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Abstract

This report provides an overview of the performance of prison health systems in the WHO European Region. It contains
2020 data obtained through a survey collected from 36 countries, where a total of 613 497 people were deprived of their
liberty. In most of these countries, responsibility for delivering prison health care was shared between the Ministry of Health
and the Ministry of Justice/the Interior. Preventive services, such as vaccines, were universally offered for COVID-19 in all
Member States, even though deficiencies still persisted in access to vaccination for other diseases such as hepatitis B. The
response implemented for COVID-19 was good, except when people were transitioning into the community. Continuity
of care was an area needing investment, with only around half of Member States ensuring access to community health
services. The most prevalent condition was mental health disorders, but the ratio of psychiatrists to people in prison did
not ensure equity of care and access to treatment was suboptimal. Harm minimization focused mostly on access to drug
use treatment and less on safe injecting or tattooing practices. Access to hepatitis C (HCV) treatment was not on track to
achieve HCV elimination and needs urgent attention. The most common cause of death in prisons was suicide, followed
by COVID-19 and drug overdose. Overcrowding was reported in 20% of Member States. Even though Member States are
improving their capacity to provide disaggregated data, further investment is needed to increase capacity to provide
morbidity and health behaviour data.
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Foreword

“Prison healthis public health” - and I know first-hand that
thisis not merely amemorable headline. In my early career,
my work as a medical doctor in a Siberian prison shaped
my vision of prison health and my conviction that no one
should be left behind. But allow me to go one step further
and highlight that not only is prison health a human right,
but also that every individual is entitled to access health
care in the same conditions as any other person living in the
community, throughout their life course. This is of utmost
importance as prisons are not silos: they are embedded
in communities and the investment made in the health
of people in prison can become a community dividend.
Incarceration should never become either a synonym for
or a sentence to poorer health. Health is a human right as
dictated by United Nations conventions, and all citizens
are entitled to good-quality health care regardless of their
legal status.

The WHO Health in Prisons Programme (HIPP) aims to
improve the health of people living in detention and leave
no one behind in the ambitious goal of achieving universal
health coverage for all citizens. To achieve this aim, it was
considered that the starting point should be an in-depth
analysis of the prison health-care system. The Health in
Prisons European Database (HIPED), open to the publicand
containing data collected through a periodic survey sent
to Member States, facilitates monitoring and surveillance
of health in prisons. The data provide an indication of the
status of prison health in the WHO European Region and
highlight areas of prison health policy that should be better
aligned with WHO guidance. Thisis a unique resource and,
assuch, HIPP has been recognized since 2021 as the United
Nations hub for health information in prison.

One of the key elements in improving health in prison
settings is, undoubtedly, to have high-quality data.

This is particularly important for noncommunicable
diseases (NCDs), as these are not yet prioritized to the same
extent as infectious diseases. The results in the current
report show that only 17% of Member States could extract
data on the rate of overweight or obesity in the prison
population. Although this is a considerable improvement
onthe previous report, itis still suboptimal. For this reason,
WHO believes that it is a priority for prison health systems
to invest in their health records, so that evidence-based
policies can be adopted.

This report also shows that, upon release, less than 50%
of Member States provide a support service to help people
leaving prison to register with community health services,
while less than 40% provide people with medication for
all health conditions. There is abundant evidence that a
significant proportion of people in contact with the justice
system have limited access to health care, before and after
incarceration. All these facts call for greater investment in
continuity of care.

Nelson Mandela once said that “no one truly knows a
nation until one has been inside its jails. A nation should
not be judged by how it treats its highest citizens, but its
lowest ones.” WHO’s European Programme of Work clearly
states that we need concerted actions and partnerships
acrossintergovernmental and nongovernmental agencies,
without forgetting people with lived experience, to achieve
higher gains. Prisons are often neglected, and the area of
prison health has for too long been the invisible part of
WHO’s work. It is time to change this narrative, contribute
to reducinginequalities and invest in the health of people
living in prisons.

DrHans Henri P. Kluge
Director
WHO Regional Office for Europe




Preface

Improving prison health is improving public health.
Incarceration should no longer be a sentence to poorer
health outcomes. Instead, it should be an opportunity to
access timely and quality-based health care, and to address
risk factors for both communicable and noncommunicable
diseases, which will ultimately translate into health gains
throughout the life course. These gains are important not
only forindividuals but also for the population in general, as
prisons are part of communities, and incarcerated people
will return to them upon completing their sentences.

This publication was guided by the European Programme
of Work, 2020-2025 - “United Action for Better Health”
and provides important insights in the context of prison
health into one of its core priorities: moving towards
universal health coverage. We must always bear in mind
thatincarcerated people have theright to access the same
standards of health care, across prevention, diagnosis and
treatment services, as the general population. Therefore,
efforts must be made to drive equitable access and
coverage of services to people in prison, who so often have
been left behind.

