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1. INTRODUCTION  
1.1. Background  
Health care in Belgian prisons has received a lot of attention in past years. 
Currently the Minister of Justice is responsible for the organization and 
delivery of health care in prisons, but following the recommendations of the 
World Health Organization (WHO) it is the political intention to shift this 
responsibility to the Minister of Social Affairs and Public Health. Both 
Ministers, together, set up a steering group on penitentiary health care to 
prepare this transfer. This group requested the Belgian Health Care 
Knowledge Centre KCE to carry out the present study on Belgian health care 
services in prisons.  

The WHO clearly states that in order to achieve quality prison health care, 
its provision cannot be isolated from health care in society at large and 
clearly urges the integration of prison health services into public health 
services1, 2. As arguments for this integration, the WHO states that ‘it is 
people from the poorest and most marginalized sections of the population 
who make up the bulk of those serving prison sentences, and many of them 
therefore have diseases such as tuberculosis, sexually transmitted 
infections, HIV/AIDS and mental disorders. These diseases are frequently 
diagnosed at a late stage. In addition, no country can afford to ignore 
widespread precursors of disease in prisons such as overcrowding, 
inadequate nutrition and unsatisfactory conditions. […] The movement of 
people already infected with or at high risk of disease to penitentiary 
institutions and back into civil society without effective treatment and follow-
up gives rise to the risk of the spread of communicable diseases both within 
and beyond the penitentiary system.’ (WHO, Moscow Declaration, 20031). 
In 2013, a WHO expert group2 concluded that ‘with regard to institutional 
arrangements for prison health: (i) managing and coordinating all relevant 
agencies and resources contributing to the health and well-being of 
prisoners is a whole-of-government responsibility, and (ii) health ministries 
should provide and be accountable for health care services in prisons and 
advocate healthy prison conditions. The Expert Group considers that such 
governance of prison health is in accordance with and supportive of the new 

European policy for health, Health 2020, and will lead to better health and 
well-being of prisoners as part of better public health’.  

The WHO states that prison health services should be: 

 at least of equivalent professional, ethical and technical standards to 
those applying to public health services in the community 

 integrated into national health policies and systems, including the 
training and professional development of health care staff 

 fully independent of prison administrations (but yet liaise effectively with 
them), and 

 provided exclusively to care for prisoners and never be involved in the 
punishment of prisoners. 

However, the WHO also stresses the importance of a ‘whole-of-government 
approach’ to prison health and argues that such an approach in the longer 
term will bring benefits such as: 

 lower health risks and improved health protection in prisons; 

 improved health of prisoners; 

 improved performance of national health systems; 

 improved health of deprived communities; 

 improved public health of the whole community; 

 improved integration of prisoners into society on release; 

 lower rates of reoffending and re-incarceration and a reduction in the 
size of the prison population; and 

 increased governmental credibility based on increased efforts to protect 
human rights and reduce health inequalities 
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Independence of the health care staff is seen as essential for a trustful 
doctor–patient relationship; it is important that the sole and only mission of 
health personnel in prisons is to care for and advocate the health and well-
being of prisoners. An organizational prerequisite for the undivided loyalty of 
prison health staff to their patients is full professional independence. Health 
personnel in prisons should act in their professional capacity completely 
independently of prison authorities and in the closest possible alignment with 
public health services. 

Beside the WHO, other sources also elaborate on the societal benefit of 
delivering high quality prison health care. For example, Freudenberg3 clearly 
demonstrated the link between prison health and community health and in a 
recent review4 he found evidence that multidimensional integrated health 
care interventions not only lead to better prisoner health but also to societal 
benefits. Furthermore, a recent policy document from England5 gave many 
examples in which a positive return on investment is shown when the health 
needs of prisoners are managed well (e.g. substance misuse treatment).  

A UK evaluation6 of the transfer of penitentiary health care from the Ministry 
of Justice to the Ministry of Health showed that this had led to many 
improvements and better health care quality. 

Several national and international experts in the field and organizations 
regularly and repetitively commented on the health care provision in Belgian 
prisons7-35. Almost all severely criticized it and all urged for a speedy 
improvement and a transfer of responsibility to the Minister of Public Health. 

Within this context, the time is ripe for an in-depth independent study of 
health care services in prisons. 

                                                      
a  Recommendations to the Belgian policymakers based on this research are 

published as part of the Dutch and French syntheses, which are available on 
the KCE-website. 

1.2. Aim of the study; outline & methods 
The aim of the study was to prepare an actionable reform by means of 
recommendationsa to policy makers with regard to the transfer of 
responsibility to the Minister of Social Affairs and Public Health and the 
reorganization of penitentiary health care. In order to develop our 
recommendations, an analysis of the medical, organizational, financial, 
sociological, ethical, and quality aspects of the health care services in 
Belgian prisons, was performed. 

Hereto we followed several steps as outlined in Figure 1. 

Figure 1 – Steps in the study 

 
 

  

 



 

8  Health care in Belgian prisons. Current situation and scenarios for the future KCE Report 293 
 
The study has been carried out by KCE in cooperation with several external 
research teams. A mixture of research approaches has been applied, 
including reviews of Belgian and international literature, questionnaires to 
medical departments in Belgian prisons, prison site visits, interviews with 
key informants, international comparison, analysis of electronic medical 
files, analysis of billing data and invoices, analysis of Belgian legislation, 
stakeholder consultations and expert meetings. 

Given the challenges experienced through our research in identifying and 
accessing data, a conscious decision was made to focus as much as 
possible on the year 2015 for all data analyses provided here. 

Full details of the methods and results can be found in each of the chapters 
of the scientific report36-45. Table 1 below provides a general overview of the 
applied methods. 

 

Table 1 – Overview of applied methods and sources 
Item Methods/sources 
General prison population Annual reports of the Directorate General of Penitentiary Services (DG-EPI)46-49 

Analysis of the administrative database of prisoners  
‘Sidis Suite’ managed by the DG-EPI for the daily organization of the prison population 
Interviews with staff members in the central medical service  
‘Dienst Gezondheidszorg van de Gevangenissen/Service des Soins de Santé en Prison’ (DGZG/SSSP), 
organized within the DG-EPI 

Health problems in (Belgian) prisoners Analysis of the electronic medical files of prisoners  
(Epicureb dataset, 1 year period, n = 26,511 prisoners) 
Literature reviews  
(international and Belgian) (n = 101 systematic reviews + 65 primary Belgian studies) 
International comparison  
(n = 4 countries: France, Scotland, Switzerland, the Netherlands) 

Health care use in Belgian prisons Analysis of the electronic medical files of prisoners  
(Epicure dataset, 1 year period, n = 26,511 prisoners) 
Analysis of health care-related invoices to DG-EPI 

Organization of health care in Belgian prisons Questionnaire to all prison medical directors  
(response rate = 26/35) 
Literature review 
Site visits (n = 7) 

                                                      
b  Epicure is the program with the electronic medical files of the persons in 

prison. Epicure contains the notes made by the health care services (medical 
doctors, nurses, dentists and other health professionals) at each encounter 

with the patient in prison (Epicure does not contain information about health 
care encounters outside prison, e.g. during external consultations or 
hospitalisations).   
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Interviews with key informants (SWOT analysis) (n = 19) 
Expert meetings (n = 6 meetings) 

Organization of health care in prisons in other countries International comparison (n = 4 countries) 
Costs of health care in Belgian prisons Analysis of health care-related invoices to DG-EPI  

Interviews with staff members in the central medical service DGZG/SSSP 
DG-EPI annual reports 

Legal background related to health care in prisons Analysis of the Belgian legislation 
Expert meetings  
(n = 2 meetings, n = 15 experts) 
Interviews with key informants (n = 10) 

Future organization of health care in Belgian prisons Stakeholder and expert consultations (3x) (n = ca. 200 persons) 
Interviews with staff members in the central medical service DGZG/SSSP 
Site visits (n = 8) 
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2. CHARACTERISTICS OF THE BELGIAN 
PRISON POPULATION 

According to the annual report of the DG-EPI there were 35c prisons in 
Belgium in 2015 (17 in the Flemish region, 16 in the Walloon region, and 2 
in the Brussels region)49. Part of the prisoners registered in the Wortel prison 
were in fact jailed in Tilburg, in the Netherlands (this ended in December 
2016). 

Figure 2 – Location of Belgian prisons 

 

                                                      
c  There is some inconsistency in the way the number of prisons is reported. In 

most cases, the figure most often reported (35) counts the Forest and 
Berkendael prisons as one prison. However, when individual prison statistics 
are reported, these prisons are separated, resulting in an overall number of 
36 prisons. 

d  Also frequently mentioned by the term ‘geïnterneerden’ in Dutch and 
‘internés’ in French, and meaning persons who committed a criminal act but 
are not held criminally liable for their acts due to their mental illness. 

 

 

 
Some prisons welcome primarily convicted prisoners, and others have a 
majority of accused individuals or combine both convicted and accused 
individuals. Nineteen prisons also have mentally ill offendersd who, in the 
case of 12 prisons, are located in psychiatric annexes. Over the year 2015, 
the average number of prisoners was 11,040, among whom 31.7% were 
accused, 58.5% were convicted and 8.2% were mentally ill offenders 49. The 
latter number is decreasing within prison walls in recent years (1,088 in 
2014, 904 in 2015 and 750 in September 2016e), and is expected to further 
decrease when new Forensic Psychiatric Care Centres (FPC) will open in 
coming years, as mentioned in Masterplan 3 of the Minister of Justice, 
accorded in November 2016f. The mean daily prison capacity in 2015 was 
10,028 and the mean daily population was 11,040; the average 
overpopulation was 10.1% in 2015, but was highly variable from prison to 
prison (from -7% to +37%)49. 

 

e  http://www.dekamer.be/kvvcr/showpage.cfm?section= 
qrva&language=nl&cfm=qrvaXml.cfm?legislat=54&dossierID=54-B096-866-
1494-2016201712669.xml 

f  https://www.koengeens.be/news/2016/11/18/masterplan-gevangenissen 
-en-internering-goedgekeurd  
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Figure 3 – Belgian prison population in 2015  

  
Source: DG-EPI (2016), Annual report 2015, p. 6 

 

Of the prisoners in 2015 44.4% had a foreign nationality, and 16.7% had no 
residence permit; approximately 10% of the prisoners could not speak 
French, Dutch, German, English or Spanish. In 2015 there were prisoners 
from over 130 countries, meaning there is a culturally diverse population in 
Belgian prisons. The main foreign countries of origin were Morocco (9.8%), 
Algeria (5.4%), Romania (3.6%), the Netherlands (2.9%) and France (2.2%). 

The large majority (95%) are men and two thirds are younger than 40 years. 
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Based on the Sidis Suiteg, 26,511 persons stayed in prison for at least one 
night in the period from 4 April 2015 to 4 April 2016 (hereafter called the 
observation year), totalling 4,037,141 nights or 11,060 prisoner-yearsh. 
During this period, 14,435 new prisonersi entered and 13,458 persons left 
prison. Nearly 50% of prisoners stayed less than three months in prison 
during the observation year (Table 2). This figure was even higher for new 
prisoners: 14.5% stayed less than one week and 56% stayed less than three 
months in prison, meaning a high turnover. Also, prisoners are frequently 
transferred from one prison to another: for those 26,511 prisoners 35,377 
prison-periods were registered. During the observation year, 12.3% were 
incarcerated in two different prisons, and 2.3% in three prisons. 

 

Table 2 – Time spent in prison during the observation year (4 April 2015 
to 4 April 2016)j 

Time spent in prison during the observation year % (N=26 511) 
< 1 week 9.6 

< 3 months 47.5 

3 months-< 6 months 17.05 

6 months-< 9 months 8.4 
>= 9 months 27.3 

12 months  18.2 

                                                      
g  ‘Sidis Suite’ is an administrative database of prisoners managed by the DG-

EPI for the daily organization of the prison population 
h  A prisoner-year is a measurement which takes into account both the number 

of people in prison and the amount of time each prisoner spends within prison 
walls in order to estimate a ‘mean population per year’; it is calculated as the 
total days spent in prison by prisoners/365 days 

i  A new prisoner is defined as a person who entered prison in the period 4 April 
2015 to 4 April 2016 and who stayed at least one night in prison  

3. HEALTH PROBLEMS IN THE PRISON 
POPULATION 

We aimed to take a ‘photograph’ of the actual health care problems in 
Belgian prisoners. Therefore we analysed the Epicure database and recent 
Belgian documents. In addition we compared these findings with 
international publications. For a complete overview of the literature review 
see Appendix 338 and the complete analysis of Epicure in Appendix 237. 

Epicure is the program with the electronic medical files of the persons in 
prison. Epicure contains the notes made by the health care services 
(medical doctors, nurses, dentists and other health professionals) at each 
encounter with the patient in prison (Epicure does not contain information 
about health care encounters outside prison, e.g. during external 
consultations or hospitalizations). Although professionals are supposed to 
enter a reason for contact each time, i.e. health problem, and register the 
actions that they have carried out related to that problem, it appeared that 
(diagnosis) data were entered very often in a non-systematic way and in a 
‘free-text’ format; this made it impossible to analyse the nature and 
epidemiology of health problems for which a health professional was 
contacted. In contrast, the degree of completeness and accuracy of 
medication prescription data is deemed high as the coding in Epicure is a 
necessary step for ordering and distributing medications to prisoners. 
Subsequently, we assessed the proportion of prisoners being treated for 
health conditions which could be identified with a high specificity by ATCk 

j  This length of observed prison stay in 2015 does not equal the length of 
condemnation; e.g. a person who was already in jail for three years before 
2015 and was released within one week after our observation started was 
classified as ‘< 1 week’ and conversely some prisoners who stayed 12 months 
in our observation period are probably staying longer after the observation 
period ended. 

k  The Anatomical Therapeutic Chemical (ATC) Classification System is used 
for the classification of active ingredients of drugs according to the organ or 
system on which they act and their therapeutic, pharmacological and 
chemical properties 
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codes50, 51. As the health problems selected were serious long-lasting 
conditions (except anxiety), one single medication prescription was deemed 
sufficient to ascertain the disease, independently of treatment duration. 
Although this approach could not be used to calculate incidence or 
prevalence rates, it is useful to assess variations in prescriptions and to 
analyse the determinants of such variations. 

From 4 April 2015 to 4 April 2016, 203,903 prescriptions were issued for a 
total of 11,060 prisoner-years. There were 10,473,550 treatment days, i.e. 
1,019 treatment days per person-year. In comparison, in the general 
population in 2013, this figure was 459 52. The most prescribed ATC1 
category was medications for the nervous system with 43.3% of the 
prescriptions, and 58.8% of prisoners received at least one prescription from 

that group during the observation year (76.4% for those who stayed 12 
months in prison during the observation year). These percentages were very 
similar for mentally ill offenders and for other prisoners. The other frequent 
ATC1 categories were medications for digestive tract & metabolism 
disorders, medications for the musculoskeletal system, medications for the 
respiratory system and medications for the digestive tract (Table 3). Overall, 
21.5% of prisoners did not receive any medication (5.8% in those who 
stayed 12 months during the observation year).  

