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Foreword

A study of New Zealand prisoners conducted by the Department of Corrections in 1999 showed that up to
70 percent had drug and/or alcohol problems and a significant proportion had various mental health issues.
However, that research didn’t consider the co-existence of mental health issues and drug/alcohol
problems, which overseas studies have identified as significant among prisoners.

Offenders are screened for drug and alcohol issues and mental health problems on reception to prison but,
if problems are indicated, further assessments are conducted separately and the conditions are treated in
parallel or serially. Understanding the extent of comorbidity is critical to providing the best possible
treatment to the prisoner population. It is acknowledged that diagnosis of comorbid drug/alcohol problems
and mental health issues can be difficult, as the symptoms related to drug use and those related to mental
health disorders can be confused. In addition, the symptoms related to drug taking or mental health
disorders may combine and reinforce each other when they appear, making it difficult to distinguish
between the two.

In 2014, the Department successfully applied for funds from the Government’s Proceeds of Crime
allocation under the Methamphetamine Action Plan to conduct a study into the prevalence of co-morbid
mental health and substance abuse issues amongst prisoners. National Research Bureau was contracted to
interview prisoners about substance use and mental health problems, and CGA Consulting was contracted
to analyse the data collected and to produce a report summarising the findings.

Over 1200 prisoners were interviewed across 13 prisons between March and July 2015 and this report
presents the findings from those interviews.

The results will enable the Department to work with the Ministry of Health to improve planning for service
delivery across the health and corrections domains; they will support improved delivery of forensic mental
health services within prisons; and they will assist the Department in assessing prisoners and ensuring that
all forms of treatment, both psychiatric and rehabilitative, are delivered in an integrated way.
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Executive summary
Introduction

Mental health and substance use disorders are known to be substantially higher among prisoners than in
the general population. The purpose of this study was to investigate the prevalence and co-occurrence of
mental health and substance use disorders among New Zealand prisoners.

Methods

This study used the Composite International Diagnostic Interview 3.0 (CIDI 3.0) and the Personality
Diagnostic Questionnaire 4+ (PDQ-4) to assess the prevalence of mental health and substance use
disorders. The study sample included 1209 New Zealand prisoners across 13 prisons. This report presents
the prevalence for the 12-month and lifetime diagnosis of mental health and substance use disorders
including breakdowns by gender, age and ethnicity. Comparisons have been provided where possible for
the general population using the 2006 New Zealand Mental Health Survey (unless noted otherwise) or the
1999 New Zealand Prisoner Mental Health Study.

Results

Mental disorders

o Nearly all (91%) prisoners had a lifetime diagnosis of a mental health or substance use disorder and
62% had this diagnosis in the past 12-months.

e Female prisoners were significantly more likely to have a 12-month diagnosis of any mental disorder
than male prisoners (75% compared to 61%).

e General population comparison: Prisoners were three times more likely than the general population to
have a 12-month diagnosis of any mental disorder (62% compared to 21%).

Anxiety disorders

e Just over one in five (23%) prisoners had an anxiety disorder diagnosis in the past 12-months, while
30% had a lifetime anxiety diagnosis.

e Female prisoners had a significantly higher prevalence of post-traumatic stress disorder compared to
males for both 12-month and lifetime diagnoses, with over half (52%) of women having a lifetime post-
traumatic stress disorder diagnosis.

e General population comparison: A lifetime post-traumatic stress disorder diagnosis was four times
higher among prisoners (24%) than in the general population (6%).

e Prison population comparison: The lifetime prevalence of generalised anxiety disorder was just over 1%
in the 1999 prisoner mental health study which had increased to nearly 9% in 2015, while the lifetime
prevalence of panic disorder had also increased from nearly 2% in 1999 to nearly 6% in 2015.

Mood disorders

e Nearly a third (32%) of prisoners had a lifetime diagnosis of any mood disorder, while 24% had a 12-
month mood disorder diagnosis.

e  When compared to other ethnic groups, Maori prisoners had the lowest prevalence of lifetime
diagnosis of major depressive disorder (17%).

e General population comparison: The 12-month prevalence of any mood disorder was three times
higher for prisoners (24%) than in the general population (8%).

e Prison population comparison: When compared to the 1999 prisoner mental health study, the lifetime
prevalence of major depressive disorder decreased slightly (from 23% to 21%), the lifetime prevalence
of bipolar increased from 2% to 11%, and dysthymia increased from 1% to 5%.




Substance use disorders

A substantial majority of prisoners (87%) had a lifetime diagnosis of a substance use disorder, and just
under half (47%) had a 12-month diagnosis of a substance use disorder.

Marijuana was the most prevalent drug of abuse with 24% of prisoners having a lifetime diagnosis,
while stimulants were the most common drug of dependence with 23% having a lifetime diagnosis.
General population comparison: Prisoners were seven times more likely to have a lifetime prevalence
of any substance use disorder compared to the general population.

Prison population comparison: The prevalence of stimulant abuse and dependence (combined) had
increased nearly 10-fold since the 1999 prisoner mental health study, from 4% reported in the 1999
study to 38% (15% for abuse and 23% for dependence) in 2015.

Eating disorders

The lifetime prevalence of eating disorders among prisoners was 5%, while 3% were found to have a
12-month diagnosis.

The prevalence of eating disorders was twice as high among female prisoners as among male prisoners,
for both 12-month (7% compared to 3%) and lifetime (10% compared to 5%) diagnoses.

General population comparison: Prisoners were seven times more likely to have a 12-month eating
disorder diagnosis than the general population (3% compared to 0.5%).

