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Malingered posttraumatic stress disorder (PTSD) poses a formidable clinical challenge in 

personal injury and disability cases because of the apparent ease in feigning PTSD and the 

supposed link (proximate cause) to the claimed damages. The effective assessment of feigned 

PTSD is particularly challenging because this diagnosis is both easier to fake than other Axis I 

disorders and more difficult to detect. As an additional confound, some patients with genuine 

PTSD produce highly variable, elevated profiles on multiscale inventories that are difficult to 

distinguish from feigned PTSD. The current study examined whether the Personality Assessment 

Inventory (PAI) can effectively differentiate between genuine and feigned PTSD in 109 

inpatients from a trauma unit. The two most effective scales were the MAL and the NDS scales. 

As a primary focus, the current study was the first empirical investigation of Resnick’s  model of 

malingered PTSD that is comprised of three subtypes: pure malingering (pure-M), partial 

malingering (partial-M), and false imputation (false-I). The primary goal was to evaluate whether 

each feigning group was able to (a) effectively simulate PTSD symptoms and diagnoses and (b) 

avoid being classified as feigning. The partial-M group proved to be the best feigning group in 

achieving these two goals. Furthermore, the use of well-defined groups, including an 

indeterminate band (i.e., unclassified) around each cut score, was explored. Overall, the use of 

well-defined groups improved accuracy in classification and reduced the number of false-

positives.   
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CHAPTER 1  

INTRODUCTION 

 Accuracy and full disclosure by individuals in clinical settings is an important 

consideration among psychologists conducting therapy and assessment services. In general, 

clients are sometimes dishonest even in the most supportive therapeutic relationships (Rogers, 

2008a). In less supportive professional settings, such as forensic assessments, the ability to 

identify dissimulation becomes more critical and carries far-reaching consequences. 

Psychologists’ ability to make accurate conclusions about response styles can markedly affect 

legal conclusions, financial decisions, and treatment considerations.  

 Early attempts of detecting purposeful deception predominantly relied upon intuition, 

experience, and interviewing skills (Resnick, 1984). This intuitional perspective assumes 

clinicians are able to recognize when clients are purposefully dishonest (Rogers & Bender, 

2003). As reviewed by Resnick (1984), early efforts to detect deception focused on observable 

characteristics (i.e., the length of responses, pausing before answering, body tension, and amount 

of eye contact). While potentially useful, these unstandardized approaches proved difficult to 

study and have generally lacked empirical support (Carney et al., 1999).  

 This lack of standardization led researchers to explore more systematic approaches to 

identify deception. The use of validity indicators on psychological measures has significantly 

advanced the study of dissimulation and other response styles. Dissimulation and its 

identification continues to be an important topic in the assessment field (Kocsis, 2010).  

 The current study focuses on standardized approaches to the detection of malingering 

within the domain of feigned mental disorders. The chapter begins with a brief overview of 

response styles, with particular attention to malingering. This review then focuses on the primary 
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objective of this study, which is to identify individuals who are feigning posttraumatic stress 

disorder (PTSD) for the purpose of financial compensation. The next several sections on 

malingering, detection strategies, and feigned PTSD set the stage to address this issue. 

 

Response Styles 

 Response styles affect psychological assessments and their results, although the type of 

response styles varies across professional settings. Individuals may engage in response styles 

regardless of whether individuals are voluntarily or involuntarily receiving mental health 

services. For instance, defensiveness (i.e., minimization of psychopathology) is commonly seen 

in many patients who voluntarily seek out assessment and treatment (Rogers, Kropp, Bagby, & 

Dickens, 1992). Under less voluntary circumstances (e.g., court mandated evaluations, disability 

assessments, and child custody evaluations), there are greater incentives to provide inaccurate 

information which may lead individuals to exaggerate or minimize their symptoms (Franklin & 

Thompson, 2005).  

 Many different factors enter the decision to engage in a response style (Rogers, 2008a). 

Rogers and Bender (2003) noted that clients may be influenced internally by their diagnoses 

(e.g., borderline personality disorder) or externally by their identity (e.g., avoidance of 

stigmatization). In addition, response styles can be reactions to interpersonal variables or 

situational demands, such as cultural pressures. For example, some Hispanic Americans may 

refrain from self-disclosure due to the belief that open disclosure to outsiders will bring shame 

on the family (Dana, 2001).   

Most response styles are conceptualized as deliberate efforts at distortion (Rogers, 

2008a). For instance, a pretrial defendant may exaggerate psychotic symptoms in an attempt to 
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avoid a guilty verdict. Moreover, limited resources are wasted on these individuals due to 

unwarranted interventions for a non-existent disorder.  Money spent on evaluators and experts in 

legal cases raise legal costs (Kucharski, Falkenback, Egan, & Duncan, 2006). This is frequently 

encountered in cases of disability. Individuals who exaggerate symptoms to receive disability 

payments consume these already limited resources. Furthermore, treatment and financial services 

for those with genuine disorders are exhausted due to dissimulators. Clinicians- who fail to 

detect response styles- risk misdiagnoses, misclassification, and wasting limited professional 

resources.  

 Two conceptual models have dominated the response style literature: Rogers’ response 

style model (1984) and Hall and Poirer’s (2001) forensic distortion analysis (FDA) model. 

Rogers (1984) outlined four basic response styles affecting psychological assessments, including 

reliable, defensive, malingering, and irrelevant. In contrast, the FDA model provides a larger 

array composed of response styles: honest, faking bad, faking good, invalidation, mixed, and 

fluctuating (Hall & Poirer, 2001). Both models include different conceptualizations of 

malingering. Because malingering is the focus of the current study, the commonalities and 

differences in their conceptualizations are explored.  

 Both the FDA (Hall & Poirer, 2001) and Rogers (1984) models acknowledge the 

importance of identifying overreported psychopathology. Both models also emphasize the 

importance of the evaluation of overreporting in forensic (e.g., disability or personal injury) 

assessments because there is frequently some external motive to feign symptoms. Frequently 

overlooked, each model recognizes that overreporting individuals can have genuine disorders as 

well, making the identification of bona fide symptoms more difficult in malingering cases.  
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 Intentionality is the main difference in the conceptualization of malingering between the 

FDA (Hall & Poirer, 2001) and Rogers (1984) models. Rogers (1984) specifies the response 

style of malingering includes individuals who deliberately malinger via fabrication or gross 

exaggeration of symptoms. This conceptualization corresponds with the American Psychiatric 

Association (APA, 2000) definition of malingering, which explicitly defines malingering as an 

intentional process. Conversely, Hall and Poirier (2001) do not specify whether overreporting is 

intentional or unintentional. As an unintended result, genuinely impaired individuals with poor 

insight could be misclassified as “faking bad.” In addition, the FDA model includes denial and/or 

minimization of positive traits, random patterns, and impulsivity as facets of faking bad. This 

broad definition of faking bad is overly inclusive. Thus, the utilization of the FDA 

conceptualization could prove disastrous in legal settings due to the far-reaching consequences 

associated with persons with genuine disorders being misclassified as malingering. 

 

Malingering 

 In clinical practice, the definition of malingering has been dominated by Diagnostic and 

Statistical Manual, Third Edition (DSM-III; APA, 1980) and Diagnostic and Statistical Manual, 

Fourth Edition, Text Revision (DSM-IV-TR; APA, 2000). Malingering is defined as “the 

intentional production of false or grossly exaggerated physical or psychological symptoms, 

motivated by external incentives” (APA, 2000, p. 739). Motivation is a critically distinguishing 

factor that differentiates malingering from several Axis I disorders. For example, factitious 

disorder is often inaccurately equated to malingering (Vitacco, 2008). While engaging in 

factitious disorder, persons with this diagnosis are motivated by an internal desire to maintain the 

sick role. In contrast, motivations to malinger involve external incentives, such as unwarranted 
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financial compensation, avoidance of criminal prosecution, or avoidance of work or military duty 

(APA, 2000).  

Malingering is not categorized as a diagnosable disorder in the DSM-IV-TR; instead, it is 

a V code which identifies other conditions that may be the focus of clinical attention (APA, 

2000). Although no specific criteria are provided, the DSM-IV-TR provides general guidelines 

for cases in which malingering should be “strongly suspected.” The guidelines include (a) 

medicolegal context, (b) significant discrepancy between the person’s claimed symptoms and the 

objective findings, (c) lack of cooperation during the assessment and poor treatment adherence, 

and (d) the presence of antisocial personality disorder (APD).  

Rogers (2008b) has criticized the DSM-IV-TR’s screening guidelines because they utilize 

common characteristics rather than discriminating characteristics to identify possible 

malingerers. For example, forensic assessments always occur in a medicolegal setting 

automatically qualifying all cases. Within this context, it simply cannot discriminate between 

genuine patients and malingerers. Similarly, many individuals involved in the criminal justice 

system have extensive antisocial histories; within this domain, APD is a common rather than 

discriminating characteristic. The third guideline (i.e., uncooperativeness) also does not 

differentiate malingerers from genuine patients. Examinees in forensic assessments can be 

uncooperative, irrespective of response styles (Rogers & Shuman, 2005). For example, 

examinees with genuine psychotic disorders are sometimes uncooperative because of pervasive 

paranoid ideation. Empirical evidence has demonstrated the problem with using common 

characteristics to identify malingerers. Using the DSM-IV-TR guidelines to classify individuals 

that malinger, results in a false alarm rate of approximately 80% (Rogers & Vitacco, 2002).  
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The DSM-IV-TR guidelines are also limited because they promote the criminological 

model of malingering. This model theorizes that individuals who malinger do so within the 

broader context of antisocial conduct and general deception (Rogers, Sewell, & Gillard, 2010). It 

assumes that malingerers have antisocial or “bad” impulses. However, most research does not 

support the criminological model of malingering. For instance, Pierson, Rosenfeld, Green, and 

Belfi (2011) found no greater likelihood of malingering in forensic patients with APD than those 

without APD. The one exception (Gacono et al.,, 1995) involved a small archived study (n = 18) 

of nonpsychotic insanity acquittees for whom an increased rate of APD and malingering was 

achieved. Although Rogers and Cruise (2000) has found that many psychopaths engage in 

manipulation, no clear link has been established between APD, psychopathy, and malingering. 

Besides the criminological model, Rogers (2008a) provides two additional conceptual 

models of malingering that avoid labeling malingerers as antisocial. The pathogenic model posits 

that individuals may malinger due to psychological reasons. This model presupposes that the 

underlying motivation is an ineffective attempt to control emerging symptoms of a mental 

disorder (Rogers & Bender, 2003). It assumes that individuals malinger because they are “sick,” 

but empirical evidence to support this model is lacking (Rogers, 2008a).  