For illustration purposes the percentage of treatment-days in the general 
population is also presented in Table 3. 
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Table 3 – Medication prescriptions per ATC-class in prisons and in the general population 

ATC1 class  % of prescriptions  
(N = 203 903) 

% of treatment-days  
(N = 10 473 550) 

% treatment-days in 
the general Belgian 
population in 2013 
(RIZIV – INAMI)52 

% of prisoners with 
at least 1 

prescription 

% of prisoners that 
stayed 12 months 
in the observation 
year with at least 1 

prescription 

Nervous system 
Including medications targeting: 

43.3 53.2 11.5 58.8 
 

76.4 

 Anxiety or sleep disorder    30.6 38.1 

 Depression    25.4 31.5 

 Psychosis    21.2 30.5 

 Opioid dependence    7.3 6.9 

Respiratory system  
Including medications targeting: 

13.8 9.1 8.7 35.4 60.6 

 Asthma/Chronic Obstructive Pulmonary 
Disease 

   8.4 14.9 

Musculoskeletal system 12.3 2.6 5.0 39.0  

Digestive tract & metabolism  
Including medications targeting: 

11.3 14.0 13.5 33.9  

 Diabetes    2.6  

Anti-infectives for systemic use 
Including medications targeting: 

6.3 2.2 2.5 25.0 47.3 

 HIV    0.4 0.5 

 Tuberculosis    0.5 1.1 

 HCV    0.1 0.3 

Dermatologicals 4.5 2.0 0.5 18.8 35.2 

Cardiovascular system 3.77 10.3 38.5 13.4 21.7 

Sensory organs 1.33 0.5 1.6 6.9 14.6 
Systemic hormonal preparations (excl. sex 
hormones & insulin 

1.26 0.9 3.6 3.7 8.8 
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Blood & blood forming organs 1.15 3.0 8.6 5.7 9.8 
Genitourinary system & sex hormones 0.59 1.6 4.9 3.1 5.3 

Antiparasitic products, insecticides & repellents 0.18 0.0 0.0 1.2 1.7 

Antineoplastic & immunomodulating agents 0.15 0.4 1.0 0.6 0.9 

Other 0.01 0.0 0.0 0.1 0.3 

 

The proportion of prisoners receiving at least one prescription for a health 
condition that could be identified with a high specificity by ATC codes were 
as follows: anxiety (30.6%), depression (25.3%), psychosis (21.2%), 
pulmonary obstructive disease (8.4%), hypertension (8.2%), opioid 
dependence (7.3%), diabetes (2.6%), HIV (0.4%), HCV (0.1%) and 
tuberculosis (0.5%) (Table 3). We observed large variations in the proportion 
of prisoners being prescribed a given treatmentl across prisons, even after 
adjustment for the effect of covariates (age, sex, nationality, residency 
entitlement, language, length of stay in prison and legal status). 

As expected, the figures were somewhat higher for prisoners who stayed in 
prison for a whole year.  

For infectious diseases, the figures were much higher than in the general 
Belgian population. For example, regarding HIV, there were 15,266 patients 
with a medical follow-up in Belgium in 2015, which corresponds to a 
proportion of 0.00171% of the adult population53, while in the prison 
population, this proportion was approximately 0.42%. 

                                                      
l  It is important to note that therapy prevalence is not equal to disease 

prevalence; some prisoners might have a particular condition (known or 
unknown) but do not receive medication for it or receive a non-
pharmacological therapy 

From the literature review of Belgian documents (a.o.54-70), it appeared that 
many prisoners have a poor general health condition and that certain 
conditions are highly prevalent in Belgian prisons, such as infectious 
diseases, mental health problems and substance use/addiction. Although 
prevalence rates of these conditions vary from one study to another 
(depending on the sample characteristics and measurement method), all 
Belgian studies are univocal that the prevalence rates of health problems 
are (much) higher in comparison to what could be expected in comparable 
populations in the general population.  

For illustration purposes, results from a recent study70 in Flemish prisons, in 
which they also made a comparison to the general Belgian population, is 
presented in Table 4 below.  
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Table 4 – Self-reported health problems in prisoners and in the general 
Belgian population (Vyncke et al. 2015 70) 

Health problem  Prisoners General Belgian population
Based on the 2008 WIV – ISP-

health questionnaire 71 or Swing 
study72 

In good health 51.2% 74.1% 
Chronic disease 35.7% 30.9% 
Diabetes 7% 5.7% 
Hypertension 21.8% 17.9% 
Airways 18.4% NR 
SOA 2.6% NR 
Pain 69.6% 52.4% 
Overweight (BMI ≥ 25) 50.5% 31.1% 
Sleeping problems 55.3% 22.5% 
Suicidal thoughts, ever 37.6% 11.7% 
Suicidal thoughts, in the 
past year 

20.3% 3.8% 

Suicide attempt, ever 22.9 4.5% 
Suicide attempt, in the past 
year 

6% 0.4% 

Smoker  69.6% 23.6% 
Experienced stress score 
(mean) 

8.4 7.8 

Feelings of anxiety (mean) 8.5 NR 
Feelings of depression 
(mean) 

7.6 NR 

Loneliness score (mean) 2.42 1.45 

 

These ‘Belgian’ findings are completely in line with foreign studies in prison 
populations, as shown by the international comparison with France, 
Scotland, Switzerland and the Netherlands, and from the literature review. 
For example, systematic reviews found that: 

 prisoners reported poorer perceived health than their non-incarcerated 
counterparts73 

 infectious diseases, addictions and mental health problems have a 
higher prevalence in prisons than in the general population74 

 the rate of TB infection could be five to 83 times higher in prisons than 
in the general population75 

 high prevalence of HIV76 

 high prevalence of hepatitis C77 

 the oral health of prisoners as measured by clinical indices and self-
report measurements is poor, and is consistently poorer when 
compared with an age/ethnic matched population 78 

 the prevalence of substance abuse disorders is much higher in 
prisoners than in the general population79, 80 

 high prevalence of intellectual disability, attention deficit hyperactivity 
disorder (ADHD), psychotic disorders, bipolar disorders, depression, 
anxiety disorders, obsessive-compulsive disorders, trauma- and stress-
related disorders, sleep-wake disorders, personality disorders, and 
suicidal and self-harming behaviours80-89; these prevalence rates are 
much higher than in the general population (e.g. anxiety disorder 11% 
to 51% 86, 87, 90, 91 in the prison population compared to 18.1% in the 
general (USA) population92 or personality disorder 3% to 56.7% 80, 90, 91 
in the prison population compared to 9.1% in the general (USA) 
population92). 

All above findings of the compromised health of (Belgian) prisoners were 
confirmed by our site visits and interviews with prison-GPs and nurses. 
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4. HEALTH CARE USE IN BELGIAN 
PRISONS 

To get an insight into the health care use of Belgian prisoners, we analysed 
a one-year period of the Epicure-database.  

From the Epicure database it appeared that, in a one-year period for the 
26,511 prisoners who stayed at least one night in prison, there were almost 
250,000 contacts registered with a physician in prison; with the large 
majority (77.7%) of these contacts being a consultation with the GP and, in 
second place, psychiatrist consultations (Table 5). Given the fact that a GP 
consultation within the first 24 hours after entry is mandatory by law in 
Belgium, these obligatory consultationsm at entry were identified as 
accounting for 10.8% of all registered GP consultations overall (22.2% in 
new prisoners). This figure does not include contacts with MDs outside 
prison walls. 

Table 5 – Contacts with a physician in prison in 2015 
Physicians Number of 

contacts (n) 
% 

GP 193,941 77.7 

Psychiatrist 29,789 11.9 

Surgeon 6,419 2.6 

Radiologist 5,725 2.3 

Orthopaedic surgeon 3,111 1.2 
Dermatologist 2,643 1.1 

All other MDs <1% 7,820 3.1 
TOTAL 249,436 100 

source Epicure 

                                                      
m  As the specific code for entry consultation was used inconsistently (only 6,022 

occurrences), we approximated the proportion of entry consultations by 

Besides MD consultations, Epicure 2015 contained also registrations from 
other health care professionals: 242,617 contacts by nurses, 20,143 
contacts by dentists, 21,468 contacts by physiotherapists, 5,262 contacts by 
psychologists, 1,851 contacts by occupational therapists and 7,529 contacts 
by social assistants and educators (Figure 4). It is important to note that 
some of these professionals are mainly allocated to the care of mentally ill 
offenders: 74% of contacts by psychologists, 70% by social assistants and 
educators, 64% by occupational therapists and 29% by psychiatrists are 
delivered to mentally ill offenders whereas this group is less than 8% of the 
prison population. 

Figure 4 – Contacts with health services registered in Epicure in 2015 
(n = 554,412) 

 
 

considering every first GP consultation for a given prisoner entering a given 
prison (i.e. also when a prisoner is transferred from one prison to another) as 
an entry consultation. 
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The overall rate of medical consultation was 23.7 per prisoner-year (95% CI: 
23.6; 23.8). The corresponding rate for GP consultations was 18.3 per 
prisoner-year (95% CI: 18.2; 18.4) (and 16.3 per prisoner-year (95% CI: 
16.2; 16.4) when the obligatory entry consultation was excluded), and the 
rate for psychiatric consultations was 2.9 per prisoner-year (95% CI: 2.8; 
2.9). With regard to GP-contacts per prisoner per year a similar figure was 
reported in another Belgian study by Feron et al.60 (2005) who came to a 
mean of 17.2 GP-contacts/year, which is, according to the authors, 3.8 times 
more often than the general population (results standardized according to 
age and sex, and excluding examination on entry). A similar multiplicative 
factor is found when using more recent reference data from the National 
Health Survey in 2013 93, that came to a mean of 3.2 GP consultations per 
year in the age category 20-50 years. 

However, mean rates hide large individual variations. For example, when 
looking at prisoners who stayed in prison during the full observation year (n 
= 4 386), the mean number of all medical consultations was 19.6 (± 18.8), 
the median was 14 (IQR: 7; 27), with a percentile-5 at two consultations and 
a percentile-95 at 56 consultations.  

For almost 7% of prisoners no medical consultation was registered. 

In Table 6 we present crude bivariate rates of medical consultations per 
prisoner-year stratified per categories of covariates 

Table 6 – Crude rates of overall medical consultations  
Variables Categories N consultation PY Rate 95% CI 
Time in prison during observation year < 3 months 63,435 1,722 36.8 36.5 37.1 
 3 months-< 6 months 52,549 2,122 24.9 24.7 25.1 
 6 months-< 9 months 38,065 1,655 23.0 22.8 23.2 
 ≥ 9 months 89,183 4,785 18.6 18.5 18.8 
Age < 20 years 3,399 145 23.4 22.6 24.2 
 20-< 30 years 66,184 2,959 22.4 22.2 22.5 
 30-< 40 years 79,819 3,345 23.9 23.7 24.0 
 40-< 50 years 56,397 2,189 25.8 25.5 26.0 
 50-< 60 years 24,360 1,111 21.9 21.7 22.2 
 ≥ 60 years 11,136 4,295 25.9 25.4 26.4 
Sex Female  19,344 500 38.7 38.1 39.2 
 Male 223,888 9,775 22.9 22.8 23.0 
Nationality Belgian 137,706 5,691 24.2 24.1 24.3 
 Foreigner 90,858 4,093 22.2 22.1 22.3 
Residence status Legal 183,408 7,465 24.6 24.5 24.7 
 Not allowed 38,505 1,836 21.0 20.8 21.2 
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 Unregistered EU citizens 21,319 974 21.9 21.6 22.2 
Language French 120,293 5,352 22.5 22.3 22.6 
 Dutch 91,336 3,506 26.0 25.9 26.2 
 Other 24,141 1,151 21.0 20.7 21.2 
Prisoner status Convicted 143,395 6,627 21.6 21.5 21.7 
 Accused 72,621 2,682 27.1 26.9 27.3 
 Mentally ill offenders 23,265 839 27.7 27.4 28.1 
 Other 3,951 127 31.0 30.1 32.0 
New prisoner Yes 97,613 3,172 30.8 30.6 31.0 
 No 145,619 7,103 20.5 20.4 20.6 

 

From the Epicure database, it also appeared also that there was a large 
variety in health care use per prison, as shown in Figure 5 related to the 
mean (all) medical consultations per prisoner-year per prison and in Figure 
6 related to psychiatric consultations. From the multivariate analysis, it 
appeared that the consultation rate was significantly: 

 higher  

o in prisoners having stayed less than three months in prison during 
the observation year, even when the obligatory entry consultation 
was excluded 

o in new prisoners 

o in the age categories 40 -< 50 years and ≥ 60 years than in other 
categories  

o in females than in males 

o in mentally ill offenders than in convicted prisoners 

 lower  

o in individuals having no residence permit or being an unregistered 
EU citizen in comparison with those with a legal residence status  

o in prisoners not speaking French or Dutch  

o in accused individuals than in convicted prisoners  

However, we also observed a large variation in medical consultations across 
prisons; this high variability in consultation rates across prisons remained, 
even after adjustment for the effect of covariates. 
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Figure 5 – Overall MD consultation rates (consultations per prisoner-year), per prison 2015 (Epicure) 

 
In addition, high variability across prisons was observed for the number of 
contacts with psychiatrists (Figure 6). It was for example striking that the rate 
of psychiatric consultations in mentally ill offenders was five times lower in 
Merksplas than in Forest. Also, for non-mentally ill offenders, large variations 
in the psychiatric consultation rate were observed. 

In comparison with associations observed for overall consultations, there 
were two differences regarding psychiatric consultations: first, the 
consultation rates increased with the time spent in prison during the 
observation year; second, the consultation rate was, as expected, much 
higher in mentally ill offenders than in other prisoners (Hazard Ratio = 2.98; 
95% CI: 2.66; 3.36); but the rate variation among prisons remained after 
adjustment for covariates. 

In some prisons there are few to zero contacts with a psychiatrist; this is 
surprising when the high number of mental health problems, also in non-
mentally ill offenders, is taken into account. This points to a possible 
underconsumption of specialized mental health care and it suggests that 
GPs are currently taking care of (severe?) mental health problems (this was 
confirmed by interviews with health care staff during site visits). 
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Figure 6 – Psychiatric consultation rates (consultations per prisoner-
year) per type of prisoner & per prison, in 2015 (Epicure) 

 
Finally, Epicure shows that the high health care use is also reflected in a 
high number of medication users: almost 80% of prisoners received at least 
one medication prescription in 2015. As previously discussed, the main 
group of medication prescriptions was related to the nervous system. 