Prison population comparison: The lifetime prevalence of eating disorders increased five-fold (from 1%
to 5%) from the 1999 prisoner mental health study to the 2015 study.

Comorbidity

One in five (20%) of prisoners were found to have a 12-month diagnosis of a comorbid mental health
and substance use disorder, while 42% were found to have a lifetime comorbidity diagnosis.
Comorbidity was higher among women than men, for both 12-month and lifetime diagnoses.

There was little variation by ethnicity for the lifetime and 12-month prevalence of comorbidity, with
the highest rates found among prisoners of European descent.

Prisoners with a lifetime diagnosis of a substance use disorder had almost half (48% compared to 93%)
the prevalence of comorbidity compared to people with a lifetime anxiety disorder.

Multiple disorders

Two-thirds (66%) of prisoners were found to have two or more lifetime diagnoses of a mental or
substance use disorder, while 31% were found to have two or more 12-month diagnoses.

A higher proportion of female prisoners (72%) compared to male prisoners (65%) had a lifetime
diagnosis of two or more mental health and substance use disorders.

A high proportion of prisoners diagnosed with a lifetime anxiety (84%) or mood (81%) disorder were
found to have a lifetime diagnosis of three or more disorders, compared to 40% of prisoners with a
substance use disorder.

General population comparison: Prisoners were nearly four times more likely to have two or more 12-
month diagnoses of mental health and substance use disorders than the general population (30%
compared to 8%).

Personality disorders

One in three (33%) prisoners was found to have a clinically significant personality disorder, with a
slightly higher prevalence among men than women.

The most common personality disorders detected were paranoid (15%), antisocial (11%), obsessive
compulsive (10%) and borderline (9%).

The highest prevalence (46%) of personality disorders were found among prisoners with a lifetime
comorbid mood disorder diagnosis.

Prison population comparison: The lifetime prevalence of personality disorders was nearly twice as high
(60% compared to 33%) among New Zealand prisoners in 1999 compared to the current 2015 study.
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Psychosis symptoms

The lifetime presence of psychosis symptoms (such as seeing visions and hearing voices) was present in
13% of prisoners, and in 7% of prisoners in the past year.

Prisoners with a lifetime diagnosis of an anxiety (23%) or mood (20%) disorder had the highest
prevalence of ever experiencing symptoms of psychosis compared to 13% overall.

Prison population comparison: The lifetime prevalence of schizophrenia and related disorders was
estimated to be 6% in the 1999 prisoner mental health study, while 12% of prisoners were found to
report symptoms of psychosis in 2015.

Psychological distress

Over one in four (28%) of prisoners experienced psychological distress in the past 30 days.

There were significantly higher rates of psychological distress among female (47%) compared to male
(27%) prisoners.

The prevalence of psychological distress was more than twice as high (60% compared to 28%) for
prisoners with a 12-month diagnosis of an anxiety disorder compared to the total.

General population comparison: Prisoners were nearly five times more likely (28% compared to 6%) to
have experienced psychological distress in the past 30 days compared to the general population from
the 2013/14 New Zealand Health Survey.

Suicidal behaviours

Over one-third (35%) of prisoners had ever thought about suicide, 17% had ever made a suicide plan
and 19% of prisoners had ever attempted suicide.

Female prisoners had higher rates of suicidal behaviours than men, including ever thinking about
suicide (44% compared to 34%) and ever attempting suicide (29% compared to 18%).

General population comparison: Prisoners had higher rates of suicidal behaviours than people in the
general population, including being twice as likely to have ever thought about suicide (35% compared
to 16%) and four times as likely to have ever attempted suicide (19% compared to 5%).

Mental health treatment

Nearly half (46%) of prisoners diagnosed with a 12-month mental health or substance use disorder had
received some form of mental health treatment in the past year.

Female prisoners had significantly higher rates of mental health treatment than males for nearly all
disorders, including 60% of women with a 12-month diagnosis of any mental disorder obtaining mental
health treatment compared to 45% of men.

Pacific peoples were substantially less likely to access health services for their mental health than
prisoners of European descent (33% compared to 54%).

General population comparison: Fewer than half (46%) of prisoners with a 12-month diagnosis of any
mental disorder received some form of mental health treatment in the past year, which was slightly
higher (39%) than found in the general population.

Conclusions

In summary, prisoners had high rates of mental health and substance use disorders including high rates of
comorbidity which were often undetected and under-treated. The findings of this report provide important
evidence to assist with identifying areas for improved detection, early intervention, treatment and
rehabilitation and diversion away from the criminal justice system. In particular, the findings suggest that
improved integration of mental health and substance use disorder treatment would be an important
strategy for improving the health and reducing re-offending among prisoners.
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Infographic: Comparing 12-month diagnosis of prisoners to the general population
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Table i. Comparisons with 2006 general population survey