As an alternative to the criminological model, the adaptational model maintains that 

malingering typically occurs as the result of an individual making the best of a difficult situation. 

Malingering occurs due to a cost-benefit analysis in which alternatives have been evaluated with 

respect to a desired goal (Rogers, 2008a).  The adaptational model avoids classifies those that 

malinger as antisocial or “sick.” 

In conclusion, the DSM-IV-TR’s guidelines for suspected malingering have been 

characterized as unhelpful and potentially harmful (Rogers et al., 2010). This conclusion is 

6 



crucial because many clinicians exclusively rely upon the DSM-IV-TR’s guidelines to classify 

malingering, with potentially devastating consequences (Vitacco, 2008). The following section 

examines reliable and valid methods to assess for malingering. 

 

Assessment of Malingering 

 A rapidly growing body of literature has established empirical indicators to distinguish 

genuine disordered individuals from malingerers. Psychological assessment has evolved to 

include validity scales and specialized measures for the assessment of malingering. These 

measures effectively assess for exaggerated or fabricated symptoms, but cannot identify the 

motivation of the individual. As an important distinction in terminology, these psychological 

measures cannot assess malingering, but assess feigning (Rogers, 2008a). Feigning indicates that 

the individual is exaggerating or fabricating symptoms without identifying a specific motive 

(Rogers & Bender, 2003; Rogers, 2008a).  

 The misclassification of malingering (i.e., genuine patients being categorized as 

malingering) can lead to potentially devastating consequences. Misclassification can affect 

financial compensation, access to treatment, and whether the client will be imprisoned (Melton, 

Petrilla, Poythress, & Slobogin, 2007; Rogers & Bender, 2003). To prevent misclassifications, 

research has focused on identification through empirically-validated methods. Towards this goal, 

detection strategies have been identified to detect feigning. While the focus of this study is on 

feigned PTSD, little research has been conducted specifically on feigning this disorder. 

Therefore, it is important to examine the detection strategies more generally for feigned 

psychopathology to provide a conceptual framework. In the next two subsections, detection 

strategies are introduced and then applied specifically to feigned PTSD. 
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Detection Strategies for Feigned Psychopathology 

 Rogers (1984) provided the original analysis of detection strategies based on two 

concepts, the heuristic model and research findings. Rich in assessment tradition, the heuristic 

model was composed of non-systematic observations involving case studies of malingerers. This 

heuristic model provides an important starting place for more systematic investigation. 

Subsequent investigations integrate research findings from psychological studies to identify 

empirically-tested indicators of deception.  

 Years of empirical studies have led to the identification of ten primary detection 

strategies (Rogers, 2008b). Detection strategies form two general categories that capitalize either 

on unlikely presentations or amplified presentations. The first five strategies listed in Table 1 are 

based on unlikely presentations, while the remaining five are based on amplified presentations. 

The unlikely detection strategies focus on the reported presence of symptoms not 

commonly seen in genuine patients. Therefore, the detection utilizes the presence, not the 

magnitude, of the bogus symptoms. The first three strategies (rare, quasi-rare, and improbable 

symptoms) examine the legitimacy of individual symptoms and clinical features (Rogers, 

2008b). Of these, the rare-symptom strategy is the most commonly used detection strategy on 

multiscale inventories. This strategy operates by including symptoms that are very infrequently 

reported by genuine clinical populations (Rogers, 2008b). Overall, the rare symptoms detection 

strategy is highly effective as evidenced by the large effect sizes between genuine and feigned 

psychopathology on multiscale inventories (ds = 1.39 to 1.90; Rogers & Correa, 2008). 

Quasi-rare symptoms are different than quasi-rare symptoms in a very significant way. 

Quasi-rare symptoms are symptoms that are infrequently found in community samples (Rogers, 

2008b).  
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Table 1  

Detection Strategies for Feigned Psychological Symptoms 

Category Detection Strategies Description 

Unlikely Rare Symptoms This strategy capitalizes on symptoms that are very 
infrequently reported by genuine clinical samples.  

Unlikely Quasi-rare Symptoms 

This strategy uses symptoms that are infrequently 
endorsed in normative samples. The term “quasi” is used 
in the title to imply that these infrequent items could 
reflect either genuine or malingered disorders.  

Unlikely Improbable Symptoms 

As an extreme variant of the rare symptoms strategy, this 
strategy focuses on symptoms that are so preposterous or 
fantastical that they are highly unlikely to ever be true 
symptoms.  

Unlikely Symptom Combinations This strategy asks about common symptoms that rarely 
occur together.  

Unlikely Spurious Patterns of 
Psychopathology 

This strategy relies upon the certain scale configurations 
that are characteristic of malingering but are very 
uncommon in clinical populations. 

Amplified Indiscriminant 
Symptom Endorsement 

This strategy relies on the tendency of malingerers to 
endorse a large number of symptoms from many 
different types of disorders.  

Amplified Symptom Severity 
This strategy capitalizes on the overendorsement of 
severe symptoms. Genuine patients only endorse some 
items as “severe” or “unbearable.”  

Amplified Obvious Symptoms 
This strategy assumes that malingerers report 
comparatively fewer lesser-known symptoms of a 
disorder than obvious symptoms. 

Amplified Reported vs. Observed 
Symptoms 

This strategy asks the clinician to compare his or her own 
observations to the symptoms that the client reports.  
When the number of reported symptoms is much higher 
than observed, it may indicate the person is fabricating 
symptoms. 

Amplified Erroneous Stereotypes 

This strategy capitalizes common misperceptions of 
mental disorders. When a person appears to report a 
number of false “stereotypes” held by the general 
population, further assessment is necessary to examine 
the truthfulness of their report.  

Note. Adapted from Rogers, 2008b.  
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While this detection strategy also produces large to very large effect sizes, it may result in 

unacceptable levels of false positives because genuine patients may be misclassified as 

malingering. On the other end of the spectrum, improbable symptoms are distinguished for their 

fantastical quality. While these type of items increase the likelihood that endorsements are 

feigned, the high face validity may decrease their effectiveness among sophisticated feigners 

(Rogers, 2008b).     

Amplified detection strategies focus on the frequency and intensity of the purported 

symptoms rather than their presence. Amplified strategies assume that malingerers will markedly 

over endorse symptoms and claim to experience their symptoms with a greater intensity than 

genuine patients. For breadth, indiscriminant endorsement detects malingerers based on the sheer 

number of endorsed symptoms (Rogers, 2008b). For intensity, symptom severity examines the 

extent that malingerers claim their symptoms to be severe (Rogers, 2008b). The amplified 

detection strategies are less utilized on multiscale inventories than the unlikely strategies. 

However, amplified detection strategies have been shown to be effective on interview-based 

methods (Rogers & Correa, 2008) such as the Structured Interview of Reported Symptoms 

(SIRS; ds = 1.54 to 2.21) and the Miller Forensic Assessment (M-FAST; ds = 1.12 to 1.87).  

These detection strategies have been employed to identify a variety of feigned 

psychopathology (e.g., depression, psychosis, and anxiety). However, the focus of the current 

study is on the detection of feigned PTSD. Feigned PTSD is a common concern among clinicians 

conducting personal injury and workers compensation evaluations. The following sections begin 

by introducing feigned PTSD and follow with a discussion of feigned PTSD detection.  
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Feigned PTSD 

 In the DSM-IV-TR, the American Psychiatric Association (APA, 2000) views 

malingering as critically important in the assessment of PTSD. The APA cautions that 

malingering should be ruled-out in situations in which the diagnosis could affect monetary 

compensation, benefits eligibility, or forensic decisions (APA, 2000). It is unclear how 

frequently feigned PTSD occurs due to the wide variation in prevalence estimates that depend on 

the samples examined (Cunnien, 1997). For instance, Vietnam veteran samples often have the 

highest prevalence estimates across several studies; it has been reported as high as 75% (see 

review by Burkett & Whitley, 1998). Mittenberg, Patton, Canyock, and Condit (2002) surveyed 

neuropsychologists to determine the prevalence across evaluations of personal injury and 

disability compensation. Using a broadened category (i.e., malingering, suspected malingering, 

and symptom exaggeration), Mittenberg and colleagues (2002) estimated the prevalence of 

feigning around 30%. As determined by invalid Minnesota Multiphasic Personality Inventory 

(MMPI) profiles, approximately 30% of personal injury plaintiffs were deemed as feigning 

(Lees-Haley, 1997). While the exact prevalence rate of feigned PTSD is unclear, these estimates 

indicate that feigned PTSD occurs in substantial numbers across different settings.  

 PTSD is often considered a preferred diagnosis by plaintiff attorneys involving emotional 

distress (Baldinger & Nelson, 1995; Lees-Haley, 1986; Resnick, West, & Payne, 2008; 

Slovenko, 1994). A diagnosis of PTSD is incident-specific because it provides a direct link 

between symptoms and an external event, which may be under litigation. As such, it 

deemphasizes other factors important to determining causation. Establishing proximate cause is 

vital to determining psychological injury following a traumatic event, when a person is owed a 

duty of care (Large & Nielssen, 2010).  
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 PTSD is theorized to be easier to fake than other mental disorders because of the unusual 

psychotic-like symptoms that represent this diagnosis and comparative lack of physical 

symptoms (Wetter & Deitsch, 1996). The symptoms of PTSD mostly rely upon clients to be 

accurate in their self-reports (Guriel & Fremouw, 2003; Sparr, 1996). The types of symptoms 

that are difficult to verify include recollections of the traumatic event, subsequent avoidance, and 

increased arousal (Eldridge, 1991; Guriel & Fremouw, 2003; Sparr & Atkinson, 1986). Only a 

few symptoms, such as anxiety and an increased startle response, can be directly observed. 

Furthermore, PTSD symptoms are regularly publicized and giving easy access to feigners who 

want to learn about the disorder (Resnick et al., 2008; Sparr & Atkinson, 1986).  

 Differentiating between feigned and genuine PTSD is difficult due to elevated symptom 

profiles in both groups (i.e., validity indices on multiscale inventories; Elhai, Gold, Sellers, & 

Dorfman, 2001; Hyer, Fallon, Harrison, & Boudewyns, 1987; Lees-Haley, 1989; Resnick, 1997; 

Sparr & Pankratz, 1983). Rogers, Payne, Correa, Gillard, and Ross (2009) proposed the 

traumatogenic hypothesis to explain these elevations in respondents with genuine PTSD. This 

hypothesis posits that individuals with PTSD may experience intensified symptoms and 

impairment that elevate both clinical and validity scales. Evidence for this hypothesis has been 

found on the MMPI-2 (Rogers, Sewell, Martin, & Vitacco, 2003). 

