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INTRODUCTION
The etiologies of both mental illness and criminal activity are complex and still largely unknown among social scientists even after a vast amount of study.  There is a multifaceted relationship between biology; specifically, family histories, the environment in which an individual grows up, and how he or she functions in life.  There are a variety of different environmental and biological factors that contribute to an individual developing a mental illness or committing a crime in his or her life.  Due to such a complex relationship and interaction, many theories have developed across time and across disciplines.  In an explanation of the etiology of mental illness, the diathesis-stress model recognizes that there is a combination of internal and external causes for abnormal behavior.  This model purports that “certain genes or gene combinations produce a diathesis, or constitutional predisposition, to a disorder” (Alloy, Riskind, and Manos 2005:131).  However, just a diathesis is not sufficient to produce the illness or behavior; stressors must also interact.  As stated by Alloy et al., “if the diathesis is then combined with certain kinds of environmental stress, abnormal behavior will result” (2005:131).  For example, an individual that has a parent with schizophrenia is at high risk for the development of this disorder, but it may not manifest itself unless certain environmental stressors are present.  This resulting abnormal behavior can contribute to the individual’s criminal activity and is thus worthy of a deeper analysis. 
The purpose of this study was to identify any existing relationships regarding the complicated association between biology (as shown through a family history of illness), environment, mental illness, and criminal activity.  Based on the diathesis-stress model of mental illness and the role of environmental and biological factors in the onset of mental illness, this study was an attempt to uncover relationships among these variables through an archival analysis of the records of criminal offenders in Onondaga County who have been found not responsible for their crime(s) by a reason of mental disease or defect as are defined by their status of criminal procedure law 330.20.  The hypothesis of this study is that individuals who have committed a serious crime and have been found not responsible due to a mental disease or defect may have a family history of mental illness that may imply a genetic predisposition for their own mental illness, which was then aggravated by environmental stressors.  These stressors may have then contributed to their criminal activity.  It was further proposed that there may be a relationship between the type of crime committed and the type of mental illness, such that certain disorders may predispose an offender to certain types of crimes.  No specific hypotheses were made regarding the exact relationship between disorders and crimes; this component of the study is exploratory.
Mental Illness

The concept of a mental illness lacks a simple, uniform definition among social scientists due to the complicated combination of attributes resulting in many contrasting viewpoints.  For example, different fields, such as the legal and social fields, have different definitions of what a mental illness is.  Mental illnesses are defined by the National Alliance on Mental Illness as “medical conditions that disrupt a person’s thinking, feeling, mood, ability to relate to others, and daily functioning … often result[ing] in a diminished capacity for coping with the ordinary demands of life” (National Alliance 2007).  This definition is focused on a more social explanation of the concept, as it relates to how an individual functions and copes.  A clinical definition of mental illness also appeals to a social explanation, as it conceptualizes a mental illness as “a clinically significant behavioral or psychological syndrome or pattern that occurs in an individual and that is associated with present distress…or disability…or with a significantly increased risk of suffering death, pain, disability, or an important loss of freedom” (American Psychiatric Association 2000:xxxi).  This clinical definition also focuses on how the illness affects the individual.   Alternately, according to the Mental Health Act of 1990, a legal definition of mental illness is:
a condition that impairs, either temporarily or permanently, the mental functioning of a person and is characterised by the presence of any one or more of the following symptoms or signs: delusions, hallucinations, serious disorder of thought form, severe disturbance of mood, and sustained or repeated irrational behaviour indicating that the person is having delusions or hallucinations. (Mental Health Association 2005)
As one can tell, there is a difference between this legal definition and the social definition of mental illness.  These social definitions are more related to the individual and relevant to how the individual is affected.  A legal definition focuses more on the disturbances that are caused as a result of the illness and is more specific, as it exclaims that the condition could be permanent or temporary.  Furthermore, a legal definition proposes that a mentally ill person “is at risk of serious harm to self or others” (Mental Health Association 2005).  This legal definition is distinctly more focused on the possible impairment to law-abiding behavior that may be caused by the debilitating symptoms of mental illness.  For this reason, a legal definition is more relevant to the focus of this study.

A handbook published by the American Psychiatric Association titled “The Diagnostic and Statistical Manual of Mental Disorders” contains all of the recognized mental illnesses.  This handbook is known as the DSM and is currently in its fourth, text-revised edition.  The first edition was published in 1952 and has been continually updated, with the DSM-IV-TR published in 2000.  This book is used as a diagnostic reference for mental health professionals.  Besides including the mental illnesses, the DSM also describes the diagnostic criteria for each disorder and its related clinical information.   
The DSM organizes each psychiatric disorder into five levels or axes, axis I through axis V.  Axis I describes the clinical disorder the patient experiences and any other conditions that may be a focus of clinical attention.  Axis II lists any personality disorders or mental retardation that may be present.  Axis III lists the general medical conditions of the patient that may be relevant to the understanding or management of their mental disorder.  Avis IV includes any psychosocial and environmental problems that may affect the diagnosis or treatment of the individual’s mental disorder.  Lastly, Axis V is the patient’s global assessment of functioning (GAF) score, rated with respect to psychological, social, and occupational functioning.  This GAF score is out of 100, with a higher score representing a more advanced level of functioning.  (American Psychiatric Association 2000).  Even though each individual can have a diagnosis with five axes, it is not necessary; individuals may receive as few as one axis diagnosis.  
Because obviously it is not an abnormality that affects all, it is important to analyze how the individual developed his or her mental illness.  The National Institute of Mental Health states that, “an estimated 26.2 percent of Americans ages 18 and older- about one in four adults- suffer from a diagnosable mental disorder in a given year” (2007).  However, the heaviest burden is held by a much smaller population; it is estimated that approximately 6%, or 1 in 17 Americans, suffer from a serious mental illness (“What is Mental Illness” 2007).  Serious mental illnesses include major depression, schizophrenia, bipolar disorder, obsessive compulsive disorder, panic disorder, post traumatic stress disorder, and borderline personality disorder (“What is Mental Illness” 2007).  There are many factors involved in the etiology of mental illness and thus, many theories have been developed across time to explain the causation. 
Theories of Mental Illness


Greco-Roman Period.  One of the earliest theories of mental illness dates back to the Greco-Roman period, and was developed by Hippocrates, a Greek physician who lived around 400 B.C.  During this era it was believed that a physical imbalance in one of the four body humors (blood, black bile, yellow bile, or phlegm) accounted for a mental disease within an individual (Mazure and Druss 1995).  For example, an excess of blood was believed to cause rapid shifts in mood (Alloy et al. 2005).  Hippocrates’ theory appeared to be one of the first explanations for illness that was related to natural causes and thus Hippocrates grew to be known as the Father of Medicine.  The focus of the Greco-Roman beliefs were somatically based, however after the fall of the Roman Empire, these viewpoints took a radical turn towards the supernatural and would not return to a more natural approach for a few centuries.

Medieval Period.  In the Medieval period, from approximately 5th century A.D. to the 15th century, explanations for the causes of mental illness shifted to folk tradition, remedies, and religious practices.  During this time period, society was strongly dominated by Christianity in every aspect.  Mentally ill persons were viewed to be under a more ‘spiritual’ influence, rather than a biological, or as previously mentioned, somatic influence.  Those afflicted with delusions or hallucinations were thought to suffer from moral turpitude, that is, immoral conduct.  This moral turpitude was attributed to possession by evil spirits, or it was thought that the sufferers were actually witches or sorcerers (Mazure and Druss 1995).  Furthermore, there appears to have been no focus on treatment for the mentally ill. Instead, they were rather shunned and often suffered barbaric treatment.  Some individuals were just prayed for and sprinkled with holy water, while others were starved and flogged to drive out the evil demons (Alloy et al. 2005).  Fortunately, this viewpoint changed as the “age of reason” developed.

17th and 18th Centuries.  During the 1600-1700s, the focus on the etiology of mental illness resembled the approaches that the psychological and medical fields have taken in modern times: a more biological approach.  A physiological explanation became popular and theories based on chemicals in the body also emerged and drew recognition.  Despite what modern theorists would critique to be a more accurate description of the causation of mental illness, there was still a general view at this time that mental illness was incurable (Mazure and Druss 1995).  This shift toward a more biological explanation was a great advancement in the field, despite the fact that much more was necessary in the theories to adequately explain mental illness.

19th Century.  The practices and theories of the 19th century were similar to what is generally believed in the present: an integrative explanation with a tendency towards a therapeutic approach.  During this century, one of the most well-known contributors to a theory on mental illness was Philippe Pinel, a French physician and psychiatrist.  Pinel was one of the first individuals to make a connection between life events as stressors causing or contributing to mental illness.  Pinel began this theory by asking all of his patients whether they had “suffered vexation, grief, or reversal of fortune,” and thus implying the element of stress as an aggravating factor in the development of mental illnesses (Mazure and Druss 1995:7).  With this exercise of asking his patients questions, Pinel started a practice of recordkeeping which became an important innovation in the mental health field.  Pinel also advocated for a therapeutic environment for the mentally ill that were hospitalized, instead of the dark dungeon cells that they were previously in.  Pinel’s belief that mental illness was the result of heredity and life experiences paved the way for the main views of the later half of the 20th century and modernity. 


20th Century.  During the 20th century, the focus of mental illness became more of an integrative approach, combining many different theories and explanations.  One of the more influential individuals of this time was Adolf Meyer, an American psychiatrist, who asserted that the description of a disease was incomplete until one understood the psychosocial context (Mazure and Druss 1995).  Meyer went on further to explain that a biological etiology was not the sole or essential precipitant to mental illness, but psychosocial stressors must be examined as well (Mazure and Druss 1995).  Meyer’s psychobiological beliefs later influenced the development for the previously mentioned diathesis-stress model known in modern psychology.

