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13 Drug users in prison 

13.1 Epidemiological situation 

Several surveys have been carried out with a view to estimating the proportion of drug 
addicts in the prison population. The oldest survey goes back to 1986 and was carried out by 
the study service of the Prison Administration (Kensey et Cirba, 1989). This survey estimated 
the proportion of drug addicts amongst new prisoners at 10.7%. These were defined as 
persons who declared themselves as such or reported taking drugs at least twice a week 
during the three months prior to imprisonment. The majority of these drug addicts were men 
(91%), 25% of foreign nationality and 70% consumers of heroin either alone or in association 
with other substances. It should, however, be emphasised that 22% of prisoners questioned 
were cannabis users. This survey indicated that 30% of drug addicts in prison declared that 
they had begun turning to drugs after being in prison. Half of the drug addicts in prison had 
been imprisoned for an offence other than an infringement of drug law (ILS). The proportion 
of ILS was greater amongst cannabis users than amongst heroin users. Finally, this survey 
showed that half the addicts questioned had been re-imprisoned after less than one year at 
liberty. This information already indicated that the control of addiction was inadequate both 
within and outside prison. 

The description of the drug addicts seen in the CSST in 1994 confirms several of the 
observations above: namely, the predominance of men (90 %) and the high level of heroin 
use amongst prisoners considered to be addicts (78%) (Facy, 1997). The proportion of those 
who had been sentenced in the drug addicts of the sample (52%) was rising; 68% were 
recidivists and had, on average, been imprisoned four times. Françoise Facy also 
emphasises that 37% of imprisonments had occurred before the individual became a drug 
user, which underlines the necessity of primary addiction prevention amongst the prison 
population. The proportion of prisoners declaring themselves HIV positive was 18% in 1994; 
the proportion of HIV infected addicts with a methadone prescription was between 35% and 
40%. A quarter of drug addicts reported at least one heroin overdose episode and 22% a 
suicide attempt. One third had already been in touch with a CSST. 

The survey carried out in 1997 amongst 75,825 new prisoners probably gives the best 
estimate – in the sense of being representative – of the frequency of drug use amongst 
prisoners (DREES, 1999).  Thirty-two percent declared that they had made prolonged and 
regular use of at least one drug during the twelve months prior to incarceration (apart from 
alcohol): 25.6% for cannabis, 14.4% for heroin, 8.9% for cocaine or crack, 9.1% for 
medicaments used addictively and 14.6% for multiple addiction. The use of intravenous 
injection at any time or during the previous twelve months was reported by 11.8% and 6.2% 
of prisoners respectively. Amongst minors, the situation also gives cause for concern with a 
quarter declaring that they had made prolonged and regular use of at least one drug during 
the twelve months prior to incarceration and 1.4% by injection. 

Apart from these surveys on a national scale, other surveys have been carried out and have 
shown that the incidence of drug use could be even higher in certain prisons located in 
regions badly affected by addiction. Thus, two surveys carried out in the Marseilles prison 
estimated the proportion of injecting drug users at between 20% and 23%. These surveys 
made the distinction between those who had stopped injecting more than 12 months before 
imprisonment and those actively injecting at the time of imprisonment (one half of users) 
(Rotily, 1994; Rotily, 1997). 
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The European survey of 1997/1998 showed that, amongst the 1,212 questioned in French 
prisons, 43% had declared that they had used illicit substances – not by injection – during the 
12 months prior to imprisonment (cocaine, cannabis/hashish, benzodiazepines etc.), 12% 
had declared that they had injected themselves with drugs at some time in their lives, of 
which 9% during the 12 months prior to imprisonment. Amongst these last, 45% declared 
that they had injected more than 10 times during the four weeks prior to imprisonment and 
34% had shared their equipment for their last injection. The substances most frequently 
declared by these injecting users were heroin (62%), cocaine (42%) and benzodiazepines 
(37%) (ORS, 1999). 

[Note: the French favour the expression, "usager de drogues par voie intraveineuse" (UDVI) 
(user of intravenously administered drugs)] 

With regard to alcohol, the national survey by the Directorate for Research, Studies, 
Evaluation and Statistics [Direction de la recherche, des études, de l’évaluation et des 
statistiques] (DREES) reports that 10,3% of prisoners consumed alcohol regularly (≥ 5 
glasses per day), 16.9% irregularly (≥ 5 consecutive glasses at least once a month) and 6% 
both regularly and irregularly, making a total of one third of inmates with an excessive 
consumption (DREES, 1999). Amongst new prisoners under 18 years of age, this alcohol 
problem is also acute with 16.1% declaring regular or irregular consumption. 

