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ABSTRACT: The forensic psychiatric examiner often encounters defendants who deny memory for their offense. Past research proposes a vari-
ety of factors to account for offense amnesia. To date there have been few systematic studies of offense amnesia in relation to psychiatric diagnosis,
either alone or in combination with other known factors such as substance use and malingering. We studied 53 pretrial felony defendants who had
been referred for psychiatric examination; 40% claimed amnesia for their offense. Examinees with psychotic disorders in general, and schizophrenia
in particular, were relatively less likely to claim amnesia than were examinees with other diagnoses. Substance use at the time of the offense and
associated substance use disorder diagnoses were positively associated with offense amnesia. Malingering diagnosed by general clinical criteria was a
poor predictor of amnesia claims. These data suggests that two prominent reasons for referral for forensic psychiatric evaluation include the presence
of psychotic symptoms and claims of amnesia for the offense.
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The forensic psychiatric examination is often complicated by the
subject’s claim of inability to remember the alleged offense. Vari-
ous studies indicate that between one-fourth and two-thirds of
homicide offenders claim amnesia for their offense, as do between
10% and about a third of offenders generally (1–5). It is thought
that offense amnesia is associated with more violent offenses, espe-
cially violent physical attacks upon others (3,6). For example, 19
of the 203 offenders studied by Taylor and Kopelman (5) claimed
amnesia for the offense, and in each instance, the subject had been
charged with a violent offense, half of these offenses being murder
or manslaughter. At the same time, research suggests that defen-
dants who claim amnesia for the offense have an increased likeli-
hood of referral for pretrial psychiatric assessment (2,7).

A number of factors have been proposed to account for, or to be
associated with, offense amnesia. Several writers have suggested
that offense amnesia may result from extreme emotional arousal,
possibly coupled with repressive or dissociative mechanisms,
although there is controversy around this issue (1,3,6,8,9). Personal-
ity traits such as introversion or ‘‘hysterical’’ traits may be corre-
lated with offense amnesia (10–12). At least one study found lower
IQs in examinees who claimed amnesia, but the authors suspected
that the amnesia was often feigned (13).

The intersection of memory, substance misuse, violence, and
mental disorder is of unique importance to the forensic examiner.
There are clear associations between substance use and crime, par-
ticularly violent crime (14), and it is well established that offense
amnesia is often associated with intoxication (1). A wide variety of
drugs impair memory, including alcohol, benzodiazepines, barbitu-
rates, and cannabis derivatives, among others. The typical effect of
such substances is impairment of long-term memory while short-
term memory is preserved. The consequence for memory is

impaired encoding and ⁄ or consolidation of new information which
may, if sufficiently severe, constitute anterograde amnesia (15–17).
In the Taylor and Kopelman (5) sample of offenders, alcoholism
was prevalent among subjects claiming offense amnesia. Moreover,
more than half of the amnesic subjects had been under the influ-
ence of alcohol in the hours before their offense, and amnesia was
overrepresented among those who had consumed the most alcohol.
In other studies, over 85% of offenders who claimed amnesia
reported being under the influence of alcohol and ⁄ or drugs at the
time of the crime (18,19). A link between offense amnesia and
alcohol blackouts has been proposed (3,4,20). Pyszora et al. (2)
found that, besides being associated with crimes of passion and
psychiatric disorder, amnesia was associated with a history of alco-
hol abuse and blackouts. Importantly, blackouts are more common
when alcohol is combined with other intoxicating substances
(21,22).

Furthermore, there is a high prevalence of alcohol and drug use
among people with serious mental disorders, which may worsen
symptoms as well as heighten risk for violence (23–28). No clear
relationship between offense amnesia and psychiatric illness has
been identified, but there have been few systematic efforts (1). For
example, Cima et al. (13) studied a sample of psychiatric inmates,
but aside from psychopathy and IQ, they did not analyze the rela-
tionship between diagnosis and amnesia. Depression, dissociation,
and schizophrenia have all been mentioned in connection with
offense amnesia (11,12).

