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ABSTRACT 

Forensic psychologists are often asked to determine whether evaluees are providing 

truthful responses regarding level of impairment.  Specialized measures of malingering 

have been developed to assist with this determination. Although malingering is prevalent, 

little research has examined the effects of participation in litigation and of attorney 

suggestion to malinger on feigning, the degree of overlap between malingering detection 

measures, especially those examining cognitive deficits and psychiatric symptoms, and 

the effectiveness of commonly utilized malingering measures with evaluees exhibiting 

symptoms of Posttraumatic Stress Disorder (PTSD).  The present study used multiple 

measures of malingering, which assessed both cognitive and psychiatric symptom 

feigning, to examine effectiveness of malingering detection with evaluees with PTSD 

symptoms.  Results indicate that measures differ in their ability to detect malingering 

given the presence of litigation or suggestion and may differ depending upon evaluee 

symptom presentation.  Results suggest that forensic evaluators should carefully choose 

malingering detection measures based upon the referral question and circumstances 

surrounding the evaluation.   

Keywords: malingering, feigning, PTSD, personal injury, motor vehicle accidents 



 vi 

ACKNOWLEDGMENTS 

I would like to thank my mentor, Dr. John P. Vincent, for his support and guidance 

throughout my graduate training.  I would like to thank my additional dissertation 

committee members, Drs. Hanako Yoshida, James Ray Hays, and Ashley Christiansen, 

for their time and effort in reviewing this project.  I would also like to acknowledge Drs. 

Daniel Fox, Suzanne Mouton-Odum, and Justin Springer who have contributed to my 

professional training. I would like to thank my friend and colleague Dr. Samantha Farris, 

who has been a source of support, mentorship, and humor.  My colleagues at the 

University of Houston Forensic Psychology Services (FPS) deserve special thanks for 

their support. Specifically, Katherine Fox and Jacob Lebar, who oversaw the day-to-day 

functioning of the FPS, supervised research assistants, and assisted with collection of data. 

Additionally, I had a dedicated team of research assistants who volunteered their time to 

this project.  I’d like to give special thanks to Bailee Schumann and Lizbeth Cantu for 

their assistance with data collection.  I would also like to thank my husband, Paul, for 

supporting me through my second experience as a graduate student.  Paul has offered 

support, understanding, and acceptance of the long hours spent studying, seeing clients, 

and researching and writing.  Last, but not least, I would like to thank my family for their 

love, support, encouragement, and the emphasis they placed on education. 

 

 

 
 
 
 
 



 vii 

TABLE OF CONTENTS 

 
Introduction......................................................................................................................... 1 

Personal Injury Litigation............................................................................................. 1 

Posttraumatic Stress Disorder....................................................................................... 2 

Damages.……………………………………………………………………………... 3 

Malingering…..………………………………………………………….......……….. 4 

Evaluations by Forensic Experts…………………………………....………………... 7 

Eggshell Skull Plaintiff………………………………………………………………..8 

Assessing Exposure to Traumatic Events…………………………....………............. 9 

Admissibility of Expert Testimony………………………………....………............. 12 

Expert Testimony and Ethical Standards of Practice…………………….…............. 14 

Attorney Influence on Malingering…………………..………………….…............. 15 

Methods for Evaluating Malingering…………………………………….…............. 15 

Use of Clinical Acumen………………………………………………….…............. 15 

Use of Subscales of Standard Psychological Tests…………...………….…............. 16 

Development of Malingering Measures………………………………….…............. 16 

Efficacy of Malingering Measures……………………………………….…............. 19 

Current Limitations…………………………………...………………….…............. 23 

Proposed Study………….……………………………………….….……….............25 

Method.............................................................................................................................. 26 

Participants.................................................................................................................. 26 

Measures..................................................................................................................... 27 

Materials..................................................................................................................... 32 



 viii 

Procedure.................................................................................................................... 34 

Data Analytic Plan...................................................................................................... 35 

Power Analysis........................................................................................................... 36 

Results……………………………………...…………………………………………… 37 

Discussion……………..…………………...…………………………………………… 42 

References......................................................................................................................... 56 

Tables................................................................................................................................ 71 

Figures............................................................................................................................... 81 

Appendix .......................................................................................................................... 87 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 ix 

LIST OF TABLES 

Table 1. Descriptive Statistics by Condition………......................................................... 71 

Table 2. Correlations between TEC, IES-R, and Outcome Measures.............................. 72 

Table 3. Means, Standard Deviations, and Ranges of Outcome Measures for Overall 

Sample............................................................................................................................... 73 

Table 4. One-way Analysis of Variance of Outcome Measures (Continuous Scoring) by 

Condition ......................................................................................................................... 74 

Table 5. Likelihood of Completing TOMM Retention Trial by Condition...................... 75  

Table 6. Clinical Cut-off Scores on Outcome Measures by Condition............................ 76 

Table 7. Independent Samples T-Tests by Litigation vs. No Litigation on Continuous 

Outcome Scores................................................................................................................ 77 

Table 8. Clinical Cut-off Scores on Outcome Measures by Litigation vs. No 

Litigation........................................................................................................................... 78 

Table 9.  Independent Samples T-Tests by Suggestion vs. No Suggestion on Continuous 

Outcome Scores................................................................................................................ 79 

Table 10. Clinical Cut-Off Scores on Outcome Measures by Suggestion vs. No 

Suggestion......................................................................................................................... 80 

 

 

 

 

 

 

 



 x 

LIST OF FIGURES 

Figure 1. Effect of Condition on TOMM Trial 1 and 2 Using Continuous 

Scoring................ ............................................................................................................. 81 

Figure 2. Likelihood of Completing TOMM Retention Trial by Condition.................... 82 

Figure 3. Effect of Litigation vs. No Litigation on TSI-2-A ATR Using Continuous 

Scoring.............................................................................................................. 83 

Figure 4. Effect of Suggestion vs. No Suggestion on the TSI-2-A ATR Using Continuous 

Scoring.............................................................................................................. 84 

Figure 5. Effect of Suggestion vs. No Suggestion on the TOMM Trial 1 and 2 Using 

Continuous Scoring.......................................................................................... 85 

Figure 6. Effect of Litigation vs. No Litigation on the TSI-2-A ATR Using Clinical Cut-

off Scoring........................................................................................................ 86 

 

 

 

 

 

 

 

 

 

 

 

 



 xi 

LIST OF APPENDICES 

Appendix A. Demographic Questionnaire..........................................................................87 

Appendix B. Experimental Manipulation/Case Scenarios................................................ 93 

Appendix C. Post-Questionnaire ...................................................................................... 95 

 



  
 
 

 1 

COMPARISON OF MALINGERING MEASURES, SUGGESTION, AND 

LITIGATION STATUS AMONG PERSONAL INJURY LITIGANTS 

 

Personal Injury Litigation 

Millions of motor vehicle accidents occur each year and a large number of these 

accidents involve injuries.  Individuals involved in serious motor vehicle accidents may 

experience psychological issues, such as posttraumatic stress disorder (PTSD), anxiety, 

and depression, as well as physical injuries, such as whiplash or chronic pain (Beck & 

Coffey, 2007; Hoffman, 1991; Taylor et al., 2001).  Additionally, numerous other 

difficulties may arise as a result of injuries sustained in a motor vehicle accident, 

including problems functioning in areas such as housework, socialization, family 

relationships, sexual activities, work, and hobbies (Hoffman, 1991).  An individual 

injured in a motor vehicle accident (the plaintiff) may sue the other driver (the defendant) 

for monetary damages due to injuries sustained or aggravated as a result of the motor 

vehicle accident in a personal injury lawsuit (Greenberg, Otto, & Long, 2003; Taylor, et 

al., 2001).     

Personal injury lawsuits fall under tort law in the United States, a type of civil 

legal action that does not arise from contract law (Abraham, 1992; Weissman, 1985).  

Common examples of personal injury tort claims include motor vehicle negligence, 

product liability, and professional malpractice claims (Sparr & Boehnlein, 1990).  Tort 

law claims require proof that the defendant acted in a negligent manner, or breached a 

duty of care owed to another, and that the plaintiff would not have experienced the loss or 

damage but for the defendant’s conduct (Abraham, 1992; Greenberg, Otto, & Long, 
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2003).  Causation in tort law claims requires that the defendant’s conduct have played a 

role, although not necessarily the sole role, in initiating, contributing to, aggravating, or 

worsening a plaintiff’s injury, which is called proximate cause (Greenberg, Otto, & Long, 

2003; Sparr & Boehnlein, 1990).   

In the past, courts typically allowed plaintiffs to receive compensation only for 

physical injuries.  In recent years, the majority of courts in the United States have 

allowed damages to be awarded to plaintiffs for emotional distress even in the absence of 

a physical injury (Sparr & Boehnlein, 1990).  In most jurisdictions in the United States, 

civil legal actions allow plaintiffs to receive compensation for physical, psychological, 

and emotional injuries (Abraham, 1992; Vallano, Winter, & Carman, 2012; Weissman, 

1985).  It is estimated that approximately two to three percent of tort claims involve a 

claim for psychological injury (Sparr & Boehnlein, 1990).  Lawsuits for damages related 

to motor vehicle accidents are often prolonged and may be a source of great distress for 

both plaintiffs and defendants (Taylor, et al, 2001).    

Posttraumatic Stress Disorder.  

Plaintiffs in personal injury cases may allege a variety of mental health conditions 

arising as a result of a defendant’s tortious conduct.  PTSD is categorized as a trauma and 

stressor related disorder in the fifth edition of the Diagnostic and Statistical Manual of 

Mental Disorders (DSM-5; American Psychiatric Association, 2013).  To meet criteria 

for PTSD, one must have been exposed to actual or threatened death, serious bodily 

injury, or sexual violence.  Following the trauma, a variety of symptoms that cause 

clinically significant distress or functional impairment in important areas of functioning 

must be experienced for at least one month.  Symptoms experienced must include the 
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following: intrusive symptoms, such as distressing memories, dreams, or flashbacks; 

avoidance of stimuli, such as memories, thoughts or external reminders, associated with 

the trauma; negative alterations in cognitions or mood, which can include negative 

emotions, anhedonia, or feelings of detachment; and alterations in level of arousal and 

reactivity, which is often experienced through hypervigilance, reckless behavior, 

irritability, sleep disturbance, concentration difficulty, or exaggerated startle response.  It 

is estimated that 8.7% of adults in the United States experience PTSD in their lifetime 

(APA, 2013).  Approximately 9% to 25% of people exposed to traumatic events will 

develop symptoms of PTSD (Green & Kaltman, 2003).  Information regarding PTSD 

symptoms is widely available, which increases the likelihood that individuals undergoing 

forensic evaluations may have been exposed to information and questions likely to be 

asked in an assessment.   Additionally, feigned PTSD is likely common in civil legal 

proceedings (Guy, Kwartner, & Miller, 2006).   

Damages.  

Civil lawsuits allow plaintiffs to seek recovery of two types of damages – 

compensatory and punitive damages.  Punitive damages are designed to both punish the 

defendant for his or her behavior and to prevent others from engaging in similar behavior 

in the future.  Punitive damages accomplish these aims through a large damages award 

(Seiner, 2011; Simons, 2008).  Compensatory damages are designed to return the plaintiff 

to his or her condition prior to the injury (Greene & Loftus, 1998).  Compensatory 

damages encompass two different categories – economic damages, which compensate the 

plaintiff for financial losses such as lost income, medical expenses, and therapy costs, and 

non-economic damages, which include damages for mental anguish, pain and suffering, 
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and loss of enjoyment of life (Goodman-Delahunty & Foote, 1995; Greene & Loftus, 

1998; Marti & Wissler, 2000; Poser, Bornstein, & McGorty, 2003; Weissman, 1985).  

Non-economic damages are generally much more difficult to prove than 

economic damages.  As non-economic damages are not easily quantifiable, they are often 

proven through the use of testimony of expert witnesses, such as psychologists or medical 

doctors (Goodman-Delahunty & Foote, 1995; Weissman, 1985).  Despite difficulty in 

proving them, non-economic damages comprise a large portion of tort damages awarded 

with estimates ranging from between 25 to 50 percent of damages awards (Sparr & 

Boehnlein, 1990).    

Malingering 

A problem often encountered in the field of psychology is the ambiguity in 

definitions of malingering.  Ambiguity in defining malingering may lead to disparate 

assessments of the prevalence of malingering (Young, 2014).  The most common 

definition of malingering is provided in DSM-5 (2013).  The DSM-5 defines malingering 

as the “intentional production of false or grossly exaggerated physical or psychological 

symptoms, motivated by external incentives (p. 726).”  The DSM-5 does not define 

malingering as a disorder, but instead provides guidelines for detection of malingering as 

opposed to giving diagnostic criteria (Brennan & Gouvier, 2006).  

Base rates of malingering are difficult to ascertain, but estimates of malingering 

are high: 7% in non-forensic settings, 8% of inmates in pretrial evaluations, 15.7% to 

17.4% in forensic evaluations, 46% of post-trial inmates, and 40% in personal injury and 

worker’s compensation cases (Brand, McNary, Loewenstein, Kolos, & Barr, 2006; Edens, 

Poythress, & Watkins-Clay, 2007; Etherton, Bianchini, Greve, & Ciota, 2004; Green & 
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Rosenfeld, 2011; McDermott & Sokolov, 2009. Vitacco, Rogers, Gabel, & Munizza, 

2007).  Disparity in rates of malingering may be due to difficulties defining or measuring 

the construct (Young, 2014).  Rates of malingering may be an underestimate as 

individuals who successfully feign would not be detected by clinicians and, as such, 

would not be included in the estimates (Farkas, Rosenfeld, Robbins, & van Gorp, 2006).  

As expected, the prevalence of malingering is higher in legal and forensic settings than in 

clinical settings.  Additionally, research indicates that psychiatric feigning rates (7.5%) 

are lower than neuropsychological feigning rates (24.4%)  (Bush, Heilbronner, & Ruff, 

2014).   

Unsurprisingly, it is common for an individual involved in litigation to engage in 

Green responding in a manner that distorts his or her actual psychological functioning in 

an attempt to influence the disposition of his or her case.  This responding can be either 

positive, such as reporting many symptoms at a high level in an effort to gain 

compensation in a civil case for disabilities, or negative, such as denying maladjustment 

in an effort to regain custody of his or her children in a child custody hearing.  

Responding exists on a continuum ranging from declines in functioning due to fatigue to 

outright fabrication of symptoms (Butcher, Hass, Greene, & Nelson, 2015; Rogers, 1990; 

Wisdom, Callahan, & Shaw, 2010).  Individuals seeking legal compensation for both 

psychological and neuropsychological injuries report more symptoms lasting for a greater 

amount of time than individuals not seeking legal compensation.  Additionally, 

compensation-seeking individuals are found to obtain less benefit from treatment than 

patients not involved in legal matters (Williams, Lees-Haley, & Djanogly, 1999).  
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Individuals who wish to present themselves as experiencing psychological or 

physiological symptoms can feign their self-reported symptoms in several ways: by 

exaggerating genuine symptoms or by fabricating nonexistent symptoms (Smith & 

Burger, 1997).  Exaggeration or misrepresentation of symptoms can be intentional or 

unintentional.  Unintentional misrepresentation of symptoms is often due to 

misperceptions or poor insight into one’s level of functioning (Rogers, Payne, Berry, & 

Granacher, 2009).  Feigning symptoms in either of these ways is termed “malingering” if 

the purpose of the behavior is to achieve some type of secondary gain (Smith & Burger, 

1997).   

