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Background. The definition of ultra-high risk (UHR) for psychosis was derived from community-based help-seeking
populations. Prisoners have high rates of psychosis and other severe mental health (MH) problems. They also have
high rates of risk factors for psychiatric morbidity and yet they are among the populations who are less likely to
seek help in the community. Despite a policy of equivalence of care for individuals in prison there are no early inter-
vention services for psychosis in prisons in the UK. This was a study exploring feasibility of introducing such a service
into a local London prison. This paper discusses the differences in MH profile of prisoners who met criteria for at-risk
mental state compared with those who did not.

Method. A two-stage procedure was used. Participants in a local London prison were routinely screened in the first
week of arrival in prison with the Prodrome Questionnaire — Brief Version (PQ-B; Loewy et al. 2011). Those that screened
positive as well as a small sample of those who screened negative underwent a further semi-structured assessment to
see whether they met criteria for UHR state. Data on self-harm and suicide attempt, family psychiatric history, and anx-
iety and depression was also collected.

Results. A total of 891 prisoners were screened, 44% of whom screened positive. A total of 354 underwent second stage
assessment, 60 of whom had screened negative. Four groups were identified: those that had no MH problems, a group
experiencing First Episode Psychosis, those at UHR of psychosis and a group with other MH problems. The UHR state
and Psychotic groups had very similar MH profiles of symptoms and distress. Prisoners with no MH problems were at
the other end of the spectrum with few symptoms and little distress. The Other group fell in between this group and the
psychotic spectrum group in terms of symptomology and distress.

Conclusions. This study is the first to examine risk for psychosis in an adult male prison population. We identified a
broad spectrum of MH disorder for which there is little current service provision in prisons. Screening early in the cus-
todial process has the potential to identify unmet MH need and has implications for keeping individuals safe in custody.
A long-term strategic approach is required to address MH need in prisons.
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Introduction draw from a highly selective sample of help-seeking
populations and the associated findings of symptom
profile and risk for transition is therefore biased
(Fusar-Poli et al. 2013). However, there are various con-
sistent factors that are influential in whether and when
individuals seek help for mental health (MH) problems
(e.g., male gender, McKenzie et al. 2006; younger age,
McKenzie et al. 2006; Black ethnicity, Morgan et al.
2005). Prisoners are a population that despite high
levels of mental and physical health problems, do
not routinely access services of National Health

Research into the high risk state for psychosis has
evolved internationally over the past two decades
(Fusar-Poli et al. 20124, b; Lin et al. 2012). Services
now exist across the world to detect and treat indivi-
duals with a view to prevent transition to psychosis
and to improve prognosis when prevention is not pos-
sible (McGorry et al. 2013). However, these services
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Service (NHS) outside the prison (Harty et al. 2003;
Department of Health, 2002). This study sought to
establish the prevalence and correlates of routinely
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screened prisoners at ultra-high risk (UHR) for psych-
osis. In a previous paper, we have reported on a 5%
prevalence of at-risk mental state (ARMS) in the prison
population (Jarrett et al. 2012). In this paper, we
describe the demographic and other characteristics of
prisoners with an ARMS compared with those not at
risk of psychosis and psychosis.

The prevalence of psychosis is high in prison popu-
lations (Birmingham et al. 1996; Singleton et al. 1998;
Shaw et al. 2009). A meta-analysis comparing preva-
lence of psychosis from a national survey of house-
holders (Meltzer et al. 1995) with a national survey of
prisoners (Singleton et al. 1998), found a difference in
prevalence of 5.2% for the prison group v. 0.4% for
the community group (Brugha et al. 2005). Prisoners
also have high rates of some of the associated risk fac-
tors for psychosis such as substance misuse (National
Treatment Agency for Substance Misuse, 2012), child-
hood adverse events (Williams et al. 20124) and social
exclusion (Williams et al. 20120b).

