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ABSTRACT
Two landmark Supreme Court cases, Riggins v. Nevada (1992) and Sell v. United States
(2003), examined whether defendants with mental illness can be involuntarily medicated to
facilitate their competence to proceed. Both cases raised the same question: Does medicating a
defendant (by either removing clinical symptoms or by producing a sedated, emotionless
appearance) prejudice future jurists? Furthermore, would the knowledge of medication
compliance or noncompliance itself affect jurist perceptions? To address both questions, an
online, census-matched mock juror sample read randomized vignettes to assess whether a
defendant’s in-trial symptom presentation (i.e., psychotic v. blunted v. neutral) and medication
compliance (i.e., compliant v. noncompliant v. compliance not mentioned) influenced insanity
verdicts. Regression analyses indicated defendants with psychotic and blunted clinical
presentations were less likely than defendants with neutral clinical presentations to be perceived
as able to conform their conduct to the law. Medication compliance was not a significant
predictor. Results suggest the inclusion of a volitional component in the definition of insanity
renders defendant in-trial clinical presentation more influential. It follows that defendants in the
relatively few jurisdictions with such a component have a vested interest in appearing psychotic
(a presentation often removed by psychotropic medication) or with a blunted affect (a
presentation often induced by it). In the wake of recent influential rulings on the matter (e.g.,
Kahler v. Kansas, 2020), these findings signify the importance of policy decisions related to
jurisdictional insanity statutes, with implications for both defendant legal strategy and judges’
decisions regarding medication over objection.
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INTRODUCTION
Juror decision-making has remarkable implications for litigants, defendants, victims, and
their communities, as well as the criminal justice system at large. These consequences are
particularly serious in criminal jury trials, when defendants’ freedoms (and sometimes, their
lives) rest in a jury’s hands. In this context, a juror’s task is clear: to serve as an unbiased trier of
fact. However, a robust literature indicates that juror bias is quite common. In a criminal case,
what exactly influences juror judgments, and why?
Social scientists have systematically explored juror decision-making since the 1950s
(Devine et al., 2001). A 2014 meta-analysis (Devine & Caughlin) focused on the characteristics
of key trial participants (e.g., defendants and actual and/or mock jurors), distilling all such
research up to 2012. The authors identified individual jurors’ attributes that can influence their
legal decision-making. For example, jurors high in legal authoritarianism (i.e., a tendency to side
with authority and dole out punishment) are significantly more likely to render guilty verdicts.
Results revealed that defendants’ traits are similarly prudent; jurors are significantly more likely
to find defendants with lengthy criminal histories guilty rather than innocent, even when all other
components of a trial are equal. Defendants’ outward attributes (e.g., race, gender, and physical
attractiveness) can also be impactful. For instance, jurors are more prone to render favorable
verdicts when they belong to the same racial group as the defendant (Devine & Caughlin, 2014).
In contrast to these static attributes are dynamic observable traits such as body language,
demeanor, and facial expression. These visible and sometimes nuanced characteristics make up a
substantial portion of how defendants present themselves and how jurors perceive them. For
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example, evidence shows that jurors respond less favorably to defendants who demonstrate a
blunted affect or a lack of emotional expression (Heath et al., 2004; Salekin et al., 1995).
Researchers have surmised that jurors equate lack of emotionality with lack of remorse and/or
psychopathy, which in turn facilitates guilty verdicts (Heath et al., 2004; Robinson et al., 1994).
If defendant emotional state impacts juror decision-making, it follows that defendant mental
health functioning—which underlies emotional state—may also have an impact. Consider severe
and persistent mental disorders such as schizophrenia, which can be characterized by unkempt
appearance, disorganized speech or behavior, inappropriate or flat affect, abnormal eye or body
movements, and slack or guarded body language (Diagnostic and statistical manual of mental
disorders: DSM-5, 2013). Given the relatively high proportion of individuals with mental illness
who are justice-involved (Lamb & Weinberger, 1998), research examining defendants’ mental
health as it relates to juror perceptions is warranted.
Laypersons often associate psychosis with violence and dangerousness (Douglas et al.,
2009), and potential jurors can confuse psychosis with psychopathy (Smith et al., 2014), a
previously mentioned predictor of guilty verdicts. Yet, a recent meta-analysis found that
defendants with psychotic-spectrum disorders “have roughly 9 times the odds of being classified
insane” by evaluators and jurists (Kois & Chauhan, 2018). This finding has been replicated in
mock jury cases, in that mock jurors were more likely to acquit when they perceived the
defendant’s presentation as “psychotic” (Whittemore & Ogloff, 1995). Thus, outward symptoms
associated with psychosis appear to mitigate defendants’ criminal responsibility in some way. In
their discussion, Whittemore and Ogloff acknowledged that in-trial symptom presentation can
seem tied to criminal responsibility; however, they warned that jurist reliance upon in-trial
clinical presentation as an indicator of mental state at the time of the offense will lead to
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misapplication of legal standards and erroneous verdicts. This flawed association is largely due
to the considerable time (and perhaps clinical improvement or deterioration) that passes between
an alleged crime and its trial.
Whittemore and Ogloff (1995) reported a number of study limitations. Mock jurors
frequently used the term “psychotic” improperly (e.g., mislabeling a symptom-free condition as
psychotic). The authors attributed this to their study’s vignettes, suggesting they provided
insufficient descriptions of mental state. Further, the study was based on Canadian legal
standards with a Canadian student sample; it is unclear if these findings generalize to an
American jury pool. Each defendant has a unique set of characteristics (including clinical
presentation) with the potential to influence a jury. There may be more fine-grained mechanisms
that further explain how psychosis relates to criminal responsibility.
Closely related to defendants’ symptom presentation is whether they take psychotropic
medication as prescribed. Atypical antipsychotics are the most common means of treating
psychotic-spectrum disorders in pre-trial defendants (Heilbrun & King, 2017). However,
defendants may decline medication for multiple reasons, such as a belief that they do not have a
mental illness, and therefore would not benefit from medication; out of paranoia (e.g., a belief
medication is poison); or to avoid uncomfortable side effects, such as blunted affect, drowsiness,
abnormal muscle movements, and an overall sedated presentation.
Although defendants’ medication noncompliance at the time of the offense is not
associated with criminal responsibility clinical opinions (Chauhan et al., 2015), research is
inconsistent regarding whether medication noncompliance at the time of an offense impacts
laypersons’ perceptions. Parrott et al. (2018) conducted a mixed-methods experimental study on
the matter. Among their quantitative data, medication noncompliance predicted greater blame in
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a mock insanity trial, but only in conditions with accompanying expert testimony. Mitchell
(2003) discovered an opposite effect: Mock defendants with schizophrenia who did not believe
they had a mental illness and therefore declined medication were more likely to be found Not
Guilty by Reason of Insanity (NGRI). Finkel and Slobogin (1995) determined mock jurors
without instructions were more likely to render guilty verdicts when defendants declined
treatment prior to the offense; however, there was no such effect when mock jurors were
provided traditional instructions (i.e., the American Law Institute [ALI] and Insanity Defense
Reform ACT [IDRA] standards) to guide their responses. The authors argued traditional
standards may lead jurors to put aside defendants’ actions leading up to the instant offense when
offering verdicts. Other research found no effect of treatment compliance (Jung, 2015). Given
some methodological differences and conflicting research, it is unclear how exactly a jury would
respond given an insanity defendant who declined medication. Even less clear is how a jury
would respond to an insanity defendant who was medicated by the courts against his or her
wishes. This lack of clarity is juxtaposed against strong, empirically supported predictors; for
example, research consistently indicates that attitudes about the insanity defense are the strongest
predictor of insanity verdicts (Skeem et al., 2004; Louden & Skeem, 2007; Vitacco et al., 2009).
Blameworthiness and Meta-Responsibility
It is worth further asking why defendant psychopathology, symptom presentation, and
medication compliance affect juror decision-making at all. For some, these concepts are related
to the legal notion of “blameworthiness,” or a person’s degree of culpability for harmful or
potentially harmful acts. Blameworthiness can be thought of as responsibility, which, in a
psycholegal context, is quite similar to criminal responsibility. Situational factors can either
encourage (i.e., add on) or mitigate (i.e., take away) blameworthiness (Alicke, 2000). For
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instance, as previously stated, defendant criminal history predicts juror decision-making. A
lengthy criminal history encourages blame, while a lack of criminal history mitigates it (Devine
& Caughlin, 2014).
In some cases, jurors see mental illness as a mitigating factor that renders a defendant less
blameworthy. For example, Barnett et al. (2007) found that, when considering biopsychosocial
mitigating evidence in a capital case, undergraduate mock jurors were most likely to render
lenient sentences when a defendant had an intellectual disability or a mental illness. Lessening of
blame is likely due to perceptions that these individuals lack personal control over their
illness(es) (Alicke, 2000). Though helpful in some contexts, this perceived lack of control may
simultaneously reinforce stigma and misinformation surrounding serious mental illness. Such
stigmatic beliefs include one outlined by Douglas et al. (2009): That psychotic individuals are
necessarily violent. So, while jurors may not perceive defendants with psychosis as inherently
blameworthy, they may nonetheless perceive them as a danger to society.
Jurors may find defendants with mental illness blameworthy for other reasons. Research
has explored the impact of mental illness “meta-responsibility” (i.e., the idea that individuals can
be responsible, in part or in full, for their own illnesses). Meta-responsibility is related to factors
such as treatment adherence (Mitchell, 1999). Recall that, at least in some cases (Finkle &
Slobogin, 1995; Parrott et al., 2018), medication noncompliance is associated with guilty verdicts
in a mock insanity trial. This relationship could partially be attributed to jurors’ perceptions of
defendants’ meta-responsibility. Consider, for example, individuals with psychotic mental
illnesses whose symptoms are well-managed with prescribed medications. Medication
noncompliance could encourage active psychosis. If such individuals refrain from medications
and psychotic symptom onset partially or fully facilitates their criminal behavior, they may be
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considered blameworthy (i.e., meta-responsible) by having made that initial choice to forgo
medication, regardless of their mental state at the time of the offense. At the same time, jurors
may interpret the decision to not take medication as an indication that the defendant’s mental
illness is too severe to render him or her blameworthy. Put differently, if, due to mental illness, a
defendant is too impaired to take medication, he or she might be perceived as too impaired to be
blameworthy. While serious mental illness can mitigate blameworthiness, not responding to
one’s illness in ways that a jury deems “responsible” can encourage it.
It is established that jurors associate personal control and meta-responsibility with
blameworthiness; however, it is still unknown how jurors would distribute blame in cases
involving defendant mental illness and treatment noncompliance at the time of a criminal trial.
The pressing need for such data is particularly illustrated by two United States Supreme Court
(USSC) cases, both of which explore the issue of involuntarily medicating defendants for the
purpose of rendering them competent to proceed to trial (CTP).
Case Law: Involuntary Medication in CTP
In Riggins v. Nevada (1992), David Riggins, a pre-trial defendant with a history of
psychotic symptoms, was ordered to take antipsychotic medication against his will because not
doing so could make him incompetent to proceed. He pled NGRI and was subsequently
convicted and sentenced to death. On appeal, his defense argued that involuntary medication had
denied him the right to demonstrate his “true mental condition” (i.e., his psychotic symptom
presentation) to the jury. Riggins also argued that the sedating side effects of the antipsychotic
medication could have affected his outward appearance, biasing the jury during sentencing. The
USSC agreed with this argument. Justice Anthony Kennedy’s concurring judgment referenced
the American Psychiatric Association’s amicus brief, quoting “By administering medication, the
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State may be creating a prejudicial negative demeanor in the defendant—making him look
nervous and restless, for example, or so calm or sedated as to appear bored, cold, unfeeling, and
unresponsive” (Brief for American Psychiatric Association as Amici Curiae, 1992). Thus,
according to the USSC, involuntary administration of medication must not affect defendants’
“behavior and demeanor.” For these and other reasons, Riggins’ conviction was reversed.
Similar concerns were raised in the 2003 case of Sell v. United States. After years of
psychotic symptoms, the defendant, Charles Sell, was involuntarily administered antipsychotic
medication for the purpose of rendering him CTP. Sell appealed this decision to the USSC,
arguing that his involuntary medication was an infringement upon his Constitutional liberties,
including the right to present his true, non-medicated demeanor to a jury. Writing for the
majority opinion, Justice Stephen Breyer stated that the government’s interest in involuntary
medicating a defendant must be weighed against the potentially sedating effects of that
substance, as these effects can impair the defendant’s ability to express emotions and rapidly
react to trial developments, which could, in turn, bias a jury. Including this and several other
factors, the USSC wrote a comprehensive list of standards that trial courts must meet before
involuntarily medicating a defendant.1
The arguments outlined in Riggins and Sell are compelling, but they are not yet supported
by research. If Riggins had been allowed to remain unmedicated, would he have exhibited a
psychotic presentation that would have had a mitigating effect on jurors? Or would the fact that
he declined medication render him blameworthy for his own illness and therefore criminally
responsible? If Sell had moved forward with a jury trial, would jurors have responded

