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EXECUTIVE SUMMARY

This report explores the risk environment for people who inject drugs (PWIDs) in Queensland
prisons, where injecting drug use continues despite surveillance, with limited access to harm
reduction resources. Drawing on Lived-Living Experience (LLE) interviews with 30 recently
incarcerated PWIDs, we document how prison settings amplify the risk of overdose, blood-
borne viruses (BBVs), and injection-related bacterial infections (IRBIs).

Most participants reported injecting while incarcerated despite no access to sterile
equipment, often with shared equipment, and nearly all had witnessed overdose or IRBI-
related harms. Participants described restricted access to the opioid dependence treatment
program (ODTP), and medical care, creating physical barriers to safety. Stigma, fear of
punishment, and punitive institutional cultures further discouraged help-seeking and fuelled
unsafe practices, such as rushed injecting and hidden substance use. Economic and policy
constraints, such as limited access to clean equipment, led many to share or purchase
reused syringes, heightening BBV and IRBI risks. The prison environment itself was shown to
shape and intensify health risks, not simply reflect individual behaviour.

These findings highlight an urgent need for context-specific harm reduction strategies that
account for the social, structural, and physical conditions of incarceration. Peer-led, rights-
based responses, including prison-based needle and syringe programs, are critical to
reducing preventable harm. This report provides clear, evidence-based recommendations to
guide policy reform and improve the health and dignity of incarcerated PWIDs in
Queensland.

s.37 of the Human Rights Act 2019 (Qld) mandates that prisoners be able to
access the same standard of health care as available in the wider community.
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BACKGROUND

Research suggests that PWIDs are overrepresented within the prison system worldwide
(Austin et al., 2023; Penal Reform International, 2023) and within the Australian context (Bah
et al., 2024) due to the criminalisation of illicit drug use (Lafferty et al., 2018a). In Australia
specifically, approximately 29% of people who are incarcerated report having injected drugs
at some stage in their lives before incarceration (AIHW, 2023). Moreover, Queensland has
previously recorded the highest prevalence (52%) of any other state for prison entrants
reporting injecting drug use (Merone et al., 2022). Despite the reported reduction in rates
between injecting drug use before entering prison and whilst incarcerated, risks such as
overdose, blood-borne viruses (BBVs) and injection-related bacterial infections (IRBIs) arise
for this cohort at a drastically higher rate than in the general population (Rance et al., 2021).

Incarceration may result in the discontinuation of drug use as preventative measures like X-
ray screening and urinalysis hinder illicit drug procurement (Austin et al., 2023; Dolan &
Rodas, 2014). However, prison may also foster the initiation or continuation of drug use as it
provides the means to cope with the harsh prison environment (Austin et al., 2023; Merone et
al., 2022). Injection is a favoured administration route because it maximises the effect of
limited drug supply (Austin et al., 2023), however, it does so alongside substantially
increased risk to the individual (Cunningham et al., 2018). These risks predominantly stem
from lack of access to sterile injecting equipment and, therefore, injection equipment
sharing among people who are incarcerated (Reekie, 2014; Simpson et al., 2023). As a result,
PWIDs have an increased risk of contracting BBVs (e.g., Hepatits C Virus [HCV]) and Human
Immunodeficiency Virus (HIV; Kirwan et al., 2019) and IRBIs (e.g., cellulitis, Burkholderia
Cenocepacia [BC]; Shik Luk et al., 2022), which are associated with increases in morbidity
and mortality (Brothers et al., 2023). A poignant example of this is that BBVs like Hepatitis C
Virus (HCV) affect up to 60% of incarcerated PWIDs, compared to 36% in the broader
community (King et al.,, 2022a; Merone et al.,, 2022). Further, Australian prison HIV
prevalence may range between 0-0.6% (Simpson et al.,, 2023), which is greater than the
general population (0.14%; King et al., 2022a).

