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Rationale
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• High burden of BBV among prisoners
• Prevalence HCV, HBV, HIV multiple times higher than general 

population

• Setting of increased risk of BBV transmission 
• Strong association prison history and BBV prevalence in 

PWID

• Complex health and care needs of people in prison
• Opportunity to address healthcare needs of groups 

medically underserved in the community.

Prezentator
Notatki do prezentacji
Recent reviews of prison studies from EU countries found a much higher proportion of individuals in prison infected with viral hepatitis as compared to the general population, with prison prevalence estimates ranging from 0.3 % to 25.2 % for HBV and from 4.3 % to 86.3 % for HCV, which is 28 and 78 times, respectively, higher than estimated prevalence in the general population. Similarly for HIV, prison prevalence estimates ranged from 0.2 % to 15.8 %.  [DH: the hep ata come from a recent ECDC-funded review (Falla et al) , she also researched gen pop: HBV est:  0.9% and HCV 1.1% which  would translate into “up to 28 times and 78 times.]
People in prison also tend to have multiple complex health and social care needs resulting from a mix of specific socioeconomic determinants and environmental factors. Poor infrastructure, overcrowding, inadequate healthcare facilities and delayed diagnosis are recognised additional risk factors in prison settings, where much of the burden of blood-borne infections is linked to a history of injecting drug use among this population.  
Prisons are settings of increased risk for BBV transmission, where enhanced and effective prevention and control measures are required to protect the health of people in detention and staff. At the same time, incarceration represents a unique opportunity to address the healthcare needs of those people in prison who belong to hard-to-reach and medically underserved groups in the community, such as people who inject drugs. 
A significant proportion of people in prison have a history of drug use, and a strong association has been found between prison history and BBV prevalence in people who inject drugs. Many serve short sentences or are remanded in custody for brief periods before trial. The period surrounding arrest and incarceration may be critical in terms of increases in risk behaviour and disruption of care. Disruption of opioid substitution treatment, especially due to brief periods of imprisonment, has been associated with significant increases in HCV conversion. Inside prison, the risk of transmission of blood-borne infections is increased by behaviours such as the sharing of drug-injecting equipment. 



Guidance on prevention and control of 
communicable diseases in prison settings

• Aim: Develop an evidence-based public health guidance 
on prevention and control of communicable diseases in 
prison settings 

• Scope: Improve prevention and control of communicable 
diseases in prison setting by identifying effective (cost-
effective) interventions and service models

• Audience: Policy makers, policy advisors, programme 
managers, professionals involved in national 
guidelines/guidance development, service providers

• Population: People in prison  [>18 years]

Prezentator
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Population: Adult people (≥18 years) in detention including people in remand, people awaiting sentence, people serving sentence; and prison staff when and if relevant
Setting: Prisons and other custodial settings which function as prison, for the confinement of convicted criminals and accused persons remanded in custody and awaiting trial; excluding migrant centers and police detention rooms
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The project is a joint collaboration between EMCDDA and ECDC, with the support of a consortium formed by Pallas, a SR firm, and Health without barriers, the European federation for prison health.The implementation of the project relies on the support of a multi-sectorial expert panel, composed of experts from a an array of professional backgrounds from national institutions, international organisations, civil society, service providers and other EU projects (HA-REACT).

Steps of guidance development
Review of the evidence for selected communicable diseases and prevention and control interventions in prison settings, covering peer-reviewed and grey literature
Assessment of the evidence by an ad hoc scientific panel
Formulation of options by ECDC using the evidence and the input of the ad hoc scientific panel 

Peer-reviewed literature search: Focus on EU/EEA and other high income countries; Search on PubMed; Embase.com; Cochrane Library; Search limits: 1990-2017, no language limit
Grey literature search: Focus on EU/EEA; Search on pre-defined list of websites & call for papers; Search limits: 2000 (2010 for abstracts), no language limit

The guidance has a modular structure to promote easy and targeted access. Two of the modules (ACF, BBV) have been completed and one (on TB) is in preparation.




Prevention and control 
of blood-borne viruses in prison settings

• Review objectives:
• To gain insights in the evidence base for:
 the prevention, care and treatment of HIV in prison settings, 

including throughcare;
 the prevention, care and treatment of viral hepatitis in prison 

settings, with a focus on treatment of hepatitis C, including 
throughcare; 

 the prevention and control of injecting-related infections 
among current drug users in prison settings, including 
throughcare.



Foundational principles BBV 
prevention

* Council of Europe. Recommendation Rec(2006)2 of the Committee of Ministers to member states on the European Prison Rules. Vienna: Council of Europe; 2006.
United Nation General Assembly. United Nations Standard Minimum Rules for the Treatment of Prisoners (the Nelson Mandela Rules). 2015

Equivalence 
of care

Confidentiality

Communication

Correct test 
results

Connection to 
care

Supportive 
culture

Continuity of 
care 

(throughcare, 
aftercare)

Consent
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Best practice needs “best process” and the implementation of recommended interventions should be based on a number of principles:

The basic principle is Equivalence of care: People in prison have the same right to care as those in the community
The principle of equivalence of healthcare between prison and community in prevention, treatment, care, and support can best be achieved via the integration of community and prison services 

These seven foundational principles are the backdrop to the provision of health services to prevent transmission of blood-borne viruses in prison settings:
They build on work by WHO  in the field of HIV testing : to the 5 principles Consent, Confidentiality, Communication, Correct test results and Connection to care and treatment, the expert panel recommended to add for the prison setting the need for a supportive Culture of the prison system, and for Continuity of Care post-release.

Equivalence does not translate in “equal” services; due to the increased responsibility of the state and the related human rights obligations, people in prison may need (and be entitled to) services and interventions over and above those that are available in the community to achieve equivalence.