13.2 Availability and supply 

Tobacco is legally available in prisons. Two surveys on the health of prisoners, one carried 
out on a national scale, the other in the PACA [Provence-Alpes-Côte d'Azur] region, reported 
similar incidences of tobacco addiction: 80 % (DREES, 1999). The introduction of alcoholic 
beverages into prisons is forbidden. However, in a survey carried out in four prisons in the 
West and Southeast of the country, 61% of injecting inmates declared that they had 
consumed alcohol during their imprisonment (ORS, 1999). 

In 1996, the Minister of Justice appointed a study group to consider the improvement of the 
care afforded to addicts in prison and the entry of drugs into prisons. The report of the group 
notes that seizures have been made by prison officers in three quarters of all prisons. 80% of 
these were of cannabis. Seizures of heroin were made in nearly thirty prisons but the 
quantities were minimal. Some thirty syringes are confiscated each year. Between three and 
eight overdoses are reported each year, of which half occur during release on licence. 
Medicaments accounted for 6% of incidents (Jean, 1997). 

Surveys on the use of drugs in prison are not representative of the national situation. 
However, carrying them out on several site provides an indication of the extent of the 
problem. A survey carried out in 1996 showed that 13% (9/68) of injecting users active during 
the 12 months prior to imprisonment declared that they had injected drugs during the first 
three months of imprisonment (four of the nine using shared equipment) (Rotily, 1998). The 
European survey carried out in four other French establishments showed that 32% declared 
that they had already used non-injected, illicit substances in prison (ORS, 1999). In addition, 
35% of injecting users declared that they had already injected in prison and 6% that they had 
started to inject in prison. Amongst injecting users still active just before imprisonment, 26% 
declared that they had injected themselves during the last month of imprisonment (of which 
43% more than 20 times), half not having used bleach to disinfect their equipment. 

The 1996 study also revealed that 3% of injecting users declared sexual relations during the 
first three months after imprisonment (essentially heterosexual relations in the visiting room 
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and without condom) (ORS PACA, 1999). Furthermore, 16% of actively injecting users 
declared that they had been tattooed during this period. The table below gives the results of 
the European survey of these practices as declared in prison. It can be seen that it is drug 
users who most frequently declare at-risk behaviour in prison (apart from homosexual 
relations); further, they were more likely to have already had themselves tested for HIV or 
HCV whereas vaccination cover against hepatitis B showed no differentiation according to 
drug use and was altogether inadequate (ORS PACA, 1999). 

Table: Risk-related behaviours in prison (ORS PACA, 1999) 
 Non-users (56%) Non-injecting users (43%) Injecting users (12%) Actively injecting users (9%) 
Heterosexuality 4.7% 11.6% 15.3% 13.6% 
Homosexuality 1.3% 0.8% 1.3% 1% 
Tattooing 10% 31% 39% 43% 
HIV testing 59% 78% 76% 76% 
HCV* testing 37% 58% 59% 
HBV vaccination 24% 34% 27% 24% 

13.3 Contextual information 

On 1 January 2001, France had 187 prisons with 47,837 inmates. The growth of the prison 
population in the course of the last 15 years was 39%, placing France amongst the high-
inflation countries. By way of comparison, countries such as Portugal, Spain and the 
Netherlands experienced growth rates from 140% to 240%. On the other hand, Denmark and 
Sweden had growth rates of 6% and 18% respectively. In France, the inflation of the prison 
population was mainly connected with the increase in length of sentences, which increased 
from 4 to 7 months on average between 1975 and 1996. In addition, the population has been 
contained by the system of presidential pardons, which is an important regulator in our 
country. Since 1996, we have seen a decrease in the number of inmates (-13%) and of the 
proportion of remand prisoners (33.7% in 2001 versus 39.8% in 1996). The rise in the rate of 
imprisonment and the lengthening of sentences led to an overpopulation of the prisons, 
which were, therefore, faced with a considerable workload on both the administrative and 
supervisory side and on their provision of social and health rehabilitation.  In 1996, the 
occupation rate in French prisons was between 100 and 120% in 22% of establishments and 
above 120% in 45% (Tournier, 2000). Finally, attention should be drawn to the increasing 
proportion of women prisoners. This rose from 2.5% in 1975 to 4.5% in 1995, a trend that 
has also been observed in other European countries (Tournier, 1998). However, this trend 
seems recently to have reversed, the proportion of women having fallen back to 3.6% in 
2001.  
Two important changes in the organisation of the prison system have been, on the one hand, 
the large numbers of non-government organisations and professionals from outside the 
Prison Administration now working in prisons, on the other, the reform of the prison hospitals, 
which have been run by the public hospital service since 1994.  The law of 18 January 1994 
guarantees prisoners the same quality of nursing and medical care as is available to the 
general population. They are also registered in the general Social Security sickness-
maternity system. We thus see a strong tendency towards the application of normal rights 
inside prisons. It should also be mentioned that, for some 13,000 places (21 prisons), the 
maintenance, catering, occupation and occupational training services are managed by 
private companies. Up to 2001, they were also responsible for medical care in these 
establishments. This responsibility has now been transferred to the public hospital service. 