However, we are only able to monitor and improve what
we know, and this is no less true of prison health than it is
of other areas. It is often said that information is the new
gold, but data about prison health have historically been
as difficult to collect as the precious metal itself. This limits
ourability to design and implement effective interventions

that serve the needs of Member States. So, it was a game
changerwhen, in 2019, the results of the first HIPED survey
(HIPEDS) were published - the first ever comprehensive
report on prison health, providing a comprehensive
overview of the status of prison health in the WHO European
Region. The current publication covers not only health
services and outcomes, but also other areas that have a
tremendous impact on health, such as behavioural factors
and the prison environment. This latest report shows that
inequalities still exist across the Region, as incarcerated
people continue to have higher prevalence of disease
and worse outcomes when compared to the general
population. This means that there are many challenges
that remain to be tackled over the coming years and that
higher priority must be given to addressing the health-
care needs of this vulnerable group. In addition, the report
shows how important it is to invest in robust surveillance
systems in prisons that allow enhanced data collection and
storage, and highlights the importance of integrating these
systemsinto national health information systems to ensure
continuity of care.

Nevertheless — and in spite of the challenges that remain
- we are confident that the latest iteration of this report
will inspire Member States in their efforts, providing
a comprehensive basis for action towards achieving
better prison health and better public health in the
WHO European Region.

Dr Nino Berdzuli
Director, Division of Country Health Programmes,
WHO Regional Office for Europe

Dr Carina Ferreira-Borges
Regional Advisor, Alcohol, Illicit Drugs and Prison Health,
WHO Regional Office for Europe




Executive summary

| Background

Established in 1995, the WHO Health in Prisons Programme
(HIPP) is committed to addressing the health needs of
people in prison. Given that such people are typically
excluded from population health data collections, HIPP has
recognized the need for comparable data on the health of
peoplein prison and on prison health governance, systems
and administration. The availability of these data is an
essential component in the monitoring of prison health
system performance, and can ultimately be used to improve
health services in prisons and reduce health inequalities.

To bridge the gap between evidence and policy, between
2014 and 2016 HIPP led the development of the WHO
Health in Prisons European Database (HIPED), which
represents one of the first attempts to provide comparable
data on prison health systems in the WHO European
Region and lays a foundation for future work to generate
comprehensive and comparable data on prison health in
Europe and globally. The data contained in this database
are obtained through answers provided by Member States
in the HIPED survey (HIPEDS), which focuses mainly on
the health of people in prison and the health systems and
services that exist to serve this population.

The previous edition of the current report, Status report on
prison health, published in 2019, has been widely used by
policy-makers, researchers and practitioners, attesting to
its utility. Nonetheless, this same publication also revealed
that many areas of prison health were still “black holes” of
information and that health information systems had to be
improved. Following this publication, HIPP did not allow
the COVID-19 pandemic to stop its work. On the contrary,
thischallenge was turned into an opportunity to strengthen
health information systems, and it was during this period
that a minimum dataset was developed and implemented
to help monitor the evolution of the epidemiological
situation and the responses devised at country level.
This voluntary exercise, which involved Member States
periodically reporting cases identified in prison, together

with theirevolution and outcome, undoubtedly contributed
to a greater capacity to provide reliable data in a timely
manner.

In 2021 HIPP was recognized as the United Nations
information hub for health in prisons data, clearly
acknowledging the enormous contribution it had madein
the area. Notwithstanding, it was recognized that there were
still many limitations in the information that was available
or could be extracted or shared; the aim is to progressively
address these limitations, apparent in the current report,
over the coming years. In 2021 the WHO Prison Health
Framework was published, which provides a framework
forassessing prison health system performance and which
was used to standardize data collection and reporting and
to structure revision of HIPEDS. The development of this
framework may be considered a first step in the process of
improving data quality.

|| Methodology

All health ministries of the 53 Member States of the WHO
European Region were invited to nominate a focal point
to answer HIPEDS. After nominations had been received,
all focal points were sent a token to enter their responses
online. Whenever necessary, Member States also had the
option of filling in HIPEDS in writing and data were then
entered centrally. HIPEDS was operationalized in eight
sections as follows:

Penal statistics

Prison health systems

Health service delivery

Health outcomes

Prison environment

Health behaviours

Adherence to equivalence and other international
standards

H. Reducing health inequalities and addressing the
needs of special populations.

OTMmo 0 ®>




Further information on the correlation between the
structure of HIPEDS and the structure of the current report
is given in section 1.2 below.

All data collected are from the year 2020, except when not
available; in such cases, the period of reporting is duly
acknowledged. Data were mainly analysed descriptively.
Bivariate analysis was used to evaluate if countries where
the responsibility for delivery of prison health care lies
with the Ministry of Health perform differently from others
(section 3).

|| Key findings

Prison population

Atotal of 613 497 people living in prison establishments
was reported in the represented European countries. The
average number of people in prison per 100 000 inhabitants
in Europe was 108.8, ranging from 23.0 in San Marino to
246.0in Georgia.

Only five countries in the WHO European Region did not
legally permit the use of life sentences.

Prison health-care systems

The most common situation in 2020 was for responsibility
forthe delivery of prison health care to be shared between
the Ministry of Health and the Ministry of Justice/the Interior
(n=21). There were eight countries where the responsibility
lay with the Ministry of Justice alone, and seven where it lay
with the Ministry of Health alone.

In half of all responding Member States (n = 18), the Ministry
of Justice was responsible for financing prison health care.

