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About the workshop

On July 4 2005, the New Zealand Drug Foundationdwbatnational workshoReducing crime
through best practice on alcohol and other druggtiison settingsat Te Papa Tongarewa, the
Museum of New Zealand, in Wellington.

Background
The workshop aimed to start a discussion on howgu$iast practice” in dealing with alcohol and
other drug issues in prison settings may help reduicne in New Zealand.

There has been increasing concern about alcohabtéied drugs issues in prisons, ranging from
intravenous drug use to smoking cessation. Evidéonoe New Zealand and overseas shows that the
majority of offending (as much as 80 percent in s@tudies) is connected to alcohol or other drugs,
and that a significant proportion of prison inmatase some level of alcohol or drug dependency.
For some people, prison is their introduction togd; for others, it is an opportunity to changerthe
lives and deal with their problems.

There is also increasing evidence that supporteimrn to the community, including continuing
alcohol and drug treatment, is critical to helmfier inmates avoid being drawn back into crime.

Drug use in prisons has also been identified amiece for the spread of communicable diseases;
notably hepatitis C, but also HIV. Reducing thenmaaused is a significant public health conceon, s
that we reduce both human suffering, and the ¢ostsciety of these preventable diseases.

While there is clearly a major problem, fresh apgttes are being evaluated here and overseas.
Recent New Zealand initiatives include the DepartroéiCorrections formalising their “harm
minimisation” approach to alcohol and other druggrisons, and prison-based treatment
programmes, such as the therapeutic community @tata Women'’s Prison. In the community,
initiatives such as Wellington’s Inner City Projece attempting to provide integrated services to
support people coming out of prison with housind amployment needs.

Structure and aims of the workshop

The New Zealand Drug Foundation saw this workshapeadirst opportunity to bring together
policy-makers, service providers, researchers dudaates who had an interest in addressing alcohol
and drugs issues in prisons settings. Forty-sitdéd guests attended the workshop, which was
chaired by Professor Sir John Scott.

The aims of the day were to:

- outline how alcohol and other drugs issues areeatlyr being addressed in New Zealand prison
settings, and for people coming out of prisons;

- identify key elements of best practice, includinigether or how treating alcohol and other drugs
(AOD) problems in prisons may contribute to redgciacidivism;

- identify other issues, such as impacts on famidieshanau,;

- increase attention among agencies and servicee tatue of dealing with alcohol and other
drugs issues for prisoners and families andnal; and

- identify opportunities for developing collaboratsoto address issues

The keynote speaker was Associate Professor Mitleagi, Director of the Centre for Health
Research in Criminal Justice in New South Waleshdel Levy shared his knowledge at this
workshop while in Wellington to speak at the NZ Rublealth Association conference, supported by
the NZ Drug Foundation and the Department of Coivas.



Other presenters were Ross Bell from the NZ DrugnBation; Barry Matthews and Phil McCarthy
from the Department of Corrections; Mark Jacobsleagleen Katene from the Ministry of Health;
Tim Harding from Care NZ; Anthony Pompallier and Repe Hau from the Wellington Inner City
Project; Rhonda Robertson from Bay of Plenty DHBrnunity Alcohol and Drug Services; and
Julia Carr from Capital & Coast District Health BdaPrimary and Community Care.

In the afternoon, the workshop divided into smajjeups to discuss key issues, and identify
opportunities to develop good practices and impant&aboration.

Following the workshop, the Drug Foundation wilhtioue to work with participants in the
workshop, many others who were unable to attend ofimer researchers, service providers and
consumer advocates, to get and evidence-basedaappi@ prison health on the political and public
policy agenda.

Key themes of the workshop

- Use and abuse of alcohol and other drugs makegdisant contribution to New Zealand crime
rates - as much as 80 percent of crime is alcalbldaug-related, and the majority of prison
inmates have some alcohol or drug dependency.

- Drug use in prison, especially intravenous use {I\M&a major contributor to the development
and spread of dangerous infectious diseases suwdpastis C and HIV/AIDS; while New
Zealand currently has a lower rate of intraverdiug) use than other countries such as Australia
we still face risks that need to be managed.

- New Zealand has a high rate of imprisonment contpreomparable countries, and
imprisonment costs New Zealand about $55,000 peaie per year.

. The effects of imprisonment have impacts on thedlfastwhanau of prisoners and contribute to
inter-generational criminal activity, as well asother problems for them.