                                                
* Hepatitis C virus 
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Drug use in France is controlled by the law of 31 December 1970, which imposes sentences 
of imprisonment on the users of illicit substances.  This law also provides that the courts may 
propose medical treatment as an alternative to sentencing. This treatment order policy has 
not proved very effective with a wide geographical variation in its application and it has had 
very little positive effect on the drug use problem in France (Setbon, 1998). Recently, the 
National Aids Council [Conseil national du Sida] pronounced itself in favour of 
decriminalisation. There is, however, no parliamentary discussion of this question at present. 
France has between 100 and 150 thousand heroin addicts. In 1999, 74,651 persons were 
undergoing opiate substitution treatment. The great majority (88%) were being treated with 
buprenorphine (Subutex®), a medicament available since 1996 through general practitioners 
authorised to prescribe it in urban practices, the remainder being treated with methadone in 
Specialised Addiction Care Centres (CSST). Since 1996, it has been observed that sales of 
buprenorphine have risen steadily and deaths by heroin overdose have fallen, as have 
infringements of the legislation on stupefacients related to this same drug (Emmanuelli, 
2000). 

On arrival in prison, inmates are offered a medical check-up in the Consultative and 
Outpatient Care Units [Unités de consultations et de soins ambulatoires] (UCSA) with, in 
particular, a test for tuberculosis, a voluntary and confidential test for HIV infection and, more 
recently, HCV infection and a vaccination against hepatitis B. Regional Medico-Psychological 
Services [Services médico-psychologiques régionaux] (SMPR) have the responsibility for 
psychological and psychiatric care in 26 prisons while the UCSA have the responsibility for 
physical care. There are 16 CSST that come under the General Health Authority and whose 
task is to identify drug dependence and support drug addicts during their imprisonment. The 
regulatory documents place the co-ordination of the care and treatment of those presenting 
addictive behaviour in the hands of the psychiatrists (medico-psychological and socio-
educational care, co-ordination of the specialist teams intervening inside prisons, 
establishing contacts with external facilities in order to provide follow-up and rehabilitation 
assistance on release, epidemiological records). It should be noted that the responsibilities 
for the identification of drug dependence and the care and treatment of addicts are shared, 
that the notion of risk reduction is not included in the tasks of the SMPR and the CSST and 
that a minority of prisons have a CSST. The personnel of the CSST is largely made up of 
psychologists and specialist workers and may include some nurses but never doctors.  On 
the other hand, there are institutional and organisational links between the SMPR-CSST and 
the UCSA to define a policy for the care and treatment of addiction. It seems that the 
relationship between the two entities tends to be co-operative, centred essentially on 
individual attention to addicted inmates.   Since conflict in this relationship sometimes 
becomes evident, which leads to unsatisfactory care of those with addictive behaviour, 
interministerial recommendations were addressed to the various services concerned in 
August 2001, requiring them to set up a more co-ordinated organisation and thus improve 
the care and treatment afforded to prisoners exhibiting dependence on or abusing licit or illicit 
substances. 

13.4 Demand reduction policy in prisons 

The prevention of drug use in prisons is primarily based on the control of drug entry. A note 
of 18 Feb. 1997 from the Ministry of Justice regarding police checks on visits to the visiting 
room with respect to preventing the entry of narcotic substances into prison establishments 
suggests that visitors and prisoners should be informed of these measures.  Disciplinary 
measures and legal proceedings can be taken against prisoners caught in the act of using 
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illicit substances. Urine testing has only been used experimentally on prisoners released on 
licence (Jean, 1997). 

The care and treatment of addicts is controlled by the circular DGS/DM No. 96-259 of 03 Apr. 
1996. The SMPR and the health care personnel are obliged to distribute information on the 
damaging effects of drug use and the necessity of using clean injection equipment. The care 
made available to addicts by the psychiatric sectors should be diversified and equivalent to 
that available outside prison; that is, a care package integrating all aspects of dependence 
and the continuation of any substitution treatment started before imprisonment. The 
prescription of buprenorphine (Subutex) or methadone can be continued or started in prison 
since the circulars of 1996. Methadone treatment can only be started in prisons with a CSST. 