Preventive services

All Member States reported that they had COVID-19
vaccination services available in all or most prisons.
However, for other vaccine-preventable diseases,
availability was more variable and qualified in many
cases. Of particular note, 16.7% of Member States did not
offer vaccination against hepatitis B (HBV) or diphtheria-
tetanus-pertussis (DTP) in any prisons, both of which are
recommended for all people on admission to prison.

Post-exposure prophylaxis (PEP) against HIV was available
in all prisons in 75.0% of Member States. However, less than
60% of Member States had pre-exposure prophylaxis (PrEP)
availablein all prisons.

Only three Member States (8.3%) offered needles and
syringes free of chargein all prisons. Other products offering
protection against bloodborne infections from risky drug-
related or sexual behaviours (such as disinfectants and
lubricants) were also scarce; the most commonly available
product was condoms, which were still offered by less than
half of Member States in all prisons. One Member State did
not offer soap free of charge in any of its prisons.

The majority of Member States (62.9%) had policies in
place to promote physical activity, the lack of which is an
important risk factor for many noncommunicable diseases
(NCDs).

However, 60.0% of Member States reported that they
provided treatment areas for people with drug use
disorders either in a minority of prisons or not at all, while
over 60% did not provide any promotional materials on safe
tattooing practices.

Rehabilitation

Educational opportunities were offered by all Member
States in all or most of their prisons. Employment
opportunities, meanwhile, were available in all but one
Member State in all or most prisons.

Primary care

Primary care is the main pillar of high-quality health care.
Many Member States experienced difficulties reporting
individual data that would allow the quality of primary
care to be characterized. Only about a third of Member
States could do so. Cardiovascular disease (CVD) was
particularly well managed in these countries, with nearly
97% having implemented one or more routine health-care
visits in the previous year, and over 92% providing access
to pharmacological treatment. Diabetes management,
by contrast, was suboptimal, with 86.1% of people with
this condition having had access to at least two routine
health-care visits in the previous year, and 65.5% having
at least one ophthalmology visit over the same period;




the most favourable indicator for diabetes was access
to pharmacological treatment, which was provided for
over 95% of individuals. Oral health was an area calling
for greater investment of resources, as only 72.8% of
individuals had had access to one or more oral health visits
in the previous year.

Prevention and management of infectious diseases,
especially COVID-19, were considered quite good, as
nearly 80% of Member States had contingency plans for
managing the impact of an infectious disease, over 94%
said that allindividuals had access to laboratory tests when
required, and all Member States provided access to hand
sanitizer/soap and water and face masks. Whatever other
difficulties health systems may have faced, several efficient
solutions were put in place to address COVID-19, and over
97% of Member States reported that access was available
to everyone’s immunization status. Only two Member
States said that prisons were not mentioned in their
nationalvaccination plans. The weakest aspect of COVID-19
prevention and control was the procedure followed priorto
release, when nearly 80% of Member States said that they
did not test individuals before they were released.

All Member States reported that history of tuberculosis (TB),
and current signs and symptoms of TB, were assessed at
or close to admission for all people in prison. Almost 70%
of Member States offered diagnostic tests in addition to
clinical evaluation, and half of Member States provided
additional assessment for multidrug-resistant TB (MDR-TB)
in the event of a positive test.

Access to and completion of treatment for HIV and hepatitis
C (HQV) fell below the levels recommended by the United
Nations Programme on HIV and AIDS (UNAIDS). Only 91.1%
of individuals with HIV had access to treatment, and just
52.5% completed it. In the case of HCV, only 48.7% had
access to treatment and 54.5% completed it.

Access to pharmacological treatment for hypertension,
CVD, diabetes and cancer was made available by over
90% of Member States able to report it. Lower values were
reported for access to pharmacological treatment of drug
use (64.9%) and mental health disorders (80.9%).

Secondary and tertiary care
Arrangements/protocols were in place for transferring
people in all prisons to specialized institutions to treat
cancer in 83.3% of Member States. In the case of severe
mental health disorders, the comparable figure was 86.1%
of Member States.

Continuity of care

In more than 72% of Member States, there was a procedure
in place to ensure medication reconciliation at time of
admission. However, less than half of Member States
(n=17;47.2%) reported that they had a support service
to register people with community health services upon
release, and 11.1% did not provide any medication upon
release. Of those Member States providing medication at
time of release, 14 did so for all conditions. Among the
other 18 Member States, which provided medication for
certain conditions only, medication was provided, in order
of decreasing frequency, for HIV, TB, HCV and drug use
disorders.

Performance

There were 36.4 health-care staff per 1000 people in
prison, with higher values for nurses and physicians when
compared to the community. Conversely, there were fewer
dentists than expected (1.4 per 1000 vs 6.2 in the general
population). There were similar numbers of psychiatrists
(1.3 vs 1.4 per 1000), which - given the high levels of drug
use and mental health disorders in prisons - suggests that
more investment in staff is need in order to assure equity
of care.

Morbidity

Between 14 and 28 Member States were able to provide
figures on the number of individuals with diagnoses on
record. However, only four could provide data on oral
health status. The most prevalent condition reported was
mental health disorders (32.8% of the population). Drug
use disorders represented nearly 8% of the population.
The most common NCD was hypertension (10.9%),
followed by CVD (6.1%) and diabetes (3.0%). HCV and
HIV represented, respectively, 3.8% and 2.6% of the
population. These figures should be interpreted cautiously,
as underreporting is very likely given what is known about
the profile of the prison population.