The incidence of hospitalisations for IRBIs is rising in Australia (Colledge-Frisby et al., 2022)
and the burden on the acute healthcare system is substantial, with the average cost of a
single occurrence being $16,528 (Morgan et al., 2024). Moreover, outbreaks of the
antimicrobial medication-resistant bacteria BC are recorded among PWIDs in Australian
prisons which have led to serious bone, joint and heart valve infections, and limb-threatening
soft tissue injuries (Australian Society for Infectious Diseases, 2024). In fact, between 2018-
2023, over 60 episodes of BC infection were recorded within nine Queensland correction
centres hosting male long stay prisoners (Holland et al., 2025). Like other medication-
resistant bacteria, strains of BC were associated with morbidity, mortality, and economic
burden (Holland et al., 2025), underscoring the urgent need for further investigation and
intervention.
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Most concerning is that people in prison do not have the same level of access to evidence-
based harm reduction interventions compared to the community, despite Section 37 of the
Human Rights Act 2019 (QLD; Queensland Human Rights Commission, 2019) mandating
equal access and standard of health care as the wider community for prisoners. When
considering current policy and guiding principles (4.1.7) highlighted by the Corrective
Services Administrators' Council (2018), alongside the United Nations (2015) Commission on
Crime Prevention and Criminal Justice, and in particular ‘Nelson Mandela Rules’: Rule 1 and
Rule 24 (see below), we are directed to consider the serious issue of healthcare inequity
affecting our communities.

RULE1

All prisoners shall be treated with the respect due to their inherent dignity
and value as human beings. No prisoner shall be subjected to, and all
prisoners shall be protected from, torture and other cruel, inhuman or
degrading treatment or punishment, for which no circumstances whatsoever
may be invoked as a justification. The safety and security of prisoners, staff,
service providers and visitors shall be ensured at all times.

RULE 24

1. The provision of health-care for prisoners is a state responsibility.
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.

2. Health-care services should be organised 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.

APPROACH

The risk environment framework (Rhodes, 2002) highlights how social and structural factors
beyond the individual shape drug-related risks and harms. These environments operate
across physical, social, and economic domains at both micro and macro levels, to shape
drug-related risks and harms. Micro-level factors include interpersonal negotiations over
equipment sharing, group norms around injecting practices, or institutional actions such as
police presence at syringe exchange sites that disrupt access (Rhodes, 2002; Rhodes et al.,
2005). Macro-level factors include laws, policies, and broader inequalities such as gender
and race, which interact with and shape local practices (Rhodes, 2002; Rhodes et al., 2005).
This framework shifts the focus from individual responsibility to the social and structural
contexts that produce risk, emphasising the need for locally grounded harm reduction
strategies and enabling environments that provide material, social, and affective support
(Duff, 2010; Piatkowski, Kill, Duff, et al., 2025). Thus, understanding a specific risk
environment is pivotal for the development of contextually-sensitive harm reduction
interventions.
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Building on our previous work (Piatkowski, De Andrade et al., 2024; Piatkowski, Kill, et al.,
2024, 2025; Piatkowski, Seear et al., 2024), we recognise and advocate for the diverse
perspectives of people with Lived-Living Experience (LLE) of injecting drug use and their
experience of acute and chronic harms as a result of systemic and structural factors. We
continue this work by implementing the risk environment framework (Rhodes, 2002) to
explore the experiences of PWIDs in Queensland prisons and how this environment affects
acute (e.g., overdose) as well as chronic (e.g., BBV and IRBI) harms.

METHOD

This study received ethics approval from Griffith University (2023/782) and was conducted
with community leadership from Queensland Injectors Voice for Advocacy and Action
(QulIVAA) and the Queensland Injectors Health Network (QulHN). Participants were recruited
either online via social media or face-to face via professional networks and outreach at
QulHN sites using purposive and snowball sample techniques (Naderifar et al., 2017;
Palinkas et al., 2015). Eligible participants fulfilled the following criteria: a) aged 18 years and
over, b) had injected drugs in their lifetime, c) had been released from incarceration in
Queensland within the last 3 years, and d) had experienced or witnesses an overdose within
the last 3 years. Recruitment ceased at thematic sufficiency, where substantive novel
insights were beyond the existing framework (Guest et al., 2020; Saunders et al., 2018).

Interviews were conducted either online or face-to-face, and ranged from 20 to 92 minutes
(median: 67 minutes). A $40 gift card was offered in recognition of participants’ time and
expertise. Interviews were transcribed, de-identified, and imported into NVivo (v12) for
analysis.