Injection equipment is not made available in France. This would be contrary to article D-273 
of the criminal procedural code, which provides that prisoners may not keep accessible any 
object, medicament or substance that could be used for or in connection with suicide, an 
attack or an escape. In 1996, a circular from the Prison Administration provided for the free 
and general distribution of bleach to prisoners. However, it is not specified that the bleach is 
a means of reducing risks connected with the use of drugs. It is, therefore, very likely that the 
bleach is only seen as a general cleanliness and hygiene measure. 

There is no law that explicitly prohibits tattooing. However, a prison governor could prohibit it 
on the grounds of the disciplinary prohibition of putting the safety of others at risk or 
possessing dangerous objects and of the requirement that the rules of hygiene must be 
respected in order to avoid the transmission of disease. The prohibition of sexual relations in 
prison is a question of decency and in no way intended as a deprivation of liberty or a part of 
the sentence.  However, there is no law or regulation requiring the Prison Administration to 
make conjugal visits possible. Regulations do provide that condoms must be made available, 
in particular through the prison UCSA. 

13.5 Evaluation of the treatment of drug users in prisons 

A culture of medical evaluation is progressively establishing itself amongst health 
professionals in France, under the influence, in particular, of the National Agency for the 
Approval of Treatment and Care Establishments [Agence nationale d’accréditation des 
établissements de soins] (ANAES). The 1994 reform of the prison health-care system also 
allows a wider implementation of medical assessment. With regard to the social and 
administrative workers, it is difficult to evaluate the place of assessment in daily routine. 
However, field experience seems to show that medical and social assessment is little 
practised in prisons with regard to addiction.  
The application of the "Evin" law, regulating the use of tobacco in public places, has not, to 
our knowledge, been evaluated in prisons. The same goes for the implementation of tobacco 
withdrawal treatments in prisons.  With regard to alcoholism, here too, we have identified no 
evaluations of its prevention or treatment. 

To our knowledge, no evaluation has yet been made of the impact of addiction care and 
treatments provided for drug users in prison. 

A survey was carried out in 1997 amongst medical and administrative managers of the 
prisons in two regions of France (West and Southeast) (ORS PACA, 1999).  The first 
conclusion is that the actions taken to prevent HIV infection, AIDS and hepatitis are not 
effective in all the prisons surveyed. By way of example, only 9 out of 24 establishments 
have implemented a co-ordination of the actions taken to prevent infection with HIV or HCV. 
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If doctors are questioned as to the obstacles standing in the way of current risk reduction 
policies, the majority emphasise information and the effort involved in providing treatment to 
addicted patients. Frequently mentioned are improved follow-up of drug users on substitution 
treatment and improved access to such treatments. An improved management of medical 
prescriptions is also recommended, specially to avoid trafficking, as is more rigorous 
checking of prisoners, cells and visiting rooms. In order to improve the implementation of risk 
reduction policy, prison governors suggest several lines of thought: Information and training 
of both prisoners and staff, in particular, through the medical service or associations; a wider 
availability of hepatitis B vaccination and of HIV and HCV testing. Overpopulation, 
promiscuity and a lack of communication between the medical and administrative sides are 
difficulties that are often put forward.  Prison governors, who are unfavourable to risk 
reduction measures such as syringe exchange or the availability of buprenorphine, base their 
opinion on legal or security arguments. For their part, the doctors questioned emphasise the 
unsuitability of the prison environment for the provision of care and treatment for drug users 
(ORS, 1999). 
A survey carried out by the Ministry of Health in 1998 enabled an estimate to be made of the 
number of prisoners undergoing substitution treatment and the way in which their treatment 
is organised (Tortay et al., 1998). 1.7% of inmates have a prescription for buprenorphine and 
0.3% for methadone. About 80% of these prescriptions are issued in continuance of a 
previous treatment. The existence of considerable disparities should be noted; 44/168 
prisons do not have a single inmate undergoing substitution treatment, one establishment 
alone holds more than a quarter of all prisoners so treated. Of the 597 buprenorphine 
substitution treatments recorded, 22% were interrupted (11% for methadone). The 
dispensing of substitution treatments is carried out chiefly by the UCSA and not by the 
SMPR, in spite of the fact that the latter are responsible for looking after addiction problems. 
A similar proportion of inmates undergoing substitution treatment is to be found in many 
prisons, whether they have a CSST or not. A second survey, using the same procedure, was 
carried out in November 1999. It found that there had been a slight increase in the number of 
inmates undergoing substitution treatment in prison but the overall proportion remained well 
below 5%. A third survey is to be carried out in November 2001. The most important fact 
confirmed by these surveys is the small number of substitution treatments in prisons. 

