph et al. (1989) sug-
gested that the lack of major discipline problems
among prisoners participating in MMT is attributable
to the methadone regimen, which relieves not only the
acute symptoms of narcotic withdrawal, but also the
physical hunger or cravings following the withdrawal
of heroin. In one study, 86% of prison staff stated that
they thought that the MMT programme provides ben-
efits for the individual, for prison management, and
for the community (Hume & Gorta, 1988). Custodial
staff thought that the programme was useful in that it
helped to control heroin addiction in prison and that it
prevented illegal trafficking in methadone as the pro-
gramme now made methadone legally available.

2.4 What other findings are
reported in the literature?

2.4.1 Cost effectiveness of prison-based OST
In the community, OST has been shown to be cost
effective due to its impact on a variety of outcomes,
including crime and HIV infection. In the first pub-
lished study about the cost effectiveness of prison

methadone programmes, Warren & Viney (2004,
see also Warren, Viney, Shearer et al., 2006) sug-
gest that prison methadone programmes compare
favourably to community-based methadone pro-
grammes on the basis of cost alone. The analysis
showed that, irrespective of whether avoided infec-
tions are included, only some 20 days of re-incar-
ceration must be avoided to offset the annual cost of
methadone treatment in New South Wales prisons.

2.4.2 OST with buprenorphine

While there is considerable evidence concerning MMT
provision in prisons and increasing evidence concern-
ing buprenorphine maintenance treatment (BMT) in
the community, little research has examined BMT in
prison settings (Larney, Mathers & Dolan, 2006).

Shearer, Wodak & Dolan (2004) compared BMT to
other treatments for opiate dependence and found
that retention in treatment at six-month follow-up
was lower for BMT than MMT (30% vs. 59%). The
study noted that the diversion of buprenorphine was
initially a significant problem. However, it also noted
that, as protocols for the supervision of dosing were
further developed, this situation has improved.

Reynaud-Maurupt et al. (2005) could not demon-
strate the impact of high-dose BMT on the health
of prisoners and the course of their incarceration.
However, the prisoners receiving BMT and the con-
trol group differed in several respects: the formers’
occupational history before incarceration was less
stable and their history of drug addiction and incar-
ceration was more serious.

Because evidence for BMT in prisons remains
limited, further research on BMT provision will be
needed, including development of protocols around
supervision of dosing and prevention of diversion
(Larney, Mathers & Dolan, 2006) and attention to
difficulties in induction. Many of the benefits of OST
that have been demonstrated with methadone provi-
sion in prisons will probably also apply for buprenor-
phine provision if the administration can be super-
vised adequately, but only further research will be
able to tell how the potential difficulties in induction
and supervision can best be overcome.

2.4.3 Use of naltrexone

A trial undertaken in Australia evaluated the introduc-
tion of naltrexone in prison through a controlled com-
parison with MMT and drug-free counselling, finding
very poor induction and retention rates for oral nal-
trexone compared to methadone. The study did not
replicate the success observed among prison parol-
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ees in the US (Cornish et al., 1997) or work release
programmes in Singapore (Chan, 1996). According to
its authors, the “most likely reason for this was that
inmates were not subject to coercion or incentives
to enter and stay on naltrexone maintenance. In the
absence of such incentives, opioid dependentinmates
showed a preference for agonist treatment including
methadone maintenance and buprenorphine mainte-
nance"” (Shearer, Wodak & Dolan, 2004).

2.4.4 Use of Diamorphine

As part of scientific trials to evaluate the effective-
ness of diamorphine (or heroin) maintenance treat-
ment, a heroin prescription project was undertaken
in a prison in Switzerland. Kaufmann, Dreifuss, &
Dobler-Mikola (1997/98; see also Dobler-Mikola &
Kaufmann, 1997) concluded that prescribing heroin
under medical control in prisons is feasible.

2.4.5 Detoxification in prison
Detoxification is the management of withdrawal symp-
toms associated with the cessation of a drug of depen-
dence. While not a treatment for drug dependence
in itself, “assisting a person dependent on drugs to
detoxify safely and with a minimum of discomfort or
danger to their health may lead to further opportunities
for clinicians to provide harm reduction or drug treat-
ment services” (Larney, Mathers & Dolan, 2006).

There is a paucity of literature detailing or evaluating
detoxification protocols in either community or prison
settings. However, detoxification in prison need not
differ from that provided in the community. Withdrawal
can be managed in a number of ways, depending on
the drug or drugs of dependence. Medical intervention,
such as with short courses of methadone, may assist
the detoxification process and reduce withdrawal
symptoms and alleviate anxiety, particularly in the case
of opioid dependence. Alternatively, detoxification can
be managed non-medically, through the provision of
psychological support and care (ibid).