                                                      
n  However, defederated authorities have competences related to prevention 

and health promotion 

5. HEALTH CARE ORGANIZATION IN 
BELGIAN PRISONS 

5.1. Current organization of health care  
To get an insight into the actual organization of health care, we interviewed 
staff members several times from the central service ‘Dienst 
Gezondheidszorg van de Gevangenissen/Service des Soins de Santé en 
Prison’ (DGZG/SSSP), organized within DG-EPI, studied official documents 
and Belgian literature, performed a survey with medical departments in 
prisons, held site visits and stakeholder/expert meetings. The stakeholder 
meetings and consultations included representatives from DG-EPI, 
FOD/SPF Public Health, RIZIV – INAMI, health insurers, penitentiary health 
council, steering committee penitentiary health care, central and local prison 
surveillance committees, health care professionals working in prisons, 
charity organizations representing views from prisoners, researchers and 
experts on health care in prisons. 

The Minister of Justice is currently responsible for health care provision to 
prisonersn. For this purpose, a central service ‘Dienst Gezondheidszorg van 
de Gevangenissen/Service des Soins de Santé en Prison’ (DGZG/SSSP) is 
organized within the Directorate General of Penitentiary Services (DG-EPI), 
one of the three directorates within the FPS Justice. 
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Figure 7 – DGZG – SSSP organogram 

 
This DGZG/SSSP is not a health care provider itself, but a coordinator and 
facilitator for health care provision at the local prison level; the official task 
description is given in the text box. As can be seen in the organogram, the 
DGZG/SSSP is led by a single chief of services (lawyer), assisted by a full-
time nurse coordinator and three MDs as adjuncts (each for one day per 
week); for the northern part of the country, there is a psychiatric care team 
coordinator and a pharmacy coordinator, while for the southern part of the 

country there is nursing coordinator and a pharmacist coordinator. Thus, the 
total amount of human resources for this DGZG/SSP is only 5.6 FTE. This 
seems extremely low to govern health services in 35 prisons for more than 
10,000 prisoners on average. Moreover, crucial competencies seem absent 
to fulfil the missions of the DGZG/SSP (see box below), e.g. health 
prevention and promotion, health services monitoring, or epidemiology. 
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Table 7 – Penitentiary Health Service task descriptiono 94 

‘De dienst Gezondheidszorg van de Gevangenissen (DGZG) is het 
kenniscentrum wat gezondheidszorg in de gevangenissen betreft. De dienst 
staat in voor het beheer van en het toezicht op de gezondheidszorg, in 
overeenstemming met de geldende regelgeving. Medische zorg in de 
gevangenis bestaat uit curatieve zorgen verstrekt door de zorgverleners met 
het oog op het bevorderen, vaststellen, behouden, herstellen of verbeteren van 
de lichamelijke en geestelijke gezondheidstoestand van de patiënt. Ook de 
bijdrage van de zorgverleners tot de gezondheidspreventie en de 
gezondheidsbescherming van het personeel en van de gedetineerden en de 
bijdrage van de zorgverleners tot de re-integratie van de gedetineerden in de 
samenleving behoren tot de medische zorg. Het is de taak van de DGZG om 
gezondheidszorg aan te bieden die gelijkwaardig is met deze in de vrije 
samenleving. Deze zorg moet aan de specifieke noden van de gedetineerden 
zijn aangepast. Zo dienen de gezondheidstoestand en de detentie in 
overeenstemming te zijn en moeten gedetineerden, indien nodig, naar een 
ziekenhuis buiten de gevangenis worden overgebracht. Ook voor vrouwelijke 
gedetineerden, vooral wanneer zij zwanger zijn, gehandicapte personen en 
verslaafden worden specifieke maatregelen genomen.’ 

 ‘Le Service des Soins de Santé en Prison (SSSP) est le centre de 
connaissances dans le domaine des soins de santé dans les prisons. Il 
assure la gestion et la surveillance des soins de santé conformément à 
l’esprit des règlementations en vigueur. Les soins médicaux en prison 
comportent les soins curatifs dispensés par les prestataires de soins en 
vue de promouvoir, de déterminer, de conserver, de restaurer ou 
d’améliorer l’état de santé physique et psychique du patient ainsi que la 
contribution des prestataires de soins à la prévention et à la protection 
sanitaires du personnel et des détenus et la contribution des 
prestataires de soins à la réinsertion sociale des détenus. Il appartient 
au SSSP d’offrir des soins de santé équivalents aux soins de santé 
dispensés dans la société libre. Ces soins doivent être adaptés aux 
besoins spécifiques des détenus, comme par exemple la compatibilité 
de l’état de santé avec la détention, la nécessité d’un transfert vers un 
hôpital hors de la prison, les mesures spécifiques concernant les 
femmes détenues, notamment les femmes enceintes, les handicapés, 
les toxicomanes.’  

 

 

In each prison, there is a local Health Care Service responsible for providing 
primary health care, composed mainly of GPs and nurses. Within bigger 
prisons, the service also provides specialist medicine (e.g. dermatology, 
radiology, gynaecology, etc.), which means that the specialist comes inside 
the prison to provide care. Ambulatory specialist care can also take place 
outside prison, e.g. in a hospital or ambulatory specialist service. However, 
the prisoner can only get access to an (outside) specialist and hospital care 
through a referral by a general practitioner from the health care service. 

                                                      
o  http://www.lachambre.be/FLWB/PDF/54/0497/54K0497007.pdf , p. 43, 2014 
p  Reduced to six beds in 2016 due to a shortage of security officers 
q  Based on an audit of the DGZG/SSP, there were 231 hospitalizations in the first four months of 2017 (93 in CMC of Brugge or St-Gilles, 42 in CHR and 96 in local hospitals) 

Two models co-exist for hospitalization. Hospitalization is possible in the 
prisons of St-Gillis/St-Gilles (12 bedsp) and Brugge (24 beds) which both 
have a Medical Centre (CMC) where all other prisons may send their 
prisoners for diagnosis and treatment by medical specialists. Besides these, 
the prison of Lantin hires four beds in a secured room at the CHR La 
Citadelle in Liègeq.  

In case of emergency, prisoners are sent to local hospitals. Within these 
hospitals, the prison’s security staff is in charge of the surveillance of the 
prisoners. 
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Twelve prisons are equipped with special psychiatric sections for mentally ill 
offenders and detainees with psychiatric disease. For these annexes, care 
teams (‘zorgteams/équipes de soins’) are installed, consisting of 
psychiatrists, psychologists, psychiatric nurses, social workers and 
occupational therapists. 

Finally, in the prisons of Merksplas and St-Hubert, there is a care ward for 
elderly prisoners and disabled persons. 

According to the DG-EPI’s annual report (p. 4949), the DGZG/SSSP 
employed 274 persons (i.e. 226.25 FTE) in 2015 as health care personnel, 
mostly nurses and paramedics. These were complemented by 
approximately 500 self-employed workers (general practitioners, medical 
specialists, dentists, pharmacists, nurses, etc.), interim nurses, and health 
care providers and collaborators with an external employer (e.g. assistance 
in case of drug abuse)95.  

The vast majority of health care providers, except nurses, are freelancers, 
who have their own practice in the civil society and work a few hours a week 
in prison. They send monthly invoices to DG-EPI accounting for the number 
of hours delivered and technical acts. In 2015, 181 different GPs worked in 
prison (EPICURE data).  

Nurses and physicians represent the bulk of the penitentiary care workforce 
(approximately 80%). Almost 85% of the nurses are employees and 
constitute 70% of the health care staff which is directly employed by the DG-
EPI in prison. Physicians are the second largest group (32%), and consist 
of both general practitioners (50% of all physicians) and medical specialists. 
Contrary to nurses, physicians are almost exclusively self-employed (99% 
of all physicians). 

5.2. Problems in actual health care provision 
As already mentioned in the introduction, health care provision in Belgian 
prisons has been criticized many times by several international and national 
organizations and persons7-35. Furthermore, in this project, in the surveys, 
stakeholder meetings and interviews during site visits, a long list of problems 
and shortcomings were signalled. Frequently mentioned (although the 
extent of the problems could not be quantified exactly) problems are listed 
(not exhaustive) below.  

General problems in health care delivery and organization  

 Inadequate central coordination of prison health care  

 An image problem of prison health care, which often translates into a 
lack of health care staff willing to work in prisons 

 A health care demand exceeding the actual health care offer 

 An imbalance in priorities between health care staff and security staff, 
resulting in delayed or cancelled medical consultations (either internal 
or external) 

 A limited coordination of health care in prisons and between prisons and 
external organizations 

 A high turnover in staffing 

 A lack of training of health care professionals in terms of prison health 
problems 

 A lack of guidelines for organizing penitentiary health care and for 
specific health issues adapted to the prison environment 

 Suboptimal communication between health care professionals (drug 
abuse counsellors, psychiatric care teams) 

 Poorly performing information technology and outdated electronic 
patient files 

 Delays in paying staff 
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 No formal quality control system 

Primary care problems 

 Understaffing of health care staff 

 Confidentiality (the most common vehicle for prisoners to request a 
medical consultation is a simple paper request form, often handed over 
to detention officers, presence of security officers during medical 
consultations) 

 Lack of a coherent medical guard (after hours) system 

 Scattered offer of health prevention/promotion initiatives 

 Lack of standardized coordination of prison health care teams: 
stakeholder interviews revealed differences in the coordination of the 
prison health care teams. A coordinating nurse may be appointed either 
for coordinating nursing teams in different prisons or for coordination in 
a single prison. There is no financial bonus in the remuneration of the 
coordinating nurse. Not all prisons have an appointed coordinating GP; 
their role is not clearly defined except for some administrative tasks and 
contacts with the central medical service administration or the prison 
management.  

 Lack of continuity of care after release 

Secondary health care problems 

 Difficulties for prisoners to access secondary care  

 Transport, security and logistics: the transport of prisoners to the CMC 
or to local hospitals is one of the main problems in secondary care. As 
stated by all interviewees, transport is difficult to organize as police, 
safety corps and, sometimes, local guards need to be coordinated and 
deployed. Currently approximately one out of thee extractions is refused 
by prison management for security reasons, transportation problems or 
lack of security personal. The organization and planning of 
transportation is time-consuming and requires lots of administrative 
tasks. Therefore, going to a simple consultation in a CMC could take up 

to two weeks and numerous medical appointments must be cancelled 
due to logistics and transportation problems. In addition, the cost of the 
accompanying detention officers due to safety regulations is high. 

 Shortage of specialists willing to come into prison 

 Outdated medical equipment in prisons and CMCs 

 Barriers at the prisoner level and cancelations: Interviews revealed that 
barriers to secondary care also exist at the prisoner level. First, 
prisoners fear that if they leave their prison to be transferred to a CMC, 
they may lose their cell, jobs (if working) and may not be allowed to 
receive any visits. Second, prisoners also experience personal barriers 
such as poor health literacy, cultural or linguistic barriers that prevent 
them from correctly formulating their complaints to the health care staff, 
although these barriers are not specific to secondary care. Third, some 
prisoners lack confidence in the health care staff of the CMCs and 
refuse to go. As a consequence, there is a high rate of no-shows for 
planned consultations and interventions not just in CMCs, but also in 
local hospitals.  

 Complexities linked to an ageing prisoner population 

Specialized mental health care problems 

 High demand for mental care and insufficient offer of 
psychiatric/psychologist care  

 Suboptimal management of psychiatric emergencies and guards: in 
case of a psychiatric emergency, often there is no psychiatrist on call. 
Psychiatric emergencies are managed by the on-call GP (and the 
detention officers). GPs have no access to the psychiatric health record, 
preventing them from providing appropriate advice and treatment. 

 High levels of drug abuse 
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Problems with pharmaceutical services  

 Critical incidents related to the distribution of medication 

 Lack of control of local pharmacists 

 Absence of a standardized list of over-the-counter pharmaceutical 
products 

 Absence of control of the distribution of pharmaceutical products to 
prisoners (in 48% of the prisons surveyed, the detention officers were 
exclusively in charge of the distribution of medical drugs) 

 Absence of control of medical prescriptions (no control as to whether or 
not the prescription is in line with prisoners’ situation, best practices, or 
according to the reimbursement rules of the RIZIV – INAMI) 

 Inequalities between prisoners regarding extra pharmaceutical supplies  

 Lack of continuity of medication after release 

5.3. Belgian health care organization compared to four other 
countries 

Following the publication of international reports and recommendations1, 2, 

96, the improvement of the quality of care in prison has become a concern in 
several countries.  

Many countries have already transferred the responsibility for penitentiary 
health care from Justice to Public Health (Figure 8). 

 

Figure 8 – Time line for countries making the transfer of the responsibility for penitentiary health care from Justice to Public Health 
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The WHO Moscow Declaration states that ‘penitentiary health must be an 
integral part of the public health system of any country’1. A selection of 
neighbouring countries was studied. The four foreign countries: France, the 
Netherlands, Switzerland and Scotland were selected on basis of the 
following criteria:  

 Feasibility (in the allocated period of time): 

o The official and grey literature is abundant and accessible; 

o The literature is written in a language that is accessible to the 
researchers (English, French, or Dutch); 

o The researchers can rely on pre-existing networks; 

 Relevance: 

o The four selected countries offer good practices in terms of  the 
organization of health care in prisons (see below); 

o The selected countries are usually considered as sources of 
inspiration for Belgian policy makers, especially France and the 
Netherlands; 

 Diversity: 

With respect to the subject matter of the transfer of prison health care to the 
Ministry of Health, France and Scotland present two different and interesting 
cases of transfer. France has a comparatively long history of prison health - 
since 1994 - under the authority of the Ministry of Health. Health care in each 
prison is provided on the basis of an agreed protocol with the nearest public 
hospital. Scotland’s reform is much more recent (2011) but fully integrated 
under the rule of the NHS and its regional boards. Due to the organization 
of its federated system, Switzerland can be seen as a laboratory of different 
configurations of reform/conservation of the present organization of health 
care services in prisons. The Netherlands’s choice to maintain the 
organization of health care under the rule of the Prison Service (Dienst 
Justitiële Inrichtingen) and to organize a medical service in every prison 
provides an interesting counterpoint to the other cases. 

Some highlights: 

 In France, every prison is obliged to sign an agreement with a 
neighbouring hospital for the delivery of prisoner health care.  

 In Scotland, the delivery of care to prisoners falls under the remit of local 
NHS boards. Health care staff is independent from the prison 
administration. The collaboration framework between prison and health 
authorities is formally defined at a national level in political framework 
documents97, 98. A number of cooperation bodies are in place at national 
and local levels to ensure their collaboration and to continue to improve 
prison health through various work streams.  

 In the federal Swiss context, each of the 26 cantons has its own 
organizational and financial system for parliament, government, 
administration and justice. The prison health care system is 
independent of the cantonal justice in only four French-speaking 
cantons.  

 In the Netherlands, a local medical team is assigned to every prison and 
is composed of (sometimes judicial) nurses, GPs, psychiatrists, etc. In 
many cases, however, doctors are working in a prison in addition to 
conducting their own regular general practice. Regular hospitals are 
used for medical specialist care, and some secondary health care is 
also provided by the prison hospital of Scheveningen. 