Diathesis-Stress Theory.  This study’s focus is the diathesis-stress theory of the etiology of mental illness.  As mentioned earlier, this theory proposes that an individual is vulnerable to a mental illness, but that this vulnerability is insufficient to explain the etiology.  The vulnerable individual, when exposed to “triggering” events or stressors, will then develop the mental illness.  An individual’s vulnerability is caused by certain genes or gene combinations which produce a diathesis, or predisposition for the mental illness (Alloy et al. 2005).  The ‘diathesis’ component of this theory, that is the genetic predisposition, has been examined and has gained much support through many family, twin, and adoption studies that have examined the likelihood of biological causations for the onset of mental illness.  A meta-analysis of twin studies on schizophrenia found that “the additive genetic variance in liability to schizophrenia was estimated at 81%” (Sullivan, Kendler, and Neale 2003:1189).  This means that the heritability or likelihood of genetic transferal of schizophrenia is high.  However, Sullivan et al. (2003) realized that common environmental effects for the expression of schizophrenia were also important, suggesting a combination of genetics and environment. This meta-analysis summarized the common environmental effects to be at 11% (Sullivan et al. 2003).  Thus, this study provides strong support to the diathesis-stress theory for schizophrenia; that it is a combination of genetics and environment in the liability and onset of mental illness.

If an individual has a genetic predisposition for a mental illness, it is not necessarily his or her destiny.  That is, in this equation for mental illness, biology is necessary but insufficient as the sole factor in the development of an illness.  The biological predisposition is combined with certain environmental factors to produce the illness.  Many environmental factors can be considered as triggering events or stressors in the diathesis-stress theory.  Regarding the creation of mental illness, research found that “mental health consequences can occur from stressful life events, such as: divorce, unemployment, physical illness, and the death of close relations” (Horwitz 2002:159).  Other factors mentioned that contribute to mental health issues were social environments with high rates of poverty, instability, unemployment, dilapidated housing, and broken families (Horwitz 2002).  However, one of the most powerful causes of adverse mental health outcomes is that of severe child abuse (Horwitz 2002).  A study sponsored by the National Institute of Justice, found that individuals who had been abused or neglected as children were more likely to be arrested as juveniles and adults for a violent crime (Widom and Maxfield 2001).  This study also found that physically abused children were more likely to be arrested later for a violent crime compared to children who were neglected or sexually abused (Widom and Maxfield 2001). This clearly illustrates the effect that maltreatment or a negative environment can have on an individual.  
Crime

One of the most popular databases to find statistics and information on the crime rates is the Uniform Crime Report [UCR].  Compiled by the Federal Bureau of Investigation, the UCR is an annual report of crime statistics taken from data provided by nearly 17,000 law enforcement agencies across the United States (Federal Bureau of Investigation 2007).  For coding and consistency among agencies, the UCR divides crime into two categories- part I and part II offenses.   Part I offenses consist of murder, rape, robbery, aggravated assault, burglary, larceny-theft, and auto theft.  The part II offenses consist of all other crimes except for traffic crimes, some included are embezzlement, forgery, weapons offenses, drug offenses, sex offenses, and stolen property.  The part I crimes are known as the index crimes and are considered to be quite serious.  
“Crime in the United States, 2006,” a publication by the Uniform Crime Reports, found that the violent crime rate for the nation has been increasing from 2004 to 2006.  The estimated number of violent crime offenses in 2006 was more than 1.4 million offenses, an increase of 1.9 percent over the 2005 estimate (U.S. Department of Justice 2007).  An analysis of a five-year trend from 2002 to 2006 revealed that the estimated number of violent crime offenses declined from 2002 to 2004 and then started to increase again from 2004 to 2006.  On the other hand, the estimated number of offenses for property crime from 2002 to 2006 has been steadily declining from an estimated count of 10,450,000 to 9,975,000 respectively (U.S. Department of Justice 2007).  With consideration of the crime rate, a question rises of why do people commit these crimes?  This has resulted in a wealth of theories that attempt to explain and ultimately predict criminal behavior.
Theories of Crime


As there are many differing viewpoints on the etiology of mental illness, there are likewise many theories developed on the etiology of criminal behavior.  General theories of crime can be categorized into two schools: classical and positivist.  The classical school of criminology focuses on concepts such as free will, hedonism, and flaws in society’s constructs as explanations for criminal behavior (Greene et al. 2007).  The positivist school of criminology is the compilation of the more modern theories of crime and focuses on how and why people choose between criminal and non-criminal acts (Greene et al. 2007).  Overall, there are four modern criminological theory categories consisting of sociological, biological, psychological, and social-psychological explanations to criminal behavior.  Of interest with regard to this study are the positivist school and its modern theories on criminal behavior, specifically the biological and integrative theories.  

Sociological Theories.  The sociological theories focus on the view that crime is the result of social or cultural forces that are external to the individual, exist prior to the criminal behavior, and surface from social class, political, ecological, or physical structures that affect people in a society (Greene et al. 2007).  The theories that comprise the sociological realm focus on structural and sub-cultural explanations for behavior.  The structural theories stress that dysfunctional social arrangements, such as schooling and economic adversity, frustrate people’s efforts toward legitimate attainments and result in the breaking of laws (Greene et al. 2007).  These explanations are similar to what the diathesis-stress theory would recognize as environmental stressors in the appearance of mental illness.  Morgan Kelly (2000) in a study on inequality and crime, found that violent crime was best described by social disorganization and that the violent crime rates were strongly aggravated by inequality, thus supporting a sociological theory on crime.  Kelly (2007) also found that property crimes, on the other hand, were most influenced by poverty and police activity.  One example of a structural theory is the Rational Crime Theory.  This theory purports that illegal behavior occurs because it “makes sense” to the person committing the act and that they will be rewarded for it (Greene et al. 2007).  For example, one of the subjects in the present study had no money and he decided to break into an office with a crowbar and take money, and to him, this action was probably a legitimate way for him to get what he wanted.  Alternately, the sub-cultural explanations are theories that focus on the etiology of criminal behavior as occurring when various groups of people endorse cultural values that clash with the dominant rules of society (Greene et al. 2007).  These sociological theories are highly empirically supported, however they focus only on the interactions between individuals and their environment, and not on specific individual differences that could also contribute to the outcome of criminal behavior.
Biological Theories.  The biological theories stress genetic influences, neuropsychological abnormalities, and biochemical irregularities as contributing to criminal behavior (Greene et al. 2007).  However, these biological theories differ greatly from the social theories, not only in their explanation of the cause of criminal behavior but also that they recognize criminal behavior to be due to an interaction between factors, rather than relying on just one specific explanation.  Greene et al. stated that “…there is little empirical evidence that either sociological or biological theories independently predict criminal behavior” (2007:71).  The biological factors, such as genetics, abnormalities, or irregularities are only the predisposing factors to criminal behavior which are then translated into specific criminal behavior though environments and social interactions (Greene et al. 2007).  Similar to the diathesis-stress theory on mental illness, the biological theories on criminal activity incorporate a combination of environmental and biological factors to understand the etiology of behavior.  
Psychological Theories.  Another group of assumptions or beliefs attempting to explain criminal behavior are the psychological theories.  These theories focus on personality attributes of individuals that behave in a criminal manner.  One theory within this realm is the psychoanalytic theory which explains that the conscience is made up of three components, the id, ego, and superego.  The id is the individual’s antisocial impulses and the ego and superego are to restrain the instincts of the id.  Another example of a theory in the psychological category, presented by the cognitive perspective, is that of criminal or faulty thinking.  This theory was proposed by Samuel Yochelson and Stanton Samenow and purported that criminals think differently than non-criminals because the criminals have erroneous and irresponsible faulty patterns of thinking (Greene et al. 2007).  This belief that criminals have different thinking patterns is believed to start at an early age and molds lives of crime.  
One of the more relevant psychological theories is the explanation of a personality defect as an explanation of criminality.  This theory attributes criminal behavior to personality defects, such as psychopathy and antisocial personality disorder (Greene et al. 2007).  This is explained because individuals with these personality defects have impaired executive functioning, low autonomic arousal, lack of empathy, and do not seem to learn from experience (Greene et al. 2007).  However, as will be explained later, not all individuals with a personality defect or disorder will behave criminally.  Similarly, not all people with antisocial personality disorder will commit crimes.
Social-Psychological Theories.  Lastly, the fourth general category of criminological theories is the social-psychological theories which propose that criminal behavior is learned through social interactions.  Within this category there are two main foci: 1) people have the tendency to behave criminally unless they learn not to, and 2) criminal behavior is learned through a socialization process.  One such theory that claims people have a tendency to behavior criminally unless they are taught not to is the containment theory.  This theory purposes that people are controlled from committing criminal acts by external forces such as social pressure and institutionalized rules (Greene et al. 2007).  Thus, a person will want to behave criminally but through social rules or mores they are persuaded not to.  Alternately, one such theory that pertains to criminal behavior as learned is social learning theory.  This theory outlines six general categories that are seen as environmental cues that increase antisocial behavior. They are modeled aggression, prior aversive treatment (such as assaults, threats, or perceptions of inequitable treatment), incentive inducements, instructions, delusions, and alcohol and drug use (Greene et al. 2007).  Noticeably one can distinguish where the classification for this group of theories emerged, as the explanations for behavior are a combination of social and psychological factors. 
Integrative Theories.  However, as much research has demonstrated, the path to criminal behavior is indirect; there are many contributory factors to criminality.  The general consensus on the etiology of criminal behavior tends to model an integration of the theories of crime which purports that any combination of factors can explain criminal behavior.  Some of the variables best supported by criminological research for causal factors in crime include biological, psychological, environmental, and family risks.  Family risks include, but are not limited to, genetic inheritance, poor social skills, low verbal intelligence, certain personality traits, social impoverishment, economic inequalities, harsh living conditions, and a parental history of mental disorders (Greene et al. 2007).  Thus, this compilation of risk factors incorporates factors from each of the explanatory realms.  
Mental Illness and Criminal Activity

Unfortunately, mental illnesses carry certain stigmas, or marks of shame, and stereotypes in the lay community.  These stigmas and stereotypes are unjustifiable beliefs about mental illnesses.  The most prominent and problematic of these beliefs is the idea that people with mental illness are dangerous.  Through watching selected media reports the public views accounts of violence, homelessness, and inadequate medication in the mentally ill population, which contributes to the stereotypes of mental illness.  It was stated that “there is a ‘violent-maniac’ stereotype in the media of the mentally ill people, even though no more than 20% of the mentally ill ever commit a violent act” (Niehoff 1999:28).  This arouses a fear in people, a fear of the unknown: a fear of the unpredictable or potentially violent nature of these individuals.  However, what the media fails to reveal are the people with mental illnesses who are successfully running businesses, receiving treatment, teaching, practicing law, or succeeding in many other various professions. 