- The benefits of treating alcohol and other drugsblems outweigh the costs.

- New Zealand has a natioratrategy to Reduce Drug & Alcohol Use by Offenders a number
of initiatives to reduce the supply of drug in pns, reduce the demand for drugs by those in
prisons, and minimise the harms from alcohol andgdrse.

- Work is being done to clarify the responsibilitefshe health sector (district health boards amd th
Ministry of Health) and of the Department of Cotiens, in providing assessment and treatment
services.

- More can be done to ensure to prevent and treaitanwOD problems: treatment services in
prisons are not consistent around the countryjramdtes often have waiting lists for treatment.

- The point where a person leaves prison is a crifices if they are to maintain the benefits of
treatment - at present there are gaps in servimggion and support.

- We need to increase the community’s understandilgw treating alcohol and other drugs
problems can contribute to lower crime rates, atliced effects of crime for all New Zealanders.



Opening speeches

Barry Matthews, the Chief Executive of the Department of Correwdicopened the workshop. He
acknowledged the high incidence of drug dependandyabuse among prisoners, noting that in 1998,
research carried out for the Department of Comestifound that 89 percent of serious offenders were
under the influence of alcohol or drugs in the gettieading up to their offence. Eighty-three petcen
of all prisoners have had past problems with altohdrugs, compared to only 32 percent of the
general population.

Drugs continue to be used within prisons. Someatesiuse stand-over tactics, assaults and
pressuring visitors in an effort to maintain thating taking. Cannabis is the predominant illiciigl
of choice in prison, although amphetamine usedeeising.

Random drug testing is a major part of the Depantiaefforts to reduce drug use within prison, and
results show a 50 percent fall in positive drugstefnce its introduction. Random drug testingast

of the 2005-2008 strategy to reduce drug and alasdey which has three main objectives; preventing
and detecting the supply of drugs, reducing prisdeenand for drugs, and reducing the harm caused
by drug use in prison. The new strategy buildshenprevious strategy by extending the focus to
include offenders on community-based sanctions.

Mr Matthews outlined some of Corrections’ initiassto target supply, including strengthening prison
security (such as perimeter fences), improvingrmgttion gathering, and maintaining strong links
with governmental agencies to identify and stoaiged crime groups supplying drugs to prisoners.
The Department also supports harm reduction infgatiithin prisons.

Mr Matthews concluded by noting that the Departnwér@orrections also aims to increase the
number of offenders who start and complete alcahdldrug treatment programs.

Mark Jacobs, the Director of Public Health in the Ministry oellth, gave the second opening
speech. He pointed out that one of the Ministri#eélth’s main priorities is “to minimise the harm
resulting from drug and alcohol use”. While abstice is the most effective way to reduce harm,
other harm minimisation strategies must be employfihin the National Drug Policy priorities for
action, prisons and community correction settingsaakey environment for harm minimisation
strategies.

Dr Jacobs pointed out that the Department of Ctmes does not have sole responsibility for inmate
health. The relationship between Corrections aedltt is held together by an agreement that “health
services for inmates should be of the same staradat@vailability as is made to the general public”
Problem limitation, the third strategy of the Natib Drug Policy, is ensuring that treatment service
are available for people affected by abuse.

Mark Jacobs concluded by recognising that pre-seléining and aftercare services play an
important role in treating offenders and reintegigathem back into the community upon release.



Keynote Address

Associate Professor Michael Levy
Acting Director of the Centre for Health Research n Criminal Justice
Justice Health, New South Wales

“Kind and Usual Treatment”

Associate Professor Michael Levy joined the Correctiblealth Service in 1998. In 2004 he became
the Acting Director of the Centre for Health Resduirt Criminal Justice. He was one of four
founding members of the Australian Council for Pristelth Services in 1999, and was Convenor of
the Council in 2003. He has carried out reseamnid visited prison health care facilities, in 20
jurisdictions around the world.

Michael Levy's presentation focused on researchlett practice for treating intravenous drug users,
and was anchored around the principle that:

“No medication legally and appropriately prescriben the community ought to be
ceased solely on the grounds of incarceration”.

The presentation began with a look at the harsltyeslprisoner health status in Australia, esplgia
the significant proportion of Aboriginal Australigin They are disproportionately represented in
substance abuse statistics, with health consegsieimctuding a high incidence of hepatitis C.
Imprisonment often becomes multi-generational.