Feigning of symptoms can result for many reasons, both external (e.g., financial 

compensation, medication, avoiding of lengthy prison sentences, or obtaining medical 

treatment) and internal (e.g., somatoform disorder) (Berry & Nelson, 2010).  Given the 

likelihood of incentives for symptom magnification or fabrication in legal proceedings, 

assessment of validity of responses is especially important in forensic matters (Bush, 

Heilbronner, & Ruff, 2014; Binder & Rohling, 1996).  Assessment of malingering is a 

fundamental part of forensic evaluations as clinicians cannot assume evaluees’ 

presentations are truthful given high estimates of malingering in a variety of cases 

(Rogers, 1990; Vitacco, Rogers, Gabel, & Munizza, 2007).   

Detection of malingering is important because failure to detect malingering can 

result in a variety of poor outcomes.  For instance, inadequate assessment of malingering 

can result in provision of misleading information to legal or administrative decision 

makers.  Failure to adequately assess for malingering can impact the outcome of legal 

proceedings and can result in poor allocation of resources, meaning that services or funds 
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are provided to malingerers instead of to individuals with genuine emotional problems 

(Bush, Heilbronner, & Ruff, 2014; Mossman, 2003; Guy & Miller, 2004).  Additionally, 

misdiagnosis of malingering does not merely affect legal outcomes but can also affect 

treatment provided to offenders with legitimate mental health issues (Edens, Poythress, & 

Watkins-Clay, 2007; Vitacco, Rogers, Gabel, & Munizza, 2007).   

Evaluations by Forensic Experts 

During the past 60 years, introduction of expert testimony has become an 

important part of decision-making in American civil law (Farkas, Rosenfeld, Robbins, & 

van Gorp, 2006; Greenberg, Otto, & Long, 2003).    In personal injury cases, plaintiffs 

often allege that emotional damage has occurred (Greenberg, Otto, & Long, 2003).  As 

emotional damages are not easily quantifiable, forensic experts are often called upon to 

assist the trier of fact in determining whether the defendant’s conduct substantially 

impacted the plaintiff’s level of functioning (i.e., whether the claimed injuries were 

proximately caused by the defendant’s tortious conduct) (Goodman-Delahunty & Foote, 

1995; Greenberg, Otto, & Long, 2003; Weissman, 1985; Sparr & Boehnlein, 1990).  

These determinations are especially common in cases involving claims of mental illness 

and neuropsychological deficits (Farka, Rosenfeld, Robbins, & van Gorp, 2006).   

Not only must the expert witness provide opinions regarding proximate cause, but 

the expert witness must also ascertain the plaintiff’s level of functioning prior to the 

alleged tortious event (i.e., baseline level of functioning); the level of distress or 

impairment sustained by the plaintiff as a result of the defendant’s actions; impairments 

to plaintiff’s baseline level of functioning; and treatment and disposition of the case 

needed to return the plaintiff to pre-injury status (Greenberg, Otto, & Long, 2003).  In 
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addition, each of these factors must be viewed within the context in which the behavior 

occurs (e.g., during litigation) which necessitates consideration of diversity issues, such 

as culture, language, socioeconomic status, level of education, and other similar factors 

(Heilbronner, et al., 2009). 

Eggshell Skull Plaintiff.  

Under traditional civil torts law, defendants are only liable for damages if the 

defendant’s actions proximately caused the plaintiff’s alleged injury (Greene & 

Goodman-Delahunty, 1995).  However, an exception to this rule exists, the eggshell skull 

plaintiff rule.  The eggshell skull rule requires the defendant to take the plaintiff as he or 

she is found, meaning that the defendant may be responsible for an unforeseeable level of 

injury (i.e., greater injury than would be present in the average plaintiff) in cases where 

the plaintiff has a pre-existing injury or vulnerability (Calandrillo & Buehler, 2013; Eden, 

2001; Ikpeme Ruths, Christiansen, & Vincent, 2013; McQuade, 2001).  This level of 

culpability holds even if neither the defendant nor the plaintiff were aware of the 

plaintiff’s preexisting susceptibility (Ikpeme Ruths, Christiansen, & Vincent, 2013).  

Four situations exist in which the eggshell plaintiff rule will typically arise: (1) where a 

plaintiff’s latent condition is activated by the tortious conduct of the defendant; (2) where 

a plaintiff’s preexisting injury is reactivated by the defendant’s conduct, despite previous 

treatment; (3) where a plaintiff’s preexisting condition is aggravated or worsened by the 

defendant’s conduct; or (4) where a plaintiff’s preexisting condition worsens more 

quickly than it would have otherwise due to the defendant’s conduct (Calandrillo, 2006).   

The eggshell skull rule is accepted in all jurisdictions for preexisting physical 

conditions; however, jurisdictions differ in regard to whether they apply the eggshell 
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skull rule to non-physical injuries, such as emotional harm (i.e., “the eggshell psyche) 

(Calandrillo, 2006; Calandrillo & Buehler, 2013; Eden, 2001; McQuade, 2001).  Some 

jurisdictions may not apply the eggshell skull rule in cases where non-physical injuries 

are alleged due to views that mental disorders are vague or difficult to prove (McQuade, 

2001).     

Assessing Exposure to Traumatic Events.  

Assessment of impairments to plaintiff’s baseline level of functioning also 

includes an assessment of whether any pre-existing impairments, psychopathology, or 

coexisting stress factors affected the plaintiff’s current level of impairment (Greenberg, 

Otto, & Long, 2003; Sparr & Boehnlein, 1990; Weissman, 1985).  Comparing the 

plaintiff’s pre-existing impairments or psychopathology is an important function of 

expert witness testimony because the law in the majority of jurisdictions allows plaintiffs 

to be awarded damages even if, due to some pre-existing or co-existing impairment, he or 

she was more affected by an event than an average person might have been (i.e., egg shell 

skull rule) (Briere & Spinazzola, 2005).  This means that plaintiffs will be compensated 

“based on how different they have become from how they were before the tortious 

event,” not based on how their functioning differs from the normative population 

(Greenberg, Otto, & Long, 2003 p. 416).  Determinations of this nature are difficult as no 

assessment measures can indicate what a plaintiff’s baseline level of functioning pre-

tortious conduct was just as no measures can provide definitive information regarding the 

effects of multiple incidents of trauma.   

Individuals with past histories of exposure to traumatic events are more likely to 

experience additional instances of trauma in the future (i.e., significant number of adverse 
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experiences) and are also more likely to respond to later traumatic events with symptoms 

that are greater in severity and complexity.  Additionally, individuals are often unwilling 

to reveal past trauma histories unless they are specifically asked questions regarding a 

history of exposure to traumatic events (Briere & Spinazzola, 2005).  As a result, 

information regarding baseline level of functioning and effect of multiple incidents of 

trauma must be obtained by the use of collateral documents, interviews, life history 

questionnaires, medical records, and self-report measures designed to detect trauma 

(Briere & Spinazzola, 2005; Greenberg, Otto, & Long, 2003).  In making determinations 

of the “cause” of a client’s symptoms, it is beneficial to assess remote and recent trauma 

history prior to attributing fault to the current tortious conduct (Briere & Spinazzola, 

2005).  Although most states allow for a plaintiff to receive compensation for 

exacerbation of injuries pre-existing the current tort, some jurisdictions will apportion 

some degree of fault to the defendant.  Since apportionment of this type is extremely 

difficult, a defendant may be held responsible for all of the plaintiff’s emotional distress 

damages so long as the tortious conduct was a substantial source of the plaintiff’s distress 

(Greene & Goodman-Delahunty, 1995; McDonald, 2006).    

Forensic psychologists must also determine whether evaluees are providing 

truthful responses regarding their level of impairment.  Clinicians are often unsuccessful 

at detecting feigned psychopathology and base rates of exaggeration are high (Jelicic, 

Hessels, & Merckelbach, 2006; Malcore, Schutte, Van Dyke, & Axelrod, 2015).  Sole use 

of criteria detailed in the DSM-5 (2013) has been found to be inadequate in screening for 

malingering (Miller, 2004).  Given the potential for misdiagnosis based on an 

overreliance on clinical judgment, use of standardized methods of malingering 
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assessment are needed to enable clinicians to discriminate between genuine and feigned 

presentations across a variety of diagnoses (Berry & Nelson, 2010; Green & Rosenfeld, 

2011; Vitacco, Rogers, Gabel, & Munizza, 2007).  Due to the difficulty in detecting 

malingering or uncooperative self-presentation in evaluations, determination of 

malingering should ideally include a synthesis of various sources of information, 

including both individualized clinical findings and standardized data (Butcher, Hass, 

Greene, & Nelson, 2015; Edens, Poythress, & Watkins-Clay, 2007).   

No standardized procedure for conducting malingering assessments exists and 

measures of malingering vary widely in format (e.g., self-report versus clinician 

administered interview), purpose (e.g., screening versus comprehensive malingering 

evaluation), length, and difficulty of administration (Clegg, Femouw, & Mogge, 2009; 

Eden, Poythress, & Watkins-Clay, 2007).  A combination of methods, such as 

psychometric measures with validity scales, measures designed to evaluate presence of 

malingering, indices within cognitive ability tests, behavioral observations, records 

reviews, clinical interviews, and information from collateral sources, are typically 

utilized to determine an examinee’s overall response tendency and range of symptoms in 

an evaluation (Bush, Heilbronner, & Ruff, 2014; Pivovarova, Rosenfeld, Dole, Green, & 

Zapf, 2009).  Assessment measures may be utilized to examine whether fabrication of 

cognitive (e.g., memory issues, concentration issues, intellectual disabilities) and 

psychiatric (e.g., psychosis, PTSD, depression) symptoms is present (Green, Rosenfeld, 

Belfi, Rohlehr, & Pierson, 2012).  Comparison of collateral information (i.e., evaluee’s 

real-world behaviors) should then be compared to assessment results in an effort to 

identify malingering (Heilbronner, et al., 2009).   
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It is of utmost importance that psychological assessment instruments have 

empirical support indicating that the assessment validly assesses behaviors relevant to the 

legal questions posed to the court.  A variety of assessment measures may be utilized in 

different cases based upon the types of injuries a plaintiff is alleging.  For example, an 

assessment in which a plaintiff is alleging cognitive impairment may require use of 

neuropsychological assessment measures, whereas allegations of emotional disorders 

may require use of measures tailored to symptoms of psychopathology (Greenberg, Otto, 

& Long, 2003).  Evaluators should choose assessment measures based on the results of 

rigorous studies utilizing a sample similar to the evaluator’s current case, if possible, to 

ensure that the measure can reliably and validly assess constructs of interest (Heilbronner, 

et al., 2009).    

Admissibility of Expert Testimony.  

Expert witnesses are often asked to testify in court proceedings.  Expert witnesses 

are tasked with providing reliable and competent information to courts to assist in 

ascertaining the truth about a given matter.  To ensure that expert testimony is 

appropriately admitted into a court proceeding, the legal system has developed a set of 

rules that govern admissibility of testimony (Shuman & Greenberg, 2003).  Federal Rule 

of Evidence 702 (2010), the main legal rule dealing with the admissibility of expert 

testimony in United States courts states,  

If scientific, technical, or other specialized knowledge will assist the trier of fact 

to understand the evidence or to determine a fact in issue, a witness qualified as 

an expert by knowledge, skill, experience, training, or education, may testify 

thereto in the form of an opinion or otherwise (p. 15).   
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This rule, detailing admissibility of scientific evidence, has been interpreted through the 

use of case law, a summary of which follows.   

Frye v. United States (1923) originally set the standard for admissibility of expert 

testimony.  The standard set by Frye, which deferred to the scientific community rather 

than the court, was utilized by the majority of states for many years.  At this time Frye is 

only adhered to in several jurisdictions including California, Maryland, New Jersey, 

Pennsylvania, Washington, and Illinois.  Frye indicated that expert testimony using 

scientific evidence could be admitted if it has gained general acceptance in a particular 

field.  

Presently, the majority of states follow the standard set by Daubert v. Merrell 

Dow Pharmaceuticals, Inc., (1993) which focuses on “principles and methodologies” 

utilized by experts as opposed to focusing on typical acceptance in the field. This 

standard requires the judge to serve as a gate-keeper and determine whether the basis of 

the expert’s testimony is reliable and valid and should be admitted.  Specifically, the 

Daubert factors require evidence to be admitted based upon the following factors: 

falsifiability, known or knowable error rate, peer review and publication, and general 

acceptance in the scientific community (Shapiro, Mixon, Jackson, & Shook, 2015).   

Two additional rulings from lower courts (affectionately titled “the Daubert 

trilogy”) have addressed the extent to which Daubert factors should be applied 

(Borenstein & Henderson, 2015).  The first of these rulings, General Electric Co. v. 

Joiner (1997) addressed the judicial gate-keeping aspect of Daubert.  Specifically, Joiner 

addressed the degree of judicial error in admitting expert testimony necessary for an 

appellate court to overturn the trial court’s decision.  The second of these rulings, Kumho 
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Tire Co., Ltd. v. Carmichael (1999) indicated that Daubert standards should apply to all 

expert testimony, not merely to scientific testimony.  Kuhmo also held that the Daubert 

standards are not an exhaustive test or checklist for determinations of admissibility 

(Woody, 2016).    

Expert Testimony and Ethical Standards of Practice.  

Psychologists must base their court testimony within the ethical principles set 

forth by the professional system that regulates the conduct of psychologists, the 

American Psychological Association (APA).  The APA provides a detailed set of ethical 

norms that all psychologists must follow.  Professional ethics require psychologists 

serving as expert witnesses in judicial proceedings to provide opinions “within the 

boundaries of their competence, based on education, training, supervised experience, 

consultation, study or professional experience” (APA, 2002, p. 1063).   

In addition, specialized guidelines have been created for forensic psychologists, 

psychologists who apply their expertise in judicial, educational, and administrative 

systems.  The guidelines for forensic practice call for psychologists to provide expert 

testimony in a neutral, impartial manner without allowing their objectivity, competence, 

or effectiveness to be impacted by retention by one party to litigation (i.e., act as an 

impartial and objective expert, not as an advocate) (APA, 2013). These ethical norms are 

not governed by judicial proceedings and it is possible for a psychologist to receive civil 

immunity for lawsuits for conduct while serving as an expert witness, but be faced with 

proceedings before state licensing boards or professional ethics committees as a result of 

the same conduct (Shuman & Greenberg, 2003).    

 



  
 
 

 15 

Attorney Influence on Malingering. 

Another issue in forensic evaluation involves the possibility that attorney 

representation may have an effect on evaluee presentation in forensic evaluations.  