A few studies have analysed the effectiveness of
drug detoxification programmes in prisons using
short courses of methadone (Jeanmonod, Harding
& Staub, 1991) or lofexidine (Howells et al., 2002),
finding that lofexidine is comparable to methadone in
effectiveness in managing withdrawal and is a viable
alternative for opiate detoxification. There have been
no published studies examining the use of buprenor-
phine for withdrawal management in prison.

Crowley (1999) analyzed the impact of a detoxification
programme at a prison in Ireland, consisting of a 10-
day methadone detoxification and a 6-week intensive

rehabilitation module. The relapse rate in a follow-up
after 12 months was 78%, and a high death rate after
release was reported. Crowley suggested that many
of those on the detoxification programme would have
been treated more appropriately had they been allowed
to continue the MMT programme they had started in
the community before imprisonment. This is consistent
with the results of an evaluation undertaken by the New
Zealand Department of Corrections (Hannafin, 1997)
and a qualitative study undertaken by Hughes (2000),
exploring drug injectors’ views and experiences with
detoxification in English prisons. Hughes reported that
prisoners frequently experience disruption of MMT
begun in the community, not only resulting in physi-
cal and psychological problems and risks, but also in
increases in injecting drug use, use of non-sterile inject-
ing equipment and subsequent transmission of blood
borne infections. This is consistent with existing quan-
titative findings (e.g. Shewan et al., 1994; Darke et al,
1998) that strongly suggest that rather than detoxifying
prisoners on MMT, prison systems should allow them
to continue treatment without interruption.

2.5 Conclusions and
recommendations

A wealth of scientific evidence has shown that, in
the community, OST is the most effective interven-
tion available for the treatment of opioid dependence
and a critical component of efforts to prevent the
spread of HIV among injecting drug users.

More recently, a small but increasing body of research
has delivered significant findings regarding the effec-
tiveness of methadone maintenance therapy (MMT)
in prison settings in reducing injecting drug use in
prisons and achieving other beneficial outcomes. In
contrast, little research has examined buprenorphine
maintenance therapy (BMT) in prison settings. The
effectiveness and acceptability of MMT in the prison
setting have been shown in studies from Australia,
Western Europe, Canada, United States, and Iran.
While the evidence for MMT in prison continues to
be based on only a relatively small number of stud-
ies, results from these studies reflect what is known
about MMT in the community. In particular:

1. There is evidence that OST with methadone
is feasible in a wide range of prison settings.

In the last decade, OST has increasingly been
established in prison settings. While the num-
ber of systems providing OST outside Australia,
Canada, and Western Europe remains small, a
growing number of countries in other regions,
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including in resource-poor countries, have made
OST available. While some had expressed con-
cern about the feasibility of implementing OST
in prison settings, experience has shown that
these difficulties can be overcome.

. Adequate prison-based OST programmes are
effective in reducing injecting drug use and
associated needle sharing and infections.

Based on the data available from an increasing
number of studies in various countries, and extrap-
olating from the vast literature on community-
based programmes, adequate prison-based OST
programmes appear to be effective in reducing
injecting drug use and associated needle sharing.
Especially when considering the known impact of
adequate OST on HIV incidence and prevalence
rates among injecting drug users in the commu-
nity (e.g. Ward et al., 1992), the risk of transmis-
sion of HIV and other blood-borne viruses among
prisoners is also likely to be decreased. OST pro-
grammes are particularly important where other
prevention measures, such as needle and syringe
programmes, are not available in prisons.

Adequate prison-based OST programmes
have been shown to have additional benefits
for the health of prisoners participating in the
programmes, for prison systems and for the
community. In particular, studies found that:

D retention in OST is associated with reduced
mortality;

D OST in prison significantly facilitates entry
and retention in post-release treatment com-
pared to prisoners enrolled in detoxification
programmes;

D re-incarceration is less likely among those
prisoners who receive adequate OST while
incarcerated;

D OST has a positive effect on institutional
behaviour by reducing drug-seeking behav-
jour and improving prison safety;

D prison administrations often initially raise con-
cerns about security, violent behaviour and
diversion of methadone, but these problems
have not emerged when OST programmes
have been implemented, and

D both prisoners and correctional staff report
about the positive impact of OST on prison life.

. OST may help to reduce risk of overdose
deaths upon release.

Many prisoners resume injecting once released

5.

from prisons, but do so with increased risk for fatal
overdose as a result of reduced tolerance to opiates.
Extensive research has noted a large number of
deaths during the first weeks after discharge from
prison that are attributed to drug overdose. This
points to the utility and necessity of prison through
care of drug treatment to counteract such risk situa-
tions and highlights the importance of OST not only
as an HIV prevention strategy in prisons, but as a
strategy to reduce overdose deaths upon release.

Strategies are needed to ensure continuity
in treatment of opioid users as they move
between the community and prison systems.

There is evidence that people who are on OST
and who are forced to withdraw from it because
they are incarcerated often return to narcotic use,
often within the prison system, and often via
injecting. Discontinuity between clinical practice
in the community and in prison seriously under-
mines the benefits of OST to individual people
and to the community.