This project came about as a local response to the
transformation of healthcare services within the prison
service and the NHS mandate to deliver the principle
of equivalence of care. While mainly concerned with
the treatment for established mental illness with custo-
dial settings, there may also be room for more innova-
tive approaches, including services such as the
Outreach and Support service in South London
(OASIS) that provides the early detection and treat-
ment for people who are UHR for psychosis
(Fusar-Poli et al. 2012a). However, before introducing
such a service, it is essential to assess the feasibility
of identifying the UHR in a prison setting and this
brings challenges that should not be underestimated.
The study by the Office of National Statistics of prison
populations (Singleton et al. 1998) showed a high
prevalence of co-morbidity with a third of male prison-
ers having three mental disorders, with overlapping
symptoms that can make UHR detection challenging.
Approximately 29% of male prisoners meet criteria
for paranoid personality disorder, 30% for borderline
personality disorder, 4% meet criteria for post-
traumatic stress disorder, 20% for anxiety disorders
(generalised anxiety and obsessive compulsive dis-
order), 50% abuse alcohol and 60% have substance
misuse issues. In addition, 80% of the prisoners have
a reading age of 11 years or less, which means at
times it is difficult for them to identify and describe
their feelings and thoughts clearly.

This paper compares the social and clinical profiles
of prisoners at high risk of psychosis to that of prison-
ers with no mental disorder, other mental disorder and
psychosis. Ethical approval for the study was granted
by Essex 2 Research Ethics Committee (REC: 08/
H0302/118).
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Method
Setting

The study took place between February 2009 and
December 2011 in a London local prison, which has
a capacity for approximately 800 male prisoners aged
21 and over. Prisoners, at the time, were either await-
ing trial or serving short sentences, and the average
length of stay in the prison was 3 months. Local pris-
ons (also known as remand prisons) serve the courts
and hold prisoners who are awaiting trial or serving
short sentences (usually 2 years or less). All prisoners
will first go to a local prison from court before going
to other establishments. The site was deliberately cho-
sen to capture the population who are coming to
prison from the community rather than being trans-
ferred from other jails where they will have had an
opportunity to adjust to being in custody. These pris-
ons take ‘mew receptions’ (individuals who have
been in prison before but are coming in for a ‘new’
term) and also ‘first receptions’ (individuals coming
to prison for the first time). Local prisons have
the highest turnover type of prison.
Approximately 15% of the prisoner population is

of any

made up of remand prisoners. Once a prisoner is sen-
tenced, if they receive a sentence of longer than 2 years,
he will be sent to a training prison.

Procedure

The daily reception register was surveyed every day
by a researcher (M]). Prisoners who met inclusion cri-
teria were approached and recruited if they were able
to provide oral and written informed consent.
Screening was carried out face-to-face. Details of the
procedure can be found in Jarrett ef al. (2012). All par-
ticipants who screened positive were asked to take
part in a further semi-structured interview with a clin-
ician to establish whether they met the diagnostic cri-
teria for being UHR for psychosis. A total of 60
prisoners who screened negative were also randomly
selected for the face-to-face interview to test face valid-
ity of the Prodrome Questionnaire-Brief Version
(PQ-B). The clinician conducting the follow-up inter-
view was blind to the outcome of the screening. This
procedure resulted in four groups — participants who
had already developed a psychotic illness (First
Episode Psychosis), others who met criteria for UHR
for psychosis as measured by the Comprehensive
Assessment for At-Risk Mental State (CAARMS) inter-
view, yet others who were positive at screening but
did not meet CAARMS criteria for UHR, but had
other non-psychotic MH problems (Other), and finally
a group that at both screen and CARRMS were found
to have no MH issues (no MH problem).
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Sample

Prisoners newly received from the courts who lived in
the catchment area of South London and Maudsley
Foundation Trust (SLAM), aged 21-40 years, were
approached for recruitment. Prisoners with a previous
history of psychosis, who had been transferred from
other prisons, or with insufficient English to be
assessed with the screening structured interview
were excluded.