Studies of the combined memory effects of substance abuse and
major mental disorder in nonforensic settings have yielded mixed
results. Given that alcohol is the most frequently abused substance
among people with schizophrenia, there is noteworthy evidence of
greater memory impairment among outpatients with both schizo-
phrenia and alcohol abuse or dependence than among comparison
outpatients with schizophrenia alone (29). Cocaine use may confer
a similar liability among people with schizophrenia (30). However,
Pencer and Addington (31) found no relationship between sub-
stance abuse and cognitive function among patients with first-
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episode schizophrenia-spectrum disorders. But it is also true that
studies of memory in mental disorder, with or without accompany-
ing substance abuse, have seldom looked at autobiographical mem-
ory. Thus, the relevance of such research for offense amnesia is
uncertain.

This study was an effort to characterize an available sample of
pretrial detainees who had been referred for psychiatric examination
and who claimed amnesia for their offenses, in comparison with
examinees who did not claim amnesia, in relation to Diagnostic
and Statistical Manual of Mental Disorders, Fourth Edition (DSM-
IV) diagnosis (32), substance use, and malingering. Of particular
interest was evidence of any link between psychiatric diagnosis—
especially psychotic disorder—and claims of offense amnesia, and
the concurrent influence of substance use status.

Method

Subject Selection

We reviewed records of defendants in criminal proceedings who
had been referred to a specialty inpatient forensic psychiatric center
for a 1-month examination to furnish opinion concerning compe-
tence to stand trial and insanity defense. Our institutional review
board approved the study.

While remaining blind to all clinical data other than diagnosis,
we first screened the available sample of dischargees for substance
use disorder diagnoses, to capture a sizeable number of defendants
who had likely used drugs or alcohol around the time of the
offense. In this manner, we selected 30 subjects with discharge sub-
stance use disorder diagnoses between March 1998 and August
2001. Employing a similar blind, we then selected a comparison
group of 34 subjects without discharge substance use disorder diag-
noses from the same timeframe. Of these, two were omitted
because information about their substance use habits could not be
corroborated, as described below. One additional patient was omit-
ted because he claimed only partial amnesia. We then reviewed the
remaining 61 records and omitted eight who denied committing the
alleged offense. Thus, the final sample was composed of 53
examinees.

Data Coding

Diagnoses were arrived at by consensus between one forensic
psychiatrist and one of two psychologists. Each diagnostician had
at least 20 years of clinical experience. Consultation services such
as laboratory and radiology services were available as needed to
aid in patient assessment. For purposes of data analysis, multiple
Axis I diagnoses were allowed, but mood disorder and schizophre-
nia were considered non-overlapping diagnoses. Patients diagnosed
with schizoaffective disorder were coded as having schizophrenia.
An organic brain syndrome category included examinees with a
seizure disorder or history of encephalitis. Malingering was a cod-
able diagnosis, but the presence of malingering did not exclude
other (genuine) psychopathology. A DSM-IV diagnosis of malin-
gering was made clinically (33), as when there were reports from
collateral informants of functioning discrepant from that observed
in the hospital, or when two or more of the following features were
present: (1) functioning on the residential unit discrepant in charac-
teristic ways from behavior presented in examinations; (2) fla-
grantly unlikely reports of psychotic symptoms; (3) psychological
test findings of feigning or gross exaggeration of symptoms, or of
cognitive performance below expectancy given history and presen-
tation. For example, a defendant who presented himself as too

distractible to participate in interviews, yet was observed at other
times reading a newspaper with evidently good concentration,
would be suspected of malingering. Likewise, performance on cog-
nitive tests suggestive of severe cognitive impairment would point
toward malingering in an individual who has functioned adequately
and independently in the community. The malingering diagnosis
did not specifically target offense memory.

The presence of substance use proximal to the offense was deter-
mined on the basis of examinee self-report buttressed by reports by
collateral informants of a corresponding pattern of substance use in
the examinee. Typical informants were family members or close
friends. Defendants whose self-reports could not be corroborated by
a collateral report were omitted. We aimed to establish substance
abuse at least within a period of hours before the offense. For
example, ingestion the day before, but not the day of, the offense
was not counted as proximal substance use.