12-month diagnosis

Lifetime diagnosis

2015 prisoner 2006 general 2015 prisoner 2006 general
population population population population
(n=1209) % % (n=1209) % %
Anxiety disorders
Generalised anxiety disorder 5.2 2.0 8.9 6.0
Panic disorder 4.4 1.7 5.7 2.7
Post-traumatic stress disorder 16.0 3.0 23.7 6.0
Any anxiety disorder 22.5 14.8 30.3 24.9
Mood disorders
Bipolar disorder 9.0 2.2 11.2 3.8
Dysthymia 4.2 1.1 5.1 2.1
Major depressive disorder 14.6 5.7 20.6 16.0
Any mood disorder 23.7 7.9 32.0 20.2
Substance use disorders
Alcohol abuse 11.9 2.6 42.9 11.4
Alcohol dependence 18.1 1.3 35.8 4.0
Drug abuse 5.1 1.2 22.7 5.3
Drug dependence 21.3 0.7 37.1 2.2
Any substance use disorder 46.8 3.5 87.2 12.3
Summary measures
Any eating disorder 3.3 0.5 5.1 1.7
Any mental disorder* 62.2 20.7 90.9 39.5
Any comorbidity# 20.4 - 41.8 -
Multiple disorders
No disorders 37.8 79.3 9.1 60.5
One disorder 31.3 13.0 25.4 20.0
Two disorders 16.7 4.4 30.2 9.9
Three or more disorders 14.1 3.3 35.4 9.7
Other mental health measures
Any personality disorder - - 32.9 -
Psychosis symptoms 6.5 - 12.9 -
Psychological distress in the past 30 days 28.3 - - -
Suicidal behaviours
Suicide ideation 14.2 3.2 34.5 15.7
Suicide plan 6.8 1.0 17.3 5.5
Suicide attempt 5.5 0.4 19.3 4.5
Mental health treatment (past year)
Any anxiety disorder 58.0 39.4 - -
Any mood disorder 58.8 55.1 - -
Any substance use disorder 42.2 29.9 - -
Any mental disorder 45.7 38.9 - -

*Includes any mood, anxiety, substance or eating disorder; # Includes any mental disorder and any substance use disorder




Introduction

The prevalence of mental health and substance use disorders is known to be substantially higher among
prisoners than in the general population and is associated with their offending behaviours (Chang et al,
2015; Fazel and Seewald, 2012; Young et al, 2011). Among prisoners, women have been found to have a
higher prevalence of mental disorders than men (Fazel and Seewald, 2012; Butler et al, 2006).

In 1999, the New Zealand Department of Corrections commissioned an investigation into the prevalence of
psychiatric disorders among prisoners (Department of Corrections, 1999). The methodology for that study
included administering the Composite International Diagnostic Interview — Automated (CIDI-A) and the
Personality Diagnostic Questionnaire 4+ (PDQ-4) to estimate the prevalence of mental disorders among
1248 prisoners. The study found significantly elevated prevalence of most mental health and substance use
disorders compared to a 1989 New Zealand population survey.

More recently, the Ministry of Health commissioned the first population level mental health survey (the Te
Rau Hingengaro: New Zealand Mental Health Survey) which was published in 2006 (Oakley Browne et al,
2006). The survey reported on the one-month, 12-month and lifetime prevalence rates of major mental
disorders among people aged 16 years and over living in private households. The study used the Composite
International Diagnostic Interview 3.0 (CIDI 3.0) and over-sampled on Maori and Pacific peoples in order to
make accurate comparisons by ethnicity. This study found the 12-month prevalence of two or more mental
health or substance use disorders to be 7.7%. This was lower than found in the United States National
Comorbidity Survey Replication (which also used the CIDI) which found the prevalence of two or more
disorders to be 13.8% (Kessler et al, 2005). Using a different definition of comorbidity in an Australian
prisoner study, the 12-month prevalence of a co-occurring mental illness and substance use disorder was
found to be 29% (46% for women and 25% for men) (Butler et al, 2011).

The purpose of this study was to investigate the prevalence and co-occurrence of mental health and
substance use disorders among New Zealand prisoners.



Methods

The implementation of the survey was split into two parts, with data collection conducted by National
Research Bureau (NRB) based in New Zealand, and analysis of the data and preparation of this report
completed by a research team based in Australia. Ethics approval for this study was obtained from the
Central Health and Disability Ethics Committee of the Ministry of Health in February 2015 (15/CEN/18). This
research was commissioned by the Department of Corrections utilising funding from the Government’s
Proceeds of Crime under the Methamphetamine Action Plan.

Sample frame

The target population for the survey was at least 1200 prisoners (comprising males and females) in one of
the 13 prisons selected for participation and who met the following inclusion criteria:

e Aged 18 years and over
e Proficient in English
e Newly sentenced or in custody for less than 3 months

The target sample size of 1200 was determined based on the maximum participation achievable given the
available funding, in addition to some background estimates to obtain a representative sample given the
New Zealand prison population size (about 8000). Over-sampling of women (and other population groups)
was considered but not progressed. More detail on the sample characteristics compared to the overall New
Zealand prison population characteristics is included later in this chapter.

The time span for the term ‘newly sentenced’ was initially defined to include the last 30 days, but then
widened to include the last three months to enable the target sample size to be achieved. Remand
convicted prisoners were also included. As a result of the movement of prisoners between prisons, it was
not possible to accurately determine the proportion of newly sentenced prisoners available in each prison.
Prisoners were excluded if the Department of Corrections staff regarded them as unable to safely
participate as a result to their physical or mental health or behaviour.

Recruitment

The recruitment procedure for this study is outlined below (Figure i). The first step was for Corrections staff
to compile a list of prisoners who met the study eligibility criteria. Prison staff approached each person on
the list and told them that:

e a health study was in progress and they were invited to take part
e any questions they may have were best answered by the health interviewer
e it was not compulsory to take part but that they might find it interesting to do so.

Prisoners who declined to hear further about the study were excluded from participation. The Department
of Corrections was unable to provide estimates of how many prisoners declined before discussing the
survey with the interview staff. The prospective participant was then taken to the interview room by
Corrections staff, introduced to the interviewer and seated. Corrections staff remained nearby to ensure
interviewer safety but out of earshot to ensure participant confidentiality.

The interviewer explained the study verbally and with the printed Information Sheet (see Appendix 1),
which described the study procedures and provided answers to frequently asked questions. Those who
declined to participate were thanked for their time and returned to their cells by Corrections staff.
Interviewers documented these refusals which are captured below (Table i). Participants were not paid for
their involvement.