Data were analysed using reflexive thematic analysis (Braun & Clarke, 2019), informed by
both inductive and deductive coding approaches (Piatkowski et al., 2024). The analysis was
conducted by the lead author with regular input and discussion from the research team,
ensuring that findings remained grounded in LLE and participant narratives while offering
insights relevant to policy and practice. As guided by the risk environment framework
(Rhodes, 2002), themes were identified within the physical, social, and economic risk
environments and highlight the contribution of current policy to risk. Within the body of
results, quotes are jtalicised, and each participant's pseudonym, age and gender are
presented before the quotes.
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FINDINGS

Participants

Study participants were 30 PWIDs aged from 29 to 57 years (Mage = 42.73, SD = 6.95), with
the majority identifying as men (n = 23, 77%). All participants had been released from
incarceration in Queensland, Australia within the past three years with almost a quarter (n =
7, 23%) reporting to have also served previous sentences in New South Wales. Nearly two-
thirds of the participants (n = 19, 63%) engaged in injecting drug use whilst incarcerated, with
each having to share injecting equipment to facilitate use. All participants had either
experienced overdose (n = 24, 80%) or witnessed overdose (n = 29, 97%) in the past three
years. Almost all participants had witnessed injecting equipment sharing amongst other
prisoners (n =29, 97%).

Of those who injected, over two-fifths contracted HCV (n = 14, 47%) whilst four out of five of
participants (n = 24, 80%) knew of other prisoners who contracted BBVs from sharing
injecting equipment. Whilst only six participants experienced IRBls (n = 6, 20%), most had
witnessed other prisoners with IRBls (n = 28, 93%). Participant characteristics are displayed
in Table 1 (next page).
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Table 1.

Participant Characteristics (N = 30)

Participant Pseudonym Age Gender Experienced Witnessed Incarceration Injected Shared Witnessed  Contracted Witnessed BBV Contracted Witnessed
Overdose Overdose  Jurisdiction Drugs  Equipment Sharing BBVs (Yes/No)/Type IRBIs IRBIs
(Yes/No)  (Yes/No)  Equipment (Yes/No)/Type (Yes/No)  (Yes/No)
(Yes/No)

1 Jim 38 Male Yes No Qld Yes Yes Yes Yes/HCV Yes/HCV No Yes

2 Michael 52 Male Yes Yes Qld No No Yes Yes/HCV* Yes/ HAV, HBV No Yes

3 Stanley 41 Male No Yes Qld & NSW Yes Yes Yes Yes/HCV Yes/HCV No Yes

4 Pam 40 Female No Yes Qld No No Yes No Yes/Unspecified No Yes

5 Toby 46 Male No Yes Qld & NSW Yes Yes Yes Unknown Yes/Unspecified No Yes

6 Andy 43 Male Yes Yes Qld Yes Yes Yes Yes/HCV Yes/HCV No Yes

7 Robert 47 Male Unknown Yes Qld Yes Yes Yes Yes/HCV* Yes/HCV No Yes

8 Gabe 29 Male Yes Yes Qld No No Yes No Yes/HAV, HCV, HIV No Yes

9 Todd 42 Male Yes Yes Qld Yes Yes Yes Yes/HCV Yes/HCV Yes Yes

10 Darryl 52 Male Yes Yes Qld Yes Yes Yes No Unknown No No

11 Pete 49 Male Yes Yes Qld & NSW Yes Yes Yes Yes/HCV Yes/HCV, HIV No Yes

12 Kelly 51 Female Yes Yes Qld No No Yes No Yes/HCV No Yes

13 Oscar 43 Male No Yes Qld & NSW Yes Yes Yes Yes/HCV Yes/HIV** No Yes

14 Roy 50 Male Yes Yes Qld Yes Yes Yes Yes/HCV Yes/HCV No Yes

15 David 49 Male Yes Yes Qld No No No No No No No

Note. QLD = Queensland; NSW = New South Wales; BBVs = Blood-borne Viruses; IRBIs = Injection-Related Bacterial Infections; HAV = hepatitis A Virus; HBV =

hepatitis B Virus; HCV = hepatitis C Virus; HIV = Human Immunodeficiency Virus; * = Blood-borne virus contracted from tattooing; ** = Blood-borne virus

contracted from sexual partner, *** = Blood-borne virus contracted (not whilst incarcerated).
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Table 1. (continued)

Participant Characteristics (N = 30)

Participant Pseudonym Age Gender Experienced Witnessed Incarceration Injected Shared Witnessed  Contracted Witnessed BBV Contracted Witnessed
Overdose Overdose  Jurisdiction Drugs  Equipment Sharing BBVs (Yes/No)/Type IRBIs IRBIs
(Yes/No)  (Yes/No) (Yes/No)  (Yes/No)/Type (Yes/No)  (Yes/No)