The policy designs in the French and Scottish cases reveal some similarities 
in that they externalize the health care of prisoners into public health 
systems. Collaborations between prisons and health care units are 
formalized, and health matters are dealt with in other boards and decision-
making organs than prison administrations. Moreover, in Scotland, there are 
new cooperation bodies put in place to regulate collaboration and there is a 
developmental aspect through work streams. Four Swiss French-speaking 
Cantons externalize health care decisions for prisoners from Cantonal 
Jurisprudence, under which it would normally fall. In the Netherlands, 
medical care and medical care decisions in prison are localized within the 
prison, however with externally active doctors. 
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 In French prisons, a medical examination is conducted for every 

prisoner at admission. The GP can then decide whether specialized 
care is necessary (addiction substitution therapy, psychiatric care, 
specialized somatic care, etc.).  

 In Scotland, the prison health system is based on enhanced primary 
care. Nurses and GPs play an important role in the delivery of first-line 
services. According to the ‘Provision of Health Care in Prisons 
Directions 2011’ to Regional Health Boards, each prisoner must be 
examined by a GP or nurse after entry into a prison (within 24 h for a 
new prisoner or 72 h after a transfer from another prison). Second-line 
services are partially provided within the prisons through in-reach 
provision by specialists. If necessary, health care staff is entitled to refer 
prisoners to second-line services outside prisons. The Scottish Prison 
Service is responsible for organizing the transfers.  

 In Geneva, within 2 h after arrival in prison, a systematic health 
screening is performed for each prisoner by a nurse reporting to a GP. 
If necessary, the patient is referred to a GP within 24 h.  

 In the Netherlands, every prisoner receives a medical intake by a nurse 
within 24 hours upon entering prison. This intake should always be 
approved by a doctor.  

The intake or initial step exists in all four case studies: upon entering the 
prison, a medical examination determines the general health of the prisoner 
(and prison-specific health risks such as transmission of infectious diseases, 
addiction or suicidal risk) and is followed up in case of specialist care needs. 
This is done by GPs in the French case, while nurses play a greater initial 
role in Scottish, Swiss and Dutch prisons, where nurses report to the GPs 
who might step in at a later stage if required. The entry medical consultation 
is standardized and comprehensive. 

Improving the quality of care delivery in prisons appeared to be an important 
aim: the four countries studied share the same concerns about availability, 
comprehensibility, continuity, reachability and quality assurance in care 
delivery. 

Different types of instruments are mobilized to do so, among which: 

 investment in human resources  

 adoption of quality standards 

 creation of national quality control bodies 

 willingness to subjection to the scrutiny of international control (through 
the CPT) 

 development of adequate and systematic collection of data 

In general, the transfer of responsibility for prison health services to health 
ministries is accompanied by a transfer or reallocation of human resources.  

From the point of view of health professionals, prison is generally associated 
with stigma and stereotypes, which might decrease the attractiveness of the 
workplace. It was noted in the case of prison mental health professionals 
that the recruitment and retention of staff are less influenced by financial 
constraints than by ignorance about the role of these professionals99. 
Various strategies have been explored and implemented in the countries 
studied to recruit and retain staff. 

The adoption of quality and ethical standards is one of the most commonly 
used instruments in the four countries. These standards might be defined in 
terms of principles (like the principle of equivalence of health care), or 
objectives to be achieved or procedural guidelines to be applied. These 
guidelines are either specific or similar to the standards which apply to the 
wider community. These standards can be compulsory – like the ‘Medical 
care and prevention in prison’ rules, adopted by the Canton of Geneva’s 
government or the Quality Act for Health Care Institutions (1996) in the 
Netherlands – or indicative. The adoption of legally binding standards could 
be crucial if the health care system in Belgian prisons must be reformed.  
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The creation of quality control bodies is another part of the quality assurance 
system in some countries (an extensive description of involved control 
bodies in each country can be found in Appendix 439). The mission of these 
bodies is often linked to broader issues than quality assurance in care 
delivery. Independency is an important organizational principle of these 
bodies, which can come in various forms: independent administration, 
independent agency, professional ethics committee, etc. The four countries 
analysed have signed and ratified the Optional Protocol to the Convention 
against Torture and Other Cruel, Inhuman or Degrading Treatment or 
Punishment (OPCAT) adopted in 2002 by the United Nations. They are 
therefore required to ‘designate or maintain’ a National Preventive 
Mechanism (NPM) in the form of one or several independent visiting bodies.  

The existence and work of these control bodies are widely acknowledged as 
positive factors within the different prison systems. 

The countries analysed also mobilize another instrument to improve the 
quality of care delivery in prison: they carry out policy experimentation by 
pilot projects. Some of these projects change the institutional framework and 
establish themselves durably – such as the BIG (‘Bekämpfung von 
Infektionskrankheiten im Gefängnis’), a project that controls infectious 
diseases in prisons, launched in Switzerland in 2008, that led to the creation 
of Santé Prison Suisse (Health Prison Swiss: SPS) - whereas others are 
retrospectively considered as a (mis)step in the reform process and are 
progressively abandoned – such as the ‘13,000 program’ in France (1987-
1996).  

The development of telemedicine is seen as an opportunity to improve 
access to care in certain situations for detainees. So far in France, the lack 
of a long-term budget (beyond experimentation steps) and billing codes 
linked to the kind of medical acts are pointed out as barriers to this 
development by the French Association of Health Professionals Working in 
Prison Settings. In Scotland, telehealth in prison is also under development, 
with for instance, videoconferencing equipment in place in seven out of the 
15 prisons and the provision of Cognitive Behavioural Therapies delivered 
by phone in 10 prisons.  

Lastly, one of the important challenges for the future of health care services 
in prisons is the development of adequate and systematic collection of data.  

Another important lesson was the need for effective cooperation and 
communication between Health and Justice, which is widely acknowledged 
by international experts. 

Finally, in the countries and regions concerned by the integration of prison 
health in public health ministries, it is generally admitted that the reforms 
have served to reveal the dramatic underfunding of health care in prisons 
and a need to improve care delivery and prevention. 

However, the International Centre for Prison Studies100 warns that 
‘transferring responsibility for prison health care from the control of the 
prison system to the control of the health ministry is a complex process 
which is likely to affect a number of different interests and to bring together 
two groups with a very different professional view of the world. Existing 
prison health personnel are liable to feel threatened and to suspect they will 
be judged unfavourably by their colleagues who come in from outside. Other 
prison staff may resent working alongside colleagues who seem to be 
outside the chain of command and who are responsible to another body with 
different values.’ 

It is also important to note that the transfer and reform of penitentiary health 
care services may take a long time, as shown by the reform in Scotland, 
where five years after the transfer, many problems still exist101, 102. 
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6. LEGISLATION RELATED TO HEALTH 
CARE IN PRISON 

6.1. The right to quality health care 
The so called ‘Basic law on prisons’103 was approved in Belgium in 2005 
and, among other things, specifies the rights of prisoners regarding health 
care. The main articles are shown below in the textbox. 

Art. 88. De gedetineerde heeft recht op een gezondheidszorg die gelijkwaardig is 
met de gezondheidszorg in de vrije samenleving en die aangepast is aan zijn 
specifieke noden. 
Art. 89. De gedetineerde heeft in de loop van zijn detentietraject er recht op dat de 
gezondheidszorg die hij voor de opsluiting in de gevangenis genoot gelijkwaardig 
wordt voortgezet. Hij wordt zo spoedig mogelijk na zijn opname en daarna telkens 
hij erom verzoekt bij de aan de gevangenis verbonden arts gebracht. 
Art. 90. De gedetineerde heeft recht op de diensten van zorgverleners met de 
vereiste kwalificaties in functie van zijn specifieke noden. 
Art.93. § 1. Wanneer een gedetineerde een medisch geïndiceerd diagnostisch 
onderzoek of gespecialiseerde behandeling nodig heeft waarvoor de gevangenis 
niet of onvoldoende is uitgerust, wordt hij op verzoek van de aan de gevangenis 
verbonden arts, in voorkomend geval na diens overleg met de vrij gekozen arts, 
overgebracht, indien nodig met medische begeleiding, naar een gespecialiseerde 
gevangenis, naar een ziekenhuis of naar een instelling voor gezondheidszorg. 
Art. 97. § 1. De gezondheidszorg in de gevangenissen wordt gestructureerd en 
zodanig georganiseerd en geïntegreerd in de gevangenisactiviteit dat ze in optimale 
voorwaarden kan geschieden. 
Art. 98. Er wordt een uit aan de gevangenis verbonden artsen, tandartsen en 
verplegers samengestelde Penitentiaire Gezondheidsraad opgericht die aan de 
minister adviezen verleent teneinde de kwaliteit van de gezondheidszorg te 
bevorderen in het belang van de gedetineerde patiënt. De Koning bepaalt de 
samenstelling, de bevoegdheden en de werking ervan. 

 Art. 88. Le détenu a droit à des soins de santé qui sont équivalents aux soins 
dispensés dans la société libre et qui sont adaptés à ses besoins spécifiques. 
Art. 89. Le détenu a droit à ce que les soins de santé dispensés avant son 
incarcération continuent à l’être de manière équivalente pendant son parcours de 
détention. Il est conduit auprès du médecin attaché à la prison le plus rapidement 
possible après son incarcération, puis chaque fois qu’il le demande. 
Art. 90. Le détenu a droit aux services de prestataires de soins disposant des 
qualifications nécessaires pour répondre à ses besoins spécifiques. 
Art. 93. § 1er. Lorsqu’un détenu a besoin d’un examen diagnostique ou d’un 
traitement spécialisé médicalement recommandé pour lequel la prison n’est pas, 
ou pas suffisamment, équipée, il est transféré, à la demande du médecin attaché 
à la prison et, le cas échéant, après que ce dernier se soit concerté avec le 
médecin librement choisi, au besoin avec encadrement médical, vers une prison 
spécialisée, un hôpital ou un établissement de soins. 
Art. 97. § 1er. Les soins de santé dans les prisons sont structurés et organisés et 
intégrés dans l’activité de la prison de telle manière qu’ils puissent être dispensés 
dans des conditions optimales. 
Art. 98. Il est institué un Conseil pénitentiaire de la santé composé de médecins, 
de dentistes et d’infirmiers attachés à la prison, qui donne au ministre des avis en 
vue de promouvoir la qualité des soins de santé dans l’intérêt du patient détenu. 
Le Roi en fixe la composition, les compétences et le fonctionnement. 
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However, although the goal of this ‘Basic law on prisons’ is to offer clarity 
and legal certainty, legal provisions regarding health care in Belgian prisons 
are still spread among multiple legal instruments because the ‘Basic law on 
prisons’ has only been partially implemented: a necessary royal decree on 
the implementation of provisions relating to prison health care (art. 87-101) 
still has not been issued, except for art. 98 regarding the Penitentiary Health 
Council. 

Furthermore, the Belgian penitentiary health care system operates within a 
legal framework characterized by a tension between two fundamental 
principles: the principle of equivalence of care, on the one hand, and the 
maintenance of good order, safety and security in prison, on the other.  

Regardless of specific prison regulations, health care rights can be found in 
legislation applying to the general population. In particular, reference should 
be made to the 2002 Law on patient rightsr. Prisoners have not been 
expressly excluded from the scope of application of the legislation in 
question. This implies that there is no legal ground to apply rules to them 
that are different to the rules applicable to the general population. 

The 2002 Law on patient rights codifies seven distinct patient rights, namely 
a) the right to receive high quality health care; b) the right to freely choose a 
health care practitioners; c) the right to be informed on one’s state of health; 
d) the right to freely consent to an intervention, with prior information; e) the 
right to avail oneself of carefully updated health records, and to have the 
possibility to peruse them and obtain a copy; f) the right to be assured that 
one's privacy is protected; and g) the right to file a complaint with an 
ombudsman service. 

                                                      
r  Wet van 22 augustus 2002 betreffende de rechten van de patiënt, BS 26 

September 2002./ Loi du 22 août 2002 relative aux droits du patient, MB 26 
septembre 2002 

s  The stay in prison and the internal – medical – organisation in there, can be 
considered to be a justified factual limitation of the right to freely choose a 
healthcare practitioners and of the right to a copy of the patient file. 

With regard to the right to high quality health care, this is reflected in three 
important principles which govern the organization of health care in prisons: 
the ‘principle of equivalence’, the ‘continuity of care’ and the clinical 
independence of health care stafft.  

The principle of equivalence is expressly mentioned in the ‘Basic law on 
prisons’. However, the European committee for the prevention of torture 
reported repeatedly on the Belgian situation17, 33, 34, and stated that, at the 
time of their visits, there was insufficient medical staff to guarantee this 
principle. 

The ‘Basic law on prisons’ makes reference to the continuity of health care 
(art. 89). To this effect, the prisoner is referred to health care staff as soon 
as possible after entryu.  

The independence of health care staff has been codified in the ‘Basic law 
on prisons’. However, issues still arise regarding their role in disciplinary 
procedures. 

  

t  Art. 24 United Nations Standard Minimum Rules for the Treatment of 
Prisoners (the Mandela Rules), 2015. 

u  In art. 5 of the royal decree of 8 April 2011, this was specified to ‘within 24 
hours after prison entry’; Koninklijk besluit tot bepaling van de datum van 
inwerkingtreding en uitvoering van verscheidene bepalingen van de titels III 
en V van de basiswet van 12 januari 2005 betreffende het gevangeniswezen 
en de rechtspositie van de gedetineerden, B.S. 21 april 2011  
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6.2. Competencies of the authorities related to health care in 

Belgian prisons 
With the sixth state reform, several competences have been shifted from 
federal to defederated entities, also on the terrain of health care and with 
implications for the organization of health care in prisons. 

Generally speaking, treatment of health problems are a federal competency, 
while prevention and health promotion are defederated competencies (= 
communities).  

As outlined earlier, the penitentiary Central Medical Service DGZG/SSSP, 
residing under the federal Ministry of Justice is responsible for the 
organization, management, supply and supervision of health care in 
penitentiaries. 

Communities are competent for person-related matters, such as the 
organization of services of wellbeing, preventive health care, health 
promotion, social and professional reintegration, education, culture and 
sports in prisons. Hence, the practical implementation differs according to 
the Community and within Communities according to the local context of the 
prison. The Flemish Community is competent for the services related to care 
and assistance for prisons in Flanders and (for activities in Dutch) in 
Brussels. The Federation Wallonie-Bruxelles (formerly French Community) 
transferred the exercise of the competence for care and assistance (for 
prisoners) to the Walloon region and for (activities in French) Brussels to the 
French Community Commissionv. The Joint Community Commission co-
coordinates the activities offered by the diverse organisations and instances 
in prisons in Brussels.  Activities for non- native Dutch or French speaking 
prisoners are organised by all Communities. 

                                                      
v  Article 3, 7°, e) of the Décret spécial du 3 avril 2014 relatif aux compétences 

de la Communauté française dont l'exercice est transféré à la Région 
wallonne et à la Commission communautaire française, M.B. 25/06/2014 

Within the communities’ competencies, many different organizations are 
subsidized by community governments to deliver the actual health care. 