1

The USSC indicated involuntary medication for CTP is only acceptable when medication is likely to lead to CTP,
medication is unlikely to have negative effects that infringe upon the defendant’s rights, medication is medically
appropriate, there are not less intrusive alternatives likely to achieve CTP, and the government has a vested interest
in the case (Heilbrun & King, 2017).

7

unfavorably to Sell’s medicated demeanor? And, if Sell had elected to take medication himself,
would knowledge of this treatment compliance have a mitigating effect? Research inspecting
defendants’ clinical presentations and medication compliance could provide clarification.
Elucidating these juror biases would likely have numerous implications, including assisting
attorneys in developing trial strategy as well as providing a clearer picture of the legal
consequences of involuntary medication.
The Current Study
This project explored whether defendants’ in-trial clinical presentation and medication
compliance influence mock jurors’ insanity verdicts by means of a 3 (psychotic, blunted, and
neutral presentations) x 3 (involuntarily medicated, voluntarily medicated, and no mention of
medication compliance) experimental design. A main effect for clinical presentation was
hypothesized, in that mock jurors would be more likely to find defendants with psychotic
presentations NGRI and less likely to find defendants with blunted demeanors NGRI. A main
effect for medication compliance was also anticipated, in that jurors would be more likely to find
defendants who were medication compliant NGRI and less likely to find defendants who were
medication noncompliant NGRI.
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METHOD
Participants
Study participants were recruited online via Cloud Research’s Prime Panels software.
Recent research indicates Prime Panels is a promising alternative to other popular online
participant sourcing tools, as it allows researchers to collect more diverse samples than on
crowdsourcing sites such as Amazon Mechanical Turk (MTurk). Developed specifically for
human research purposes, Prime Panels also includes screening measures to combat non-human
and/or random responding, another common pitfall of MTurk (Chandler et al., 2019). In addition,
Prime Panels allows researchers to “reject” and replace 30 to 50% of participants for any reason;
this option assists researchers who have reason to suspect a participant’s response quality.
Participants from Prime Panels were stratified according to the 2010 United States
Census in terms of age, gender, race, and ethnicity, and all were living in the United States. It is
worth noting, of course, that the demographic makeup of the average jury does not match the
demographic makeup of the United States at large; for example, juries tend to be
disproportionately whiter (Joshi & Kline, 2015) than the actual population. Still, as written in the
Constitution and confirmed in subsequent USSC cases (e.g., Batson v. Kentucky in 1986), courts
should strive towards composing a representative “jury of peers,” even if this goal is, regrettably,
not always achieved.
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Measures
Demographic Questionnaire
Participants answered six questions, including their age, gender, race, ethnicity, and
education. Participants also indicated if they had previously served on a jury (see Appendix B).
Verdict Questionnaire
Modeled after mock jury research by Louden and Skeem (2007), the verdict
questionnaire consisted of seven questions (see Appendix C). The first question assessed the
likelihood that a participant would return an NGRI verdict on a continuous scale of 1 to 100 (0 =
Completely unlikely, 50 = Can't decide, 100 = Completely likely). The second question called for
a dichotomous verdict: guilty or NGRI.
The next three questions in the verdict questionnaire asked how strongly the defendant
embodied three components of the ALI definition of insanity. These questions were answered on
four-point Likert scales: “At the time of the crime, did Mr. Smith know the nature and quality of
the criminal act?” (He had no, little, some, or complete knowledge of the nature and quality of
the criminal act); “At the time of the crime, did Mr. Smith know the wrongfulness of the
criminal act?” (He had no, little, some, or complete knowledge of the wrongfulness of the
criminal act); “At the time of the crime, could Mr. Smith conform his conduct to the
requirements of the law?” (He had no, little, some, or complete ability to conform his conduct to
the requirements of the law).
The final two questions in the verdict questionnaire asked about participants’ perceptions
of the defendant’s mental illness (or lack thereof). Participants rated their agreement with the
following statements on a four-point Likert scale: “At the time of the crime, Mr. Smith was
suffering from a mental disease or defect” (Strongly Disagree, Disagree, Agree, Strongly Agree)