16 Danny 32 Male Yes Yes Qld & NSW Yes Yes Yes Yes/HCV Yes/HCV, HIV No Yes
17 Charles 34 Male Yes Yes Qld Yes Yes Yes Unknown Yes/HCV No Yes
18 Meredith 49 Female Yes Yes Qld & NSW Yes Yes Yes Yes/HCV Yes/HCV No Yes
19 Nate 29 Male Yes Yes Qld No No Yes No Yes/HCV No Yes
20 Brian 42 Male Yes Yes Qld Yes Yes Yes Yes/HCV Yes/HCV Yes Yes
21 Nick 42 Male Yes Yes Qld No No Yes No No No Yes
22 Katy 35 Female Yes Yes Qld No No Yes No Yes/HCV No Yes
23 Zeke 39 Male Yes Yes Qld No No Yes No Yes/HCV Yes Yes
24 Jordan 41 Male Yes Yes Qld Yes Yes Yes Yes/HCV Yes/HCV No Yes
25 Matt 42 Male Yes Yes Qld Yes Yes Yes Yes/HCV*** No No Yes
26 Kevin 47 Male Yes Yes Qld & NSW Yes Yes Yes Yes/HCV Yes/HCV Yes Yes
27 Ryan 57 Male Yes Yes Qld Yes Yes Yes Yes/HAV, HCV Yes/HAV*** No Yes
28 Irene 45 Female Yes Yes Qld Yes Yes Yes Yes/HCV Yes/HCV, HIV Yes Yes
29 Donna 40 Female Yes Yes Qld No No Yes Yes/HCV** Yes/HCV Yes Yes
30 Helene 36 Female No Yes Qld No No Yes No Yes/HCV No Yes

Note. QLD = Queensland; NSW = New South Wales; BBVs = Blood-borne Viruses; IRBls = Injection-Related Bacterial Infections; HAV = hepatitis A Virus; HBV =

hepatitis B Virus; HCV = hepatitis C Virus; HIV = Human Immunodeficiency Virus; * = Blood-borne virus contracted from tattooing; ** = Blood-borne virus
contracted from sexual partner, *** = Blood-borne virus contracted (not whilst incarcerated)
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Theme 1: Physical Risk

Deprivation of access to healthcare and harm reduction services perpetuated the physical
risk environment. Drug use in the context of prison reflects an embedded response to
deprivation, shaped by the structural conditions of incarceration and the limited means to
assert agency. For some, incarceration fostered the continuity of previously acquired drug-
using behaviours. For others, it became the site for initiation into drug use and riskier
practices like injecting, often with severe consequences, including overdose and the
contraction of BBVs like HCV.

Gabe [29, Male]: It’s blokes being suicidal and wanting something to keep that at
bay. Seeing everyone else using [drugs] and they’re happy. They wanna feel like
that, instead of feeling like they wanna neck up [suicide] every night. I’'ve seen that
for three people...never used a needle in their life, and it wrecked [th]Jem. They all
caught hep[atitis] C, and one of [thJem overdosed.

The barriers to accessing adequate mental and physical healthcare, was reflected in the
inadequate access to harm reduction measures. Participants shared how the unavailability
of NSPs heightened their risk of contracting BBVs and increased their likelihood of
developing IRBIs. The difficulty in accessing sterile syringes led to a reliance on ‘sharing’ and
repeated use of the same needle. Consequently, experiencing or witnessing injecting-
related harms, such as BBVs, IRBls and overdose were common.

Todd [42, Male]: I counted 86 people used one needle in one day, and we had that
needle for six months, twelve months. I've had a needle for two years once.

Pete [49, Male]: | was sharing a cell with someone who got an infection on his spine,
and they put him into an induced coma {...} they administered IV [intravenous]
antibiotics to try and get rid of the infection. He nearly died. And | said, ‘what was
that from?’ And he said, ‘I shared a fit [syringe]’.

Gabe [29, Male]: Oh yeah! Like bad [infections], like people losing limbs and, that’s
[where] a lot of the overdoses were coming from... ... they’d fill it [syringe] up to do
two or three people and then accidentally put too much in.

These experiences highlight how policy restricting NSPs in the prison environment
constrained the agency of people who are incarcerated, resulting in the adoption of
dangerous sharing practices, which substantially increased BBV and IRBI risks and harms.
Despite a shift from abstinence-based to harm-reduction education, the programs received
critique, as strategies could not be adequately implemented without access to harm
reduction services.