Mortality

All Member States reported mortality data, 35 of which
could also indicate cause of death. The standardized
all-cause mortality rate per 100 000 incarcerated people
was 42.5, as compared to 136.9 in the general population
forthe sameregion. The most common cause of death was
suicide, followed by COVID-19 and then drug overdose.

Prison environment

In more than 94% of Member States, people in all prisons
had access to showering and bathing facilities, with
water at a temperature appropriate to the climate. The
situation was less good with respect to access to a toilet
in-cell in all prisons, which was reported in only 69.4% of
Member States.

In all Member States, people in all prisons were given the
opportunity to spend at least one hour per day outdoors.
In over 90% of Member States, in all prisons, facilities for
physical activity were available that people were allowed
to use at least once a week.

The least favourable indicator in this domain was
overcrowding, where nearly 20% of Member States (seven
countries) exceeded their official capacity. Also, nutritional
options available were suboptimal, with only 44.4% of
Member States having diets adapted to meet gender needs.

Health behaviours
Only 4-10 Member States (11.1-27.8%) were able to
provide data on health behaviours. Among those reporting,

the most prevalent behaviours were smoking (63.1%
of the population) and drug use (17.8%). Overweight
(BM125.0-29.9 kg/m?) was found in 34.8% of the population;
obesity (BMI = 30.0 kg/m?) in 9.7%. Only 10.5% of the
population could be considered physically active. Even
though the data were derived from a minority of Member
States, the estimates seem relatively well aligned with the
wider literature.

Adherence to equivalence and

other international standards

In most Member States, health-care services were subject
to the same accreditation procedures as in the general
community. In all Member States, health-care professionals
were subject to exactly the same ethical and professional
standards. However, despite these good practices,
more than 22% of Member States reported that clinical
decisions could be overruled or ignored by non-health-
care prison staff.

Reducing health inequalities and addressing
the needs of special populations

National standards to meet the needs of special
populations were mentioned by a majority of Member
States - most commonly for pregnant women and people
who use drugs (both 90.0% of Member States), followed
by people with physical disabilities (86.7%). Over a third
of Member States said that access to pregnancy tests
was not given upon admission. In 2020, 105 women were
reported by 27 Member States to have given birth in prison,
representing 0.6% of the females detained.







Introduction

|| The European prison population

It is estimated that around 11.5 million people are held in
prison globally (1) and around 13% of those are detained
in Europe. The number of people living in prison in
the European Union (EU) was around 463 700 in 2020,
a decrease of around 6.6% compared to 2019, which was
mainly due to COVID-19 measures (2).

According to Eurostat, the average incarceration rate in
the EU in 2020 was 104 people per 100 000 population (2),
but this value varies widely from country to country. Other
sources thatinclude countries outside the EU indicate that
the figure ranges from 30.7 per 100 000 in Liechtenstein up
t0328.1 per 100 000 in the Russian Federation (3).

Imprisonment comprises both jails, where unsentenced
people are held, and prisons, where sentenced individuals
are held. According to Eurostat (2), 19.1% of people
incarcerated were unsentenced. There is also wide
variability in this indicator, with the highest value (43.3%)
found in Luxembourg and the lowest in Romania (7.8%).
The share of unsentenced people increased in 2020, again
probably as a result of the COVID-19 pandemic.

The variability in these figures is principally due to
differences in the penal systems and criminal laws that
exist nationally. Some offences may be punishable by
law in some countries but not in others; drug offences,
for example, are severely punished in some countries,
while in others consumption is addressed by noncriminal
diversion schemes.

The profile of the prison population has consistently shown
that females represent approximately 5% of the total prison
population, with a slight increase observed from 2019 to
2020 (from 5.3% to 5.4%) (2).

|| Prison health systems

The Universal Declaration of Human Rights of 1948 (4) was
created to ensure that:

everyone has the right to a standard of living
adequate for the health and well-being of himself
and of his family, including food, clothing, housing
and medical care and necessary social services, and
theright to security in the event of unemployment,
sickness, disability, widowhood, old age or other
lack of livelihood in circumstances beyond his
control.

This declaration does not exclude people living in prison.
On the contrary, it specifically states that “everyone is
entitled to all the rights and freedoms set forth in this
Declaration, without distinction of any kind”.

Nonetheless, because it was felt that there was a need to
provide States with detailed guidelines for protecting the
rights of persons deprived of their liberty, from pretrial
detainees to sentenced prisoners, the United Nations
developed the Standard Minimum Rules for the Treatment
of Prisoners, known as the Mandela Rules (5). In these
rules, a specific section is devoted to the right to health
care, several aspects of which are highlighted. Rule 24
states that “The provision of health care for prisoners is
a State responsibility” and that “Prisoners should enjoy
the same standards of health care that are available in the
community, and should have access to necessary health-
care services free of charge without discrimination on the
grounds of their legal status”. Rule 25 states that “Every
prison shall have in place a health-care service tasked
with evaluating, promoting, protecting and improving the
physical and mental health of prisoners, paying particular
attention to prisoners with special health-care needs or
with health issues that hamper their rehabilitation”.
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However, such rules are intended to offer guidance (they
are not legally binding), and mechanisms and support are
needed to facilitate their uptake. For this reason, structures
such as the European Committee for the Prevention
of Torture and Inhuman or Degrading Treatment or
Punishment (CPT) were created (6). According to this body,
“An inadequate level of health care can lead rapidly to
situations falling within the scope of the term ‘inhuman and
degrading treatment™ (7). The CPT performs regular visits to
prisons during which health-care services are audited and
the following aspects are taken into consideration:

(a) access to a doctor

(b) equivalence of care

() patient’s consent and confidentiality
(d) preventive health care

(e) humanitarian assistance

(f) professional independence

(g) professional competence.