Materials

The following measures were collected during the

screening stage:
Demographics:  age,

ethnicity, accommodation; and family psychiatric his-

employment, qualifications,
tory, legal status (awaiting trial or convicted), first
time in prison or returning to prison

Depression, — Anxiety, Sel-Harm  and/or  Suicide
Attempts: A self-rating between 0 (not at all) and 10
(extremely) for depression and anxiety. The aim was
to gauge mood as we were assessing in the first
week of reception, known to be a time to be of high
distress and suicide attempts (Shaw et al. 2004). We
also asked the participant whether they had ever (i)
self-harmed and/or (ii) attempted suicide. If either of
these questions were endorsed, information was
sought on (i) most recent incident (ii) age at first inci-
dent and (iii) overall number of incidents for each.
This allowed us to identify risk and implement safer
custody procedures as appropriate.

Screening tool

The Prodromal Questionnaire — Brief Version (Loewy et al.
2011): A 25-item questionnaire designed to identify
people with an ARMS. Each question elicits a yes/no
answer. On endorsement, a follow-up question asks
how strongly the participant agrees that the experience
causes concern or problems. Sensitivity and specificity
of the questionnaire in the prison population is
described in more detail in Jarrett ef al. (2012).

Second-stage face-to-face assessment

Comprehensive Assessment of At-Risk Mental State (Yung
et al. 2005): A semi-structured interview schedule with
eight subscales each with a rating of 0-6. The scale
scores threshold and frequency of symptoms, distress
caused by symptoms and whether they occur in the
context of substance misuse. Criteria for ARMS are
based on the scoring of the four Positive Symptoms
Scales (encompassing Unusual Thought Content,
Non-Bizarre Ideas, Perceptual Abnormalities and
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Disorganised Speech). Owing to the time restrictions
in the prison, we therefore limited the assessment to
the use of the Positive Symptoms Scale, and to four
of the sections within the General Psychopathology
Scale (Mania, Depression, Anxiety and Self-Harm
and Suicidality).

Yung & McGorry (1996) and Yung et al. (2005) have
defined UHR criteria for an ARMS as meeting at least
one of three other criteria combined with a significant
drop in functioning or chronic low functioning (score
of <50 over 12 months or 30% drop in functioning in
the last year, sustained for more than a month) as:

(i) first degree relative with psychosis or schizotypal
personality disorder; and/or

(ii) attenuated psychotic symptoms defined as a mini-
mum score of three each on both intensity and fre-
quency on any of the Positive Symptoms Scales;
and/or

(ili) a psychotic episode lasting 7 days or less that
resolves itself spontaneously.

Symptoms should occur at least sometimes outside
of the context of substance use or withdrawal.

In the community, this criteria is targeted at indivi-
duals who are in the peak age group thought to be
associated with first episode psychosis (14-35 years).
In the prison, we targeted the youngest receptions
(aged 21) and included individuals up to age 40 in
the few months before lowering the age limit to 35 to
be in line with the community team.

Social and occupational functioning assessment scale
(SOFAS; Goldman et al. 1992): Derived from the
Global Assessment of Functioning scale, the SOFAS
rates social functioning from 0 (unable to function
without support) to 100 (good functioning in all areas).

Analyses

IBM SPSS Statistics Version 19.0 was used to analyse
the data. T-tests were used to compare age. The
Mann-Whitney U tests were used to compare all
other continuous variables as they did not meet para-
metric assumptions of normality and homogeneity of
variance. Chi-squared analyses were used for categor-
ical variables.

Results

The flow of participants in the study is shown in Fig. 1.
Of the 891 individuals PQ screened, 401 participants
screened positive. Of these, seven were found to be
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!prisoners who had transferred in from other prisons rather than being received from court.