Those who agreed to participate were taken through an informed consent procedure prescribed by the
Ministry of Health Ethics Committee to ensure they understood their role in the research and informing
them that they could decline to answer any question they wished and withdraw at any time without
repercussions. Participants were also invited to ask any questions. If the participant wished to proceed, the
consent form was provided for them to sign. As a result of the need for supervision by Corrections staff, it
was only practical to have two interviewers working at any prison on a given day, with each attempting one
morning and one afternoon interview.

Figure i: Recruitment procedure

All recent sentenced prisoners

Corrections compiles lists for each prison Prisoners withheld
of prisoners to be approached by administration

Withheld by duty

staff
Prison duty staff invite listed prisoners to Y

discuss taking part in the survey with the

health interviewer
me? Decline to hear

further

Health interviewer uses Information Sheet Decline to take
to present description of the interview part

Proceed to Consent and to start interview === Partial interview

Complete CIDI and PDQ interview

Response rates

Table ii reports the proportion of prisoners who agreed to proceed within each prison after having had the
survey explained to them by the interviewer, using the Information Sheet. As previously mentioned, these
rates do not account for the total number of prisoners approached for participation by Corrections so
should be interpreted with caution.



Table ii. Response rates by prison

2015 prisoner population Approached Refusals Incomplete | Participants Response rate
(n) (n) (n) (n) (%)
Auckland Region Women's Corrections Facility 134 a7 18 69 51.5
Auckland Prison 46 2 7 37 80.4
Christchurch Men'’s Prison 191 34 22 135 70.7
Christchurch Women's Prison 56 0 12 44 78.6
Hawke’s Bay Regional Prison 134 11 20 103 76.9
Invercargill Prison 49 0 5 a4 89.8
Manawatu Prison 34 2 0 32 94.1
Mt Eden Corrections Facility 99 13 13 73 73.7
Otago Corrections Facility 81 4 13 64 79.0
Rimutaka Prison 243 32 7 204 84.0
Spring Hill Corrections Facility 201 9 14 178 88.6
Waikeria Prison 204 25 16 163 79.9
Whanganui Prison 85 10 12 63 74.1
Total 1557 189 159 1209 77.6

Implementation of the survey began on 16 March 2015. Over a four month period (until 15 July 2015),
1557 prisoners agreed to discuss the survey with interviewers. Of these, 189 (12%) refused to participate
and a further 159 (10%) consented to participate but did not complete all CIDI modules instruments so
were excluded from the final sample. Survey cessation was mostly initiated by the participant citing such
reasons as fatigue or boredom due to the survey length and becoming upset or annoyed due to the survey
content. Sometimes (for approximately 5 participants) the interviewer ceased the interview because they
did not believe the respondent was providing reliable answers due to cognitive impairment or mental
illness. On occasion, when an interview may have lasted more than a day, the participant may have been
released so was unable to complete the interview. As part of the study risk management procedures,
participants who expressed any distress were referred by interviewers back to the normal care team for
additional treatment and support.

The final study sample comprised 1209 participants reflecting a 78% response rate among prisoners who
spoke directly to the interviewers. The average duration for interview completion was 105 minutes, with a
median duration of 93 minutes. The longest duration was 380 minutes over multiple sessions.

Assessment tools

The primary data collection instrument for this study was the World Health Organisation World Mental
Health Composite International Diagnostic Instrument version 3.0 (CIDI). More information about the CIDI
3.0 can be found at: http://hcp.med.harvard.edu/wmhcidi/index.php. The CIDI was also the instrument
used in the 2006 New Zealand Mental Health Survey and 1999 New Zealand Prisoner Mental Health Study,
which are the primary surveys used for comparison purposes in this report.

The CIDI is a fully structured and validated diagnostic interview that can be administered by trained lay
interviewers. The CIDI is structured in diagnostic modules, each addressing a mental disorder. The CIDI
modules selected for inclusion included anxiety disorders (generalised anxiety disorder, panic disorder,
post-traumatic stress disorder), mood disorders (depression, mania), substance use disorders (alcohol,
drugs), eating disorders, psychosis symptoms, 30 day symptoms, suicidality, services, the screener and
demographics. The CIDI 3.0 creates diagnostic codes based on DSM-IV (despite DSM-5 being the most

current version) and International Classification of Diseases (ICD-10) classification systems. This report
focuses on the DSM-IV diagnoses, as is mostly commonly used in New Zealand.

It should be noted that this survey did not include the CIDI modules for obsessive compulsive disorder,
phobias (specific and social phobia) or separation anxiety disorder due to the anticipated survey length.
This limits direct comparisons with the 2006 general population study for ‘Any Anxiety disorder’ which
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included assessment of these CIDI modules. To enable better comparison of the results from this study with
the 2006 survey, the findings from these excluded modules have been included in the report.

The study also used the Personality Diagnostic Questionnaire 4+ (PDQ-4). More information about the PDQ-
4 can be found at: http://www.pdg4.com/index.html. The PDQ-4 was scored for clinical significance by
analysis of the additional questions administered as part of the clinical significance scale. This included
answering yes to ‘is this really true for you?’ the condition affecting them for most of their life, not being
related to any other mental or physical health condition, and having caused them problems in their life.
Both tools were administered using Computer Assisted Personal Interviewing (CAPI).

Psychological distress is captured as part of the 30-day symptoms module of the CIDI which follows the K10
questionnaire (Kessler et al, 2002). In this study, the 2013/14 New Zealand Health Survey is used as the
general population comparison group for psychological distress so the cut-off of 12 or more was used for
consistency purposes.