In addition to the CPT, some countries have created
national bodies that have similar purposes. One example
is His Majesty’s (HM) Inspectorate of Prisons, which is
responsible for evaluating the extent and quality of
health care in prisons in England and Wales. In one of this
organization’s reports (8), it was stated that the quality of
care varied greatly and that equivalence of health-care
services and health-care providers’ training were not always
ensured. In many countries in the WHO European Region,
there are currently agencies in charge of inspecting prison
services and a major concern of these agencies is evaluating
equivalence of health care, compared to community
health services.

Primary care is the most effective and efficient element of
health care in any public health system; it is the foundation
of prison health services and, as such, should be available
to every person living in prison. Ata minimum, primary care
interventions are required at the times of highest risk to the
health of those in prison — namely, at time of admission
and release. However, such interventions are also needed
to address health matters that arise in the course of
imprisonment (9).

It has also been acknowledged that testing for infectious
diseases in European correctional facilities could

substantially prevent disease transmission not only in
prison settings but also in the communities to which people
leaving prison return (10).

In comparison with the general population, there is a high
incidence of psychiatric conditions among peoplein prison.
Consequently, a doctor qualified in psychiatry should be
attached to the health-care service of each prison, and
some of the nurses employed there should have had
training in this field (7). While some mental health care
can be provided in the primary care context, severe forms
of mental illness may require specialized treatment, so
mechanisms to ensure referral of severe cases are needed.
Suicide remains the leading cause of mortality in prisons
worldwide, but noncommunicable diseases (NCDs) are
increasing and were reported (in 2018) to be the leading
cause of mortality in England and Wales (11). Among NCDs,
cardiovasculardisease (CVD) and cancer play a central role,
and while most cardiovascular conditions may be treated
and managed in primary care, the same is not true of
many types and stages of cancer. In such circumstances,
mechanisms to ensure access to specialized care are also
essential for people in prison living with cancer.

The interface between public
and prison health systems

The Helsinki Conclusions - a set of conclusions reached
following a major international prison health conference
that took place in Helsinki, Finland, in 2019 - highlight
the need to recognize health care delivered to people in
prison as part of a pathway to and from community health
services (12). Therefore, in order to ensure that universal
health coverage reaches those most in need - the poorest,
the most marginalized, women, children, and people
with disabilities, as well as people in prison - efforts must
be made to drive equitable access for these groups. The
Mandela Rules (5) also state that:

Health-care services should be organized in
close relationship to the general public health
administration and in a way that ensures
continuity of treatment and care, including for HIV,
tuberculosis and other infectious diseases, as well

as for drug dependence.
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This general notion of continuity of care also holds true
for NCDs.

Itisimportant to consider that transitions of care occur both
ways, on both admission to and release from prison, and at
these moments errors are prone to occur because of missing
information. As such, mechanisms to ensure safe transition
of care are recommended, and these include (for instance)
medication reconciliation (13). Another important aspect
to bear in mind is that, for many people, there are severe
barriers, including lack of insurance, that prevent them
from accessing health care, and prison may be their first
opportunity to make contact with health-care providers.

It has been demonstrated that the period immediately
following release is crucial to prevent overdoses and
suicide. Studies show that, particularly during the first
two weeks following release, there is an increased risk of
opioid overdose death (14). Also, in this same period, the
risk of death from any cause is more than 12 times higher
for people leaving prison than itis for their counterpartsin
the outside community (15).

These are the main reasons that have led to transition
clinics being developed and progressively expanding in
various locations (16). There are already studies published
demonstrating that creating such structures represents a
good investment - they encourage better use of existing
health-care resources and reduced recidivism, and hence
produce cost savings (17,18).

The health profile of people
in European prisons

Health is influenced by many factors, generally referred
to as health determinants. These may be categorized in
broad groups, such as genetic, behavioural, environmental,
medical and social. Social determinants of health comprise
economic and social conditions, which are shaped
and influenced by socioeconomic and political factors,
including education, occupation and income (19).

It has been well established that people in prison often
come from marginalized groups of society. For example,
socialinequalities are evidentin United States penitentiary
systems (20). It is little surprise, therefore, that, compared
with the general population, people in prison tend to have a
higher prevalence of infections such as HIV, hepatitis B virus
(HBV), hepatitis C virus (HCV), other sexually transmitted
infections (STls), and tuberculosis (TB) (21,22). However, it
has also been noted that the incarceration period itself may
further increase the risk of acquiring such infections (23).
The literature suggests that prisons are burdened with a
high prevalence not only of infectious diseases but also of
the risk behaviours that encourage transmission of these
diseases (24).