 Genuine PTSD often presents with highly variable symptom profiles (Guriel & Fremouw, 

2003). For example, Foa, Riggs, and Gershuny (1995) found variability in victim-reported 

genuine symptoms of PTSD among assault victims: 60% sleep problems, 38% nightmares, and 

45% flashbacks. In contrast, Rosen (1995) studied feigned PTSD in survivors of a maritime 

disaster. Survivors that feigned PTSD showed uniformity in self-reported symptoms, such that all 
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defendants reported the exact same symptoms that contributed to their diagnosis of PTSD 

(Rosen, 1995).  

 Resnick (1997) attempted to gain a better understanding of feigned PTSD by 

differentiating three subtypes of malingering. The following section focuses on Resnick’s 

malingering subtypes and the current literature of feigned PTSD on multiscale measures.  

 

Resnick’s Model of Feigned PTSD 

 Malingering is not an all or nothing phenomenon (Conroy & Kwartner, 2006). It can 

occur on many different levels. Garner (1965) originally introduced the idea of varying levels of 

malingering by introducing three subtypes of malingering: pure malingering, partial malingering, 

and false imputation. Resnick (1997) extended this model to include those feigning PTSD:  

• Pure malingering (pure-M): The complete fabrication of PTSD and the concomitant 

disability when the condition does not exist at all. Pure malingerers may or may not have 

experienced a trauma for themselves, but do not have any symptoms of PTSD. For example, 

individuals with pure malingering claim to have combat-related PTSD when they have never 

been in the military (Frueh et al., 2005).  

• Partial malingering (partial-M): This subtype includes the intentional fabrication and 

severe exaggeration of PTSD symptoms and impairment. Partial malingering is comprised of 

individuals, who have experienced trauma and trauma-related symptoms that are insufficient for 

PTSD diagnoses.  

• False imputation (false-I): Individuals who are experiencing genuine PTSD, but 

ascribing the cause to a different trauma that did not produce the symptoms. For example, an 
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individual with PTSD related to a physical assault consciously attributes symptoms to a car 

accident that happened while at work.  

With no previous research on these subtypes, it is unclear the prevalence of these 

subtypes of malingering. Partial malingering appears to be the most common pattern with its 

focus on marked exaggeration (Kleinman & Stewart, 2004; Resnick, 2003). In comparison, pure 

malingering is assumed to be much less common (Trimble, 1981). False imputation has not been 

empirically investigated. Because PTSD symptoms do not need to be fabricated or exaggerated, 

it is likely more difficult to assess because the individual can accurately identify the symptoms 

due to their own experiences. The next sections fully describes each subtype.  

 

Pure Malingering 

Pure malingerers can present with either genuine or falsified traumas. If they have 

experienced a genuine trauma, pure malingerers do not suffer from any genuine PTSD 

symptoms. Thus, pure malingerers falsify all their PTSD symptoms (Resnick, 1997). It is 

significantly different from the other two malingering subtypes, in which exposure to an actual 

trauma is a prerequisite. It is assumed that pure malingerers have more difficulty feigning PTSD, 

and therefore are more likely to be detected. In addition, pure malingerers have to feign at a 

higher level of impairment than those engaging in partial malingering and false imputation. 

Currently, no study has looked specifically at this issue, which is one area of focus for the 

current study.  

 Few studies have examined the prevalence of this pure malingering, although 

documented cases of falsified stressors of PTSD have been identified (Rosen, 2004). In a study 

of Vietnam veterans seeking treatment for combat-related PTSD, Frueh et al. (2005) found that 
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half of the veterans seeking treatment had never seen combat. These feigners even simulated 

specific combat stressors as their traumatic experience, such as committing atrocities on the 

battlefield, seeing other soldiers killed in action, or being wounded in combat themselves. In fact, 

documentation indicated that 5% of these feigning veterans had never been to Vietnam or even 

served in the military.   

  A critical aspect of PTSD is the necessity of impairment arising from the trauma. Not 

only do pure malingerers feign PTSD symptoms, but they must also demonstrate or describe a 

substantial amount of impairment in social, occupational, or other important areas of functioning 

to obtain a diagnosis of PTSD (APA, 2000). While the American Medical Association guidelines 

(AMA: 2001) have become the standard in disability assessments (Drukteinis, 2003), 

determination of impairment is largely left to clinician judgment, requiring good interviewing 

skills, inquiring about levels of functioning, and obtaining adequate corroboration (Resnick, 

2003). On this point, Gaughwin (2005, 2009) suggested that obtaining thorough histories can 

help identify feigners. Likewise, Keane, Buckley, and Miller (2003) recommend using collateral 

and medical records to corroborate feigned impairment. No studies have examined how 

effectively individuals in the pure malingering subcategory can malinger impairment caused by 

PTSD. However, if clinicians only rely upon self-report, it is likely that feigners can easily 

convince clinicians of their impairment even when none exists.  

 

Partial Malingering  

Partial malingerers, by definition, have been exposed to a traumatic event. However, 

partial malingerers have subthreshold levels of PTSD symptoms in terms of number and 

intensity. To be successful at appearing genuine, a partial malingerer will need to feign 
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additional symptoms and greater impairment. Epidemiological studies show approximately 50-

60% people are exposed to traumatic events but only 8% go on to develop diagnosable PTSD 

(Kessler et al., 2005; Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995). In fact, PTSD after a 

traumatic event represents the exception rather than the rule (Yehuda & McFarlane, 1995). 

Based on these estimates, it is likely that many people have been exposed to trauma, but do not 

warrant a PTSD diagnosis. With a trauma history and minimal symptoms, it can be assumed that 

most PTSD feigners would be classified as partial malingerers (Kleinman & Stewart, 2004).   

 The detection of partial malingering can be problematic, especially with reliance on face-

valid self-report measures. In general, face-valid measures can allow feigners to easily identify 

the symptoms that comprise the disorder and endorse the appropriate items to appear genuine 

(Enelow, 1991). Both Lees-Haley and Dunn (1994) have shown that even naïve undergraduates 

with no personal experience of PTSD can successfully simulate PTSD on self-report measures. 

Because partial malingerers have experienced trauma and symptomatic reactions, they need only 

to exaggerate and selectively fabricate PTSD.  

 

False Imputation  

False imputation is posited to be the most difficult malingering subtype to detect. 

Malingerers using false imputation genuinely suffer from PTSD, but simply ascribe their 

symptoms to a different trauma for the purposes of a legal claim. Unfortunately, a previous 

diagnosis of PTSD is not an effective indicator of false imputation, because persons with a 

history of genuine PTSD are more vulnerable to developing PTSD again (Paris, 2000). The key 

to detecting false imputation is the timeline of the trauma and the subsequent symptoms (Keane, 
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1995; Resnick, 1997). Medical records and collateral sources can assist in the detection of false 

imputation.  

Collateral sources are also important in verifying that the trauma occurred. Those who are 

engaging in false imputation may falsify the trauma event. For example, they could claim a 

severe motor vehicle accident that cannot be verified (i.e., no hospital records of the event can be 

found). This subterfuge is of particular concern because verification of the traumatic event is 

often absent in PTSD assessments (Guriel & Fremouw, 2003), although the use of collateral 

sources has been accepted as good standards of practice (Keane, 1995; Resnick, 1997). 

 As noted, no empirical studies have systematically examined Resnick’s malingering 

subtypes. The current study will be the first to explore these malingering subtypes on a 

multiscale inventory frequently used in trauma assessments, specifically the Personality 

Assessment Inventory. The following section will examine the current literature on the 

effectiveness of multiscale inventories to detect feigned PTSD.  

 

Multiscale Inventories and Feigned PTSD 

 Research on feigned PTSD has mostly used multiscale inventories to differentiate 

between genuine and feigned PTSD. Due to their extensive use in clinical settings, the 

effectiveness of the Minnesota Multiphasic Personality Inventory-2 (MMPI-2; Butcher, 

Dahlstrom, Graham, Tellegen, & Kaemmer, 1989) and the Personality Assessment Inventory 

(PAI; Morey, 1991) is examined in their ability to detect feigned PTSD. 

 

The Minnesota Multiphasic Personality Inventory-2 

The MMPI-2 is a widely used psychological test in the assessment and diagnosis of 
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PTSD (Sloan, Arsenault, Hilsenroth, & Harvill, 1995) and is routinely used in disability cases 

involving personal injury (Colotla, Bowman, & Shercliff, 2001).  Due to its popularity, the 

effectiveness of the MMPI-2 to detect feigned PTSD is discussed in detail. A further 

examination of the effectiveness of the underlying detection strategies to assess for feigned 

PTSD will also be explored. Table 2 includes the MMPI-2 feigning scales and the detection 

strategies utilized.  

Table 2  

Detection Strategies across the MMPI-2 and PAI 

Category Detection Strategies MMPI-2 PAI 

Unlikely Rare Symptoms Fp NIM, NDS 
Unlikely Quasi-rare Symptoms F, Fb, F-K  
Unlikely Spurious Patterns of Psychopathology  MAL, RDF 
Amplified Symptom Severity LW  
Amplified Obvious Symptoms Obv, O-S  
Amplified Common (subtle) Psychological Problems Su  

Amplified Erroneous Stereotypes Ds, FBS  

Note. Rogers et al., 2010. See Table 1 for descriptions of each detection strategy. MMPI-2 scales: Fp = Infrequency 
Psychopathology scale; F = Infrequency scale; Fb = Back Infrequency scale; F-K = Gough Dissimulation Index; LW 
= Lachar-Wrobel; Obv = Obvious Symptoms scale; O-S = T-score difference of Obvious-Subtle; Su = Subtle 
symptoms scale; Ds = Gough Dissimulation scale; FBS = Fake Bad scale. PAI scales: NIM = Negative Impression 
Management scale; NDS = Negative Distortion scale; MAL = Malingering Index; RDF = Rogers Discriminant 
Function.  
 

The effectiveness of validity indicators can be examined in two ways. Cohen’s ds 

evaluate the magnitude of the differences between genuine and feigned PTSD groups. As a 

reference point, Rogers (2008c) characterized effect sizes for response styles by the following 

criteria: moderate (ds > .75 to < 1.25), large (ds > 1.25 < 1.50), and very large (ds > 1.50). The 

second way includes examining whether individuals in these groups elevate feigning scales 

enough to be identified as feigning. The MMPI-2 feigning scales is examined both ways. 
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While no studies have directly examined Resnick’s malingering subtypes, several studies 

have examined feigned PTSD using simulation groups. Table 3 includes the data from several 

investigators (Elhai, Gold, Sellers, & Dorfman, 2001; Wetter, Baer, Berry, Robison, & Sumpter, 

1993) who utilized a simulation design to assess the MMPI-2’s ability to detect feigned PTSD. 