Focusing in on prison inmates who inject, Dr Levylioad the characteristics of injecting prisoners,
which included a resistance to treatment, poortheadd stigmatisation. He noted that prison is a
place of initiation for drugs - 10 percent of diuggrs start in prisons. In the services he has
researched, death by overdose of prisoners or fqonsoners is 19 times higher than of non-prisoner
heroin users.

Dr Levy considered that treatment options for intr@wus drug users should be based on the principles
of human rights, and of professional clinical piget Options include:

. methadone;

- detoxification;

. abstinence-based programmes;

. cognitive behavioural therapy;

- other pharmacotherapies (eg bupropion);

- harm minimisation strategies, such as bleach od@ms

When used in the community, methadone maintendrezapy (MMT) prevents deaths, illness and
recidivism. The obvious suggestion is that thageames could be replicated in prison if injecting
offenders are given MMT. However, MMT is not thesfipption for many prisons, which instead use
detoxification, cognitive behavioural therapy, aibder general harm minimisation strategies such as
health kits and information.

Michael Levy briefly noted that detoxification mus¢ done carefully to minimise suffering. The
evidence for the effectiveness of abstinence-bpeegtammes is weak, and people need high
motivation.



There are several models for supporting intravemloug users in prisons, including heroin
prescribing and other heroin substitutes. In solaegs clean injecting equipment is available,
although this has risks, and the other optionsafa or supervised injecting place inside prisons.
Methadone maintenance therapy is used by seveanatrées (such as Switzerland and Germany), with
Spain having the highest number in MMT — 36 peroéiieir prison population. This is despite
Spain having a tough prison system; contrary totwikight be believed, having methadone
maintenance in prisons does not go with being “softrime”

Results of studies on prison methadone maintenecapy (MMT) programs show they reduce
heroin and syringe sharing. A four-year followskhmwed a significant difference in mortality rates
and re-incarceration risk, and those with only sMiVIT had the highest risk of hepatitis C. Hepatiti
C is extremely expensive to treat over a persof@srhe, so programmes which can reduce the risk
have major economic, as well as social, beneStsidies have found it costs $AU3234 a year to
maintain a prisoner on methadone, which could ks=bby 20 days of reincarceration.

Introducing an MMT program for prisoners involves/bo from both the custodial service and
clinicians, and there need to be tight policies prutedures in place, as well as guarantees ofioggo
care, to ensure people can continue MMT when retease

Dr. Levy concluded by stating that oral methadoms the best treatment option for opiate- dependent
prison inmates when compared to other pharmacqiieogtions and reiterated the underlying
principle that should guide decisions.

Discussion following Michael Levy’s presentation:

What is the value of psychosocial support?
It has an important role; there are a number off suitiatives being trialled by New South Wales
Corrections.

How does the use of drugs in prison relate to dbating environmental factors, such as over-
crowding and the lack of recreational activity faisoners?

It was agreed that research needs to be done tmgeehanging the environment may affect drug-
taking.

Morning Panel Presentations

Phil McCarthy
General Manager of the Public Prisons Service
Department of Corrections

Department of Corrections
2005-2008 Strategy to Reduce Drug & Alcohol UseQifjenders

The 2005-2008 strategy is part of a series, thelfgig in 1988. The goal of the strategy is taimd
re-offending through reducing alcohol and drug bs¢h in prison and upon release. “Drugs” covers
all illicit drugs, abuse of prescription drugs, aldohol, but excludes tobacco.

The strategy is underpinned by five principles:
achieve a balance between initiatives to contrppsuof drugs and those that reduce demand for
drugs;
harm minimisation;
community involvement and responsiveness;



- interventions based on best practice;
. staff attitudes and actions are critical to success

The first key objective to the strateggnhancing efforts to reduce the supply of drugsncludes
increasing the number of dog detection teams, Iysisg and random searching. Random searches
have decreased positive drug tests by approximagfyercent since 1998. There have also been
changes to visitor management systems. Prisoresdexeloped procedures to administer prescription
medicine, to reduce the potential for diversion.

The second key objectivstrengtheningefforts to reduce the demand for drugsnvolves providing
prisoners with a comprehensive assessment ofdhgirand alcohol problems; setting up Drug
Treatment Units within prisons (such as the KowhaidJTreatment Unit); 100-hour “criminogenic
programmes”; referrals to community programmes whileey are available; and providing AA and
NA (Narcotics Anonymous) programmes in prison.pamticular, there are new programmes for
women prisoners, recognising that most have malfpbblems, including a history of abuse and
alcohol and other drugs issues.

