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positive social support, and the negative effects of peer pressure and bullying. Sexual
health issues were also discussed, most commonly in relation to ‘the need to wear a
condom’. Also discussed was the impact of sexual education on knowledge about STIs
and the need for more education about other issues such as the consequences of
teenage pregnancy and parenting. The effects of alcohol and other drugs were also an
important issue with some participants expressing their frustration at the lack of services
for those under the age of 18 to help them to address issues such as addiction before
they became entrenched. Violence both physical and emotional was identified as a
significant issue for some participants. While others commented less directly about
violence, the frequency of violent experiences related, both towards others and
themselves, was quite high throughout the data.

Not all of the participants linked their health and wellbeing to broader social problems,
but those that did were emotive in relating the effect that issues such as these had on
both their current circumstances and their ability to rise above them. In particular they
linked youth offending with their lack of ability to support themselves because of barriers
to employment such as low education and ‘having a criminal record’. The effect of
poverty on themselves and their family circumstances was also significant as was the
impact of poor parenting, negative family role modelling and low family support. Some
participants were also able to connect youth offending with other issues such as
unresolved emotional issues, peer pressure, boredom, wanting instant gratification and
poor personal choices.

Health care before residence

The most common interactions reported with health professionals before residence was
with General Practitioners (GPs), for physical health issues. Other health
services/practitioners young people saw included, staff at youth health centres,
pharmacies, family planning, drug and alcohol services, dentists, physiotherapists,
school nurses and counsellors. Most young people said that their experiences had
been helpful, although some found it harder to talk about emotional and mental health
issues with any of the health practitioners. Negative experiences reflected interactions
with individual practitioners, rather than services in general. Access to services before
residence was not a major issue, with most participants saying they knew about GPs.
Cost was the biggest barrier identified to accessing services. The most significant
health concerns not addressed for participants before residence were drug and alcohol
issues, emotional issues and physical injuries from altercations when they were worried
that the police would become involved.

Health care in residence

Most interactions with health practitioners in residence were reported as positive and
helpful, with negative experiences related to individual instances and practitioners that
they had seen. Access to health care in residence was not a significant issue
particularly for general health issues. Accessing mental health services was a
significant issue for some participants, but not for others.

Staying healthy in residence, particularly physically healthy, was not an issue for most
participants, with only a few negative comments about their ability to do this. Some
young people said it was easier to stay healthy in residence than before they came, as
their physical needs were better provided for. Maintaining mental and emotional
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relate to them. This rested primarily in the practitioner’s ability to demonstrate to the
young person that they genuinely care and are working in their best interests.
It is important to note that when participants were asked about success in the future,
such as not re offending, health issues particularly those that related to their ability to
ensure their wellbeing once they left residence, were very significant for them. This
included health concerns such as the lack of addiction services for people under 18,
access to counselling to address underlying emotional issues and the need for
comprehensive transitional support when they went back into the community. They also
implicitly connected broader social health issues such as cycles of poverty, growing up
in low socio economic areas, low education and poor parenting with their current
circumstances and their ability to succeed in the future.

The need for broad and comprehensive services and support for the young people was
also reflected in the range of factors they associated with at risk behaviour. They
recognised such things as individual bad choices and the need to take responsibility for
their situation but also the impact of poverty and low education. It was also reflected in
the range of solutions they suggested, particularly those that helped them to ensure their
wellbeing (look after themselves) in positive ways once they left residence, like
meaningful opportunities and options for education and employment, help with
accommodation, living skills and resources to take care of themselves and having a well
supported and resourced plan in place.

The research highlights that young people in CYF residence have high biopsychosocial
needs that need addressing; in particular mental health, addiction and social issues such
as housing, education and employment. The young people were well aware of their
issues and were keen to be involved in plans for their future.
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Introduction

The health status of young people in State Care worldwide

Recently the health of young people in the care of Child Youth and Family (CYF) has
come under scrutiny. In this introduction a short review of the health status of young
people in State Care worldwide is undertaken, to provide some context for this study.

The health of young people in State Care is of concern in many countries in the world.
The Youth Justice Board of England and Wales commissioned a study into the health of
young women in young offender institutions (YOI), in 1995. Their study focused on 17
year old women of whom there are about 100 in YOI at any one time. They found high
rates of mental ill health, self harm, alcohol and other drug abuse and unsafe sexual
behaviour. There was a grave lack of health services and very low access to much
needed dental and ophthalmic care. The young women lacked life skills and basic
personal hygiene self care, and many had histories of abuse and neglect (Douglas,
1995).