Interviewer training and support

Training to administer the CIDI-3.0 consisted of a two day intensive session delivered by authorised trainers
from The Australasian CIDI Training and Resource Centre, which is hosted at the University of Tasmania.
Training was followed by a certification trial. Interviewers progressed to fieldwork, or to remedial training
as required. Only CIDI certified interviewers were progressed to interviewing for the study. Interviewers
were also provided with a formal orientation to the correctional environment before they began
interviewing.

NRB's Field Manager kept regular contact with each interviewer to monitor their stress, if any, resulting
from hearing the often traumatic histories of the prisoners they interviewed. These interactions proved to
be necessary and effective in maintaining the morale of the interviewing team. Interviewers who observed
prisoners being distressed by the survey questions advised custodial staff, who could arrange appropriate
support for participants.

Data collection procedures

The interviews were administered face-to-face by 24 trained interviewers across New Zealand. The
guestionnaires were hosted on laptops with all the sequences and branching pre-determined within the
CIDI and PDQ software CAPI versions of those two instruments. Interviewers entered the responses given
on keyboards. Care was taken at each step of the interviewing and data handling to protect the anonymity
and confidentiality of the respondent's answers to the survey including:

e At the recruitment into the interview, the respondent's name was entered onto the Consent Form,
which they also signed. The Consent Forms and Record of Participation were then stored centrally at
NRB premises physically separate from the electronic data.

e The laptops, into which the answers had been recorded, were password protected to prevent any
casual access to the individual data they held.

e  Since the individual records were identifiable with a Person Record Number, the laptops were cleared
of the survey interviews once it had been assured that uncorrupted and intelligible data had been
provided to the researchers.

e The Person Record Number was retained with each interview to enable Corrections to link each record
with other relevant health or criminological information.

NRB provided the authors of this report copies of the electronic data collected through secure file transfer
at three time periods in the data collection process (at the start, the middle and at the conclusion). At the
conclusion of data collection, NRB ran the SAS macros as part of the CAPI software provided for the CIDI
administration to calculate the diagnostic prevalence of the included conditions.
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Data cleaning, weighting and analysis

Once the authors of this report obtained the final dataset from NRB, detailed data dictionaries were
prepared for the PDQ4 and CIDI modules included. Corrections provided an administrative dataset from its
official operational database (the Integrated Offender Management System) for survey participants
including some additional demographic and offending data items. The data from the PDQ4, CIDI and
Corrections data were read into SAS version 9.4 and linked using the unique Person Record Number. The
final data was then extensively checked for data quality and consistency errors. This included: identifying
duplicate interviews, excluding incomplete interviews and preparing summary diagnostic variables which
included skip pattern responses.

Diagnoses which may be caused by physical or organic causes (including depression, mania, panic disorder,
generalised anxiety disorder and psychosis) were checked by a psychiatrist. They were excluded if the
diagnosis was found to be always the result of a physical or organic cause. The final sample was then
weighted to reflect the prison population (by age, gender and ethnicity) as at 17 May 2015, which was
provided by Corrections. As a result of this weighting, tables only include the summary sample size (n)
within a variable rather than within each table cell. A comparison between these two populations is
described in the sample characteristics section below.

In order to ensure comparability with the New Zealand general population, the disorder definitions used in
the 2006 population survey were applied for this survey. This included using the DSM-IV diagnostic
categories from the CIDI and the following summary variables (see Appendix 1 for full glossary):

e Bipolar disorder —included any Bipolarl, Bipolarll, Mania or Hypomania disorders

e Any mental disorder — included any anxiety, mood, substance or eating disorders

e  Multiple disorders — defined by the presence of two or more disorders

e Mental health treatment in the past year — visit for a mental health problem to a mental health
professional including psychiatrists, psychologists, counsellors, social workers, general medical or
nursing professionals, or other mental health workers

In this report, comorbidity is defined by the presence of a DSM-IV CIDI diagnosis for a substance use
disorder (alcohol and/or drugs) with a mental health disorder (mood and/or anxiety). It should be noted
that this is an underestimate of comorbidity as it excludes participants who were found to have a
personality disorder, psychological distress, and symptoms of psychosis. However, this definition was
applied to enable comparability with other published comorbidity research (Butler et al, 2011).

Data analysis was conducted in SAS version 9.4 and included procedures which accounted for the sample
weighting and complex survey design. This included basic frequencies and statistical tests (chi-squares) to
determine significant differences by gender among the main survey findings. The sample was reported by
age groups (17-24 years, 25-44 years, 45-64 years, 65 years and older) that matched the 2006 New Zealand
Mental Health Survey. For each estimate, the relative standard error was calculated to assess the reliability
of the estimates. Prevalence estimates with a relative standard error of 25% or greater have been flagged
in the tables to indicate that they are subject to high sampling error and should be used with caution.

The diagnostic codes were analysed using CIDI hierarchy rules so, for example, participants with a diagnosis
of alcohol dependence could not be diagnosed with alcohol abuse. The other diagnostic codes where
hierarchy rules apply include: generalised anxiety disorder, dysthymia, major depressive disorder, alcohol
abuse, drug abuse, bulimia and binge eating.

Sample characteristics

A comparison between the demographic characteristics of the study population with the prison population
as at 17 May 2015 is included in Table iii below. The study sample included a higher prevalence of women
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(9.3% compared to 6.1%) and younger people (average age 32.8 years compared to 36.1 years) than found
in the overall prison population. Ethnicity in the sample was derived from Corrections operational database
which was self-disclosed by prisoners and linked to the survey sample.