Main areas addressed in the 
guidance

8

Prezentator
Notatki do prezentacji
Will be updated with layouted graphic




Systematic search

 

Grey literature 
n=122 
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A peer-reviewed literature search was carried out on January 12th 2017 (PubMed, Embase and Cochrane Library). The search included search strings relevant for all three macro areas. Two search limits were applied; a time limit and a geographical limit. Literature published from 1990 onwards was searched in PubMed and Embase, while literature published in 1980 and later was searched in the Cochrane Library on account of the difference in scope and breadth of the three databases. The literature searches in PubMed and Embase were further limited to include only literature from EU/EEA/EFTA countries or EU candidate countries and other Western countries (i.e. USA, Canada, Australia and New Zealand). 
A grey literature search with a focus on EU/EEA countries was performed to complement the peer-reviewed literature. Articles, abstracts, reports, case studies, service models, guidelines and protocols which focused on prisons and people in prisons were recovered. The search was conducted through a pre-defined list of websites and a call for papers/experts input.
Articles were screened by title and abstract, and if considered possibly relevant, in full text. Further scrutiny of the articles during the extraction phase could have led to exclusion. Inclusion and exclusion criteria by study design/type, study quality, study population, geographical area, comparison and specific outcomes 
Meta-analyses and systematic reviews were checked for any relevant primary articles, and, if necessary (i.e. not already included and of sufficient methodological quality), included. No data extraction was performed for meta-analyses or systematic reviews. During the selection process, the methodological quality of the articles that appeared to present relevant data for the review was critically appraised using standardised evidence-based medicine checklists in order to identify quality issues.



Prevention

 Offer a comprehensive package of preventive measures to 
people in prison that meet the same national standards as 
those recommended for community settings.

 Evidence shows that also in prison settings, condoms and 
behavioural interventions promote safer sex.

 Evidence shows that opioid substitution treatment reduces 
illicit opioid use and risks related to equipment sharing and, 
when continued on release, provides protection from death 
caused by overdose.

 Evidence shows that the provision of clean drug injection 
equipment is possible in prison settings and can successfully 
contribute to a comprehensive programme to reduce BBV 
transmission.

Prezentator
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The body of evidence on BBVs prevention in prison settings is limited and restricted to some of the existing preventive measures. The evidence suggests that provision of condoms and the implementation of behavioural interventions may promote safer sex behaviours in prison settings. Studies on OST consistently show that while patients are in prison, the treatment reduces opioid use, injecting, and sharing of injecting equipment. After release, prison OST patients are more likely to continue treatment, achieving the same benefits, and they face a lower risk of drug-related death. Injecting drug use bears the highest risk of transmission of BBVs among prisoners, due to the re-use of contaminated injecting equipment.  Whilst more limited, the available evidence suggests that the successful implementation of NSP in prison is possible and may lead - as part of a comprehensive response - to a reduction of BBVs transmission among incarcerated PWID. These findings are consistent with the evidence derived from community settings. 
The range of existing BBVs preventive measures includes interventions which should be considered for implementation in prison settings alongside those mentioned above. These include early diagnosis, HBV vaccination, treatment as prevention, safe tattooing and body piercing as well as pre- and post-exposure prophylaxis, prevention of vertical transmission and safe health care service. National (or supranational)guidelines providing recommendations on these measures should apply by the same standards in prison settings.




Opioid substitution treatment in 
prison

• Delayed introduction in prison settings in EU
• 26 countries provide OST in continuation if treatment 

started outside
• Some countries do 

not allow initiation
• Specific OST guidelines 

in 11 countries

Source: EMCDDA Reitox Focal Points

Prezentator
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Main substances methadone and buprenorphine, and suboxone, reflecting situation in the community, 

Continuation of OST (for those who were in this treatment before) officially possible in prisons in 26 EU countries, NO & TK

Initiation of new substitution treatments possible in all countries in prisons except in CY, CZ, NL

OST guidelines specific for prison  in 11 countries

Preparation for release in several countries




OST coverage in 2016: proxy 
indication

(number on OST patients per 100 prisoners on a given day) 
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Source: EMCDDA Reitox Focal Points
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>10%: HR, DK, IE, LU, MT, NO, SI, ES, UK
1-10%: AT, BE, EE, FI, FR, DE, GR, IT, LV, NL, PT, SE 
<1% BU, CY, CZ, HU, PL, RO, TK
Not available: LT, SK 





HBV vaccination

Offer HBV vaccination to people in prison with 
unknown or negative serology.

 Evidence shows that using rapid schedules may 
result in a higher completion rate of the full 
schedule. 

Prezentator
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Considering the high prevalence of BBVs infection in the prison population, the available evidence on HBV vaccination in prison settings and on HBV vaccination effectiveness in the community, it is advisable to offer vaccination for HBV to people in prison. The offer of HBV vaccination at entrance to all individual with no/unknown vaccination history and/or negative serology is consistent with the general principle of disease prevention, in order to avoid, as much as possible, further transmission within the prison setting.
The body of evidence on HBV vaccination strategies in prison settings is limited and weak. The evidence suggests that provision of HBV vaccination using the rapid or very rapid schedule may result in a higher vaccination completion rate in prison settings. However, the available evidence does not provide clear indication on the most effective timing and strategy for HBV vaccination in prison settings. 
Several implementation strategies could be considered, although the level of evidence for the effectiveness of any specific approach is very low.   
The ad-hoc scientific panel considered that prison staff, and particularly correctional officers and health care workers, are at increased risk of acquiring HBV as result of occupational hazards. HBV vaccination may be considered as a relevant prevention measure for these groups as also recommended by existing supranational guidelines. Also, the offer of HBV vaccination after needle-stick injuries, other acute exposure and to all babies born to incarcerated mothers – including vaccination at birth– as appropriate and in accordance with national guidelines, was considered highly relevant.  



Testing for viral hepatitis and HIV

Actively offer BBV testing to all people in 
prison upon admission and throughout the 
time in prison.

 Evidence shows that pro-active provision of BBV 
testing leads to a higher uptake; health 
promotion and peer education have been shown 
to increase HIV testing uptake.

See also detailed guidance 
published in May 2018:

Prezentator
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This slide presents the key elements of the guidance resulting from expert consultation and several re-iterations.
Unfortunately the evidence collected is quite limited, with very few comparative studies and mostly derived from non-EU/EEA settings. Nevertheless, in consideration of the high prevalence of infection with HBV and HCV in prison setting, the higher risk of transmission during incarceration and the availability of prevention and care options, It was concluded that universal active case finding at entrance is justified. Several interventions were reported to successfully increase the uptake of testing, including peer-education and the use of rapid test.