Overall, most of the scales were effective in differentiating feigned and genuine PTSD as 

evidenced by the Cohen’s ds. The FBS scale was the least effective as evidenced by its small 

effect sizes (ds = 0.28 and 0.47). The FBS and Ds scale both capitalize on the erroneous 

stereotypes detection strategy (see Table 2), but showed markedly different effect sizes. In stark 

contrast to Ds, the FBS scale was designed for only personal injury cases. Its general lack of 

success is likely attributable to its narrow focus (Rogers et al., 2003). 

Table 3  

Cohen’s d Effect Sizes between Genuine and Feigned PTSD 

Study Type of 
Design 

Feigning 
Group 

Genuine 
Group F Fb Fp F-K O-S Ds FBS 

Elhai et 
al. 

(2001)a 
Simulation Students Outpatients 1.11   1.42 0.87 1.04 0.47 

Wetter 
et al. 

(1993)b 
Simulation 

 
Community 

sample 
 

Variety of 
outpatient 
settings 

1.07 0.79  1.13  1.17  

Rogers 
et al., 

(2003)c 

Meta-
analysis Mixed 

Control and 
patient 
groups 

1.18 1.13 1.22 1.34 0.97 0.95 0.28 

Note. F = Infrequency scale; Fb = Back Infrequency scale; Fp = Infrequency Psychopathology scale; F-K = Gough 
Dissimulation Index; O-S = T-score difference of Obvious-Subtle; Ds = Gough Dissimulation scale; FBS = Fake 
Bad scale. a Elhai, Gold, Sellers, & Dorfman (2001). b Wetter, Baer, Berry, Robinson, & Sumpter (1993). c Rogers, 
Sewell, Martin, & Vitacco (2003) 

 

Simulators in both studies produced extreme elevations (M Fs ≥ 110) with substantial 

variations (SDs ≥ 15T) on the F scale (Elhai et al., 2001; Wetter et al., 1993).  However, the 
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university-based PTSD sample demonstrated much higher elevations on this scale (M = 89.92, 

SD = 21.85; Elhai et al., 2001) than the community-based PTSD sample (M = 79.80, SD = 23.68; 

Wetter et al., 1993). This marked elevation on the F scale for the genuine PTSD group could lead 

to misclassification, specifically false positives. This finding coincides with other studies in 

which there has been a tendency for PTSD patients to have scores on the F scale above the 

established cut scores for feigning (Hyer et al., 1988; Jordon, Nunley, & Cook, 1992). 

Table 4  

Means and Standard Deviations between Genuine and Feigned PTSD 

 

F F-K 

Honest PTSD Simulators Honest PTSD Simulators 

M SD M SD M SD M SD 

Elhai et al. (2001)a 89.92 21.85 111.60 17.71 5.80 8.96 24.16 16.07 
Wetter et al. 
(1993)b 79.80 23.68 111.25 17.07 4.35 12.01 27.35 15.83 

Note. F = Infrequency scale; F-K = Gough Dissimulation Index. a Elhai, Gold, Sellers, & Dorfman (2001). b Wetter, 
Baer, Berry, Robinson, & Sumpter (1993) 
 
Furthermore, the university-based PTSD sample still showed moderate elevations (T ≥ 70) on 

this scale. While the F scale showed significant differences between genuine and feigned PTSD 

groups, the genuine PTSD sample showed elevations that could lead to their misclassification.   

The similarity in F scores between the two studies is expected due to the similarities in 

their methodologies. Both studies (Elhai et al., 2001; Wetter et al., 1993) implemented a quiz to 

test their simulators knowledge of PTSD after they were exposed to basic PTSD 

symptomatology. Furthermore, the incentives for both studies included a cash prize drawing for 

those who simulated PTSD most similarly to the genuine group. However, one important 

difference between the two studies was the scenario. Elhai et al. (2001) asked the simulators to 

pretend to feign PTSD to either (a) obtain money through personal injury or disability claims or 
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(b) avoid prosecution for a crime. However, no other scenario instructions were provided for the 

simulators. In contrast, Wetter et al. (1993) provided no scenario at all.    

As discussed earlier, detection strategies that focus on rare symptoms usually yield large 

effect sizes (Rogers, 2008b). This pattern is clearly apparent in the studies of feigned PTSD on 

the MMPI-2. As examples of rare and quasi-rare symptoms, the family of F scales appears to be 

effective in differentiating feigned and genuine PTSD (see Table 4). However, the F scale has 

received criticism due to the overlapping scales and various interpretations of elevated scales. 

Moreover, the Fb scale proved slightly less effective than the other F scales. Even though the F 

and Fb scale were developed similarly, the Fb scale is prone to false positives especially among 

those with PTSD (Rogers et al., 2003).  In contrast, the Fp scale has shown to consistently yield 

strong effect sizes across settings and diagnostic groups (Rogers et al., 2003). In fact, the Fp 

scale has been recommended as the primary scale for the assessment of feigned psychopathology 

due to the relative consistency of cut scores and low probability of false-positives. 

 A subsequent study by Elhai and colleagues (2004) recognized that the F family scales 

were non-specific to feigned PTSD in a sample of adults with a history of child sexual abuse. 

Therefore, the Infrequency-Posttraumatic Stress Disorder (Fptsd) scale was developed to 

differentiate between genuine and feigned combat PTSD. The Fptsd scale was developed 

empirically with infrequently endorsed items (< 20%) from a sample of male combat veterans 

with PTSD (n = 940). This scale includes 20 items from the F scale and 12 more items that 

reflect family or social problems, antisocial behavior, morally righteous attitudes, and self-

injurious behavior (Elhai et al., 2002). An improvement over the F scale, the Fptsd scale 

demonstrated to be less susceptible to elevations resulting from general distress.  The 

effectiveness of Fptsd also varies based on the type of trauma being assessed. Fptsd has shown to 
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be more effective detecting malingering in trauma associated with war, while the Fp may be 

more helpful in civilian trauma samples (Elhai et al., 2004).  

 

Personality Assessment Inventory 

A recently developed measure, the Personality Assessment Inventory (PAI; Morey, 2007) 

is a commonly used in the assessment of PTSD for forensic evaluations (Boccaccini & Brodsky, 

1999). In fact, the VA Healthcare System relies upon the PAI to obtain valid, clinically relevant 

information about patient’s, while the MMPI-2 has been on the decline (Calhoun, Collie, Clancy, 

Braxton, & Beckham, 2010; Crawford, Calhoun, Braxton, & Beckham, 2007). The PAI is 

composed of a 344-item multiscale inventory of personality and psychopathology; it includes 

validity, clinical, interpersonal, and treatment scales (Morey, 2007). These scales help assess for 

clinically relevant aspects of personality and psychopathology of individuals who present with 

PTSD (Calhoun et al., 2000). 

The PAI includes several validity scales that can be applied to feigned PTSD: (a) the 

Negative Impression Management (NIM) scale, (b) the Malingering Index (MAL), and (c) the 

Rogers Discriminant Function (RDF).  Using a rare symptom strategy, the NIM scale is 

composed of items infrequently endorsed by both clinical and community normative samples 

(Morey, 2007). Although a strong predictor of feigning, the NIM scores tend to be moderately 

elevated for patients with genuinely severe disorders (Morey, 2007). The MAL and RDF scale 

both utilize spurious patterns of psychopathology. The MAL index is based on eight profile 

characteristics associated with attempts to feign mental disorders. In contrast, the RDF 

distinguishes PAI profiles of genuine patients from those simulating a mental disorder based on a 

weighted combination of 20 PAI scale scores and a constant value (Rogers, Sewell, Morey, & 
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Ustad, 1996). The following section examines the effectiveness of the validity indicators of the 

PAI to differentiate between genuine and feigned PTSD.  

The NIM validity scale, utilizing the rare symptom strategy, has shown to generally be 

the most effective feigning scale (Liljequest et al., 1998; Scragg et al., 2000; see Table 5) in 

differentiating genuine and feigned PTSD groups with moderate effect sizes (ds = 1.06 and 1.17, 

respectively).  

Table 5  

Cohen’s d Effect Sizes between Genuine and Feigned PTSD on the PAI 

 Genuine PTSD Sample NIM MAL RDF 

Eakin et al. (2006)a Undergraduates with PTSD 0.19 0.04 0.36 

Liljequest et al. (1998)b Inpatient genuine PTSD veterans 1.06 - - 

Scragg et al. (2000) c Outpatient genuine PTSD veterans 1.17 0.96 0.21 

Note. All studies utilized undergraduates feigning PTSD to compare and used simulation research designs. NIM = 
Negative Impression Management scale; MAL = Malingering Index; RDF = Rogers Discriminant Function. a Eakin, 
Weathers, Benson, Anderson, & Funderburk (2006).  bLiljequest, Kinder, & Schinka (1998). c Scragg, Bor, & 
Mendham (2000).  
 
These two studies utilized groups of combat PTSD veterans currently in treatment for PTSD; 

however, clinical impressions were used in establishing PTSD, rather than standardized 

measures.  In contrast, Eakin et al. (2006) showed small difference across all three feigning 

scales in an undergraduate sample as illustrated by the means and standard deviations 

summarized in Table 6.  

In contrast to the previously reviewed studies, Eakin et al. (2006) found virtually no 

differences on the NIM scale between genuine and feigned PTSD samples with slight elevations 

(M = 61.5 & M = 63.9, respectively). Importantly, the NIM means for both the genuine and 

feigned PTSD groups were below the clinical elevation (NIM ≥ 70), indicating that many 

feigners in the Eakin et al. (2006) study were able to avoid detection. Interestingly, the 
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undergraduates feigning PTSD in Eakin et al., (2006) were significantly more effective at 

avoiding severe NIM elevations than the undergraduate simulators in the other two studies 

(Liljequest et al., 1998; Scragg et al., 2000; Table 6). 

Table 6  

Differences between Genuine and Feigned PTSD on PAI Validity Indicators 

 

NIM MAL RDF 

Honest Simulators Honest Simulators Honest Simulators 

M SD M SD M SD M SD M SD M SD 

Eakin et al. 
(2006)a 61.5 12.8 63.9 12.8 59.0 15.3 59.6 12.0 52.7 11.1 56.7 11.5 

Liljequest et al. 
(1998)b 67.93 16.94 92.48 28.40 - - - - - - - - 

Scragg et al. 
(2000) c 61.42 11.19 82.24 21.41 - - - - - - - - 

Note. All studies utilized undergraduates feigning PTSD to compare and used simulation research designs. NIM = 
Negative Impression Management scale; MAL = Malingering Index; RDF = Rogers Discriminant Function. a Eakin, 
Weathers, Benson, Anderson, & Funderburk (2006). bLiljequest, Kinder, & Schinka (1998). c Scragg, Bor, & 
Mendham (2000).  
   