Fig. 1. Consort Chart Screens to CAARMS Outcome.

psychotic at screen and were therefore referred to
prison MH services. These seven consequently did
not undergo further assessment. A further 100 partici-
pants were not assessed with the CAARMS because
they (i) were released (N=56), (ii) transferred to
other prisons (N=11) before they could be seen, (iii)
refused (N=15) and were missed due to lack of time
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(N=18). This left 294 who underwent the second
stage (CAARMS) interview. In order to provide a
screen-negative comparison group for CAARMS
interview we selected a random sample of 60 partici-
pants who screened negative. Clinicians carrying out
the CAARMS interviews were blind to screen
results of the participants they were assessing. Of the
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Table 1. Demographic Characteristics (comparison of each group with UHR group)

No MH NMHP o. FEP v.
problem Other UHR FEP UHR Ov. UHR UHR
Mean (s.D.) 4
Age* 28.9 (5.0) 28.3 (5.2) 27.5 (5.8) 27.7 (5.6) 0.21 0.34 0.89
Age education ended 16.7 (3.3) 16.1 (3.4) 15.8 (2.9) 16.4 (3.8) 0.15 0.55 0.48
N (%)
Ethnicity
White 17 (28) 88 (38) 17 (39) 5 (20) 0.18 0.98 0.21
Black 36 (61) 104 (45) 19 (43) 16 (64)
Other 6 (10) 41 (18) 8 (18) 4 (16)
No qualifications 13 (22) 78 (36) 22 (50) 9 (36) 0.003 0.04 0.26
Unemployed 30 (51) 140 (60) 28 (64) 17 (68) 0.21 0.66 0.72
Short-term 19 (32) 90 (39) 20 (46) 15 (60) 0.17 041 0.25
accommodation

Homeless before prison 1(2) 26 (11) 8 (18) 5 (20) 0.003 0.19 0.85
First time in prison 20 (34) 49 (21) 9(21) 5 (20) 0.13 0.91 0.96
Awaiting trial 35 (59) 138 (59) 20 (46) 21 (84) 0.16 0.09 0.002

*40 of 891 Offenders aged >36 years.
Bold values included are significant at p < 0.05.

screen-negative participants, just one was found to be
positive for UHR for psychosis.

The most common reasons for refusal to undergo
CAARMS were ‘not being in the mood to answer
more questions’, and feeling they would not benefit
from participating as they did not think they had
any MH problem. Of the 354 participants who com-
pleted the CAARMS, 292 were found negative for
ARMS, 44 were positive (including the one person
who had screened negative), and 18 were found to
be already psychotic. For the purposes of analyses
the seven individuals found to be psychotic at the
first stage screen were included in the final analyses
making the total number of people in the psychotic
group 25. The 44 people who met criteria for ARMS
all did so, on the basis of attenuated symptoms, in
addition to which four participants also had a first
degree family history of psychosis.

Characteristics and clinical profile were compared
across the four groups: No MH Problem, Other,
UHR and First Episode Psychosis.

Demographic profile

Table 1 shows the demographic data for the groups.
There was no difference between the groups in
mean age, age at which individuals left full-time
education, ethnicity, levels of unemployment, being
in short-term accommodation prior to reception or
being in prison for the first time. The UHR group
were, however, significantly more likely to have no
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qualifications than either the No MH Problem or
the Other groups. They were also more likely to
have been homeless before prison compared with
these groups. With regard to whether they were await-
ing trial or convicted, the UHR group had the lowest
proportion of participants who were awaiting trial
and the First Episode Psychosis group had the highest.
The difference between the two was statistically
significant.

Clinical profile
Screening and CAARMS

Analyses were carried out of MH variables examining
differences between each group and the next. Table 2
shows the differences between the groups for endorse-
ment and distress on PQ-B items. The No MH Problem
group endorsed significantly fewer items than the
Other group who in turn endorsed significantly
fewer items than the UHR group. The UHR and First
Episode Psychosis groups did not differ significantly
either in the median number of PQ-B items endorsed
or pattern of distress.