Viral hepatitis and HIV treatment

Offer appropriate treatment to individuals 
diagnosed with HIV, HBV or HCV infection in 
prison settings, in line with the guidelines 
applied in the community and meeting the 
same provision standards as in the community.

 Evidence shows that treatment of BBV infections 
is feasible and effective in prison.

Prezentator
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There is a strong rationale to provide ART both for individual and for public health benefit. People in prison with a HIV diagnosis should be treated by the same standards as people in the community. In accordance with current guidelines, individuals diagnosed with HIV should be initiated on ART regardless of CD4 count. 

Research evidence shows ART is feasible in prison settings. There is no reason to neither withhold nor delay ART for people in prison. However the challenge of ensuring continuity of care after release, along with other possible barriers, may influence the decision to initiate people on ART. This may be particularly relevant for foreign nationals. 

Research evidence on models of care is limited and does not point towards a specific model. There is an indication that multidisciplinary approaches including specialists care may improve adherence and treatment outcomes. The evidence does not indicate an advantage of DOT versus SAT in terms of adherence or treatment outcomes in prison settings, however the evidence base is limited and non EU/EEA specific. DOT is effectively implemented in a number of EU/EEA countries. When possible, patients should be allowed to choose the most appropriate/suitable treatment administration option being it DOT or SAT.

No CE studies



Continuity of care

 Actively support and ensure continuity of care 
between prison and community.

 Evidence shows that release from prison is a key barrier 
to continuity and adherence to drug and infectious 
diseases treatment.

 Evidence shows that collaboration and partnership 
between prison and community health-care services 
promote and facilitate uninterrupted care.

 Evidence shows that active referral to external services 
improves treatment adherence.

Prezentator
Notatki do prezentacji
Throughcare: It entails continuity of care when transitioning from the community to prison settings, as well as from prison settings back into the community. The latter covers both interventions starting in prison settings aimed at prevention of BBVs post-release, as well as interventions starting in prison settings to increase linkage to care for BBVs or drug addiction post-release.

Transitional care for people entering and being released from prison is an essential component of quality health care services for people at higher risk of acquiring a BBVs infection and for individuals with HIV, chronic viral hepatitis or with problematic drug use.
The available evidence suggests that behavioural and skills building interventions aimed at promoting BBVs prevention post-release may result in improved behavioural outcomes, at least for sexual transmission risk. 
However, the body of evidence on service models for throughcare is limited and does not point towards a specific model to achieve continuity of care when transitioning in or out of prison for individuals with HIV, chronic viral hepatitis or with problematic drug use. Some interventions, such as comprehensive pre-release preparation and active referral to community health services or drug dependency services, could be considered to increase linkage to care and promote treatment adherence, although the level of evidence for the effectiveness of any specific approach is very low. 




Service priorities 
at the different stages of detention 
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The role of monitoring

 Prison health is public health 
Monitoring essential to support policy and 

practice decisions
 Standardised tools to monitor and report 

epidemiological situation and health response 
available

 Integration with wider national health 
monitoring beneficial

Prezentator
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Prison health is an essential part of public health and as such it would need to be integrated into the overarching national monitoring system, yet this is seldom the case in EU/EEA countries. It is important to actively monitor all elements of health care provision within prison, by using standardised data collection tools, to assess the effectiveness of the interventions, existing barriers and to inform planning and resource allocation. In particular, it would be relevant to collect standardized data with breakdown by risk groups, with particular attention to people with drug use disorders and drug use patterns before entering prison and inside prison. For example, it would be relevant to capture new diagnoses resulting from active case finding programmes in prison settings within national communicable diseases surveillance. This would not only allow for a comprehensive assessment of the individual and public health benefits of these interventions, but would also contribute to better understand the burden of disease within the prison population, the related health needs and would create the bases for adequate resource allocation. Ideally an effective monitoring system to be implemented in the prison system should generate reliable data to be shared among stakeholders. These data could provide critical evidence to develop tailored interventions for prison settings as well as sustain the timely and effective resolution of service delivery challenges. Ultimately, epidemiologic and programmatic data from the prison system could be integrated within a national/international data collection systems, to inform comprehensive health policy and planning. 

Note re. EMCDDA: The EMCDDA is a specialised EU agency in charge of monitoring the drug situation in Europe. Data on drug use and related health problems in prison, as well as on responses to drug use in prison in the 28 EU Member States, Norway, and Turkey, are reported annually in “European drug report: trends and developments” and the Statistical Bulletin, and every 3 years in “European guide on health and social responses to drug problems”. Based on a common monitoring framework, and in synergy with other tools, a European Questionnaire on Drug Use among Prisoners (EQDP) for cross-sectional prison surveys is available and a tool for standardised data collection on drug-related interventions in prison is in development. For an overview, see http://www.emcdda.europa.eu/topics/prison_en

ECDC captures the prison setting in its Dublin monitoring.

Note re. HIPED: As the only WHO prison programme anywhere in the world, the Partnership for Health in the Criminal Justice System at the WHO Regional Office for Europe is a first-of-its-kind platform for information dissemination, networking, and good practice sharing in the area of prison health. With contributions from partners representing the main areas of the field, the platform provides resources for policy makers, researchers, and members of the public interested in prison health. This includes the recently launched minimum public health dataset, the Health in Prisons European Database (HIPED), which covers data on the main areas of prison health, including prison health systems; the prison environment; risk factors for diseases; and the screening, prevention, treatment, and prevalence of communicable and non-communicable diseases. For more information see http://apps.who.int/gho/data/node.prisons




Need for more research

 Limited published research to confirm evidence-based 
interventions

Grey literature and unpublished research remain 
fundamental source, but impose limitations

 Research on design of effective service delivery 
models lacking

Worldwide Prison Health Research & Engagement 
Network (WEPHREN) may foster future research 
https://wephren.tghn.org/

 ECDC, EMCDDA and WHO resources available

Prezentator
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Prison settings are probably one of the most challenging environments for conducting scientific research. Many factors may have a discouraging effect: ethical issues, the growing complexity of the prison population, multiple vulnerabilities, mistrust in prison institutions and the consequently problematic doctor/patient relationship. 
The high turn-over of the prison population, due to short sentences as well as frequent transfer to other facilities, negatively impacts the participants’ retention and hampers the capacity to measure the outcomes of scientific research performed within prison facilities.
suboptimal cooperation between prison personnel with different professions and roles, shortage of staff trained in conducting specific research tasks,  the lack of economic resources devoted to prison health management and lack of interest of the institution/s responsible for health care delivery in prison 
Research targeting prison population has the potential to expose service gaps, risk behaviours and unlawful practices taking place in prison settings, raising issues that responsible authorities need to address.