10

and “At the time of the trial, Mr. Smith was suffering from a mental disease or defect” (Strongly
Disagree, Disagree, Agree, Strongly Agree).
Attention Check
The author included an attention check, in addition to Cloud Research’s screeners, in
order to ensure participants attended to the materials. This section included two multiple choice
questions: “How did Mr. Smith behave and/or appear during the trial?” and “Did Mr. Smith
agree to take his medication?” Item responses to these questions evolved between the initial pilot
phase of the study (see Appendix D) and its final iteration (see Appendix E).
Insanity Defense Attitude Scale-Revised
All study participants completed the Insanity Defense Attitude Scale-Revised (IDA-R;
Skeem, Louden, & Evans, 2004), a 19-item scale measuring attitudes towards the insanity
defense (see Appendix F). Skeem, Eno Louden, and Evans (2004) found the IDA-R possesses
adequate convergent and divergent validity as well as sufficient internal consistency. Studies
(Vitacco et al., 2009; Adjorlolo, Abdul-Nasiru, Chan, & Bentum, 2017) have found the IDA-R to
possess a Cronbach’s alpha of .80 or higher. Research further suggests the IDA-R is the best
predictor of insanity verdicts (Skeem et al., 2004; Vitacco et al., 2009). As such, IDA-R scores
were utilized as a covariate in order to make the experimental manipulation easier to isolate and
detect. Using the measure’s seven-point Likert scale of agreement (Strongly Disagree, Disagree,
Somewhat Disagree, Neither Agree nor Disagree, Somewhat Agree, Agree, Strongly Agree),
participants responded to IDA-R statements such as “We should punish people who commit
criminal acts, regardless of their degree of mental disturbance” and “The insanity defense
threatens public safety by telling criminals that they can get away with a crime if they come up
with a good story about why they did it.” Using directions provided by one of the measure’s
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authors (J. Eno Louden, personal communication, January 5, 2020), an IDA-R composite score
was calculated for each participant. IDA-R composite scores can range from 19 to 133, and
higher scores are indicative of a more negative view of the insanity defense.
Materials
Vignettes
Vignettes (see Appendices G-N) began by asking participants to imagine they were jurors
in a hypothetical murder trial. This case involved a defendant, Anthony Smith, accused of killing
a victim, Douglas Johnson. The vignette described strong evidence that Mr. Smith killed Mr.
Johnson, including a confession from Mr. Smith. Mr. Smith’s presentation at the time of the
alleged offense is described as disheveled, disorganized, and delusional (e.g., he told the police
that “brain waves” from the FBI instructed him to “eliminate” the victim). While this basic case
information remained the same across vignettes, they varied according to Mr. Smith’s in-trial
clinical presentation and medication compliance. Following the basic case information, Mr.
Smith was described as either psychotic, blunted, or neutral in appearance, affect, and behavior.
Vignettes also varied according to Mr. Smith’s medication compliance: he was either
involuntarily medicated, voluntarily medicated, or medicated without mention of compliance.
Jury Instructions
After each vignette, the following jury instructions were provided according to the
American Law Institute Model Penal Code (ALI) standard (see Appendix O): “A person is not
responsible for criminal conduct if at the time of such conduct as a result of mental disease or
defect he lacks substantial capacity either to appreciate the criminality of his conduct or to
conform his conduct to the requirements of the law.” The ALI standard was chosen over others
(e.g., the M’Naghten standard) due to its unique consideration of the ability to conform one’s
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conduct to the law, a legal principle of great relevance to this study’s theoretical underpinnings
of personal control and blameworthiness.
Procedure
After following the study link from Cloud Research, participants first completed
informed consent (see Appendix P) and the demographic questionnaire. Participants were then
randomized to one of the nine vignettes before completing the verdict questionnaire. Next,
participants completed the attention check followed by the IDA-R. On average, the study took
10.5 minutes to complete. Participants were reimbursed by Cloud Research after completing the
study. The author paid Cloud Research $2,000.74 in total (funded by a Student Grant-In-Aid
jointly provided by the American Psychology-Law Society and the MacArthur Foundation). The
amount of money given to each participant was determined by Cloud Research and was not
disclosed to the author.
Figure 1
Flow Chart of Procedure

Informed
Consent

Attention Check

Demographic
Questionnaire

Vignette

Verdict
Questionnaire

IDA-R

Analytic Plan
The author conducted a power analysis using GPower to determine the number of
participants needed to ensure adequate power. This analysis indicated a sample size of 536
would be required to detect a small-to-medium (i.e., f = 0.15) sized effect in a two-way analysis
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of covariance (ANCOVA) analysis with an interaction between clinical presentation and
medication compliance. The author requested a participant sample of at least 531 from Cloud
Research. This initial request was limited by budget restrictions, although the final sample size
was larger than requested due to overflow (as described below).
All of the 818 participants who began the survey completed it. Of these, 256 (or 31.3%)
did not pass both attention check questions and were removed from the sample. Cloud Research
replaced each failed participant with another participant who passed the attention check until the
quota (i.e., 531) was reached. However, due to their complex online panel strategy, Cloud
Research typically collects more participants than requested, described as “overflow,” free of
charge. Because of overflow, the final sample size was 562.
The author analyzed data in SPSS v26. The author assessed responses to the demographic
questionnaire using simple descriptive statistics (i.e., averages and frequencies). Responses to the
verdict questionnaire required more complex analyses, all of which utilized the IDA-R as a
covariate. A 3x3 factorial ANCOVA assessed for participants’ likelihood to render an NGRI
verdict on a scale from 1 to 100. A binomial logistical regression analyzed replies to the one
dichotomous question (i.e., “Would you find the defendant guilty or NGRI?”). Ordinal
regression analyses assessed the verdict questionnaire’s remaining five questions, all of which
had been answered according to a four-point Likert scale. With seven total analyses, the author
wanted to address the risk for family wise error. Given the use of seven different analyses, the
author chose to utilize a conservative Bonferroni correction (Haynes, 2013), identifying p =
.05/7 = .007 as the significance level and focusing on effect size.
With respect to the current study’s focus on effect size, several points are worth noting.
Of course, drawing individual conclusions from non-significant data would be tenuous.
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Upholding predetermined p values is crucial in the ethical collection of integrous data. However,
this is not to say non-significant findings are completely void of interpretive value. A thoughtful
comparison of effect sizes can illustrate potential trends and patterns in data that cannot be
captured with significance testing alone. As such, the current study considers effect size even
when the threshold of significance has not been met; these findings should be interpreted from a
cautious vantage point and with sufficient understanding of these nuanced distinctions.
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RESULTS
Pilot Study: Undergraduate Sample
The author conducted a pilot study using a sample of undergraduate students from a large
university in the southeast United States. These students received course credit for their
participation due to their enrollment in a Psychology 101 course. Of this sample, 73.3% of
participants were female, 80% were white, and the average age was 18.76. In the pilot study
survey, 408 participants began it, and 403 of them completed it. However, only 221 participants
passed both attention check questions (103 participants incorrectly reported the defendant’s
clinical presentation, and 135 incorrectly reported the defendant’s medication compliance).
Despite being underpowered, the pilot produced a few significant findings at p < .007.
The covariate, IDA-R scores, was a significant predictor at p < .003 in one analysis (i.e., the
analysis of perceptions of defendant mental illness at the time of the trial) and at p < .001 in the
six other analyses. Also, within the analysis of perceptions of defendant mental illness at the time
of the trial, clinical presentation was a statistically significant predictor, x2 (2) = 28.91, p < .001.
Participants in the psychotic condition were 6.00 times more like than those in the neutral
condition to perceive the defendant as having a mental disease or defect at the time of the trial, x2
(1) = 28.83, p < .001, Confidence Interval (CI) = [3.12, 11.55].
In response to nearly half of the sample failing the attention check, slight edits were made
to the survey. The author made the base of the vignettes (i.e., content that was identical across
conditions) slightly shorter and the manipulated portions of the vignette (i.e., the content that
differed across conditions) slightly longer. In addition, the author changed survey formatting so
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that the vignettes were broken into several shorter components across multiple pages rather than
one long component on a single page. Finally, the author edited the original attention check
questions (Appendix B), rendering the response items slightly shorter and with simpler language
(Appendix C).
Preliminary Analyses
To determine if the study’s results were confounded with attitudes towards the insanity
defense across conditions, the author tested whether IDA-R scores significantly differed across
the nine experimental cells via a two-way analysis of variance (ANOVA). Using the chosen
significance value of .007, there were no significant differences in IDA-R scores across the cells
according to either clinical presentation, F(2, 559) = 1.42, p = .24, medication compliance F(2,
559) = 0.52, p = .59, or the interaction between the two, F(4, 553) = 2.46, p = .05.
Demographic Analyses
Our average participant was 49.02 years old (SD = 17.75). In terms of gender identity,
56.4% of participants were women, 42.9% were men, 0.5% were gender non-conforming, and
0.2% were transgender male. Participants’ racial identities (of which they could endorse
multiple) were as follows: 78.8% white; 11.4% black or African American; 5.2% American
Indian or Alaska Native; 4.1% Asian; 2.7% other race; and 0.2% Native Hawaiian or Pacific
Islander. The majority (90.4%) of participants identified as Non-Hispanic, with 9.6% endorsing
Hispanic ethnicity. Highest level of education responses were as follows: 2.8% some high
school; 18.5% high school degree; 29.9% some college; 32.2% college degree; 3.6% some
graduate school; and 13% graduate degree. Finally, 30.6% of the sample had served on a jury,
and 69.4% had not.
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Primary Analyses
Assumption Testing
In the 3x3 ANCOVA (see Table A1), the assumptions of linearity, homogeneity of
regression slopes, homoscedasticity, and homogeneity of variances were met. There was a linear
relationship between attitudes towards the insanity defense and likelihood to render an NGRI
verdict for each condition, as assessed by visual inspection of a scatterplot. There was
homogeneity of regression slopes as determined by a comparison between the two-way
ANCOVA model with and without interaction terms, F(8, 544) = 1.12, p = .35. There was
homoscedasticity within each combination of groups of the two independent variables, as
assessed by visual inspection of the studentized residuals plotted against the predicted values for
each group. There was homogeneity of variances, as assessed by Levene's test of homogeneity of
variance (p = .32).
However, according to the Shapiro–Wilk test, studentized residuals were not normally
distributed in two of the nine conditions (i.e., the condition with a psychotic and noncompliant
defendant as well as the one with a blunted and compliant defendant). Such a violation of the
assumption of normality might indicate the data is skewed or otherwise non-normatively
distributed. However, two-way ANCOVAs tend to be relatively robust to such violations,
particularly with large, balanced groups such as those in this study (Rheinheimer & Penfield,
2001). As such, the author proceeded with the analysis with the knowledge that the type I error
rate might be inflated. Ultimately, however, concerns related to this inflation were minimal, as
the ANCOVA analysis suggested no significant differences in mean likelihood to find the
defendant NRGI due either to clinical presentation or to medication compliance.
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The six regression analyses also met test assumptions. In the binomial logistic regression
(see Table A2), linearity of the continuous variable (i.e., the covariate, attitudes towards the
insanity defense) with respect to the logit of the dependent variable was assessed via the BoxTidwell (1962) procedure. A Bonferroni correction was applied using all nine terms in the model
resulting in statistical significance being accepted when p < .0056 (Tabachnick & Fidell, 2014).
Based on this assessment, the continuous covariate was found to be linearly related to the logit of
the dependent variable. Finally, all five ordinal regression analyses (see Tables 1, 2, and A3 to
A5) met the assumption of proportional odds.
Covariate Effects
The covariate, IDA-R scores, was a clinically significant predictor at p < .001 in all seven
analyses. In addition, driven primarily or exclusively by the predictive utility of the IDA-R, all
seven analyses rendered a statistically significant overall model at p < .007. The higher a
participant’s IDA-R score (indicative of more negative attitudes towards the insanity defense),
the more likely that participant was to find the defendant guilty rather than NGRI (see Tables A1
and A2). The higher a participant’s IDA-R score, the more likely they were to believe that the
defendant knew the nature and quality of the criminal act (see Table A3), that the defendant
knew the wrongfulness of the criminal act (see Table A4), and that the defendant had the ability
to conform his conduct to the law (see Table 1). The lower a participant’s IDA-R the more likely
they were to believe that the defendant was suffering from mental disease or defect at the time of
the crime (see Table 2) and at the time of the trial (See Table A4).
Main Effects and Interaction Effects
Clinical presentation was a statistically significant predictor in two of the seven primary
analyses. First, clinical presentation predicted the defendant’s ability to conform his conduct to
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the law (see Table 1). Participants in the blunted demeanor condition, χ²(1) = 7.35, OR = 0.58,
95% CI [.40, .86], p = .007, and the psychotic demeanor condition, χ²(1) = 7.89, OR = 0.57, 95%
CI [.39, .85], p = .005, were significantly less likely than those in the neutral demeanor condition
to deem the defendant able to conform his conduct to the law. Stated differently, defendants
exhibiting a neutral demeanor in trial were 1.75 times more likely than those with a psychotic
demeanor and 1.72 times more likely than those with a blunted demeanor to be perceived as able
to conform their conduct to the law.
Table 1
Ordinal Regression Analysis Examining Perception of Defendant Having the Ability to Conform
Conduct to the Law
Predictor