Robert [47, Male]: They do courses for hep[atitis] C treatment where you go and
learn how to inject safely. But there’s no doing it safe unless you've got clean
equipment to do it with.
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THEME 1: PHYSICAL RISK

Alongside absent NSP, limited access to harm reduction measures like the ODTP (e.g.
Buprenorphine or Methadone) was also noted. Most participants articulated access
challenges ranging from lengthy assessment processes to strict eligibility criteria, limiting the
commencement of treatment in prison. These barriers also highlight a discrepancy between
current policy supporting state-wide access to, and initiation of, ODTP in Queensland
prisons (The State of Queensland, Corrective Services, 2024), versus ODTP in practice, as
illustrated by Kelly.

Kelly [51, Female]: You’ve got to be very lucky to get put on the program [ODTP]
{...} they don’t give it to you when you’re on the inside [prison]. You’ve got to come
inonit.

The delays in access to health services were reflected throughout all medical treatments.
Participants noted that the barriers to accessing HCV testing and treatment programs. The
delayed treatment initiation and sharing practices sustained ongoing transmission risk. This
cyclical pattern of treatment and reinfection compromised prisoner health outcomes while
also placing a significant financial burden on the healthcare system through repeated
resource utilisation. This ensuing cycle of infection-reinfection has significant economic
impacts, with treatment costing approximately $15,700 per course (Kwon et al., 2021). Nate
sheds light on the cyclic nature of treatment:

Nate [29, Male]: They're curing hep[atitis] C in there [prison] but then it gets re-
introduced because people are sharing needles. So, it's like a never-ending cycle.

In addition, barriers to access were present for other healthcare issues, particularly IRBIs.
Participants noted how procedural requirements, a lack of access to medical expertise, and
fear of repercussions hindered the provision of timely and appropriate care.

Irene [45, Female]: You can’t discuss it [IRBls] even if you’re lucky to have a decent
nurse on, the screws [corrections officers] will be present so you are just telling on
yourself. We would sometimes tell people who had serious health issues and were
on the waitlist for the doctor so they could tell the doctor to call us but that had
numerous problems as you wouldn’t know when they would be called to see the
doctor, and you would then be relying on the doctor to give a shit and advocate
against screws who - you know what they’re like — tell nurses ‘tell her to putina
form’. Everything in prison is in forms. You can’t be honest in the form as it goes
through screws to get to nurses. Even if you’re able to hand the form to a nurse
without a screw around, they now have it in writing that you’re using and that is like
signing a breach or cancelling your own parole.

This finding corroborates existing evidence highlighting healthcare access challenges in
Australian prisons, like prolonged wait times inadequate complaint mechanisms, and
healthcare professional shortages (AIHW, 2023). Consequently, the inefficient procedures
and insufficient medical expertise present in an environment perpetuating fear, too often led
to hospitalisation, permanent disability, and near loss of life. Here, Toby describes the long-
term effects suffered by his close friend.
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THEME 1: PHYSICAL RISK

Toby [46, Male]: Another mate of mine is in hospital now. He can’t even walk. He’s
got this spinal infection {...} and he’s wheelchair bound probably for the rest of his
life. If he had been treated, this could have been avoided.

Participants spoke of how correction officers' actions impacted infection and disease
transmission. Active surveillance and the fear of punishment meant that injecting was often
hurried, and hygienic practices forgone, to successfully inject drugs without detection.

Kevin [47, Male]: The minute you get it you want to use it so people start smashing
it. Or you might need to use really quickly like you’re all in the bathroom using 1
lady [syringe] - it’s going to draw attention if you’re taking too long. There’s no time
to be too cautious.

The need for secrecy created conditions where syringes were repeatedly hidden in unsanitary
locations, amplifying risk. Michael also described how potential punitive consequences
deterred individuals from utilising harm reduction strategies like available cleaning agents.

Michael [52, Male]: At one jail [QLD] a couple of years back, they had a cleaning
system for your syringes, but to do that, you had to go to medical and put your name
down. That gives them the red light of you doing something illegal, so a lot of people
wouldn’tdo it.

When coupled with a harsh prison environment, these conditions can produce healthcare-
induced trauma. Pam describes how surveillance and punishment hindered access to
adequate healthcare for IRBIs, with some forgoing treatment altogether, choosing instead to
persevere with the infection and injury.

