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Prison rites: starting to inject
inside

Sheila M Gore, A Graham Bird, Amanda ] Ross

In 1993 an outbreak of HIV infection occurred
within Glenochil prison, caused by sharing of infected
needles.! To determine the nature of injecting
behaviour within prison we performed surveys in
two Scottish prisons, Glenochil and Barlinnie, which
combined voluntary anonymous testing of saliva
samples for HIV and completion of a linked question-
naire asking about risk factors.?

Subjects, methods, and results

The surveys were performed in Glenochil prison in
July 1994° and in Barlinnie prison in September 1994.
Seventy five questionnaires in Glenochil and 327
in Barlinnie were from injector-inmates; 25% of
injectors in Glenochil (18/72, 95% confidence interval
15% to 35%) and 6% (20/319; 3% to 9%) of Barlinnie
injectors reported that they had started to inject
inside a prison.?* Half the prisoners, and three
quarters of injectors, came from Glasgow. Barlinnie is
a local prison for the Glasgow area, whereas Glenochil

- holds men serving longer sentences from throughout
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Scotland. Self reported information from injector-
inmates was pooled to inquire into the characteristics
of the 38 men who started to inject inside prison.

A third (23/72) of Glenochil’s injector-inmates in
July 1994 had injected in Glenochil prison between
January and June 1993.22 Starting to inject inside was
acknowledged by 2/72 injector-inmates in Barlinnie
who first injected before 1983; by 8/159 who began
in 1983-8; and by 10/88 who first injected after
1988. Nine (17%) out of 53 Barlinnie injectors whose
sentence began in 1993 or earlier had started to inject
inside. Only 5% of 245 Glasgow injector-inmates had
started to inject inside but 11% had from elsewhere
(8/73). Four per cent of Barlinnie’s injector-inmates
(12/324) had injected in Glenochil prison during
January to June 1993, five having started in prison.

Injector-inmates from outside Glasgow were more
likely than Glaswegians to have started to inject inside
(table: In odds of —1-1, SE 0-4), as were those whose
injecting career began most recently (after 1988) (1n
odds trend: —0-66, SE 0-27). Injector-inmates who
injected in Glenochil prison between January and June
1993 included disproportionately many who had
started to inject in prison (odds ratio of 8:1). Injector-
inmates whose sentences began in 1993 were the most
likely to have started to inject in prison (odds ratio
of 4:1) and remand prisoners were least likely. The
95% confidence interval (0-5 to 4-8) for the odds by
prison on having started to inject inside included one.
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Linear logistic visk score for an injector-inmate having started to inject tn prison

Glenochill Barlinnie
(n=72) (n=319) 95% Confidence

Covariate Inodds Standard interval

% Frequency coefficient error Oddsratio  for odds ratio
Glasgow 75 78 -1-1 0-4) 0-3 01510075
First injected before 1983 21 23 -13 (0-6) 03 0-09 10 0-85
First injected between 1983 and 1988 43 49 -0-7 (0-4) 0-5 0-21t0 112
Present sentence started in 1993 37 14 1-3 (0-5) 37 13 to10-1
Present sentence started before 1993 55 2 05 (0-8) 17 0:4t07:6
Remand prisoner 0 22 0-7 (0-8) 05 0-1t02-4
Injected in Glenochil during Jan-June 1993 31 4 2-1 (0-6) 81 2510258
Glenochil prison — — 0-4 (0-5) 15 0-5t04-8
Intercept -1-8 0-4)

Covariate adjustment had thus largely accounted for
the differential (25% v 6%) in starting to inject inside,
but the wide interval does not rule out an establishment
effect.

In the combined dataset 238/1212 men (20%) had
never been inside prison before and were non-injectors
when received into prison, but four (1 in 60, or 1-7%)
started injecting during their first sentence. This
disturbing rate of conversion to injecting predicts over
100 new injectors from 7000 estimated first admissions
1o prison per year of non-injecting males in Scotland.