Finally, we would draw attention (again) to the existence of prison leavers' units [unités pour 
sortants] (UPS), whose purpose, in theory, is to take responsibility for and assess the 
heaviest users, who are at the greatest risk (ORS, 2001). The first results appear to show a 
great number of both operational and conceptual difficulties with regard to the role of the 
UPS and the methods to be used.  We may note, on the one hand, that the number of 
persons passing through this system is very small in relation to the size of the addict 
population and, on the other hand, that risk reduction is not an objective of the UPS. The 
programmes are centred, essentially, on the social rehabilitation of prisoners and may also 
apply to alcoholics. Further, it seems that these programmes find themselves in competition 
with the objectives of a more global prisoner rehabilitation policy. With regard to the results, 
the impact of the UPS seems limited and, in the absence of follow-up after release, it is not 
possible to evaluate the effects on the criminal population. A new task specification, intended 
to make this facility more pertinent, is currently being drawn up by the central administrations 
concerned. 

The Directorate of the Prison Administration and the General Health Authority have now 
presented their conclusions on the question of the reduction of the risks of transmission of 
HIV and viral hepatitis in prisons (DAP/DGS, 1999). This report underlines the current 
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inadequacies in the implementation of regulatory measures to reduce risk and the lack of 
action and commitment of those concerned to the risk reduction policy. The report proposes 
a number of measures including raising the awareness of existing intermediaries, the training 
of prison officers and medical personnel, support for local initiatives, improvement of the 
reception procedures for new prisoners and, globally, the reinforcement of the risk reduction 
policy. 

It should be noted that an evaluation of the reorganisation of the system for the care and 
treatment of prisoners presenting addictive behaviour is planned for 2002. 

13.6 Methodological issues 

As we have seen above, epidemiological data are patchy. The only continuous 
epidemiological record amongst addicted prisoners was that organised by the mental health 
epidemiological unit 303 of INSERM. The purpose of this record was rather to describe the 
active line of addicts monitored by the addiction offices [antennes toxicomanie] (ex-CSST). In 
the first place, the collection of data was not exhaustive; it only covered 16 prisons of the 187 
in France. The sample described for 1994 included 2175 persons or between 2% and 3% of 
all prisoners on a given day, which is a proportion very much smaller than that of all 
prisoners exhibiting addictive behaviour and an under-representation of the Ile de France 
[Paris region] where, according to sources outside the prisons, addiction is particularly 
prevalent. Further the data collection methods were not uniform (different methods of 
selecting addicts, no systematic method of questioning) and came up against operational 
difficulties (training of the teams in data collection, reticence on the part of certain specialists) 
(Facy, 1997). In all, the monitoring of addicts through the addiction offices provided useful 
information for following-up this population but gave no clear view of the state and 
development of addiction in the French prison system.  

The various work mentioned above and the considerations of the French Observatory of 
Drugs and Drug Addiction [Observatoire Français des Drogues et des Toxicomanies], the 
Directorate for Research, Evaluation and Statistics of the Ministry of Health [Direction de la 
Recherche, de l’Evaluation et des Statistiques du Ministère délégué à la Santé], the 
European Observatory of Drugs and Drug Addiction [Observatoire Européen des Drogues et 
des Toxicomanies] and the European network on HIV infection and viral hepatitis provides a 
solid foundation for the establishment of epidemiological monitoring of addiction in French 
prisons. A system of surveys on one particular day in all prisons or in a random sample 
based on a strictly anonymous and representative collection of data from inmates by filling in 
a questionnaire or carried out by independent researchers would give better information on 
the epidemiological situation and the main trends. Prospective studies could also be carried 
out to estimate the risk of infection with hepatitis C in prison and the impact of risk reduction 
strategies and treatments offered to addicts during detention. 

In conclusion, the situation of drug users in French prisons gives great cause for concern. 
The high number of prisoners who are drug users and addicts, the severity of the health 
problems facing this group and the inadequate social rehabilitation of prisoners after release 
make epidemiological monitoring, the way in which health and social care are administered, 
the risk reduction policy and the way in which these measures are evaluated matters of 
priority in public health.  It is a matter of urgency that the failure of imprisonment as a social 
response to drug addiction be recognised and that a more voluntary, more pragmatic and 
more innovative policy be established with regard to drug users, both within and outside the 
prison system. 
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