Note re WEPHREN: Public Health England, in partnership with The Global Health Network and the WHO Regional Office for Europe, recently launched an initiative to substantially catalyse this process: the Worldwide Prison Health Research & Engagement Network (WEPHREN) is an open access international collaborative forum aiming to improve the health of people in prison through developing the evidence base, disseminating important research findings, fostering effective collaborative networks, and capacity building and professional development initiatives. It is open for participation from prison health policy makers, planners, and researchers. Find out more at https://wephren.tghn.org

https://wephren.tghn.org/


Online resources: 
systematic review reports

• https://ecdc.europa.eu/en/publications-data/systematic-review-active-case-finding-communicable-diseases-prison-
settings

• https://ecdc.europa.eu/sites/portal/files/documents/Systematic-review-tuberculosis-in-prisons-May2017.pdf

• emcdda.europa.eu/publications/joint-publications/ecdc/systematic-review-blood-borne-viruses-in-prison_en

https://ecdc.europa.eu/en/publications-data/systematic-review-active-case-finding-communicable-diseases-prison-settings
https://ecdc.europa.eu/sites/portal/files/documents/Systematic-review-tuberculosis-in-prisons-May2017.pdf


Online resources: 
guidance documents
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https://ecdc.europa.eu/en/publications-data/public-health-guidance-active-case-finding-
communicable-diseases-prison-settings
http://www.emcdda.europa.eu/publications/joint-publications/ecdc/guidance-blood-borne-viruses-in-
prison_en

https://ecdc.europa.eu/en/publications-data/public-health-guidance-active-case-finding-communicable-diseases-prison-settings
http://www.emcdda.europa.eu/publications/joint-publications/ecdc/guidance-blood-borne-viruses-in-prison_en


Thank you 



Prevention of Hep & HIV in prison 
settings – findings from research

 The body of evidence on Hep/HIV prevention in prison settings is limited and 
restricted to some of the existing preventive measures.

Intervention 
description

Studies included Outcome 1: 
Sero-
conversion

Outcome 2: behaviour 
change

Other outcomes Level of 
evidence

Condom 
distribution

EU/EEA (0)

N=1 study; 
Cross-sectional 
[Dolan, 2004], 
sample size (606)

NR 52%, 28% reported always 
using condom for anal and oral 
intercourse, respectively

Use condom machine: 
28%
Use condoms for sex: 
40%

Very low

Safe tattooing 
program

EU/EEA (1)

N=1 study;
conference 
abstract [Humet, 
2012], sample size 
[90]

NR 68% of those who requested, 
performed safe tattooing 
(69.5% had previously been 
tattooed)

66% requested safe 
tattoos

-

Group 
behaviour/skill
s-building  
intervention 

EU/EEA (0)

N=2 studies; 
RCT [Lehman, 
2015; St Lawrence, 
1997], sample size 
[1257; 90]

NR Greater improvement in 
intervention group for some 
indicators, e.g. HIV knowledge 
confidence, avoiding risky sex, 
avoiding risky drug use, 

NR Low

Prezentator
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Unfortunately the evidence collected is quite limited, with very few comparative studies and mostly derived from non-EU/EEA settings. 
None of these studies reported on the primary effectiveness outcome, i.e. seroconversion after the introduction of a BBVs prevention intervention. 
One cross-sectional study reported on a free condom distribution program in prison, where 150 condom vending machines were installed, dispensing boxes containing one sachet of lubricant, one sealable disposal bag, and an information card. Overall, 28% of inmates used the condom machine. Of those, 40% used it for sex, 25% for self-masturbation, and 19% used the sealable disposal bags for storage of substances. During the study period, 24 571 condoms were dispensed per month. Case study from Czech republic experience in setting up a condom distribution programme.
A conference abstract reporting on a safe tattooing program in prison (not further defined), found that 66% of inmates requested safe tattoos, of whom 68% performed safe tattooing. Anecdotal evidence from France and Lux complements the guidance in the form of case studies.
In a randomised controlled trial (RCT) comparing a group behaviour intervention, using six weekly one-hour interactive group sessions, to usual care where inmates received didactic lectures, a greater improvement in the intervention group was found for all five measured outcomes: HIV knowledge confidence, avoiding risky sex, avoiding risky drug use, HIV services and testing, and risk reduction skills.
In another RCT comparing six weekly group sessions using skills training to six weekly group sessions using unstructured discussion, those in the skills building intervention showed greater improvements in acknowledging a partner’s request and in condom application skills, while those in the discussion intervention group showed greater improvements in commitment to change. However, there were no significant differences for many other outcomes, such as refusing unprotected sex or the sharing of used drug injecting equipment and intentions to use condoms.

Acceptability and barriers (data not shown)
In a cross-sectional study, inmates and staff were asked about experiences with condom vending machines: 84% of inmates, 85% of commissioned/senior officers, and 43% of prison officers supported condom provision. Of the inmates, 68% did not experience harassment for obtaining condoms, while 15% experienced harassment by other inmates and 7% by officers. Of the inmates, 14% believed condom availability would increase the occurrence of rape. In a cross-sectional study examining condom provision during weekly health education classes, HIV test counselling or upon request, 11% of inmates had been given a condom while in jail. Overall, 55% of inmates and 64% of staff reported that distributing condoms is a good idea as condoms are an effective and low-risk method to prevent the transmission of HIV or STIs. Those objecting mentioned: concern of institutional and personal safety; perception of the intervention as an endorsement of same gender relationships; inconsistent message of condom availability given that sexual activity is prohibited by institutional policy. Among inmates, 42% believed condoms would increase likelihood of sex in jail, and 13% of staff reported occurrence of problems caused by condom distribution (not further defined). Both studies reported no major incidents comprising prison safety. 