Research indicates that attorneys may interfere with forensic assessments in a multitude 

of ways, including providing information to evaluees regarding psychological testing 

methods (e.g., presence of validity measures) and typical symptom presentation for a 

given disorder.   Attorney interference in forensic evaluations is thought to be quite 

common, with estimates of some form of attorney “coaching” ranging from 16% to 63% 

of cases involving litigation for compensation of psychological injury (Williams, Lees-

Haley, & Djanogly, 1999).  It may be more likely for an attorney or someone in the 

evaluee’s friend or family group to provide suggestions to the evaluee that an increase in 

symptom presentation may result in higher damages awards, for an evaluee to decide to 

exaggerate symptoms without input from others, or for involvement in litigation alone to 

result in symptom exaggeration (Christiansen & Vincent, 2012).  As a result of potential 

influence of attorney coaching or suggestion or effects of litigation on symptom reports, 

forensic evaluators must attend to cues that litigation may be influencing evaluees’ 

reports during forensic assessments (Christiansen & Vincent, 2012; Williams, Lees-

Haley, & Djanogly, 1999).  

Methods for Evaluating Malingering 

Use of Clinical Acumen.  

Traditionally, mental health professionals utilized their clinical judgment to detect 

malingering.  This method was typically performed by evaluating whether an evaluee 

was reporting symptoms or symptom combinations that are improbable, unusual, and 
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contradictory (Mossman, 2003).  Potential for misdiagnosis based on reliance on clinical 

judgment is high with estimates indicating that clinician accuracy is at chance levels 

(Faust, Hart, Guilmette, & Arkes, 1988).  This level of inaccuracy has led to the 

introduction of standardized methods for assessing malingering (Berry & Nelson, 2010; 

Green & Rosenfeld, 2011; Vitacco, Rogers, Gabel, & Munizza, 2007). 

Use of Subscales of Standard Psychological Tests.  

Prior to the development of specialized measures for detection of malingering, 

clinical interviews and subscales of standard psychological tests, such as the Minnesota 

Multiphasic Personality Inventory-2-Restructured Form (MMPI-2-RF; Ben-Porath & 

Telegen, 2008) were utilized to determine whether malingering was present (Farkas, 

Rosenfeld, Robbins, & van Gorp, 2006; Heinze, 2003; Guy, Kwartner, & Miller, 2006).  

Use of measures such as the MMPI-2-RF was problematic as validity scales often overlap 

with clinical scales, which may confound differentiating between genuine 

psychopathology and evidence of symptom fabrication, and may not be effective in 

identifying symptom embellishment (Heinze, 2003).  Many of these assessments also rely 

on honest, effortful responding by examinees (Bush, Heilbronner, & Ruff, 2014).  

Additionally, these measures take a significant amount of time to complete and have a 

required reading level, which may limit their utility (Guy, Kwartner, & Miller, 2006; 

McDermott & Sokolov, 2009).   

Development of Malingering Measures.  

As a response to concerns related to using subscales from other psychological 

tests and recognition that assessment of validity is needed due to strong incentives for 

plaintiffs to feign symptoms, several domains of malingering have been conceptualized 
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and multiple empirically-based, specialized measures have been developed (Bush, 

Heilbronner, & Ruff, 2014; Heinze, 2003; Miller, 2001; Vitacco, Rogers, Gabel, & 

Munizza, 2007).   These measures tend to be specifically designed to detect symptom 

fabrication or exaggeration by creating response sets that would only be endorsed by 

those engaging in feigning, not by those experiencing true psychopathology (Edens, Otto, 

& Dwyer, 1999; Heinze, 2003).  These measures detect fabricated or exaggerated 

symptoms, but do not make assumptions about the motivation for the symptom 

presentation (e.g., whether external or internal motivation is present) (Berry & Nelson, 

2010).  The majority of these measures are brief screening instruments, which alert 

evaluators to the need for a more extensive evaluation of potential malingering (Edens, 

Poythress, & Watkins-Clay, 2007). 

Originally, it was believed that malingerers would fake bad on most, if not all, 

measures of malingering; however, recent research has indicated that malingering 

measures should be designed to evaluate specific domains of function (Berry & Nelson, 

2010; Butcher, Hass, Greene, & Nelson, 2015; Love, Glassmire, Zanolini, & Wolf, 2014; 

Wisdom, Callahan, & Shaw, 2010).  The need for specific areas to be addressed in 

measures of malingering is due to the many different ways in which an evaluee can 

approach malingering.  For instance, one evaluee may put forth poor effort, another may 

endorse atypical symptoms, and another might use substantial effort to avoid detection of 

malingering (Heilbronner, et al., 2009).  At least three types of false symptom 

presentation are likely – psychiatric, physical/somatic, and cognitive/neuropsychological 

feigning (Berry & Nelson, 2010; Butcher, Hass, Greene, & Nelson, 2015; Love, 
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Glassmire, Zanolini, & Wolf, 2014).  Due to the various types of possible presentation, 

several techniques have been developed to evaluate malingering (Berry & Nelson, 2010).   

One technique for identifying malingering includes the use of effort tests, which 

measure effort or ability and can be performed even by patients with actual neurological, 

psychiatric, or developmental problems as they tend to require little effort.  Failure on 

these measures is achieved by performing below chance (less than 50% correct) and can 

be conceptualized as a lack of effort or as considerable effort to perform poorly 

(Heilbronner, et al., 2009).  Effort tests often are structured as forced-choice symptom 

validity tests (SVTs), which typically include two answers to choose from (Berry & 

Nelson, 2010; Brennan & Gouvier, 2006; Love, Glassmire, Zanolini, & Wolf, 2014; 

Tombaugh, 1996).  Common formats of SVTs include digit, word, and picture 

recognition procedures.  Feigned cognitive impairment, such as missing very simple 

items or a “floor effect” is often measured using tests focused on memory, such as the 

Test of Memory Malingering (Tombaugh, 1996).  Forced-choice methods are often 

thought to be one of the more conservative methods of detecting malingering as they tend 

to only identify blatant malingerers.  One solution to this problem is to utilize cutoff 

scores, which increases the sensitivity of these measures (Brennan & Gouvier, 2006).  

Another variation involves empirically establishing a statistical norm, which is a 

level of performance that is expected for individuals with various diagnoses, to determine 

possible malingering rather than rely on below-chance performance (Ashendorf, 

Constantinou, & McCaffrey, 2002; Gervais, Rohling, Green, & Ford, 2003).  Norm-based 

scores are determined by evaluating a large group of patients with the disorder who are 

not seeking incentives for reporting to determine expected performance levels (Berry & 
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Nelson, 2010).  Individuals who perform below expected levels for a particular diagnoses 

may be malingering (Ashendorf, Constantinou, & McCaffrey, 2002).  Feigned 

psychopathology, which typically involves endorsing symptoms rarely associated with a 

given disorder or endorsing symptoms in greater severity than is typically present in 

patient populations, is often detected using normed-based measures, such as the Miller 

Forensic Assessments of Symptoms Test, which examine whether the evaluee’s symptom 

report is outside the typical symptom description observed in the majority of individuals 

diagnosed with the disorder (Heilbronner et al., 2009; Miller, 2004; Vitacco, et al., 2008).  

Efficacy of Malingering Measures 

Measures of performance and symptom validity are still relatively new and 

forensic practitioners disagree on the utility and ease of use of many of these measures 

(Bush, Heilbronner, & Ruff, 2014; Farkas, Rosenfeld, Robbins, & van Gorp, 2006).  

Many forensic psychologists treat the Structured Interview of Reported Symptoms, 2nd 

edition (SIRS-2; Rogers, Sewell, & Gillard, 2010), a structured interview, as the “gold 

standard” measure of malingering; however, its utility is limited as administration 

requires approximately one hour by a trained examiner (Edens, Poythress, & Watkins-

Clay, 2007).  The SIRS-2 was created in response to concerns regarding high false-

positive rates in inpatient samples with trauma histories and dissociative symptoms on the 

SIRS.  However, the SIRS-2 has been criticized for utilizing a non-standard calculation 

of classification accuracy, inadequately documenting the method of test validation in the 

test manual, and use of a standardization sample that does not generalize to forensic 

settings.  Research has indicated that the SIRS-2 is much less sensitive than the SIRS 

(Tarescavage & Glassmire, 2016).   
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Measures of malingering vary in technique, administration length, technique, 

format, and theoretical approach (Farkas, Rosenfeld, Robbins, & van Gorp, 2006).  Not 

all malingering measures are equally sensitive in all domains of functioning.  Test 

materials may not be sensitive to all presenting disorders (e.g., major depressive disorder, 

schizophrenia, posttraumatic stress disorder, etc.) or to all evaluation contexts (e.g., civil 

forensic settings, criminal forensic settings, etc.) (Gervais, Rohling, Green, & Ford, 2003; 

Guy, Kwartner, & Miller, 2006; Rosenfeld, Green, Pivovarova, Dole, & Zapf, 2010; 

Wisdom, Callahan, & Shaw, 2010).  In fact, many malingering assessment measures 

were designed to identify one specific type of symptom fabrication or exaggeration, such 

as feigning of psychiatric symptoms or of cognitive symptoms.  As such, it is important 

to evaluate malingering measures to determine whether they are able to detect 

malingering with various disorders and are useful in different forensic assessment 

contexts (Guy, Kwartner, & Miller, 2006).     

Research has been inconclusive regarding whether individuals tend to feign both 

psychiatric and cognitive deficits, although estimates indicate that approximately 10% of 

malingerers engage in both psychiatric and cognitive symptom exaggeration (Green, et 

al., 2012; Pivovarova, et al., 2009).  Due to likelihood that an evaluee may choose to 

engage in malingering within a variety of domains of function, forensic evaluators should 

examine whether to evaluate cognitive, physical, and emotional domains (Wisdom, 

Callahan, & Shaw, 2010).   

Research has indicated that there are “markedly discrepant” failure rates across 

various measures of malingering, with estimates of only 50% of conclusions from 

multiple measures being in agreement (Gervais, Rohling, Green, & Ford, 2003; 
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Rosenfeld, Green, Pivovarova, Dole, & Zapf, 2010).  These results indicate that use of a 

single measure may result in incorrect determinations regarding malingering and that use 

of multiple measures may increase detection.  However, some research indicates that use 

of multiple malingering measures may result in higher false positive rates depending 

upon the total number of tests utilized and the correlation among the various measures 

(Berthelson, Mulchan, Odland, Miller, & Mittenberg, 2013; Butcher, Hass, Greene, & 

Nelson, 2015; Gervais, Rohling, Green, & Ford, 2003).   

It is not unusual for a credible patient to fail a single malingering measure; 

however, it is rare to fail more than one malingering measure (i.e., approximately 5% fail 

2, 1.5% fail 3, and none fail 4).  Malingerers do not engage in response bias on all tests, 

but instead tend to choose which tests on which to feign.  Additionally, malingerers tend 

to maintain malingering strategies across assessments, focusing on a single area of 

performance (e.g., processing speed, verbal memory, motor impairment) in which to 

exhibit difficulties (Boone, 2011).  Other research indicates that malingerers may exhibit 

malingering on a more global level, exaggerating both psychopathology and cognitive 

symptoms (Farkas, Rosenfeld, Robbina, & van Gorp, 2006).   

In cases where genuine psychopathology is present, there is still a possibility for 

malingering.  Use of multiple psychological and neuropsychological measures, especially 

measures that are not highly correlated with one another, may assist in determining 

exaggerated or feigned psychopathology in cases where genuine psychopathology is 

thought to be exaggerated (Heilbronner, et al., 2009; Wisdom, Callahan, & Shaw, 2010).  

Despite these inconsistencies, it may be beneficial if multiple malingering measures are 

administered to assess different performance areas (i.e., both psychiatric and cognitive) to 
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ensure all possible malingering spheres are accounted for (Farkas, Rosenfeld, Robbins, & 

van Gorp, 2006; Green, et al., 2012).   

Experienced forensic examiners report using a greater number of assessment 

measures in evaluations than less seasoned examiners (Greenfield, Otto, & Long, 2003).  

In addition, use of multiple measures of malingering may be helpful in cases in which it 

is suspected that the evaluee has received specific symptom information or has been 

given information regarding assessment measures that may be utilized, such as 

information regarding validity scales, which may assist malingerers in avoiding detection 

(Wetter & Corrigan, 1995).   

Evaluators must find a balance in their use of malingering detection measures.  

Measures should be picked in an impartial, comprehensive, and scientific manner.  Using 

all available measures is time consuming, unnecessary, and leads to the impression of a 

fishing expedition (Hall, 2007; Young, 2014).  Studies of shared features between the 

different domains of malingering are needed to further understanding of the overall 

malingering construct (Walters, et al., 2008).  Additionally, extending research to 

investigate the ability of measures to detect malingering of specific disorders and 

examining whether various malingering measures are equally effective in detecting 

malingering of specific disorders is important.    

Measures developed to identify malingering should be used to screen for 

malingered mental illness (Miller, 2004).  When an examinee scores in a range indicative 

of malingering, further exploration of the examinee’s symptoms should be conducted, 

such as by using other malingering assessments and clinical interviews, examining the 

patient’s pattern of symptoms compared to known diagnostic groups, examining 
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contextual factors of the examinee’s evaluation, and examining collateral information 

(Miller, 2004; Veazey, Hays, Wagner, & Miller, 2005).  Final identification of 

malingering should only be made after a complete assessment has been conducted (Green, 

et al., 2012; Miller, 2004).  

Many studies on malingering assume that individuals engaging in malingering are 

unsophisticated in regards to symptoms of mental health issues as well as to the purpose 

of psychological testing; however, research has indicated that evaluees are often 

“coached” on how to respond to evaluations or prepare in some way for their evaluation, 

whether by actual detailed instructions or by suggestion (Butcher, Hass, Greene, & 

Nelson, 2015; Rogers, Bagby, & Chakraborty, 1993).   At a minimum, forensic 

evaluations should consider whether coaching factors could influence responses in an 

evaluation (Butcher, Hass, Greene, & Nelson, 2015).  

Current Limitations 

Given current constraints and limitations of malingering measures, science and 

the law have attempted to determine the efficacy of various measures in detecting 

malingering.  Empirically validating methods of malingering is difficult because it is 

difficult to identify actual malingerers in clinical settings to use as a criterion group, 

which may result in concerns regarding the generalizability of findings.  Due to this issue, 

simulation studies, in which participants are given instructions to present as though they 

are experiencing symptoms or are engaging in malingering, are often used in initial 

research (Edens, Poythress, & Watkins-Clay, 2007).     

Little research has examined whether participation in simulated litigation results 

in fabrication or exaggeration of symptoms.  Additionally, few studies have examined the 
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effects of suggestion to malinger by an attorney, as opposed to outright coaching, on 

symptom endorsement.  As it is possible for an evaluee to malinger as a result of 

suggestion or due to being engaged in litigation, research into the effects of simulation 

and litigation are important (Christiansen & Vincent, 2012).     

Few studies have examined the degree of overlap between commonly utilized 

malingering measures (Farkas, Rosenfeld, Robbins, & van Gorp, 2006).  Even less 

research has examined the extent to which evaluees tend to feign both psychiatric 

symptoms and cognitive deficits (e.g., over-reporting psychiatric symptoms and under-

reporting cognitive abilities).  The small number of studies that exist indicate a significant 

correlation between measures of cognitive effort and measures of psychiatric symptoms. 

Correlations between measures of cognitive effort and psychiatric symptoms have not 

been thoroughly examined in specific forensic contexts.  Much prior research has failed 

to control for prior trauma and recent life change, which may have an effect on evaluee 

responses in simulated studies.  Additional research is needed to examine the utility of 

including both measures of cognitive effort and of psychiatric symptoms in civil forensic 

evaluations while controlling for potential effects of past trauma and recent life change 

(Green, et al., 2012; Guy, Kwartner, & Miller, 2006).   