In Australia, Coffey et al published a paper in 2004 which followed a cohort of young
offenders who were given a custodial sentence between the beginning of 1988 and the
end of 1999. There were 2849 (2625 male) young people aged between 11 and 20
years in the cohort. They were matched in 2003 with the National Death Index and
records from the justice service such as age, gender, ethnicity, offence record, including
drug offences and age at admission and number of admissions. The death rate at 7.2
deaths per 1000 person years was much higher than other young Victorians. The
highest cause of death was related to substance abuse, followed by suicide and then
non-intentional injury (Coffey, 2004). The death rate was higher if the person was
younger at first admission to residence, had more admissions and was charged with
drug related offences.

The same dismal story is repeated in the USA (National Commission on Correctional
Health Care, 1999). Skowyra and Cocozza (2006) report that youth are frequently
detained for relatively minor offences due to a lack of community based mental health
treatment. Howell et al felt that the detention of young people who offend in large justice
facilities or inpatient hospitalization, has proven ineffective and can increase the
incidence and severity of offending behaviour (Howell, 2003). In his review, Hagell
(2002) concludes that without addressing their mental health needs, criminal justice
interventions will not successfully address re-offending, and the young people will not be
successfully reintegrated into their communities or develop into well functioning adults.

The Werry Centre in their literature review of mental health and alcohol and other drug
(AOD), screening, assessment and treatment issues for young offenders (Wilson, 2009)
found that most reports described a prevalence of mental health and AOD issues of
between 40% and 60% in youth offending populations. In addition most publications
reviewed also agreed that young people in detention facilities had higher rates of mental
health and addiction problems than young people in the community in this age group, and
that the facilities were not equipped to deal with these problems, before, during or after
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detention. There are a variety of estimates of mental health and AOD issues for young
people in the community. The Christchurch Health and Development Longitudinal study
(Fergusson, 2001) found that of 15 year olds 13% had anxiety disorders, 6% mood
disorders, 5% conduct disorders and 6% alcohol and illicit drug abuse/dependence.
Eighteen year olds had slightly higher rates: 17% with anxiety disorders, 18% mood
disorders, 5% conduct disorders and 24% alcohol and illicit drug abuse/dependence. The
prevalence of any disorder was 22% at 15 years and 42% at 18 years.

Newman et al (1996) reported from the Dunedin Multidisciplinary Health and
Development Study DSM-III disorders in the sample from age 11 to 21. The prevalence
of disorders in later childhood was 18%, mid to late adolescence 22%, late adolescence
41% and young adult 40%.
Oakley Brown et al (2006) in the national mental health survey Te Rau Hinengaro found
that 39.5% of people aged over 16 meet criteria for a mental health disorder at some
time before interview. Lifetime prevalence for anxiety disorders was 24.9%, mood
disorders 20.2%, substance use disorders 12.3%, and eating disorders 1.7%. Half of all
cases had started by age 18. The median age of onset for anxiety disorders was 13 and
for substance use disorders 18 years.

The need to address the broad determinants of offending

The literature revealed a wealth of evidence about the accuracy of a large number of
different screening and assessment tools for youth health issues such as youth offending.
It has been shown to be important to ensure that tools include the fact that the lives of
young people are embedded in their wider communities and more importantly, their
families. For many the family they live in is not one in which both birth parents are
present. Thus to make judgements about the presence of mental illness or how
pathological the alcohol and other drug use is, can be very difficult without taking into
account the developmental stage of the young person and the way in which they interact
with their many environments, which may make them more or less vulnerable or strong.