Cost effectiveness (data not shown)
One cost-effectiveness study was included, focusing on condom distribution. Model: staff visited a MSM unit once a week, at which time inmates could receive one single condom. According to the model and compared to usual care, this program resulted in 25% of HIV transmissions averted, reducing the number of new infections from 0.8 to 0.6 per month, and in cost savings over the next 32 years of almost 75 000 US Dollar.







Prevention of Hep & HIV among PWID in 
prison settings – findings from research

 The body of evidence on Hep/HIV prevention targeting PWID in prison settings is 
limited

Intervention 
description

Studies included Outcome 1: Seroconversion Other outcomes Level of 
evidence

Needle and 
syringe 
programmes

EU/EEA (3)

N=3 study; 
3 longitudinal 
studies [Stark, 
2006; Heinemann, 
2001; Arroyo, 
2015]; sample size 
(174; 231; NR)

*HCV: 4 out of 22 HCV (IR 18/100 person-
years);
*No seroconversions were observed during 
the intervention period
*Between 1998 and 2014 the prevalence of 
HCV and HIV infection in Spanish prison 
system decreased from 48.6% to 20% and 
from 12% to 5.8%, respectively. Temporal 
association, causality not assessed.

No adverse events reported All very low

Opioid 
substitution 
treatment

EU/EEA (0)

N=2 study;
2 RCTs [Dolan, 
2003; Dolan, 
2005], sample size 
[both studies 191 
OST, 191 control]

*4-month follow up: HIV: 0 at baseline and 
follow-up; HCV: 4 out of 32 OST and 4 out of 
35 control
*4.2-year follow up:
HIV: IR 0.276/ 100 person-years, 95% CI 
0.033-0.996
HCV: IR 21.3/100 person-years, 95% CI 15.6-
29.2

No adverse events reported

Increased risk of HCV 
seroconversion: periods of 
imprisonment of <2 months 
(p≤0.001), OST periods of <5 
months (p=0.01)

All very low
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Unfortunately the evidence collected is quite limited. Five of the six included studies reported on the effectiveness of interventions to prevent injecting-related infections among PWID in prison settings 
Three studies reported on needle and syringe programmes (NSPs), and two on opioid substitution treatment (OST).
NSP
One study (Stark) examined NSPs in one female and one male prison. Automatic dispensers were used in the female prison, while in the male prison the exchange of used material for sterile material was done through social workers three times a week [62]. The investigators found no HIV and HBV seroconversions and a seroconversion incidence rate of 18/100 person-years for HCV during the study period. All four HCV seroconverters denied tattooing, piercing, sexual risk behaviour, sharing syringes in prison, but three out of four reported front-loading or sharing of spoons for drug preparation prior to seroconversion. 
The other study (Heinemann) reporting on an NSP based on the installation of syringe vending machines, found no seroconversions during the intervention period and no adverse events were reported [61]. Almost all subjects in the latter study reported frequency of sharing used injecting equipment as unchanged or only slightly decreased.  
Arroyo reported on the implementation and impact of a nation-wide  NSP in the Spanish prison system in a longitudinal study [63], during which the number of participating prisons increased from one (in 1997) to 38 (in 2003) after which it declined again to 22 (in 2014). The prevalence of HCV infection in the Spanish prison system decreased from 48.6% in 1998 to 20% in 2014, and the prevalence of HIV infection from 12.1% in 2003 to 5.8% in 2014. The decrease in prevalence of HCV and HIV among people in prison in Spain reflects the introduction of a range of effective harm reduction measures, including OST, NSP and ARV in the community and in prisons, which coincided with a decline at national level of injecting drug use and a reduction in new injecting-related infections.
Anecdotal evidence from Switzerland and Lux (case study) indicate no adverse events after introduction of NSP. 

DH note: A review of prison-based syringe exchanges found that, overall, reported drug use decreased or remained stable over time, and that syringe sharing declined dramatically. In addition, no new cases of HIV, hepatitis B or hepatitis C transmission were reported. Dolan K, Rutter S, Wodak AD. Prison-based syringe exchange programmes: A review of international research and development. Addiction. 2003 Feb; 98(2):153-158. 

Barriers: The acceptance (not defined in the study) of the overall project among incarcerated PWID was significantly higher than among non-injectors (p-value not reported). Furthermore, the two studies reported a similar proportion (58-61%) of prison employees who evaluated the programme as "bad" or "very bad". At the end of the study period, the majority of the employees was still not convinced of the need for an NSP.
 
OST
One RCT comparing introduction of an OST programme to usual care (no OST) found no difference in HIV and HCV seroconversion between the OST and the control group after four months. In a follow-up study of the above mentioned RCT, all participants were offered OST after four deferral period months and were followed up for approximately four years [60]. A seroconversion incidence rate of 21/100 person-years was found for HCV, and of 0.28 per 100 person-years for HIV. Individuals incarcerated for less than two months and those on OST for less than five months had a significantly increased risk of HCV seroconversion. No EU evidence. Studies not sufficiently powered to assess incidence on HCV.
The OST dropout risk was ten times higher during short prison sentences (≤1 month) compared to when subjects were in the community (p<0.001), although after 4 months imprisonment was significantly protective for OST dropout (p≤0.002)




Intervention 
description

Studies included Outcome 1: 
Acceptance

Outcome 2: Uptake Level of 
evidence

Standard 
schedule
[0, 1, 6 
months]

N=2 studies; 
1 cross-sectional [Devine, 2007], 
sample size [391]; 1 unpublished 
research report [Gabbuti 2014], 
sample size [1408-2376]

EU/EEA (1)

83%

12.9% (2009)-24.3% 
(2014)

Dose 1: 43%
Dose 2: 48%
Dose 3: 19%

Dose 3: 76.1% (35/46) 
in 2009 – 51.7% 
(185/358) in 2014

Very low

Very rapid 
schedule
Vs
Standard 
schedule

N=1 study; 
1 RCT [Christensen, 2004], follow-up 
[NR], sample size [72]