Making OST available in prisons has become
even more important because of its role in
facilitating delivery of antiretroviral therapy
to people who inject drugs.

Many injecting drug users with HIV spend time
in prison, and they need to be able to access
both OST and ART without interruption, includ-
ing when transferring from the community to the
prison and vice versa.

It is therefore recommended that:

1.

Prison authorities in countries in which OST
is available in the community should intro-
duce OST programmes urgently and expand
implementation to scale as soon as possible.
Particular efforts should be undertaken to
ensure that prisoners on OST prior to impris-
onment are able to continue this treatment
upon imprisonment, without interruption

The overall success of the evaluated prison-based
OST programmes and the other available data
present a compelling case that prison-based OST
programmes are feasible and suggest that, if dos-
age is adequate and treatment is provided for the
duration of imprisonment and upon release, they
reduce injecting drug use and use of non-sterile
injecting equipment with the resulting reduction in
HIV transmission and other blood borne infections.
This suggests that similar programmes are benefi-
cial in any country in which OST programmes are
available in the community.
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3. EVIDENCE ON EFFECTIVENESS OF
OTHER TYPES OF DRUG DEPENDENCE
TREATMENT IN PRISON SETTINGS

3.1 Background

As outside prisons, studies that have examined the
utility of drug treatment as an HIV prevention strat-
egy in prison have focussed on OST. The majority
of studies on other forms of drug dependence treat-
ment do not even measure treatment programmes’
impact on post-release drug use (let alone on drug
use in prisons), instead focusing on recidivism
alone (Mitchell, Wilson, MacKenzie, 2006; Mitchell,
MacKenzie, Wilson, submitted for publication). In
addition, most of the research on other types of drug
treatment is from the United States and from a few
other developed countries (ibid).

In general, relatively few prison-based treatment
programmes have been the subject of rigorous out-
come evaluations (Weekes, Thomas & Graves, 2004,
Smeeth & Fowler, 1990; MacKenzie, 1997; Harrison
et al., 2003; Mitchell, Wilson, MacKenzie, 2006;
Mitchell, MacKenzie, Wilson, submitted for publica-
tion). A lot of the existing research has been charac-
terized as problematic (Gaes et al., 1999). Problems
include misinterpretation of statistical analyses,
unclear or inconsistent participant selection criteria,
removal of prisoners from the analyses who failed
to complete the programmes, removal of prisoners
who were dismissed from the programme for using
drugs, etc. “The net effect of these methodologi-
cal problems is to potentially skew the results in the
direction of finding a positive outcome” (Weekes,
Thomas & Graves, 2004).

3.2 Evidence of effectiveness

The most recent, and most rigorous, systematic
review of prison-based drug dependence treat-
ment addressed the following research questions,
using meta-analytic synthesis techniques (Mitchell,
Wilson, MacKenzie, 2006):

D Are incarceration-based drug treatment pro-
grammes effective in reducing recidivism and
drug use?

D Approximately how effective are these

programmes?

D Are there particular types of drug treatment pro-
grammes that are especially effective or ineffective?

D What programme characteristics differentiate effec-
tive programmes from ineffective programmes?

The review concluded that, while the extant research
clearly supports the effectiveness of certain pro-
grammes, “there is a lack of understanding concern-
ing which particular components of treatment pro-
grams are most important, and which combination of
components are most effective” In addition, it once
again highlighted that the majorities of studies chose
not to measure the programmmes’ impact on drug
use, noting that “this is a major shortcoming as many
of these programs are predicated on the premise that
drug treatment leads to reduced drug use”.

The following is a short summary of the evidence,
based on the systematic review undertaken by Mitchell,
Wilson & MacKenzie and other, earlier reviews (Pearson
& Lipton, 1999; Harrison et al., 2003; Weekes, Thomas
& Graves, 2004). For a more detailed review and analy-
sis, see the section on “evidence of effectiveness of
other types of treatment of drug dependence” in the
comprehensive paper on Effectiveness of Interventions
to Address HIV in Prisons.

3.2.1 Therapeutic community programmes
The most consistent evidence of treatment effec-
tiveness comes from evaluations of therapeu-
tic community (TC) programmes (Lipton, 1995;
Pearson & Lipton, 1999; Lurigio, 2000; Mitchell,
Wilson, MacKenzie, 2006). These progralmmes con-
sistently show post-release reductions in re-offend-
ing and post-release drug use. Furthermore, TC pro-
grammes were effective in several different types
of samples (e.g. female only, male only and adult
samples), which suggests that they can be applied
to a wide range of prisoners. TCs that combined
incarceration-based treatment with mandatory post-
release aftercare exhibited enhanced effectiveness
in reducing reoffending. However, the majority of
studies on TC programmes chose not to measure
the programmes’ impact on drug use. (Mitchell,
Wilson, MacKenzie, 2006). In addition, there is
evidence of publication bias leading to an apparent
over-estimation of the effectiveness of TC programs
(ibid.). Finally, TC programmes could be the least
cost-effective option for treating drug dependence
(Harrison et al., 2003)
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3.2.2 Boot camp programmes

All reviews of prison-based drug dependence treat-
ment have found no evidence that participation in
boot camp programmes reduces recidivism or drug
use (Pearson & Lipton, 1999; Mitchell, Wilson,
MacKenzie, 2006).