In New Zealand the Principal Youth Court Judge Andrew Becroft observed that of the 5%
to 15% of young people (12-17 years) who commit 40% to 60% of offences; 85% are
male, 70% to 80% have an AOD issue, 70% are not engaged with school, and many had
a psychological disorder especially conduct disorder and learning difficulties. As many as
50% of the offenders are Maori, and in areas of high Maori population this rises to 90%.
Many have also had previous involvement with CYF services and have histories of abuse
and neglect (Becroft, 2007). Judge Becroft said the challenge for the Youth Court is:

“How to influence aggressive, impulsive, truanting, teenage boys (disproportionately
Maori), often alcohol and/or drug dependent, and who have personality disorders from
disadvantaged and dysfunctional families with anti social friends”

The Children, Young Persons and their Families Act (1989) implies a broad definition of
what it means to ensure the wellbeing of young people in residential care. According to
Doolan (2008), the implicit goal of the Act is to assist young people to “forgo a life of
crime and to become, instead, good citizens, with all the life improvements in life
outcomes such a transition can provide” (Doolan, 2008, p 69). He goes on to say that
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the first four months of the year 42% tested positive for chlamydia and 8% for
gonorrhoea. This was about four times higher than the rate in the communities they
came from. An initial report of service provision in 2005 recorded a mental health issue
in 56% of the young people; 73% of the females. Screening using the Massachusetts
Youth Screening Instrument (MAYSI-2) (Grisso & Barnum, 2000) was instituted and in
2006 three quarters of the young people scored at or above the caution cut off limits for
alcohol/drug use and over half of the females scored at or over the caution cut off limit
in all categories. Caution scores on any given scale indicate that ‘the youth has scored
at a level that can be said to have possible clinical significance’, and hence requires
further assessment and possible intervention.

Against this background of growing information and concern about the mental health,
including alcohol and other drug use, of young offenders, in particular those in
detention, this research was funded by the Ministry of Health.

This Project

The researchers in this study identified the importance of investigating the young
people’s health status including the term wellbeing rather than just whether illness was
present or absent. The investigation was based on a broad biopsychosocial definition of
health. From this perspective ‘health’ is not seen as primarily a biological/ individual
issue, as health issues cannot be fully understood or addressed without considering both
the individual and social context, in which they occur (Germov,1998). For instance,
social support has been found to be one of the most important components in the
healthy development of young people (Bowes, 1999). Much of the concern for young
people in CYF care as summed up by Judge Becroft’s (2007) challenge is what to do
about the health needs. In this research, therefore, we felt it was appropriate to include
the views of young people on both the health issues that affect them and what should be
done in terms of health care to address those concerns. Consequently focus groups and
semi-structured individual interviews with the young people were used to explore these
themes, particularly questions such as; how an effective health care service might be
developed in residence, and how the participant’s health care needs and wellbeing might
best be addressed after they leave care. Using qualitative methodology such as focus
groups with the young people was believed to be important as it allows for the
perspectives of the young people to be considered, alongside the other data gathered.

Current research shows that interventions need to take into account the social
determinants of health in young people, otherwise they are relatively ineffective in
preventing or reducing behaviours that place young people ‘at risk’. To be effective
health services, information and skills needed to sustain healthy behaviour must be
provided in supportive environments (Blum cited in United Nations, 2003). A survey by
Smith et al (1996) highlighted that lack of social support is one of the most important
factors present when young people come to the attention of CYF, because of risk
behaviour issues.

Ungar (2005) was very clear that the most important way to intervene in a young
person’s life is to listen to them. His suggestion was that when young people get into
trouble sometimes it is because the young people themselves are taking agency in their
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own lives and that by doing this they are meeting their needs. This may be to become
intoxicated using whatever drug there is to hand to help treat their emotional pain, seek
comfort through sex, help themselves to the commodities they feel they need, or act in a
way which will gain attention albeit of the negative kind. The fact that by meeting their
need they are becoming involved in the youth justice system means that their needs are
not getting met in the other areas of society. If their needs are not met elsewhere then
the young people will persist in coming back to CYF care and the corrections system. By
listening to young people expressing their needs, it becomes possible to assist them to
take control of a new direction in their lives by assisting them to meet their needs in a
more positive way. Blum (1989) suggests through interaction with their environment and
the realisation that they can affect it young people are able to gain a sense of control
and self-esteem. Bandura (1979) put forward that the process of development is one in
which the self is formed through ongoing interaction between individuals in different
social contexts. Thus to assist in the healthy development of young people they need
strong relationships in supportive social contexts.

The qualitative component of this study therefore, explored what the young people
believed were important physical, emotional and social aspects of their health, with the
aim of helping to determine what they believe are the most important health care
supports needed, to maintain and ensure their overall wellbeing. This was particularly
important when asking about health care/ support after residence, when important social
determinants of health for young people such as housing, employment/education and
social support (Jamrozik,1996) become more significant.