B (SE)
.06 (0.00)

Wald χ²
192.18
10.02
7.89
7.35
2.03
0.23
1.94

p
<.001*
.007*
.005*
.007*
.36
0.63
0.16

OR
1.06

95% CI
[1.05, 1.07]

IDA-R
Clinical Presentation
Psychotic a
-0.56 (0.20)
0.57
[0.39, 0.85]
a
Blunted
-0.54 (0.20)
0.58
[0.40, 0.86]
Medication Compliance
Compliant b
0.10 (0.20)
1.10
[0.74, 1.63]
Noncompliant b
0.27 (0.20)
1.32
[0.90, 1.93]
4.51
.34
Clinical Presentation x
Medication Compliance
Note. CI = Confidence Interval. OR = Odds Ratio. IDA-R = Insanity Defense Attitudes-Revised.
a

Neutral Demeanor is the reference category. b Medication Compliance Not Mentioned is the

reference category.
*p < .007
Secondly, clinical presentation significantly predicted participants’ opinions about the
defendant’s mental illness at the time of the trial (Table 2), χ² (2) = 61.27, p < .001. Participants
in the blunted demeanor condition, χ²(1) = 38.30, OR = 3.59, 95% CI [2.39, 5.38], p < .001, and
the psychotic demeanor condition, χ²(1) = 54.66, OR = 4.72, 95% CI [3.13, 7.13], p < .001, were
significantly more likely than those in the neutral demeanor condition to agree with the statement
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“At the time of the trial, Mr. Smith was suffering from a mental disease or defect.” Stated
differently, defendants with psychotic and blunted demeanors were 4.72 and 3.59 times more
likely, respectively, than those with neutral demeanors to be perceived as mentally ill at the time
of the trial. Clinical presentation was not a statistically significant predictor in the other five
analyses (see Tables A1 to A5).
Table 2
Ordinal Regression Analysis Examining Agreement with Defendant Having Mental Disease or
Defect at the Time of the Trial
Predictor

B (SE)
-0.04 (0.00)

Wald χ²
128.38
61.27
54.66
38.30
0.80
0.00
0.35
3.82

p
<.001*
<.001*
<.001*
<.001*
.45
.97
.56
.43

OR
0.96

95% CI
[0.95, 0.96]

IDA-R
Clinical Presentation
Psychotic a
1.55 (0.21)
4.72
[3.13, 7.13]
a
Blunted
1.28 (0.21)
3.59
[2.39, 5.38]
Medication Compliance
Compliant b
-0.01 (0.20)
0.99
[0.67, 1.48]
b
Noncompliant
-0.12 (0.20)
0.89
[0.60, 1.31]
Clinical Presentation x
Medication Compliance
Note. CI = Confidence Interval. OR = Odds Ratio. IDA-R = Insanity Defense Attitudes-Revised.
a

Neutral Demeanor is the reference category. b Medication Compliance Not Mentioned is the

reference category.
*p < .007
Medication compliance was not a statistically significant predictor in any of the current
study’s seven analyses (see Tables 1, 2, and A1 to A5). Specific contrasts between its conditions
(e.g., comparing the medication compliance condition to control) were also non-significant.
Finally, none of the analyses (see Tables 1, 2, and A1 to A5) rendered a statistically significant
interaction effect between clinical presentation and medication compliance. For ease of
comparison, significance levels (i.e., p values) and effect sizes from these primary analyses are
summarized in Tables 3 and 4, respectively.
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Table 3
Significance Levels (p-values) of Covariate, Independent Variables, and Their Interaction
Dependent Variable

IDA-R

Clinical
Presentation

<.001*
.56
Verdict (1-100)
<.001*
.06
Verdict (dichotomous)
<.001*
.25
Knowledge of Nature/Quality
<.001*
.10
Knowledge of Wrongfulness
<.001*
.007*
Ability to Conform Conduct
<.001*
.10
Mental Disease During Crime
<.001*
<.001*
Mental Disease During Trial
Note. IDA-R = Insanity Defense Attitudes-Revised.