Table iii. Study population characteristics compared to total prison population

Total prison population Study population
Variable 5 Sl bl
(n=8797) % (n=1209) %
Men 93.9 90.7
Gender
Women 6.1 9.3
17-24 years 19.0 26.0
25-44 years 56.0 56.7
45-64 years 22.2 15.8
Age group
65+ years 2.8 1.5
Average age (years) 36.1 32.8
Median age (years) 34.0 30.0
European 32.8 35.0
. Maori 50.5 51.5
Ethnicity -
Pacific peoples 11.6 9.8
Other/Not recorded 5.1 3.7

Additional characteristics of the sample are included in Table iv below, including country of birth, marital
status, highest secondary school qualification, other qualification and smoking status.

Table iv. Other study population characteristics

) Study population
Variable (n=1209) %
. New Zealand 90.9
Country of birth
Other 9.1
Married 7.8
Separated 11.1
Marital status Divorced 4.5
Widowed 0.7
Never married 75.9
Current defacto (excludes married) Yes 46.7
No 53.3
None 65.3
Highest secondary school School cert 1+ subjects/National Cert level 1 16.6
qualification Sixth form cert 1+ subjects/National Cert level 2 9.8
University or other 8.3
No qualifications beyond secondary school 54.7
Other qualification Trade or technical cert 3+ months study 30.4
Other 14.9
Current smoker (prior to prison) 42.9
. Ex-smoker 44.5
Smoking status
Never smoked 11.6
Only smoked a few times 1.0

This report presents the main findings including 12-month and lifetime diagnosis of mental health and
substance use disorders including breakdowns by gender, age and ethnicity. In this report, findings for 12-
month diagnoses are presented in shades of blue in graphs, while lifetime diagnoses are presented in
shades of black. Comparisons were provided for the New Zealand general population using the 2006 survey
throughout this report where available. The 2013/14 New Zealand Health Survey is used as the comparison
population for psychological distress. Comparisons have also been provided with the 1999 New Zealand
Prisoner Mental Health Study for individual diagnoses throughout most sections of the report (excluding
comorbidity, psychological distress, suicidal behaviours and mental health treatment), based on
information available in the published report. These general population findings have been shaded grey in
the tables for easy identification.



Results

1. Mental disorders

This chapter presents the overall findings for this study (with comparisons with the general population
where available) for the main categories of mental disorders and substance use disorders, which are
discussed in more detail in later chapters.

Expected key findings

e All mental disorders were higher among prisoners than the general population, with the greatest
difference found with lifetime and 12-month substance use disorders.

e The proportion of men and women with substance use disorders was similar among prisoners but
significantly higher among men than women in the general population.

Unexpected key findings

e Inthe general population, men were twice as likely as women to have a 12-month diagnosis of a
substance use disorder; while in prison, women were more likely to have a 12-month diagnosis of a
substance use disorder than men.

e Among prisoners, the highest prevalence of any mental disorder was found among Pacific peoples,
whilst this population had the lowest prevalence of any mental disorder in the general population.

12-month diagnosis Lifetime diagnosis

/J
o

Any anxiety disorder 2

L4

Any mood disorder 2

8

O
O

Any substance use disorder

)

Any mental disorder




1.1 Mental disorders summary

Prisoners had a higher rate of all mental disorders than the general population, with particularly high rates
of 12-month and lifetime prevalence of substance use disorders (Table 1.1). The study found nearly all
(91%) prisoners had a lifetime diagnosis of a mental health or substance use disorder, compared to 40% in

the general population.

Figure 1.1 Mental disorders summary, 2015 prisoner population
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Table 1.1 Mental disorders summary by study population

2015 prisoner population 2006 general population
12-month Lifetime 12-month Lifetime
(n=1209) % (n=1209) % % %
Any anxiety disorder 22.5 30.3 14.8 24.9
Any mood disorder 23.7 32.0 7.9 20.2
Any substance use disorder 46.8 87.2 3.5 12.3
Any mental disorder 62.2 90.9 20.7 39.5




1.2 Mental disorders by gender

In both the general population and in prison, women had a higher lifetime and 12-month prevalence of
anxiety and mood disorders and men had a higher lifetime prevalence of substance use disorders (Table
1.2). In the general population, men had a higher prevalence of substance use disorders in the past 12
months than women. However, among prisoners, women had higher 12-month prevalence than men.

Figure 1.2 Mental disorders by gender, 2015 prisoner population
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Table 1.2 Mental disorders by gender by study population

2015 prisoner population 2006 general population
Men Women Men Women
(n=1096) % (n=113) % % %
. . 12-month 21.2 45.3% 10.7 18.6
Any anxiety disorder —
Lifetime 28.7 57.3t 19.9 29.4
. 12-month 23.5 27.4 6.3 9.5
Any mood disorder —
Lifetime 31.5 40.6 15.6 24.3
. 12-month 46.4 52.4 5.0 2.2
Any substance use disorder —
Lifetime 87.6 81.0t 17.3 7.7
N 12-month 61.4 75.3t 17.1 24.0
Any mental disorder —
Lifetime 91.0 88.9 36.5 42.3

tStatistically significant (P<0.05)
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1.3 Mental disorders by age group

The prevalence of a 12-month diagnosis of any mental or substance use disorder decreased with age for
both prison and general population samples (Table 1.3). The lifetime diagnosis of any mental or substance
use disorder peaked in the 25 to 44 year age group for both prison and general population samples.