3.2.3 Counselling programmes

The evidence regarding counselling programmes
indicates that these programmes are effective in
reducing re-offending but not drug use, particularly
when targeted towards adult or female offenders.
Programmes that are strictly voluntary appear to be
more effective than other programmes. However,
the strongest evidence of the effectiveness of these
programmes comes from evaluations that are meth-
odological weak. Further, the few evaluations of these
programmes that assessed their effects on drug use,
did not generally find that participation in them reduces
drug use (Mitchell, Wilson, MacKenzie, 2006).

3.2.4 The post-release phase of
treatment

The post-release phase of the treatment process has
been found to be of critical importance in reducing
the risk of relapse and further criminal activity among
prisoners with drug dependence problems (Weekes,
Thomas, & Graves, 2004, with reference to Porporino
et al., 2002). Several studies show that effective
aftercare is essential to maintaining the gains made
in prison-based treatment of drug dependence (Fox,
2000; Ward, 2001), including in resource-poor set-
tings (Iran: Babaei & Afshar, 2004).

In addition to drug dependence treatment needs,
many ex-prisoners have housing and financial dif-
ficulties and even psychiatric problems. They may
be released to either poor family support or indeed
deeply dysfunctional families and friends. For this
reason, aftercare cannot be limited to drug treatment.
Services must take a holistic approach and reorient
to the fundamental core of successful intervention
in alcohol and drug problems (Burrows et al., 2000).
Belenko & Pleugh (1998) have suggested that:

[wlithin a few months before release from
prison, correctional and parole staff need to
help substance-abusing inmates plan for con-
tinued treatment, identify other needs, and
locate appropriate community-based services
to address those needs. Released inmates
might, for example, require drug-free hous-
ing, literacy training, HIV/AIDS education, job
placement, long-term relapse management,
and social services. Parole departments need

to provide comprehensive case management
and supervision, ensuring both that parolees
are referred to appropriate services and that
incentives are provided where necessary to
maintain parolees in treatment.

3.2.5 Interventions for women, ethnic
minorities, and younger prisoners

The literature suggests that unique intervention
models are needed for women (Zurhold, Stover &
Haasen, 2004; Ashley, Marsden, & Brady, 2003), eth-
nic minorities and younger prisoners. \While the basic
treatment concepts and techniques are relatively uni-
versal and may be suitable for use with these popula-
tions, the ways in which treatment programmes are
designed and structured may differ dramatically from
programmes that are designed and delivered to adult
male prisoners (Weekes, Thomas, & Graves, 2004).
Drug-using female prisoners may have a number of
needs that are quite distinct from those of their male
counterparts (Peugh & Belenko, 1999). The path-
ways to problematic drug use, the reasons why they
continue to use at problematic levels, the health con-
sequences of using, and the ways in which they seek
help and why are quite different from their male coun-
terparts (Weekes, Thomas, & Graves, 2004, with ref-
erence to National Centre on Addiction and Substance
Abuse, 2003; Cormier, Dell, & Poole, 2003; Canadian
Human Rights Commission, 2003).

Confrontation techniques, anger management, group
settings and other treatment interventions devel-
oped for men may be inappropriate for women.
The increased prevalence of sexual abuse, low self-
esteem and other emotional problems among female
problematic drug users can result in such approaches
being ineffective or even detrimental. Welle, Falkin &
Janchill (1998) suggest that drug dependence treat-
ment for female prisoners that employs a gender-
specific approach that addresses victimization experi-
ences, relationship problems and parenting skills can
be effective in reducing relapse and recidivism.

3.3 Conclusions and
recommendations

1. There is little data on the effectiveness of
other forms of drug dependence treatment
as an HIV prevention strategy.

In contrast to OST, other forms of drug depen-
dence treatment have not usually been intro-
duced in prison with HIV prevention as one of
their objectives. Indeed, few studies of other
forms of incarceration-based drug dependence
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treatment have assessed programme effects on
client drug use, particularly on drug use in prison.
Therefore, there is little data on the effectiveness
of these forms of treatment as an HIV prevention
strategy. There is an urgent need for examining
their effectiveness in the context of HIV.

Good quality, appropriate, and accessible treat-
ment has the potential of improving prison secu-
rity, 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, including female prisoners, younger
prisoners, and prisoners from ethnic minorities.