Lastly, the Department of Corrections is focussingninimising the harm caused by drug and
alcohol use This includes collaboration with the Ministry ldéalth on the methadone withdrawal
protocol (currently only remand or short-sentendgsgmers, or those with specific medical conditions
receive MMT); and the pilot programs run in 2003e®ix-month pilot programmes gave prisoners
information about disease and a health Kkit.

Future plans include a review of intravenous drsgryrogrammes, clarifying the responsibilities of
the Ministry of Health and the Department of Cotimts - including reviewing the current Prison
Opioid Detoxification protocol - and evaluating mt treatment programmes, such as the Kowhai
Drug Treatment Unit.

Tim Harding
Chief Executive of Care NZ
Chair of the National Collective of Treatment Proviers

Tim Harding began by asserting that because we khatitreatment reduces alcohol and other drugs
problems, which in turn reduces offending, the cedate is aboutowwe effectively treat these
problems in the prison population.

Tim Harding’s experience is that the Department ofr€ctions is committed to addressing problems
in the system.

He noted there has been no real evaluation offtaetef not treating alcohol and other drugs
problems. Community stigmatisation of both prissremd addicts is fairly strong, and there must be
much more understanding of addiction within our ommities. We need to increase community’s
understanding of the value of treatmtnthe community.

Treatment should encompass not only drug and alcbbbhll areas of a client’s problems - including
their behavioural and mental health problems. EBrob compound each other, but at the moment are
often treated separately. Treatment providers ieedllaborate with each other on an individual
client basis, so that one area is not left outviders are moving towards collaboration, but areast
long way from it; for instance, it's not clear whas responsibility for people with behavioural
disorders, Corrections, Health, or both.



The key to successful “after-care” for people wheeheeceived alcohol and other drugs treatment in
prisons is accommodation. People in treatment aesade place to maintain being drug-free, away
from other people with addictions or dependencies.

Tim Harding reviewed evidence that individualiseshtment and motivational approaches are keys to
reducing drug use and abuse among prisoners. ehatr&ational Addiction Centre study of
motivational interviewing has shown evidence ofitiectiveness, and there should be research on the
effectiveness of “brief intervention” in prisongtaegs.

A recent study of methadone has also been empyrisapported, although New Zealand has slightly
less opiate-dependent people in prison than Aistralethadone maintenance should be undertaken
in conjunction with a comprehensive treatment péard with full knowledge and acceptance of the
client. Methadone maintenance therapy needs tedlly thrashed out between Health and
Corrections on the basis of the evidence.

The work that Care NZ is doing includes two prisosdeh“‘therapeutic communities”. They have
found that therapeutic communities are effectivengtpeople taking part are motivated. Care NZ is
also putting in a training programme for new Cotitets staff in awareness of alcohol and other drugs
problems and effective strategies.

Tim Harding concluded by presenting some key findifigm the National Treatment Outcome
research study.

Kayleen Katene
Acting Manager for M aori mental health
Mental Health Directorate, Ministry of Health

Te Tahuhu — Improving Mental Health 2005-2015:
The Second New Zealand Mental Health and AddictiBtan

Ms Katene began by outlining the Mental Health Blioeate’s responsibilities in the implementation
of Te Tahuhu — Improving Mental Health 2005-2015: The Seddew Zealand Mental Health and
Addiction Plan.The plan was released the week before the workshop.

She then introduced two current projects of thei$fip of Health and the Department of Corrections.
The first project involves identifying effective @ssment needs and barriers to assessment in the
general population, then analysing the differenith vegard to assessing offenders. The second
project looks at treatment services across thetopumow these might be improved for the general
population and again analyses the differences tngtitment services for offenders.

There are a range of problems and issues with tezdtservices for both the community and for
offenders. Due to the high degree of co-morbidmdisrs among clients, assessment in both addiction
services and mental health services must tesofa@xesting problems.

Although the majority of people with addiction-redd disorders do not seek formal help, those who
do are faced with vast differences in service @ejivacross the country, and may have to go on a
waiting list. Similarly, in prisons, there are lted resources for drug and alcohol treatment, with
many prisoners simply not able to access treatmeotaddress these, the Ministry of Health will
work towards implementing the alcohol and othegdrworkforce plan developed by the National
Addiction Centre in Christchurch.