Figure 1.3 Mental disorders by age group, 2015 prisoner population
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Table 1.3 Mental disorders by age group by study population

2015 prisoner population 2006 general population
17-24 25-44 45-64 65+ 16-24 25-44 45-64 65+
(n=314) % | (n=686)% | (n=191)% | (n=18)% % % % %
. . 12-month 16.9 23.5 25.4 13.8/ 17.7 18.2 13.2 6.0
Any anxiety disorder —
Lifetime 20.5 32.7 33.7 13.8/ 23.9 28.9 25.4 14.2
. 12-month 22.3 26.1 19.1 25.6" 12.7 9.2 6.8 2.0
Any mood disorder —
Lifetime 29.5 34.3 28.9 30.6" 20.7 22.2 22.0 10.6
. 12-month 55.3 50.7 34.0 16.77 9.6 4.2 1.2 <0.1
Any substance use disorder —
Lifetime 87.6 88.8 85.5 66.1 18.8 14.6 10.0 4.0
. 12-month 65.1 64.8 56.3 36.57 28.6 25.1 17.4 7.1
Any mental disorder —
Lifetime 90.5 91.7 91.2 74.0 11.3 12.3 8.9 2.4

ARSE >25% - interpret with caution
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1.4 Mental disorders by ethnicity

The highest prevalence of any mental disorder among prisoners was found among Pacific peoples, while
this population had the lowest prevalence of any mental disorder in the general population.

Figure 1.4 Mental disorders by ethnicity, 2015 prisoner population
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Table 1.4 Mental disorders by ethnicity by study population

2015 prisoner population 2006 general population
Pacific Other/not Pacific
European Maori peoples available Total Maori peoples
(n=423)% | (n=622)% (n=119) % (n=45) % % % %
. . 12-month 26.2 21.4 18.3 19.0" 14.8 16.2 14.8
Any anxiety disorder —
Lifetime 31.6 31.0 27.9 19.0" 24.9 27.7 24.9
. 12-month 31.3 21.2 16.6 15.87 7.9 8.6 8.0
Any mood disorder —
Lifetime 40.2 29.5 25.4 17.87 20.2 19.0 20.2
. 12-month 47.1 48.0 48.9 2427 3.5 5.3 3.5
Any substance use disorder —
Lifetime 85.8 90.5 90.8 52.6 12.3 17.7 12.3
i 12-month 68.0 60.7 59.4 43.4 20.7 25.0 20.7
Any mental disorder —
Lifetime 91.7 92.5 93.1 62.4 39.5 46.5 39.5

ARSE >25% - interpret with caution

1.5 Mental disorders conclusion

Nearly all prisoners had a history of a mental health disorder or substance use disorder at some point in
their lives. This included a prevalence which was substantially higher than found in the general population.
There were few differences in lifetime prevalence of any mental disorder by gender, age or ethnicity among

prisoners.
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2. Anxiety disorders

Anxiety disorders are mental disorders characterised by anxiety as a central or core symptom, with the
DSM-IV major classifications including panic disorders, post-traumatic stress disorder, generalised anxiety
disorder, phobias, separation anxiety disorder and obsessive compulsive disorder, (APA, 2000). Panic
disorder (with or without agoraphobia) is characterised by sudden attacks of intense fear or panic that
triggers severe physical reactions when there is no real danger or apparent cause. Post-traumatic stress
disorder is a condition of persistent mental and emotional stress as a result of traumatic events in life,
typically involving sleep disturbance and dulled responses to others and the outside world. Generalised
anxiety disorder is characterised by excessive or disproportionate anxiety about multiple aspects of life
such as extreme worrying almost every day for six months or more.

Expected key findings

e Post-traumatic stress disorder was significantly higher among prisoners than the general population.
e Anxiety disorders peaked in mid-life for both prisoners and the general population.

Unexpected key findings

e Panic disorder was more prevalent in men than women prisoners while the reverse was found in the
general population.

12-month diagnosis Lifetime diagnosis

3\ 30

Any anxiety disorder 2
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2.1 Anxiety disorders summary

Nearly one in four (24%) prisoners had a lifetime diagnosis of post-traumatic stress disorder reflecting a
prevalence four times higher than the general population rate (6%) (Table 2.1). Panic disorder was twice as
common among prisoners as in the general population for a lifetime and 12-month diagnosis.

When compared to findings from the 1999 New Zealand Prisoner Mental Health Study, the lifetime
prevalence of generalised anxiety disorder was just over 1% in 1999 had increased to nearly 9% in 2015,
while the lifetime prevalence of panic disorder had also increased from nearly 2% in 1999 to nearly 6% in
2015. There was little change in the lifetime prevalence of post-traumatic stress disorder, which was 23%
in 1999 and 24% in 2015. The 1999 study also included some of the anxiety disorders not included in 2015,
including a lifetime prevalence of phobic disorder (including social and specific phobia) at 17.2%, obsessive
compulsive disorder at 6.8% and agoraphobia without panic disorder at 0.9%.

Figure 2.1 Anxiety disorders summary, 2015 prisoner population
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Table 2.1 Anxiety disorders summary by study population

2015 prisoner population 2006 general population 1999 prisoner population
12-month Lifetime 12-month Lifetime Lifetime
(n=1209) % | (n=1209) % % % (n=1248) %
Generalised anxiety disorder 5.2 8.9 2.0 6.0 1.2
Panic disorder 4.4 5.7 1.7 2.7 1.6
Post-traumatic stress disorder 16.0 23.7 3.0 6.0 22.8
Agoraphobia without panic disorder * * 0.6 1.2 0.9
Specific phobia™ * * 7.3 10.8 o
Social phobia™ * * 5.1 9.4
Obsessive compulsive * * 0.6 1.2 6.8
Any anxiety disorder 22.5 30.3 14.8 24.9 o4

~Combined into phobic disorder; *Not collected; XNot reported
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2.2 Anxiety disorders by gender

Overall, anxiety disorders were significantly higher among women than men in both prison and the general
population (Table 2.2). However, among prisoners, men were more likely to have a lifetime or 12-month
diagnosis of panic disorder compared to women. The prevalence of post-traumatic stress disorder among
women in prison was very high with 40% found with a 12-month diagnosis and 52% having a lifetime
diagnosis.