Data from the CAARMS are also shown in Table 2.
Participants can be rated between 0 (no symptom) to 6
(Psychotic) on each scale for intensity. The scales also
give a frequency rating ranging for 0 (not present at
all) to 6 (continuous). The total scores were summed
for the four positive scales on severity and then
again on frequency. The table shows the median scores
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Table 2. Endorsement of PQ-B Items and CAARMS Symptom Scales Scores
No MH problems Other UHR FEP NMHP Ow. UHR
(N=59) (N=233) (N=44) (N=25) v. 0 UHR  o. FEP
Mean (s.0.) 4
Number of items endorsed 1(0-3) 12 (8-19) 17 (10-23) 21 (14-24)  0.000 0.005  0.10
Number of items with distress 0 (0-1) 6 (3-12) 10 (7-16) 12 (7-16) 0.000 0.001 0.57
Median (interquartile range)
Positive symptom p
Severity 0 (0-1) 3 (0-5) 10 (7-14) 17 (10-20)  0.000 0.000  0.000
Frequency and duration 0 (0-2) 4 (0-7) 11 (8-15) 13 (10-18)  0.000 0.000  0.03
General psychopathology
Severity 0 (0-2) 2 (0-5) 4 (0-7) 5 (0-9) 0.000 0.02 0.52
Frequency and duration 0 (0-2) 2 (0-6) 5 (0-7) 6 (0-9) 0.000 0.07 0.29

for each group with the inter-quartile range in brackets
in the first set of brackets and the total range in the sec-
ond set of brackets. The No MH Problem group dif-
fered significantly from the Other group on both
severity and frequency for positive and general psy-
chopathology items. The Other group in turn differed
from the UHR group in terms of positive symptom
scales which is to be expected since by definition the
CAARMS distinguishes the individuals who are on
the psychotic spectrum to those who are not based
on these scales. However, 33 individual from the
Other group met criteria on the positive scales but
not the functioning criteria. The two groups differed
in terms of clinical ratings for general psychopath-
ology, although this fell short of statistical significance.
The First Episode Psychosis group score significantly

higher also on the positive symptom scales (as would
be expected).

Family history

Table 3 shows information on MH history of the
groups. The No MH Problem group have the lowest
rates of family psychiatric history of any kind com-
pared with the other groups. The Other group in
turn, have lower rates than the UHR group (odds
ratio: 2.36, 95% CI: 1.1-5.1, p=0.03).

Self-harm and/or attempted suicide

The No MH Problem group showed significantly
lower rates on all items except self-harm in the last

Table 3. Family Mental Health History and Clinical Self Report History

No MH problems Other UHR FEP NMHP Ow. UHR
(N=59) (N =233) (N=44) (N=25) 0.0 UHR v. FEP
N (%) p
Family history psychosis 3(5) 32 (16) 12 (31) 5(23) 0.04 0.03 0.50
First degree FH psychosis 3(5) 20 (10) 7 (18) 3 (14) 0.29 0.14 0.66
First degree FH other 509) 27 (13) 5(13) 4 (18) 0.35 0.93 0.57
Lifetime self-harm 1(2) 42 (18) 11 (25) 8 (32) 0.002 0.28 0.53
Self-harm in last year 0 12 (5) 49 4 (16) 0.07 0.30 0.39
Lifetime suicide attempt 12 67 (29) 17 (39) 15 (60) 0.000 0.19 0.09
Suicide attempt in last year 0 24 (10) 8 (18) 7 (28) 0.01 0.13 0.34
Median (Interquartile Range) P
Anxiety 2 (0-5) 7 (5-9) 8 (7-9) 7 (5-10) 0.000 0.16 0.36
Depression 2 (0-7) 7 (5-9) 8 (7-10) 8 (5-10) 0.000 0.02 0.52
Highest SOFAS 80 (70-80) 70 (60-80) 65 (60-70) 58 (50-71) 0.004 0.01 0.18
Lowest SOFAS 70 (65-80) 65 (55-75) 55 (50-64) 55 (40-66) 0.000 0.000 0.74
Drop in points 0 (0-10) 0 (0-10) 9 (0-15) 0 (0-10) 0.56 0.006 0.12

Bold values included are significant at p < 0.05.
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year compared with the Other group. However, the
lack of significance is most likely due to the low num-
bers as none of the No MH Problem group had self-
harmed in the last year and just 12 (5%) of the 233
Other group had engaged in an act of self-harm in
the year prior to assessment. The Other, UHR and
First Episode Psychosis groups did not differ signifi-
cantly from each other.