Best practice for drug and alcohol treatment ingslpractitioners taking a multi-model approachr Fo
inmate populations, the most effective treatmepeaps to be intensive, and addressing a wide range
of issues aimed at preparing the prisoner for selea

The Second Mental Health and Addiction Plan aimentgure that all New Zealanders have the
confidence they can access high quality mentakhead addiction services. The plan sets out some
challenges to the government, one of which is a@ddiction. The challenge is to improve the
availability of, and access to, quality addicti@msces, and to strengthen the alignment between
addiction services and mental health services. eltsesin immediate focus on broadening the range of
services funded for substance abuse problems, gag#rvices and on building on the expertise of
addiction and mental heath providers.

Discussion following morning presentations

The issue of switching drugs to avoid detection byeutesting was raised. The Department of
Corrections responded that they were not concetradhis was happening in New Zealand prisons.

The discussion moved to the question of where tharesibility of health services in prisons falls;
either the Department of Corrections, or the Miyisif Health. The health sector - the Ministry of
Health and the DHBs - has the primary responsjbiidit ensuring that prisoners receive health care,
including addiction treatment. However, regardiglssltimate responsibility, this involves
Corrections and Health talking to each other, paldrly when it's a matter of people “just swapping
their beds from treatment to prison cell.”

From Corrections point of view, their goals areacléhey aim to reduce re-offending, and their
success is measured on this outcome. Despite gemeood alcohol and drug treatment services
within prisons, some people re-offend very quialghon release.

Although treatment reduces re-offending, this cameothe focus for treatment providers; they are
there to deal with the drug and alcohol issueghmbffending.

The question of harm reduction measures aroundtingee/as brought up. Although Corrections are
supportive of harm reduction strategies, and hdeted health kits focussed at educating inmates,
there is no indication that needle exchanges wilbffered in prisons in the future.

It was asserted that due to the swing back to &porent model, there are too many people in

New Zealand prisons. There needs to be more discuasound the use of incarceration, particularly
for drug use. Drug users are people already latwiso enter a potentially high-risk situation, and
often don’t have access to the treatment they requi

The final comment returned to the issue of respditgiand resourcing, with the department
Corrections emphasising that they are not heatiligers, and while they are able to provide primary
health care there should be no issue about someoaiing health care whether they are in prison or
in the community.
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Afternoon Panel Presentations

Anthony Pompallier, Team Leader
Rapai Te Hau, Community Mental Health Worker
Inner City Project, Wellington

Anthony began by talking about his experience wagkvith youth justice centres in Melbourne in the
1990s, and how this could relate to New Zealandieagnce with identification of needs and
services for youth offenders. Successes in Melmurere attributed to ongoing collaboration
between the young offender, their key worker, thase manager, and other agencies that could
provide the services the young person needed.

Rapai explained that the Inner City Project wasrésilt of identifying a need to fill the gaps ant
services were failing to meet. The Inner City Bobjis a collaboration between nine community
organisations, and provides a coordinated seraicenéntal health consumers. This includes people
recently released from prison who may have difficfihding accommodation and accessing services.

The project’s three focus areas are:

- helping people to access services;

- promoting interagency collaboration, and identifyin

- addressing unmet needs in the community for thagemental health issues.

Having worked with clients to identify their mostportant needs, they work alongside other
organisations to fill these gaps. The Inner Cityj&ct provides specific support for problems
including physical and mental health, accommodafimance, debt and benefit issues, misuse and
dependence of substances, employment advocacyearegtion.

One of the most valuable aspects of the Inner Bipject’'s work is their ability and desire to work
with people “unconditionally”. This means that tients don’t have to have a formal diagnosis, nor
do workers need to know the person’s history. Thafrustrating part of accessing treatment for
clients — the need to tell their story over andragain. Anthony and Rapai agreed that this proble
could be solved by collaboration between agencles aeal with the same person.

For the prison population, the emphasis was onigiry community support for released inmates
well beforethey arrived back into their community.

