PSYC 3402 A: CRIMINAL BEHAVIOUR EXAM STUDY NOTES
*Notes from AFTER first midterm – end of course: SET #1 (week of Oct 22)
*Please note that final examination is cumulative.

MENTALLY DISORDERED OFFENDERS

Clicker Questions and Answers:

· Mentally ill individuals are more likely to commit crimes that a community sample – FALSE

· The majority of MDOs hear voices to commit crimes – FALSE
· MDOs are at a much higher risk to reoffend than other offenders – FALSE 
· MDOs are at greater risk when acute symptoms are present – TRUE 
· Mentally ill individuals who commit crimes go to a psychiatric hospital, NOT prison – FALSE 
· Psychopathy is a mental illness – FALSE 






*psychopathy not listed w/in the DSM.
**MDO = Mentally Disordered Offender.

· Individuals who have come into contact with the justice system who also have a mental disorder

· Includes:  * those found unfit to stand trial

                       * not criminally responsible (NCRMD)

                       * seriously mentally ill offenders.
PENROSE’S LAW

· The # of people in the mental  health/corrections systems is a constant

· Nowadays, people displaying acute mental illness symptoms should NOT be going to jail, but still are.








*police need specialized training on how to deal with these people.
How Different are the Populations?
· 50% of MDOs (NCRMD, NFST) have prior court/corrections exposure

· 12% of newly admitted offenders report serious mental disorders (13% aborig., 21% women)

· 2340 offenders with serious mental health disorders (12 700 incarcerated, 6800 in community)

** 600 beds to provide services to mentally ill (150 per prison population), #’s are clearly inadequate for service needed.

· MDOs hugely overrepresented in prison population
· Mental health symptoms can be PROTECTIVE (only when acute symptoms are not displayed)

· Rates of mental health relatively low in community but exponentially higher in prison populations.

**PAROLE BOARDS often deny parole because often times aftercare is NOT available in the community (esp. for schizophrenic offenders ( psychiatrists don’t want to take them on, etc).
Mental Disorder and Crime
· Even severe MDO is NOT more likely to commit criminal offences.

· close parallel between predictors for MDOs and Non-MD offenders.

· ex: 

	PREDICTOR
	General Recidivism
	Violent Recidivism

	demographic
	.12
	.12

	criminal history
	.08
	.15

	deviant lifestyle
	.07
	.08

	clinical diagnosis
	-.02 

*very weak relationship
	-.03 

*very weak relationship


*Things that predict criminal behaviour are the same for MDOs and NON-MD offenders.

*Clinical diagnosis is UNIMPORTANT in understanding Criminal Behaviour.

ASSESSMENT METHODS

· Structured Clinical Interview for DSM
· Diagnostic Interview Schedule (ICD)
· Brief Psychiatric Rating Scale (24 – DSM) 
· Referral Decision Scale (14 – DSM)
Questionnaires
· Beck Scales (Depression, Hopelessness)

· Computerized lifestyle Assessment Inventory (ex. Substance Abuse)

**Slight challenge = SCID connects to DSM ( not a measure that has been used in Canada in terms of offender population studies on mental disorder so there would be some slippage.
WHY ASSESS?

· System is legally responsible for MDOs

· Need to show due diligence (make referrals, facility is responsible for offender care under CCRA).

· Specialised assessments done for people with the greatest need.

Problems With Diagnosis

· Developed primarily by psychiatry – may not reflect psychological research

· Diagnosis is unrelated to causation

· There are different classification systems (DSM-IV, ICD-10)

· Canada and UK are using severe personality disorder as a criterion for 

            indeterminate sentencing.
DSM III

· Close relationship between the kind of behaviours and personality characteristics described here in Cleckleys original 16 criteria for psychopathy:

· described what most clinicians really liked about psychopathy, but the level of agreement was very low (low reliability) ( way to make it more reliable is to make it more behaviourally anchored as opposed to personality traits.

· Revised in DSM-IV to ensure high reliability

**As reliability drops, its utility in things like court gets dropped.
**Since DSM-IV, professionals don’t need great rapport with person to get a good diagnosis, just need to be a good historian.

DSM-IV-TR

· The Bible

· Axis 1: Clinical Disorders (major health problems ( should go into forensic mental health facility) eg. clinical depression, abuse, alcohol, schizophrenia. These disorders have concrete effects on individuals’ emotional life and perception of reality.

· Axis 2: Personality Disorders and Mental Retardation: adjustment to life and interaction with others is greatly affected; may be in conflict with courts but would not be seen as MCRMD & will come into the justice system.
· These are the two main axis of mental disorders
· Axis 3: General Medical Condition
· Axis 4: Psychosocial and Environmental Factors
· Axis 5: Global Assessment of Functioning
· Typically Axis 1 & 2 are described when you read a report in a corrections environment.
CLICKER QUESTION

· Mental illness can be assessed by the use of questionnaires – TRUE 


*Some level of rapport is needed due to personal nature of questions.
· Most mentally disordered offenders have more than one diagnosable disorder – TRUE 
*almost all offenders have at lease 2 diagnoses (most typically substance 

abuse or APD) (VERY significant for schizophrenic offenders

· There is a relationship between type of crime and type of mental disorder – FALSE 
OIA = Offender Intake Assessment
· One of the most standardized assessments for offenders coming into a prison setting

CORRECTIONS AND CONDITIONAL RELEASES ACT (CCRA)

· Consistency with standards of the community
· Same resources out in community must be available in federal system
· Can argue for increased funding.
**Mental health scales also screen for malingering/faking.
Prevalence (Summary)

* MAJOR mental illness (Axis 1)        6.5 – 10%

* Moderate mental illness                     15 – 40%

* Diagnosable mental disorder             > 80%


*note: rates appear to be increasing.