The inclusion of young people’s perspective in the development of youth health services
for them was also considered important, as research shows that when young people are
included in the design and delivery of health services, these services are more likely to
be effective (Beachler, 1990; Senderowitz, 1998; Keepin’ it real, 2003; Ministry of Health,
2002). The Youth Development Strategy Aotearoa (MYD; 2002) says that giving young
people the opportunity to inform, influence, and design initiatives to help solve their own
problems is also an important part of healthy development.

Terminology
‘Participants’ – young people involved in the focus groups and semi structured
interviews

‘Young people’ – young people who participated in the study

‘CYF’ – Child Youth and Family

‘MH’ – Mental Health

‘GP’ – General Practitioner

‘STIs’ – Sexually Transmitted Infections.

‘YOI’ - Young offender institutions

‘AOD’ – Alcohol and other Drugs
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young people from Christchurch residences, were conducted by Sarah McKay. Because
the data from Palmerston North was sent to Christchurch for analysis, the researchers
worked closely throughout the process to ensure the accuracy of the analysis
conducted.

Procedure

All of the participants in the focus groups had already indicated their willingness to take
part when they signed the initial consent form before the quantitative data was gathered.
Information sheets and consent forms were again handed out and explained to all
participants at the start of each focus group with signed consent forms returned to the
researcher before the focus group started. Present at two of the focus groups and all of
the interviews (three) were the researcher (Sarah McKay) and a note-taker (Justine
Balcar or Morgan Mayes). Present at the two focus groups in Palmerston North were the
researchers Justina Webster and Alex Barnes. Each group or interview except one was
digitally recorded and transcribed verbatim, but for the purposes of thoroughness and
accuracy the note-taker was also present to record the order of participants’
conversation and important ideas discussed. At the Palmerston North focus groups the
participants also recorded their thoughts on the topics being discussed, on ‘post it notes’.
These notes along with the notes taken by the scribe at each focus group in
Christchurch were then used by the researcher to ensure accuracy of the emphasis in
the conversations recorded. One focus group in Palmerston North was not recorded so
the researcher (SM) used the notes recorded by the young people and the interviewers
to analyse the data.

Recruitment

The participants were recruited through the surveys that they completed with the nurses
while in residence. Every young person who took part in a survey was asked if they
would like to take part in a focus group and those who agreed were approached. A
number of young people who agreed to be part in the focus groups did not end up
participating, as they were discharged from residence before the groups took place.

Focus Group Participants

Three young men aged 14 to 16 years from Te Puna Wai CYF youth justice residential
facility took part in a focus group that was one hour in duration.

One young woman (age not recorded) from Te Puna Wai CYF youth justice residential
facility took part in a semi structured interview, which was 30 minutes in duration.

Two young women aged 14 and 15 years from Te Puna Wai CYF youth justice
residential facility took part in an interview together that was one hour and 30 minutes in
duration.

One young woman aged 12 years from Te Oranga residential facility took part in a semi
structured interview lasting 30 minutes.

One young woman aged 14 years from Te Oranga residential facility took part in a semi
structured interview lasting 30 minutes.
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Quantitative Findings

The total number of young people who agreed to take part in the study was 94 with
66 males (70%) and 28 females (30%). One hundred and thirty one young people
were approached. Of those who were asked 28 declined, and 9 were discharged
before they could complete the consent form. The age range was 10 -18 years and
the spread is shown in the table below. The ethnicities of those who said yes are
shown in figure one. The ethnicities of those who said no were 16 Maori (57%) 11
European (39%) and one Tongan (4%). Thus slightly more Maori males declined to
take part than those that agreed.