The fear or stereotype that mentally ill individuals are dangerous is quite prevalent in society.  A study done by Phelan and Link (2004) revealed that 59% of people thought it was natural to be afraid of persons with mental illness, and 70% of people believed it is important to remember that even if a person with mental illness seems okay, they still may be dangerous.  Results of this study found that respondents of a minority group, with less formal education, and with low family income perceived the mentally ill to be more dangerous than other groups of respondents did (Phelan and Link 2004).  This fear or perception of danger is greatly contributed to by many factors.


One of the major sources of this fear of the mentally ill is related to familiarity and beliefs about etiology of the illness.  Research indicates that familiarity with mental illness reduces discriminatory responses (Corrigan et al. 2003).   Corrigan et al. (2003) found that married respondents, females, and individuals with higher levels of education all have higher levels of familiarity with mental illness and thus have less fear.  Also, fear is related to how one perceives that the individual acquired the mental illness.  If an individual believes that the person with a mental illness is responsible for his or her illness, such as it resulting from drug use, people will exhibit less pity and more anger toward the ill individual (Corrigan et al. 2003).  Alternately, when the illness is perceived to be out of the afflicted person’s control, such as illness resulting from head trauma, people tended to show greater pity and less anger and fear compared to those who believed the illness was controllable (Corrigan et al. 2003).  

The police forces are generally the first to engage with the mentally ill individuals.  A text states, “In medium-size to large police departments, about 7% of all police contacts involve citizens with mental illness,” however, other statistics are as high nine out of ten officers engaging in a mentally ill-related call in one month (Greene et al. 2007:102).  When police are called to a crime or any other type of disturbance, it is essential that they are properly trained in how to deal with the situation.  If the incident involves a mentally ill individual, that individual may be irrational, out-of-touch with reality, or under the influence of drugs and/or alcohol, posing a threat to him or herself and the police at hand.  It is imperative that the police are trained in crisis intervention for this situation and what to do with the individual, as it has been estimated that the police are responsible for up to one-third of all mental health referrals to hospital emergency rooms (Greene et al. 2007).

Many individuals already contained within the criminal justice system have mental illnesses, and this does not include those who have been re-directed to mental health care facilities.  The Bureau of Justice Statistics stated that “in 1998, an estimated 283,800 mentally ill offenders were incarcerated in the nation’s prisons and jails” (Ditton 1999:1).  This is a significant number of individuals that may possibly be in the system only because the symptoms of their mental illness contributed to their criminal activity.  The rate of mental illness among the incarcerated populations has been shown to be higher than the rate of mental illness for the U.S. general population (Ditton 1999).  These individuals that are incarcerated and have a mental illness were more likely than other offenders to have committed a violent offense, as Ditton stated that “[53%] of mentally ill State prisoners, compared to 46% of other State prisoners were incarcerated for a violent crime” the most frequent of these crimes being murder, sexual assault, robbery, and assault (1999:4).  Put in simpler terms, nearly one in five violent offenders incarcerated or on probation has been identified as mentally ill (Ditton 1999).  This is a significant amount of individuals with a mental illness committing crimes, specifically violent crimes, illustrating a strong necessity to further analyze why these individuals with mental illnesses are committing these atrocious acts.  It would appear to be the case that since there are many mentally ill individuals committing crimes, that people’s stereotypes and stigmas would be true.  However, not all individuals with a mental illness commit crimes, and there are certain disorders or symptoms that are more likely to contribute to this type of behavior.
Antisocial Personality Disorder & Conduct Disorder.  There are certain types of mental illnesses and factors that cause an individual to be deemed more likely to commit crimes, such as, but not limited to, antisocial personality disorder (APD), substance abuse, psychopathy, and schizophrenia.  According to the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, (DSM-IV-TR), APD is a “pervasive pattern of disregard for and violation of, the rights of others that begins in childhood or early adolescence and continues into adulthood” (American Psychiatric Association 2000:701).  Often, APD is preceded by the diagnosis of conduct disorder (CD) in youth (under 18 years of age), as Pennington (2002) stated that “virtually every case of adult APD had CD in youth” (p. 186).  The DSM-IV-TR defined CD as “a repetitive and persistent pattern of behavior in which the basic rights of others or major age-appropriate societal norms or rules are violated” (American Psychiatric Association, 2000:93).  As one can see, these two specific disorders leave the reader to infer criminal activity as a likely outcome or consequence for individuals experiencing these disorders.
Dual Diagnoses.  Another important diagnostic category to examine with relation to violence and criminal activity is that of a dual diagnosis of mental illness and substance abuse or dependency.  There is an increased risk for violence among the population of dual-diagnosed individuals (Niehoff 1999).  Substance abuse adds to and exacerbates the already present debilitating symptoms of mental illness to produce a stronger likelihood for abnormal behavior.  Dual diagnoses occur with some frequency for those with substance abuse disorders.  Thirty-seven percent of alcohol abusers and fifty-three percent of drug abusers also have at least one serious mental illness (Mental Health America 2007).  One frequently reported dual-diagnosis is antisocial personality disorder with substance abuse, as these interact significantly (Reid 2001).  Substance abusers who also have APD “report more arrests, illegal behavior, chronic lying, trouble controlling violent behavior, and spend more time in prison than non-APD substance abusers” (Zuckerman 1999:216).  One such example of a dual diagnosis individual is a subject in the present study that was suffering from schizoaffective disorder who, when under the influence of alcohol, marijuana, crack, and possibly some barbiturates, set fire to his apartment because he was angry at his family.  Violent behavior is more likely to occur in this population, as the use of substances such as alcohol and drugs further impairs the judgments of these individuals and intensifies their conditions.
Psychosis.  As previously mentioned, another factor related to violent acts, committed by the mentally ill, is the presence of psychotic symptoms.  Although psychosis is not an actual mental illness diagnosis, it is a severe symptom of a mental illness and can be very incapacitating.  Psychosis is a condition in which adaptive functioning to life and everyday activities is drastically reduced and the person may be out of touch with reality (Alloy et al. 2005).  It may often include hallucinations and/or delusions. Psychosis can occur as its own disorder, or as a clinical symptom in other disorders such as depression, anxiety, panic, and schizophrenia. Those individuals suffering from psychosis who have committed a crime are more likely than criminals without psychosis to engage in physical violence and other forms of aggressive behavior (Zuckerman 1999).  For example, an individual in the present study, suffering from a diagnosis of schizophrenia, sexually abused a six year old boy in the bathroom of a church and was later found to be psychotic at the time of the incident.  Since psychosis generally involves a loss of touch with reality, one could assume that these individuals would be less likely to follow the rules or mores of society and more likely to commit criminal acts.  
Schizophrenia.  Schizophrenia is a mental illness which the majority of lay people believe to be associated with violence.  A picture of the classic individual with schizophrenia is portrayed as a madman who hears voices, when in reality some people with schizophrenia experience quite opposite symptoms and remain in a state of mute passivity for long periods of time (Niehoff 1999).  Schizophrenia is a relatively rare disorder affecting approximately 1% of Americans; however it is very severe and debilitating if untreated (National Institute of Mental Health n.d.). This disorder is marked by characteristic symptoms involving at least two or more of the following: delusions, hallucinations, disorganized speech, grossly disorganized or catatonic behavior, and negative symptoms, i.e., affective flattening (American Psychiatric Association 2000).  Schizophrenia contains five subtypes: paranoid (featuring prominent delusions or auditory hallucinations), disorganized (featuring disorganized speech and behavior with a flat or inappropriate affect), catatonic (marked by psychomotor disturbance), undifferentiated (showing symptoms not meeting criteria for the other subtypes), and residual (featuring at least one episode of schizophrenia, but at the time having no positive symptoms) (American Psychiatric Association 2000).  These different subtypes are specified based on the predominant symptoms presented at the time of an evaluation.  
Schizophrenia is one of the mental disorders that is the most grounded in a genetic make-up or biological component.  Individuals with a first-degree relative (e.g., a parent or sibling) with schizophrenia have a ten times greater chance of developing schizophrenia themselves (American Psychiatric Association 2000).  This appears to give strong evidence for a genetic component in the disease.  However, it could be argued that growing up with a parent experiencing schizophrenia could result in the child learning to think and behave similarly to the parent.  Therefore, it is useful to consider adoption studies which indicate a high genetic risk factor for schizophrenia.  For instance as previously mentioned, a meta-analysis of twin studies of schizophrenia found that the genetic variance in the liability to schizophrenia was 81% and the common environmental effects for the liability of schizophrenia was 11% (Sullivan et al. 2003), thus showing a high heritability component interacting with environmental factors in the development of schizophrenia.
Paranoia, Hallucinations, and Delusions.  One more factor related to a diagnosis of mental illness that can increase the likelihood of criminal behavior is the symptom or type of disorder involving paranoia.  Paranoia is “a pattern of pervasive distrust and suspiciousness of others such that their motives are interpreted as malevolent” (American Psychiatric Association 2000:690).  Although paranoia is generally related to schizophrenia, as it is a subtype of schizophrenia, not everyone that is paranoid is schizophrenic.  Paranoia becomes a problem when the sufferer has delusions or hallucinations and has lost touch with the real world.  For example, “if you’re convinced the neighbors are planning to abduct and dismember you because they’re aliens from a hostile planet…” then this type of out-of-touch-with-reality paranoia is likely to present an increased risk for violence (Niehoff 1999:195). One such example of out-of-touch-with-reality paranoia is in the present study.  This individual was suffering from the paranoid subtype of schizophrenia and believed that he was under mind control through lasers that were implanted in his head, so as he claimed, he couldn’t remember committing his crime of murder in the second degree. As for a different example, another subject, also suffering from paranoid type schizophrenia, heard voices that someone was going to kill her and her six-year-old daughter, so in order to be saved she set herself and her daughter on fire.  These types of delusions and hallucinations concerning misconceptions that someone is out to get you are more likely to end in violence than other types of delusional beliefs (Niehoff 1999).  Suffering from paranoia is a debilitating symptom and justly a concern for the public in terms of perceived risks for violence, even if it is not intentionally malicious.  These paranoid individuals are more likely to be violent than non-paranoid individuals because their behavior will be in response to their delusions or hallucinations of perceived threat.  Paranoid individuals may hear voices telling them to take protective action or they may hallucinate an imminent attack by an innocent bystander, thus their efforts to “protect” themselves from such invisible threats often turn violent (Niehoff 1999).  The risk of violence also increases for these individuals when their anxiety and distress mounts and they feel they have to ‘get them before they get me’ (Niehoff 1999).  This resulting violence is not malicious in the eyes of the paranoid individual, but is seen as justified self-defense.  Niehoff stated that people with paranoid schizophrenia are “the one group of mentally ill individuals people have cause to fear” (1999:196).  Thus, it appears that individuals suffering from paranoia and schizophrenia are justly viewed to be at an increased risk for violence.  
Psychosocial Factors.  Besides there being certain types or certain symptoms of mental illness that contribute to an increased risk or perceived risk of criminal activity, there are certain psychosocial factors that have been shown to correspond as well. Some of these factors include, but are not limited to, gender, race, age, homelessness, unstable employment history, prior physical and sexual abuse and having prior criminal histories.  Of individuals with mental illness who were incarcerated, it was reported that over 30% of the male inmates and 78% of the female inmates reported prior physical or sexual abuse (Ditton 1999).  With regard to age, race, and gender respectively, the rates of those incarcerated who also had a mental illness was highest among those between the ages of 45 and 54 years, who were white, and who were female (Ditton 1999).  Prior to their incarceration, mentally ill inmates reported higher rates of homelessness, unemployment, substance use, and previous abuse than did non-mentally ill offenders (Ditton 1999).  Another factor that was significant in the lives of criminals with mental illness was that they reported higher rates of alcohol and drug abuse for their parent or guardian while the offender was growing up (Ditton 1999).  These various psychosocial factors appear to be more prevalent among the mentally ill offenders than other offenders.  Therefore, to strictly attribute criminal activity to mental illness is insufficient, as there are many factors involved.  
Criminal Activity is not Destiny.  Although this study’s focus was on the individuals who have been diagnosed with a mental disease or defect and have committed a crime, it is important to emphasize that not all individuals with a mental disease or defect are more likely to be violent and engage in criminal activity.  In fact, the vast majority of individuals with a mental illness will remain nonviolent and lead productive lives as everyday citizens.  This fact is not easily recognized as the mentally ill are generally stereotyped to be an embodiment of danger, even though they are not.  As previously mentioned, there are certain variables or factors that must be taken into account when analyzing the correlation between mental illness and violence.  Besides the risk factors illustrated previously, antisocial personality disorder, conduct disorder, schizophrenia, co-morbidity, psychosis, paranoia, and psychosocial variables, Torrey (1997) added that there are three primary predictors of violence.  These three predictors are a history of past violence, drug and alcohol use, and failure to take medication.  When individuals with mental illness are placed in certain contexts or environments, the probability of violent behavior can increase.  Being untreated in their illness is one of the most significant issues of concern for the mentally ill.  When individuals do not take their prescribed medication, or their medication doesn’t help them to begin with, their symptoms return, they may lose control over their behavior, and violence is more likely to occur.  When an individual with a mental illness does not ascribe to prescribed treatment, has medication that does not affect the symptoms, has other psychosocial variables out of their control, or suffers from certain disorders, then he or she is more likely to engage in criminal activity; however it must be noted that this is a small portion of the population.  
The Mentally Ill and the Court System.  
An act of illegal behavior by a mentally ill individual can be seen as an extension or consequence of their mental illness and not necessarily their will.  Individuals who commit a crime as a result or consequence of their mental health status deserve differential treatment in the court system.  Simply incarcerating these individuals once found guilty may not aid them at all and may not serve any rehabilitative purposes, exacerbating their condition and leaving them more vulnerable to recidivate upon release.  These individuals have different needs than other offenders and thus should receive mental health care if appropriate.  