MDO & RECIDIVISM

· Bonta et al (1998) Meta Analysis

· APD & Criminal history predictive

· Substance abuse predictive

· Axis 1 disorder negatively correlated! (PROTECTIVE – because it’s a lifetime diagnosis).

· Conclusion: 1) similar predictors; 2) MDO are at higher risk compared to general population, but lower risk compared to Non-MDO.

· Higher education/age relates to lower risk.

MDO & Risk Factors
· Active psychosis, NOT lifetime diagnosis is more predictive

· Prior crimes/violence = more predictive

· Substance abuse & APD important co-morbid predictors ( HIGHEST risk for reoffending.

Symptoms Instead of Diagnosis

· The specific diagnosis does NOT appear to be of primary importance

· What IS important are the symptoms (threat/control-override):

1. Delusions of persecution

2. Thought insertion

3. Control of thoughts/behaviour by an external malicious source

· Psychiatric patients in the community are not necessarily more violent, UNLESS they also have substance abuse problems

· 1,2, & 3 predictive of hospital violence.

CLICKER QUESTIONS

· A common mental illness concern at intake is suicide risk – TRUE 

· The attempted suicide rate is HIGHER in corrections than in the community – TRUE
*The most common method for attempted suicide = slashing/cutting’ for completed= hanging. The most common place where suicides occur is in segregation & hospital.
* In the US, an “offender mentor” (another offender in prison) is hired to talk to offender who is mentally ill and at risk of suicide.

CSC Research: Offender Suicide & Parasuicide 

· Offenders who engaged in suicidal behaviour

· COMPLETERS: 102 suicides in federal custody between 1991/1992 and 1997/1998

· ATTEMPTERS: approx. 700 incidents of attempted suicide by male federal offenders since 1990/1991

· Suicide rates in Canada are about 4x higher in prison than in the community.

WHY SCREEN FOR MENTAL DISORDERS?

· High rates of mental disorder in correctional populations

· Early identification improves treatment response (antipsychotic meds, etc)

· Reduce victimization

· Consistent with law – community standards of care

· Admission to jail is a high-risk time (suicide risk).

CLICKER QUESTIONS
· Overall, MDOs are at higher risk to reoffend violently – FALSE 

· Acute symptoms are important DYNAMIC risk factors – TRUE 

Integration of Services

· Addictions, Corrections, Mental health

· Different specialists seeing the same person: Corrections officer treats person like an offender, addictions counsellor treats person like an addict, etc ( NEED for an integrated approach

· Each person needs to take into account other aspects of client/offender ex. addictions counsellor must recognize that the person is also an offender to take level of risk into consideration.

Risk Assessment  Approaches

· HCR-20: structured professional judgement model

· VRAG: violence risk assessment guide (static risk scale)

· START: recent, generating more interest in mentally ill offenders

· SAPROF: used in combination with HCR-20; looks at protective factors that would insulate offenders from committing crimes, even when faced with an at-risk situation.

CLICKER QUESTION

· Psychosocial rehabilitation is important in assisting mentally ill offenders to be successful upon release – TRUE 

MDO & Community Supervision

· Issue of Social Supports

· Access to Mental Health

· Compliance with Medication

A FINAL COMMENT

· Diagnosis is a restricted act, therefore, need psychiatry AND psychology

· Other disciplines make major contributions to assisting MDOs (forensic nurses, social workers)

· Psychology is moving from correctional programs to mental health assessment and management.

FACTS

· The majority of MDOs have lifestyle difficulties (job, social support, housing)

· There is a high co-morbidity of disorders among offenders

· MDOs are at greatest risk when ACUTE symptoms are present

MYTHS

· The majority of MDOs hear voices to commit crimes

· MDOs are at much higher risk to reoffend than other offenders

VIDEO: NOTES ON THE NEW ASYLUMS

· Prisons have become the new asylums, the new state mental hospital facilities

· Many became homeless with the shut down of mental health facilities

· Most incarcerated for non violent, petty crimes

· Nearly 500 000 mentally ill incarcerated as opposed to 50 000 in mental hospitals (across USA)

· 16% prison population in Ohio are people diagnosed with a mental illness (these are at-risk populations within prisons)

· 25-30% of mentally ill people in prison will always need someone to make sure they are taking their medications, etc
· Prison doesn’t exist to provide mental health treatment, it exists to provide safety and security to the community, which is a problem with so many mentally ill people in the prison population.