Table One Age, gender, distribution

Approached Total
-131

Total
agreed

94
(72%)

Male

66
(70%)

Female

28
(30%)

Total
declined

28
(21%)

Male

26
(93%)

Female

2
(7%)

Age 10-13 6
6%

5
8%

1
4%

0

14 16
17%

8
12%

8
29%

5
15%

4
14%

1
3%

15 &16 66
70%

49
74%

17
61%

19
69%

18
64%

1
3%

17&18 5
5%

4
6%

1
4%

0

Not recorded 4
14%

4

In the year 2008 there were a total of 903 young people admitted to CYF residential
care throughout the country. There were 508 admissions to Lower North, Te Puna
Wai and Te Oranga. The nurses approached approximately 25% of these young
people in the five months that the study was running. Nationally 23% were female
and 77% male, but there was some difference in gender between care and
protection (4 residences throughout the country with a total of 152 admissions over
the year) and Justice (3 residences with 760 admissions). Forty eight percent of
care and protection admissions were females but only 18% of Youth Justice
admissions. This study captured two Youth Justice residences with 475 admissions
in the year and one care and protection with 33 admissions. The age distribution
nationally showed 9% were 10-13 years old, 19% 14 years, 67% 15 and 16 years
and 4% 17 and 18 years (cf the study 6%, 17%, 70% and 5%). The statistics for the
CYF residences nationally were not available for ethnicity, but on age and gender
the study captured a representative sample of the residence population.
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Figure One Ethnicity distribution

General Health

On self report most of the young people thought they were well. The most common
disorders were asthma, skin conditions and headaches. The first part of figure two
shows the medical problems the young people said they had, and the second part
shows the issues the young people said they had problems with. Most (85%) of the
girls had started their periods and about 25% said they had problems with them.

Figure Two Health Concerns of young people in the study

No one with diabetes, rheumatic fever or TB

1 (1%) with epilepsy, 27 (26%) with asthma, 1 (1%) with heart disease

11 (11%) with mental illness

NZ Maori 45%

NZ European 47%

Other European 2%

Samoan 4%

Cook Islands Maori 3%

Tongan 1%

Other 7%

Niuean, Chinese,Indian 0%
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a)31% skin problems b)11% colds c)31%headaches e)15%weight f)4%other

Family History

Over half of the boys responded that they did not know about illnesses that ran in the
family, whereas up to 75% of the girls did know what was in the family history,
depending on the topic. The most common disorders the girls knew that someone in the
family had were asthma (reported by 79% of the girls and 61% of the boys), alcohol and
other drug (AOD) problems (reported by 62% of boys and 68%of girls), depression and
other mental illness (reported by 54% of the girls and 30% of the boys) and diabetes
(reported by 43% of the girls and 29% of the boys)

Injuries

The young people were asked whether they had ever had an injury. See figure three.
Nearly 70% of boys said that their injuries were a result of fights. When the causes of
injury were analysed there were some gender differences with boys more likely to have
motor vehicle accidents, fights and sports injuries and girls more likely to have falls and
to have ear piercings or tattoos (see figure four). There was little difference between
Maori and non-Maori. Between 2000 and 2004 injury and poisoning accounted for 48%
of the total mortality of the 15 to 24 year age group. The Youth 2007 (Adolescent Health
Research Group, 2008) survey found that 6% of students had been assaulted in the
previous year (7% males, 4% females), 67% had been injured in sports (70% males,
63% females), and 30% had been involved in falls.

Figure Three Causes of Injuries Males and Females
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Many of the young people (see figure four) had chosen to have tattoos or piercings
which although not risky in themselves, do have the potential for harm if not carried
out by reputable providers.

Figure Four Young people with tattoos and piercings

Keeping Healthy

In terms of eating well, 50% of the young people didn’t have breakfast, which compares
with 8.5% of young people in the Youth 2007 study, and a further 25% hardly ever had
lunch (2% in Youth 2007 study). The evening meal was always eaten by 79% of the
boys but only 54% of the girls (only 0.4% of the national sample). Nearly all of the boys
(97%) and girls (96%) said they ate meat. Vegetables were usually or sometimes part of
84% of the total sample and for the total Maori sample 82%. Fruit was usually or
sometimes part of 87% of the total sample’s diet and 92% of the total Maori sample’s
diet. . They had a variety of drinks with most (52%) drinking coffee or fizzy drinks.
Seventy one percent of both boys and girls and the total sample were happy with their
weight.

Access to health care

When asked if they had a family doctor 76% said yes but only 56% saw the same
doctor each time. Sixty six percent had seen the doctor within the last year with more
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girls than boys having seen a doctor within the last month. About 20% said there was a
barrier to accessing a doctor, the most common of which was cost, followed by no
transport, not knowing where to go and ‘couldn’t be bothered’. Sixty nine percent of the
young people (62% Maori) had seen a doctor between 0 and 6 months ago,. This
compares with 62% of those in the Youth 2007 study. Access to the dentist was low and
only 44% of young people (36% Maori) had been to the dentist within the last year. In
comparison 79% of young people in the Youth 2007 study had been to the dentist in the
previous year. Sixty one percent of boys and 79% of girls had been admitted to hospital
at least overnight.