*p < .007
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Medication
Compliance
.88
.71
.57
.01
.36
.81
.45

Interaction
.45
.63
.39
.78
.34
.31
.43

Table 4
Effect Sizes (i.e., Eta-squared Values and Odds Ratios) of Clinical Presentation and Medication
Compliance Variables
Clinical Presentation
Dependent Variable

Medication Compliance
NonCompliant
compliant

Psychotic

Blunted

η2

η2

η2

η2

.005

.003

.006

.002

OR
[LL, UL]

OR
[LL, UL]

OR
[LL, UL]

OR
[LL, UL]

1.83
[1.06, 3.14]

1.75
[1.01, 3.03]

0.81
[0.47, 1.40]

0.97
[0.57, 1.67]

Knowledge of Nature/Quality

0.74
[0.50, 1.08]

0.78
[0.53, 1.14]

1.05
[0.71, 1.54]

1.21
[0.83, 1.78]

Knowledge of Wrongfulness

0.73
[0.50, 1.08]

0.66
[0.45, 0.98]

0.86
[0.58, 1.26]

1.48
[1.01, 2.17]

Ability to Conform Conduct

0.57*
[0.39, 0.85]

0.58*
[0.40, 0.86]

1.10
[0.74, 1.63]

1.32
[0.90, 1.93]

Mental Disease During Crime

1.49
[1.00, 2.23]

1.43
[0.96, 2.14]

1.01
[0.67, 1.51]

0.90
[0.60, 1.34]

Mental Disease During Trial

4.72*
[3.13, 7.13]

3.59*
[2.39, 5.38]

0.99
[0.67, 1.48]

0.89
[0.60, 1.31]

Verdict (1-100)

Verdict (dichotomous)

Note. OR = Odds Ratio. LL = Lower Limit 95% Confidence Interval. UL = Upper Limit 95%
Confidence Interval.
*p < .007
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DISCUSSION
This is the first study to examine the impact of clinical symptoms (specifically, ones that
could reasonably be produced by a defendant’s use of or discontinuation of antipsychotic
medication) on mock juror perceptions of criminal responsibility. This study simultaneously
contributes to an inconclusive literature on medication compliance’s effect on perceptions of
criminal responsibility. Involuntary medication has broad implications for defendants’ personal
liberties as well as governments’ interests in prosecuting crimes. Case law suggests that courts
balance these conflicting values when determining the legality of involuntary medication.
However, without applicable research to consider, the court is at a disadvantage when trying to
fairly consider involuntary medication’s prejudicial impact (or lack thereof) on a future jury.
This research serves as an important first step in understanding whether and how much to
consider future juror bias in Sell hearings and in other CTP contexts.
Just as Riggins and Sell did, the author hypothesized that defendants with psychotic
presentations would be more likely to be found NGRI than guilty and that defendants with
blunted presentations would be more likely to be found guilty than NGRI. The author also
anticipated defendants in the psychotic condition would be perceived as more aligned with
components of the insanity defense (e.g., more unable to conform conduct to the law) than those
in the neutral condition, with the opposite true of defendants in the blunted condition. These
hypotheses were somewhat supported.
The author did not find that defendants were more likely to be found NGRI or guilty per
se, but did find that defendant presentation predicted a specific component of insanity:
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defendants exhibiting a neutral demeanor in trial were nearly 2 times more likely to be perceived
as able to conform their conduct to the law relative to defendants who had psychotic or blunted
demeanors. More predictably, defendants with psychotic and blunted demeanors were
approximately four times more likely to be perceived as mentally ill during trial. No other
analyses met our significance threshold of .007.
However, in terms of likelihood, defendants with blunted demeanors were more likely to
be perceived as knowledgeable about the criminal act in much the same way as they were more
likely to be perceived as able to conform their conduct to the law. Indeed, with respect to effect
size, our clinical presentation variable consistently trended so that psychotic and blunted
demeanors were predictive of NGRI verdicts. Recall that this study’s initial power analysis
assessed for a small-to-medium effect. It is possible that these trends depict merely small (rather
than small-to-medium) effects that were rendered insignificant due to insufficient power.
Despite similar effect sizes, it is worth asking why conforming conduct to the law might
be more sensitive to in-trial clinical presentation than to other components of the insanity
defense. One possibility is that, while the other components (i.e., knowledge of the crime’s
nature, quality, and wrongfulness) focus on largely internal processes, the ability to conform
one’s conduct is more external. Although there may be an internal decision-making process at
play, the resulting conduct itself tends to be observable. It seems likely that the defendant’s
inability to conform his conduct during trial (e.g., by laughing out of turn in the psychotic
condition or by not responding promptly to the judge in the blunted condition), as observed by a
juror, becomes conflated with a presumed lack of ability to conform conduct at the time of the
crime.
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The current findings appear to qualify previous research and writings on clinical
presentation and insanity verdicts. For example, while a defendant’s in-trial lack of emotionality
has been purported to make a defendant less sympathetic to a jury (Heath et al., 2004; Salekin et
al., 1995), the current study found the opposite, indicating there may be a more complex
mechanism at play. For instance, while a lack of emotionality alone may be damaging in the eyes
of a jurist, the addition of other symptoms (e.g., red or drooping eyes and speech delays) might
render this presentation mitigating instead. The distinction between previous research and this
study seems to lie in the difference between a simple absence of emotionality and the additional
presence of other symptoms typically consistent with a state of sedation.
Our second significant effect observed that defendants with blunted and psychotic
presentations had nearly 4 and 5 times the odds, respectively, than those with neutral demeanors,
to be perceived as mentally ill at the time of the trial. It appears that, in terms of impairment,
jurors did not distinguish impairment of a blunted affect from one characterized by more
stereotypical symptoms of mental illness (i.e., symptoms of psychosis). As such, a blunted affect
(at least in the way this project’s vignettes described it) is a mitigating rather than aggravating
factor when it comes to blameworthiness and perceptions of criminal responsibility.
Our medication compliance variable did not have a significant effect on any of the
dependent variables. Of course, ignoring such information is, from a legal perspective, a
desirable jurist response, given this topic’s irrelevancy to the true question of criminal
responsibility (which focuses on the time of the offense). This lack of significant effect does not
align with either of the competing theories posited by researchers (i.e., that noncompliance
renders a defendant more blameworthy or that noncompliance is associated with increased
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severity of mental illness). Potentially, both theories might be true, and their opposite directions
render any combined effect difficult to detect.
However, effect size again reveals a pattern not captured by p-values: Medication
noncompliance consistently trended towards greater likelihood of a guilty verdict, while
medication compliance exhibited no clear pattern. As posited previously, the study may have
been underpowered, obscuring trends in the data suggesting medication noncompliance was
indeed predictive of guilty verdicts and their individual components. This supports the theory
that defendants who refuse medication are considered more blameworthy (albeit to a relatively
small degree).
In the current study, the covariate, attitudes towards the insanity defense (as measured by
the IDA-R), served as the driving predictor across all of the analyses. It is worth noting that the
few significant effects of the clinical presentation independent variable were comparatively
smaller than the effects of participants’ attitudes toward the insanity defense. This finding is
consistent with years of research on juror decision making and the insanity defense. Attitudes
towards the insanity defense, an extra-legal factor contrary to the charge of being “unbiased
triers of fact,” nonetheless seems to influence jurors above and beyond any other variable.
Implications for Research
The results of this study support the continued consideration of attitudes towards the
insanity defense as a covariate in insanity research. The IDA-R was an efficient and empirically
supported means of doing so. Future research may wish to continue expanding upon the
underlying mechanisms and differences that characterize this strong effect. For example, does
internalized mental illness stigma (such as the common belief that people with psychosis are
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more violent [Douglas et al., 2009]) influence insanity defense attitudes? Its high stakes and wide
breadth make this a rich and impactful area of research.
The findings associated with the clinical presentation variable are compelling, although
questions still remain. For example, why did the blunted condition fall in the opposite direction
than was hypothesized? Did jurors simply equate this presentation with serious mental illness, or
could they have deemed it more similar to another disorder (e.g., intellectual disability)? Future
research may find it useful to explore the effects of these and other clinical presentations (e.g.,
mood, personality, or trauma disorder symptoms) on juror perceptions of insanity.
Specifically, it would be useful to replicate the current study while varying different
definitions of insanity (e.g., with a volitional prong versus without). Given the relative strength
of the volitional prong effect, the author believes such replications could show greater NGRI
verdicts for visibly symptomatic defendants when the insanity definition includes a volitional
prong. Of course, the author remains cautious in making this hypothesis, given previous
research’s suggestion (Finkel, 1991) that definitions of insanity do little to influence juror
verdicts. More generally, updated research regarding the relative importance of various
definitions of insanity would be prudent, especially considering the decades that have passed
since much of this research was published.
The current findings do not resolutely support the theory that jurists associate defendant
medication noncompliance with blameworthiness (although effect sizes suggest a possible trend
in this direction). The author wonders if the data might have been different if the study were to
include one or more conditions in which the defendant remained unmedicated (e.g., the
defendant declined medication and was able to remain unmedicated during trial). Doing so might
have emphasized the prominence of the defendant’s noncompliance by making it appear timelier
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and more relevant. This is particularly true if the defendant’s noncompliance were somehow tied
to the defendant’s psychopathological (i.e., psychotic or blunted) clinical presentation during
trial. However, it is worth noting that the ecological validity of this manipulation would be
limited—defendants who were clearly psychotic would likely be involuntarily medicated.
The psychotic condition in the current study may lack ecological validity for a similar
reason; defendants who are obviously experiencing active psychosis are likely to be found
incompetent to proceed with their case. However, several state courts have considered this to be
a salient issue, with New Hampshire’s Supreme Court ruling in 1978 (State v. Hayes) that
defendants have the right to demonstrate their unmedicated demeanor to a jury. As such, this
potential lack of ecological validity only applies in states with no legal consideration of such
purported rights.
In terms of methodology, this study supports the use of Cloud Research, a lesser known
alternative to other online participant sampling tools. Cloud Research allowed the author to
easily and cost effectively create a nationally representative sample. In addition, the quality of
participants was relatively high for online sampling tools, as Cloud Research institutes its own
attention screeners and researchers are able to reject and replace non-attending participants. This
study supports the use of Cloud Research’s Prime Panels tool as a promising resource for
research sampling.
This study collected a large amount of data, including a 19-item covariate measure and a
seven-question demographic questionnaire, much of which was only assessed insofar as to
answer the author’s primary research questions. Although outside of the scope of the current
paper, it is likely that analyzing such data would provide additional insight into how mock jurors
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render insanity verdicts. Future analyses of the data (e.g., exploring the covariance of prongs of
the insanity defense) might investigate these issues.
Implications for Practice
This study has numerous implications for defendants with mental illness and their
defense teams. Perhaps the most salient of these answers the exact questions that Sell and
Riggins raised: does clinical presentation during trial impact how jurors perceive a defendant’s
criminal responsibility? The current findings suggest this depends on whether or not the
applicable insanity defense has a volitional prong (i.e., whether it allows defendants to be
deemed insane due to inability to control their unlawful behavior). In the relatively few states
with one such definition, removing psychosis via antipsychotic medication does indeed appear to
put the defendant at a disadvantage. However, in contrast to the Sell and Riggins arguments, the
sedated state produced by such medication may actually be helpful. Recall that, in the Brief for
American Psychiatric Association as Amici Curiae (1992) in Riggins v. Nevada (1992), it was
argued that medication may create “a prejudicial negative demeanor in the defendant” including
one appearing “bored, cold, unfeeling, and unresponsive.” At least in this study’s depiction of
sedation, this did not prove to be the case.
It follows that the only problematic clinical presentation is a neutral (i.e., not visibly
mentally ill) one. This information would be useful for prosecutor and defense attorneys to
consider when creating trial strategy and for judges to consider when making the decision to
involuntarily medicate a defendant. In addition, these findings are of interests to state courts who
may, like New Hampshire (State v. Hayes, 1978), elect to adopt policies preserving defendants’
rights to demonstrate their unmedicated demeanor to a jury.
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In the majority of jurisdictions without a volitional prong in their insanity defense, the
current study suggests in-trial clinical presentation does not have a statistically significant impact
on juror perceptions. However, effect size comparisons suggest in-trial clinical presentation does
impact the cognitive prong, just to a lesser extent. Nevertheless, it is worth asking if jurors
actually consider insanity definitions at all when rendering their dichotomous verdicts, which
some previous research has suggested is not the case (Finkel, 1991). If insanity definitions are
indeed resolutely immaterial to jurors, this would may lessen the differential significance of the
current findings.
Regardless, these findings underscore the potential impact of policy on criminal
outcomes when a defendant has a severe mental illness. Just this year, a USSC ruling gave states
permission to abolish the insanity defense altogether (Kahler v. Kansas, 2020). Such a wide
breadth of freedom could very well lead to changes in insanity statutes across the country. Given
this changing landscape, researchers, legislatures, and legal professionals ought to consider how
juror perceptions can be affected by the ways that government bodies define and qualify criminal
responsibility, including distinctions between the cognitive and volitional prongs of insanity.
Strengths
Our study’s strengths include numerous efforts taken to improve internal validity.
Because it is a common pitfall in online studies, the author took multiple steps to ensure
participants attended to the materials appropriately. Cloud Research includes embedded
measures to screen for random responding and “bots”; the author also utilized a separate
attention check, allowing for the filtering out and replacing of participants who did not pass it. In
addition, there was a statistically significant effect of clinical presentation on perceptions that the
defendant was mentally ill at the time of the trial, which suggests that the vignettes portrayed
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defendant differences in demeanor as intended. The author minimized order effects by placing
the covariate measure (i.e., the IDA-R) after the verdict questionnaire. This study did not
randomize the order of the measures; this choice was made because the IDA-R is especially
likely to prime participants, as it requires them to explicitly express their own preexisting
attitudes. This study’s experimental design, which included a control group for each variable,
allowed us to easily isolate the effects of each of the conditions. Finally, the representative
sample, stratified according to several demographic variables, enhanced external validity,
improving the ability to generalize to an actual jury sample; this representative sample is an
improvement upon most previous mock jury vignette studies which tend to utilize undergraduate
student participants or non-stratified community members.
Limitations
Mock trial studies such as this one have frequently been used to explore the impact of
courtroom participant characteristics (Devine, 2014); nonetheless, these projects tend to lack
ecological validity, as it is nearly impossible to capture the complex process of a criminal trial in
a controlled, experimental environment. However, Bornstein (1999) meta-analyzed simulated
jury research published in Law and Human Behavior from 1977-1996 and found that mock
jurors and actual jurors produce patterns of results that are more similar than different. Though
considerations of ecological validity are warranted, these findings suggest the continued use of
mock jury methodology.
The current study’s a priori power analysis requested the required sample for a small-tomedium sized effect. Patterns in the data suggest the presence of effects in the data that were too
small for the analyses to identify. A larger sample size would have made these effects easier to
definitively detect or rule out.
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This project does not include a deliberation component in which participants discuss the
case with other mock jurors. In the future, it would be useful to expand the project to include
such processes. As previously stated, the impact of these main findings would be qualified by
additional research on the potential effects of various insanity definitions. Finally, the current
study’s method (i.e., Cloud Research’s Prime Panels) has relatively little research basis when
compared to other online sampling tools (e.g., MTurk). However, given Cloud Research’s
promise in the current study, the author hopes other research endeavors continue to explore and
validate this sampling tool.
Conclusion
Defendants with mental illness are increasingly justice involved, and the psycholegal
constructs of CTP and insanity are at the very core of how the American criminal justice system
adjudicates them. Involuntarily medicating a defendant deemed incompetent involves
consideration of both CTP and insanity, and it has significant physical, cognitive, and legal
consequences. The current study expands on these legal consequences, finding that insanity
defendants may have a vested interest in appearing psychotic during trial, an appearance that
court-ordered medication could very well remove. At the same time, a medication-induced
blunted appearance (which defendants in landmark USSC cases have sought to avoid) may
actually be just as helpful as a psychotic appearance. Though these extralegal factors are not
necessarily relevant to the legal question at hand, this research (and much more before it)
demonstrates that jurors consider it, nonetheless. These findings depend heavily on the insanity
definition applicable to each case; that is, they apply only when insanity definitions involve a
volitional prong in their definition. In these jurisdictions, courts should thoughtfully weigh this
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information, in addition to other Sell criteria, when deciding whether or not to involuntarily
medicate a defendant for the purpose of prosecuting them.
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APPENDIX A
Tables
Table A1
Two-Way Analysis of Covariance Examining Likelihood to Find the Defendant NRGI
Source