In addition, validation studies of cognitive effort measures typically focus on 

populations with intellectual disabilities and infrequently examine the impact of 

psychiatric symptoms of evaluee performance on measures of cognitive effort (Green, et 

al., 2012; Pivovarova, et al., 2009).  Of the few studies that have examined the impact of 

psychiatric symptoms on effort tests, most have included patients with depressive 

symptoms and have found that presence of depressive symptoms does not impact the 



  
 
 

 25 

usefulness of effort tests, while other studies have indicated concern that psychiatric 

patients may be misdiagnosed as malingering due to difficulties completing “easy” 

cognitive tasks (Green, et al., 2012; Pivovarova, et al., 2009).  As such, research with 

evaluees with different symptom presentation, such as PTSD symptoms, is necessary to 

increase generalizability of findings.   

Malingering measures should also be evaluated to determine whether they 

adequately screen for malingering given a variety of mental health conditions.  The 

present study sought to examine whether measures are equally effective in screening for 

malingering of PTSD symptoms.  Additionally, as multiple malingering measures are 

generally utilized in legal contexts, research examining the concordance of measures is 

needed as clinicians may encounter discrepant findings when multiple measures are 

utilized (Farkas, Rosenfeld, Robbins, & van Gorp, 2006).   

Proposed Study 

Against this background, the central aims of the present study were to replicate 

and expand on previous research by (a) examining whether suggestion or litigation 

context impact participant response styles and (b) comparing the efficacy of four 

commonly utilized forensic assessment measures (M-FAST, SIMS, TOMM, and TSI-2-

A), which includes measures of both general psychopathology and neuropsychological 

deficit, in detecting malingering in a simulated personal injury scenario in which the 

evaluee presented with symptoms consistent with a diagnosis of PTSD.  The current 

study utilized symptom severity measures, diagnostic measures, and measures of 

cognitive effort.  The design was unique as it incorporated multiple measures of 
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exaggerated cognitive impairment and psychopathology, which encompassed all 

behaviors likely to be feigned in a legal context.   

The following hypotheses were proposed:  

 H1A:  Participants’ reports of symptoms were expected to vary as a function of 

litigation condition and suggestion.  It was expected that participants in active litigation 

would  perform more poorly on malingering measures (i.e., report higher symptom levels 

on symptom severity and diagnostic measures and perform more poorly on effort-based 

measures) than participants in no-litigation conditions.  

 H1B: It was expected that participants in active litigation receiving suggestion to 

malinger would perform more poorly on malingering measures (i.e., report higher 

symptom levels on symptom severity and diagnostic measures and perform more poorly 

on effort-based measures) than participants in any other condition.   

H2: The efficacy of four measures commonly utilized to identify malingering in 

detecting feigning of symptoms of PTSD were explored using established cut-off scores 

for each measure to facilitate clinical relevance of outcomes. 

Method 

Participants 

Participants (n=249) were recruited from undergraduate psychology classes at a 

large public Southwestern university through the SONA system, recruitment flyers 

posted on the university campus, and recruitment announcements in undergraduate 

psychology classes.  Participants signed up via SONA for an in-person appointment at the 

University of Houston Forensic Psychology Services office, which took between 2.5 and 

3 hours.  Participants received 5 to 6 hours of experimental credit for participation in the 
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study.  For inclusion in the study, participants must: (1) be an undergraduate student 

enrolled at the University of Houston and (2) be at least 18 years of age.  Participants 

were excluded from the study based on evidence of: (1) lack of proficiency in speaking or 

reading English (i.e., they cannot carry on a conversation with an interviewer in the 

English language or read English text) and (2) limited mental competency and/or the 

inability to give informed, voluntary, written consent to participate. 

Measures 

 The Traumatic Experience Checklist (TEC; Nijenhuis, 2002) is a 33 item self-

report questionnaire developed to assess for 29 types of potential trauma.  Scores range 

from 0 to 29 and address the setting in which abuse occurs in addition to the presence of 

trauma.  Higher scores indicate an increased level of trauma exposure.  Strong 

associations between TEC total score and current mental disorders have been found.  

Research suggests good internal consistency, test-retest reliability, and criterion-related 

validity (Nijenjuis, Van der Hart, & Kruger, 2002).      

 The Life Experiences Survey (LES; Sarason, Johnson, & Siegel, 1978) is a 60 

item self-report measure, based on existing life stress measures, that examines life 

changes frequently experienced by individuals in the general population.  The measure 

asks participants to indicate which events they have experienced during the past year as 

well as to rate the desirability or undesirability of the events on a 7-point scale ranging 

from extremely negative to extremely positive.  Summing the impact ratings of events 

experienced can lead to a positive change score, a negative change score, or a total 

change score.  Reliability for this measure’s negative and total change scores is moderate.  

Test-retest reliability studies of the LES indicate convergent reliability with other life-
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stress measures, such as the Marlowe-Crowne Social Desirability Scale (Strahan & 

Gerbasi, 1972) and the State-Trait Anxiety Inventory (Spielberger, Gorsuch, & Lushene, 

1970) ranging from 0.21 to 0.46 (Sarason, Johnson, & Siegel, 1978).   

 The Impact of Events Scale-Revised (IES-R; Weiss & Marmar, 1996) is a 22-item 

self-report measure developed to explore the subjective stress and psychological impact 

of trauma.  The measure utilizes a scale ranging form 0 (no distress) to 4 (extreme 

distress), with scores ranging from 0 to 88.  Three subscales are present, which assess 

intrusion, avoidance, and hyperarousal (Weiss & Marmar, 1996).  Research suggests a 

cutoff score of 33 on the IES-R as well as high internal validity and consistency (Beck, et 

al., 2008).      

 The Brief Symptom Inventory (BSI; Derogatis, 2004) is a 53-item self-report 

measure that uses a five-point Likert scale.  The BSI evaluates psychological distress and 

psychiatric disorders.  Research on the BSI has indicated strong reliability and validity 

(Willard, Wardenaar, Fontein, & Zitman, 2012).  The BSI was administered as part of the 

larger data collection, but was not utilized in the present study.  

 The Shipley-2 (Martin & Shipley, 2009) vocabulary subtest, a 40-item test of 

vocabulary knowledge, was also administered as part of the larger data collection, but 

was not utilized in the present study.  The Shipley-2 vocabulary subtest requires evaluees 

to read a target word and choose one of four choices that is the best synonym for the 

target word.  Research has shown good reliability and validity for the Shipley-2 (Kaya & 

Bulut, 2012).  

The Miller Forensic Assessment of Symptoms Test (M-FAST; Miller, 2001) is a 

25-item structured interview designed as a screening instrument for response styles and to 
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assess the probability that an individual is malingering.  The M-FAST contains the 

following seven scales: Reported versus Observed (RO), Extreme Symptomatology (ES), 

Rare Combinations (RC), Unusual Hallucinations (UH), Unusual Symptom Course 

(USC), Negative Image (NI), and Suggestibility (S).  A recommended cut-score on the 

M-FAST (i.e., a score at which malingering is suspected) is of 6 or more.  Additional 

evidence, such as review of collateral information, should be collected if an individual is 

identified as a potential malingerer by their score on the M-FAST (Guy & Miller, 2004).  

The M-FAST has a total score alpha coefficient of 0.91 and an inter-item correlation of 

0.30, suggesting strong psychometric properties (Vitacco, Rogers, Gabel, & Munizza, 

2007).      

 The Test of Memory Malingering (TOMM; Tombaugh, 1996) is a forced choice 

visual recognition recall task designed to detect feigned cognitive deficits (Etherton, 

Bianchini, Greve, & Ciota, 2004; Rogers, Payne, Berry, & Granacher, 2009; Weinborn, 

Orr, Woods, Conover, & Feix, 2003).  It is the most frequently given and research effort 

measure (Wisdom, Brown, Chen, & Collins, 2012).  It was designed to be extremely easy 

for all but the most severely impaired patients and was constructed to identify inadequate 

effort or purposeful feigning of cognitive impairment (symptom validity testing).  The 

TOMM involves showing 50 line drawings of common items for 3 seconds each during 

two learning trials.  Participants are then asked to identify target objects from distractor 

items in two choice recognition recall tasks.  Scores are computed by counting the 

number of correct responses.  Scores below 45 correct responses are indicative of below-

average effort and are considered a failure (Etherton, Bianchini, Greve, & Ciota, 2004; 

Weinborn, et al., 2003; Wisdom, Brown, Chen, & Collins, 2012).   



  
 
 

 30 

Research indicates that the TOMM is able to accurately differentiate individuals 

with cognitive impairment from malingerers as symptom validity tests are insensitive to 

ability and, instead, measure test-taking effort (Etherton, Bianchini, Greve, & Ciota, 

2004; Weinborn, et al., 2003).  The TOMM is resistant to neurological conditions, 

including traumatic brain injury, dementia, and aphasia as well as to chronic pain and 

presence of symptoms of psychological conditions, including depression or anxiety 

(Ashendorf, Constantinou, & McCaffrey, 2004; Green, et al., 2012).  Research has 

indicated that TOMM failure may be associated with more extreme response bias than 

failure on other tests of malingering (Gervais, Rohling, Green, & Ford, 2003).         

 The Trauma Symptom Inventory-2-A (TSI-2-A; Briere, 2011) is a 126 item 

alternative version to the Trauma Symptom Inventory-2 (TSI-2; Briere, 2011).  The TSI-

2-A does not include sexual symptom items.  This measure assesses a wide range of 

symptomatology and has 12 clinical scales.  Research validating the TSI-2-A is sparse; 

however, the reliability of the original Trauma Symptom Inventory (TSI; Briere, 1995) 

ranged from 0.84 to 0.87 across studies and high predictive power (i.e., 91% diagnosed 

with posttraumatic stress disorder (PTSD) were correctly classified using the TSI) was 

high.  The current study with use the TSI-2-A’s Atypical Responding (ATR) scale, a 

validity scale that assesses an evaluee’s tendency to endorse unusual symptoms, as 

research has identified this scale as beneficial in forensic assessment contexts (Rosen, et 

al., 2006).   

A major change between the TSI and TSI-2-A was to include a revised atypical 

response scale (ATR), which was used to assess symptom misrepresentation as it was 

determined that the TSI was widely used in forensic evaluations to assess malingering.  
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The revised ATR in the TSI-2-A includes items unlikely to be endorsed by an individual 

with PTSD either because the responses are too extreme or they are a misinterpretation 

that may be commonly made by those who do not genuinely experience PTSD (Gray, 

Elhai, & Briere, 2011).  A score of 15 on the ATR scale is the recommended cutoff.  

Scores at or above this level are invalid and are likely a result of some form of excessive 

symptom endorsement, which could include malingering, random responding, engaging 

in help-seeking responses, or other similar factors (Briere, 2011).  

 The Structured Inventory of Malingered Symptomatology (SIMS; Smith, 2005) is 

a self-report measure that consists of 75 true-false items.  It is designed to screen for 

malingering of psychiatric symptoms or cognitive impairment and is based on an 

assumption that malingerers do not know how genuine psychopathology manifests and 

will often endorse atypical symptoms due to this naivety.  The SIMS screens for 

malingering in five domains including low intelligence (LI), psychosis (P), affective 

disorders (AF), neurological impairment (NI), and amnesia (AM).  Scores, which are 

computed by summing yes-answers, range from 0 to 75 (Jackson, Rogers, & Sewell, 

2005).   

Each of the scales assesses different types of feigned psychopathology and 

cognitive impairment, which is an advantage of this measure; however, the majority of 

studies performed on the SIMS indicate that the total score is more useful than subscales 

in differentiating honest from feigned responses and that the subscale scores are useful in 

obtaining information regarding the type of symptoms evaluees are exhibiting (Benge, 

Wisdom, Collins, Franks, LeMaire, & Chen, 2012; Clegg, Fremouw, & Mogge, 2009; 

Merckelbach & Smith, 2003; Vitacco, Rogers, Gabel, & Munizza, 2007).  Widows and 
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Smith (2005) recommend using a SIMS total score of 14 or greater as indicative of 

malingering.  Total SIMS scores above 14 are indicative of a high number of inconsistent, 

illogical, atypical, or improbably responses.  Individuals scoring in this range will require 

further evaluation to determine if malingering is present (Benge, et al., 2012; Clegg, 

Fremouw, & Mogge, 2009; Malcore, et al., 2015; Merckelbach & Smith, 2003; Jelicic, 

Hessles, & Merckelbach, 2006; Widows, & Smith, 2005).  The SIMS may be sensitive to 

genuine mental illness (i.e., individuals with true psychopathology may be identified as 

potential malingerers on the SIMS) as correlations between actual distress and increased 

SIMS scores has been found in several past studies (Clegg, Fremouw, & Mogge, 2009; 

Merckelbach & Smith, 2003).  Prior research has indicated that the SIMS has an internal 

consistency with reliabilities for each of the five domains that range from 0.80 to 0.88.  

Materials 

Demographic Questionnaire 

A 53-item questionnaire was developed for the current study and was used to 

collect demographic and background information about participants (Appendix A).  

Demographic and background information included variables such as age, gender, 

education level, ethnic categorization, military history, psychiatric treatment history, and 

litigation history.  Participants were asked if they or someone close to them had been 

involved in a motor vehicle accident.  

Experimental Manipulation 

The four case scenarios (Appendix B) utilized in this study were written 

specifically for this study and do not reflect facts specific to a particular lawsuit.  

Participants were asked to imagine they had been involved in a motor vehicle accident 
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with a truck owned by a major wholesaler in which they did not sustain serious physical 

injury; however, they were to imagine they were experiencing emotional difficulties 

related to the injury, including bad dreams, exaggerated startle response, avoidance of the 

location of the accident, and avoidance of conversations regarding the accident.  The four 

experimental conditions were as follows: (1) the participant was content with the 

outcome of his or her lawsuit (post-litigation) but was asked by their physician to see a 

psychologist to determine his or her level of impairment (Condition 1: post-litigation, no 

suggestion), (2) the participant was content with their settlement from the insurance 

company, but was asked by their physician to see a psychologist to determine his or her 

level of impairment (Condition 2: no litigation, no suggestion), (3) the participant was in 

active litigation and his or her attorney referred him or her for psychological testing to 

determine level of impairment (Condition 3: litigation, no suggestion), and (4) the 

participant was in active litigation, his or her attorney referred him or her for 

psychological testing to determine level of impairment, and the attorney informed the 

participant prior to completing psychological testing that the more impaired he or she 

appeared, the more monetary damages he or she would be awarded (Condition 4: 

litigation, with suggestion).    

Post-Questionnaire 

After reading the case scenarios and completing the remaining assessment 

measures, participants were presented with a 16-item questionnaire, which was developed 

for the current study (Appendix C).   The questionnaire attempted to assess participants’ 

compliance with instructions by inquiring about the instructional scenario and 
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participants’ approach to completing the survey (e.g., level of feigning, factors relevant to 

an award for damages, etc.).  