Offense amnesia was coded in those defendants who claimed to
have no memory of the act(s) constituting the charged offense,
even though there might have been memory for events before or
after the offense.

Results

Table 1 gives the characteristics of the final sample. Of the total
sample, 21 examinees (40%) claimed offense amnesia. In three of
these, there was evidence of partial or full recovery of memory
during the 1-month evaluation period.

As predicted, there was a significant relationship between sub-
stance use at the time of the crime and claims of offense amnesia.
In 14 of the 21 examinees who claimed amnesia (67%) there was

TABLE 1—Sample characteristics.

Age
Median 30
Range 19–51

n %
Sex

Male 47 89
Female 6 11

Ethnicity
Caucasian 37 70
African American 16 30

Offense
Property Offense 10 19
Sex Offense 6 11
Assault 17 32
Murder ⁄ Attempted Murder 20 38

Diagnosis*
Schizophrenia 15 28
Any Psychotic Disorder 23 43
Organic Brain Syndrome 8 15
Mood Disorder 20 38
Substance Use Disorder 26 49
Borderline ⁄ Mental Retardation 22 42
Malingering 8 15

Substances Used at Time of Offense�

Alcohol 17 32
Benzodiazepines 6 11
Cannabis 9 17
Cocaine 5 9
Opiates 1 2
Methamphetamine 2 4
Hallucinogens 1 9
Any 25 47
None 28 53

*Due to multiple diagnoses, percentages sum to greater than 100. �Some
defendants used more than one substance.
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evidence of use of some substance at the time of the offense,
whereas proximal substance use was established in only 11 of the
32 who did not claim amnesia (v2 = 5.31, df = 1, p = 0.021). Of
the remaining seven of 21 amnesia cases who did not have proxi-
mal substance use, three were diagnosed with malingering. Thus,
81% of those claiming amnesia either had proximal substance use
or were deemed to be malingering. Consistent with these findings,
a discharge diagnosis of substance use disorder was significantly
associated with claims of amnesia (v2 = 4.32, df = 1, p = 0.038).
Of the 26 defendants with a substance use disorder, 14 (54%)
claimed amnesia for the offense.

Proximal alcohol use bore the strongest relationship to amnesia.
There was evidence of alcohol use in 48% of those who claimed
amnesia, but in only 22% of those who did not (v2 = 3.86, df = 1,
p = 0.049). Of the 17 offenders who had consumed alcohol at the
time of the offense, 10 (59%) claimed inability to remember their
offense. In addition, the presence of alcohol use overlapped consid-
erably with use of cannabis, cocaine, and benzodiazepines in
offenders who claimed amnesia. Proximal cannabis use was present
in nine offenders, and six of these claimed amnesia. However,
five of these six were also using alcohol at the time of the offense.
Four out of five cocaine users claimed amnesia, but two of these
four were also using alcohol. Of the six benzodiazepine users, four
claimed amnesia, and three of these four had consumed alcohol.

Examinees diagnosed with schizophrenia were less likely to
claim amnesia than those without this diagnosis (v2 = 6.04, df = 1,
p = 0.014). Of 15 defendants so diagnosed, only two claimed
offense amnesia. Moreover, the correlation between schizophrenia
and proximal substance use was near zero. Thus, the inverse rela-
tionship between schizophrenia and amnesia was not mediated by
an absence of substance use in this diagnostic group; in fact, proxi-
mal substance use was present in 40% of the examinees with
schizophrenia. About a third of them were drinking at the time of
the offense, and only one of these claimed amnesia. There was a
similar trend toward inverse association between offense amnesia
and psychotic diagnoses in general. However, this trend did not
achieve statistical significance and was likely due to the high corre-
lation between psychotic diagnosis and schizophrenia. Of 23 defen-
dants with psychotic diagnoses, 15 (65%) were diagnosed with
schizophrenia.