EU/EEA (1)

100% Very rapid vs Standard 
(Dose 3): 
63% vs 20%
Difference in uptake was 
significant (p=0.017)

Very low

Very rapid 
schedule
[0, 7, 21 days; 
booster 12 
months]

N=3 studies; 
1 longitudinal (HBV vaccine) 
[Christensen, 2004], follow-up [NR], 
sample size [566] 
2 cross-sectional (one with HAV/HBV 
combined vaccine) [Gilbert 2004; 
Costumbrado, 2012], sample size 
[1363; 4719]

100%; NR (HBV)

34% (HAV/HBV offered 
to MSM only)

HBV
Dose 1: 100%; NR
Dose 3: 81%; 29% 
Booster: 42%; 6%-24%

HAV/HBV
Dose 1: NR
Dose 2: 77%
Dose 3: 58%

Low/very 
low

HBV vaccination in prison settings –
findings from research

 The body of evidence on effectiveness of HBV vaccination strategies in prison 
settings is limited

Prezentator
Notatki do prezentacji
The evidence base on HBV vaccination strategies in prison settings was limited – only part of the evidence presented. 
Only one comparative study (open label RCT) was found reporting on the coverage of the third vaccination dose with the standard and the very rapid schedules. In addition, eight non-comparative studies were included covering a range of different vaccination schedules. One of these studies reported on the offer of hepatitis A virus (HAV) and HBV combined vaccine to MSM. One additional study reported on the comparison between two different HBV vaccines using the rapid schedule. As assessing the effectiveness of different vaccine products is not in the scope of this document, the results of the two study arms have been merged. Two studies (not reported) explored HBV vaccine acceptability in the prison setting. Finally, three cost-effectiveness studies were retrieved, of which two assessed the cost-effectiveness of combining HAV and HBV vaccination, either adding single dose monovalent HAV vaccine or using the combined HAV/HBV vaccine. Overall, the evidence base was very heterogeneous as it derived from a broad geographical area within and beyond the EU/EEA, it reported on different vaccination schedules, vaccine combinations, targeting distinct sub-populations. As a result, it is challenging to develop any evidence-based conclusion regarding the most effective vaccination strategy for HBV in prison settings. 

Additional evidence from Scotland (case study): HBV vaccination for all prisoners was introduced in 1999 in the absence of a universal childhood vaccination programme. A recent evaluation found that uptake of HBV vaccination among PWID in the community had significantly increased since the introduction of universal prison vaccination, and that current levels of HBV infection among PWID were low in Scotland compared with other European countries (Palmateer et al., 2017).  





HCV treatment in prison settings –
findings from research

 The body of evidence on HCV treatment in prison settings is largely limited to IFN-
based regimens

Intervention 
description

Studies included Outcome 1: 
SVR

Outcome 2: 
Treatment 
completion

Level of 
evidence

Comparison 
community-based 
vs. prison-based 
treatment (IFN-
based regimen)
EU/EEA (1)

N=2 studies
1 matched cohort [Aspinall, 2016]; 
sample size [1428]
1 comparative [Rice, 2012], sample size 
[553]

- People in prison: 
42.9%-73.6%
- Community:
38.0%-62.9%

No significant difference

- People in prison: 
75.0%-73.5%
- Community: 86.6%

No significant 
difference

Moderate;  
low

Provision of second 
generation DAAs

EU/EEA (7)

N=7 studies
5 conference abstracts [Touzón-López, 
2016; Jiménez-Galán, 2016;  Mínguez-
Gallego, 2016; Fernàndez-Gonzàlez, 
2016; Pontali, 2017]; 2 unpublished 
reports [Michel, 2017, Meroueh, 2017], 
sample size [207; 50; 40; 83; 142; 23; 
141]

85.0%-94.7% 90.0%-95.5% -

Comparison DOT 
vs. SAT (IFN-based
regimen)

EU/EEA (0)

N=2 studies; 
1 RCT [Saiz de la Hoya, 2014], sample 
size [244]; 1 conference abstract [Saiz
de la Hoya, 2010], sample size [244]

Overall: 63.5%, 62.2%
- DOT: 60.6%, 58.5%
- SAT: 65.9%, 65.9%

No significant difference

Overall: 83.0%, 
79.8%

Low

Prezentator
Notatki do prezentacji
This is a selection of the evidence – very few comparative studies and largely all peer-reviewed literature is based on IFN-based regimens.
Twenty-nine of the 34 studies reported on the effectiveness of different models of care to achieve sustained viral response (SVR) and completion to HCV treatment. Of the twenty studies on INF-based regimens using ribavirin (RBV) and interferon (IFN), 15 studies were descriptive studies on usual care models including DOT, SAT or a combination. Two were comparative studies assessing DOT-based treatment versus SAT-based treatment. One study reported on a telemedicine intervention to support treatment provision in prison settings. Finally, two studies compared community-based treatment to prison-based treatment outcomes. Nine studies, none from the peer-reviewed literature, reported descriptive data on DAAs treatment (2 on first generation; 7 on second generation) in prison settings 
 
Key findings:
Two studies showing no difference in clinical outcomes for HCV treatment in/out of prison – with the exception of people being released during treatment!
DAAs provision – lot of activities but all documented via abstracts/unpublished research. Promising outcomes
Two non-EU studies on DOT vs SAT: no evidence of difference in prison settings

Cost effectiveness findings not shown. Accumulating evidence from modelling studies indicate that scaling up HCV treatment with DAAs in the prison setting is likely to be cost-effective and to significantly reduce HCV incidence and prevalence among PWID and in the community at large (Stone 2017, He 2016)





HIV treatment in prison settings –
findings from research

 The body of evidence on HIV treatment in prison settings is sizeable
Intervention 
description

Studies included Outcome 1: 
Adherence

Outcome 2: Viral 
suppression

Level of 
evidence

Usual care -
Combination of 
DOT and SAT

EU/EEA (2)

N=7 studies; 
3 longitudinal [Kirkland, 2002; Meyer, 2014; 
Springer, 2004], follow-up [24 weeks; until 
release; until release], sample size [108; 
882; 1099]; 3 cross-sectional [Soto Blanco, 
2005; Altice, 2001; Mostashari, 1998], 
sample size [177; 205; 102]; 1 conference 
abstract [Manzano, 2010], sample size[170]