Procedure  

 The study consisted of a single in-person visit to the laboratory, which lasted 

approximately three hours in length.  A SONA prescreen was conducted for all potential 

participants who respond via the recruitment strategies in order to assess inclusion and 

exclusion criteria. Persons who appeared eligible based on the pre-screen were invited to 

the laboratory for study participation. Scheduled participants received an e-mail reminder 

24 hours prior to the visit to help bolster retention rates and provide clarification of 

protocol, if necessary. 

Upon arrival, informed consent was completed. Informed consent involved a 

member of the research staff explaining the details of the study, potential benefits and 

risks of participation, and the procedures the participant would undergo if he or she 

choose to participate. If the individual choose to sign the informed consent, he or she 

completed the research activities.  First, the participant completed the computerized 

baseline measures, including a demographics questionnaire, which was designed for this 

study.  See Appendix A for the demographics questionnaire.  Participants then completed 

the Traumatic Experiences Checklist (TEC), the Life Experiences Survey (LES), and the 

Impact of Events Scale-Revised (IES-R).  Next, participants were randomized to receive 

one of 4 experimental scenarios.  Participants in all experimental conditions read a 

vignette depicting a motor vehicle accident scenario.  Participants were asked to imagine 

themselves in the vignette and to respond to remaining questions as though they were the 

person described in the scenario.  Depending on the condition the participant was 
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randomly assigned to, the scenarios manipulated whether the participant was involved in 

litigation or not as well as instructions given to the participant regarding the purpose of 

the assessment (i.e., in litigation with suggestion to malinger, in litigation with no 

suggestion to malinger, post-litigation with no suggestion to malinger, and no litigation 

with no suggestion to malinger).  See Appendix B for experimental conditions.  

After reading one of the 4 experimental scenarios, participants completed a 

combination of interview-based and self-report measures, including the Miller Forensic 

Assessment of Symptoms Test (M-FAST), the Test of Memory Malingering (TOMM), 

Shipley-2 Vocabulary subtest, Brief Symptom Inventory (BSI), Trauma Symptom 

Inventory-2-A (TSI-2-A), and the Structured Inventory of Malingered Symptomatology 

(SIMS) with an evaluator trained in standardized administration of all measures.  The 

order of these post-scenario measures was randomly assigned to ensure that order effects 

were not present.  A post-questionnaire, which was designed for the present study, was 

then administered.  See Appendix C for the post-questionnaire.  Following completion of 

the measures, debriefing occurred with a member of the research team. 

Data Analytic Plan 

Descriptive characteristics were examined by group to identify any significant 

differences between groups on baseline characteristics, with an a priori plan to adjust for 

any observed groups differences on baseline factors.  In addition, the bivariate 

associations between prior trauma exposure and recent life events (based on the TEC, 

LES, and IES-R) and post-manipulation TSI-2-A (index of trauma severity) were 

examined to determine the extent to which baseline individual difference factors are 

related to post-manipulation TSI-2-A scores.  
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The primary aim was to examine the effect of experimental condition on 

malingering outcomes, measured by the M-FAST, TSI-2-A, TOMM, and SIMS.  The 

inter-correlations between the M-FAST, TOMM, SIMS, and TSI-2-A were examined to 

assess the degree of shared variance between outcomes measures. These analyses were 

utilized to determine whether multivariate analysis of variance (MANOVA) was best 

suited for the data, relative to a series of univariate analyses.  Huberty & Morris (1989) 

opined that conducting a MANOVA as a preliminary step to multiple ANOVAs is 

“unnecessary and irrelevant” (p. 307).  Additionally, Huberty & Morris (1989) did not 

find convincing empirical support for the typical justification for running a MANOVA – 

control of type I error.  Common reasoning for sole use of multiple ANOVAs includes 

low outcome variable intercorrelations.  Two sets of analyses were planned: (1) 

assessment of malingering utilizing continuous outcome scores and (2) examination of 

malingering utilizing established cut-off scores for each measure to facilitate clinical 

relevance of outcomes.  

Power Analysis 

A priori power calculations were conducted using G*Power 3.1 software 

application (Faul, et al., 2007, 2009). Based on prior literature, a large sized effect was 

expected as a result comparison of Condition 4 (litigation, with suggestion) versus 

Condition 1 (post litigation, no suggestion) for malingering (per the MFAST) and 

traumatic symptoms (TSI-ATR); (Cohen’s d’s range .83 - .85; Christiansen & Vincent, 

2012). Additionally, small to medium sized effects were documented for Condition 3 

(litigation, no suggestion) versus Condition 1 (post-litigation, no suggestion) for 

malingering (Cohen’s d = .40) and traumatic symptoms (Cohen’s d = .50). A medium to 



  
 
 

 37 

large effect size was found across the four experimental conditions when treating groups 

3 and 4 as ‘active’ conditions relative to groups 1 and 2 (Cohen’s d = .60). Based on these 

prior estimates, a power analysis was estimated assuming a medium sized effect. Thus, 

with power set at .08 (alpha = .05), a sample size of 204 would be required (n = 51 per 

condition) to detect a medium effect size (Cohen, 1988). 

Results 

Sample characteristics and preliminary analyses 

A total of 249 participants completed the study; 14 cases (5.6% of the eligible 

sample) were excluded for inconsistencies on standard check questions. These exclusions 

resulted in a final sample of 235 participants retained for data analysis. 

Of the 235 participants included in the final data analysis, 63 participants were 

male (26.8%) and 172 were female (73.2%).  Participant age ranged from 18 to 51 years 

(M = 22.97, SD = 5.18).  Participants classified themselves in one of the following ethnic 

categories: Hispanic (29.4%), Caucasian (23.0%), Asian (21.3%), African American 

(16.2%), and Other/Multiracial (10.2%).  

Of the total sample, 74 participants (31.5%) indicated that they had been involved 

in a motor vehicle accident that was not their fault in which they sustained an injury.  

Participants involved in a motor vehicle accident that was not their fault indicated that 

their experience resulted in the following: settled with the other driver’s insurance 

company (15.7%), did not seek or receive compensation (8.1%), filed a lawsuit and 

received compensation (4.3%), settled with the other driver (1.7%), pursued 

compensation (but no lawsuit) and did not receive it (1.3%), and filed a lawsuit and did 

not receive compensation (0.4%).  In addition, 21 participants (8.9%) indicated that they 
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had been involved in a motor vehicle accident that was their fault in which the other party 

was injured, which resulted in the following: the other driver settled with their insurance 

company (4.7%), settled with the other driver (3.0%), did not seek or receive 

compensation (0.9%), and the other driver filed a lawsuit and did not receive 

compensation (0.4%). 

Approximately one-quarter of the sample (n = 65, 27.7%) reported a lifetime 

history of mental health treatment.  Of those who reported a history of mental health 

treatment, 48 (73.85%) received counseling, 28 (43.08%) received therapy, 30 (46.15%) 

received pharmacotherapy, 7 (10.77%) received psychiatric hospitalization, and 1 

(1.54%) indicated receiving “other” treatment.   

Participants were randomized to the following conditions:  Condition 1 (n = 59; 

25.1%; post-litigation, no suggestion), Condition 2 (n = 59, 25.1% no litigation, no 

suggestion), Condition 3 (n = 62; 26.4%; active litigation, no suggestion), and Condition 

4 (n = 55; 23.4%; active litigation, suggestion).  There were no significant group 

differences in age [F(3,231 = 1.191, p = .314], gender (x2(3) = 2.055, p = .561), or 

race/ethnicity (x2(12)  = 6.96, p = .860).  Additionally, there were no group differences on 

the number of traumatic events endorsed on the TEC [F(3,231) = 0.165, p = .920] or IES 

[F(3,231) = 2.36, p = .073] and groups did not differ on motor vehicle accident history 

(i.e., being involved in a motor vehicle accident that was their fault (x2(3) = 3.51, p 

= .320) or being involved in a motor vehicle accident that was not their fault (x2(3) = 4.31, 

p = .230) (see Table 1).  

There was a small positive correlation between the TEC and the M-FAST (r=0.13, 

p=.043) and the TEC and the SIMS (r=0.23, p<0.001).  There was a small-sized 
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correlation between the IES and the M-FAST (r=0.22, p=.001), the IES and the SIMS 

(r=0.17, p=.010), and the IES and the TSI-2-A ATR scale (r=0.20, p=.003).  Based on the 

small-sized (non-clinically significant) associations between history of trauma and recent 

life events with the four primary outcome measures and lack of group differences on 

baseline demographic characteristics, no covarying factors were included in subsequent 

analyses (see Table 2).    

Primary Outcome Results 

Means and standard deviations for each outcome measure were presented in Table 

3.  Normality of data was checked and skewness and kurtosis were within acceptable 

limits.  The correlations between outcome measures ranged from -0.34 to 0.68 (see Table 

2).  Although significant correlations existed, they were moderate in size.  Based on the 

lack of high inter-correlation between outcome variables, univariate ANOVAS were used. 

Continuously Measured Outcomes  

Results for multiple ANOVAs were completed utilizing continuous scores on the 

outcome measures (see Table 4).  Results revealed significant differences between the 

four experimental conditions on the TOMM trial one (F(3, 231) = 2.92, p = .035) and two 

(F(3, 231) = 2.70, p = .047).  Post hoc comparisons using the Tukey HSD test indicated 

that the mean score for condition 4 (litigation, with suggestion; M=43.56, SD=8.09) was 

significantly lower than condition 1 (post-litigation, no suggestion; M=46.71, SD=4.59) 

on Trial 1 of the TOMM.  Additionally, condition 4 (litigation, with suggestion; M=46.95, 

SD=7.46) performed significantly worse than condition 3 (litigation, no suggestion; 

M=49.60, SD=2.00) on Trial 2 of the TOMM (see Figure 1).  
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The TOMM Retention Trial was recoded as a dichotomous variable (i.e., either 

administered or not administered).  A post-hoc chi-square test was used to examine 

whether experimental condition was associated with administration of the TOMM 

Retention Trial.  Results indicated that there was a significant difference in terms of the 

likelihood of TOMM Retention Trial administration based on condition (x2(3) = 9.63, p = 

0.022), such that the Retention Trial was more frequently administered to participants in 

condition 4 (litigation, with suggestion; 16.4%) relative to condition 2 (no litigation, no 

suggestion; 6.8%), condition 1 (post-litigation, no suggestion; 3.4%), and condition 3 

(litigation, no suggestion; 3.2%) (see Table 5; see Figure 2).   

Clinical-Cutoff Scoring of Outcomes  

Chi-square tests were utilized to examine the relationship between the four 

conditions and clinical cutoff scores for each of the post-manipulation measures.  No 

relationship was found between condition and clinical cutoff scores on each of the post-

manipulation measures (see Table 6).   

Post-Hoc Test of Outcome Specificity 

A post-hoc ANOVA was used to examine the relationship between experimental 

condition and Shipley-2 Vocabulary subtest scores to determine whether the experimental 

manipulation influenced performance on a non-specific malingering measure.  One 

additional participant (for a total of 234 participants included in the analysis) was not 

included in the analyses due to missing data on the Shipley-2 Vocabulary subtest.  

Results indicated that there was no significant difference between groups on the Shipley-

2 Vocabulary subtest (F(3, 230) = 1.92, p = .127). 
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Post-Hoc Probe of Experimental Conditions 

Exploratory post-hoc analyses were conducted by stratifying conditions based on 

the presence/absence of litigation and suggestion (i.e., litigation compared with no 

litigation and suggestion compared with no suggestion).  Independent samples t-tests 

were conducted to compare continuous scores on outcome measures in the litigation 

(conditions 3 and 4) and no litigation (conditions 1 and 2) conditions.  There was a 

significant difference in the scores for the TSI-2-A ATR scale between the litigation 

(M=6.37, SD=6.27) and no litigation (M=4.75, SD=5.44) conditions, with participants in 

the litigation group having significantly higher scores on the TSI-2-A ATR scale 

(t(233)=-2.12, p=.035) (see Table 7; see Figure 3).  

Independent samples t-tests were also conducted to compare outcome measures in 

the suggestion (condition 4) and no suggestion (conditions 1, 2, and 3) conditions.  There 

was a significant difference in the scores for the TSI-2-A ATR scale between the 

suggestion (M=6.96, SD=6.49) and no suggestion (M=5.12, SD=5.67) conditions, with 

participants in the suggestion condition having significantly higher scores on the TSI-2-A 

ATR scale (t(233)=-2.04, p=-.043) (see Figure 4).  There was a significant difference on 

the scores for the TOMM Trial 1 between the suggestion (M=43.56, SD=8.09) and no 

suggestion (M=46.24, SD=5.27) conditions, with participants in the no suggestion 

condition answering significantly more questions correctly than participants in the 

suggestion condition (t(233)=2.88, p=.004) (see Table 9; see Figure 5). 

Chi-square tests were utilized to examine the relationship between stratified 

conditions and clinical cutoff scores for each of the post-manipulation measures.  First, 

chi-square tests were computed for the litigation and no litigation groups.  Results were 
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significant for the TSI-2-A ATR scale (x2(1) = 4.74, p = .030), with the litigation group 

endorsing higher TSI-2-A ATR scores than the no litigation group (see Table 8; See 

Figure 6).  Additionally, chi-square tests were computed for the suggestion and no 

suggestion groups using clinical cutoff scores for each of the post-manipulation measures.  

Results indicated no significant differences between the suggestion and no suggestion 

groups on any post-manipulation measures when clinical cutoff scores were used (see 

Table 10). 

Discussion 

Millions of motor vehicle accidents occur each year.  These accidents might result 

in injuries that may lead to plaintiffs suing for damages in personal injury lawsuits.  

Unsurprisingly, it is common for individuals seeking legal compensation to feign 

symptoms, either through exaggerating genuine symptoms or by fabricating symptoms 

that do not exist, in an effort to obtain external incentives.  Additionally, attorneys may 

engage in some form of suggestion regarding malingering, either by informing their 

clients that an increase in symptom severity may result in larger damages awards in court 

cases or by providing information regarding measures likely to be used in an evaluation.  

Forensic psychologists are often asked to determine whether evaluees are providing 

truthful responses regarding an evaluee’s level of impairment.  Specialized measures of 

malingering have been developed to assist in detection of malingering.     

Notwithstanding evidence that malingering is prevalent, little research has been 

performed to examine the effects of participation in litigation and of attorney suggestion 

to malinger on symptom exaggeration or fabrication.  Few studies have examined the 

degree of overlap between commonly used malingering detection measures, especially 
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those examining different aspects of malingering, such as cognitive deficits and 

psychiatric symptoms.  Additionally, little research has examined the effectiveness of 

commonly utilized malingering measures with evaluees with a PTSD symptom 

presentation.  Lower damages may be awarded for alleged psychological injuries as 

opposed to physical injuries, likely due to concerns regarding potential malingering.  As 

issues with malingering in court cases affect plaintiffs, defendants, and the general 

public, greater knowledge and understanding of malingering, including an increased 

knowledge of the efficacy of methods for detecting malingering, is necessary to improve 

fairness in legal outcomes.  

The central aims of the present study were to replicate and expand on previous 

research by (a) examining whether suggestion or litigation context impact participant 

response styles and (b) comparing the efficacy of four commonly utilized forensic 

assessment measures (M-FAST, SIMS, TOMM, and TSI-2-A), which includes measures 

of both general psychopathology and neuropsychological deficit, in detecting malingering 

in a simulated personal injury scenario in which the evaluee presented with symptoms 

consistent with a diagnosis of PTSD.  Findings indicated that hypotheses were partially 

supported.      