Rhonda Robertson
Consumer Advisor, Alcohol and Drug Services
Bay of Plenty DHB

Access to alcohol and other drugs (AOD) treatmemti prison setting:
A consumer perspective

Rhonda’s presentation started with two principles:

- that inmates who present with alcohol and otheg gmoblems should have the same level of
access to treatment as inmates with physical haakis;

- that consumer perspectives are valid and shoutdkan into account.
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She noted that health consumers’ rights to pagt@mp are underpinned by legislation, including the
Code of Health and Disability Services Consumeighk 1996; Alcohol & Other Drug Treatment
Sector Standards 2003; and the Health & Disalfigtor Standards 2001, which provide for
consumer involvement “in the planning, implememtatand evaluation at every level of the service to
ensure services are responsive to the needs ofdodis.

Rhonda Robertson emphasised that the neeals ioiates should be met - both sentenced prisoners
and remand prisoners, as well as those who pritbreiio incarceration had not sought treatment. To
meet health needs, she argued for:

- wider access to AOD comprehensive assessment;

. greater access to existing specialist treatmergrpromes;

- full access to opioid substitution treatment (OST).

All inmates who present with alcohol and other @gr(@OD) problems should have a specialist
assessment, including mental health, and if neadeéss to specialised AOD treatment. Currently this
is only available at a few centres. To get sewvibany inmates are transferred to another prison,
often resulting in them being transferred away fitbeir home town and the support of family and
friends.

Rhonda was concerned about the present restrigpivceéd substitution treatment (OST) protocol,
which provides that OST is only available to:

- inmates with sentences less than three months;

. pregnant inmates;

- inmates who are HIV-positive or receiving interfiero

- inmates given leave to apply for home detention.

Rhonda argued that withdrawal from a methadone texa@mce therapy program may constitute
“punishing the offender twice”. For example, amate with diabetes would not be denied their
medicine, and a comparison can be drawn with ingnate suffer from alcohol and other drugs
problems.

The Corrections system provides an excellent oppitytto actively offer a range of treatment
initiatives, such as those offered by Care NZ, el as providing comprehensive assessments for
access to OST programmes such as methadone maicgghanapy (and possibly other therapeutics
such as buprenorphine in the future). Rhonda Referconcluded that the need to provide
comprehensive AOD treatment initiatives in the Nésaland prison system is paramount.

Dr Julia Carr
Portfolio Manager, Primary and Community Care
Capital & Coast District Health Board

Reducing re-offending through best practice in alvol & drug treatment in prisons:
public health perspectives

Julia Carr began by giving some pertinent stastic the current prison population (2003) and the

reincarceration rates for offenders. She citedewie on the extent of alcohol and other drugs

problems among prisoners, including:

- drugs offences are the major offence for 18 percksentenced females and 9 percent of males;

- the National Study of Psychiatric Morbidity in NZigans (1999) showed that 89.4 percent of
inmates have current substance dependence or abuse;
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* New Zealand studies show that imprisonment is mifségnt risk factor for hepatitis C (similar to
the findings discussed by Michael Levy)

She noted that an Inmate Health Survey is under Wahould provide more information, but findings
are not yet available.

Julia Carr reiterated that we should focus on dmiaf a model of “best practice” for New Zealand.
Reducing re-offending is a performance expectatiahe Department of Corrections, and alcohol and
other drugs problems are a major contributor téfeaoing. Focussing on best practice around AOD
treatment helps to reduce re-offending by redusimgstance misuse, and can also reduce
intergenerational effects. There is also incraasétognition of the unmet need, not only for Healt
services, but for the special expertise in managdmgs in prisons and the associated issues gt ris

The current environment offers a number of oppotiesi In the health sector these include
Government’s growing interest in “managing for autes”, and the focus on population health gain
and reducing disparities (set out in thew Zealand Health Strategyd the public health document
Achieving Health for AJl the new mental health strategy presented bydéyKatene; and a
Memorandum of Understanding between the Ministrideélth and the Department of Corrections.
The Department of Corrections has developebitgy and Alcohol Strategfdiscussed by Barry
Matthews and Phil McCarthy) carried out a PrisomltteService Review (2002), and appointed a
National Clinical Leader for prison health.

Other agencies have increased their involvemerglaied issues, such as the Ministry of Justich wit
their Crime Prevention Unit Action Plan, and thsimore interest from the Department of Courts, the
Ministry of Social Development and ACC. But theeeds to be coordinated action to recognise and
overcome the barriers to making needed changeleWhgre is rhetoric about a “whole of
government approach”, in practice this is hard wiorkagencies.