The government has also realized that individuals suffering from a mental illness deserve differential treatment in the court system.  This has been illustrated with the recent and growing development of mental health courts across the country.  These courts are specialized to address individuals who suffer from mental illness and their goal is to decrease the recidivism of defendants by providing them with court monitored treatment (Mental Health Court 2007).  The first mental health court was opened in 1997 in Florida and today there are over 150 across the country with more in the planning process (Mental Health Court 2007).  This court system recognizes that these mentally ill defendants are faced with specific issues and thus helps by providing these defendants with the appropriate treatment and monitoring needed to integrate them successfully back into society and promote positive life changes (Mental Health Court 2007).  However, prior to 1997 there were many different viewpoints with how to treat the mentally ill, one being the deinstitutionalization movement.
Deinstitutionalization Movement.  During the 1950s and 1960s the development of new medications to treat mental illness were increasing.  One such medication was phenothiazines which calmed agitated patients to the point of being stable enough to leave a hospital (Alloy et al. 2005).  Since hospitals were expensive to run and at this time were lacking staff, state legislatures were willing to release patients who appeared stable due to medication.  This was the starting point of the deinstitutionalization movement.  Community support services emerged to aid these newly released patients in halfway houses, inpatient care, outpatient care, and counseling.  However, in 1981 a system of block grants replaced funding to be a responsibility now of the state; as a result these community support services declined dramatically (Alloy et al. 2005).  Many individuals were now out on the streets having a difficult time readjusting to community life, not to mention also dealing with their mental illness.  
Since the release of people with mental illness into the community during the deinstitutionalization movement of the 1970s, many people were left without adequate treatment or mental health resources and thus were more likely to become violent (Krezmien and Minniti 2006).  If individuals with mental illnesses were provided with adequate treatment and/or medications, and the social support that is often needed to help such an individual continue to take the medication and develop improved coping strategies for stressors in their lives, their subsequent criminal activity may have been avoided.  

Competency to Stand Trial.  The individuals who do have a mental disease or defect and do commit a crime are treated with certain procedures in the criminal justice system.  According to legal tradition, anyone who is facing a charge in the criminal justice system must be competent, meaning he or she is able to understand the proceedings against him or her and assist counsel in his or her defense.  This proves to be difficult when the defendant is mentally ill and has an impaired judgment and ability to understand the trial process.  Therefore, upon request, an evaluation is conducted to determine if the individual is competent to stand trial.  This right of the defendant to have a competency evaluation before proceeding to trial was the result of a decision in the case of Dusky v. United States, 1960.  Dusky v. United States outlined basic standards for determining competency stating that it wasn’t enough evidence to prove the defendant oriented to time and space but that the "test must be whether he has sufficient present ability to consult with his lawyer with a reasonable degree of rational understanding - and whether he has a rational as well as factual understanding of the proceedings against him" (“Find Law” 2007).  A ruling of incompetent to stand trial refers to the mental state of the individual at the time of trial and does not mean that the individual has been deemed legally insane, which refers to the mental state of the individual at the time of their offense (Alloy et al. 2005).  There are certain factors which have been found in studies on competency that relate to a ruling of incompetent.
A study done by Viljoen et al. (2002) revealed that the majority of defendants found to be incompetent to stand trial had a diagnosis of primary psychotic disorders, with one of the top diagnoses being a form of schizophrenia.  Research also found that “approximately half of the defendants had committed a violent offense and about 90% had prior arrest records,” showing these individuals to be violent recidivists (Viljoen et al. 2002:491).  Therefore, psychotic mentally ill individuals were more likely than non-psychotic mentally ill individuals to be found incompetent, and also those with schizophrenia demonstrated more impairment in legal abilities than those with any other diagnosis (Viljoen et al. 2002). As mentioned earlier, competency refers to the individual’s mental state at the time of the trial, whereas responsibility is a judgment that relates to the individual’s mental state at the time of the crime.  
Criminal Responsibility.  The present study focused on individuals who were found not responsible for their crimes due to a mental disease or defect.  Legal tradition holds that defendants who are unaware of the meaning of their criminal acts should not be held criminally responsible for them.  In order to determine issues of responsibility, most states use a standard based upon the M’Naughten rule to decide if the defendant’s cognitive abilities are capable to determine the difference between ‘right’ and ‘wrong.’  Another test to determine responsibility is the Durham Rule which states that the defendant is not criminally responsible if his unlawful act was the product of his mental disease or defect (Alloy et al. 2005).  This “product test” as it is termed relies on expert testimony instead of a more direct testimony or evaluation from the defendant; thus it was rejected by the federal court system in the 1970s.  Therefore, another rule that was formulated was the Brawner Rule developed by the American Law Institute.  This rule states that a person is not responsible for his or her criminal conduct if at the time of the act the defendant lacked the capacity to realize the criminality of the conduct due to a mental disease or defect and therefore could not conform to the requirements of law (Alloy et al. 2005).  This rule incorporates both a cognitive, diminished capacity component, and a motivational, volition component; thus, it appears to be a more well-rounded test of insanity than the product rule.  
Once the defendant receives a verdict or plea of “not guilty,” the procedure follows Criminal Law 330.20.  This 330.20 procedure places defendants under the care of the Office of the Mental Health for determination of whether or not they are dangerously mentally ill.  If a defendant is found to be dangerously mentally ill, meaning that “because of such condition [of a mental illness] he currently constitutes a physical danger to himself or others,” he or she is then committed to a secure mental health care facility for treatment (“Find Law” 2007).  Once committed, the individual will remain under involuntary hospitalization for a duration decided by their treatment team and the court system until he or she is found to be no longer dangerously mentally ill and can be discharged or sent to a non-secure facility.  This process of placing a defendant in the process of criminal procedural law, known as CPL status, prevents the defendant from simply being recycled through the criminal justice system and it helps to give him or her necessary treatment directed toward restoring normal functioning.  
This research hypothesized that individuals who have committed a crime, specifically a part I offense, and have been found not responsible due to a mental disease or defect, have a family history of mental illness that may imply a genetic predisposition for their own mental illness, which was then aggravated by environmental stressors.  These stressors may also have contributed to their criminal activity.  It was further proposed that there may be a relationship between types of crime committed and types of mental illness, such that certain disorders may predispose an offender to certain types of crimes.  No specific hypotheses were made regarding the exact relationship between disorders and crime; this component of the study is exploratory.
METHODS
Subjects and Procedures