One of the environmental factors that has a major impact
on the prison population is overcrowding, which has both
a direct impact on health, for example by enhancing the
transmission risk of airborne diseases such as TB (25),
and an indirect impact, as it significantly diminishes the
capacity of the prison health-care system to meet the needs
of its patients (26). Other prison-specific environmental
risk factors have been identified as potentially increasing
the risk of self-harm; these include solitary confinement,
disciplinary infractions, and sexual or physical victimization
experienced while in prison.

Mental health and drug use disorders are both highly
prevalent in the prison population. Recent data suggest
that around half the prison population with nonaffective
psychosis or major depression have a comorbid drug use
disorder (27).

Finally, NCDs and their risk factors are of growing concern
in the prison population. Weight gain during incarceration
appears to be common (28), with a consequent high
prevalence of CVD and diabetes (29). Rates of smoking
in the prison population as high as 80% have been
reported (30), with consequences for both respiratory
conditions and cancers (29).
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1. Methods

1.1 The WHO Prison
Health Framework

The Health in Prisons European Database (HIPED), first
developed in 2016, relies on periodic data collected through
asurveysentoutto all Member States of the WHO European
Region. Data collated through this survey, first published
in 2019, contained information provided by 39 Member
States. In view of the data gaps identified in this first report,
further validation work was carried out in 2020 to refine
the indicators and to develop strategies forimproving the
quality of country reports.

In 2021 the WHO Prison Health Framework, a new
framework for assessing prison health system performance,
was developed to support Member States in improving their
prison health systems (31). The purpose of the framework is
to enhance Member States’ capacity to evaluate the impact
of changing governance models or improving service
provision and to assess the impact that such initiatives
have on the health status of people in prison. The published
framework was then used to guide and optimize data
collectionin the second HIPEDS round, conducted in 2021.

The current framework is built on two cross-cutting
principles: adhering to international standards on human
rights and reducing health inequalities (Fig. 1). The first
block of the framework captures system-level aspects of
prison health care (i.e. inputs); the second block captures
provision/delivery aspects of prison health care (i.e.
outputs). These building blocks are in turn modified by two
influencing factors: the prison environment and the health
behaviours of peoplein prison. Ultimately, all these various
elements affect health outcomes.

|| 1.2 HIPEDS

The initial version of HIPEDS was presented to the WHO
Health in Prisons Programme (HIPP) Steering Group, with
arequest forinput on wording, clarity and appropriateness
of the proposed indicators. Expert feedback was then
incorporated into a refined version.

At the planning stage of the survey, two focus group
discussions were held with the aim of exploring potential
difficulties in the collection, aggregation and sharing of
data. The selection of countries to participate in these
discussionswas guided by a number of criteria; they should
be countries:

« where there were multiple regions or nationalities
« where there were different health financing systems

- where data information systems varied in level of
development and complexity

- where there were different health governance
arrangements.

Only participants who signed an informed consent form
were included. The focus groups were facilitated by
two WHO staff, audio-recorded and transcribed for data
analysis. Following this, further modifications were made
to HIPEDS.

The current status report broadly follows the format of
the modified HIPEDS. The correlation between the eight
HIPEDS sections and the sections of this report are shown
in Table 1.
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Fig. 1. The WHO Prison Health Framework
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Table 1. Eight HIPEDS sections and their relation to the status report

HIPEDS section

Section in status report

A Penal statistics 2.1
B Prison health systems 2.2
C Health service delivery 23
D Health outcomes 2.4
E Prison environment 251
F Health behaviours 252
G Adherence to equivalence and other international standards 26.1
H Reducing health inequalities and addressing 2.6.2

the needs of special populations

Inputs to prison health systems (B) were assessed under
fourdomains:

(1) Responsible level of government administration
and responsible organization (2.2.1)

S)

Financing of prison health care (2.2.2)

w

Vision and strategic approach to prison health (2.2.3)

=

Health information system used to monitor the
prison health system (2.2.4).

The outputs of the prison health system (C) were also
assessed under four domains:

(1) Preventive services (2.3.1)

(2) Rehabilitation (2.3.2)

(3) Medical care (including primary care, secondary
and tertiary care, and continuity of care) (2.3.3)

(4) Performance of the health-care system (including
availability of health-care staff and medicinal
products; accessibility; acceptability; and quality
of care) (2.3.4).

The areas assessed in HIPEDS in order to operationalize
each of these four domains are shown in Table 2.

Theimpact of the prison health system on health outcomes
(D) was assessed under three domains:

(1) Health and well-being
2) Morbidity
3) Mortality.

Morbidity was operationalized by requesting Member
States to report “diagnosis on record”, which could be
used to estimate prevalence by dividing by the total prison
population. The conditions considered in this domain
were: TB, MDR-TB, HIV, HBV, HCV, STls, COVID-19, mental
health disorders, drug use disorders, oral health problems,
diabetes, hypertension, CVDs and cancers.

For mortality, the main focus was on mortality rates of the
most important and common causes of death in prisons.
Mortality rates were considered for suicide, drug overdose
and COVID-19. Other causes of death, categorized as
“other”, included CVDs, HIV/AIDS, cancers, and other
broader categories that could not be disaggregated, such
as “natural causes”.