There must be a number of conceptual shifts:

. from a punitive focus to a strengths-based/outcfooes;

. from focus on motivated/self aware/compliant cléetat recognising the benefits of also treating
those with complex needs;

. away from the model of “deserving” versus “non-dese”;

. seeing equal access to health care as a norm pnivilage;

- from seeing substance abuse as a moral issuegitggsaddiction as a health problem;

- from a view of offending as an individual respoii#iy to working with offending in its context;

. acritical shift to recognise and support earlgiaéntion, which means increased focus on short-
stay inmates, not only those with high “criminogeneed.”

Discussion following afternoon presentations

The suggestion was made to give clients ownershipedf story and history - to carry their records
with them. This would increase patient trust véénvice providers and the belief that they areedlu
This idea has been discussed among service proyvhgraot yet implemented.

Aftercare for prisoners, and specifically accomntmataneeds was discussed. Corrections reiterated
that they were not funded to provide this kind efvice, noting that in the 2005 Budget there was a
small amount of funding available to trial accommatioh, but only for very high risk offenders.

Other ways to help those who need accommodatiomeantbgration after prison include reducing the

stigma surrounding offenders. Best practice shaldd include recognising the importance of
whanau/families and the role they can play in suppgrthe person, both in prison and upon release.
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Discussions

After presentations, the workshop spilt into disios groups. Each group had a facilitator, and a
recorder to take notes for reporting back.

Questions given for discussion:

- What are the key issues the group has identifieah the morning’s presentations and discussion?

- What opportunities do members of the group seecoare out of this workshop to develop or use
good practices?

- What opportunities are there to develop collaboregito address issues? (eg. support once person
has left prison; sharing research findings)

Discussion group outcomes

The discussion groups reported back on what thegidered key actions to be taken. The discussion
groups found a number of common themes:

The need to consider drug law reform

. the present legislative system imprisons addibtst-dependence or addiction can and should also
be seen as a health issue.

- given the lack of research, it's not clear whetherates with alcohol and other drug problems are
committing serious crimes or minor ones, nor thiemxto which their AOD problem may be
contributing to their offending or just co-existinghis points to the need for New Zealand-
specific research (see below).

The importance of improving collaboration between gencies;

. collaboration between agencies should be a pria#ythe first step to achieving other goals - in
particular bringing the DHBs into a collaboratiom ‘tbest practice” heath services in prisons.

- there are opportunities for information sharingsbaring on best practice (such as e-mail
networks) to bring treatment workers, policy makang researchers together.

. there should be more opportunity for community aed/ice providers to participate in future
policy development.

- the critical time when a prisoner is released —ctimeent focus is on stopping re-offending, not on
the person’s health.

The need for systematic research to create evidenskowing what works in New Zealand

- research has not been funded so far - perhapsd®gauvernment has not identified it as a priority
for research funders - and as a result, New Zedtaodss relatively little about effective
interventions.

- one possibility is to carry out a case study; faraple, target one prison for changes and conduct
research on the outcomes, and perhaps comparenmgdmetween sites.

The need to destigmatise addiction and change commity views

. there are two problems - the stigma attached tinav conviction and being imprisoned, and the
stigma of alcohol or drug dependence - the cominnatf the two makes it extremely hard for a
person to rehabilitate into the community.

- the public holds contradictory views about prissheghts; for instance, apparently liberal people
have draconian views about offenders such as siii-drivers.

- politicians make stigmatisation worse, as showregent political campaigns - is there a way to
make them see the cost-effectiveness of alcohob#rat drugs treatment for prisoners, and the
benefits to their constituencies from treating peais?

- public perception needs to change, and the media Inale to play - several speakers cited the
“Like Minds, Like Mine” campaign to destigmatise nt@nillness as a possible model.
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- one key strategy is to reframe the debate — whyhase people in prison and not in treatment
services? (as people with health problems are démen driving).

Other issues raised which were not discussed aildgten the time available included:

- short term sentences do not provide opportunitesréatment programs - this particular affects
women as the majority of women prisoners are omtsemtences, but (as shown in statistics)
many have multiple sentences.

- how can we improve the management of people withptex needs? The obvious example is
inmates with co-existing dependence and mentatthpabblems, but there are also people with
behavioural disorders, intellectual disabilitiest to mention people who are multiple drug users.