Such treatment in prison can work and has the
potential to reduce the amount of drug use in pris-
ons and upon release. Given that many prisoners
have severe problems with illegal drugs, it would
be unethical not to utilize the opportunity that
imprisonment provides for treatment and rehabili-
tation (Harrison et al., 2003; Brooke et al., 1998;
Keene, 1997, Maden, Swinton & Gunn, 1992).
But there is an urgent need for independent and
systematic outcome evaluations of these inter-
ventions, and for examining their effectiveness in
reducing injecting drug use and needle sharing.

. Aftercare is essential.

Effective aftercare is essential if the investment
made in prison-based treatment is to pay long-term
dividents. Aftercare should not be limited to facili-
tating continuation of drug treatment on the out-
side, but needs to include social support services.

In addition, reducing the number of people
who are in prison or compulsory treatment
and rehabilitation centres because of problems
related to their drug use must be a priority.

The overuse of incarceration of drug users is of
particular concern. In many countries, a significant
percentage of the prison population is comprised of
individuals who are convicted of offences directly
related to their own drug dependence (i.e. those
incarcerated for the possession of small amounts of
drugs for personal use as well as those convicted of
petty crimes specifically to support drug habits).

The incarceration of significant numbers of drug
users increases the likelihood of drug use, as
well as associated unsafe injecting practices and
risk of HIV transmission, inside prisons. Studies
have shown that fear of arrest and sanctions is
not a major factor in an individual’s decision on
whether to use drugs; that there is little corre-
lation between incarceration rates and drug use
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prevalence in particular countries or cities; and
that the impact of enforcement action on price
is much less powerful than other market factors
(Bewley-Taylor, Trace, & Stevens, 2005).

Action to reduce prison populations and prison
overcrowding should accompany — and be seen
as an integral component of — a comprehensive
strategy to prevent HIV transmission in prisons, to
improve prison health care, and to improve prison
conditions. This should include the development of
non-custodial strategies to reduce the over-incar-
ceration of drug users, and to establish government
targets for reducing prison overcrowding generally.

Many of the problems created by HIV infection and
by drug use in prisons could be reduced if alternatives
to imprisonment, particularly for people dependent on
drugs, were developed and made available. As early as
1987, WHO, in a statement from the first Consultation
on Prevention and Control of AIDS in Prisons, said that
"“[glovernments may ... wish to review their penal
admission policies, particularly where drug abusers
are concerned, in the light of the AIDS epidemic and
its impact on prisons” (WHQO, 1987).

Therefore, it is recommended that:

In addition to OST, prison authorities should also
provide a range of other drug dependence treat-
ment options for prisoners with problematic drug
use, in particular for problematic use of other sub-
stances such as amphetamines and cocaine.

However, in contrast to OST, there is little data on
the effectiveness of other drug dependence treat-
ment as an HIV prevention strategy. Evaluations of
their effectiveness in terms of reducing drug inject-
ing and needle sharing should be built into the imple-
mentation of new initiatives for drug treatment.

Prison authorities should devote particular atten-
tion to the availability of treatment and social
support services for prisoners on their release.

The available evidence suggests that drug depen-
dence treatment in prison may be of little benefit
unless effective aftercare is provided.

. States should affirm and strengthen the prin-

ciple of providing treatment, education and
rehabilitation as an alternative to conviction
and punishment for drug-related offences.

Currently there is a major expenditure in many
countries on imprisonment and prolonged incar-
ceration of drug dependent people, approaches
that are associated with very high relapse rates
soon after release. There is no evidence that
such an approach is cost effective.



4. EVIDENCE ON EFFECTIVENESS OF
OTHER DRUG DEMAND AND DRUG SUPPLY
REDUCTION INTERVENTIONS: ‘DRUG-FREE
UNITS AND URINALYSIS PROGRAMMES

4.1 Background
4.1.1 Drug-free units

In addition to providing drug dependence treatment,
an increasing number of prison systems have estab-
lished ‘drug-free’ units, including all 15 ‘old" European
Union Member States and most ‘'new’ EU Member
States (EMCDDA, 2005), four of eight jurisdictions in
Australia (Black, Dolan, & Wodak, 2004), the Canadian
federal prison system (Grant, Varis, & Lefebvre, 2005),
and several federal and state correctional institutions
in the United States (Peters & Steinburg, 2000).

Typically, ‘drug-free’ units or wings (also known as
contract or intensive support units) are separate liv-
ing units within a prison that focus on limiting the
availability of drugs and hold prisoners who have vol-
unteered to sign a contract promising to remain drug
free. These prisoners may or may not have a sub-
stance use problem, and may have agreed to addi-
tional drug testing and search procedures. In some
instances, these units focus solely on drug interdic-
tion through increased searching, while some sys-
tems provide a multi-faceted approach combining
drug interdiction measures with treatment services.

Studies have shown that many prisoners do not per-
ceive the prison environment to be a supportive one
for those who wish to abstain from drug use (Swann
& James, 1998). Establishing ‘drug-free’ units recog-
nizes that, for a variety of reasons and often because
drug use is so common, anyone who is not using
drugs or is attempting abstinence may experience
considerable difficulties and need additional support
and the possibility of living in an environment where
other prisoners have also agreed to a regime where
no drugs will be available (EMCDDA, 2003).