Anxiety and depression

Self-ratings for anxiety and depression can be found in
Table 3. The Other group rated themselves as signifi-
cantly more anxious and depressed than the No MH
Problem group. The UHR group had significantly
higher ratings for depression but not anxiety, com-
pared with the Other group, while the UHR and
First Episode groups had similar ratings for both anx-
iety and depression.

Social functioning

Clinical ratings of functioning (Table 3) followed a
similar pattern, the No MH Problem differing signifi-
cantly from the Other group, who in turn differed
from the UHR group, who did not differ greatly
from the First Episode Psychosis group. The UHR
group reported the greatest recent drop in functioning
of all the groups (as would be expected).

Discussion

This study sought to compare demographic and clinic-
al characteristics of prisoners at UHR of psychosis with
those not on the psychotic spectrum as well as a group
experiencing their first episode of psychosis. We iden-
tified four groups, those experiencing a first episode of
psychosis, those at UHR for psychosis, those with
other MH problems and those with no MH problems.

Endorsement of PQ-B items at screen and distress
was high for all groups except for the No MH pro-
blems group. However, the low specificity of the
PQ-B in this population as reported in our earlier
paper (Jarrett ef al. 2012) was due to a range of issues
which included misinterpretation of items and high
levels of anxiety in the early days of reception to
prison. Distress can associated with items that are
not necessarily related to psychotic spectrum, e.g. Do
you worry at times that something may be wrong
with your mind?’ participants described feeling anx-
ious, out of control in their life, unable to understand
why they could not manage their anger, or overcome
a substance use problem. Endorsement of this item
was therefore frequently associated with distress.
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These issues were established at the second stage inter-
view with the CAARMS.

Our findings showed a spectrum of symptoms and
distress ranging from very low (True Negatives) to
very high (Psychotic). The Other and UHR group
were in between with the UHR group emerging as
having a similar clinical profile to the First Episode
Psychosis group. Our study shows that despite the
challenges of identifying UHR in this population, it
is possible to delineate the UHR group from those
with other mental disorders. The high levels of home-
lessness in the UHR group has important implications
since a research suggests that reduced social networks
pre-date first episode and may therefore play a role in
the evolution of the illness (Gayer-Anderson &
Morgan, 2013).

The Other group had a range of MH problems,
which were sufficiently serious that they require
more than General Practitioner intervention, but not
so severe that they would be taken on by the Prison
Mental Health Team whose remit is severe and endur-
ing mental illness. This is consistent with previous
findings that 50% of MH problems reported by prison-
ers are not addressed in prison (Byng et al. 2012). The
Improved Access to Psychological Therapies (IAPT)
for Offenders was rolled out in 2009 in recognition of
high levels of common mental disorders in prisons
(Department of Health, 2009). However, there has
been no large-scale evaluation of these services to date.

Previous literature has also already reported on the
high rates of self-harm and suicide risk in those at risk
for psychosis (Hutton et al. 2011; Kelleher et al. 2012).
This is an important issue for safer custody. An early
detection or intervention service has the potential to
identify those with associated markers of risk to self,
such as those experiencing emerging MH problems.
Current reception screening procedures are aimed at
identifying those with diagnosis and do not ask
about symptoms. Nevertheless, identification of pris-
oners with severe mental illness remains inadequate
with many prisoners with severe MH problems
going identified and untreated, while in custody
(Senior et al. 2013). This study identified 3% (N=25)
as first episode psychosis within the first 2 weeks of
reception. Although it is possible that some may
have made transition within that time, it is also likely
that at least some were psychotic prior to reception.
The high levels of depression and anxiety have been
repeatedly confirmed in studies of UHR patients
(Fusar-Poli et al. 2012b; Rietdijk et al. 2013). Arguably,
the most consistent clinical factor associated with tran-
sition is a decline in functioning (Ruhrmann et al. 2010;
Velthorst et al. 2013), although low baseline function-
ing scores are also associated with transition outcome
(Cannon et al. 2008; Valmaggia et al. 2013). The
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difference in functioning between the UHR and False
Positive group may be indicative of important distin-
guishing factors between those at risk for psychosis
and those at risk of other MH disorders.