With respect to age, the group of examinees who claimed amne-
sia was evenly distributed across a range of 19–44 years. In terms
of discharge diagnosis, this group of defendants was dominated by
mood disorder, subnormal intellectual functioning, and substance
use disorders: 53% (11 ⁄21) of examinees claiming amnesia had a
mood disorder diagnosis, 67% (14 ⁄21) had a substance use disorder
diagnosis, and 53% (11 ⁄21) had a diagnosis of borderline intellec-
tual functioning or mental retardation. Similarly, substance use at
the time of the crime was prominent in conjunction with these clin-
ical diagnoses; 86% (18 of 21) of amnesic defendants had a mood
disorder diagnosis or proximal substance use, or both (seven of 21
had both), whereas only three out of 21 (14%) of the amnesic
patients had neither problem; 76% of amnesic patients had subnor-
mal intellectual functioning or proximal substance abuse, or both
(nine of them had both), whereas only five of 21 (24%) had neither
problem. There were 12 cases that lacked all three of these fea-
tures, and only one of these cases claimed amnesia. By compari-
son, there were six examinees in whom all three of these features
were present, and five of the six claimed amnesia.

The relationship between malingering and amnesia was nonsig-
nificant—v2 = 2.06, df = 1, p = 0.15. To further examine the possi-
ble effect of malingering on other significant relationships, we
removed the eight subjects with a malingering diagnosis (leaving

n = 45) and re-analyzed the data. The relationship between amnesia
and proximal substance use remained evident (v2 = 8.01, df = 1,
p = 0.005), as did the negative relationship between amnesia and
schizophrenia (v2 = 4.01, df = 1, p = 0.045).

Discussion

Reconciling this study with past research focuses the problem of
defining ‘‘amnesia’’ for empirical study. We chose to operationalize
amnesia as a claim by the offender of no memory at all for the
criminal act itself, regardless of memory for events immediately
before or after the crime. However, other investigators have recog-
nized memory impairment in different degrees, differentiable by
the presence of memory for events before and after the criminal
act (considered by some a partial, but not full, amnesia) and
whether memory for the act itself is described as completely absent
versus ‘‘partial’’ or ‘‘hazy’’ (1,2,34). Thus, it is possible that we
omitted cases of incomplete amnesia that other researchers might
have included as positive cases, while including cases that others
would regard as ‘‘partial’’ amnesia cases.

The prevalence of the malingering diagnosis in our sample was
in line with suspected base rates in populations of criminal exami-
nees, that is, about 10–20% (7). However, malingering was not reli-
ably associated with offense amnesia. Hence, malingering as
diagnosed by general clinical criteria may not be particularly useful
in identifying specific claims of offense amnesia. Formal tests of
malingering specific to the memory sphere may improve identifica-
tion of malingering with respect to offense recall (9,35,36).

Like other researchers, we found that ingestion of alcohol and
other drugs was prevalent among examinees who claimed offense
amnesia. Out of all the variables we examined, the association
between substance use and amnesia was the strongest, and alcohol
was the most commonly used substance. Succinctly stated, about
two out of three of our subjects who claimed amnesia reported
substance use proximal to the offense, and about two out of three
subjects who did not claim amnesia did not report proximal sub-
stance use.

The validity of claims of alcohol-induced amnesia—i.e., alcohol
blackout—or of offense amnesia due to other substances besides
alcohol, has been a point of controversy in the literature on offense
amnesia. Moskowitz and others (8,37) adopt the view that alcohol
blackout does not account for offense amnesia because a person in
a blackout state would be too intoxicated to engage in complex
behavior; however, Goodwin (16) and White et al. (16,21,38) argue
otherwise. Examples of amnesia for complex behavior from studies
of drugs besides alcohol include the Daderman et al. (39,40) docu-
mented cases of complex violent acts under the influence of
Rohypnol, with no evident later memory for the behavior.