F ratio
206.27*
0.58

M (SD)

df
(1,561)
(2,559)

η2
.27
.00

IDA-R
Clinical Presentation
Psychotic Demeanor
58.8 (33.3)
Blunted Demeanor
60.9 (32.9)
Neutral Demeanor
55.7 (33.8)
Medication Compliance
0.13
(2,559)
.00
Compliant
57.8 (32.1)
Noncompliant
59.5 (34.2)
Compliance Not Mentioned
58.2 (33.9)
Clinical Presentation x
0.92
(4,553)
.01
Medication Compliance
Total
58.6 (33.3)
Note. Likelihood to render an NGRI verdict was assessed on a scale from 1 to 100 with 0 =
completely unlikely, 50 = can't decide, and 100 = completely likely. IDA-R = Insanity Defense
Attitudes-Revised.
*p < .007
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Table A2
Logistic Regression Analysis Examining Dichotomous Insanity Verdict Decisions
Predictor

B (SE)
-0.09 (0.01)

Wald χ²
140.31
5.72
4.74
3.94
0.68
0.56
0.01

p
<.001*
.06
.03
.05
.71
.43
.92

OR
0.92

95% CI
[0.91, 0.93]

IDA-R
Clinical Presentation
Psychotic Demeanor a
0.60 (0.28)
1.83
[1.06, 3.14]
Blunted Demeanor a
0.56 (0.28)
1.75
[1.01, 3.03]
Medication Compliance
Compliant b
-0.21 (0.28)
0.81
[0.47, 1.40]
b
Noncompliant
-0.03 (0.28)
0.97
[0.57, 1.67]
2.56
.63
Clinical Presentation x
Medication Compliance
Note. Insanity verdict decisions were assessed as dichotomy of Guilty or NGRI. IDA-R =
Insanity Defense Attitudes-Revised. CI = Confidence Interval. OR = Odds Ratio.
a