Comment

Inmates from a needle exchange area like Glasgow
will continue to inject when imprisoned and may
introduce other prisoners to injecting. Various
scenarios about HIV transmission in Glenochil prison
and starting to inject inside can be considered. Firstly,
individuals who first injected inside and were likely to
continue during future sentences may have been
together in Glenochil. Secondly, non-injectors
convicted in 1993 from outside Glasgow, held
together in Glenochil with Glasgow men, might have
begun to inject there. Thirdly, some change in policing
or sentencing policy might have resulted in the con-
viction of men adept at introducing drugs and injecting
equipment into prison and initiating the practice in a
group of novices.

Our data are hypothesis generating, not conclusive.
They warn that each year more than 100 men in
Scotland may start injecting drugs in the high risk,
needle sharing environment of prison. The problem is
not a new one® but has recently worsened—17% of
injector-inmates who first injected after 1988 had
started while in prison (19/114)—and has serious
implications for transmission of bloodborne viruses.
Prisons need to understand how initiation occurs and
to support non-injectors, particularly those never
imprisoned before, so that they can avoid starting to
inject inside.

We pay tribute to inmates’ willingness to contribute to
public health information, and to the Scottish Prison Service’s
commitment to evidence based determination of health policy
in prisons.
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MYTHOLOGY AND MEDICINE

The elderly and quality of life

The goddess Eos (Aurora) fell in love with the mortal
Tithonus and begged Zeus to grant him immortality.
Alas, she forgot to ask for eternal youth and vigour and
after many years of happiness Tithonus aged and life
became unsupportable. Initially Eos looked after him but
when his appearance became unsightly she confined him
in a room and changed him into a grasshopper. Elderly
Tithonus could no longer move and only the sound of his
voice could be heard.!

Immortality has always been man’s dream. Although
this is only wishful thinking, it is now possible to live a
long healthy life. Today people in industrialised nations
live longer and it seems that the life span can be extended
even further. The presence of respiratory, cardiac,
neoplastic, and cerebrovascular diseases in the elderly
cause suffering, as well as reduced ability to perform
common daily activities. The increase in the quantity of
life is not matched by the same improvement in quality up
to the moment of “natural death.” In a patriarchal society
this means that the elderly must be looked after by their
relatives, and the fast paced present day society often
looks on elderly relatives as lovely intruders. In more
individualistic societies non-self sufficient elderly people
are often left to themselves or institutionalised, both
solutions involving psychophysical issues and high costs.

We assessed self sufficiency in 400 elderly subjects
and found almost complete self sufficiency in 8% of
octogenarians, 3% of nonagenarians, and in 0-5% of

centenarians.* The overall level of autonomy was higher
in women than in men. The diseases characteristic of old
age lead to discontent and social unease triggering off
depression, loneliness, and a sense of abandonment.
Advanced years free from inevitable organ deterioration
and progressively more distress still seem a utopia.

The correct balance between scientific progress and the
confines of nature should be achieved if people are to enjoy
this longer life before death strikes. The lengthening of
the average life span and the delaying of death as long as
possible may mean, however, that elderly people are
abandoned and unhappy. It would echo Aurora’s mistake
—to immortalise the object of her dream and imprison
him, alone and forgotten, in a room.—M MALAGUARNERA,
G PISTONE, and M MOTTA work in the Department of Internal
Medicine and Geriatrics, University of Catania, Italy

1 Graves R. Greek myths. London: Penguin 1995:150.

*Findings presented at Second European Congress on
Geriatric Treatment, Catania, 22 to 24 May 1995, to be
published in the Archives of Gerontology.

We welcome filler articles of up to 600 words on topics such as
A memorable patient, A paper that changed my practice, My most
unfortunate mistake, or any other piece conveying instruction,
pathos, or humour. If possible the article should be supplied
on a disc.
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