Some 33% of the young people were on medication on entering the residence and 26%
of the boys and 36% of the girls had been on medication in the past. This was mostly
inhalers, eczema creams, and ADHD treatment; one person was on contraception and
another on antidepressants.

It was hard to detect whether access to immunisations was good or not. Some 80%
remembered having their meningococcal vaccination, approximately 25% did not know,
and about 65% thought they might have had childhood vaccinations. Twenty-nine
percent of the boys and 18% of the girls thought they had allergies to something.

Physical Health

The cut offs for BMI commonly used are <18 underweight, >25 overweight and >30
obese, however these are based on averages for adults 18 and over. The cut offs vary
with age and pubertal stage. Cole et al (2007) have published cut off graphs for BMI at
different ages. BMI is an approximation for levels of body fat and should be
accompanied by other measures of adiposity, such as waist circumference if more
accuracy is required. Thus for 14 year olds a BMI of 16 or less would be considered
underweight and 22 or over overweight. For 15 and 16 year olds the corresponding
figures would be 17 or less and 24 or more. The Youth 2007 study used these
aggregates and deemed that 2.6% of the sample were underweight, and 24% were
overweight, with a further 10% as obese.

Body Mass Index (BMI) in this study ranged from 16 to 48 with 2% of participants
having a BMI of 18 or less.(see figure five) Forty four percent of Maori males, 87% of
Maori females, 41% of non-Maori males, and 48% of non-Maori females had a BMI of
22 and over. Seven percent of participants had a BMI above 35, which is interpreted as
clinically obese. There were four Maori and one non-Maori young men and one non-
Maori young woman with BMIs over 35, and the young people with BMIs under 18 were
all male. The column labelled ‘unknown’ includes participants who were missing data on
either their height or weight. None of the young people had blood pressure problems.
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Figure Five Distribution of BMI

Vision and Hearing

Fourteen boys (21%) and four girls (14%) failed their hearing test and six boys and
three girls were referred on for further testing. Fifteen boys (23%) and eight girls (29%)
failed their vision test on one or both eyes, with three boys and four girls referred for
further testing.

In comparison, in a study of year 9 students in North Canterbury schools 21% of the
girls and 21% of the boys failed their vision test, and 5% of the boys and 6% of the girls
missed more than one of the frequencies. (Bagshaw and McKay, 2008)

Sexual Health

Testing for chlamydia and gonorrhoea presented a challenge. Many of the young
people refused to do the test. Chlamydia was checked in 22% of boys and 46% of girls,
and gonorrhoea was checked in 11% of boys and 21% of girls. There were no positive
gonhorrea results and a total of five positive chlamydia results (18% of those tested).
This compared with 2% chlamydia positives of those tested in a high school survey of
16-18 year olds in Christchurch by Corwin (2002)

Mental Health

The prevalence of mental health issues was high and yet 81% of young people felt that
if they ran into tough times they would make it through. Seventy three percent had plans
for the future, and 55% had spiritual beliefs that were very important or somewhat
important, and this went up to 70% for Maori young people.
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Supplementary questions from the MAYSI-2 survey tool were added to questions about
anxiety, anger, depression and whether the young person felt that they had a mental
illness.(See Appendix one) Thirty seven percent of young people scored four or more
somatic symptoms for anxiety; 54% scored five or more positive answers on the
questions for anger and irritability; 21% had four or more symptoms for depression and
5% thought they may have a mental illness. The scoring was not weighted as in the
traditional MAYSI-2 survey as only a small number of the questions were used. One
young person said that they had already been diagnosed with bipolar disorder. Of the
young people who felt that they had a mental illness some reported that it was because
someone had told them they were mad. Further questioning of those individuals found
no evidence of mental illness, however. These figures are similar to those reported by
Korowai Manaaki in their report (2006).