62%-94% 23%-62%

Significant decrease 
in viral load in n=2 
studies, decrease 
(significance NR) in 
n=1 study, from 
baseline to follow-up

All very 
low

Telemedicine with 
HIV specialist

EU/EEA (0)

N=1 study; 
1 comparative [Young, 2014], sample size 
[1201], follow-up [18 months]

NR Significant increase 
in likelihood of viral 
suppression in 
telemedicine group

Very low

Clinical pharmacist-
lead treatment
EU/EEA (0)

N=1 study; 
1 longitudinal [Bingham, 2012], follow-up 
[NR], sample size [135]

73% Increased from 32% 
to 66% following 
intervention 
(significance NR)

Very low

Comparison DOT 
vs. SAT (IFN-based
regimen)

EU/EEA (0)

N=2 studies; 
1 longitudinal [Wohl, 2003], follow-up [3-4 
months], sample size [31]; 1 RCT [White, 
2015], follow-up [48 weeks], sample size 
[43]

No significant 
difference 
[measured by e-
monitoring, pill-
count or self-
reported]

No significant 
difference 

Very low

Prezentator
Notatki do prezentacji
A total of 21 studies reporting on HIV treatment provision in prison settings were included. Fifteen were peer-reviewed articles and five were conference abstracts, of which eleven were from the EU/EEA. This is a selection of the evidence – very few comparative studies.
Key findings:
Several studies on ART in prison, but no comparative ones. In consideration of the 909090 targets, treatment outcomes could be improved
Two non-EU studies on DOT vs SAT: no evidence of difference in prison settings
Two alternative models of care show improvement in clinical outcomes – task shifting is promising in prison setting

Overall, 19 of the 21 included studies reported on the effectiveness of different models of care to achieve retention and adherence to HIV treatment in prison settings. Thirteen studies were descriptive studies of usual models of care. Six reported on self-administered therapy (SAT) and seven reported on a combination of directly observed therapy (DOT) and SAT. In three studies a DOT-based HIV treatment approach was compared to a SAT-based approach. In addition, one study reported on a telemedicine intervention to improve HIV quality of care, another investigated a clinical pharmacist-led HIV treatment approach, and one conference abstract reported on a monthly nurse evaluation intervention.
Adherence to HIV treatment was reported by ten studies. It ranged from 42% to 72% in studies reporting on usual care with SAT, from 62% to 94% in studies reporting on usual care with a combination of DOT and SAT, and was 73% in the clinical pharmacist-led treatment study. The studies comparing DOT with SAT reported a median adherence range of 90%-100% in the SAT group and 82%-100% in the DOT group (depending on definition used), with no significant difference between the two approaches.
Viral suppression as main treatment endpoint was reported by thirteen studies. The proportion of patients achieving viral suppression ranged from 46% to 83% in studies reporting on usual care with SAT, and from 23% to 62% in studies reporting on usual care with a combination of DOT and SAT. Five studies reporting on usual care examined whether viral suppression from start of treatment improved significantly. Three studies found a significant improvement, two measured at release and one measured 6 months after start of treatment. The other two studies did not find a significant improvement in viral suppression after start of treatment, one after 24 weeks and one after 12 months. One study comparing DOT with SAT reported viral suppression rates of 53% and 56% for DOT and 32% and 44% for SAT, at 24 weeks and 48 weeks, respectively, with no significant difference between the two approaches. The study reporting on the telemedicine approach found a significant increase in the likelihood of achieving viral suppression in the telemedicine group compared to the usual care group (OR 7.0, 95% CI 5.1–9.8; p< 0.001).
Acceptance (not shown): Two studies reporting on the combination of SAT and DOT modalities of treatment administration registered a proportion of patients transitioning from DOT to SAT (1.6% and 13.5%) much lower than that of those transitioning from SAT to DOT reported in one study (23.5%).
Significant predictors of adherence (not shown) were reported in six studies and were classified as: 
Personal: good general/medication management, perception of the benefits of ART and acceptance of treatment, no depression, no fatigue, higher academic background, no IDU as risk factor for HIV transmission
Clinical: good CD4 level/viral load, absence of HIV-related symptoms, no treatment-related side effects
Environmental: active occupation inside prison, having flexible prison officials who would open the cell to take medication when needed, having a social network, including having support outside prison and receiving visits, reliance in doctor and other healthcare staff.
Reasons for loss to follow-up/attrition (not shown) were reported in four studies and was mostly due to environmental reasons, i.e. transfer or release 
No studies were found on the cost-effectiveness of models of care for HIV treatment in prison settings.





Continuity of care post-release –
findings from research (I/III)

 The body of evidence focussed primarely on HIV treatment
Intervention 
description

Studies included Outcome 1: Linkage to care Outcome 2: be-
haviour change

Level of 
evidence

Individual-level 
educational and skills-
building intervention 
vs. 
usual care (medication 
supply at release NR)

N=1 study; 
1 RCT [MacGowan, 
2015], follow-up [3 
months post-release], 
sample size [73]

EU/EEA (0)

No significant change in taking HIV 
medications from at release to 3 
months post-release in both groups 
and between groups; statistically 
significant increase in receiving 
health care at HIV clinics at 3-month 
post-release (62.5–84.4 %) in 
intervention group

No significant change 
in unprotected sex, 
IDU, and STI 
diagnosis from 3 
months pre-
incarceration to 3 
months post-release 
between groups

Low

Individual-level 
intensive case 
management 
vs. 
usual care (both 30-
day medication supply 
at release)

N=1 study; 
1 RCT [Wohl, 2011], 
follow-up [48 weeks 
post-release], sample 
size [89]

EU/EEA (0)

No significant difference between 
both groups in % medical care 
access ≥once, median time to clinic 
access, mean number of clinic visits, 
hospitalisation rate, emergency care 
visits, outpatient subtance abuse 
care post-release

NR Low

Ecosystem 
vs. 
individually focused 
(both medication 
supply at release)