This division of competencies means that many parties are active in the 
prison health care field and sometimes overlap on some topics. For 
example, the Communities are held to develop an active prevention policy 
related to alcohol and drugs in prisons, while the local medical services in 
prisons, falling under federal competency, are responsible for the treatment 
of addiction problems. In 2016, a protocol agreement related to prevention 
was established between the federal government and the defederated 
entities to enable an integrated policy related to prevention. 

However in practice, many parties are active in prison health care, but their 
actions are not well coordinated and the communication between them is 
poor. 

Different types of instances offer overall psychosocial help to prisoners (from 
take-in to the period after detention), but there are also instances of offering 
care in a specific domain, such as mental health, drug related problems, 
maternity and child care in prison, screening for contagious diseases and 
other. 

6.3. Insurability for health care in Belgian prisons 
Currently, Belgian prisoners (within prison wallsw) receive health care for 
free and the Ministry of Justice pays for most health care costs (see 
Appendix 540). As a consequence, prisoners are not entitled to coverage and 
refund of payment for health care services based on the general law on 
compulsory health care insurance. 

For the general health insurance scheme, coverage or reimbursement is 
suspended due to Article 5, first clause of the Regulation of 28 July 2003 
executing article 22, 11° of the Law of 14 July 1994 on compulsory health 

w  For persons who enjoy a prison leave, electronic supervision or a conditional 
release, the rules of the general health insurance scheme apply. 
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insurance and benefitsxy. This provision states that coverage or 
reimbursement of costs for provided health care will be denied when the 
beneficiary is in prison (and consequently as a side-effect, health care use 
is not followed up by INAMI/RIZIV). 

If in the future, the responsibility and budget for penitentiary health care is 
transferred from the Minister of Justice to the Minister of Social Affairs and 
Public health, then there are several ways to make sure that prisoners can 
be insured for health care. For the research in question, four principles were 
used to formulate three possible scenarios for the future: 

 the right to health care and access to health care: the ‘Basic law on 
prisons’ (2005) states in article 88 that the prisoner is entitled to health 
care which is equivalent to the health care in the general population and 
which is adjusted to his specific needs; 

 the neutralization of the principle of subsidiarity: if the Minister of 
Justice would no longer be responsible for health care services in 
prisons, the current obstacle for the insurability and coverage and 
reimbursement via the general health care insurance disappears; 

 the principle of normalization and the principle of (social) 
reintegration: these principles lie on the basis of the ‘Basic law on 
prisons’ (2005) and entail that prison life should as far as possible, 
except for the fact that one is deterred from their freedom, correspond 
to life outside prison and that, with the execution of the custodial 
sentence, their rehabilitation in society is also envisaged, next to 
restoring the wrongdoing; 

                                                      
x  Wet van 14 juli 1994 betreffende de verplichte verzekering voor 

geneeskundige verzorging en uitkeringen, B.S. 27 augustus 1994/ Loi relative 
à l'assurance obligatoire soins de santé et indemnités coordonnée le 14 juillet 
1994, M.B. 27 Août 1994 

y  Verordening van 28 juli 2003 tot uitvoering van artikel 22, 11°, van de wet 
betreffende de verplichte verzekering voor geneeskundige verzorging en 

 the promotion of prison work: currently it is not possible to execute 
prison work under an employment contract. Consequently, prison work 
does not lead to entitlements regarding health care insurance. Linking 
more social rights to prison work could be a way to stimulate prison 
work. However, this goes beyond the limited scope of the research in 
hand. 

On the basis of the above four prescribed elements, three possible 
scenarios for the future were explored: 

1. regular application of the existing Belgian health insurance rules; 

2. freezing the insurable status at the start of the detention; 

3. creating a new insurable status in the Belgian health insurance system. 

Based on the legal analysis and the opinions of several experts in expert 
meetings that were held in light of this research, we recommend the first 
scenario. This scenario entails the most extended application of the principle 
of normalization and has the smallest impact on the existing system. 
Furthermore, there will no longer be a problem of inconsistency since it is 
possible that the rules of the general insurance system will apply. If a 
prisoner is not able to be insured via the general health care system because 
he is not legally residing in Belgium, the coverage of health care by the FPS 
Social Integration, on the basis of the ‘urgent medical aid’ system, offers a 
solution, as it currently is used for undocumented migrants in Belgium104. 

uitkeringen, gecoördineerd op 14 juli 1994, B.S. 29 augustus 2003 / Circulaire 
du 28 Juillet 2003 prise en application de l'article 22, 11°, de la loi sur 
l'assurance obligatoire pour les soins médicaux et les prestations, 
coordonnée le 14 Juillet 1994, M.B. 29 Août 2003 
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7. HEALTH CARE COSTS IN BELGIAN 
PRISONS 

7.1. Facts and figures 
Approximately €100 million is spent yearly (partially by the Federal Public 
Service of Justice and partially by the INAMI/RIZIV) on health care for 
persons that fall under the responsibility of the Minister of Justice (prisoners, 
mentally ill offenders, persons with electronic surveillance, juvenile 
delinquents, etc.)105. For this study, however, we only focused on the health 
care costs spent on individuals staying within prison walls. 

Figure 9 gives an overview of the overall health care expenditure in Belgian 
prisons. As shown, the budget can be divided into three major types of costs:  

1. Staff/human resources (HHRR) costs: Costs paid for employees 
(interims and permanent staff) and external caregivers not employed by 
the Directorate General of Penitentiary Institutions (i.e. freelancers). 
These costs amounted to €25,825,740 in 2015 and were split as 
follows: €12,532,856 spent on permanent staff, €4,795,008 on interim 
nurses, and €8.497.876 on freelancers. 

2. General health care organization costs: Cost of equipment and its 
necessary maintenance and general disposables (not prisoner 
specific), as well as cooperation agreements. These costs cannot be 
attached to the health care of a specific prisoner but instead reflect 
expenditure incurred to ensure a smooth organization of health care. In 
2015 this accounted for €1,423,095.  

3. Health care delivery costs: Expenditure linked to prisoner specific 
health care delivery (e.g. pharmaceuticals, magistral formulae, 
anaesthetics, orthotics and prostheses, clinical biology, 
hospitalizations, external consultations transport costs, etc.). These 
costs were €15,811,313 in 2015, of which €5,575,801 represented the 
necessary costs to treat prisoners outside of the prison walls (i.e. 
hospitalizations, external consultations, transport and clinical biology).  

Therefore, from the total estimated Justice costs for inmates in 2015 (i.e. 
€43,060,147), approximately 60% was spent on staff/human resources; 3% 
was linked to health care organization and the remaining 37% was linked to 
health care delivery costs (13% for care for prisoners outside of prison walls, 
and 24% on other health care delivery costs; see Figure 9). 

The mean health care costs per prisoner-year spent on individuals staying 
within prison walls amounted to €3,900 in 2015. 

Figure 9 – Costs of health care provision in Belgian prisons – 2015 

 
It is important to mention that the data sources for costs were difficult to 
access, lacked sufficient detail and contained some inconsistencies. Our 
research appears to indicate that the figures represented here are an 
underestimation of the real costs. First, it was not possible to identify 
transport and security costs linked to medical care (with the only exception 
of ambulance costs) and thus a full picture of costs in that regard is currently 
unavailable. Second, our field visits and interviews showed that, in some 
prisons, health care consultations (psychiatric consultations in particular) 
were sometimes delivered by members of the psychosocial service (PSD) 
that are not in the DGZG/SSSP invoices. 
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Moreover, these costs do not cover health care services delivered by 
defederated entities and only partially include costs for large 
equipment/infrastructure investments and large maintenance costs. Also, 
costs related to the central penitentiary health service DGZG/SSSP or to the 
penitentiary health care council are not in this figure. 

When prison specific expenditure estimates (i.e. excluding central costs) are 
split by prison and per prisoner, a large variety is observed in the mean 
annual per-prisoner costs across prisons (Figure 10). 

Figure 10 – Mean per capita cost per prison in 2015 (DG-EPI invoices) 
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The expenditure per type of care is shown in Table 8 below. From this, it can 
be seen that the most money is spent in primary care services, followed by 
pharmacy related costs. 

Table 8 – Overview of health care costs per type of health care for 
prisoners in Belgium in 2015 

 Type of health care for prisoners Total (€) 

Primary care costs €14,021,486 

Pharmacy-related costs €10,511,320 

Secondary care costs €8,161,569 

Mental health care costs €7,304,890 

Dental health care costs €1,628,286 

Other €1,432,597 

TOTAL €43,060,148 

When looking at the costs per prisoner per year for each type of care, a large 
variability per prison is observed, as was the case for the total. 

Thus, the variability between prisons that could not be explained a priori by 
the characteristics of the prisoners was  a common finding throughout this 
report for both costs40 and health care use37. Such results appear to point 
out the possible different health care provision approaches per prison, but 
our results should be looked at with caution given the lack of detailed data 
on the diagnosis/prevalence of diseases. Furthermore, when comparing 
mean per capita costs per prison and per capita health care usage (i.e. 
consultations) per prison, important differences were seen and the 
correlation between both appeared to be weak. No clear explanation for 
such differences could be found, highlighting the crucial need for better, 
more complete registration systems, which could allow to draw more 
detailed prison-specific conclusions. 

 

8. SCENARIOS FOR FUTURE HEALTH 
CARE ORGANIZATION IN BELGIAN 
PRISONS 

The listed problems in Belgian prisons were compared to international 
recommendations and presented to external experts and stakeholders (see 
colophon), to define the essential building blocks for future, improved health 
care in prisons. Examples of building blocks were for instance e-health, 
bringing prison secondary health care into hospital, nurse triage, screening 
methods and other. Based on these building blocks, scenarios were drafted 
and presented to a large group of stakeholders via an online survey. 
Stakeholders were invited to set their priorities and comment on the 
scenarios. We contacted 450 persons (of whom 156 responded), including 
representatives of DG-EPI, FPS Public Health, RIZIV – INAMI, sickness 
funds, the penitentiary health council, the steering group penitentiary health 
care, presidents and medical representatives of the central and local 
surveillance committees in prisons, health care providers in prisons, 
representatives of professional associations of physicians and nurses, 
representatives of the labour unions, representatives of the organizations 
supporting prisoners and their family and experts in the domain of health 
care in prisons. Extended information on the drafting process of the 
scenarios and the stakeholder involvement procedures can be found in the 
scientific report44, 45. 

8.1. General 
Our research made clear that the current health care provision in Belgian 
prisons has several major shortcomings and a redesign/reorganization is 
necessary. All parties agree on a transfer of competency and budget for 
prison health care from the Minister of Justice to the Minister of Social Affairs 
and Public Health. This transfer is an excellent opportunity for reorganizing 
and improving penitentiary health care. 
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It is essential that this reform is centrally guided; the current central ‘Dienst 
Gezondheidszorg van de Gevangenissen/Service des Soins de Santé en 
Prison’ (DGZG/SSSP) from the DG-EPI/Ministry of Justice could take the 
lead in this, after they are transferred to the Ministry of Social Affairs and 
Public Health and become well-equipped for the new tasks/duties. 

The main principles (and which are generally supported) for the reform are: 

 health care in prison must be equivalent to health care in the outside 
world 

 health care must comply which medical ethics, in particular the respect 
of confidentiality and consent 

 the so-called ‘basic law on prisons’ approved in 2005 has to have come 
in force with publishing of the necessary royal decrees as soon as 
possible 

 health care is multidimensional and requires a multidisciplinary 
approach and therefore a multidisciplinary team is installed in every 
prison 

 every prisoner should receive a comprehensive health assessment at 
prison entry as a base to create an individual care plan for each prisoner 

 health care is provided as much as possible within prison walls 
(including specialist care) 

 health care professionals and organizations involved in prison health 
care are ‘hired’ from regular providers in the outside world 

 current health insurability rules in the outside world should also be 
applied to prison health care 

 continuity of care is seen as obvious, without questioning 

                                                      
z  In the countries concerned by the integration of prison health in public health 

ministries, it was generally admitted that the reforms have served to reveal 
the dramatic underfunding of health care in prisons and to improve care 
delivery. 

 e-health applications are seen as a promising way to deliver care and 
can be part of all types of care and should be improved and promoted 
as much as possible 

 every prison, or a cluster of nearby prisons, cooperates with a nearby 
acute care hospital for specialized somatic care and cooperates with a 
nearby specialized mental health care provider for specialized mental 
health care (as is the case in France) 

 remuneration for prison work should at least be as attractive as the one 
in the outside world  

To achieve this, more money will be needed than the current spending on 
prison health care (for a well-equipped (quantitatively and qualitatively) 
central prison health care service, for more and well trained health care 
providers in prisons, etc.)z. Of course, a budget is needed to guide, coach 
and evaluate the whole redesign and implementation of the changes, 
especially in the first years after the transfer. Unfortunately, no specific 
examples of financial evaluations after the transfer were found during our 
international review. Although in Scotland, a review on the financial 
implications of the transfer was scheduled to be performed by the end of 
2016 by Audit Scotland (http://www.audit-scotland.gov.uk), at the time of the 
publication of this report, such a review was not yet available and we were 
informed that its publication has been postponed to 2018. 
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8.2. Primary care 
For first-line care, two possible scenarios were envisioned after a discussion 
of the building blocks with experts and stakeholders. 

The first scenario is one in which the current organization of primary care 
practice is kept as it is and the second is one in which primary care is 
transformed to an interdisciplinary coordinating primary care team (both 
under the responsibility of the Minister of Social Affairs and Public Health). 
The second option was supported by most stakeholders. Primary care 
remains the core of prison health care and needs to be extended to a 
multidisciplinary team that can approach the health care needs of prisoners 
in a multi-dimensional way and also needs to cover prevention and health 
promotion. The interdisciplinary primary care team also needs to coordinate 
all specialized care. 

Hereto, every prisoner should receive a comprehensive health assessment 
at prison entry as a base to create an individual care plan for each prisoner 
(a large majority of the consulted stakeholders supports this idea). Evidence 
based guidelines on how to do this exist (e.g. among others, the guidelines 
of NICE106, 107) 

Such an interdisciplinary primary care team should consist of general 
practitioners, (general and psychiatric) nurses, psychologists, social 
workers, psychiatrists, physiotherapists and dentists and eventually others 
according to the health care needs of the prisoners. The team works under 
the coordination/lead of a GP who should dispose of a significant amount of 
time (at least 50%) to coordinate the health care team and to cooperate and 
communicate effectively with the prison management. 