The survey also aimed to assess two cross-cutting
principles: adherenceto international standards forhuman
rights; and addressing inequalities (assessed through the
availability/existence of standards and guidelines). We also
attempted to assess inequalities in the prison population
by comparing the availability of health staff in prisons and
inthe general population and by comparing mortality rates
of the most common causes of death in prisons with the
values obtained in the general population.




Table 2. Domains and areas assessed in HIPEDS

Domain

Area assessed to operationalize domain

Preventive services

Disease prevention

Health protection

Health promotion

Assessment of NCD risk factors, mental health problems, oral health, chronic
disease, COVID-19 immunization status, screening for infectious diseases (HIV, HBV,
HCV, STls, COVID-19)

Screening for cancer (breast, cervical, colorectal)

Availability of hygienic and sanitary products

Existence of health promotion materials and policies for physical activity in prisons
Smokefree policies in the prison setting

Treatment areas available for people with drug use disorders

Rehabilitation

Access to education and employment opportunities

Allocation to prison close to home (to maintain family links)

Medical care

Primary care

Secondary and tertiary care

Continuity of care

Availability of contingency plans for managing the impact of infectious disease
outbreaks

Accessibility of laboratory tests for suspected infectious disease cases

Access to treatment: TB, HIV, HBV, HCV, STls, mental health problems, drug use
disorders, diabetes mellitus, hypertension, CVD, cancer

Existence of transfer mechanisms for specialized care for severe mental health
disorders and cancer

Medication reconciliation at admission

Registration with community health services upon release from prison for HIV, TB,
HCV, drug dependence

COVID-19 testing upon release

Performance
Availability of health care
Acceptability

Accessibility

Quality of care

Availability of health workforce

Obtaining and documenting informed consent for health assessments and
interventions

Availability of immunization for vaccine-preventable diseases
Access to HIV prophylaxis
Regular assessments of availability of essential medicines

Availability of standardized procedures for reporting adverse drug reactions and
medication errors

Mechanisms in place for patient involvement in health care
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|| 1.3 Data collection procedure

The process used for reaching the target audience was
multistaged and initiated by an invitation sent by HIPP to
the Ministries of Health of all 53 Member States of the WHO
European Region, requesting nomination of a focal point.
Where prison health services were not under the authority
of the Ministry of Health, invitations were forwarded to
the responsible ministry (such as the justice or interior
ministry). Irrespective of the option taken by the focal point,
interministerial cooperation was encouraged and explicitly
requested in the survey instructions.

As nominations were made, focal points were sent
HIPEDS, together with an explanation of the process,
and given two months to respond. When this timeline
was deemed unsuitable, an alternative date for delivery
of responses was agreed between HIPP and the Member
State concerned. A permanent helpdesk was created to
respond to any difficulties experienced in answering the
survey. Individualized tokens were sent to focal points for
online submission of their responses. At the same time,
in anticipation of potential limitations in Internet access,
paper-based submission was also allowed, after which
data were entered manually into the system by HIPP
staff. The system used for the online survey was WHO
Dataform, which is an online survey application based on
the open-source platform LimeSurvey. This web server-
based software supports data collection by enabling the
development and publishing of complex online surveys
that are used to collect responses and export the resulting
datato other applications.

|| 1.4 Data analysis

Data received or entered in the online survey were exported
into a CSVfile and imported and analysed using R software,
version 3.6.3. Forall analyses, a significance level of a=0.05
was assumed.

Data analysis comprised descriptive analysis of all variables
and indicators, as well as composite indicators created from
two or more variables, or data on total population obtained
from external sources (32-35).

For the main part of this report, indicators were mostly
calculated and analysed at European level, for which only
Member States with complete data on that indicator were
included. For some variables of interest, indicators were
calculated at Member State level and the distribution
analysed, either graphically or by presenting the mean,
standard deviation (SD) or range of values. Annex 1 includes
detailed country profiles, with indicators calculated at
Member State level whenever data were available.

1.4.1 Penal statistics

Incarceration rates per 100 000 inhabitants and the number
of people newly admitted to prison per 100 000 inhabitants
were calculated using the total number of incarcerated
people by 31 December 2020 and the total number of
unique individuals entering prison over 2020, respectively
as numerators, both collected by this survey, and total
population data as denominator.

Incarceration rates per 100 000 inhabitants were calculated
using data collected in the survey on the total number of
incarcerated people as of 31 December 2020 as numerator
and total population data as denominator. Likewise, the
number of people newly admitted to prison each year
per 100 000 inhabitants was calculated using the total
number of unique individuals entering prison over 2020
(collected inthe survey) as numerator and total population
data as denominator. In the case of Member States with
various regions, nations, federal states or cantons, such as
Germany, where data were provided independently, the
World Prison Brief (33) was used to obtain data on the total
population of each constituent region.

The percentages of people who were unsentenced or
serving life sentences were calculated by dividing the total
number of each subgroup by the total prison population as
reported for 31 December2020. A similar method was used
in the case of distribution by sexand gender, age structure,
origin or other relevant characteristic.