Figure 2.2 Anxiety disorders by gender, 2015 prisoner population
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Table 2.2 Anxiety disorders by gender by study population

2015 prisoner population 2006 general population
Men Women Men Women
(n=1096) % (n=113) % % %
) ) ) 12-month 5.3 4.4n 1.4 2.6
Generalised anxiety disorder —
Lifetime 8.6 13.5 4.4 7.5
L 12-month 4.5 2.6" 1.3 2.0
Panic disorder —
Lifetime 5.7 491 2.1 3.3
i i 12-month 14.6% 39.9 1.6 4.2
Post-traumatic stress disorder —
Lifetime 22.0t 52.1 3.7 8.1
12-month * * 0.4 0.8
Agoraphobia without panic disorder
gorap P Lifetime * * 0.9 1.5
Specific bhobi 12-month * * 43 10.1
ecifi obia
pectiicp Lifetime * * 7.3 14.1
. . 12-month * * 4.5 5.6
Social phobia —
Lifetime * * 8.7 10.1
. . 12-month * * 0.7 0.5
Obsessive compulsive —
Lifetime * * 1.1 1.4
. ) 12-month 21.2% 45.3 10.7 18.6
Any anxiety disorder —
Lifetime 28.7t 57.3 19.9 29.4

tStatistically significant (P<0.05); ARSE >25% - interpret with caution; *Not collected
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2.3 Anxiety disorders by age group

In the general population, anxiety disorders mostly peaked in the 25 to 44 year age group, while among

prisoners they mostly peaked in the 45 to 64 year age group (Table 2.3). Generalised anxiety disorder
peaked among prisoners in the 25 to 44 year age group where nearly 10% of prisoners had a lifetime

diagnosis.
Figure 2.3 Anxiety disorders by age group, 2015 prisoner population
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Table 2.3 Anxiety disorders by age group by study population

2015 prisoner population

2006 general population

17-24 25-44 45-64 65+ 16-24 25-44 45-64 65+
(n=314)% | (n=686)% | (n=191)% | (n=18)% % % % %
Generalised anxiety | 12-month 3.6 6.4 4.2n 2.0n 1.6 2.8 1.8 1.0
disorder Lifetime 6.2 10.1 9.0 2.0n 3.5 6.8 7.0 4.6
L 12-month 2.8 4.6 5.0n 5.9n 2.4 2.1 1.2 0.6

Panic disorder —
Lifetime 3.4 5.8 7.1n 5.9n 2.9 3.5 2.4 1.4
Post-traumatic stress | 12-month 115 16.3 19.2 11.87 2.4 3.5 3.2 1.7
disorder Lifetime 15.3 25.5 27.0 13.87 4.4 6.6 7.0 4.1
Agoraphobia without panic | 12-month * * * * 0.7 0.8 0.6 0.2
disorder Lifetime * * * * 1.2 1.5 1.1 0.5
Specific phobi 12-month * * * * 9.3 8.3 6.9 3.2

ecific phobia
pectiicp Lifetime . . * * 118 | 125 | 109 | 53
Social bhobi 12-month * * * * 7.0 6.3 4.2 1.4
ocial phobia

P Lifetime * * * * 9.6 11.3 9.7 3.8
X . 12-month * * * * 1.5 0.8 0.2 0.1

Obsessive compulsive —
Lifetime * * * * 2.3 1.8 0.5 0.2
. i 12-month 16.9 23.5 25.4 13.8" 17.7 18.2 13.2 6.0

Any anxiety disorder —
Lifetime 20.5 32.7 33.7 13.8/ 23.9 28.9 25.4 14.2

ARSE >25% - interpret with caution; *Not collected
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2.4 Anxiety disorders by ethnicity

The prevalence of anxiety disorders was highest among both prisoners and general population members of
European descent (Table 2.4). However, people of Maori descent had a slightly higher 12-month prevalence

of generalised anxiety disorder.

Figure 2.4 Anxiety disorders by ethnicity, 2015 prisoner population
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Table 2.4 Anxiety disorders by ethnicity by study population

2015 prisoner population 2006 general population
Pacific Other/ not Pacific
European Maori peoples available Total | Maori | peoples
(n=423)% | (n=622)% | (n=119) % (n=45) % % % %
. . . 12-month 4.7 5.9 4.4n 4.2n 2.2 2.0 1.4
Generalised anxiety disorder —
Lifetime 9.5 9.2 6.47 7.97 5.9 6.0 3.6
L 12-month 5.6 4.2 1.5/ 6.77 2.6 1.7 1.7
Panic disorder —
Lifetime 6.6 5.5 3.6" 6.77 3.9 2.7 3.0
Post-traumatic stress | 12-month 20.0 14.3 12.5 14.8» 4.5 3.0 2.4
disorder Lifetime 25.8 23.6 21.4 14.87 9.7 6.0 6.6
Agoraphobia without panic | 12-month * * * * 0.6 1.0 1.2
disorder Lifetime * * * * 1.2 1.8 2.0
Specific bhobi 12-month * * * * 7.3 11.0 8.2
ecific phobia
pectiicp Lifetime * * * * 108 | 153 | 128
Social phobi 12-month * * * * 5.1 6.2 5.8
ocial phobia
P Lifetime * * * * 9.4 11.4 10.0
ob . Isi 12-month * * * 