‘Drug-free’ units could assist efforts to combat HIV
transmission in prison if they resulted in decreased
drug use, particularly injecting drug use.

4.1.2 Urinalysis programmes
A broad range of search and seizure techniques
and procedures are being used by prison systems

in an attempt to reduce the availability of drugs in
prisons. These supply reduction measures include
a large range of measures, including random cell
searches, staff and visitor entry/exit screening and
searches, drug detection dogs and other drug detec-
tion technologies, perimeter security measures, and
urinalysis programmes, often referred to as ‘manda-
tory drug testing programmes’ or ‘MDT" (Weekes,
Thomas, & Graves, 2004; Hughes, 2000a).

Many prison systems, particularly in high income
countries, have placed considerable and growing
emphasis on these measures to reduce the supply
of drugs. In particular, urinalysis has been adopted
as policy in several prison systems (MacPherson,
2004; Australia, all jurisdictions, with the exception of
Queensland: Black, Dolan, & Wodak, 2004; Canadian
federal prisons: MacPherson, 2001; United Kingdom:
Select Committee on Home Affairs, 1999; United
States Federal Prisons: Pellissier & Gaes, 2001).

In these systems, and others, the goal is to reduce
the use of and demand for drugs in prison. Urinalysis,
combined with self-report surveys of prisoners,
is also used to obtain an estimate of the extent of
drug use (Her Majesty's Government, 1995) as well
as to target programmes and treatment services
(MacPherson, 2004).

Urinalysis and other drug interdiction efforts are not
aimed at managing HIV in prisons, but they may
result in unintended consequences for HIV and hep-
atitis C prevention efforts. Drug interdiction mea-
sures may assist HIV prevention efforts by reduc-
ing the supply of drugs and injecting in prisons. At
the same time, they could make such efforts more
difficult. For example, concerns have been raised
that the disruption in supplies of drugs and injecting
equipment in prison may result in the increased risk
of infection transmission (Hughes, 2003), or about
MDT (see, e.g., Gore et al.,, 1996; Bird et al., 1997,
Edgar and O'Donnell, 1998; Hughes, 2000b).

Of all the drug supply reduction measures used, one in

particular has been subject of much debate in the context
of managing HIV in prisons: urinalysis programmes.
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4.2 Evidence regarding
‘drug-free” units

The recent emergence of ‘drug-free’ units within
prison systems has occurred despite limited
research (Grant, Varis, & Lefebvre, 2005). Very little
is known about their long-term effectiveness, and
programmes offered vary widely, so the precise fac-
tors that contribute to a positive rehabilitative envi-
ronment are unknown (Larney, Mathers, and Dolan,
2006).

4.2.1 Impact on drug use

A few studies show that prisoners in ‘drug-free’
units (DFUs) report significantly lower drug use than
other prisoners (Australia: Incorvaia & Kirby, 1997
Canada: Grant, Varis, & Lefebvre, 2005) and that
even with increased levels of searching, less sub-
stance-related contraband is found in DFUs (Grant,
Varis, & Lefebvre, 2005).

4.2.2 Prisoners’ views

Several studies demonstrate that DFUs appeal to a
large number of prisoners (United Kingdom: Johnson
& Farren, 1996; Swann & James, 1998; Canada:
Grant, Varis, & Lefebvre, 2005). In one study, a
sample of both drug users and non-drug users were
asked to identify the types of supports DFUs should
provide (Johnson & Farren, 1996): 72% indicated
the need for trained staff, 63% one-on-one counsel-
ling, 59% a support group, and 57% an education/
awareness group.

4.2.3 Impact on recidivism
Research on DFUs’ impact on criminal recidivism
remains limited and somewhat conflicting.

Two studies conducted in the Netherlands (Breteler
et al., 1996; Schippers et al., 1998) were unable to
demonstrate differences in recidivism for prisoners
who resided in a DFU in comparison to addicted
offenders who resided in a regular prison unit. On
the other hand, prisoners released from the DFU
in an Austrian prison were sentenced again signifi-
cantly less often than prisoners released from nor-
mal units in the prison (EMCDDA, 2005).

In Canada, prisoners released from a DFU were
36% less likely to be returned to custody than
offenders in the matched comparison group and had
a higher rate of discretionary release i.e. day parole
and parole. However, since the study assessed the
impact of the introduction of DFUs in five pilot sites,
all of whom were highly motivated to demonstrate
their effectiveness, the authors emphasized that it

remains to be determined whether the benefits iden-
tified in the study can be replicated following wider
implementation of DFUs (Grant, Varis, & Lefebvre,
2005).

4.2.4 Other findings

The Canadian study calculated potential cost savings
of Can$ 8000 per participant in the DFU, based on
decreased incarceration time resulting from earlier
release and reduced likelihood of readmission.