                                                      
aa  Or medical specialists from that contracted local nearby hospital provide care 

in the prison itself, when possible 

8.3. Secondary care 
For secondary somatic care, after discussion of the building blocks with 
experts and stakeholders, three scenarios were envisioned: 

1. One prison (centrally located) gets a fully equipped hospital structure 
within the prison walls and receives prisoners from all over the country 
that need (non-emergency) specialized somatic care; for emergency 
care, each prison contracts a nearby local hospital 

2. One hospital (centrally located) is contracted and equipped with 
secured facilities, to which prisoners from all over the country are 
transferred when they need (non-emergency) specialized somatic care; 
for emergency care, each prison contracts a nearby local hospital 

3. Each prison (or a cluster of prisons located close to each other) 
contracts a local nearby hospital, to which prisoners from that/those 
prison(s) go for non-emergency and emergency specialized somatic 
careaa 

Each scenario has its pros and cons, especially with regard to security 
issues and the organization (and financing) of transfers. These three 
scenarios were presented to the stakeholders in an online-survey. Opinions 
diverged greatly. 

Scenario 1 with a single prison with a fully equipped hospital infrastructure 
was regarded as ideal from a security perspective (and suited for very 
dangerous prisoners) but the disadvantage is very high costs for the 
equipment and its maintenance and keeping it up-to-date. On the other 
hand, the advantage is fewer expenses for security measures in external 
hospitals. However it was questioned if prisoners will be willing to go to a 
central prison hospital. And this scenario still requires extraction to local 
hospitals in case of emergencies. 

 



 

KCE Report 293Cs Health care in Belgian prisons. Current situation and scenarios for the future 39 

 

 

Scenario 2 with a single central secured hospital to which prisoners are 
brought, has as main advantage as it uses an existing up-to-date hospital 
infrastructure. On the other hand, investments are needed to build a secured 
hospital wing and to ensure enough security personnel. As in scenario 1, it 
was questioned if prisoners will be willing to go there and it still requires 
extraction to local hospitals in case of emergencies.  

Scenario 3, in which each (cluster of) prisons contract a nearby local hospital 
has as advantage in that this hospital can take care of both elective and non-
elective cases and there is only a short distance to travel. On the other hand, 
it means that for many hospitals security investments are needed. 

In addition we did not find a ‘best’ scenario or strong evidence base for any 
of them in the other countries we studied or in the literature. Nevertheless, 
taking into account that currently already 112 hospitals are involved more or 
less in specialist somatic care for the prisoners of 35 prisons, we think that 
option 3 is the most practical way to go. It will decrease the number of 
hospitals involved and increase the experience needed with security 
measures in the decreased number of hospitals involved. Furthermore, this 
option seems to be the easiest for organizing short-distance transfers from 
prison to hospital and vice versa compared to the more complex 
organization of long-distance transfers to a central location in option 1 or 2. 

8.4. Mental care 
Many prisoners suffer from mental health problems. Some of them are 
judged as not accountable for their acts (= mentally ill offenders) and are 
taken care of in psychiatric annexes of prisons. The current policy is to move 
all mentally ill offenders out of prisons to specially adapted forensic 
psychiatric care centres (FPCs); it is expected that in a few years enough 
FPCs will be opened to accommodate all mentally ill offenders. 

However, many other prisoners also suffer from mental health problems. In 
the proposed scenarios, after discussion of the building blocks with 
stakeholders and experts, a distinction was made between prisoners with 
less severe mental health problems and prisoners with severe mental health 
problems.  

The scenario in which it was proposed that the interdisciplinary primary care 
team, supported by specialized psychiatric professionals, would take care of 
the prisoners with less severe mental problems was largely supported by 
the stakeholders, although some mentioned that there is no such thing as 
‘less severe mental health problems’.  

With regard to the prisoners with severe mental health problems, two 
scenarios were envisioned: one in which these prisoners are spread across 
all prisons and one in which they are concentrated in a specialized 
psychiatric wing of the prisons or in a selection of prisons. In both cases, 
mental health care would be provided by external specialized psychiatric 
teams. Most of the respondent stakeholders were in favour of some form of 
concentration, since this would facilitate appropriate care and makes it 
easier to hire security staff specialized in the surveillance of prisoners with 
psychiatric behaviours. Some think that the concentration of mentally ill 
prisoners is certainly a good option for all addiction-related treatments. In 
addition, this concentration can offer a kind of protection for vulnerable 
prisoners. Opponents state that concentrating mentally ill prisoners is an 
impediment for social contacts and makes it more difficult for relatives to 
visit; others warn that concentration may stigmatize prisoners. 
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8.5. Dental care 
In 2015 there were approximately 20,000 dentist consultations for the total 
of 26,000 prisoners. However, since the size of prisons widely varies from 
roughly 60 to 700 prisoners, we wondered if it would be worth it to have a 
fixed fully equipped dentist office in each prison, or if smaller prisons could 
be served by a mobile dental vanbb. No scientific evidence could be found 
and opinions diverged in the stakeholder consultation; some of the 
respondents preferred a fixed fully equipped structure for large prisons in 
combination with a mobile dental van for small prisons, while others 
preferred a fixed structure in each prison. 

8.6. Insurability 
As stated before, prisoners are currently not entitled to coverage and refund 
of payment for health care services based on the general law on the 
obligatory health care insurance, because the Federal Public Service of 
Justice is paying all health care costs. In order to have an equivalent 
situation in prison as in outside society, three scenarios were studied (see 
full details in appendix 8). The basic premise in all three scenarios was that 
the Federal Public Service of Justice will stop paying for health care services 
to prisoners, and in this way the barrier to the right for coverage by the 
obligatory health care insurance is removed. 

In the first scenario, we looked at to what extent all existing regulations could 
apply to people in prison by applying the entitlement of ‘resident’; in the 
second scenario, the consequences were studied with continuing the 
entitlement at prison entry and in the third, the consequences of the creation 
a new entitlement for prisoners was studied. 

                                                      
bb  In the Netherlands, a mobile dental van is used in prisons where less than 10 

hours dental care per week is needed; costs for the mobile dental unit are 
estimated at 500,000 to 700,000 Euros; 

The first scenario encompasses the idea that if the prisoner is no longer 
covered by the FPS Justice for health care, the existing rules on health care 
insurance become fully applicable. This means that for prisoners who are 
legally residing in Belgium, a normal, similar application of the current health 
care scheme is possible. However, it is not applicable if a prisoner is not 
legally residing in Belgium, but it would be able to rely on the system of 
urgent medical help. 

The second scenario, freezing the insurable status at the start of the 
detention, can be seen as a variation of the first scenario, as it aims at the 
application of the obligatory health insurance system. However, the second 
scenario tries to limit the impact of detention on the insurable status, by 
freezing the status that one had right before the start of detention. This would 
mean that the prisoner could maintain his insurability without any problems. 
However, there are pitfalls, e.g. this scenario could lead to several artificial 
constructions as to remedy the fact that the upheld status will no longer 
match with reality; unclear effects of this freezing of a status once the 
detention ends. And freezing the status is often not necessary, because 
most prisoners are only imprisoned for a rather short period, in which case 
the regular application of the health insurance, as described in the first 
scenario, can already overcome a lot of problems. 

The third scenario starts from the idea of creating a new insurable status in 
the health insurance system, namely that of “persons staying in prison”. This 
new status would cover all prisoners, irrespective of their residence status 
and would thus entail a clear-cut approach. 
However, this scenario can lead to situations of unequal treatment. Persons 
outside prison, that are not legally residing in Belgium, cannot rely on the 
health insurance system, but have to make use of the system of ‘urgent 
medical help’. Furthermore, if a prisoner who was not legally residing in 
Belgium becomes insurable in the general health insurance, this will also 
create rights for his dependents outside. These unequal treatments could 
be solved by making a distinction between prisoners on the basis of their 
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residence status, but this would also undo the largest advantage of the third 
scenario, namely the unified approach. Furthermore, creating a new status 
is often not necessary and would lead to an unnecessary heavy 
administrative burden. Moreover, this third scenario stands in contrast with 
the principle of normalisation. Creating a whole new insurable status, 
encompasses a prominent distinct approach for prisoners, which can be 
more poorly received by the public opinion than small adaptions to an 
already existing insurable status. 

Careful analysis and discussion with experts showed that the 1st scenario is 
the most practical one and most similar to the outside world. Furthermore, 
there will be no longer a problem of inconsistency if a prisoner can make 
use of sentence execution modalities, since it is possible that the rules of 
the general insurance system will apply. If a prisoner will not be able to be 
insured via the general health care system because he is not legally residing 
in Belgium, the coverage of health care by the FPS Social Integration, on 
the basis of the system of “urgent medical help”, offers a solution  
One side effect might be an increase in workload for the CPAS/OCMW with 
regard to prisoners that have no legal residence status. 

Finally, there remain issues regarding eventual application of the system of 
third-party payment for prisoners and how to deal with the own contribution. 
Further discussion between FPS Justice, FPS Public Health and RIZIV – 
INAMI is needed to make final decisions on these. 

8.7. Payment modalities for prison health care  
Currently, there is a mixture of ways in which the Federal Public Service of 
Justice pays for the delivered health care services to prisons. Some 
providers are employed by the Federal Public Service of Justice and receive 
a salary, others are hired as freelance providers or as interim workers and 
receive a fee per hour, and some acts are paid in a fee-for-service manner. 
However, when the Federal Public Service of Justice will no longer pay for 
health care services, new modalities for financing can be envisioned. 

The current system in prisons, where most nurses are salaried, and payment 
for GPs mainly relies on a fixed number of hours per month (irrespective of 
the number of patients seen) is unlikely to encourage efficiency. Capitation 
payments or activity-based funding could introduce better incentives for an 

efficient multidisciplinary and collaborative approach between all health 
professionals involved in primary care.  

Nevertheless, effective methods for capturing more accurate and complete 
patient diagnostics and cost-specific data would represent the first step 
required to set up pilot studies on the effect of value-based payment models 
in Belgian prisons. In the meantime, estimates for the overall funds that 
would need to be transferred would have to be based on historical 
expenditure. 

Regarding secondary care (specialist or hospital care), changing the 
payment system currently used outside of prison may not be appropriate 
given the problems already faced at present to attract specialists to come 
into the prison or the complications that a separate payment system could 
bring for hospitals dealing with prisoners.  

Furthermore, the RIZIV – INAMI nomenclature only covers curative health 
services, while federated entities take care of health promotion, prevention 
and the wellbeing of prisoners. This political fragmentation constitutes an 
important challenge when it comes to the identification of an adequate 
payment system. Finally, in view of the current data limitations regarding 
epidemiology and costs for the health care of inmates, it is still premature, 
at this stage, to recommend specific payment methods. 

During the stakeholder consultation, it was asked what payment modality 
(fee-for-service, activity-based funding or capitation fee) is the most suitable 
for primary, secondary and mental health care in prisons. Many respondents 
had no opinion; others showed divergent opinions. No single modality 
appeared to be the most appropriate or favourite one and many respondents 
suggest a mix of payment modalities. Much will depend on how future health 
care in prisons will be organized, e.g. when a multidisciplinary team will be 
chosen for delivering primary care, it is quite conceivable that capitation fee 
or activity-based payment systems best fit this scenario, as is currently 
already the case for ‘wijkgezondheidscentra/maisons médicales’ in the 
outside world. During the implementation process, a financial-technical 
working group will be needed to prepare suitable payment methods for all 
types of health care services to prisoners. 
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8.8. Central services 
A major reform of penitentiary health care requires a lot of effort at the local 
prison level as well as good steering and coordination at a central level, 
under the responsibility of the Minister of Social Affairs and Public Health. 
The main tasks for the central penitentiary health care service are: 

 developing a step-by-step implementation plan with well formulated 
goals to be attained 

 preparing public tenders and contracts for health service delivery in 
prison by professionals/organizations form the outside world 

 setting up a quality control system including an epidemiologic overview, 
respect of human rights standards such as injury detection and 
reporting registries, quality of confidentiality, etc. 

 adapting guidelines to the specific prison circumstances 

 setting up an adequate and systematic collection of data on health 
problems, health care use, intervention and outcomes  

 developing a communication and coordination plan together with the 
Federal Public Service of Justice with regard to security and 
confidentiality measures needed for health care delivery and health 
care related transports 

 installing a finance/technical committee to prepare payment modalities 
for health care delivery 

 

 

9. CONCLUSIONS AND DISCUSSION 
The main findings of this study on current and future health care in Belgian 
prisons are: 

 many prisoners in Belgium have a poor general health condition and 
suffer from many health problems, especially infectious diseases, 
addictions and mental health problems and do so much more than age-
comparable people in the general Belgian population  

 the use of health care, in the form of medical consultations and 
medication prescriptions (mainly psychopharmaceuticals), is higher 
than in the general Belgian population  

 health problems and health care use in the Belgian prison population 
do not differ that much from prisoners elsewhere in the world  

 a large variability in health care use between prisons was observed, 
which could only partially be explained by the characteristics of the 
prisoners 

 health care provision in Belgian prisons is concentrated on general 
practitioners and nurses and to a lesser extent on psychiatrists 

 several flaws and shortcomings were registered/observed/mentioned 
and there is a generally accepted opinion that much can be improved, 
but financial means and human resources are lacking  

 we observed that good legislation already exists, but royal decrees to 
implement the legislation are pending since 2005 

 competences for health care in prisons are divided across federal and 
defederated entities hindering an integrated health care approach 

 we found general acceptance to transfer the responsibility (and budget) 
for penitentiary health care to the Minister of Social Affairs and Public 
Health and to reorganize penitentiary health care into a more 
performant system 

Some issues we encountered are discussed more in depth below. 
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Many and diverse health problems 
From the literature it became clear that prisoners suffer from a range of 
health problems, which are often interrelated and also related to broader 
social circumstances. Prisoners are often characterized by a low education 
level, low activity level and high unemployment – before incarceration. Many 
have already been in touch with the Ministry of Justice while underage. They 
also often have limited social ties. Most inmates come from broken families, 
characterized by exclusion, neglect and poverty. Forty percent of them were 
living alone before being jailed, and only 20% of the jailed men were married 
before their incarceration108, 109. Inmates already experienced processes of 
marginalization before being incarcerated110.  

These demographic and social elements impact health care. Apart from 
language, elements such as culture and ethnic origins111, 112, social class113-

115, gender116 and age117 impact the way people conceive notions such as 
health and illness. Further, the difference between physicians and their 
patients with regard to social class may have a significant negative impact 
on communication between both parties118.  

Further, inmates often belong to society’s less powerful social groups. A low 
degree of (social) power relates to fatalistic conceptions of health and 
illness119. This is also referred to as an ‘external locus of control’. People 
with an external locus of control perceive health and illness as something 
happening to them and on which they have no grip. Apart from the impact 
of the social background of incarcerated persons on their capacity to take 
an active role in their health, the specific context of the prison might increase 
their perception of having little control over their health. De Maere et al.120 
state that the inmate’s social origins explain the higher prevalence of ‘social 
diseases’ such as tuberculosis for example, which is estimated to be 5 to 10 
times higher than in the main population. 

Therefore, we recommend the implementations of a broad multidimensional, 
interdisciplinary and integrated health care approach. Such an approach 
implies the following elements: 

                                                      
cc  http://www.interrai.org/mental-health-correctional-facilities.html  

 The installation in every prison of an interdisciplinary health care team 
composed of general practitioners, nurses, physiotherapists, 
occupational therapists, dentists, psychologists, psychiatrists, and 
social workers under the direction of medical director.  