Consideration of factors contributing to offense amnesia is fur-
ther complicated by suggestions that dissociative processes come
into play. Some authorities have assigned a role to dissociative
mechanisms in impairment of offense memory and have suggested
that such mechanisms may result from high emotional arousal or
from trauma experienced by the offender in the context of the
offense (1,6,8). With relevance to this study, it has been suggested
that substance use may foster a state of dissociation that leads to
amnesia (8,18). Cooper et al. (19) presented data showing higher
reports of state dissociation at the time of the offense among
offenders who claimed amnesia. There was, however, a high fre-
quency of intoxication among amnesic subjects, and higher reports
of state dissociation among those who had been intoxicated. Our
own position is that memory blackouts due to ingestion of alcohol
and certain drugs are a real phenomenon with a reasonably well
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understood physiological substrate (15,21), and possibly a genetic
susceptibility (41). Complex behavior does occur during blackouts.
Amnesia due to blackouts should be considered a form of organic
amnesia (9) and to adduce the concept of dissociation to explain
memory effects associated with alcohol or drug use is unparsimoni-
ous and may lead to needless confusion.

Evans (1) has criticized a reliance on self-report as a ‘‘measure’’
of intoxication at the time of the offense. We attempted to
improve on self-report by means of corroborating informants.
Beyond this, it is unclear whether indices like blood alcohol con-
tent (BAC) would be of much additional benefit. BAC is imper-
fectly related to blackouts (20,22). Moreover, there is evidence
that blackouts are more likely with concurrent use of alcohol and
other substances. Benzodiazepines in particular are suspect, but
other substances, e.g., marijuana, may have combinatory or syner-
gistic effects with alcohol as well (21). Furthermore, observer
reports would mean little, because in many respects, a person in a
blackout can appear normal. Because a blackout state may not be
evident to the external observer (17,42,43), first-response criminal
investigators may collect few observations about a defendant’s
state of intoxication even when the offender is arrested soon after
the offense. At the same time, the detainee may lack insight
regarding degree of cognitive impairment when in a state of intox-
ication, although he or she may later recognize a memory gap
(17,44).

Controversies about the validity of blackout claims intersect
with forensic questions. Although claims of inability to remember
the offense are rarely beneficial, offenders may nevertheless issue
such claims for strategic purposes, perhaps because they wrongly
believe that doing so will help them in court (4,5,7,45). Merckel-
bach and Christianson (7) describe several self-serving motives for
claiming amnesia aside from circumscribed issues of insanity or
diminished capacity. Additionally, at least one authority has
observed that it is difficult to assess intent relative to acts that are
submerged in amnesia and has argued that a blackout is a state
of ‘‘absence of mind’’ that the law should recognize as exculpa-
tory (much like an ‘‘automatism’’) in instances when the blackout
was the unanticipated result of social drinking (46). To gain per-
spective on amnesia claims, it is important to note that past
research has not focused exclusively on pretrial detainees as we
did. For example, Pyszora et al. (2) studied postconviction inmates
who were serving life sentences. Nearly a third of their sample
initially reported they were amnesic, and over 40% of those con-
tinued to claim complete lack of offense memory 3 years beyond
conviction.

This study suffers from the same weaknesses as any retrospec-
tive characterization of a clinical sample; in particular, any evi-
dent association in the data is subject to cross-validation in other
samples. Nevertheless, we were struck by the finding that amnesia
claims were so uncommon among examinees with schizophrenia,
or with psychotic disorders in general. We suspect that these data
reflect two prominent reasons for referral for forensic psychiatric
evaluation, whereby defendants are referred for evaluation either
because they appear to have psychotic features or because they
claim amnesia for the offense (perhaps in the presence of other
identifiable, but nonpsychotic, mental health problems). It has
been shown that defendants with a psychotic disorder are much
more likely to be referred for pretrial evaluation of competence
(47). At the same time, there is parallel evidence that a claim of
offense amnesia is also likely to trigger referrals for mental exam-
ination (2,7).

This study found no evidence that psychotic disorder in general,
or schizophrenia in particular, confers a higher likelihood of offense

amnesia. It appears that among pretrial examinees there may be
only limited overlap between those patients with psychotic features
and those who deny memory for their offense. We maintain that
substance use around the time of an offense, and in some cases
clumsy attempts at malingering, probably account for the great
majority of amnesia claims (though not all), and that both these
features should be considered in the course of the examination
before alternative explanations are sought.
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