4.3 Conclusions and
recommendations regarding
‘drug-free’ units

There is some evidence from a small number of stud-
ies that so-called ‘drug-free’ units may assist prison-
ers to reduce their drug use while in prison. Such
units appeal to a large number of prisoners, including
prisoners who do not have any drug problems and
want to live in a ‘drug-free’ environment. However,
the effectiveness of these units is by no means estab-
lished (Larney, Mathers, & Dolan, 2006). In particular,
the studies do not say anything about whether DFUs
appeal to, and are successful in retaining, the most
problematic users, in particular injecting drug users.
Therefore, it is recommended that:

Prison systems should provide prisoners with the
option of living in a “drug-free” environment.
Because there is currently no data on the effective-
ness of DFUs as an HIV prevention strategy, evalua-
tions of their effectiveness in attracting and retaining
injecting drug users and in reducing drug injecting
and sharing of injecting equipment should be under-
taken. Further research, clarifying the elements of
programmes conducted in DFUs and their long-term
impacts on drug use and criminal recidivism, should
also be undertaken.

4.4 Evidence regarding
urinalysis programmes

The following questions guided the review and anal-
ysis of published and unpublished data on the effec-
tiveness of urinalysis programmes:

(1) Do urinalysis programmes reduce drug use and
related HIV risk behaviours among prisoners?

(2) Do urinalysis programmes have other, worth-
while benefits?

(3) Is there any evidence of any major, unintended
negative consequences?
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EVIDENCE ON EFFECTIVENESS OF OTHER DRUG DEMAND AND DRUG SUPPLY
REDUCTION INTERVENTIONS: ‘DRUG-FREE" UNITS AND URINALYSIS PROGRAMMES

4.4.1 Do urinalysis programmes
reduce drug use and related HIV risk
behaviours among prisoners?

When the English prison system introduced its pro-
gramme of mandatory drug testing, the positive test
rate in institutions dropped from 34% in 1995 to 25%
in 1996 (Edgar and O'Donnell 1998). More recent
statistics show that between 1997 and 2003, the
positive rate decreased further, from 24.4% to 11.7%
(Weekes, Thomas, and Graves 2004). However, pris-
oners’ drug use has been associated with a number
of factors other than urinalysis. As a result, it is diffi-
cult to link the reported changes to specific causes.

A drop in the overall positive rate has also been
reported in Canada, where an initial rate of 34% was
found in three prisons during the pilot phase of ran-
dom testing in 1995 (McVie, 2001). However, a 2001
study by the Correctional Service of Canada (CSC)
found that between 1996 — when the programme
was implemented nationally — and 2000 the posi-
tive rate remained largely unchanged. At the same
time, the percentage of prisoners refusing to submit
a sample for random urinalysis has increased signifi-
cantly. In particular, in maximum-security institutions,
the refusal rate increased from 16% in 1996 to 29%
in 2000, although CSC regulations stipulate that the
sanctions for refusing to provide a sample are identi-
cal to those incurred when a sample tests positive
for drug use. The high refusal rate could contribute to
an underestimation of drug use (MacPherson, 2001).

Research results suggest that the effectiveness
of urinalysis programmes in decreasing consump-
tion may vary with different types of drugs and the
routes of consumption. A major survey of prison-
ers carried out in England and Wales in 2001-2002
concluded that mandatory drug testing, along with
other drug demand and supply reduction strategies,
had substantially reduced cannabis use in prisons,
but had little effect on the use of heroin (Singleton
et al.,, 2005). This is consistent with the results of
another study (Edgar & O’Donnell, 1998), in which
46% of cannabis users, but only 13% of heroin
users reported stopping in response to mandatory
drug testing.

In surveys of prisoners and/or prison staff only a
minority of respondents stated that mandatory drug
testing is an effective deterrent against the use of
drugs, while the majority said that it would reduce
drug use a little but that it would have very little
impact on heavy users of ‘hard’ drugs (Australia:
KPMG Consulting, 2000; Black, Dolan, & Wodak,
2004; Canada: Correctional Service of Canada,

1996; United Kingdom: MacDonald, 1997; Bullock,
2003; Scottish Prison Service, 2004). A significant
number of prisoners believe that it is easy to ‘get
around’ mandatory drug testing procedures (KPMG
Consulting, 2000; Edgar & O'Donnell, 1998). In par-
ticular, prisoners may take advantage of ‘windows
of opportunity’ that allow them to use drugs with-
out being detected. If testing does not take place,
or takes place less frequently, on weekends, as
reviews of programmes in England and Canada have
shown (MacPherson, 2001), prisoners can time use
of heroin and other drugs with short detection times
to reduce the risk of detection. Other methods of
evading detection reported in studies include adding
soap or other contaminants to the sample (Hughes,
2000a). Prisoners also dilute their urine by consum-
ing various amounts of liquid before they are tested
for illegal drug use (MacPherson, 2004).