Strengths and limitations

To the best of our knowledge when we began this
study it was the first to examine ARMS in the prison
population. All prisoners meeting eligibility criteria
were approached for screening. The refusal rate was
low as is usual in prison studies (Birmingham et al.
1996; Singleton et al. 1998). We changed the upper
age criteria in the early months of the study from 40
to 35 years but do not believe this had an undue influ-
ence on the findings since the group aged 36+ were
such a small group.

Owing to the large numbers screened, we were able
to identify clear subgroups within the population. Our
prevalence rate of 5% UHR of the total population
screened suggests that we did not include people
who were experiencing symptoms while under the
influence of substances. On the contrary, the relatively
lower prevalence compared with high psychosis rates
of prisoners suggest that we may have been overly
conservative in our CAARMS criteria. Those indivi-
duals who reported symptoms in very specific contexts
(e.g. trauma, only under the influence of particular
substances, etc.) were discussed with the community
team and when their symptoms could be better
explained by another diagnosis or cause, they were
not thought to meet criteria for UHR. At times, UHR
was ruled out after a later follow-up interview.

Unfortunately, lack of resources meant that we were
not able to follow participants up which would have
been useful to gauge a rate of transition to psychosis.
For the same reason we were unable to include prison-
ers who did not speak English at a minimum level. For
future research it would be useful to examine a break-
down on items on each subscale rather than just the
overall scale score. This would inform us if, for
example, scoring on non-bizarre ideas was related to
just the ‘suspiciousness’ item. We were also unable to
carry out some CAARMS interviews due to partici-
pants being transferred or released. Although we had
anticipated this at the beginning of the study it proved
to be a logistical problem beyond our control. This
represents a potential barrier to continuous care in
the case of service provision (Black et al. 2011).
However, we demonstrated that while this population
were non-help-seeking, and had various opportunities
to opt out of the assessment process, they nevertheless
responded to the offer of help. They agreed to take part
in the research, they endorsed items on the screening
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questionnaire, also reported distress on the items
when asked, agreed to participate in the second stage
assessment and agreed to be triaged to services. This
is a strong indication that populations who do not
actively help seek in the community are not actively
rejecting help or perceiving it to be unnecessary.
Whether or not those triaged engage successfully can
only be measured by some degree of follow up and
this unfortunately was not possible in this study.

The validation of questionnaires for prisoner popu-
lations is also important and there is even an argument
for developing questionnaires that address the particu-
lar issues of individuals in these environments. Much
of the research that is carried out in prisons is often
with the use of assessment tools validated in commu-
nity settings and most likely fails to address some of
the inherent of custodial
populations.

The study was carried out in a male adult local
prison with men awaiting trial or serving short sen-

issues settings and

tences. The results cannot be generalised to female
prisoners or young offenders, or prisoners serving
long sentences, or to community populations.

Our findings show that the UHR and First Episode
Psychosis groups have very a similar MH profile — one
of psychotic like symptoms, mood dysregulation and
high levels of distress as measured on the screening
questionnaire, low baseline functioning, as well as self-
harm and suicide attempts. In contrast the differences
to the group with other MH problems were substantial
and the profile was starkly different to the True
Negative group.

Prisons offer an opportunity for a ‘one-stop-shop’
approach to physical and mental healthcare and emer-
gent thinking is that this can be best achieved through
delivering services that cut through traditional pri-
mary and secondary care divisions, along the lines of
a poly-clinic model.
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