Individuals under the jurisdiction of Onondaga County, New York, found not responsible for their crime(s) by reason of mental disease or defect, as observed by their 330.20 status, were selected for inclusion in the current study.  These subjects were arrested for a criminal offense (hereafter referred to as their instant offense) and were deemed by the court and/or psychiatrists/psychologists as not responsible for their crime(s).  All subjects’ files were reviewed with reference to characteristics surrounding the instant offense that brought them to their CPL 330 status.  Each individual’s file was coded for sex, age, race, religion, the highest education level completed, marital status, stability of past employment, home zip code, instant offense zip code, type of crime committed, family and environmental factors, and their subsequent diagnosis.  The information on the instant offense, zip codes, sex, age, race, religion, education level and martial status was obtained from the subject’s arrest report compiled at the time of the instant offense.  The rest of the information regarding psychosocial factors and diagnoses was obtained from the subject’s psychiatric evaluations.  The type of crime committed, coded as either a part I offense, a part II offense, or both, was based on the definitions provided by the Federal Bureau of Investigation’s Uniform Crime Reports.  The types of crimes committed were also coded with respect to the actual charges, (i.e., arson, menacing, assault, etc.).
The most recent mental illness diagnosis from these records and evaluations was taken, as opposed to the diagnosis at the time of the instant offense.  This was to remain consistent with the most up-to-date diagnostic manual, the DSM-IV-TR.  It is typical for people’s diagnoses to change with regard to the diagnostic criteria in the DSM, or even if being examined by a different psychiatrist or psychologist.  These diagnoses are not an exact science and thus will vary.  However, I was not focused on tracking how diagnoses do or not change over time. 
Axis I diagnoses were first coded by what the subject’s record indicated their specific diagnosis was, (i.e., schizophrenia, paranoid type, schizoaffective disorder, bipolar type, etc.).  Due to the small size of the sample, this coding was later changed to collapse variables into four broad categories.  These categories were 1) mood disorders which included depression, bipolar disorder, and mood disorder NOS, 2) impulse/behavior control disorders which included pedophilia, intermittent explosive disorder, adult antisocial conduct, and substance problems, 3) delirium disorders which included dementia and psychotic disorder, and lastly 4) schizophrenia spectrum disorders which included all types of schizophrenia and all types of schizoaffective disorder.
Also, due to the limitations of the information provided for this study, (as I only had access to whatever was in the record and nothing else), a family history was considered sufficient to imply a genetic predisposition for a mental illness.  This has been strongly empirically supported, especially with regard to schizophrenia.  Schizophrenia, as explained earlier, is a mental illness that is highly genetically-loaded and thus supplies support for the belief that a family history would be comparable to a genetic, or biological, predisposition.  

Statistical Analyses


All data were entered into a dataset in SPSS Version 15.0.  Due to the categorical nature of the data, any relationships were found using a chi-square analysis.
RESULTS
Description of Sample

The sample consisted of 44 subjects who had been found not responsible for their crime(s) by reason of mental disease or defect.  After eliminating one subject due to significant missing data, there were 43 remaining subjects.  Sex was predominately male (38, 88.4%) over female (5, 11.6 %).  The distribution of race was as follows: 58.1% white non-Hispanic, 39.5% black non-Hispanic, and 2.3% Native American.  Forty-two subjects provided an age at the time of their instant offense, ages ranged from 18 to 76 years of age with a mean of 34 and a mode of 24.  The majority of the sample, 67.4% (n=29), was single.  Of those that provided a religious affiliation, Catholic, Baptist, and Christian were the most frequent, with 11.6%, 9.3% and 9.3% respectively.  Of the subjects that reported their highest level of education completed (n=42), the most frequently reported highest level of education was “some high school” (n=19, 45.2%), with a range of lowest being “some high school” to the highest level of “having a PhD.” The distribution is illustrated in figure 1.
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Types of Crime.  Regarding the type of crime committed on the subjects’ instant offense, 25.6% committed only a part I offense, 18.6% only a part II offense, and the majority, 55.8%, committed both a part I and part II offense.  As illustrated in figure 2, the most frequent charge was that of assault, which represented 41.9% of the sample (n=18).  The next most frequent charge in this sample was criminal possession, 30.2%, which included criminal possession of stolen property, a weapon, a controlled substance, or a forged instrument.  Those subjects that were charged with robbery, burglary, or larceny represented 25.6% of the sample (n=11).  Murder, attempted murder, or manslaughter represented 23.3% of the charges (n=10).  Criminal mischief was a charge brought against 18.6% of the sample, and arson, endangering the welfare of a child, and reckless endangerment each accounted for 14% of the sample’s charges.  The rest of the charges were relatively few in number. 
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Environmental Variables.  As previously mentioned, information regarding certain psychosocial and environmental variables was limited to what was contained in the files.  Of the subjects’ files that did contain such information the results are as follows.  Nine subjects had records that indicated they were raised in foster care (21%).  Regarding abuse, 18.6% had a history of sexual abuse (n=8) whereas 23.3% had a history of physical abuse (n=10).  Parental marital status showed that 30.2% of the subjects had a record that indicated their parents were either separated or divorced (n=13).  Parental psychiatric status was also noted, and 25.6% of the subjects had documentation that either one or both parents suffered from a mental illness (n=11); also 30.2% of the subjects indicated either one or both parents had a substance use/abuse problem (n=13).  Also present was a history of unstable employment prior to the instant offense which was found in 39.5% of the subjects (n=17).  One last factor collected was if the subject had a history of a head injury, and 9.3% of the subjects had a record that indicated such trauma (n=4).  
Demographics and Types of Crime.  Regarding demographics and specific types of crime committed, some interesting relationships are to be noted.  Of the females, none of them committed criminal possession, sex crimes, or unlawful imprisonment.  However, 4 out of the 5 females committed assault.  Regarding race, 10 out of the 17 black subjects (59%) had committed assault.  Also, all three of the subjects that committed menacing were black as well.   Combining both sexes, all of the six subjects that committed reckless endangerment were white.  Pertaining to the sex crimes, all of the subjects in the sample that committed this crime were white and single.  Regarding marital status, since the majority of the sample was single, this pattern applied to types of crime committed as well.  With respect to arson, assault, endangering the welfare of a child, criminal mischief, reckless endangerment, murder, attempted murder, manslaughter, robbery, burglary, and larceny, the majority of the individuals who committed these crimes was single.  Lastly to be noted was that 50% of the subjects who committed murder, attempted murder, or manslaughter had “some high school” as their highest level of education completed.

Diagnoses.  Axis I diagnoses are the clinical disorders. The majority of the sample had a diagnosis of some form of schizophrenia.  Paranoid schizophrenia was one of the most frequent axis I diagnoses, representing 41.9% (n=18) of the sample.  Other subtypes of schizophrenia accounted for 18.6% of the subjects (n=8).  This illustrates that the majority of the sample, 60.5%, had some type of schizophrenia disorder.  Schizoaffective disorder was another diagnosis that was common, also accounting for 18.6% of the sample.  Combined, this means that 79.1% of the sample had a schizophrenia spectrum disorder.  There were also two individuals with a form of depression, two with intermittent explosive disorder, two with bipolar I disorder, two with dementia, two with a psychotic disorder, one with adult antisocial behavior, one with a non-specified mood disorder, and one subject with pedophilia.  Overall however, the most frequently reported axis I diagnosis for this sample was that of substance abuse or dependency which accompanied another axis 1 diagnosis, known as a dual diagnosis (illustrated in figure 3).  This represented 65.1% of the sample (n=28).  The diagnoses that accompanied the substance abuse problems were a schizophrenia spectrum disorder (55.8% of sample), a mood disorder (7%), or a delirium disorder (4.7%).
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Axis II diagnoses represent personality disorders and mental retardation, but these were not as varied in the sample as the Axis I diagnoses were.  As illustrated in figure 4, the most frequent axis II diagnosis was non-specified personality disorder, or other type of personality disorder which accounted for 32.6% (n=14) of the sample.  Close behind, were the individuals who had no axis II diagnosis at all, 30.2%.  Fourteen percent of the sample had borderline intellectual functioning, 23.3% had antisocial personality disorder or antisocial traits, 11.6% had mental retardation, 2.3% (n=1) had paranoid and obsessive personality traits, and 4.7% of the diagnoses on this axis were deferred.  
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Axis III diagnoses, as previously explained, are general medical conditions that are potentially relevant to the understanding or management of the individual’s disorder.  Categorized into the number of reported axis III conditions, the majority of the sample, 53.5% (n=23) had 1-3 reported medical conditions, with the top three most frequent being hypercholesterolemia, obesity, and hypertension.  The rest of the sample had either no reported axis III conditions (20.9% of the sample) or 4 or more conditions (25.6% of the sample).   