Pam [40, Female]: You'd see girls with welts on their arms from missing [their vein]
and they were getting elephant arms because they had swelled up so much. Most
girls wouldn't seek medical treatment because they'd be caught for using...and, so
they would suffer through it.

Rather than accessing medical care, participants often endured worsening conditions to
avoid detection, highlighting the profound harms of punitive prison policies that prioritise
control over healthcare. Procedural requirements, lack of medical expertise to facilitate
accurate diagnosis, and absent standardised treatment protocols, adversely impacted
people with IRBls. These experiences highlight how policy and law within the prison
environment adds further nuance to pre-existing physical barriers to healthcare access.
Social stigma further complicates efforts to render appropriate treatment as people who are
incarcerated may be reluctant to seek help, thus perpetuating harms arising from BBVs and
IRBIs.

Theme 2: Social Risk

The coalescing presence of social stigma further hindered healthcare experiences, with
some participants sharing how healthcare seeking was often perceived as drug-seeking
behaviour. Consequently, treatment was further delayed as healthcare providers were
reluctant to believe requests for help. Here, Donna talks about how stigma hindered her
ability to obtain appropriate and timely treatment.
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THEME 2: SOCIAL RISK

Donna [40, Female]: I just think nobody listens to you, you know [...] | think that they
guards have this attitude and the nurses have this attitude that we're just trying to
get fucking drugs or we're just trying to get it out of ourselves or something.[...] | was
like, you need to listen to me, man. I'm fucking sick. I'm diabetic...

People who are incarcerated with IRBls were further stigmatised by fellow prisoners. A
common perception existed that people who are incarcerated with IRBls were unclean and
violated the hygienic standards valued by the prison cohort. This led to targeting and physical
punishment. However, one participant noted that IRBls were not from poor hygiene but
rather from the use of makeshift syringes.

Gabe [29, Male]: The blokes who get abscesses, they’ll get flogged [physically
assaulted] just from people freaking out that they’ve got blood on [th]Jem {...}. They
were just stuck in that rut where they haven’t got access to any clean, you know
[syringes], they need to make shit [injecting equipment].

These experiences highlight how social stigma adds further nuance to pre-existing physical
barriers to healthcare access. This further complicates efforts to render appropriate
treatment as people who are incarcerated may be reluctant to seek help, thus perpetuating
harms arising from BBVs and IRBIs. Stigma and social trust influenced injecting behaviours,
to mitigate risk of BBVs and IRBIs in the absence of NSPs and presence of sharing needles
and syringes; thus, shaping social risks.

Pete [49, Male]: I was trying to get a syringe and | come back to him [drug supplier]
and | said, ‘I can't get one’ and he goes, ‘you better not have any diseases’ cause ifl
get anything’, you’re in the shit’. Well, it’s ironic, | got hep[atitis] C from him. There
are lots of people who carry HIV [human immunodeficiency virus] and other
diseases in there, and they're not about to say, ‘I want to step out and miss my hit
because I've got HIV’.

The absence of sterile syringes meant that people relied on the trustworthiness of sharing
partners, to mitigate risk. Many participants also described strategies to reduce BBV
transmission, like limiting the number of people sharing injecting equipment.

Pete [49, Male]: Rather than having a communal utensil for forty men, narrow it
down to half a dozen. The less you’ve got, the safer you are {...} If you've got a small
circle, you can account for everyone.

Participants navigated the scarcity of clean equipment and the lack of HR services by
creating more controlled, trusted environments. Many participants also described rules and
boundaries when it came to sharing injecting equipment, reflecting both an awareness of
the risks of BBV transmission and a sense of personal responsibility.

Michael [52, Male]: Unless I've got my own fit [syringe] and I’ve brought it in with
me, I won’t use [drugs] in jail. | won’t share my equipment with anybody. | won’t use
other people’s equipment, so when I’min jail, I’ll still use [drugs], but | won’t inject.
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THEME 2: SOCIAL RISK

The development of practices to try and mitigate BBV and IRBI risk and harms was also
evident, with many participants sharing knowledge that they adopted to keep themselves
perceptibly safer. These practices included informal hygiene strategies for syringes and
taking steps to ensure that equipment was shared responsibly. For example, some
participants emphasised the importance of ‘rinsing’ syringes multiple times before reuse to
reduce the risk of contracting BBVs and IRBIs.