Neutral Demeanor is the reference category. b Medication Compliance Not Mentioned is the

reference category.
*p < .007
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Table A3
Ordinal Regression Analyses Examining Perception of Defendant Knowledge of the Nature and
Quality of the Criminal Act
p
OR
95% CI
Predictor
B (SE)
Wald χ²
IDA-R
0.05 (0.00) 171.93 <.001* 1.05
[1.05, 1.06]
Clinical Presentation
2.75
.25
a
Psychotic
-0.31 (0.20)
2.47
.12
0.74
[0.50, 1.08]
a
Blunted
-0.25 (0.20)
1.64
.20
0.78
[0.53, 1.14]
Medication Compliance
1.11
.57
Compliant b
0.05 (0.20)
0.05
.82
1.05
[0.71, 1.54]
b
Noncompliant
0.19 (0.19)
1.00
.32
1.21
[0.83, 1.78]
Clinical Presentation x
4.10
.39
Medication Compliance
Note. IDA-R = Insanity Defense Attitudes-Revised. CI = Confidence Interval. OR = Odds Ratio.
a

Neutral Demeanor is the reference category. b Medication Compliance Not Mentioned is the

reference category.
*p < .007
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Table A4
Ordinal Regression Analysis Examining Perception of Defendant Knowledge of Wrongfulness of
the Criminal Act
Predictor
B (SE)
Wald χ²
p
OR
95% CI
IDA-R
0.06 (0.00)
181.10 <.001* 1.06 [1.05, 1.07]
Clinical Presentation
4.68
.10
a
Psychotic
-0.31 (0.20)
2.53
.11
0.73 [0.50, 1.08]
a
Blunted
-0.41 (0.20)
4.34
.04
0.66 [0.45, 0.98]
Medication Compliance
8.58
.01
Compliant b
-0.16 (0.20)
0.62
.43
0.86 [0.58, 1.26]
b
Noncompliant
0.39 (0.20)
4.01
.05
1.48 [1.01, 2.17]
1.77
.78
Clinical Presentation x
Medication Compliance
Note. IDA-R = Insanity Defense Attitudes-Revised. CI = Confidence Interval. OR = Odds Ratio.
a

Neutral Demeanor is the reference category. b Medication Compliance Not Mentioned is the

reference category.
*p < .007
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Table A5
Ordinal Regression Analysis Examining Agreement with Defendant Having Mental Disease or
Defect at the Time of the Crime
Predictor
B (SE)
Wald χ²
p
OR
95% CI
IDA-R
-0.06 (0.00)
176.74 <.001* 0.95 [0.94, 0.95]
Clinical Presentation
4.56
.10
a
Psychotic
0.40 (0.21)
3.84
.05
1.49 [1.00, 2.23]
a
Blunted
0.36 (0.21)
3.02
.08
1.43 [0.96, 2.14]
Medication Compliance
0.42
.81
Compliant b
0.01 (0.21)
0.00
.97
1.01 [0.67, 1.51]
b
Noncompliant
-0.11 (0.20)
0.28
.60
0.90 [0.60, 1.34]
4.78
.31
Clinical Presentation x
Medication Compliance
Note. IDA-R = Insanity Defense Attitudes-Revised. CI = Confidence Interval. OR = Odds Ratio.
a

Neutral Demeanor is the reference category. b Medication Compliance Not Mentioned is the

reference category.
*p < .007
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APPENDIX B
Demographic Questionnaire
1. What is your age?
2. What is your gender identity? (Man, Woman, Transgender Man, Transgender Woman,
Gender Non-Conforming, Other)
3. Which of the following racial or ethnic categories do you identify with? (select all that
apply) (White, Black or African American, Hispanic, American Indian or Alaska Native,
Asian, Native Hawaiian or Pacific Islander, Other)
4. What is your ethnicity? (Hispanic, non-Hispanic)
5. What is your highest level of education? (Some high school, High school degree, Some
college, College degree, Some graduate school, Graduate degree)
6. Have you ever served on a jury? (Yes, No)
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APPENDIX C
Verdict Questionnaire
1. How likely are you to find Mr. Smith not guilty by reason of insanity? Please choose a
number between 0 and 100, where 0 = completely unlikely, 50 = can't decide, and 100 =
completely likely.
2. How would you vote in this case? (Guilty, Not Guilty By Reason of Insanity)
3. At the time of the crime, did Mr. Smith know the nature and quality of the criminal act?
(He had no knowledge of the nature and quality of the criminal act, He had little
knowledge of the nature and quality of the criminal act, He had some knowledge of the
nature and quality of the criminal act, He had complete knowledge of the nature and
quality of the criminal act)
4. At the time of the crime, did Mr. Smith know the wrongfulness of the criminal act? (He
had no knowledge of the wrongfulness of the criminal act, He had little knowledge of the
wrongfulness of the criminal act, He had some knowledge of the wrongfulness of the
criminal act, He had complete knowledge of the wrongfulness of the criminal act)
5. At the time of the crime, could the defendant conform his conduct to the requirements of
the law? (He had no ability to conform his conduct to the requirements of the law, He had
little ability to conform his conduct to the requirements of the law, He had some ability to
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conform his conduct to the requirements of the law, He had complete ability to conform
his conduct to the requirements of the law).
6. Please rate your agreement with the following: At the time of the crime, Mr. Smith was
suffering from a mental disease or defect. (Strongly Disagree, Disagree, Agree, Strongly
Agree)
7. Please rate your agreement with the following: At the time of the trial, Mr. Smith was
suffering from a mental disease or defect. (Strongly Disagree, Disagree, Agree, Strongly
Agree)

46

APPENDIX D
Original Attention Check
1. How did Mr. Smith behave and/or appear during the trial? (He yelled that he was "the
God man;" He laughed randomly, spoke to himself, and talked loudly out of turn; He
appeared tired and had a blank expression; He sat quietly and calmly in his seat, and
acted appropriately)
2. Did Mr. Smith agree to take his medication? (Yes. He agreed to take his medication as
prescribed; The study did not mention if he agreed to take his medication or not; No. He
refused to take his medication, so it had to be forcibly injected)
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APPENDIX E
Final Attention Check
3. How did Mr. Smith behave and/or appear during the trial? (He laughed randomly, spoke
to himself, and talked loudly out of turn; He had a blank expression and took a while to
respond; He sat quietly and calmly in his seat, and acted appropriately)
4. Did Mr. Smith agree to take his medication? (Yes. He agreed to take his medication as
prescribed; The study did not mention if he agreed to take his medication or not; No. He
refused to take his medication, so it had to be forcibly injected)
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APPENDIX F
Insanity Defense Attitude Scale-Revised
Please read through each of the following statements carefully and indicate how much
you agree or disagree with each one.
1. We should punish people who commit criminal acts, regardless of their degree of mental
disturbance. (Strongly disagree, Disagree, Somewhat disagree, Neither agree nor
disagree, Somewhat agree, Agree, Strongly agree)
2. I believe that people should be held responsible for their actions no matter what their
mental condition. (Strongly disagree, Disagree, Somewhat disagree, Neither agree nor
disagree, Somewhat agree, Agree, Strongly agree)
3. Mentally ill defendants who plead insanity have failed to exert enough willpower to
behave properly like the rest of us. So, they should be punished for their crimes like
everyone else. (Strongly disagree, Disagree, Somewhat disagree, Neither agree nor
disagree, Somewhat agree, Agree, Strongly agree)
4. I believe that all human beings know what they are doing and have the power to control
themselves. (Strongly disagree, Disagree, Somewhat disagree, Neither agree nor
disagree, Somewhat agree, Agree, Strongly agree)
5. A defendant's degree of insanity is irrelevant: if he commits the crime, then he should do
the time. (Strongly disagree, Disagree, Somewhat disagree, Neither agree nor disagree,
Somewhat agree, Agree, Strongly agree)
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6. With slick attorneys and a sad story, any criminal can use the insanity defense to finagle
his way to freedom. (Strongly disagree, Disagree, Somewhat disagree, Neither agree nor
disagree, Somewhat agree, Agree, Strongly agree)
7. As a last resort, defense attorneys will encourage their clients to act strangely and lie
through their teeth to appear “insane.” (Strongly disagree, Disagree, Somewhat disagree,
Neither agree nor disagree, Somewhat agree, Agree, Strongly agree)
8. The insanity defense threatens public safety by telling criminals that they can get away
with a crime if they come up with a good story about why they did it. (Strongly disagree,
Disagree, Somewhat disagree, Neither agree nor disagree, Somewhat agree, Agree,
Strongly agree)
9. For the right price, psychiatrists will probably manufacture a “mental illness” for any
criminal to convince the jury that he is insane. (Strongly disagree, Disagree, Somewhat
disagree, Neither agree nor disagree, Somewhat agree, Agree, Strongly agree)
10. The insanity defense returns disturbed, dangerous people to the streets. (Strongly
disagree, Disagree, Somewhat disagree, Neither agree nor disagree, Somewhat agree,
Agree, Strongly agree)
11. The insanity plea is a loophole in the law that allows too many guilty people to escape
punishment. (Strongly disagree, Disagree, Somewhat disagree, Neither agree nor
disagree, Somewhat agree, Agree, Strongly agree)
12. Many of the crazy criminals that psychiatrists see fit to return to the streets go on to kill
again. (Strongly disagree, Disagree, Somewhat disagree, Neither agree nor disagree,
Somewhat agree, Agree, Strongly agree)