Axis IV diagnoses represent psychosocial and environmental problems that the clinician feels may affect the diagnosis, treatment, and prognosis of the individual.  First of all, 9.3% of the sample did not have any reported axis IV diagnoses.  A little more than half of the sample, 51.2% (n=22), had involvement with the legal system as an axis IV diagnosis.  Severe or chronic mental illness as a problem represented 20.9% of the sample, social environment represented 23.3% of the sample, being placed on CPL status accounted for 16.3% of the sample, prolonged hospitalization or institutionalization affected 11.6% of the sample, 7.0% had abuse of drugs and/or alcohol as a problem, and 11.6% had other psychosocial and environmental issues.


Axis V diagnoses represent the score the individual received on a global assessment of functioning [GAF] scale.  Regarding the subjects’ current GAF scores, the range was from 30 to 90 (n=40).  The most frequent score was 65, representing 17.5% of the sample (n=7).  Scores of 45 and 60 each represented 15% of the sample (n=6).  
Mental Illness and Types of Crime.  Qualitative analyses revealed some notable relationships between types of mental illness and types of crime committed that were not captured as statistically significant in the quantitative analyses.  Out of all of the subjects who committed murder, attempted murder, or manslaughter (n=10), all of them had a schizophrenia spectrum disorder as an axis I diagnosis.  Also, both subjects who had a diagnosis of intermittent explosive disorder committed arson and reckless endangerment.  Four out of the six subjects who committed arson had some type of a personality disorder (67%).  There was also another relationship found between diagnoses of schizophrenia and having committed arson, such that of the subjects with a diagnosis of schizophrenia, the majority of them did not commit arson.
Parental History and Mental Illness. Qualitative analyses also yielded an interesting relationship between parental history of mental illness and the subject’s subsequent type of mental illness.  Seven out of the eleven subjects that had a parental history of mental illness had an impulse or behavior control disorder for an axis I diagnosis.  However, qualitative analyses did not uncover any descriptive relationships between a parental history of substance problems and the subject’s type of mental illness.
Environmental Stressors and Mental Illness.  Qualitative analyses exposed descriptive relationships between some environmental stressor variables and the subjects’ types of mental illness.  Approximately 87% of subjects with a history of sexual abuse also had a schizophrenia spectrum disorder for axis I.  Also, six out of the eight subjects sexually abused had an impulse or behavior control disorder for axis I.  Regarding physical abuse, a descriptive relationship was revealed with schizophrenia spectrum disorders such that seven out of ten of the subjects physically abused had this diagnosis.  A descriptive relationship was also revealed between subjects raised in foster care and having a diagnosis of an impulse or behavior control disorder such that eight out of the nine subjects raised in foster care had this type of axis I diagnosis.  Fifteen out of the seventeen subjects who had an unstable employment history had a diagnosis of a schizophrenia spectrum disorder.  Also, eleven out of the seventeen subjects with an unstable employment history had a diagnosis of an impulse or behavior control disorder.  Parental divorce was descriptively related to mental illness such that eleven out of the thirteen subjects with parents either divorced or separated had a schizophrenia spectrum disorder.  Also, eleven out of the thirteen subjects with parental separation had an impulse or behavior control disorder.  
Environmental Stressors and Types of Crime.  Qualitative analyses revealed a descriptive relationship between some environmental stressor variables and the types of crimes committed by this sample.  Of the subjects who had an unstable employment history (n=17), ten of them committed assault.  However, it is undeterminable in the subjects’ records of which came first: the stressor or the criminal activity.  Also, of the subjects with an axis III diagnosis of reported medical conditions (n=34), approximately 44% of these subjects committed assault (n=15).   Six out of ten of the subjects who committed murder, attempted murder, or manslaughter had a record that indicated unstable employment history.  Ten out of the eighteen subjects who committed assault had a record that also indicated an unstable employment history.  
Quantitative Analyses

Mental Illness and Types of Crime.  Results revealed a significant relationship between having diagnoses of certain types of mental illness and committing certain types of crime.  First of all, results revealed a significant relationship between having a diagnosis of any subtype of schizophrenia and committing assault (X2(1) = 3.882, p < .05).  Such that of the offenders who had a diagnosis of schizophrenia, significantly more committed assault.   There was also a significant relationship between having a diagnosis of schizophrenia and having committed murder, attempted murder, or manslaughter (X2(1) = 4/755, p < .05), such that significantly more offenders with a diagnosis of schizophrenia also committed these crimes (9 out of 10 offenders with schizophrenia committed these crimes).  

Results also revealed a significant relationship between having a diagnosis of the paranoid subtype of schizophrenia and having committed murder, attempted murder, or manslaughter (X2(1) = 12.407, p < .01).  Of the subjects that committed murder, attempted murder, or manslaughter, significantly more had paranoid schizophrenia, and of the subjects that did not commit these offenses, significantly more did not have paranoid schizophrenia.  
Regarding other axes diagnoses, results indicated further significant relationships.  First of all, there was a significant relationship between having an axis II diagnosis and having committed a part I offense (X2(1) = 7.364, p < .01).  Of the subjects who committed only a part I offense, significantly more had an axis II diagnosis.  Further, there was a significant relationship between having an axis II diagnosis and type of offense committed, such that of the subjects who had an axis II diagnosis, significantly more committed either only a part I offense or only a part II offense as opposed to committing both offenses (X2(2) = 6.293, p < .05).  

There also was a significant relationship between having an axis II diagnosis and having committed murder, attempted murder, or manslaughter (X2(1) = 5.474, p < .05).  Out of all the subjects who did not commit these offenses, significantly more subjects had an axis II diagnosis.  Also, a significant relationship was revealed between having an axis III diagnosis and committing both a part I and a part II crime (X2(1) = 8.176, p < .05).  Of the subjects with an axis III diagnosis, significantly more committed both a part I and a part II offense, as opposed to only a part I or only a part II offense.  A significant relationship also was revealed between having an axis IV diagnosis and having committed both a part I and a part II offense (X2(1) = 10.474, p < .01).  Of the subjects with an axis IV diagnosis, significantly more committed both a part I and a part II offense as opposed to one or the other.  
Parental History and Mental Illness.  Results revealed significant relationships between the subject having a parental history of substance use or abuse and the subject having certain types of mental illness.  A significant relationship was revealed between a history of parental substance use or abuse problems and the subject having any type of impulse or behavior control disorder (X2(1) = 4.488, p < .05).  Such that, of the subjects with a parental history of substance problems, significantly more had an impulse or behavior control disorder for an axis I diagnosis, as seen in figure 5.  There was also a significant relationship between having a parental history of substance problems and having a diagnosis of a schizophrenia spectrum disorder (X2(1) = 9.308, p < .01).  Of the subjects with a parental history of substance problems, significantly more had a schizophrenia spectrum disorder than did not have this disorder.
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Results also indicated a significant relationship between the subject having a parental history of mental illness and the subject having certain types of mental illness diagnoses.  A significant relationship was revealed between having a parental history of mental illness and having a diagnosis of a schizophrenia spectrum disorder (X2(1) = 7.364, p < .01).  Of the subjects whose records indicated a parental history of mental illness, significantly more of these subjects had a schizophrenia spectrum disorder.  When narrowing the categorization of axis I diagnosis, a significant relationship was also found between having a diagnosis of any form of schizophrenia and parental history of mental illness (X2(1) = 5.731, p < .05), such that significantly more offenders with a diagnosis of schizophrenia also had a parent with a history of mental illness.
Environmental Stressors and Mental Illness.  There was one statistically significant relationship revealed for this sample between environmental stressor variables and types of mental illness.  A significant relationship was revealed between a history of physical abuse and having an impulse or behavior control disorder (X2(1) = 5.646, p < .05).  Of the subjects with a history of being physically abused, significantly more had an impulse or behavior control disorder - all ten of the subjects with a history of physical abuse had an impulse or behavior control disorder (either as its own diagnosis or as a dual diagnosis with another axis I illness), as seen in figure 6.  
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Environmental Stressors and Types of Crime.  Results did not reveal any further statistically significant relationships between environmental stressor variables and the types of crime committed by this sample.
DISCUSSION
Limitations to the Present Study

There are, of course, some limitations to this study that need to be considered.  Perhaps principle among these is the size of the sample. The present sample represents all open cases from the Onondaga County District Attorney’s Office of offenders that were found not responsible for their crime(s) due to mental disease or defect.  After eliminating any subjects due to significant missing data, there remained 43 cases.  With a sample size this small, it is difficult to make wider connections to the population.  Perhaps a future study, with more time and available resources, would also include closed cases in order to yield a larger sample size and produce more significant results.

A second limitation to this study was that the sample represents only a subgroup of individuals in the mental health system.  Subjects with a mental illness were defined as being on 330-status as a result of the offender being found not responsible for his or her crime(s).  There are perhaps some individuals in the criminal justice or mental health system who have mental illnesses and were still found responsible for their crime(s).  A future study could further expand the definition of mental illness to include a larger population.