Impact of Suggestion and Litigation on Malingering Measures Using Continuously 

Measured Outcomes 

First, it was hypothesized that participants’ report of symptoms would vary as a 

function of litigation condition and suggestion.  Specifically, it was expected that 

evaluees involved in litigation would perform worse on outcome measures (i.e., report 

higher symptom levels on symptom severity and diagnostic measures and perform more 



  
 
 

 44 

poorly on effort-based measures) than evaluees not involved in litigation.  Additionally, it 

was expected that evaluees who received suggestion to malinger and were involved in 

active litigation would perform worse on malingering detection measures than evaluees 

in all other conditions.  Continuous scores on outcome measures were utilized in this 

analysis.  Results were partially supported.   

When using continuous scores, participants involved in litigation who were 

provided with suggestion to malinger by their attorney (Condition 4) responded correctly 

to significantly fewer questions on Trial 1 of the TOMM than participants who were post-

litigation and did not receive suggestion to malinger (Condition 1).  Additionally, 

participants who were involved in litigation and received suggestion to malinger 

(Condition 4) answered significantly fewer questions correctly on Trial 2 of the TOMM 

than participants who were involved in litigation but did not receive attorney suggestion 

to malinger (Condition 3).  Results were partially supported on only one malingering 

measure, the TOMM.  

The TOMM Retention Trial was administered only if an evaluee answers less 

than 45 questions (out of 50) correctly on either Trial 1 or Trial 2.  The TOMM Retention 

Trial was evaluated to determine if administration differed by condition.  Results 

indicated that the TOMM Retention Trial was administered more frequently when 

participants were in active litigation and received suggestion (Condition 4) than in any 

other condition  (i.e., over half of TOMM Retention Trial administrations occurred in 

Condition 4).  Sixteen percent of participants in active litigation who received attorney 

suggestion to malinger responded poorly enough to TOMM Trials 1 or 2 to necessitate 

administration of the TOMM Retention Trial.  These results indicate that suggestion, as 
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opposed to litigation, impacted participant response styles, which differs from findings in 

research conducted by Christiansen and Vincent (2012).      

The lack of support for this hypothesis could be due to several factors.  One 

potential factor could involve the current sample utilized, which included undergraduate 

students, many of whom are majoring or minoring in psychology.  This sample, given 

their educational background, may be able to more subtly engage in symptom fabrication 

or exaggeration due to having more knowledge of psychopathology than the general 

public.   

Second, the M-FAST, SIMS, and TSI-2-A rely more upon reports of unusual or 

exaggerated symptom presentations than the TOMM, which relies more on reports of 

cognitive deficits.  Past research has indicated that strongest evidence for malingering 

results from poor performance on forced-choice tests (i.e., responses that are significantly 

below chance), which occurs infrequently (Bush, Heilbronner, & Ruff, 2014).  Research 

has also indicated that the TOMM may have greater sensitivity in detecting subtle forms 

of malingering and current results could be the result of this greater sensitivity (Farkas, 

Rosenfeld, Robbins, & van Gorp, 2006).   

Additionally, it is possible that current case scenarios evoked responses of 

cognitive deficits rather than of psychiatric symptoms, which may have resulted in lower 

scores on symptom severity and psychiatric feigning measures.  These findings indicate 

that evaluators should pay special attention to the potential that an attorney may be 

providing coaching or suggestion, which may in turn influence evaluees’ responses in a 

forensic assessment.                   
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Impact of Suggestion and Litigation on Malingering Measures Using Clinical-Cutoff 

Scoring of Outcomes 

 The second hypothesis was exploratory and sought to examine the efficacy of four 

malingering detection measures in detecting feigned PTSD symptoms using established 

clinical cut-off scores.  The relationship between the four conditions and clinical cutoff 

scores for each of the post-manipulation measures was evaluated.  Results were not 

supported, as there was no relationship between condition and clinical cutoff scores on 

each of the post-manipulation measures.  

 It is possible that results were due to setting, population, or symptom presentation 

utilized in the present study.  Research has indicated that examinees in different settings 

(e.g., inpatient, forensic, community, etc.) may require different cut-off scores on 

malingering measures as evaluees within different contexts and with different symptom 

presentations may differ in their responses to malingering detection measures (Clegg, 

Fremouw, & Mogge, 2009; Green, et al., 2012; Veazey, Hays, Wagner, & Miller, 2005).   

Results for this hypothesis were contradictory with results of research performed 

by Brennan and Gouvier (2006), which indicated that simulated malingerers perform 

worse than suspected malingerers in non-simulation settings on malingering detection 

measures.  Additional research should be performed to determine if examinees in various 

settings alleging symptoms of PTSD require different cut-off scores than evaluees with 

different referral questions. 

Post-Hoc Test of Outcome Specificity 

 The Shipley-2 Vocabulary subtest was analyzed to determine whether 

experimental manipulation affected performance on a non-malingering measure.  No 
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significant difference in Shipley-2 Vocabulary subtest performance was present between 

groups, indicating that the experimental manipulation did not have an effect on this 

measure. 

 This result may indicate several things.  First, it is possible that the experimental 

manipulation did not encourage participants to feign or exaggerate responses on a 

measure of verbal ability.  Second, it is possible that there were no effects on the Shipley-

2 Vocabulary subtest as a result of the sample utilized for this study.  It is possible that 

the sample did not consistently report symptoms on all post-manipulation measures.  .  

This result is in accord with past research, which has indicated that evaluees do not 

necessarily fake bad on most measures of malingering.  Future research would benefit by 

further examining factors that contribute to evaluees’ decisions to feign on one measure 

but not another.  

Post-Hoc Probe of Experimental Conditions 

 Due to the possibility of a lack of power in analyses using four separate 

experimental conditions, analyses were repeated with stratified groups.  Conditions were 

stratified based on the presence/absence of litigation and suggestion (i.e., litigation vs. no 

litigation and suggestion vs. no suggestion).   

 Using continuous scores on post-manipulation measures, participants in the 

litigation condition scored significantly higher on the TSI-2-A ATR scale than 

participants in the no litigation condition (see figure 1).  This result indicates that 

participants in active litigation answered in a more atypical manner on this trauma 

measure than participants not involved in litigation, which would result in these evaluees 

being more likely to be identified as feigning.  Additionally, results approached 
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significance on the TOMM Trial 1, indicating that participants in the litigation condition 

performed worse on the TOMM Trial 1 than participants not in litigation, although not 

significantly so.    

 This finding indicates that presence of litigation resulted in higher scores on the 

TSI-2-A ATR, a measure of trauma symptom severity.  This result could be due to 

several factors.  First, this finding could be the result of the current experimental 

manipulation.  Specifically, the scenarios present could have primed evaluees to respond 

most to a trauma severity measure.  Additionally, it is possible that this group of evaluees 

could have knowledge of PTSD symptoms, which caused them to respond more 

frequently to a trauma measure than to other outcome measures.   

Using established clinical cut-off scores on post-manipulation measures revealed 

that the litigation group endorsed TSI-2-A ATR scores at the clinical cut-off level, while 

the no litigation group did not meet clinical significance on this measure (see figure 6).  

This result indicates that evaluees in the litigation group would be identified as potential 

malingerers at a higher rate than evaluees in the no litigation group due on the TSI-2-A 

ATR.  These evaluees were not successful in feigning trauma symptoms as they endorsed 

these symptoms at a greater level than individuals in the normative sample.  This result 

indicates that evaluators may wish to consider administering the TSI-2-A to forensic 

evaluees involved in litigation alleging symptoms of PTSD.      

 Participants receiving attorney suggestion to malinger scored higher on the TSI-2-

A ATR scale than those participants not receiving suggestion (see figure 5).  Additionally, 

participants receiving attorney suggestion to malinger answered significantly fewer 

questions correctly on the TOMM Trial 1 and 2 than those participants not receiving 
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suggestion.  Evaluees provided with attorney suggestion to malinger performed worse on 

both the TSI-2-A ATR and the TOMM Trials 1 and 2, which means that evaluees 

receiving attorney suggestion to malinger are more likely than evaluees not receiving 

attorney suggestion to malinger to be identified as possible feigners in an evaluation 

using these measures (see figure 4).   

These results are in the expected direction, yet the underlying mechanism for 

absence of significant results on other malingering detection measures is not fully 

understood.  As with other results in the present study, it is possible that the experimental 

manipulation could have primed evaluees to respond in a more extreme manner on these 

measures.  It is also possible that some characteristic of the evaluees, such as increased 

knowledge of symptoms of PTSD, could account for these differences.  

Although evaluees in the suggestion condition responded significantly higher on 

the TSI-2-A ATR and the TOMM Trials 1 and 2, evaluation of clinical cutoff scores for 

each of the post-manipulation measures did not reveal any differences between the 

suggestion and no suggestion groups on any post-manipulation measures.   This means 

that, although results were significantly worse for the suggestion group, these evaluees 

would not be identified as potential malingerers on these measures as results did not 

reach clinical significance.  Additional research examining evaluees receiving attorney 

suggestion to malinger and alleging PTSD symptoms is necessary to determine whether 

established clinical cut-off scores are appropriate for this population.  

Limitations 

As with all research, findings should be interpreted in light of several limitations. 

First, use of simulated rather than actual evaluees and written stimulus materials could 
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limit the ecological validity of the study.  It is possible that college student participants 

may differ in a number of ways from typical malingering evaluees (Etherton, Bianchini, 

Greve, & Ciota, 2004).  Additionally, a meta-analysis performed by Green and Rosenfeld 

(2011) indicated that studies using a sample of simulated feigners result in higher 

classification rates, likely due to more extreme responding, than studies using a clinical 

sample of possible malingerers (Green & Rosenfeld, 2011).  Simulation research in this 

area has been shown to be especially helpful in determining cutoff scores for malingering 

detection measures, but little information exists to indicate how well simulated 

malingerers are able to approximate responses of actual examinees with invalid responses 

(Bush, Heilbronner, & Ruff, 2014).     

Second, all participants were undergraduate students.  Participants’ mean age was 

22.97 years and participants were predominantly female (73.2%).  Since participants in 

this study elected to participate in the study, were all undergraduate students, and were 

generally young and female, this could have an impact on generalizability of findings. 

Future research could benefit from use of a clinical comparison sample (Vitacco, Rogers, 

Gabel, & Munizza, 2007).  Use of a clinical comparison sample is suggested because it is 

likely that inclusion of both a simulation and known-groups design will ensure both 

internal and external validity and will lead to practical determinations of how tests 

perform in real-life settings (Clegg, Fremouw, & Mogge, 2009; Edens, Poythress, & 

Watkins-Clay, 2007; Farkas, Rosenfeld, Robbins, & van Gorp, 2006; Green & Rosenfeld, 

2011; Guy, Kwartner, & Miller, 2006).  Additionally, future research should involve 

efforts to include additional patient samples (e.g., criminal, civil, psychiatric settings, 

forensic settings, etc.) to ensure that results generalize (Green, et al., 2012).  It is possible 
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that results in the present study were mediated or moderated by variables other than 

litigation or suggestion.  As such, additional research aimed at identifying potential 

mediators or moderators will likely be beneficial.    

Third, incentives in this study (i.e., extra credit in psychology courses) are not as 

compelling as incentives in forensic settings, which may have affected the participants’ 

engagement in feigning of symptoms and may, in turn, have affected ecological validity 

(Clegg, Fremouw, & Mogge, 2009; Smith & Burger, 1997).  Future research could 

benefit from inclusion of incentives that are meaningful to each particular evaluee.  

Additionally, no current measures of malingering provide information regarding the 

evaluee’s intent, such as whether feigning was conscious or unconscious or the purpose 

of the evaluee’s feigning (Bush, Heilbronner, & Ruff, 2014).  Creation of malingering 

measures capable of determining deliberate intent to feign from unconscious, non-

deliberate feigning would be beneficial for many public policy reasons (Heilbronner, et 

al., 2009).   

Fourth, due to the simulated nature of this study, no clinical judgment was used to 

independently assess the likelihood of malingering (Farkas, Rosenfeld, Robbins, & van 

Gorp, 2006).  In true clinical malingering assessment, forensic evaluators typically use 

clinical judgment as well as malingering assessment measures, review of collateral 

records, and contact with collateral sources to make determinations regarding 

malingering.  Use of these measures likely provides a more robust set of information 

from which to make a determination regarding whether an evaluee is malingering.  

Fifth, outcome measures were evaluated independently in the present study.  It is 

possible that aggregation across multiple outcome measures may improve the detection 
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of malingering (Larrabee, 2014).  Future research should be conducted to evaluate 

methods of aggregating multiple measures of malingering and classification accuracy 

utilizing aggregation methods.  

Finally, a limitation of the present study is that evaluees were not provided with 

time to prepare a malingering strategy.  In actual litigation, evaluees have substantial time 

to speak with their attorney and to perform independent research regarding aspects of 

their case and their alleged mental health issues, thus becoming less “naïve.”  In many 

cases, attorneys may provide some form of coaching or suggestion prior to a forensic 

evaluation, such as providing information regarding symptoms of a particular mental 

health issue or information regarding validity scales on measures that may be 

administered in an evaluation (Wetter & Corrigan, 1995).  Receiving information from an 

attorney or extra time to prepare a malingering strategy may impact evaluee response 

styles and strategies (Strunk, 2005; Walters, et al., 2008).  Future research should be 

performed to examine effects of providing time to develop a malingering strategy to 

determine whether detection tests are effective in distinguishing naïve from informed or 

coached malingerers.  This line of research would likely increase ecological validity of 

the study and may also provide information regarding typical feigning strategies used by 

evaluees in actual litigation.  

Integrative Summary and Implications 

Despite these limitations, the results of the present study are strengthened in a 

number of important ways.  The present study was conducted at a diverse university, 

which resulted in a large, racially diverse group of participants.  Use of a diverse sample 

of participants will likely improve generalizability of the study to additional populations.   
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Although concerns regarding simulation malingering studies exist, simulation 

studies provide “tight experimental control as well as a practical and cost-effective 

method for examining ‘proof of concept’ for new tests” (Heilbronner, et al., 2009 p. 

1117).  In real-world malingering assessments, there is no accurate way to ensure that 

suspected feigners are actually malingering, unless an evaluee admits to malingering, 

which is unlikely.  Use of simulated designs is worthwhile; however, as differences in 

performance between simulated malingerers and suspected malingerers are not large 

enough to cause issues with interpretation of assessment performance (Brennan & 

Gouvier, 2006).  

The present study utilized measures and self-report procedures in the pre-case 

scenario to determine whether participants had a history of mental health problems, 

trauma, or other possible confounding variables that might have caused group 

performance to differ.  Examining whether differences exist in participants’ mental health 

history is a strength because it is possible that experience of prior mental health 

complaints may increase knowledge or bias of mental health issues, which could have an 

effect on post-manipulation measures of malingering (Alwes, Clark, Berry, & Granacher, 

2008; Guy, Kwartner, & Miller, 2006; Smith & Burger, 1997). 