4.4.2 Do urinalysis programmes have
other benefits?

Drug testing provides data about levels of drug use
in prisons (Fraser et al., 2001), but the results are
severely restricted. Testing alone cannot be used
to assess a prisoner’s long-term drug use, the exis-
tence of a chronic problem or the need for treatment.
Random urinalysis will detect occasions of drug use,
but the interpretations must be made with caution
given variable detection for different types of drugs,
individual physiology, frequency of use and dose of
drug consumed (MacPherson, 2004). In addition,
the number of people tested is usually too small to
monitor trends within a particular prison establish-
ment, and the information too unreliable in the short
term to form a basis for future policy decisions (Gore
et al., 1996).

Significantly in the context of HIV management
efforts, Bird AG et al. (1997) assessed the efficiency
of random drug testing at detecting prisoners who
inject heroin. They concluded that random manda-
tory drugs testing may only detect prisoners’ her-
oin use on a maximum of 18 days out of 28 days
and, if it does not operate on weekends, 9 out of
28 days. Therefore, it is likely seriously to underesti-
mate prisoners’ injecting-related drug use problems.
This was confirmed by a large study undertaken in
England and Wales which indicated that the corre-
lation between self-reported use and positive rates
was lower for opiates than for cannabis (Singleton et
al., 2005). A negative urine sample alone cannot be
taken as proof that an individual has not used cocaine
or opiates, which have relatively fast clearance rates
in urine. It can only be stated that this individual has
not used in the past one to three days.
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4.4.3 Is there any evidence of
any major, unintended negative
consequences?

Switch from cannabis to opioids and
other drugs

It is often claimed that implementation of urinaly-
sis programmes will result in prisoners changing
their drug use by switching from drugs such as
marijuana and hashish, which have a relatively long
detection time of up to five weeks in urine, to her-
oin and cocaine, drugs that are cleared within one
to two days (heroin, other opiates and morphine
derivatives) or one to four days (cocaine), and are
therefore far more difficult to detect (MacPherson,
2001). In the context of efforts to manage HIV in
prisons such a switch would be worrisome because
marijuana and hashish are smoked, posing no risk
of HIV transmission, while heroin and other opiates
are often injected, with potentially greater negative
health consequences, including transmission of HIV
and other blood borne infections.

In a number of narrative reviews and surveys, 28
to 65% of prisoners said that, in their view, urinaly-
sis programmes had indeed promoted switching
from cannabis to less detectable drugs (Canada:
Correctional Service Canada, 1996; United Kingdom:
MacDonald, 1997; Edgar & O'Donnell, 1998; Gore,
Bird, & Cassidy, 1999; Bullock, 2003; Hughes,
2000a). In one study, prison officers indicated that
there had been a noticeable shift from ‘soft’ to
"hard’ drug usage (MacDonald, 1997). In two stud-
ies, a small number of prisoners confirmed that they
had indeed switched to heroin to avoid detection
(Bullock, 2003; Edgar & O'Donnell, 1998).

Studies undertaken in the United Kingdom found
some, although limited, evidence of switching to
injectable drugs (Gore, Bird, Ross, 1996; Farrell,
Macauley, Taylor, 1998; Singleton et al., 2005). The
most recent and largest of these studies found that
25% of prisoners had stopped using cannabis in
prison. 4% of these — 1% of all prisoners — said they
were using other drugs instead, mostly opiates. A
larger group (5% of all prisoners) had used heroin in
their current prison but not in the month before cus-
tody. This group gave ease of availability and need
as the main reasons for taking heroin. However,
16% said that the fact that heroin was less easily
identified was a factor. According to the study, these
results suggest that “given the different status of
cannabis and opiates outside prison and the differ-
ent levels of harm associated with their use, the
practice of making no distinction in punitive terms

between those testing positive to cannabis and opi-
ates should be reviewed"” (Singleton et al., 2005). In
contrast, examination of the random urinalysis data
in Canada, with one exception (Kendall & Pearce,
2000), did not show any general increase in posi-
tive tests for opiates or cocaine since urinalysis pro-
grammes commenced.

Other potential harmful consequences
Both prisoners and staff have reported that imple-
mentation of a drug testing programme increases
tensions and violent incidents in prisons (Gore,
Bird, & Ross, 1996; MacDonald 1997, Edgar and
O’'Donnell, 1998). Despite official policy, prison-
ers have sometimes perceived urine screening
to be anything but random, targeting or harassing
particular offenders (MacDonald 1997; Edgar and
O’'Donnell, 1998; Hughes, 2000a). Many prison-
ers have used words such as “embarrassing” to
describe their experiences with urine screening, and
report that the withdrawal of privileges and impo-
sition of closed visits can contribute to resentment
of the system in which people feel powerless and
unfairly treated (Hughes, 2000a). Attitudes such as
these have the potential to undermine goals of the
testing programme (MacPherson,