 The dramatically different results in the Eakin et al., (2006) study may be attributed to 

several important methodological differences. First, the severity of the genuine PTSD group is 

dramatically different from the other two studies (Liljequest et al., 1998; Scragg et al., 2000). For 

instance, Eakin et al. (2006) utilized a genuine PTSD group of undergraduates, instead of using a 

clinical sample. On the whole, undergraduates, even those with genuine PTSD, are expected to 

have significant less psychopathology and impairment than those found in clinical settings. 

Secondly, the type of trauma evaluated in the studies differs significantly. Eakin et al. (2006) 

examined civilian PTSD rather than combat PTSD, which could account for the differences in 

the PAI validity indicator effectiveness. Finally, the Eakin et al., (2006) study informed the 

simulators regarding the validity scales on the PAI, while the other two studies merely informed 
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the feigners about the PTSD symptoms. 

Table 7  

Differences between Genuine and Feigned PTSD Groups on Trauma Relevant PAI Scales 

 Condition  Eakin et al. 
(2006)a 

Liljequest et al. 
(1998)b 

Scragg et al. 
(2000) c 

ARD-T 
Honest 

M 75.5 - - 
SD 13.3 - - 

Simulators 
M 82.8 - - 
SD 12.3 - - 

ANX 
Honest 

M 71.3 73.76 73.10 
SD 12.6 13.06 13.79 

Simulators 
M 75.5 78.22 79.80 
SD 14.7 16.62 15.89 

ARD 
Honest 

M - 76.52 75.78 
SD - 10.82 12.78 

Simulators 
M - 78.78 78.68 
SD - 16.15 17.24 

DEP 
Honest 

M 71.0 76.28 76.73 
SD 14.7 13.58 13.91 

Simulators 
M 75.2 83.30 82.60 
SD 12.0 18.00 13.76 

SOM 
Honest 

M - 67.41 64.94 
SD - 14.70 13.34 

Simulators 
M - 77.67 70.20 
SD - 16.86 17.12 

BOR 
Honest 

M 71.1 75.79 68.68 
SD 12.3 11.43 12.40 

Simulators 
M 67.4 77.63 76.92 
SD 12.1 11.56 11.14 

SCZ 
Honest 

M - 73.07 60.26 
SD - 16.27 14.36 

Simulators 
M - 88.56 78.88 
SD - 21.92 16.07 

Note. ARD-T= Anxiety Related Disorders-Traumatic Stressors subscale; ANX = Anxiety scale; ARD = Anxiety 
Related Disorders scale; DEP = Depression scale; SOM = Somatic Complaints scale; BOR = Borderline Features 
scale; SCZ = Schizophrenia scale. a Eakin, Weathers, Benson, Anderson, & Funderburk (2006). b Liljequest, Kinder, 
& Schinka (1998). c Scragg, Bor, & Mendham (2000) 
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Eakin et al. (2006) examined the PTSD specific scale ARD-T between genuine and 

feigned PTSD. The ARD-T was the most effective trauma relevant clinical scale to differentiate 

between genuine and feigned PTSD undergraduate groups in the study (Table 7). Predictably, the 

other trauma-related clinical scales showed small effect sizes for the undergraduates (Table 8). 

Importantly, these feigning undergraduates were able to score below clinical elevations on the 

validity indicators, but produced a PAI profile with large elevations on the ARD-T scale (M = 

82.8; Table 7). The honest responders also produced moderate elevations on this scale. For 

example, Eakin et al., (2006) found the honest group produced moderate elevations across the 

trauma relevant scales (M = 75.5, SD = 13.3).   

Table 8 

Cohen’s d Effect Sizes between Genuine and Feigned PTSD on the PAI Clinical Scales 

 ARD-T ANX ARD DEP SOM BOR SCZ 

Eakin et al. (2006)a .57 .32 .38 .32 - -.30 - 

Liljequest et al. (1998)b - .68 .38 1.00 1.46 .36 1.82 

Scragg et al. (2000) c - 1.00 .42 .95 .76 1.58 2.71 

Note. ARD-T= Anxiety Related Disorders-Traumatic Stressors subscale; ANX = Anxiety scale; ARD = Anxiety 
Related Disorders scale; DEP = Depression scale; SOM = Somatic Complaints scale; BOR = Borderline Features 
scale; SCZ = Schizophrenia scale.  a Eakin, Weathers, Benson, Anderson, & Funderburk (2006). b Liljequest, 
Kinder, & Schinka (1998). c Scragg, Bor, & Mendham (2000) 

 

The DEP, SOM, and SCZ scales have been successful at differentiating between genuine 

and feigned PTSD in two simulation studies, with feigners elevating their scores higher than 

their genuine counterparts (Liljequest et al., 1998; Scragg et al., 2000). These scales produced 

moderate to very large Cohen’s d effect sizes (ds= .76 to 2.71) with combat PTSD veterans as 

the clinical group. This finding indicates that feigners may overemphasize symptoms related to 

depression, somatization, and schizophrenia. Surprisingly, the ARD scale was less effective in 

26 



differentiating between genuine and feigned PTSD across all three studies. A further analysis of 

the ARD subscales may help explain this result. However, the studies did not report the ARD 

subscales in their results.   

 Across the PAI and MMPI-2, the rare symptoms detection strategy appears to be the most 

effective strategy when comparing genuine PTSD individuals with simulators. The spurious 

pattern of psychopathology detection strategy showed effectiveness with differentiating combat 

PTSD veterans and simulators. However, several studies demonstrated the importance of 

examining the trauma specific scales as additional indicators of feigned PTSD.   

 

Current Study 

The detection of feigned PTSD has proved difficult, yet critical, in personal injury and 

disability assessments. The current literature on feigned PTSD mostly relies upon undergraduate 

simulators compared with combat PTSD veterans or community samples, but the literature lacks 

systematic clinical research on PTSD and feigning with inpatients. Trauma exposure is a critical 

matter regarding the ecological validity of research on feigned PTSD. Trauma-exposed 

dissimulators pose a more realistic challenge for psychometric detection than do non-trauma 

exposed dissimulators (Elhai et al., 2001). The use of inpatients addresses the effectiveness of 

these measures to differentiate between genuine and feigned psychopathology. The current study 

examines a civilian sample of inpatients to provide a more stringent test in the accurate 

classification of genuine and feigned PTSD. 

 The PAI is becoming increasingly popular (Calhoun et al., 2010; Crawford et al., 2007; 

Piotrowski, 2000).  The PAI has demonstrated several important strengths over the MMPI-2, 

including a lower reading level, shorter length, and non-overlapping clinical scales (Calhoun et 
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al., 2010). Furthermore, one study has found that the PAI has better discriminant validity for 

assessing PTSD than the MMPI-2 (McDevitt-Murphy, Weathers, Flood. Adkins, & Benson, 

2007).  

The PAI is the focus of the study because it is the most widely used measure relied upon 

in legal cases involving emotional injury (Boccaccini & Brodsky, 1999). Moreover, it contains 

trauma relevant clinical and validity scales to assist in identifying feigned PTSD. As previously 

described, the validity scales of the PAI rely upon rare symptoms and spurious patterns of 

psychopathology to detect feigning.  

The trauma relevant and validity scales of the Detailed Assessment of Posttraumatic 

Symptoms (DAPS; Briere, 2001) is also examined. The DAPS assesses for symptoms related to 

PTSD and also provides a provisional diagnosis of PTSD. Regarding feigning PTSD, this 

measure has yet to be empirically investigated in a simulation study and appears to rely upon the 

rare symptoms detection strategy to identify feigners.  The current study investigates which 

detection strategies are more effective in detecting feigned PTSD. Furthermore, the symptom 

scales on the DAPS evaluates if the simulators are able to feign the appropriate PTSD symptoms.  

 Within the category of feigned PTSD, Resnick (1997) identified three subtypes: pure 

malingering (pure-M), partial malingering (partial-M), and false imputation (false-I). These 

subtypes differ based on trauma exposure, current PTSD symptoms, and type of feigning: 

fabrication, exaggeration, and intentional misattribution, respectively. These three feigning 

groups are evaluated across the PAI and DAPS. The crucial question is whether an individual’s 

current PTSD symptoms affect their ability to effectively avoid detection on these measures.  
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Research Questions and Hypotheses 

Research Question 1: Are the PAI trauma relevant clinical scales susceptible to feigned PTSD? 
 

 The first research question examines the differences on PAI profiles between genuine and 

feigned PTSD groups and whether those feigning PTSD can sufficiently elevate trauma relevant 

clinical scales. As previously highlighted, the PAI has exhibited difficulty differentiating 

between feigned and genuine PTSD, such that genuine PTSD patients regularly elevate profiles 

(Greene, 2000; Lees-Haley, 1989; Resnick, 1997). For example, Scragg et al. (1999) found only 

small differences on PTSD relevant scales between feigners and their genuine counterparts.  

In an effort to be convincing, feigners may overexaggerate their symptoms beyond what 

the genuine PTSD individuals endorse. This pattern may be especially relevant in an inpatient 

sample in which there is a higher prevalence of psychopathology. The first research question 

evaluates whether feigners are significantly higher than their genuine counterparts on the PAI 

trauma relevant clinical scales.  

• Hypothesis 1: The feigning groups will produce significantly higher elevations on 
clinical scales associated with trauma. 

• Hypothesis 2: The pure-M and partial-M groups will be significantly higher than the 
Honest group on the ARD-T scale on the PAI.  

• Hypothesis 3: Inpatients in the false-I group will produce scores similar to those with 
genuine PTSD on the ARD-T scale on the PAI. 

 
 
Research Question 2. Will the PAI validity indicators differentiate between feigning and honest 
groups?  

  
 Groups based on Resnick’s malingering subtypes have yet to be empirically investigated. 

In particular, Resnick’s model will assess whether current PTSD symptoms will affect 

individuals’ ability to feign PTSD. Therefore, this research question examines the magnitude of 

differences between the three subtypes of feigning. In addition, the ability of each of the feigning 
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groups to avoid detection will be evaluated via cut scores established by Morey (2007). Of 

particular interest, the ability of the PAI validity indicators to accurately classify feigners is 

calculated. The NIM has shown in general feigning studies to be the most effective PAI validity 

indicator, while the MAL and RDF have shown only modest effectiveness (Hawes & 

Boccaccini, 2009).  