Brian [42, Male]: It’s three rinses, that’s the rule {...} they’ll have a cup of water
sitting there.

These strategies reflect a form of peer-led harm reduction; however, evidence shows that
such strategies are ineffective at eliminating BBV transmission (Nathani et al.,, 2010),
meaning infection risk remains. Participant narratives revealed the complex interplay
between physical and social risk, which was further compounded by economic risk. Without
access to harm reductions resources, the high demand for syringes perpetuated further risk.

Theme 3: Economic Risk

The prison economy played a key role in shaping participants’ BBV and IRBI risk. In the
absence of harm reduction measures like NSP, syringes were obtained via illicit means,
including theft from medical offices and smuggling attempts into the prison. Smuggling often
required syringes to be ‘cut down’ and modified for concealment in bodily cavities.

Kelly [51, Female]: The syringe is usually that big [indicates larger size], and they
cut it down to that big [indicates smaller size]. They cut the plunger down too, so
they canfititinside them [vagina or rectum], to smuggle it into jail.

This finding is consistent with work from Treloar et al. (2016), who identified similar risk
points in their research on the effects of informal prison economies on BBV risk in NSW
prisons. The risks associated with the acquisition and provision of syringes via the prison
economy meant that such resources were rare and costly.

Michael [52, Male]: You can sell a new fit [syringe] for up to three hundred dollars.

Suboxone was the most commonly injected drug in prison due to the scarcity of alternative
illicit options. High demand, coupled with limited access to the legitimate ODTP meant the
prison economy became the mechanism to access this drug.

Brian [42, Male]: In there [prison], they’re getting, $100 a mg [milligram]. That’s $800
a strip they’d probably pay 50 cents for, because you can get four a day [Suboxone
strips] for $3.50 out here [community].

However, when the ODTP program moved from the provision of sublingual strips to the use of
long-acting injection (see The State of Queensland, Corrective Services, 2024), people
changed their practices further. The shift in drug delivery appeared to reshape practices, with
people who were incarcerated resorting to increasingly unsafe methods to obtain Suboxone.
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THEME 3: ECONOMIC RISK

Katy [35, Female]: There was one girl that had the subby [Suboxone] injection in her
stomach and after she did the injection they put a Band-Aid on it and then she
would mix up the Band-Aid and share it out between a bunch of girls. Her blood and
the subby that leaked out on it.

The ‘means’ to participate in the economy shaped participants' injecting experiences and
thus their BBV and IRBI risks and harms. Greater means meant Stanley could purchase a
syringe for exclusive use.

Stanley [41, Male]: | was pretty lucky, | got to buy one [syringe] off someone who
brought one in. | got to use that myself, and especially after the last time | did
treatment, because | wasn’t going to get hep[atitis] C again.

Individuals with economic advantage could purchase a personal syringe, which reduced BBV
risk, however, IRBI risk remains when syringes are repeatedly used without proper
sterilisation. Accessing sterile injecting equipment was often unobtainable. In order to
overcome the shortage in access, existing syringe needle tips would be sharpened on
concrete floors, and nail files to ‘resurrect’ them for continued use. Alternatively,
participants fabricated makeshift substitutes from repurposed everyday items. The unmet
demand to access NSPs exposed people to an elevated risk of injury, BBVs, and IRBIs.

Brian [ 42, Male]: One time | used that fit that's made out of a bread bag, a pen and a
sunscreen tube. They shot me up in the side of the foot, and it ended up getting
infected, and | got hepatitis.

These experiences demonstrate that the prison economy provides a way to overcome
shortfalls to accessing harm reduction services, at a significantly higher risk to the individual.
These findings suggest that the informal prison economy increases BBV and IRBI risk, thus
supporting the need for formal harm reduction resources in prisons.

See below (Table 2) for a synthesised representation of the risk environment in
Queensland prisons.

Table 2. Selected examples representing and summarising the risk environment of people
who inject drugs in Queensland prisons.