 The implementation of a comprehensive assessment at prison entry of 
actual and potential health care problems and needs, including psycho-
social problems, drug abuse, suicide risk and the systematic screening 
of infectious diseases. This initial assessment can be organized in two 
steps: within the first 24h of incarceration, the urgent health needs are 
assessed; within the 7 first days of incarceration, a more 
comprehensive assessment is completed. The interRai mental health 
for correctional facilitiescc and other already existing validated 
instruments can be used. This initial assessment will serve as the basis 
for defining an individual-tailored healthcare pathway. 

 Ensuring continuity of care: The interdisciplinary approach and 
treatment is pursued during incarceration, including a seamless 
cooperation and information exchange between health care providers 
inside and outside prisons. It is of utmost importance that health 
assessments performed in the community before incarceration are 
available to health care providers in prisons and that assessments 
performed in prison are available to providers in the community after 
release. Also, initiated treatments must continue across community and 
prison settings. Hereto, a well performing electronic patient file in 
prisons is needed and which is able to communicate with outside 
systems, as well as good communication between the Justice 
Department and medical teams in prison regarding the expected 
release of prisoners. A key element to continuity of care will also be the 
integration of prisoners in the general health insurance system; France 
and Scotland are a good example in this regard. 
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Minimum workforce standards 
Despite the fact that countries having gone through the transfer have all 
attempted to increase their prison health care workforce post-transfer, it 
remains difficult to find any publicly available minimum workforce standards 
for the different specialties that could be adapted to the Belgian situation. 
French guidelines121 offer an indication depending on the size of the prison 
or the nature of the prison but do not provide the reader with any explanation 
on the basis or justification of such figures. 

The CPT often recommends a minimum of one nurse per 50 prisoners, one 
GP per 200 prisoners and one psychiatrist per 400/500 prisoners, However, 
these are purely given as broad guidelines and remain unpublished to date.  

The recent, previously mentioned Scottish report101 published in 2017 
highlighted the identification of national minimum workforce standards at all 
levels, as a priority in order to minimize differences between prisons that still 
exist six years after their transfer. 

The workforce may no longer be based on norms from the general 
population, but on health care needs of prisoners taking the specific prison 
environment into account. Extending the current health care workforce 
minimally to the CPT standards seems reasonable to start with and careful 
monitoring of (unmet) health care needs in coming years can be used to 
further adapt the workforce. 

Central steering service for penitentiary health care 
There is a central service responsible for health care organization and 
coordination in Belgian prisons. This service is led by a single chief of 
services (lawyer), assisted by a full-time nurse coordinator and three MDs 
as adjuncts (each for one day per week). However this service consists of 
only 5.6 FTE and is clearly understaffed in order to be able to fulfil all aspects 
of its mission (e.g. health prevention and promotion, health services 
monitoring, or epidemiology).  

In the future, this service must be expanded by increasingly more diverse 
professionals and must come under the lead of a medical doctor. 
Expertise/competencies on health care organization, nursing, psychiatry, 
epidemiology, economics, pharmacological services, clinical guidelines and 
quality assurance need to be present at the DGZG/SSSP. In addition, a clear 
job description for each staff member needs to be written. 

Fragmented (competences for the organization of) care 
Care provision in prisons is a shared competence of the federal government 
and defederated entities. Whereas the federal government is competent for 
curative care, both preventive care and health promotion are primarily a 
competence of the Communities. On top of that, there are several private 
organizations offering prevention and health promotion related activities in 
local settings. This fragmentation of competences and multitude of parties 
results in a patchwork of services that is difficult to coordinate.  

Implementation of a new function of health care services coordinator in each 
prison is therefore essential. The mission of such a coordinator, referring 
directly to the central level, will be to articulate smoothly priorities, activities 
(inside and outside prisons,) and information of all parties, i.e. the prison 
health care services, the prison direction, the hospital directions, and the 
external actors active in prison. 
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Complex and slow implementation of necessary legislation 
Although a good legislative framework is available in the ‘Basic law on 
prisons’ since 2005, and although Belgium was urged several times by 
international control bodies to fully implement this law, the necessary Royal 
Decrees still have not been issued. A bit of the same applies to the of the 
OPCAT protocoldd ratification by Belgium: Belgium signed this protocol in 
2005, but Belgian parliament failed to ratify it and is therefore hindering the 
implementation of a national preventive mechanism that would inspect the 
prisons on a regular basis.  

The ‘Basic law on prisons’ and the OPCAT need an urgent implementation. 

Prisoner involvement 
An integrated holistic care approach is not an issue for health care providers 
only. Prisoners themselves can also play a role and be involved in health 
care provision. Peer to peer prisoner involvement has been demonstrated 
as effective (e.g. in reducing the risk of HIV transmission, risky behaviours, 
etc.) and being a peer deliverer was associated with positive effects and 
empowerment; it gives prisoners responsibility and prepares them for 
release and reintegration122-127.  

Therefore we recommend to support as much as possible peer-to-peer 
health interventions, particularly in the field of health prevention and 
promotion. 

                                                      
dd  http://www.apt.ch/en/opcat_pages/opcat-ratification-6/?pdf=info_country 

Variation in health care use between prisoners 
In 2015, the overall rate of medical consultations in Belgian prisons was 23.7 
per person-year. The consultation rate was lower in individuals with no 
residence permit (by 14%) or who were an unregistered EU citizen (by 23%) 
in comparison with those prisoners with a legal residence status. This is a 
striking finding, although such differences in health care use has also been 
observed outside prison128. One contributing factor may be language 
barriers, as speaking another language than French and Dutch was also a 
factor associated with a lower consultation rate. Different health seeking 
behaviours may also be at stake.  

Ensuring that all individuals with no resident status and/or do not speak one 
of the national languages benefit from an equitable access to health care is 
an important step forward. This could be facilitated by the distribution of 
multilingual leaflets on patient rights and on the functioning of health 
services, and by the use of distance-based translators during medical 
consultations. 

The consultation rate was also significantly higher (relative increase of 30%) 
in new prisoners than in prisoners whose incarceration had started before 
the observation year, even after adjustment for the time spent in prison 
during the observation year. This rate remained higher when the first 
consultation at entry of new prisoners was discarded (relative increase of 
15%). The higher consultation rate of new prisoners might reflect their 
greater health needs in comparison with prisoners who had been 
incarcerated for a longer time.  

Part of the individual variation in health care use could not be explained with 
the data at our disposal, reflecting either more morbidity or varying 
healthcare seeking behaviours. Ensuring that the individualized care path 
based on the assessment of individual health needs is duly followed by all 
health care providers is important for an equitable access to health care. 
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Variation in health care use between prisons 
A high variability in consultation rates was observed across prisons, even 
after accounting for differences in prisoner populations. Even the rate of 
psychiatric consultations in mentally ill offenders displayed large variations. 
Likewise, our analysis also reported large variations among prisons in terms 
of medication prescriptions. This heterogeneity may reflect a different prison 
culture and management, a different organization of the health services, 
varying therapeutic options by medical providers, a different medical offer, 
or variations in the case-mix of patients. For example, the higher % of 
prisoners being prescribed tuberculosis treatment in Brugge and St-Gilles 
could be linked to the fact that these two prisons are both reference centres. 
However, this does not explain the higher use % in Beveren as compared 
to other prisons, and the low % in Lantin which is also a reference centre. 
The higher % of prisoners using opioid substitutes in Lantin and Huy could 
be explained by the organization of a specific medical consultation for 
addicted people. The SUBANOP study129 also reported that the provision of 
psychosocial support for prisoners for substitution treatment varies a lot 
among prisons.  

At least, the large variation across prisons suggests that health care in each 
prison is a kind of isolated ecosystem. An in-depth investigation into the 
causes of variations in health care use across prisons was beyond the scope 
of this study, but during site visits and stakeholder meetings we encountered 
some witnesses who support this hypothesis (e.g. one GP said that he had 
stopped prescribing benzodiazepines, but his colleagues from the same 
prison had not done so; a psychiatric care team made their own electronic 
patient file and did not want to use the general Epicure application; 
orthopaedic surgeons refused to treat prisoners that were transferred from 
other prisons to one of the CMCs; six hospital beds in a CMC were shut 
down due to shortage of security officers; payment modalities/agreements 
can vary across providers and prisons; the provision of GPs, in principle 
roughly estimated at two hours per prisoner per year by the central 
management, was variable across prisons; etc.). 

Our results clearly demonstrate that health care delivery and/or use is 
heterogeneous across prisons, putting the question of equity in prison health 
care at stake.  

This finding emphasizes the need to harmonize health care across prisons. 
Generating clinical and organizational guidelines would be a great step 
forward. Many international clinical and organizational guidelines for prison 
health are available, and could be easily adapted for the Belgian context 
(see Appendix 11). A good example of an organizational guideline is the 
‘Guide Méthodologique’ in France. Providing health care professionals in 
prison with specific training on the basis of these guidelines will be important. 
Finally, monitoring the application of recommendations of good practice (e.g. 
by local audits or by feedback on prescriptions) should be implemented in 
order to identify difficulties early on and to propose solutions.   

High utilization of psychopharmaceuticals 
The proportion of patients receiving anti-psychotics (21%), anti-depressants 
(25%) and anxiolytics (31%) were high. Such high percentages were 
observed in all types of prisoners, i.e. not specifically in mentally ill offenders. 
Whether all the treatments were prescribed appropriately is unknown in the 
absence of confirmed clinical diagnosis. A ‘cultural’ component may also 
play a role in the prescription behaviour: Beyens & Boone130 studied Belgian 
prisoners who were located in the prison of Tilburg, the Netherlands, where 
Dutch health care providers were in charge of their health care. In that study, 
it was reported that the prescription rates of psychopharmaceuticals were 
much lower according to the interviewed prisoners. 

But the problem should be considered seriously as identifying prisoners with 
mental illness and administering treatment in prison have important 
protective effects against reoffending131.  

In contrast, relatively low human resources are currently allocated to the 
management of mental health problems. We recommend to expand the 
human resources available for the management of mental health diseases 
(see the composition of the interdisciplinary team) and that non-
pharmacological approaches be considered to prevent or treat mental health 
diseases. 
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Low and varying treatment of drug dependence 

The prescription of treatment for opioid dependence was much lower than 
expected (7% of prisoners), although this was variable across prisons (the 
figures in Huy and Marche are close to 15%). For example, a survey of self-
reported opiate use in Belgian prisons in 2008 mentioned 32% of users132. 
According to the European Monitoring Centre for Drugs and Drug Addiction, 
the lifetime prevalence of illicit drug use is reported to be very high among 
prisoners, up to 50% for cocaine, heroin and amphetamines133. The low 
prescription of substitution treatment is alarming and is in clear violation of 
international human rights law and minimum standards on the treatment of 
prisoners134. 

In spite of the high prevalence of this health problem, treatment, prevention 
and harm reduction programs remain embryonic in Belgian prisons135, 136. 
Strikingly, Carael et al. in 2012 reported that of 10% of prisoners who were 
on a drug substitution treatment upon admission, only half continued that 
treatment in prison137. Similarly, in 2009 Todts et al. reported that 18.5% of 
prisoners said they had to stop their substitution treatment in prison (dictated 
by the medical personnel)64. To improve prisoner health and reduce the rate 
of reoffending, there is an urgent need to define and apply a strong and 
efficient program to promote substitution treatment and reduce harm134. The 
FPS Public Health is currently in the process of setting up a pilot program in 
the prisons of Berkendael, Hasselt and Lantin which could generate very 
useful information. Defining the elements of such an approach can also be 
based on the international scientific literature. For example, the 
effectiveness of opioid substitution therapy interventions has been reviewed 
in many systematic reviews138-146. 

Detection and treatment of infectious diseases 

For infectious diseases, the proportion of patients being treated was much 
higher than in the general population. In 2006, it was reported that the 
incidence of TB detection in the prison population was more than 10 times 
higher than in the general population147. In our study, between 0.48% and 
1.05% of prisoners received anti-tuberculosis treatments in 2015. Of course, 
figures from a prison setting are a mixture of incident and prevalent cases 
as well as preventive therapy, which hampers a true comparison with 

national figures (the incidence of tuberculosis is 0.0088% per year in 
Belgium148).  

With regard to HIV, there were 15,266 patients with a medical follow-up in 
Belgium in 2015, which corresponds to a proportion of 0.17% of the adult 
population149. In the prison population, the proportion of treated prisoners 
was between 0.43% and 0.52% on average. In 2008, HIV prevalence in 
prison was reported to be 1%, i.e. five times higher than in the general 
population150. Based on our analysis, this multiplicative factor seems to have 
remained quite constant (around 4). For chronic hepatitis C, between 0.12% 
and 0.34% of prisoners were prescribed a treatment in 2015. 

However, the proportion of untreated prisoners for these pathologies is 
unknown but might be substantial. For example, the frequency of HIV 
infection in prisoners was somewhat higher in neighbouring countries 
(France 2010: 2%; Ireland 2011: 1.9%; Luxemburg 2014: 2.2%; Spain 2010: 
1.2%; UK 2014: 0.6%)151. It has also been reported that the rate of HCV 
infection in prison ranges from 3.1% to 38%80, 151-154. Although, until recently, 
the treatment in Belgium was only recommended for advanced stages of 
hepatitis, the % of treatment seems very low in comparison with what would 
have been expected. A number of explanations for missed treatment 
opportunities in Belgian prisons can be put forward.  

First, screening is not standardized and not systematic, or prisoners may be 
unaware of it. In 75% of the studied prisons (26/35 responded to the survey), 
TBC screening is the only type of screening being systematically offered 
when inmates enter the prison. Only six prisons propose to screen inmates 
for Hepatitis and HIV at entry. During the inmates’ stay in prison, TBC 
screening is again systematically proposed in all surveyed prisons. 
Additionally, 50% of the surveyed prisons offer screening for hepatitis and 
HIV. Furthermore, the study of Michel et al.136 found that the availability of 
systematic HIV testing was only 18% in Belgian prisons. We do not have in-
depth insight into why screening rates are that low. 

Second, in case of a positive screening, the necessary treatment is not 
necessarily implemented either for logistical reasons (e.g. when the length 
of stay of the prisoner is unknown) or budgetary reasons (e.g. treatment for 
hepatitis C is very expensive and currently the budget for health services in 
prison is closed).  
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Not only for prisoners, but for public health at large, this situation must be 
rapidly improved. 

We recommend the urgent definition of clear guidelines on when, how, 
whom and what type of diseases have to be screened and what has to be 
done when screening results are positive. An independent monitoring of 
screening performance must be implemented.  

Hospital care 
Currently prisoners can be hospitalized in two medical centres (Brugge and 
St-Gilles), located within prisons walls and in a secured wing of CHR La 
Citadelle in Liège. Additionally many local hospitals are involved as well to 
meet the hospitalizations needs of prisoners. 