• Hypothesis 4: Because the pure-M group represents an extreme response style (i.e., 
complete fabrication), it is expected to produce larger effect sizes than partial-M and 
false-I groups on PAI validity indicators.  

• Hypothesis 5: The PAI validity indicators will be more effective in classifying the 
pure-M group than the partial-M and false-I groups. 

 
 
Research Question 3. Will the RDF and MAL scales show incremental accuracy over the NIM 
validity scale for the feigning groups? 

 
 Across several studies, the NIM has demonstrated its utility as a malingering indicator 

(Boccaccini, Murrie, & Duncan, 2006; Morey, 2007; Rogers, Ornduff, & Sewell, 1993); 

however, it appears to work best when simulators are feigning more severe pathology (e.g., 

psychosis; Hawes & Boccaccini, 2009). Therefore, this research question examines the 

effectiveness of the NIM scale on feigned PTSD and whether the MAL and RDF validity 

indicators improve classification.  

• Hypothesis 6: The MAL and RDF validity indicators will show incremental accuracy 
over the NIM scale in identifying feigners.  

 
 
 

Research Question 4. Are the PAI validity indicators more effective than the Negative Bias scale 
on the DAPS at detecting feigners?   
 
 The DAPS includes validity scales to detect over- or under-reporting of psychopathology. 

While not explicitly stated, the Negative Bias (NB) scale of the DAPS appears to be using the 

rare symptoms detection strategy. However, correlations between the NB and NIM scale have 
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shown to be only moderate (r = .55; Briere, 2001). This question examines the effectiveness of 

the NB scale compared to the PAI validity indicators.    

• Hypothesis 7: The PAI validity indicators will more accurately classify feigners than 
the NB scale. 

 
 
 
Supplementary Question 1. Is the PAI Negative Distortion Scale (NDS) scale as effective as the 
NIM in the detection of feigned PTSD? 
 
 The NDS on the PAI is a recently created scale to detect malingering in samples with 

high levels of psychopathology (Mogge, Lepage, Bell, & Ragatz, 2010). The NDS utilizes the 

rare symptoms strategy and is reported to measure feigning in individuals who also have genuine 

psychopathology (Mogge et al., 2010). Using the Structured Interview of Reported Symptoms 

(SIRS; Rogers et al., 2010) as the criterion, this scale has proved to be a more effective measure 

of malingering in a sample of inpatients than the NIM, RDF, and MAL. Unlike other PAI 

feigning indicators, the NDS includes only items from clinical scales. However, 60% of the 

items are from trauma relevant scales, possibly misclassifying individuals with genuine PTSD. 

As a newly created scale, this supplementary question examines the effectiveness of the NDS 

compared to the PAI validity indicators.  

 

Supplementary Question 2. Are the DAPS clinical scales susceptible to feigned PTSD? 

 The DAPS includes several clinical scales directly assessing PTSD symptoms, including 

Avoidance (AV), Reexperiencing (RE), and Hyperarousal (AR). Furthermore, the DAPS 

includes decision rules that combine to create a provisional diagnosis of PTSD (Briere, 2001). In 

addition, the DAPS includes a Posttraumatic Impairment (IMP) scale that assesses for the 

psychosocial impairment required by the DSM-IV-TR PTSD diagnoses. This supplementary 
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question explores whether feigners can alter their clinical profiles and demonstrate impairment 

on the DAPS and how their clinical scales compare to their genuine counterparts.  
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CHAPTER 2  

METHOD 

Design 

The current study used a between-subjects simulation design to investigate the 

differences on the Personality Assessment Inventory (PAI) and Detailed Assessment of 

Posttraumatic Stress (DAPS) between one honest and three feigning groups. This research design 

was implemented to allow the comparison of four groups (honest, pure-M, partial-M, and false-I) 

across clinical scales and validity indicators on the PAI and DAPS. A between-subjects design 

possesses a major advantage over within-subjects design because it eliminates practice effects 

and participant attrition. This design was utilized to help eliminate demand characteristics that 

participants must markedly vary their responses between honest and feigning conditions. 

Furthermore, the study is also reducing the likelihood of participant fatigue by only 

administering the measures once. 

As outlined in Rogers (2008c), simulation studies emphasize internal validity over 

external validity. Internal validity was capitalized by the type of scenario, incentives, and 

manipulation check in the study, which is outlined in the following sections. To improve external 

validity, the study was conducted in an inpatient setting at Timberlawn Mental Health Systems 

on the dual diagnosis unit. The range and severity in psychopathology in the sample provided a 

more stringent test of the PAI validity indicators than using less impaired clinical samples. Also 

addressing external validity, the scenario instructions included a realistic scenario that would 

mirror a situation in which those seeking personal injury would encounter.  

The study obtained approval from the Institutional Review Board at the University of 

North Texas. The study was also approved by the CEO of Timberlawn Mental Health Systems.  
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Participants 

The sample consisted of 120 inpatients recruited from the dual diagnosis unit at 

Timberlawn Mental Health Systems, an inpatient psychiatric hospital. The dual diagnosis unit 

specializes in the treatment of adults with comorbid substance use disorders, which mainly 

included substance and mood disorders. All inpatients in the study were voluntarily committed. 

Most individuals on the dual diagnosis unit had already completed a detoxification program prior 

to their admittance in Timberlawn.  

 

Inclusion Criteria 

The participants included in the study met one of the following criteria: (a) a current 

diagnosis of posttraumatic stress disorder (PTSD), (b) significant PTSD symptoms, or (c) no 

PTSD symptoms. Inpatients with PTSD diagnoses were quasi-randomly assigned to either the 

honest or false-I group. Significant PTSD symptoms (i.e., the partial-M group) were 

operationalized as individuals without PTSD, who experienced a Criteria A traumatic event and 

currently have 2 to 9 symptoms of PTSD. The pure-M group consisted of individuals with no 

PTSD symptoms.  

Participants were screened for an adequate reading level (i.e., Flesch-Kincaid grade level 

> 8) to comprehend the instructions. The Wide Range Achievement Test, Fourth Edition 

(WRAT-4) word reading subtest served as a screen to evaluate the reading level of the inpatients. 

Inpatients who demonstrated at least an 8th grade reading level on this subtest were included in 

the study.  
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Exclusion Criteria 

Participants were excluded from the study if they were experiencing severe distress or 

were unable to focus due to withdrawal symptoms. Three inpatients who experienced difficulty 

with medication side effects withdrew from the study early.  Inpatients who do not fit into one of 

four designated groups (honest, pure-M, partial-M, and false-I) were also excluded from the 

study.  

Manipulation checks were completed at the end of the study. As summarized in the 

Results, inpatients were excluded from the data analysis if they did not know or follow the 

experimental condition instructions, or did not put forth a least an average amount of effort in 

their simulation as determined by a manipulation check. 

 

Measures 

Personality Assessment Inventory 

 The Personality Assessment Inventory (PAI; Morey, 2007) is 344-item multiscale 

inventory designed to measure psychopathology and response styles. The measure consists of 22 

non-overlapping scales that include four validity, 11 clinical, two interpersonal style, and five 

treatment relevant scales. The PAI scales have excellent reliability and good validity across a 

range of professional settings (Morey, 2007). Specifically, the trauma specific ARD-T subscale 

on the PAI has good reliability (.89; Morey, 2007) and good criterion validity (sensitivity = .79; 

specificity = .88) when compared to a diagnosis of PTSD on the Clinician-Administered PTSD 

scale for DSM-IV (CAPS; McDevitt-Murphy, Weathers, Adkins, & Daniels, 2005). 

  A newly created feigning scale, the Negative Distortion Scale (NDS) has been designed 

to accurately identify feigners from inpatients with genuine psychopathology (Mogge et al., 
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2010). The NDS exhibits a moderate internal consistency (0.74). Using the SIRS as the criterion, 

a cut score of ≥ 13 provided the best sensitivity (.82) and specificity (.71) for the NDS.  

 

Structured Interview of Disorders (Axis-I)- PTSD Module 

 The SCID-PTSD module is a semi-structured interview component from the Structured 

Clinical Interview for DSM-IV Disorders (SCID-I; First, Spitzer, Gibbon, & Williams, 2002). 

The SCID-PTSD was selected because it includes all DSM-IV PTSD symptoms, establishes 

diagnostic threshold, and assesses the severity of the disorder. The SCID-PTSD established 

moderate interrater reliability (.77 to .78; Lobbestael, Leurgans, & Arntz, 2010; Zanarini et al., 

2000). Moderate concurrent validity (kappa = .75) has been demonstrated for the SCID-PTSD 

when compared to the CAPS (Blake et al., 1990).  

 

Detailed Assessment of Posttraumatic Stress 

 The Detailed Assessment of Posttraumatic Stress (DAPS; Briere, 2001) is a 104-item 

self-report measure designed to evaluate trauma exposure and posttraumatic response, as defined 

by the DSM-IV-TR. The DAPS includes eight clinical scales that measures trauma specific 

symptoms and posttraumatic stress responses. Additionally, the DAPS examines several 

associated features of PTSD: trauma-specific dissociation, substance abuse, and suicidality. Its 

two validity scales include the Negative Bias Scale (NB) to assess the tendency of respondents to 

over-endorse unusual or unlikely symptoms and  the Positive Bias Scale (PB) to evaluate denied 

symptoms that others commonly endorse. The DAPS has shown good reliability, with an average 

alpha coefficient of .83 across the clinical scales (Briere, 2001). Compared with the CAPS, the 
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DAPS has demonstrated good diagnostic utility (sensitivity = .88; specificity = .86; Briere, 

2001). 

 

Wide Range Achievement Test, 4th Edition, Word Reading Subtest 

 The Word Reading subtest of the Wide Range Achievement Test, 4th Edition (WRAT-4; 

Wilkinson & Robertson, 2006) measures the ability to comprehend written words. For the 

current study, the word reading subtest has excellent alternative form test retest reliability of .86 

(Wilkinson & Robertson, 2006). For concurrent validity, the word reading subtest has shown to 

be highly correlated with reading comprehension on the WIAT-II and WJ III (.82 to .85; Roid & 

Bos, 2009).  

 

Scenarios 

The utility of simulation studies depends on the effectiveness of the scenario instructions. 

Ideally, the scenario is written so that participants will be invested in adhering to the instructions 

(Rogers, 2008c). To ensure comprehensibility, the scenario instructions in this study were 

written at a moderately low reading grade level (Flesch-Kincaid grade level = 7.8). A previous 

study (Wooley, 2011) with this unit demonstrated that 95% of the sample had higher than a 9th 

grade education. 