The present study used multiple measures of malingering that assessed feigning of 

both cognitive and psychiatric symptoms, which likely encompasses the majority of 

means to feign (Farkas, Rosenfeld, Robbins, & van Gorp, 2006).  Obtaining information 

regarding the utility of a variety of measures serves to provide additional scientific 

support for whether a given measure is appropriate for a referral question and a specific 

evaluee (Young, 2014).    
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Results from the present study indicate that malingering measures differ in their 

ability to detect exaggerated or feigned responses by evaluees.  Various measures appear 

to be more effective given the presence of litigation or suggestion.  It is also likely that 

measures will differ in their ability to detect malingering based upon evaluee symptom 

presentation and setting of the evaluation.  Results support research indicating that 

evaluees do not necessarily fake bad on most, if not all, measures administered after the 

experimental manipulation.  From both a research and clinical standpoint, assuming that 

litigation participation or attorney suggestion to malinger or lack thereof does not affect 

responses on malingering measures may result in failure to identify many evaluees at risk 

for malingering.  Although in need of future replication, these findings indicate that 

forensic evaluators should carefully choose malingering detection measures based upon 

their referral question and the circumstances surrounding the evaluation.   

Determining whether measures of malingering are useful with a variety of 

evaluees in a variety of settings will likely improve generalizability and usability of these 

measures.  Until additional information is available, malingering measures should be 

carefully chosen given available evidence and utilized to screen individuals for possible 

malingering.  Following screening, forensic examiners should complete a comprehensive 

evaluation using all information available, including collateral records and sources and 

malingering measures that have scientific support for a given referral question and 

evaluee, to determine whether malingering is probable.  Determinations of whether a 

specific measure of malingering should be utilized should evaluate evaluee characteristics 

including age, race, culture, gender, language, disability status, and other similar 
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characteristics in addition to the referral question (Edens, Otto, & Dwyer, 1999; Jackson, 

Rogers, & Sewell, 2005; Young, 2014).  

Continuing to obtain empirical support regarding best malingering detection 

measures given a particular referral question will ensure that assessment measures are 

administered in an impartial, comprehensive, and scientific manner.  Evidence-based 

selection will reduce administration time and the impression that a forensic evaluator was 

engaged in a “fishing expedition,” which will assist in convincing the court and its actors 

that assessments selected were suited to the needs of the case.  Increasing knowledge in 

this area will ensure that both plaintiffs and defendants receive a fair trial and will 

contribute to important public policy considerations, such as ensuring that resources are 

allocated to those with the greatest need.  Given high prevalence of malingering in 

forensic settings, serious outcomes, and limited existing empirical data, findings from the 

present study suggest that continued investigation and inclusion of this understudied and 

important area of research is warranted. 
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Table 1. 
  
Descriptive Statistics by Condition  
 
! !  ! ! !

  

Post-Litigation, 
No Suggestion 
M (SD) / n (%) 

No Litigation, 
No Suggestion 
M (SD) / n (%) 

Active Litigation, 
No Suggestion 
M (SD) / n (%) 

Active Litigation, 
Suggestion 

M (SD) / n (%) F or χ2 
Age 22.85 (4.68) 22.92 (4.86) 23.90 (6.66) 22.11 (3.96) F=1.19, p=.31 
Gender 

     Male 14 (23.7%) 13 (22.0%) 20 (32.3%) 16 (29.1%) χ2=2.06, p=.56 
Female 45 (76.3%) 46 (78.0%) 42 (67.7%) 39 (70.9%) 

!Race 
    !African American 10 (16.9%) 11 (18.6%) 10 (16.1%) 7 (12.7%) χ2=6.96, p=.86 

Hispanic 20 (33.9%) 16 (27.1%) 17 (27.4%) 16 (29.1%) 
!Caucasian 11 (18.6%) 13 (22.0%) 15 (24.2%) 15 (27.3%) 
!Asian 13 (22.0%) 16 (27.1%) 11 (17.7%) 10 (18.2%) 
!Other/Multiracial 5 (8.5%) 3 (5.1%) 9 (14.5%) 7 (12.7%) 
!TEC 4.61 (3.77) 4.63 (3.94) 4.76 (3.08) 4.31 (3.27) F=0.17, p=.92 

IES-R 33.47 (14.41) 33.80 (14.62) 38.74 (16.43) 32.13 (12.56) F=2.36, p=.07 
MVA - Involvement 

     Yes 17 (28.8%) 16 (27.1%) 26 (41.9%) 15 (27.3%) χ2=4.31, p=.23 
No 42 (71.2%) 43 (72.9%) 36 (58.1%) 40 (72.7%) 

!MVA – Caused 
     Yes 8 (13.6%) 5 (8.5%) 6 (9.7%) 2 (3.6%) χ2=3.51, p=.32 

No 51(86.4%) 54(91.5%) 56 (90.3%) 53 (96.4%) 
!Shipley-2 Vocabulary 28.34 (3.89) 28.17 (4.85) 27.38 (4.44) 26.51 (5.03) F=1.92, p=.13 
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Table 2.   

Correlations between TEC, IES-R, and Outcome Measures 

 M-FAST TOMM 
Trial 1 

TOMM 
Trial 2 SIMS TSI-2-A 

ATR 
Baseline Trauma      

TEC 0.13* 0.07 0.12 0.23** 0.06 
IES-R 0.22** 0.03 0.09 0.17** 0.2** 

Outcome Measures      
M-FAST --     
TOMM Trial 1 -0.22** --    
TOMM Trial 2 -0.21** 0.66** --   
SIMS 0.64** -0.29** -0.23** --  
TSI-2-A ATR 0.52** -0.33** -0.34** 0.68** -- 

* p < .05; ** p < .01
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Table 3.   

Means, Standard Deviations, and Ranges of Outcome Measures for Overall Sample 

Measure Mean SD Minimum Maximum 
M-FAST 4.98 4.40 0 19 

SIMS 23.99 12.56 2 63 
TSI-2-A ATR 5.55 5.91 0 24 
TOMM Trial 1 45.61 6.13 15 50 
TOMM Trial 2 48.36 5.91 13 50 

TOMM Retention  28.65 11.14 14 45 
Shipley-2 Vocabulary 27.61 4.59 10 39 
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Table 4.   

One-way Analysis of Variance of Outcome Measures (Continuous Scoring) by Condition  

Outcome  Condition 
               

M (SD)        F       P 
M-FAST Post-Litigation, No Suggestion 4.41 (4.26) 0.53 .66 

 
No Litigation, No Suggestion 4.97 (3.97) 

  
 

Active Litigation, No Suggestion 5.19 (4.60) 
   Active Litigation, Suggestion 5.38 (4.78)   

TOMM Trial 1 Post-Litigation, No Suggestion 46.71 (4.59) 2.92 .04* 

 
No Litigation, No Suggestion 46.05 (6.22) 

   Active Litigation, No Suggestion 45.97 (4.93)   

 
Active Litigation, Suggestion 43.56 (8.09) 

  TOMM Trial 2 Post-Litigation, No Suggestion 49.15 (4.00) 2.69 .05* 

 
No Litigation, No Suggestion 47.59 (8.02) 

   Active Litigation, No Suggestion 49.60 (2.00)   

 
Active Litigation, Suggestion 46.95 (7.46) 

  SIMS Post-Litigation, No Suggestion 11.94 (1.55) 0.79 .50 

 
No Litigation, No Suggestion 23.73 (11.04) 

   Active Litigation, No Suggestion 25.19 (13.57)   

 
Active Litigation, Suggestion 25.00 (13.57) 

  TSI-2-A ATR Post-Litigation, No Suggestion 4.44 (5.34) 1.96 .12 
 No Litigation, No Suggestion 5.05 (5.55)   

 
Active Litigation, No Suggestion 5.84 (6.06) 

    Active Litigation, Suggestion 6.96 (6.49)     
 * p < .05; ** p < .01
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Table 5.   

Likelihood of Completing TOMM Retention Trial by Condition 

Condition  

Retention 
Trial 

Administered χ2 p 
Post-Litigation, No Suggestion  2 (11.8%) 9.63 .02 
No Litigation, No Suggestion  4 (23.5%) 

  Litigation, No Suggestion 2 (11.8%) 
  Litigation, With Suggestion 9 (52.9%)     

* p < .05; ** p < .01
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Table 6.  

Clinical Cut-off Scores on Outcome Measures by Condition 

 

Outcome  Condition 
Non-Clinical       Clinical 

Threshold        χ2       p 
M-FAST Post-Litigation, No Suggestion 41 (69.5%) 18 (30.5%) 2.15 .54 

 
No Litigation, No Suggestion 39 (66.1%) 20 (33.9%) 

  
 

Active Litigation, No Suggestion 37 (59.7%) 25 (40.3%) 
   Active Litigation, Suggestion 32 (58.2%) 23 (41.8%)   

TOMM Trial 1 or 2 Post-Litigation, No Suggestion 43 (72.9%) 16 (27.1%) 2.19 .53 

 
No Litigation, No Suggestion 38 (64.4%) 21 (35.6%) 

   Active Litigation, No Suggestion 44 (71.0%) 18 (29.0%)   

 
Active Litigation, Suggestion 34 (61.8%) 21 (38.2%) 

  SIMS Post-Litigation, No Suggestion 16 (27.1%) 43 (72.9%) 1.38 .71 

 
No Litigation, No Suggestion 12 (20.3%) 47 (79.7%) 

   Active Litigation, No Suggestion 12 (19.4%) 50 (80.6%)   

 
Active Litigation, Suggestion 11 (20.0%) 44 (80.0%) 

  TSI-2-A ATR Post-Litigation, No Suggestion 56 (94.9%) 3 (5.1%) 5.20 .16 
 No Litigation, No Suggestion 55 (93.2%) 4 (6.8%)   

 
Active Litigation, No Suggestion 52 (83.9%) 10 (16.1%) 

    Active Litigation, Suggestion 48 (87.3%) 7 (12.7%)     
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Table 7.   

Independent Samples T-Tests by Litigation vs. No Litigation on Continuous Outcome 

Scores 

Outcome 
Measures 

Litigation 
M (SD) 

No Litigation 
M (SD) F p 

M-FAST 5.28 (4.66) 4.69 (4.11) 2.49 .12 
TOMM Trial 1 44.84 (6.68) 46.38 (5.45) 3.79 .053 
TOMM Trial 2 48.35 (5.46) 48.37 (6.36) 0.01 .93 

SIMS 25.10 (13.51) 22.88 (11.48) 2.18 .14 
TSI-2-A ATR 6.37 (6.27) 4.75 (5.44) 3.95 .04* 

* p < .05; ** p < .01
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Table 8.   

Clinical Cut-off Scores on Outcome Measures by Litigation vs. No Litigation 

 

Outcome  Condition 

Non-
Clini
cal 

Clinical 
Thres
hold        χ2       P 

M-FAST No Litigation 80 (67.8%) 38 (32.2%) 1.97 .16 

 
Litigation 69 (59.0%) 48 (41.0%) 

  TOMM Trial 1 or 2 No Litigation 81 (68.6%) 37 (31.4%) 0.11 .75 

 
Litigation 78 (66.7%) 39 (33.3%) 

  SIMS No Litigation 28 (23.7%) 90 (76.3%) 0.57 .45 

 
Litigation 23 (19.7%) 94 (80.3%) 

  TSI-2-A ATR No Litigation 111 (94.1%) 7 (5.9%) 4.74 .03* 
 Litigation 100 (85.5%) 17 (14.5%)   

* p < .05; ** p < .01 
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Table 9.  

Independent Samples T-Tests by Suggestion vs. No Suggestion on Continuous Outcome 

Scores 

Outcome  
Measures 

Suggestion 
M (SD) 

No Suggestion 
M (SD) F p 

M-FAST 5.38 (4.78) 4.86 (4.28) 1.95 .44 
TOMM Trial 1 43.56 (8.09) 46.24 (5.27) 15.15 <.01** 
TOMM Trial 2 46.95 (7.46) 48.79 (5.30) 9.7 .04* 

SIMS 25 (13.57) 23.68 (12.25) 1.06 .50 
TSI-2-A ATR 6.96 (6.49) 5.12 (5.67) 1.24 .04* 

* p < .05; ** p < .01
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Table 10.  

Clinical Cut-off Scores on Outcome Measures by Suggestion vs. No Suggestion 

 
 

Outcome  Condition 
 Non-   
 Clinical 

Clinical 
Threshold        χ2 

 
       P 

M-FAST No Suggestion 117 (65.0%) 63 (35.0%) 0.84 .36 

 
Suggestion 32 (58.2%) 23 (41.8%) 

  TOMM Trial 1 or 2 No Suggestion 125 (69.4%) 55 (30.6%) 1.12 .29 

 
Suggestion 34 (61.8%) 21 (38.2%) 

  SIMS No Suggestion 40 (22.2%) 140 (77.8%) 0.12 .73 

 
Suggestion 11 (20.0%) 44 (80.0%) 

  TSI-2-A ATR No Suggestion 163 (90.6%) 17 (9.4%) 0.50 .48 
 Suggestion 48 (87.3%) 7 (12.7%)   
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Figure 1. 

Effect of Condition on TOMM Trial 1 and 2 Using Continuous Scoring 
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Figure 2.  

Likelihood of Completing TOMM Retention Trial by Condition 
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Figure 3.  

Effect of Litigation vs. No Litigation on TSI-2-A ATR Using Continuous Scoring 
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Figure 4.  

Effect of Suggestion vs. No Suggestion on TSI-2A ATR Using Continuous Scoring 
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Figure 5.  

Effect of Suggestion vs. No Suggestion on TOMM Trial 1 and 2 Using Continuous 

Scoring 
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Figure 6.  

Effect of Litigation vs. No Litigation on the TSI-2-A ATR Using Clinical Cut-off Scoring 
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APPENDIX A 

Demographic Questionnaire 

  
1) Please enter your age (in years) 
 
2) What is your gender? 

o Male (0) 
o Female (1) 
o Transgender (2) 

 
3) What is your ethnicity/race? 

o African-American (1) 
o Hispanic (2) 
o Caucasian (3) 
o Asian-American (4) 
o Other/Multiracial (5) ____________________ 

 
4) Do you have a valid driver's license from any state? 

o Yes (1) 
o No (2) 

 
5) Are you a registered voter? 

o Yes (1) 
o No (2) 

 
6) What is your marital status? 

o Single but never married (1) 
o Single but married in the past (2) 
o Single but living with non-marital partner (3) 
o Currently married (4) 
o Widowed (5) 

 
7) Do you have any children? 

o Yes (1) 
o No (2) 

 



  
 
 

 88 

8) What is your academic year? 
o Freshman (1) 
o Sophomore (2) 
o Junior (3) 
o Senior (4) 
o Post-Baccalaureate (Graduated) (5) 

 
9) What is your college major? 
 
10) What is your college grade point average? Please be as specific as possible. 
 
11) In addition to your enrollment, are you currently employed? 

o No, and I'm not looking (3) 
o No, but I am looking (4) 
o Yes, I am employed part-time (2) 
o Yes, I am employed full-time (1) 
o Retired (5) 

 
11a) If you are employed, what is your current occupation? 
 
12) What are your plans after you receive your degree? (Select which best represents  

your current plan.) 
o Pursue additional education (1) 
o Pursue a new job directly related to my major (2) 
o Pursue a new job that requires a degree (not related to major area) (3) 
o Stay with current employer related to my major (6) 
o Stay with current employer (not related to major area) (4) 
o Completely undecided (5) 

 
13) What type of career are you planning to pursue once you complete your  

education? 
 