It became clear that this situation and organization of secondary care has 
shortcomings, such as organizing transport to the CMCs, outdated and 
underused equipment in the CMCs, unwillingness of specialists to go into 
prisons and unwillingness of prisoners to be transferred to a CMC. 
Moreover, local hospitals remain needed for emergency situations. 

In the final stakeholder consultation, there were divergent opinions on the 
optimal organization of secondary care. In addition we did not find a ‘best’ 
scenario or strong evidence base for any of them in the other countries we 
studied or in the literature.  

Nevertheless, taking into account that currently already 112 hospitals are 
involved more or less in specialist somatic care for the prisoners of 35 
prisons, we recommend that all secondary care is best organized in a limited 
number of local hospitals, linked to a (cluster of) nearby prisons, and to 
reform the current CMCs into settings for rehabilitation purposes and 
geriatric care. The secured unit of CHR La Citadelle Liège could be kept as 
the place for secondary care for highly dangerous prisoners. 

Quality of care 
We have no data on the extent to which the health care needs of prisoners 
are met by the current health care provision (e.g. how many requests by 
prisoners to see a GP are denied?), neither do we have quantitative data on 
the appropriateness, quality and effectiveness of the current health care 
provision. But from interviews and stakeholder consultations, as well as from 
reports from prison surveillance committees, we learned that the current 
health care provision is insufficient and inadequate and health care needs 
are not fully met. However, it is important that policy makers do not have to 
rely on subjective views only, but also can rely on systematically gathered 
data.  

Therefore it is of utmost importance that a set of quality and performance 
indicators is developed and integrated in the electronic patient files. Next to 
this, periodical inspection by regular health care control bodies is needed.  

Telehealth 
The prison setting is characterized by difficult entry and exit procedures and 
by many security measures. Telehealth is a way to reduce these barriers. 
Many forms of telehealth exist and can be used in diagnosis and therapy 
modalities, as well as screening, prevention and health promotion tools. 
Telehealth applications were regarded by stakeholders as a promising way 
to deliver care and can be part of all types of care. In addition, in the literature 
there is much evidence that e-health is feasible and acceptable in prison 
settings and with promising results155-168. In some Belgian prisons, the 
PrisonCloud digital infrastructure has already being installed, making pilot-
projects with telehealth possible.  

It is certainly worth to further investigate the possibilities and effectiveness 
of telehealth applications within the Belgian penitentiary health care context. 
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Data collection  
During the study we encountered much difficulty in finding and accessing 
data on health problems, health care provision and financing; all of the data 
we found lacked sufficient detail and contained some inconsistencies.  

There is an absolute need to set up monitoring boards that are reliable, 
comprehensive, up-to-date and useful for both health practitioners and 
managers. Before an in-depth analysis of health care needs and use, and 
costs calculations can be performed, an adequate registration time is 
needed (minimal 1 year). 

A look at the current budget 
Site visits, stakeholder consultations and reports from surveillance 
committees revealed that the current budget is perceived as insufficient to 
provide quality health care. There is shortage of human resources, up-to-
date health care equipment and infrastructure, lack of training possibilities, 
lack of career incentives, etc. 

Moreover, there appears to be continuous central pressure to cut costs. 
Furthermore, according to the annual report of DG-EPI, there was a 
reduction in medical personnel from 244.45 FTE registered in 2014 to 
226.25 in 2015. All these measures and facts are thought to challenge the 
provision of adequate health care even more and to demotivate local health 
care professionals. Also there are many complaints about late payments by 
the government. 

Besides, as a consequence, the division of competencies between federal 
and defederated authorities results in a division of budgets, which hinders 
an integrated approach to health care in all its facets. 

Payment modalities 
Regarding primary care services, currently most nurses are salaried, while 
payment for GPs mainly relies on a fixed number of hours per month. 
Factors such as the number of patients seen or their characteristics are not, 
as such, taken into consideration.  

For secondary care and mental health care payment relies primarily on 
prospective budgets to cover for accommodation and fee for services to 
cover for the technical acts performed.  

Although stakeholders had diverging views on what payment modalities 
would suit best penitentiary health care, the research team believes that the 
transfer offers the opportunity to evaluate new ways of payment/financing, 
especially for primary care, that could encourage interdisciplinary and 
collaborative approaches, efficiency and quality. Nevertheless, it is 
important to highlight that different systems can be used in combination (e.g. 
salaries + capitation) and therefore, they do not necessarily need to be 
mutually exclusive. In fact, most often, funding models rely on mixed 
systems. 

More specifically, capitation (similar to the one already used in some 
“Maisons medicales”), or activity-based funding (payment decided on an 
episode of care basis) could be considered. Both systems rely on health 
care needs (patient specific or episode specific) and the necessary 
services/activities required to address those needs. Although, their general 
adoption remains at present premature, due to the lack of data on prisoner’s 
case mix and individual costing data, such systems could facilitate the 
introduction of better incentives for an efficient interdisciplinary and 
collaborative approach between all health professionals involved in primary 
care. 

Estimations require up to date, prisoner specific clinical data, likely to have 
an important impact on costs (e.g. addiction, tuberculosis, hepatitis, HIV, 
diabetes, psychiatric illnesses, chronic diseases, etc.), as well as other 
variables known to have an impact on health consumption, such as length 
of imprisonment, age, gender, socioeconomic background (language, 
nationality, residence permit), and prisoner status (accused, convicted, 
mentally ill offender). All interventions done by all health care specialties 
represented in the primary care team should be carefully registered. 
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Monitoring of expenditure would be important but flexibility should be offered 
(e.g. for “outliers” or emergencies).  

Changing the current payment modalities for secondary care used outside 
of prison may not be appropriate given the problems already faced at 
present to attract specialists to come into prison. Instead, considering an 
equivalent fee to those working with the general Belgian population and a 
small plus (to be incorporated in the consultation fee) to recognise the 
necessary transport or waiting times for entering the prison could help to 
address the current “attraction and retainment” problems. 

We recommend the careful consideration of payment modalities that offer 
better incentives for an efficient multidisciplinary and collaborative approach 
between all health professionals involved in primary care.  

The cost of the transfer 
Although the research team would have liked to offer an insight into the 
financial impact/cost that the transfer from Justice to Health has had in those 
countries in which it has already taken place, no systematic search was 
carried out on that regard given the challenges this would pose (e.g. if any 
available, likely to be unpublished, grey literature). Instead, contact with 
experts from the countries identified as having gone through the transfer and 
included in our international comparison (i.e. France and Scotland) was 
made with regard to the existence of such evaluations. 

As previously stated in this report, during this exercise the research team 
learnt that ‘Audit Scotland’ (http://www.audit-scotland.gov.uk/) had planned 
to conduct a review specifically on the financial implications of the transfer 
from Justice to NHS Scotland by the end of 2016. However, although this 
would have been very informative for our research, at the time of the 
publication of our report, the Scottish review had been postponed and will 
not be published before 2018. 

Nevertheless, some broad figures regarding expenditure after the transfer 
can be brought into discussion. In May 2017, the Health and Sport 
Committee of the Scottish Government published a short audit report on 
health care in prisons101, which reported some interesting figures about 
overall expenditure: the total forecasted expenditure on prisoner health care 

(excluding indirect costs of time required by management, IT services and 
finance services) for the first financial year after the transfer (2012-2013) 
was 23.5m GBP. Four years later (2016-2017), the audit reported costs of 
28m GBP. In other words, an increase in expenditure of 20%. 

Regarding the French experience, a report by IGAS (l’Inspection générale 
des affaires judiciaires) published in 2001169 mentioned an increase in the 
financial means used for the health care of prisoners of 40% between the 
years 1994 and 2000.  

These broad estimates should in no case be taken as the cost of the transfer 
since it is impossible at present to separate the weight of the transfer on the 
overall expenditure from the weight of other factors such as changes in the 
health care system or legal/political changes that would have taken place 
even if the transfer had not been pursued. Nevertheless, they simply provide 
an illustration of the fact that potential savings that could be gained via 
system efficiencies are unlikely to be perceived in the short term. Instead, a 
financial injection appears to be required in order to kick start the transfer 
and support the necessary organizational changes required to avoid just a 
pure transfer of financial means and move into an optimization of the 
system. Furthermore, it would have been interesting to learn how much the 
expenditure was in these two countries the year before the transfer and 
compare it with the year after the transfer (pre- and post-assessment) before 
moving into assessing expenditure trends (growth in this case) in the five or 
10 years after the transfer. Unfortunately, this information was unavailable 
at the time of the publication of this report.  

Our study serves to highlight the current lack of research on the impact of 
such transfers in terms of the health of prisoners, overall public health gains 
and costs. This is despite the fact that the transfer has already been in place 
in the countries analysed for over five years. 
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General 
As sketched in this short report, penitentiary health care has many aspects 
and many parties are involved. For the reform, first of all, a strategic plan 
is needed, in which main principles and future targets are described, and 
that is approved and supported by Minister of Social Affairs and Public 
Health and the Minister of Justice, and all other Ministers involved, as well 
by the responsible ministers of the defederated entities. 

Recapturing, main principles for the reform are: 

 health care in prison must be equivalent to health care in the outside 
world 

 health care must comply which medical ethics, in particular the respect 
of confidentiality and consent 

 professional independence of health care providers must be 
guaranteed 

 the so-called ‘Basic law on prisons’ approved in 2005 has to become in 
force by publishing as soon as possible the necessary Royal Decrees 

 health care in prison requires an ‘all government’ approach and is not 
an isolated responsibility of the Minister of Social Affairs and Public 
Health and close cooperation between several ministries at federal level 
as well as with competent ministries at defederated level is needed 

 health care provision at the local prison level needs central steering and 
monitoring in order to get adequate quality and more uniform 
approaches 

 health care is multidimensional and requires a interdisciplinary 
approach and therefore in every prison an interdisciplinary team is 
installed 

 to coordinate the many parties involved in penitentiary health care 
service a health service care coordinator is needed in each prison 

 health care in prison requires a ‘whole prison’ approach, involving also 
all non-medical personnel and a healthy prison environment 

 every prisoner should receive a comprehensive health assessment at 
prison entry as base to create an individual care plan for each prisoner 

 health care is provided as much as possible within prison walls 
(including specialist care) 

 health care professionals and organizations involved in prison health 
care are ‘hired’ from regular providers in the outside world 

 health insurability rules current in the outside world should also be 
applied to prison health care 

 continuity of care must be guaranteed, meaning that at prison entry 
information from the outside world is gathered and that at prison 
release, information is send to health care providers outside  

 e-health applications are seen as a promising way to deliver care and 
can be part of all types of care and should be enhanced and promoted 
as much as possible 

 every prison, or a cluster of nearby prisons, cooperates with a nearby 
acute care hospital for specialized somatic care and cooperates with a 
nearby specialized mental health care provider for specialized mental 
health care (as is the case in France) 

 remuneration for prison health care providers should at least be as 
attractive as the one in the outside world 

It has to be kept in mind, that the reform will take several years and a step-
wise approach is recommended and must be outlined in the strategic plan. 

Phase 1. Preparation: Enforcing the central DGZG/SSSP is the first step to 
be taken, by appointing a general and medical director and by extending the 
DGZG/SSSP with competencies related to health care organization, 
nursing, psychiatry, epidemiology, economics, pharmacological services, 
clinical guidelines and quality assurance. When done, the enforced 
DGZG/SSSP needs to prepare the strategic plan. In this process, specific 
elements of the reform and new approaches should be thoroughly prepared 
by several working groups (staffing, payment modalities, insurability, 
contracts with health care providers, etc.) Simultaneously, the DGZG/SSSP 
needs to take measures for an adequate registration and monitoring system 
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for health care needs and applied interventions, so future reforms can be 
evaluated adequately and budget consequences can be calculated. 
Following this, local health care services should be enforced at least as a 
bare minimum to such extent that CPT minimal workforce requirement are 
met. Simultaneously, the DGZG together with the penitentiary health council 
should set up a set of clinical guidelines, adapted to the Belgian situation, 
and spread these across the prisons. 

Phase 2. Testing and data/information gathering: An obvious first element 
is the introduction, in some prisons, of an interdisciplinary primary care team 
applying a holistic health care approach, including prevention and health 
promotion. The reform is implemented in 2 to 4 prisons and carefully 
evaluated during one year in order to adapt the reform and to develop 
appropriate capitation/activity based payments for primary care and to 
compute general budget requirements before expanding the reform to all 
Belgian prisons. The required budget to pursue this phase could be 
approximated by means of prison specific historical mean annual costs, as 
described in appendix 5, corrected by the additional human resource costs 
required to set up the interdisciplinary team, and to comply with the minimal 
workforce standards of the CPT. During this phase, pilot-studies could also 
be performed on other specific elements of the reform, such as telehealth 
applications. 

Phase 3. Expand the reform to all prisons. Keep on monitoring processes, 
outputs, outcomes, and costs in order to adapt the reform to local situations 
and needs. 

To evaluate the reform process, the strategic plan needs a well-documented 
time line with activities to be done and results to be reached. 

Study limitations 
Several limitations to this study must be mentioned. First of all, none of the 
direct views of prisoners themselves are incorporated and as a 
consequence we missed the most valuable source to know the health care 
needs and the extent to which they are (un)met; in addition, we do not 
directly know how prisoners experience the current health care organization. 

We measured health care use on basis of the Epicure system and 
consequently our results largely depend on the extent to which health care 
providers accurately register their activities in that system. We do not know 
the registration accuracy. Moreover, the Epicure system has several 
shortcomings and lacks a uniform language to enter data, making data 
extraction and analysis very difficult. As already mentioned, the dataset at 
our disposal could not be used to accurately assess disease frequency. 
First, the diagnoses were not readily available. Second, there was 
uncertainty around the detection rate of pathologies and around the 
treatment rate of detected pathologies. However, the Epicure dataset was 
useful for three sets of analysis: to assess what categories of treatment were 
used most; to investigate the variations in prescriptions and the associated 
factors (see above); to assess the proportion of patients receiving highly 
specific medications for a set of diseases (e.g. HIV, tuberculosis, HCV, 
diabetes). 

We selected only four countries in the international comparison and may 
have missed important relevant lessons from other countries such as 
England and Wales, which have one of the longest experience in the direct 
commissioning of prison health care by the Ministry of Health. 

We offered an overview on ‘current’ spending on health care in Belgian 
prisons, but due to a lack of transparency and detail in the figures provided 
and analysed here, these should only be regarded as best estimates. Such 
cost data limitations together with a lack of case mix data impeded the 
estimation of a budget for health care that could respond adequately to 
health care needs. 

We did not address in full medical ethics related to penitentiary health care 
and the difficulties that are met regarding medical independence and 
medical care in the best interest of prisoners versus medical care in the 
interest of the justice system. 

Thus a lot of further research could be recommended. 

Recommendations to the Belgian policymakers based on this research are 
published as part of the Dutch and French syntheses, which are available 
on the KCE website. 
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