 Several important aspects of the scenario instructions include the context, motivation, and 

incentives (Rogers, 2008c).  The scenario should refer to a context in which the inpatients are 

familiar (Rogers & Cruise, 1998). Therefore, all participants in the feigning conditions were 

given a scenario that they were in a car accident.  The rationale for choosing the car accidents as 

the trauma is that they are fairly common and even individuals who have not experienced a 
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serious car accident can easily see themselves in the situation. It is similar to the scenario by 

Lange, Sullivan, and Scott (2010) in a study of simulating feigning PTSD. The instructions are 

reproduced below (see Appendix A): 

Scenario: Please imagine that you have been involved in a car accident. The accident 
occurred because another driver was driving recklessly. Both cars were completely 
totaled and the other driver had extensive physical injuries. You did not hit your head but 
sustained some physical injuries.  

 Despite the accident, assume you are in good shape regarding your emotions and 
mental well-being. However, you realize that you can receive a large sum of money if 
you can convince a psychologist that you developed posttraumatic stress disorder (PTSD) 
from the accident, resulting in a permanent disability. You decide to fake PTSD when 
you meet with a psychologist.  

 You will have to fill out questionnaires and your answers must convince the 
psychologist that you have PTSD. You must do so in a believable manner. If you are 
caught faking, you will receive no financial compensation for the accident. 

 
 An internet search in a popular internet search engine (www.google.com) for “PTSD” 

was conducted. According to the search results, the most popular result was from a U.S. 

Government website, specifically the U.S. Library of Medicine 

(http://www.ncbi.nlm.nih.gov/pubmedhealth/PMH0001923/). The symptom information from 

this website was provided to each participant in the feigning groups. Inpatients are introduced to 

this information through the scenario instructions. 

You want to be prepared. Assume that you searched online for the symptoms of PTSD. 
The attached paper includes the information from a popular website on PTSD. Take a 
few minutes to look over the PTSD symptoms. You will need to answer the questions to 
convince the psychologist that these symptoms have caused you to become disabled.  
 
The use of motivation and incentives increase simulators’ investment in the study; 

therefore, these features were implemented in the experimental instructions (Rogers, 2008c). By 

providing challenges and incentives, the scenario provides approximate real-world motivation by 

asking the inpatients to try to “beat the test” (Rogers & Gillard, 2011). Additionally, participants 

are more likely to be invested in the study if they understand how the research is relevant and 
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may affect their own lives. The incentives and rewards section was slightly modified from a 

previous PTSD research study (Rogers, Gillard, Wooley, & Ross, 2011). The instructions are 

provided: 

Rewards: The tests you will be given are designed to catch people who are trying to fake 
a mental disorder. Are you smart and clever enough to avoid being caught? The biggest 
reward is beating the test. As an additional reward, you will receive $10 for being 
successful at faking PTSD without getting caught. 

Importance: Please take this study seriously.  Millions of dollars are wasted each year on 
persons who are freeloading off the system – those who are faking mental disorders. 
Also, some persons with real disorders are sometimes falsely accused of faking and 
denied mental health services. We need to make sure such tragedies don’t happen. 
Therefore, please try to do your very best at faking PTSD.  
 

 Inpatients in the honest group were given standard instructions to complete the measures. 

Dissimilar to the experimental instructions, the importance of their honesty is emphasized.  As 

reproduced below, the instructions emphasized the importance of this research: 

Today I am going to ask you to fill out some questionnaires. Remember that your 
answers are confidential. Your participation will help researchers test how well the 
questionnaires work. It is very important that you answer all questions completely 
honestly for the most accurate picture of yourself.  

 
 The standard instructions emphasize the rewards and importance of the study to maintain 

consistency with the experimental instructions. 

Rewards: The tests you will be given are designed to identify whether people are being 
honest or not about their psychological problems and traumas. The biggest reward is that 
your participation will help patients in need to get specialized care and treatment.  As an 
additional reward, you will receive $10 if you are honest in your responses. 

Importance: It is important that you take this study seriously.  Millions of dollars are 
wasted each year on persons who are freeloading off the system – those who are faking 
mental disorders. Also, some persons with real disorders are sometimes falsely accused 
of faking and denied mental health services. We need to make sure such tragedies don’t 
happen. Therefore, please be completely honest and accurate in your answers.  
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Procedure 

Informed Consent and Confidentiality 

In accordance with Institutional Review Board requirements, written informed consent 

was obtained from all participants (Appendix B). Each inpatient was informed of the study’s 

purpose, benefits, risks, and their rights as a research participant. They were also advised that the 

study will take approximately two hours. Their ability to focus their attention for this amount of 

time was discussed with each individual. Inpatients were given time to ask any questions about 

the study. If they agreed to participate, individuals signed the written consent form. Copies of the 

signed consents are being maintained in a research file separate from their responses.  

 Rigorous procedures were implemented to protect participants’ confidentiality. Research 

protocols do not include any personal identifiers. A research number was assigned to each 

participant to ensure anonymity and to eliminate any possible link to specific individuals. As 

stated earlier, each individual’s responses were kept separate from their consent forms to ensure 

anonymity and confidentiality. 

 

Process 

Participants were recruited from the dual diagnosis unit at Timberlawn Mental Health 

Systems, an inpatient psychiatric hospital. The patients were informed about the study’s 

objectives by an announcement after a morning therapy group. An advanced doctoral student in 

clinical psychology, with prior experience in conducting research studies with inpatients on this 

unit, was responsible for all aspects of data collection, entry, and analyses. This doctoral student 

had completed formal training in psychological assessments. Furthermore, the researcher had 

extensive experience in administering and interpreting the measures used in the current study.  
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Demographic information was obtained from participants at the beginning of the 

interview with the exception of diagnostic information (Appendix C).  Axis I and Axis II 

information was collected from the participants’ medical file, as explained in the consent form. 

  

Session 1 

The participants were asked to complete the first half of the study under standard (i.e., 

honest) instructions. As the first step, each participant was given the word reading subtest of the 

WRAT-4 to screen out individuals, who do not have an 8th grade reading level. Inpatients who 

did not meet this reading level, were excused from the study. The participants were then 

interviewed via the SCID-PTSD module to determine their group classification and screen out 

those who do not meet criteria to be in one of the four groups (honest, pure-M, partial-M, or 

false-I). The SCID-PTSD module was used to establish the presence or absence of a PTSD 

diagnosis and any significant PTSD symptomatology. As previously noted, the individuals who 

currently met for PTSD were randomly assigned to either the honest or false imputation group 

(false-I) via a quasi-random shuffling of sealed envelopes that occurred prior to data collection. 

Inpatients with 2-9 PTSD symptoms were assigned to the partial-M group and those with no 

PTSD symptoms were designated to the pure-M group.  

 

Session 2 

The second session began by asking the participants to either read the experimental 

instructions for the assigned feigning groups (Appendix D) or standard instructions for the 

honest group (Appendix E). The participants were asked to explain the instructions in their own 

words to ensure that they comprehended the instructions given. The participants were 
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administered the PAI and DAPS. These measures were counterbalanced to control for order 

effects.  

Participants completed a manipulation check after completing the assessment measures 

for session 2 (Appendix F) to ensure that participants understood and complied with the scenario 

instructions (Rogers, 2008c). The current manipulation check was modeled after previous 

research on response styles (Rogers et al., 2011). In addition, questions ascertained the degree of 

adherence to following the instructions and the amount of effort put into following the 

instructions.  

In both the honest and feigning instructions, participants were informed that they will 

only receive the money if they successfully follow the instructions. However, all participants 

were compensated $10 for their participation to avoid any ethical considerations. For example, 

individuals may not have been able to comply with the instructions due to their level of impaired 

functioning.  It would be unfair to penalize those for their impairment. Therefore, all individuals 

who completed the study were given the $10, regardless of whether they passed the manipulation 

check. 
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CHAPTER 3  

RESULTS 

The original sample included 120 inpatients from the Timberlawn Mental Health 

System’s Dual Diagnosis Unit. The pre-established exclusion criteria resulted in the data of 

seven participants being omitted from the current study. Three of these inpatients demonstrated 

an insufficient reading level (i.e., below the 8th grade) and were subsequently excused from the 

study. While completing the measures, an additional three inpatients began to experience 

withdrawal symptoms and were unable to finish the study.   

After completing all the measures, a manipulation check was conducted to assess the 

inpatients’ level of effort and instruction compliance. Most inpatients (92.8%) reported putting 

forth “very good” effort, whereas the remaining patients (9.2%) endorsed an “average” amount 

of effort. Therefore, no inpatients were excluded based on reported effort.  For compliance with 

the instructions, only one participant described that she had not followed the feigning 

instructions; her data were excluded from the study.  

A further refinement was necessary to ensure that the inpatients were attending 

appropriately to the measures and not reporting in a random or highly inconsistent manner. 

Based on Morey (2007), the following PAI cut scores were implemented: an ICN ≥ 73T and INF 

≥ 75T. For research purposes, participants exceeding both cut scores were excluded from the 

data analysis. This specification eliminated participants who did not appear to be meaningfully 

focused on item content. As a result, four inpatients were excluded. After the manipulation check 

and removal of inconsistent profiles, the final sample was composed of 109 inpatients. 
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Descriptive Data 

The overall sample is composed primarily of inpatients with severe occupational 

impairment, as indicated by their employment status. As a result, a clear majority were classified 

as disabled because of their mental disorders. Nonetheless, about one-fifth  (22.4%) of the 

inpatients in the sample were gainfully employed. Of those, all reported being on sick leave from 

their jobs due to psychological symptoms. Smaller percentages of patients with dual diagnoses 

described themselves as unemployed (14.3%) and retired (3.1%). 

Table 9  

Differences in Demographic Variables between PTSD and Non-PTSD Groups 

 PTSD 
(n = 52) 

Non-PTSD 
(n = 57) χ2  

p 
 n % n %   

Gender     4.05 .04 
Male 33 41.8 46 58.2   
Female 19 63.3 11 36.7   

Ethnicity a     2.65 .45 
African American 18 42.9 24 57.1   
European American 28 49.1 29 50.9   

      Hispanic American 4 80.0 1 20.0   
      Other 2 40.0 3 60.0   
Socioeconomic Status     5.97 .05 

Lower 18 58.1 13 41.9   
Middle 25 38.5 40 61.5   
Upper 

Employment Status b 
      Unemployed 
      Sick Leave 
      Disabled 

9 69.2 4 30.8   
    5.05 .08 

7 50.0 7 50.0   
6 26.1 17 73.9   

36 52.9 32 47.1   
Note. PTSD = participants who met criteria for Posttraumatic Stress Disorder; Non-PTSD = participants that did not 
meet criteria for Posttraumatic Stress Disorder. a Even when the small categories (Hispanic American and Other) 
were combined, no significant differences were observed.b The Retired category was not included in the analysis 
due to the low number of participants (n = 4). 