A third limitation to this study was mediated by the approach of a content analysis.  Due to a restricted accessibility of data, the variables contained a large amount of unknown data.  Environmental stressors such as physical abuse, sexual abuse, and unemployment history, were based mainly on self-report information that was relayed to the clinician and then recorded in the file.  It is possible that some subjects did not report these stressors even though they occurred, and others may have reported these events when they did not occur.  Therefore, accurate information is not always guaranteed to be in subjects’ psychological evaluations, marking them unreliable for conclusive results, although still interesting and worth examination.

Due to the nature of the content analysis, small sample size, and restricted accessibility of data, another limitation was that there was no comparison group.  Results are only descriptive of the present sample and cannot be compared across individuals with similar characteristics that do not have a mental illness.


Another limitation was that exploring the role of the effects of a biological predisposition is complicated.  The best method to do this would be through large scale adoptive studies in which twins with mental illness are separated at birth and raised in different families.  If one happened to develop a mental illness and subsequently commit a crime, it could be possible to separate environmental differences between each of the twins’ situations.  However, this study lends support to the diathesis-stress model overall, especially regarding schizophrenia which is known to have a high genetic predisposition.


Lastly, one final limitation that can be argued for this present study was regarding the mental illness diagnoses used.  As mentioned previously, the subject’s most recent mental illness diagnosis was taken, as opposed to the mental illness diagnosis received at the time of being found not responsible for the crime.  This was done in order to remain consistent with the categorization and criterion set forth by the current edition of the Diagnostic and Statistical Manual.  It is unlikely that a large amount of these diagnoses may have changed from the time of the evaluation of responsibility.  However, for a future study it may yield interesting results to also look at this initial diagnosis.

Discussion of Results 

As indicative through much research and analysis, the etiology of mental illnesses is multifaceted.  Mental illnesses can be the result of genetics, environmental stressors, substance problems, personality defects, or any combination of these variables.  Beliefs regarding the causation of mental illnesses have changed quite drastically over the years.  In the current and more popular diathesis-stress model explanation, it is recognized that there is a contribution of both genetics and the environment in a person’s development or expression of a mental illness.  This combination of internal and external causes for behavior purports that a diathesis is produced in an individual due to certain genes or gene combinations for a mental illness, which do not manifest until aggravated by environmental stressors.  This diathesis, or genetic predisposition, for a mental illness possibly can be seen through a family history of mental illness, and the environmental stressors can be a combination of many different factors.  Environmental stressors that can serve as triggering events for the mental illness can include physical abuse, sexual abuse, parental divorce or separation, substance abuse or dependency problems, or unemployment.  These same environmental stressors that can trigger the manifestation of a diathesis for a mental illness can also serve as triggering events for a person’s criminal behavior.  
In a sociological explanation of criminal behavior, these events that occur external to the individual can affect them in many ways.  In some cases, illegal behavior is a legitimate action for an individual under certain environmental stressors to obtain what he or she wants but cannot obtain by legitimate means.  Criminal behavior can also be attributed to personality defects such as antisocial personality disorder.  These individuals with a personality disorder or defect have different levels of functioning and emotional responses that may explain their criminal behavior.  However, as in the etiology of mental illness, the etiology of criminal behavior is varying.  An integrative approach, such as the diathesis-stress model, is beneficial in explaining criminal behavior.  An integrative approach to crime demonstrates that there are many contributory factors to criminality, such as internal and external factors.
It is generally believed by the lay public that individuals suffering from mental illnesses are dangerous.  Despite these stereotypes and stigmas that individuals with a mental illness are dangerous and likely to commit crimes, this is not always the case.  Many individuals with a mental illness lead very productive, successful, and legitimate lives.  Of the people with a mental illness, however, there are some factors that contribute a degree of risk towards criminal behavior.  These risk factors include antisocial personality disorder, conduct disorder, dual diagnoses of a substance problem with an axis I mental illness, psychosis, schizophrenia, paranoia, hallucinations, delusions, and various psychosocial factors.
This study’s purpose was to identify any existing relationships regarding the complicated association between biology (as shown through a family history), environment, mental illness, and criminal activity.  It was hypothesized that individuals who have committed a crime, specifically a part I offense, and have been found not responsible due to a mental disease or defect, may have a family history of mental illness that may imply a genetic predisposition for their own mental illness, which was then aggravated by environmental stressors.  These stressors may have then contributed to their criminal activity.  It was further proposed that there may be a relationship between the type of crime committed and the type of mental illness, such that certain disorders may predispose an offender to certain types of crimes.  No specific hypotheses were made regarding the exact relationship between disorders and crimes; this component of the study was exploratory.

Within this sample of 43 criminal offenders in Onondaga County who were found not responsible for their crime(s) due to mental disease or defect, results indicated several key findings.  One of this study’s primary findings was results that support the diathesis-stress model of mental illness.  Results revealed a significant relationship between diagnoses of schizophrenia and committing certain types of crimes (i.e., murder and assault), as well as having a parental history of mental illness and certain types of mental illness.  However, contrary to prevailing stereotypes, further qualitative analyses indicated no strong relationships between type of crime committed and other types of mental illness.
In support of the hypothesis, subjects who indicated parental histories of mental illness were significantly more likely to have certain types of mental illness diagnoses themselves.  This illustrates a link between the parent and the child, thus indicating support for a genetic component in the diathesis-stress model.  Of the subjects who had a parental history of mental illness, significantly more had a diagnosis of schizophrenia, as compared to any other diagnoses among the sample.  This is in support with prevailing research that the heritability component of mental illness, specifically schizophrenia, is high (Sullivan et al. 2003).  There is still a possibility of environmental transmission of mental illness and only adoptive studies can begin to separate out these effects.  
Also in support of the hypotheses, within this sample, there was a strong relationship revealed between a parental history of substance problems and the subject’s subsequent mental illness diagnosis.  Research also indicated that of the subjects with a parental history of substance problems, a significant majority of these subjects had a diagnosis of an impulse or behavior control disorder, which included substance problems.  This also suggests a heritability component to the mental illness diagnosis of substance use or abuse, which is in support with prevailing research on other criminals and individuals with dual diagnoses (Ditton 1999; Laudet et al. 2004).  However, as indicative with schizophrenia, there is still a possibility of environmental transmission of substance abuse problems; drinking as a way of coping can be a very learned behavior. 

It was also revealed that with having a parental history of substance problems, a subject in this sample was significantly more likely to also have a schizophrenia diagnosis than any other mental illness diagnosis.  This suggests a genetic component to substance problems.  Since there were no subjects in this sample that had just a substance problem alone, it is important to analyze the relationship of dual diagnoses to criminal behavior.  Dual diagnoses are mental illness diagnoses along with a substance problem diagnosis.  Subjects with a dual diagnosis represented the majority of this sample, which is in support with prevailing research on dual diagnoses as a risk factor for violence.  Torrey (1997) indicated that one of the three primary predictors of violence was drug and alcohol use.  Since the majority of the sample had a drug or alcohol use problem and committed a crime, it is likely that this was a strong contributory factor in their behavior.
The diathesis-stress model recognizes that in addition to genetic predispositions, environmental factors contribute to the manifestation of a mental illness.  This relationship between environmental factors and mental illness was explored in the present study and yielded support to this theory.  It has been reported that a large number of inmates with mental illness have been physically or sexually abused in their lifetimes (Ditton 1999).  These psychosocial factors of abuse can contribute an increased risk towards the manifestation of a mental illness and the subsequent criminal activity of this population.  The present study found a relationship between experiencing certain types of environmental stressors and having certain mental illness diagnoses.  Of the subjects that reported prior physical abuse, significantly more had an impulse or behavior control disorder.  Research indicated the majority of subjects with a history of sexual abuse had a schizophrenia disorder or an impulse or behavior control disorder.  The data also indicated that the majority of subjects who were raised in the foster care system had an impulse or behavior control disorder.  There also was a link between parental divorce and separation and subsequent mental illness diagnoses such that the majority of subjects with this environmental stressor had a schizophrenia spectrum disorder or an impulse or behavior control disorder.  Therefore, the current research lends supports to the diathesis-stress model etiology of mental illness and its components.
Similarly to the diathesis-stress model recognizing environmental factors in the contribution to mental illness, environmental stressors also may contribute to criminal behavior.  Some relationships were revealed between types of environmental stressors and types of crime committed by the subject.  For example, the majority of the subjects who indicated an unstable employment history had committed assault.  Also, a little under half of the subjects with reported medical conditions also committed assault.  This lends support to the fact that medical conditions exacerbate or cause stress to individuals which could contribute to their behavior.  There was also a link between subjects that committed murder, attempted murder, manslaughter, or assault, and a record that indicated an unstable employment history as well.
Prevailing stereotypes of the mentally ill indicate beliefs that these people are dangerous and should be avoided.  Overall, other than the relationship between schizophrenia and murder or assault, qualitative analyses did not yield any other strong relationships between types of mental illness and types of crime committed.  Therefore, contrary to prevailing stereotypes, there are not numerous strong relationships between specific mental illnesses and specific crimes that would lend support to these individuals being inherently dangerous and violent.
Overall, the results generally support the proposed hypotheses of this study.   It was hypothesized that these individuals, who have committed crimes and have a mental illness, may have had a family history of mental illness which may imply a genetic predisposition for their own mental illness.  Results were in support of this hypothesis in that of the subjects with a parental history of mental illness, significantly more had schizophrenia or a schizophrenia spectrum disorder.  This lends support to the first proposition of the diathesis-stress model, which implies individuals have a diathesis or genetic predisposition for a mental illness.  
It was then hypothesized that this family history of mental illness was aggravated by environmental stressors which in turn contributed to subjects’ criminal activity.  This part of the hypothesis was supported with a qualitative analysis that revealed of the subjects with certain environmental stressors (i.e., sexual abuse, physical abuse, foster care, and an unstable employment history) significantly more had certain types of mental illness.  In support of this hypothesis, it was further revealed through qualitative analyses that certain environmental stressors were related to committing certain types of crime.  