14)  Have you ever served in the military, including the National Guard? 

o Yes (1) 
o No (2) 

 
14a) Which branch? 
 
14b) How long did you serve? 
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14c) Have you ever been involved in active combat? 
o Yes (1) 
o No (2) 

 
14d) Have you ever been deployed in a war zone? 

o Yes (1) 
o No (2) 

 
15) Have you or a family member ever been involved in a lawsuit, either civil or  

criminal? 
o Yes (1) 
o No (2) 

 
15a) Who was involved in the lawsuit? 
 
15b)  How many different lawsuits? 
 
15c) What types of lawsuits? 
 
15d) What were the outcomes of the case(s)? 
 
15e)  If you or anyone close to you has ever made any type of claim for monetary  

damages for emotional or psychological injuries, please provide additional 
information here: 

 
16) Do you have any beliefs against awarding damages for emotional or  

psychological injuries in a lawsuit? 
o Yes (1) 
o No (2) 

 
16a)  Please explain your beliefs in regards to awarding damages for emotional or  

psychological injuries in a lawsuit. 
 
17) Have you ever been involved in a motor vehicle accident that was not your fault  

in which you sustained physical or psychological injuries? 
o Yes (1) 
o No (2) 
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17a)  What was the outcome of your experience? 
o Settled with the other driver (1) 
o Settled with the other driver's insurance company (2) 
o Filed a lawsuit and received compensation (3) 
o Filed a lawsuit and did not receive compensation (6) 
o Pursued compensation (but no lawsuit) and did not receive it (4) 
o Did not seek or receive compensation (5) 

 
17b)  If you filed a lawsuit, what was the outcome of the lawsuit? 
 
17c)  Have you ever been involved in a motor vehicle accident that was your fault in  

which you inflicted physical or psychological injuries to the other driver or his/her 
passenger? 
o Yes (1) 
o No (2) 

 
17d)  What was the outcome of this experience? 

o Settled with the other driver (1) 
o The other driver settled with your insurance company (2) 
o The other driver filed a lawsuit and received compensation (3) 
o The other driver filed a lawsuit and did not received compensation (6) 
o The other driver pursued compensation (but no lawsuit) and did not receive it 

(4) 
o Did not seek or receive compensation (5) 

 
17e)  Please explain the outcome of the lawsuit here: 
 
18)  Has anyone close to you ever experienced a motor vehicle accident that was not  

their fault in which they sustained physical or psychological injuries? 
o Yes (1) 
o No (2) 

 
18a)  What was the outcome of this experience? 

o Settled with the other driver (1) 
o Settled with the driver's insurance company (2) 
o Filed a lawsuit and received compensation (3) 
o Filed a lawsuit and received no compensation (4) 
o Pursued compensation (but no lawsuit) and did not receive it (6) 
o Did not seek or receive compensation (5) 

 
18b)  Please explain the outcome of the lawsuit here:  
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19) Have you ever received mental health treatment services (i.e., psychiatric  
hospitalization, therapy, counseling, psychiatric medications)? 
o Yes (1) 
o No (2) 

 
19a)  Please check which mental health treatment services you have received: 

o Counseling (1) 
o Therapy (2) 
o Psychiatric Hospitalization (3) 
o Psychiatric Medications (4) 
o Other (5) ____________________ 

 
19b)  Please describe the reasons you received these services. 
 
20)  Have you ever participated in a mental health evaluation where you were  

administered psychological tests? 
o Yes, for my evaluation (1) 
o Yes, as a research volunteer (3) 
o No (2) 

 
19c)  Please explain why psychological tests were administered. (If you don't know the  

names, please describe them briefly.) 
 
19d)  Please list the tests you were administered. (If you don't know the names, please  

describe them briefly.) 
 
20) Have you ever received a psychiatric/psychological diagnosis? 

o Yes (1) 
o No (2) 

 
20a)  Please list all psychiatric/psychological diagnoses. 
 
20b)  Do you experience or have you been diagnosed with any medical/health  

problems? 
o Yes (1) 
o No (2) 

 
20c)  Please describe your medical/health problems here: 
 
21)  Have you ever worked in the mental health services area? 

o Yes (1) 
o No (2) 
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21a)  Please list your past or current mental health services employment: 
 
21b)  Has anyone close to you ever worked in the mental health services area? 

o Yes (1) 
o No (2) 

 
21c)  Who worked in the mental health services area? 
 
21d)  Please list the type of mental health services employment someone close to you  

was engaged in. 
 
21e)  Have you or anyone close to you ever worked in the legal field? 

o Yes (1) 
o No (2) 

 
21f)  Who worked in the legal field and what type of employment did you/they have? 
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APPENDIX B 

Experimental Manipulation/Case Scenarios 

 
 
Condition 1 (Post-litigation, no suggestion) 

Imagine you were the plaintiff in a civil lawsuit against a major wholesaler. You sued for damages related 
to a car accident you were in. On the day of the accident you were driving home from school, when you 
were involved in a collision with a major wholesaler’s delivery truck. The driver of the truck had run a red 
light, and was clearly liable. The truck hit the rear side of your car causing you to be thrown against your 
seatbelt with great force. Your car was totaled. You sustained scrapes, bruises, and a bruised rib. You were 
taken by ambulance to the hospital, observed, and released later the same day. The company acknowledged 
liability, replaced your vehicle and paid for any miscellaneous costs you incurred. In addition, as a result of 
your civil suit you were awarded monetary damages that you felt were satisfactory. 

 
After the accident you initially experienced a great deal of discomfort and pain due to the bruised rib, but 
the pain went away within a couple of weeks. You did miss a couple days of work, but have been 
compensated for those. However, you are still experiencing emotional difficulties including 
jumpiness/nervousness while driving, avoidance of the location of the accident (even though it is the 
quickest way for you to get home), avoiding conversations about the accident, having bad dreams about the 
accident, and you have an exaggerated startle response.  You are also experiencing difficulty with 
concentration, trouble remembering things, and you feel "foggy."  You spoke about these symptoms to your 
physician, who requested that you complete the following assessments in order to determine your level of 
impairment. 

Condition 2 (No litigation, no suggestion) 

Imagine you were in a motor vehicle accident. On the day of the accident you were driving home from 
school, when you were involved in a collision with a major wholesaler’s delivery truck. The driver of the 
truck had run a red light, and was clearly liable. The truck hit the rear side of your car causing you to be 
thrown against your seatbelt with great force. Your car was totaled. You sustained scrapes, bruises, and a 
bruised rib. You were taken by ambulance to the hospital, observed, and released later the same day. The 
company has acknowledged liability, has replaced your vehicle and paid for any miscellaneous costs you 
incurred. 

 
After the accident you initially experienced a great deal of discomfort and pain due to the bruised rib, but 
the pain went away within a couple of weeks. You did miss a couple days of work, but have been 
compensated for those. However, you are still experiencing emotional difficulties including 
jumpiness/nervousness while driving, avoidance of the location of the accident (even though it is the 
quickest way for you to get home), avoiding conversations about the accident, having bad dreams about the 
accident, and you have an exaggerated startle response.  You are also experiencing difficulty with 
concentration, trouble remembering things, and you feel "foggy."  You spoke about these symptoms to your 
physician, who requested that you complete the following assessments in order to determine your level of 
impairment. 

Condition 3 (Active litigation, no suggestion) 
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Imagine you are the plaintiff in a civil lawsuit against a major wholesaler. You are suing for damages 
related to a car accident you were in recently. On the day of the accident you were driving home from 
school, when you were involved in a collision with a major wholesaler’s delivery truck. The driver of the 
truck had run a red light, and was clearly liable. The truck hit the rear side of your car causing you to be 
thrown against your seatbelt with great force. Your car was totaled. You sustained scrapes, bruises, and a 
bruised rib. You were taken by ambulance to the hospital, observed, and released later the same day. The 
company has acknowledged liability, has replaced your vehicle and paid for any miscellaneous costs you 
incurred. 
  

After the accident you initially experienced a great deal of discomfort and pain due to the bruised rib, but 
the pain went away within a couple of weeks. You did miss a couple days of work, but have been 
compensated for those. However, you are still experiencing emotional difficulties including 
jumpiness/nervousness while driving, avoidance of the location of the accident (even though it is the 
quickest way for you to get home), avoiding conversations about the accident, having bad dreams about the 
accident, and you have an exaggerated startle response.  You are also experiencing difficulty with 
concentration, trouble remembering things, and you feel "foggy."  You spoke about these symptoms to your 
physician, who suggested you contact a lawyer. You decided to contact a well-known injury lawyer, and 
together, decided to proceed with litigation alleging sustained emotional difficulties and post traumatic 
stress disorder from the motor vehicle accident. Your lawyer explains to you that the wholesaler’s legal 
team is requesting that you complete a number of assessments to determine your level of impairment. 

Condition 4 (Active litigation, suggestion) 

Imagine you are the plaintiff in a civil lawsuit against a major wholesaler. You are suing for damages 
related to a car accident you were in recently. On the day of the accident you were driving home from 
school, when you were involved in a collision with a major wholesaler’s delivery truck. The driver of the 
truck had run a red light, and was clearly liable. The truck hit the rear side of your car causing you to be 
thrown against your seatbelt with great force. Your car was totaled. You sustained scrapes, bruises, and a 
bruised rib. You were taken by ambulance to the hospital, observed, and released later the same day. The 
company has acknowledged liability, replaced your vehicle and paid for any miscellaneous costs you 
incurred. 
  

After the accident you initially experienced a great deal of discomfort and pain due to the bruised rib, but 
the pain went away within a couple of weeks. You did miss a couple days of work, but have been 
compensated for those. However, you are still experiencing emotional difficulties including 
jumpiness/nervousness while driving, avoidance of the location of the accident (even though it is the 
quickest way for you to get home), avoiding conversations about the accident, having bad dreams about the 
accident, and you have an exaggerated startle response. You are also experiencing difficulty with 
concentration, trouble remembering things, and you feel "foggy." You spoke about these symptoms to your 
physician, who suggested you contact a lawyer. You decided to contact a well-known injury lawyer, and 
together, decided to proceed with litigation alleging sustained emotional difficulties and post traumatic 
stress disorder from the motor vehicle accident. Your lawyer explains to you that the wholesaler’s legal 
team is requesting that you complete a number of assessments to determine your level of impairment. Your 
lawyer also tells you that the more impaired you appear on the following assessments, the higher amount of 
monetary damages you will be awarded. 
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APPENDIX C 

Post-questionnaire 

 
1)   In civil litigation, damages are often awarded to return the injured person to his or  

her level of functioning prior to the incident (e.g., car accident).  The law allows 
an injured party to seek both pecuniary and non-pecuniary damages to redress for 
injuries sustained.  Pecuniary damages provide compensation for direct financial 
loss sustained from the injury, such as lost days at work, damage to a vehicle, or 
costs incurred.  Non-pecuniary damages compensate the injured party for non-
tangible losses such as pain and suffering or emotional damages. In the present 
case, the major wholesaler has already paid for your pecuniary damages (i.e., lost 
days at work, damage to your vehicle, costs incurred). The company has not paid 
for your pecuniary damages (i.e., pain and suffering or emotional damages). 

 
1a) Which of the following will pecuniary damages compensate a litigant for? 

o Lost days at work (1) 
o Pain and suffering (2) 
o Emotional Damages (3) 

 
1b) Which of the following will non-pecuniary NOT damages compensate a litigant  

for? 
o Pain and suffering (1) 
o Lost days at work (2) 
o Emotional Damages (3) 

 
1c) Which type of damages has the company already paid you for in this scenario? 

o Pecuniary (e.g., lost days at work, damage to your vehicle, costs you incurred) 
(1) 

o Non-pecuniary (e.g., pain and suffering and emotional damages) (2) 
 
2) What sum of money, if any, would fairly and reasonably compensate you for your  

emotional damages (i.e., non-pecuniary damages) that resulted from the accident 
portrayed in the scenario? Do *not* include compensation for pecuniary damages 
(e.g., lost days at work, damage to your vehicle, costs you incurred). 
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2a) Please detail what percentage you considered each item, if at all, in response to  
questions you were asked about the scenario. (The total of all items cannot be 
more than 100%.) 

______ Emotional Symptoms (1) 
______ Medical Costs (includes costs for outpatient therapy and medication) (2) 
______ Cognitive Symptoms (3) 
______ Loss of Future Earnings (4) 
______ Defendant's Behavior (Major Wholesaler) (5) 
______ Loss of Pleasure from Life (6) 
______ Other (7) 
______ Other (8) 
 
2b) To what extent do you believe that the accident was a relevant factor in creating  

the emotional difficulties you are hypothetically experiencing? 
o Most relevant factor (1) 
o Very relevant, but not the most relevant factor (2) 
o Somewhat relevant (3) 
o Not at all relevant (4) 

 
2c) Please rate the severity of your hypothetical injuries on a scale of 1 (no  

distress/disability) to 10 (severe distress/disability): 
 No distress/  

disability  (1) 
(2) (3) (4) Moderate 

Distress/ 
Disability (5) 

(6) (7) (8) (9) Severe 
distress/ 
disability 

(10) 
Cognitive 

Functioning 
(1) 

o  o  o  o  o  o  o  o  o  o  

Social 
Functioning 

(2) 
o  o  o  o  o  o  o  o  o  o  

Psychological 
Functioning 

(3) 
o  o  o  o  o  o  o  o  o  o  

Occupational/ 
Academic 

Functioning 
(4) 

o  o  o  o  o  o  o  o  o  o  

Emotional 
Functioning 

(5) 
o  o  o  o  o  o  o  o  o  o  
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2d) How much did you exaggerate the symptoms you were experiencing in the  
forensic portion of the assessment, if at all? 
o Not at all (1) 
o A Little Bit (2) 
o Moderately (3) 
o Quite a Bit (4) 
o Extremely (5) 

 
2e) How well do you think you exaggerated the following types of symptoms in the  

forensic portion of the assessment? 
 Not at all  A Little 

Bit  
Moderately  Quite a bit  Extremely  

Cognitive Functioning 
(1) o  o  o  o  o  

Social Functioning (2) o  o  o  o  o  
Psychological 

Functioning (3) o  o  o  o  o  

Occupational/Academic 
Functioning (4) o  o  o  o  o  

Emotional Functioning 
(5) o  o  o  o  o  

 
 
3) In the scenario, did anyone suggest that you would receive more compensation if  

your injuries were greater? 
o Yes (1) 
o No (2) 

 
4) In the scenario, what was the purpose for which you completed the evaluation? 

o Physician's request (1) 
o Litigation purposes (2) 

 
5) Did you believe you would receive more compensation if your injuries were  

greater? 
o Yes (1) 
o No (2) 

 
6) Throughout the evaluation, how consistently do you believe you followed the  

instructions given in your scenario (0 equals 0 percent of the time and 100 equals 
100 percent of the time)? 

 
______ Slide bar to indicate how consistently you followed instructions during the  

evaluation 
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7) Are there ways for assessment measures to detect if people are exaggerating their  
symptoms? 
o Yes (1) 
o No (2) 

 
8) Briefly describe your impressions of the purpose or goals of this study: 
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