- workforce development, both in Corrections and tgiag skills needed in health providers

- home detention — is it a good access point forszgsg and treating people while keeping links to
the community? No-one was aware on any researcig logine on this.

- “best practice” guidelines would need to meet theds of particular groups in society, for
instance Mori and Pacific peoples.

The presenters were asked for their thoughts onutewmes, and the floor was opened for general
discussion.

Discussion on the outcomes

Julia Carr supported the importance of the heathos taking leadership of the provision of health
services, and the need to create some cross-DhtBacshe mentioned Arohata Prison as an example
of innovation and visionary leadership in dealinghvalcohol and drug issues in the context of the
inmates, and suggested that in the short term waldliry and really make it work in a few sites,
instead of sprinkling good ideas around the country

Debbie Gell, National Clinical Leader for the Depaent of Corrections, noted the need to be clear
about what we mean by “best practice™. She suppdtie need to destigmatise addictions and
dependence. She also agreed that treatment fieatgraented, and while it is becoming established
that alcohol and other drugs are a health issueypmakers and service developers can work
together better than at present. Debbie Gell vm#bthe possibility of collaborative research.

Tim Harding considered that the key over-riding peias the need for drug law reform, as many
people are in crime solely because of their depeeydissues. Because politicians reflect the
messages they receive from the community, destigatitn must start with the community. There
also needs to be a closer look at co-morbidity@rdplex needs.

Rhonda Robertson restated the importance of conspantcipation in the development and
evaluation of services - consumers who have beme thave a lot of wisdom about what does and
doesn’t work.

Issues raised in the general discussion
Prison is often not an ideal place to manage manyes, and decisions about appropriate responses to
crime should consider risks and benefits like fsgrapheaval (for example, a significant number of

women are in jail for drink driving - is the valoéthe deterrent sentence outweighed by the edfiect
imprisonment on their children?).
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While imprisonment deprives people of a numbeheirtrights, under law, and conventions to which
New Zealand is a party, prisoners have the samésraghthe general public to have their health needs
met.

There was general support of the value of a campaidgestigmatise dependence and addiction,
which in turn might support changes in attitudes\talue or support and treatment for people with
alcohol and other drugs problems who commit crimes.

Michael Levy’s closing commentary

Michael Levy closed by reviewing what he saw as sofritee main points raised during discussion,
and suggesting some principles for future action.

1) Deprivation of liberty should be a punishment ofast resort

There should be an affirmation that deprivationilediity — going to prison - should be a punishment
of last resort. That understanding has been [bsis is manifested in country after country incragsi
the incarceration of citizens, and disproportiolyaitgcarcerating subsections of the community -
particularly its indigenous and minority populatson

There needs to be law change about what is crirsgdliOne ramification of the present system is
there are too many prisoners inside; prisons ateckd. The result is that, if there are peopbetiny
of having their liberty deprived for the safetytbé community, they’re not receiving the effective
programs needed to reduce their offending

Too many people are being swept up by the downstgeamarational effects of incarceration - for
instance, increasing numbers of children havingdi their parents in jail. In Australia, 4 pentef
Australian children visit a parent in jail befor&, and 25 percent of the prison population is
Aboriginal. The number of prisoners must be redusedhat those who need programmes can be
targeted effectively.

2) Refocus attention on AOD

It is essential to refocus and reapportion respliteés between the justice and health sectors. F

too long in New Zealand, the Department of Cormigihas been “carrying the can” for what is an
exceedingly complex health area of responsibiliampassion and therapy is needed, and while

Corrections services don't do this well, they'rethere to do it well - this should be a healtterol

Michael Levy contended that one issue which wilboefs society in this dilemma of health and justice
is hepatitis C. The epidemic is out of controlparily because it is so silent. - it is veryfilifilt to
identify in the early stage, as there is no spesiiro-conversion illness. New Zealand doesn’t yet
have high rates of hepatitis C, but it will comefive to eight years, there will be a very rapahtand

for treatment services, which will confront the hleaystem. The prisons are the attributed
powerhouse of that epidemic.

3) Communicate better what “harm reduction” is

Lastly, Michael Levy noted a repeated theme of ikeussions, that the language of the drug and
alcohol criminal justice interchange isn’'t undeostdy the community. Communities don’t
understand what “harm minimisation” is and reaakitcode for something that's very fearful. There
must be urgent thought on how to communicate thesages to get the best response and the best
outcomes.
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