50

13. It is wrong to punish people who commit crime for crazy reasons while gripped by
uncontrollable hallucinations or delusions. (Strongly disagree, Disagree, Somewhat
disagree, Neither agree nor disagree, Somewhat agree, Agree, Strongly agree)
14. Some people with severe mental illness are out of touch with reality and do not
understand that their acts are wrong. These people cannot be blamed and do not deserve
to be punished. (Strongly disagree, Disagree, Somewhat disagree, Neither agree nor
disagree, Somewhat agree, Agree, Strongly agree)
15. I believe that we should punish a person for a criminal act only if he understood the act as
evil and then freely chose to do it. (Strongly disagree, Disagree, Somewhat disagree,
Neither agree nor disagree, Somewhat agree, Agree, Strongly agree)
16. I believe that mental illness can impair people's ability to make logical choices and
control themselves. (Strongly disagree, Disagree, Somewhat disagree, Neither agree nor
disagree, Somewhat agree, Agree, Strongly agree)
17. It is wrong to punish someone for an act they commit because of any uncontrollable
illness, whether it be epilepsy or mental illness. (Strongly disagree, Disagree, Somewhat
disagree, Neither agree nor disagree, Somewhat agree, Agree, Strongly agree)
18. Most defendants who use the insanity defense are truly mentally ill, not fakers. (Strongly
disagree, Disagree, Somewhat disagree, Neither agree nor disagree, Somewhat agree,
Agree, Strongly agree)
19. Perfectly sane killers can get away with their crimes by hiring high-priced lawyers and
experts who misuse the insanity defense. (Strongly disagree, Disagree, Somewhat
disagree, Neither agree nor disagree, Somewhat agree, Agree, Strongly agree)
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APPENDIX G
Vignette Part One
Imagine that you are chosen to serve as a juror in a criminal case. The following facts of
the case are shared with you. These facts are not disputed by the prosecution or the defense.
Douglas Johnson was driving home from work when he decided to stop at his favorite
restaurant, McGee’s Barbecue, to pick up dinner. When his food was ready, he paid in cash and
left the restaurant. Later that day, police found Mr. Johnson's body in an alley behind the
restaurant. The following information is shared with you during trial.
- The medical examiner ruled that Mr. Johnson had been stabbed in the torso 10 times
and died due to blood loss.
- The restaurant's surveillance video showed that, on the night of Mr. Johnson’s murder, a
man identified as Anthony Smith was loitering, acting strangely, and following customers
in the restaurant’s parking lot.
- Police officers testified they located Mr. Smith nearby and found a knife in his pocket.
- Forensics later found Mr. Smith's fingerprints on the handle of the knife and Mr.
Johnson’s blood on the blade.
During the trial, you listen as police officers testify to the following information. When
they interviewed Mr. Smith, he looked disheveled and unshowered. His rambling speech was
hard to follow. During his interview, Mr. Smith said: The FBI was harassing him by intercepting
his thoughts, sending messages directly to his brain via “phone waves,” and warning him about
an impending “space attack” from Russian spies. Mr. Smith told police the FBI told him Mr.
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Johnson was dangerous and needed to be “eliminated.” He killed Mr. Johnson with a knife in
order to obey the FBI. Following their interview, the police arrested and charged Mr. Smith with
Mr. Johnson’s murder. Mr. Smith’s lawyer pleads the insanity defense for Mr. Smith.
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APPENDIX H
Vignette Part Two: Psychotic Presentation Condition
Throughout the trial, you see Mr. Smith sitting in the courtroom next to his defense
attorney. He dresses in a suit and tie that are often wrinkled and stained by the end of the day. He
has stubble and his hair is wild and untamed. He looks disheveled overall. He makes exaggerated
facial expressions and his eyes move quickly around the room every few seconds. He squirms in
his seat. He laughs loudly at random times, talks to himself, and speaks loudly to his attorney
when he is supposed to be quiet.

54

APPENDIX I
Vignette Part Two: Blunted Presentation Condition
Throughout the trial, you see Mr. Smith sitting in the courtroom next to his defense
attorney. He is dressed in a suit and tie. His eyes are droopy and red, and he stares straight ahead.
His face is blank and expressionless, even when witnesses speak about intense topics. He slumps
in his seat and is quiet throughout the trial. He takes several seconds to respond to the judge’s
questions and often requires prompting from his attorney to speak.
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APPENDIX J
Vignette Part Two: Neutral Presentation Condition
Throughout the trial, you see Mr. Smith sitting in the courtroom next to his defense
attorney. His hair is combed, and he appears well groomed. He is dressed neatly in a suit and tie.
He has been quiet throughout the trial, although he responds promptly to questions from the
judge. He communicates with his attorney in court by whispering quietly. His facial expressions
are mostly unremarkable but seem appropriate to the topics being discussed.
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APPENDIX K
Vignette Part Three: Compliantly Medicated Condition
In trial, the defense’s expert witness takes the stand. This witness shares that a doctor
prescribed Mr. Smith anti-psychotic medication after his arrest (a common psychiatric treatment
for hallucinations and delusions). This witness tells you that Mr. Smith immediately agreed to
take this medication, and he has continued to take it as prescribed since that time.
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APPENDIX L
Vignette Part Three: Noncompliantly Medicated Condition
In trial, the prosecution’s expert witness shares that a doctor prescribed Mr. Smith antipsychotic medication (a common psychiatric treatment for hallucinations and delusions) after his
arrest and that Mr. Smith refused to take the medication. As a result, Mr. Smith has since
received monthly injections of anti-psychotic medication against his will. The defense attorney
objects to the prosecution sharing this information about medication, stating it is “prejudicial.”
The judge agrees with the defense and informs you to disregard this information about
medication.
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APPENDIX M
Vignette Part Three: Medication Compliance Not Mentioned Condition
In trial, you learn that Mr. Smith was medicated with antipsychotic medication (a
common psychiatric treatment for hallucinations and delusions) at the time of his arrest. He has
continued to be medicated since that time.
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APPENDIX N
Vignette Part Four
In closing arguments, the prosecution states that Mr. Smith should be found Guilty of
murder. The defense argues that Mr. Smith was mentally ill at the time of the offense and should
be found Not Guilty by Reason of Insanity.
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APPENDIX O
Jury Instructions
It is now time for the jury to deliberate. The judge gives you the following definition of
“Not Guilty By Reason of Insanity” to help guide your decision: “A person is not responsible for
criminal conduct if at the time of such conduct as a result of mental disease or defect he lacks
substantial capacity either to appreciate the criminality of his conduct or to conform his conduct
to the requirements of the law.”
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APPENDIX P
Informed Consent
You are being asked to participate in a research study. The purpose of this research is to
survey mock jurors about their reactions to a hypothetical criminal case. We want to know how
you would respond if you were a juror in this case. This research is only for U.S. residents who
are 18 years old or older.
The study is being conducted by Haley Potts, M.A. (hpotts@crimson.ua.edu). The faculty
sponsor for this project is Dr. Lauren Kois (lekois@ua.edu). All researchers and sponsors are
with the University of Alabama, Department of Psychology, 745 Hackberry Lane, Tuscaloosa,
AL 35401.
Participation in this study should take about 10 minutes of your time. You will receive
payment from Cloud Research following this study. If you participate in this research study, you
will be invited to read about a hypothetical criminal case and answer questions about it.
Participation in this study is strictly voluntary.
The risks associated with this study are minimal. This survey will not ask for your name,
exact location, or any other reasonably identifiable information. Email addresses and IP
addresses will not be collected.
If you have questions, concerns, or complaints about your rights as a person in a research
study, call Ms. Tanta Myles, the Research Compliance Officer of the University, at 205-3488461 or toll-free at 1-877-820-3066. You may also ask questions, make suggestions, or file
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complaints and concerns through the IRB Outreach website at http://ovpred.ua.edu/researchcompliance/prco/ or email the Research Compliance Office at rscompliance@research.ua.edu.
Please take all the time you need to read through this page and decide whether you would
like to participate in this research study. If you do not understand any part of the above
statement, please email the researchers with any questions you have. If you agree to participate,
your completion of the research procedures indicates your consent. Please print or save this form
for your records.
Please review the information on this page carefully.
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APPENDIX Q
IRB Certificates
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