Occupancy level (an aspect of the prison environment as
influencing factor) was calculated by using the total number
of people incarcerated by 31 December 2020 as numerator
and the total official capacity as denominator.
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1.4.2 Governance arrangements for

delivery of prison health care

Bivariate analysis was used to evaluate if countries where
responsibility for delivery of prison health care lay with the
Ministry of Health performed differently from others. For
this, marginal distributions were analysed. In view of the
small number of observations, the variables of interest for
this study were recoded as two-class variables according
to their natural tendency, and significant differences were
assessed using Fisher’s exact test.

1.4.3 Health-care staff availability

Ratios of prison staff and health-care staff per 1000 people
incarcerated were calculated using the total number
of staff and the total number of people incarcerated by
31 December 2020. Availability of health workforce was
assessed only for the main categories of physicians,
psychiatrists, dentists, nurses and total health-care staff.
To make an assessment of the availability of health-care
staff whenever health-care access was needed, only full-
time staff (or estimated full-time equivalent staff) was
considered. For example, if a Member State said that two
contract staff visited a prison for 2.5 days each per week, this
was considered as one full-time member of staff.

As an indication of equality in availability of human
resources for health, these data were compared with data
for the same categories of health-care staff available for
the general population obtained from Eurostat and the
WHO Global Health Observatory database (36). Eurostat
gives preference to the concept “practising staff”, as it best
describes the availability of health-care resources (37).
Common definitions of the distinct categories of health-care
professionals (doctors, dentists, etc.) were agreed with the
Organisation for Economic Co-operation and Development
and WHO; detailed definitions are available in CIRCABC
(Communication and Information Resource Centre for
Administrations, Businesses and Citizens) (37). For purposes
of comparison with the prison dataset, five indicators were
extracted: total health-care staff (derived by adding health
personnel to nursing and caring professionals), medical
doctors, dentists (both extracted from health personnel)
and psychiatrists (extracted by disaggregating physicians
by medical specialty).

Data obtained from Eurostat relate to human resources
available to provide health-care services in a country,
irrespective of the sector of employment, and are given in

absolute numbers. Data from the prison dataset were given
asfull-time equivalents (FTEs), which were considered to be
areliable estimate, as in many countries — and particularly
for certain specialties — use of part-time staff is common in
the prison context.

1.4.4 Morbidity data

Morbidity data were derived by adding together the total
number of people reported to have each of the diagnoses
on record during 2020, as indicated by the reporting
Member States. The proportion of people with each of
the diagnoses was calculated by dividing this figure by
the prison population reported as of 31 December 2020 in
each Member State that provided data. All data presented
were compared with the scientific literature on prisons to
evaluate their reliability and against data reported for the
prison population taken from an external source, in this
case Global Burden of Disease 2019 (34). However, as 95%
of the prison population is male, only data for males were
considered when using this source.

1.4.5 Access to treatment

Access to health-care and pharmacological treatment
is presented as absolute and relative frequencies; in the
case of the latter, the denominator was the total number
of people diagnosed with the particular disease for a
given Member State, with both diagnosis and treatment
reported. As an exception, TB and MDR-TB were given
only as absolute frequencies, as the number of individuals
receiving treatment might be higher than the number
diagnosed, depending on the guidelines for treatment
adopted and the reporting period.

Completion of treatment is presented as a relative
frequency of people with access to treatment.

1.4.6 Behaviour data

Behaviour data were derived by adding together the total
number of people reported to have engaged in each of
the relevant behaviours during 2020, as indicated by
the reporting Member States. The proportion of people
showing each of the behaviours was calculated by dividing
this figure by the total prison population reported as of 31
December 2020 in the Member States that provided data. All
data presented were compared with the scientific literature
on prisons to evaluate their reliability and against data
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reported for the prison population taken from an external
source, in this case the European Health Information
Gateway (38). As in the case of morbidity data, only data
for males were considered. It should be noted that data
reported in this source are from 2016.

1.4.7 Mortality data

The mortality rate per 100 000 people in prison was
calculated using the total number of deaths reported for
the calendar year 2020 and the total number of people
living in prison as of 31 December 2020. Causes of death
were pre-coded in four categories: suicide, drug overdose,
COVID-19 and other. The first three are always presented
in the country profiles and in the status report. Analysis
of the “other” category depended on the level of coding
available; in some countries, only the highest level of
classification (e.g. natural causes) could be used, while in
others it was possible to use a lower level of classification
(e.g. neoplasms, CVDs, HIV). All codable causes that are
presented were contrasted with information reported for
the general population; this was obtained from the Global
Burden of Disease study (34), where available, and from Our
World in Data for COVID-19-related deaths (35). As the prison
population data were considered from age 20 and over,
we used the crude mortality rate for the same age group.
However, the most recent population-level mortality data
were from 2019 or 2018 (depending on the Member State),
while the prison data were from 2020.

|| 1.5 Data validation

Data validation was conducted in two stages. The first round
of data validation, carried out between August 2021 and
January 2022, was conducted ahead of analysis. Focal
points were contacted as needed to provide clarification
of missing or inconsistent data. Out-of-range values were

identified and dealt with on a case-by-case basis, as time
and resources permitted. External sources were also used
to identify possible impossible orimplausible data. Where
it was not possible to address discrepancies in the data
individually, they were resolved through logic checks,
as Dataform permits skip logic/branching (i.e. setting
conditions for questions base