In the Youth 2007 study 25% of the total sample were depressed for 2 weeks in a row
(18% boys and 43% girls), 30% deliberately self-harmed (21% boys and 50% girls) and
20% attempted suicide (18% boys and 39% girls) in the past year. The estimate of mood
needs to take into account that although the questionnaires in this study were not
administered in the first few days of being in residence, situational change may have
produced changes in mood in comparison to the young people who were answering
questions in the class room. There was little difference between Maori and non-Maori in
the prevalence of mental health issues but proportionally more girls than boys with
internalising disorders. Interestingly as many boys as girls worried a lot and were angry
a lot.

Table Two Mental Health

In the last 12
months

Total
N=94

Boys
N=
66

Boys
%

Girls
N=
28

Girls
%

Maori
Boys %
N=34

Maori Girls %
N=16

Angry every day for 2
weeks

45% 28 42% 14 50% 41% 37%

Sad every day for 2
weeks

25% 12 18% 12 43% 15% 37%

Worry a lot about
things

49% 34 51% 12 43% 53% 44%

Yes to thoughts about
killing self

20% 9 14% 10 36% 6% 37%

Plan to kill self 14% 5 8% 8 29% 3% 31%
Tried to kill self 20% 12 18% 11 39% 12% 37%
Thoughts about self-
harm

34% 14 21% 18 64% 9% 62%

Have self-harmed 30% 14 21% 14 50% 9% 50%
Have you thought
you
had a mental disorder

19% 11 17% 7 25% 6% 25%
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High Risk Activities

Cars. Most of the young people seemed to enjoy cars, and although only 20% had a
licence of some sort 92% had driven a car. Sixty five percent had driven with a driver
who was drunk and 65% said that they had driven after they had been drinking, some
(7%) having done it over four times in the last month. Approximately 20% always used
seatbelts but 38% never or hardly ever did. In all the questions around driving there was
very little gender difference in behaviours.

Sexual behaviour. There was no gender difference in the numbers of those having
sex, with 92% saying they had had sex. Eleven percent of the boys and 29% of the girls
had had 5-10 partners, whereas 35% of the boys and 18% of the girls had had over 10
partners. Fifty four percent of the girls and 47% of the boys said that they used
condoms ‘always or most of the time’, and about 10% of both genders said they never
used them. Twenty one percent of the girls said that the first time they had sex it was
not wanted or very much not wanted. This compared to the fact that all the boys said
that the first time was wanted and none of them had had unwanted sex. The fact that
the first time was not wanted could be inferred as having been abuse, but this was not
asked about specifically. In terms of sex with someone of the same gender 5% of the
boys and 10% of the girls said that this applied to them.

Alcohol and other Drug Use. Most of the young people came from homes where
someone in the household smoked (88%, compared to Youth 2007 30%) and most of
them (87%, compared to Youth 2007 7.8%) smoked themselves, with slightly fewer
boys being current smokers (83% compared to 96% for girls). All the girls who smoked
had started smoking by the age of 14 with 28% starting before 10 years old. The boys
were similar but only 15% started under 10 years and one of the boys didn’t start until
he was 16. Most smoked daily and used on average one and a half 30g pouches a
week (30g pouch is the equivalent of 60 cigarettes).

Alcohol was used by 90% of young people (boys 88%, girls 96%), and 23% of boys said
they used alcohol to feel better as opposed to 64% of girls. Only six percent did not
have any problems when they drank alcohol with most fulfilling the CRAFFT criteria for
having hazardous drinking (Knight, 2003). The most common problems were fighting,
having arguments with the family, and forgetting what they had done. About a third of
the young people had had sex while drunk and later regretted it, and about a third had
broken up with a girlfriend or boyfriend because of drinking. Mostly the girls reported
more problems than the boys.

The young people also came from households in which cannabis was used, with 50%
saying that someone used cannabis in their home (boys 46%, girls 61%). In the Youth
2007 study only 6.5% of students reported that their parents used cannabis. More boys
than girls used cannabis regularly (defined as once weekly or more) (boys 71%, girls
61%). All had started using cannabis by the age of 15 and 11% of the boys and 18% of
the girls started before 10 years of age. Fifty five percent of the boys used daily with
45% using more than twice a day. For girls this was slightly less with 36% using daily
and 14% using more than once a day. Seventeen percent of boys and 25% of girls used
1-3 times a week. In contrast to alcohol use, 17% of the boys and 7% of the girls said