Domain Micro-environment Macro-environment
(inside prison) (systemic/structural)
Injecting with improvised equipment; limited Prohibition-focused prison policies;
Physical access to sterile supplies; unsafe injecting | Surveillance and punishment approaches;
spaces lack of sanctioned harm reduction

programs (e.g. NSP, ODTP)

Peer norms of equipment sharing; reliance
Social on prison hierarchies and networks to
access drugs

Broader stigma against PWID; limited
advocacy for prisoner health rights

. High cost of drugs and equipment within
Economic prison; reliance on informal economies and
trading

Lack of investment in harm reduction
relative to security and enforcement
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CONCLUSIONS

The findings of this report collate the LLE of PWIDs who have experienced recent overdose,
and incarceration in Queensland. The findings provide evidence regarding how the current
prison environment influences BBV and IRBI risk and harms. Taken together, the report
demonstrably traces the physical, social, and economic risk environment manifested in a
Queensland prison context.

First, physical risks were presented by participants to be centred around barriers to
accessing healthcare resources. The lack of access to healthcare influenced their risk of
experiencing acute harm (i.e., overdose), as well as potential for chronic harms (e.g.,
contracting BBVs and IRBIs). This limitation contravenes the ‘principle of equivalence’ and
Queensland’s Human Rights Act 20719 (Qld), s.37, which recognises the right to access
health services without discrimination, including for those in detention. This is particularly
exacerbated in the absence of harm reduction resources such as Naloxone, NSPs, and fair
access to ODTP.

Second, the social risks underscored how stigma acts to further impact peoples’ access to
timely health care and intervention. Notably, social stigma intersects with current policies in
prison and is perpetuated by the fear associated with surveillance, repercussion, and
punishment, contributing to unsafe injecting practices. This environment precludes
openness and harm reduction influences the behaviours described by our participants, such
as using quickly and without opportunity to implement hygiene strategies, magnifying risk to
injury, BBVs and IRBIs, as well as, limiting the capacity to dose and subsequent overdose.

Thirdly, without access to NSPs, purchasing and sharing utensils with trusted groups, was a
common occurrence owing to the demand for sterile syringes not being met. These
economic risks are directly attributable to the shortfalls in access to care and harm
reduction services and influence our community’s practices associated with attaining
substances and utensils that are often unsafe. We note that, in Australia, for every dollar
spent on prison NSP, $2.50 could be saved on treatment costs associated with HCV and
IRBIs (Houdroge et al., 2025).

Collectively, these data demonstrate a need to establish an environment that enables the
provisions of adequate harm reduction resources (e.g., prison-based NSPs, ODTP access,
and rethinking the current punitive approach towards prison substance use) and moves
towards an environment that meets the required contemporary standards of human rights
for people experiencing incarceration. It is essential to ensure individuals can access health
care in a timely manner and without fear of repercussion to ensure the reduction in risk
related to overdose, BBVs, and IRBIs within the prison context. We identify effective harm
reduction strategies that could mitigate risk and harms experienced by PWIDs in Queensland
prisons, highlighted in the Recommendations section of this report.
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RECOMENDATIONS

A number of key themes consistently surfaced throughout the project engagement, which
led the team to raise several recommendations for policymakers and practitioners. For
these recommendations to be salient and effective, they must be designed and
implemented through peer-led approaches. These are presented here (in no ranked order).

¢ Introduce non-punitive NSP models in Queensland prisons: Explore secure,
confidential mechanisms for sterile syringe access modelled on successful
community-based NSPs. These should undergo community consultation where
possible, ensuring cultural relevance and uptake. Harm reduction strategies in
prison settings must be informed by those who have directly experienced
incarceration and injecting-related harms.

* Remove both criminal and correctional penalties for possession of sterile
injecting equipment: Policies that penalise people who are incarcerated for
possessing sterile equipment actively undermine their health and human rights and
should be reviewed.

¢ Expand harm reduction tools: While ODTP is a vital component of harm reduction,
standalone pharmacotherapy is insufficient. Best practice supports and resources
(such as sterile injecting equipment, peer educators/ supports, condoms, sharps
disposal bins, and safe storage) should be universally available, and as such,
incarcerated individuals should not have to rely on access to bleach or other
chemicals for harm reduction.

¢ Ensure equitable harm reduction access across jurisdictions: Standardise best-
practice harm reduction provision nationally to reduce postcode-based health
inequities, especially for people who inject drugs in custody.

e Support ongoing BBV screening and treatment: Embed routine, voluntary
HCV/HBV & HIV screening and treatment within prison health systems, alongside
accessible follow-up upon release.

e Prison overdose prevention strategy: Policymakers should implement
comprehensive harm reduction measures, such as overdose prevention education,
including access and education to naloxone while incarcerated.
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