Further proposed by this study was that there would be a relationship between the type of crime committed and the type of mental illness, such that certain disorders may predispose an offender to certain types of crimes.  There was no specific hypothesis made regarding this relationship, as it was exploratory.  This proposed relationship between types of mental illnesses and types of crime committed was supported both statistically and qualitatively.  It was revealed that of those offenders with any subtype of schizophrenia, significantly more committed assault and murder, attempted murder, or manslaughter than those that did not commit these specific crimes.  This relationship was further supported through the indication that four out of the six subjects who had committed arson also had some type of personality disorder.  Therefore, overall, through both qualitative and quantitative analyses, results indicate support of the proposed hypotheses of the study.
Policy and Clinical Implications


Despite these aforementioned limitations and the fact that the findings are largely descriptive in nature, the results from this study have important implications for policy-makers and clinicians alike in the local community.  This sample’s most frequent axis I diagnosis was schizophrenia, paranoid type.  Therefore, from a clinician and policy-maker point of view, programs involved in the prevention of criminal, irrational behavior resulting from the debilitating symptoms of mental illness might benefit from the results of this study.  The population of people most at risk for psychological disorders and criminal behavior could presumably benefit from the continuation of programs to provide mental health care treatment and support, such as those already established in Onondaga County, including CNY Depression Support Group, Centre Syracuse, Crouse Chemical Dependency Services, Peer Networking Group, inpatient and outpatient programs under the Hutchings Psychiatric Center, and many others under the auspices of the Mental Health Association of Onondaga County, Inc. (Network of Care 2008).

Also, since the majority of the sample had a dual diagnosis of a mental illness with a substance use/abuse problem, it would be beneficial for the continuance of special treatment programs for this population.  This yields support for the problem-solving courts focusing on therapy-centered justice, such as the mental health courts and drug treatment courts.  The population of mentally ill offenders, either with or without substance abuse problems, has a number of interacting factors contributing to their behavior that need to be addressed in specific ways, as compared to other offenders who may not have substance abuse and/or psychological disorders.  Therefore, research supports the continued use of Onondaga County’s drug treatment court; however, Onondaga County currently does not have a mental health court.  On the other hand, Onondaga County does have programs in legal advocacy and jail diversion for mentally ill individuals, such as the Center for Community Alternatives in Syracuse which offers substance abuse evaluation and referral, and reentry programs and a Court Appointed Special Advocate (CASA) program (Center for Community Alternatives 2004).  
It has been clearly established that although many mentally ill individuals live healthy successful lives, some do engage in criminal behavior.  As illustrated with the research by Ditton (1999), many individuals in the United States’ jails and prisons are mentally ill.  Since a large number of mentally ill individuals are interacting with the criminal justice system, perhaps it would be beneficial to have employees of the criminal justice system, especially police, be trained in how to react to and work with mentally ill persons in crisis intervention.  Research, as previously mentioned, has indicated that police officers are frequently receiving calls relating to mentally ill individuals (Greene et al. 2007).  Mentally ill individuals who commit a crime may be paranoid and out-of-touch with reality, under the influence of drugs or alcohol, or in other regards posing a risk to the police, and it would benefit the police to be trained in how to handle that situation without provoking further irrational behavior by the individual.  If the police are properly trained in recognizing mental illness symptoms perhaps the number of mentally ill in the prisons and jails on recidivist charges would decrease because these individuals would be re-directed to the appropriate treatment facilities at first interaction with the law.  In Onondaga County, it would be beneficial for the police to continue sending individuals on an as-needed basis to St. Joseph’s Hospital Comprehensive Psychiatric Emergency Program (CPEP) for evaluation and appropriate treatment.
Also, the present research contradicted the stigmas and stereotypes of the mentally ill to be dangerous and inherently violent.  With increased education, research, and informing of the public, this may positively impact the mentally ill community in their willingness to speak out and seek recovery and treatment in hopes of preventing any irrational behaviors.  The present study’s research supports the continuation of programs in stigma or stereotype reductions in attempt to change the public’s attitudes and behaviors towards this population.  There are programs already established in Onondaga County for these purposes which are important to maintain, including but not limited to Person to Person Citizen Advocacy, Mental Health Association of Onondaga County Mental Health Promotion Programs, and Exceptional Advocacy (Network of Care 2008).
REFERENCES
Alloy, Lauren B., John H. Riskind, and Margaret J. Manos, ed.  2005.  Abnormal

Psychology: Current Perspectives.  9th ed.  New York, NY: McGraw-Hill

Companies.
American Psychiatric Association.  2000.  Diagnostic and Statistical Manual of Mental

Disorders.  4th ed. Text Revision.  Washington, DC: author.

Center for Community Alternatives. 2004.  “Programs.” Retrieved April 5, 2008

(http://www.communityalternatives.org/programs/programs.html).
Corrigan, Patrick, Fred E. Markowitz, Amy Watson, David Rowan, and Mary Ann

Kubiak.  2003.  “An Attribution Model of Public Discrimination Towards Persons

with Mental Illness.”  Journal of Health and Social Behavior 44(2):162-179.

Ditton, Paula M.  July 1999.  NCJ 174463.  Mental Health and Treatment of Inmates and

Probationers.  Rockville, MD: United States Department of Justice.

United States Department of Justice, Federal Bureau of Investigation.  September 2007.

“Crime in the United States 2006.”  Washington, DC: Federal Bureau of 

Investigation, Retrieved October 24, 2007 (http://www.fbi.gov/ucr/cius2006/).
Greene, Edie, Kirk Heilbrun, William H. Fortune, and Michael T. Nietzel.  2007. 

Wrightsman’s Psychology and the Legal System.  6th ed.  Belmont, CA: Thomson

Wadsworth.
Horwitz, Allan V.  2002.  Creating Mental Illness.  Chicago, IL: The University of

Chicago Press.

Kelly, Morgan.  2000.  “Inequality and Crime.”  The Review of Economics and Statistics
82(4):530-539.

Krezmien, Michael, and Nancy Minniti.  2006.  “Violent Offenders with Schizophrenia.” 

Pg. 259-283 in Different Crimes Different Criminals: Understanding, Treating

and Preventing Criminal Behavior by Doris Layton Mackenzie, Lauren O-Neil,

Wendy Povitsky, and Summer Acevedo.  No Location: Matthew Bender &
Company, Inc.  

Laudet, Alexandre B., Howard S. Vogel, Stephen Magura, and Edward L. Knight.  2004. 

“Perceived Reasons for Substance Misuse Among Persons With a Psychiatric

Disorder.”  American Journal of Orthopsychiatry 74(3):365-375.

Mazure, M. Carolyn, and Benjamin G. Druss.  1995.  “A Historical Perspective on Stress

and Psychiatric Illness.”  Pg. 1-41 in Does Stress Cause Psychiatric Illness? Ed. by Carolyn M. Mazure.  Washington, DC: American Psychiatric Press, Inc.

Mental Health America.  2007.  “Dual Diagnosis.”  Alexandria, VA: Mental Health

America, Retrieved October 17, 2007

(http://www.nmha.org/index.cfm?objectid=C7DF9405-1372-4D20 C89D7BD2CD1CA1B9). 
“Mental Health Court.”  2007.  Center for Court Innovation.  Retrieved November 8,

2007 (http://www.courtinnovation.org).

Network of Care for Behavioral Health: Onondaga County.  2008.  “Services.”  Retrieved

April 5, 2008 (http://onondaga.ny.networkofcare.org/mh/resource/find.cfm).
Niehoff, Debra.  1999.  The Biology of Violence: How Understanding the Brain,

Behavior, and Environment Can Break the Vicious Circle of Aggression.  New

York, NY: The Free Press.

Pennington, Bruce F.  2002.  The Development of Psychopathology: Nature and Nurture. 

New York, NY: The Guilford Press.

Phelan, Jo. C., and Bruce Link.  Mar. 2004.  “Fear of People with Mental Illnesses: The

Role of Personal and Impersonal Contact and Exposure to Threat or Harm.” 

Journal of Health and Social Behavior 45(1):68-80.

Reid, William H.  2001.  “Antisocial Personality, Psychopathy, and Forensic Psychiatry.” 

Journal of Psychiatric Practice 7(1):55-58.

Sullivan, Patrick F., Kenneth S. Kendler, and Michael Neale.  Dec. 2003.  “Schizophrenia

as a Complex Trait.”  Arch Gen Psychiatry 60:1187-1192.

Torrey, E.F. 1997.  Out of the Shadows: Confronting America’s Mental Illness Crisis. 

New York: John Wiley & Sons, Inc.

“What is Mental Illness: Mental Illness Facts.”  2007.  National Alliance on Mental

Illness.  Retrieved April 13, 2007

(http://www.nami.org/Content/NavigationMenu/Inform_Yourself/About_Mental
Illness/About_Mental_Illness.htm).
Widom, Cathy S. and Michael G. Maxfield.  Feb. 2001.  NCJ 184894.  Update on the

“Cycle of Violence,” Research in Brief.  Rockville, MD: United States
Department of Justice.

Viljoen, Jodi L., Ronald Roesch, and Patricia A. Zapf.  Oct. 2002.  “An Examination of

the Relationship between Competency to Stand Trial, Competency to Waive

Interrogation Rights, and Psychopathology.”  Law and Human Behavior
26(5):481-506.

Zuckerman, Marvin.  1999.  Vulnerability to Psychopathy: A Biosocial Model. 

Washington, DC: American Psychological Association.




























































































































































































































































































































