N=1 study; 
1 RCT [Reznick, 2013], 
follow-up [12 months 
post-release], sample 
size [151]

EU/EEA (0)

Ecosystem significantly less likely to 
be taking ART and be adherent at 4-
month post-release (both groups 
significant decrease vs. baseline), 
but no significant difference in 
groups and between groups at 8 and 
12-month post-release

No significant 
difference between 
both groups in 
sexual behaviour 
post-release

Low

Prezentator
Notatki do prezentacji
Nineteen studies, all from outside the EU/EEA, were included reporting on throughcare, and no economic evaluation was retrieved. While throughcare encompasses the two transition periods of admission to and release from prison, all retrieved studies only reported on the latter.  
A number of comparative studies described and reported the impact of behavioural and skills building interventions aimed at improving BBVs prevention post-release (not shown). In most cases the interventions resulted in greater improvements on several behavioural outcomes, such as occurrence of unprotected sexual intercourse, compared to usual care. However, this was not the case for all measured outcomes, including some specifically relevant ones such as IDU and sharing needles. In general, interventions were well accepted with low rates of refusal. Attendance to intervention sessions varied widely and different measures were used, however it was reported to be higher for pre-release sessions. 

Linkage to HIV care post-release was investigated in five comparative studies assessing the impact of a range of interventions from individual education and skills-building programmes to active referral, intensified case management and retention on OST. A study describing an intensified post-release case management approach (being met at the gate by a case manager) showed a significantly higher likelihood of participation in drug/alcohol treatment and significantly less engagement in sex exchange and street drug use in the intervention group as compared to control. A study reported that retention on OST post release was associated with better treatment outcome, such as viral suppression. No significant difference was reported in access to HIV care or substance abuse services, and adherence to HIV treatment post-release between intervention and control groups in the other studies. Other studies described usual care approaches such as active referral to community health care services including provision of drug prescription to the patient upon release.




Continuity of care post-release –
findings from research (II/III)

 The body of evidence focussed primarily on linkage to HIV treatment
Intervention 
description

Studies included Outcome 1: Linkage to care Outcome 2: be-
haviour change

Level of 
evidence

Being met at the gate
vs.
Not being met at the 
gate (education, 
counselling and 
discharge planning)

N=1 study; 
1 longitudinal [Jacob 
Arriola, 2007], follow-
up [6 months post-
release], sample size 
[226]

EU/EEA (0)

Those being met at the gate were 
significantly more likely to participate 
in drug/alcohol treatment than the 
control group

Those being met at 
the gate were 
significantly less 
engaging in sex 
exchange and use of 
street drug than the 
control group

Very low

Usual care 
(active referral after 
release, with or 
without medication 
supply)

N=2 studies; 
2 longitudinal [White, 
2001; Althoff, 2013], 
follow-up [NR], sample 
size [77; 867]

EU/EEA (0)

69% received 3-day supply 
prescription, of whom 71% picked it 
up; 46% of those re-jailed received 
HIV medications in community

61% had an appointment with a 
community HIV care services; 38% 
attended twice in 6-month period

NR Very low

Usual care (referral 
after release only, 
unclear if active or 
passive)

N=1 study; 
1 longitudinal 
[Beckwith, 2014 [198]], 
follow-up [NR], sample 
size [64]

EU/EEA (0)

58% linkage to care

No significant association between 
length of incarceration and linkage to 
care

NR Very low



Continuity of care–
findings from research (III/III)

 The body of evidence on OST comes largely from non-EU countries
Intervention 
description

Studies included Outcome 1: Linkage to care Outcome 2: be-
haviour change

Level of 
evidence

No OST in prison 
without (Group 1)/with 
(Group 2)  referral to 
community OST
Vs
OST in prison and 
referral 

N=1 study; 
1 longitudinal [Kinlock, 
2009],
follow-up [12-month], 
sample size [204]

EU/EEA (0)

-Group 1:25% enrolled in care; 0% 
were on OST at 12-month
-Group 2: 53.6% enrolled in care; 
17.3% were on OST at 12-month
-Group 3: 70.4% enrolled in care; 
36.7% were on OST at 12-month
Pairwise comparison all significant 
(p<0.01)

Positive urine test for 
opioid at 12-month 
post-release
significantly less for 
Group 3.

Low

No OST in prison with 
referral to community 
OST
Vs
OST in prison and 
referral

N=1 study; 
1 RCT [Gordon, 2017], 
follow-up [12-month], 
sample size [211]

EU/EEA (0)

Participants in the in-prison BPN 
group were significantly more likely 
(p=0.012) of enrolling into 
community OST programmes (47.5% 
vs. 33.7%).

No statistically 
significant difference 
for heroin use and 
crime, opioid and 
cocaine positive 
urine screening test

Low

OST in prison and 
financial support
(Arm1)
Vs.
No OST in prison with 
(Arm 2)/without (Arm 
3)  financial support

N=1 study; 
1 RCT [Mac Kenzie, 
2012], follow-up [6-
month], sample size 
[90]

EU/EEA (0)

Participants on OST prior to release 
significantly more likely to enter 
treatment post-release (P < 0.001);
Among those enrolled in community 
OST, those who received OST in 
prison did so within fewer days (P 
=0.03).

Participants on OST 
prior to release 
reported less heroin 
use (P = 0.008), 
other opiate use (P = 
0.09), and injection 
drug use (P = 0.06) 
at 6 months

Very low

Prezentator
Notatki do prezentacji
Linkage to and retention on drug dependency treatment post-release was investigated in three RCTs assessing the impact of induction on OST pre-release. All studies showed increased likelihood of enrolment and retention in OST programmes among those receiving OST pre-release.
Based on the available evidence, it is hard to draw conclusions on the intervention to be best implemented in prison settings, since all studies investigated different intervention and prevention strategies and comparison groups (or none at all), among different populations and applied in different settings, using diverse outcomes over variable follow-up periods. 
Linkage to care post-release is identified as a key step in providing continuity of care in several national and supranational guidelines. In particular, these documents stress the responsibility of the prison health care system to design and implement effective referral pathway to guarantee linkage and promote access to adequate care after release to avoid treatment discontinuation, including HIV, OST and viral hepatitis. 
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