 

Because of the study’s primary focus on PTSD, differences between those participants 

with and without PTSD were evaluated with respect to their descriptive data. As described in the 
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Introduction, individuals with PTSD are more likely to have other comorbid disorders, increasing 

the likelihood of a poor prognosis and a prolonged course of illness (Brady, Killeen, Brewerton, 

& Lucerini, 2000; Paris, 2000). Therefore, individuals with PTSD may be more challenging to 

accurately assess and treat.  

Inpatients with PTSD in the current investigation experienced a large number of severe 

PTSD symptoms. Their average number of symptoms are more than double what is required for 

the diagnosis (M = 12.46; SD = 2.73). As expected, inpatients who did not meet criteria for 

PTSD had very few PTSD symptoms (M = 1.86; SD = 2.35) with more than half (52.6%) having 

no PTSD symptoms at all.   

Consistent with past national surveys on substance use (U.S. Department of Health and 

Human Services, 2008), male substance users were overrepresented, with 79 males (72.5%) with 

much fewer females (30 or 27.5%) in the current sample. However, males and females were not 

distributed evenly among those with and without PTSD (see Table 6). Less than half of the males 

met criteria for PTSD (41.8%), while most females (63.3%) had the PTSD diagnosis. This 

finding is consistent with past research indicating that women are more than twice as likely as 

men to develop PTSD (Breslau, Davis, Andreski, Peterson, & Shultz, 1997; Kessler et al., 1995). 

Not only did women report more traumatic events overall F (1,107) = 6.07, p < .05, the types of 

traumas differed between the genders.  

Gender differences were the most pronounced in the types of trauma. During adulthood, 

over half of women in the sample reported experiencing sexual abuse and over a third reported 

physical abuse. This result is markedly different from the male inpatients, in which this 

prevalence dropped to around 20% each for adult sexual and physical abuse. Inpatients with 
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PTSD reported more childhood physical and sexual abuse than those without PTSD, regardless 

of gender (see Table 10).  

Table 10  

Types of Trauma Experienced across Genders 

 Males Females 

 PTSD 
(n = 33) 

Non-
PTSD 

(n = 46) 

PTSD 
(n = 19) 

Non-
PTSD 

(n = 11) 

 n % n % n % n % 

Childhood    

     Physical Abuse 11 78.6 3 21.4 8 72.7 3 27.3 

     Sexual Abuse 13 76.5 4 23.5 11 68.8 5 31.2 

Adult          

     Physical Assault 13 59.1 9 40.9 5 62.5 3 37.5 

     Sexual Assault 2 66.7 1 33.3 5 71.4 2 28.6 

Witnessing a trauma 13 59.1 9 40.9 7 77.8 2 22.2 

War/Combat 2 66.7 1 33.3 0 0.0 0 0.0 

Natural Disaster 10 66.7 5 33.3 3 75.0 1 25.0 

Auto Accident 13 52.0 12 48.0 9 75.0 3 25.0 

Note. PTSD = participants who met criteria for Posttraumatic Stress Disorder; Non-PTSD = participants that did not 
meet criteria for Posttraumatic Stress Disorder.  

 

This result is expected because these types of trauma are strongly associated with a higher 

probability of PTSD (Kessler et al., 1995). Previous research has shown that the more an 

individual is exposed to trauma, the more likely they are to develop PTSD (Breslau, Chilcoat, 

Kessler, & Davis, 1999). As expected, the number of traumas was significantly different between 

those with and without PTSD, F (1,107) = 25.25, p <.001, resulting in a large effect size (d = 

0.96).  
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Like most treatment settings, the admissions evaluation at Timberlawn is a streamlined 

process that provides an initial estimate of Global Assessment of Functioning (GAF). As 

expected, the average GAF score on admission into the hospital was low across the entire sample 

(M = 28.73, SD = 9.54). Though non-significant, a small effect size (d = -.29) was observed 

regarding GAF admission scores between those with and without PTSD. Inpatients with PTSD 

demonstrated consistently low GAF admission scores (M = 27.30; SD = 5.12). However, those 

without PTSD demonstrated more variable GAF admission scores (M = 30.08; SD = 12.25), 

indicating a wider range of functioning during admission. Like previous research (Bruce et al., 

2001), the current study demonstrated no significance in GAF admission scores between PTSD 

and Non-PTSD groups. However, once individuals with PTSD need to be hospitalized they 

evidenced a much larger decrement (d = 2.84) in their functioning, as seen in the differences in 

their GAF scores from the past year to admission, than those without PTSD (d = 1.90). 

Table 11  

Demographic Differences between Participants with and without PTSD 

 PTSD 
(n = 52) 

Non-PTSD  
(n = 57)   

 M SD  M SD  F  p Cohen’s d 

Age 44.52 10.55 44.25 11.02 .02 .90 0.03 

Education Level 12.98   2.48 13.52   2.03 1.54 .22 -0.24 

GAF on Admission 27.30   5.12 30.08 12.25 2.08 .15 -0.29 

Highest GAF Last Year 54.30 12.44 52.86 11.76 .28 .60 0.12 

Note. PTSD = participants who met criteria for Posttraumatic Stress Disorder; Non-PTSD = participants that did not 
meet criteria for Posttraumatic Stress Disorder.  

 

 Provisional diagnostic information from intake assessments was collected from 99 

available medical charts. As expected with a dually diagnosed unit, most patients were initially 
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diagnosed with a Substance Use Disorder (90 or 90.9%). For other Axis I diagnoses, mood 

disorders predominated (61 or 61.6%), which is understandable in light of the comorbidity of 

substance use and mood disorders (Grant et al., 2004; Hasin, Goodwin, Stinson, & Grant, 2005). 

Additional Axis I diagnoses included psychotic disorders (19 or 19.2%) and PTSD (5 or 5.1%). 

Importantly, these initial diagnoses missed 47 inpatients who met criteria for PTSD, which has 

been shown to be very common in clinical settings (Davidson & Conner, 1999). Clinical settings 

have limited resources to conduct a complete evaluation on inpatients first coming into the 

institution which can lead to missed diagnoses.  Furthermore, PTSD symptoms overlap with 

more common diagnoses, such as depression or anxiety, which would require a more in-depth 

interview to differentiate between diagnoses (Davidson & Conner, 1999). Likely reflecting the 

primary focus on Axis I pathology, only two inpatients were diagnosed in their medical chart 

with an Axis II disorder during the initial intake screening.  

 

Research Questions 

As summarized in the Methods chapter, a between-subjects simulation design was 

implemented to investigate the differences on the PAI and DAPS between three feigning 

conditions and one honest condition. Based on their PTSD symptoms, inpatients were assigned 

to one of four groups: pure-M, partial-M, false-I, or honest.  

 

Research Question 1 

As predicted in Hypothesis 1, the three feigning groups (pure-M, partial-M, and false-I) 

manifested severe1 elevations on the anxiety and trauma relevant scales, which in several 

1 For descriptive purposes, Morey’s (2007) level of elevations will be used: 70-79 (moderate), 80-89 (severe), 90-99 
(extreme), and over 100 (very extreme). 
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instances exceeded scores of those in the genuine PTSD group (Table 12).   

Table 12  

Differences between Honest and Feigning Conditions on Trauma Relevant PAI Clinical Scales 

 
Honest 
(n = 26) 

False-I 
(n = 26) 

Partial-M 
(n = 27) 

Pure-M 
(n = 30)  

M SD M SD M SD M SD F 

Anxiety Scales          

     ANX 76.14 a 11.19 85.98 b 11.91 80.85 ab 13.38 83.46 ab 12.65 3.04* 

     ARD 77.96 a 10.83 85.60 a 12.88 80.59 a 12.59 81.23 a 12.02 1.79 

Ms 77.05  11.01 85.79  12.40 80.72  12.99 82.35  12.34  

Anxiety 
Subscales          

     ANX-C 75.02 a 10.74 78.75 a 11.51 73.58 a 10.82 76.91 a 8.94 1.22                

     ANX-A 71.16 a 10.12 80.91 b   9.57 76.35 abc 12.48 80.01 c 12.26 4.12** 

     ANX-P 74.44 a 15.44 88.63 b 14.87 84.89 ab 16.51 84.36 ab 18.84 3.49* 

Ms 73.54 12.10 82.76 11.98 78.27 13.27 80.43 13.35  

Anxiety 
Subscales          

     ARD-T 79.32 a 12.96 85.48 a 11.70 85.08 a 12.21 86.29 a 12.06 1.81 

     ARD-P 65.00 a 11.97 75.34 b 12.31 68.37 ab 12.46 70.78 ab 13.69 3.07* 

     ARD-O 65.22 a 11.79 65.43 a 10.04 61.47 a 9.27 59.25 a 10.54 2.31 

Ms 69.85 12.24 75.42 11.35 71.64 11.31 72.11 12.10  

Trauma Relevant 
Scales          

     BOR 79.32 a 10.50 81.39 a 10.82 78.16 a 11.16 80.44 a 12.00 0.42 

     DEP 79.60 a 10.61 90.57 b 12.37 85.13 ab 13.88 88.13 ab 13.78 3.60* 

     SCZ 74.45 a 16.04 89.17 b 14.36 84.24 abc 19.77 90.11 c 14.62 5.18** 

     SOM 70.92a 10.91 87.42 b 14.61 83.38 b 16.38 85.66 b 10.26 8.41*** 

Ms 76.07 12.02 87.14 13.04 82.73 15.30 86.09 12.67 4.40 

Note. For significance, *p < .05, **p < .01, ***p < .001. Means sharing the same subscript are not significantly 
different from each other at p < .05, according to the Bonferonni procedure.  false-I = False Imputation feigning 
condition; partial-M = Partial Malingering feigning condition; pure-M = Pure Malingering feigning condition; ANX 
= Anxiety scale; ARD = Anxiety Related Disorders scale; ANX-C = Anxiety-Cognitive subscale; ANX-A = 
Anxiety-Affective subscale; ANX-P = Anxiety-Physiological subscale; ARD-T= Anxiety Related Disorders-
Traumatic Stressors subscale; ARD-P = Anxiety Related Disorders-Phobias subscale; ARD-O = Anxiety Related 
Disorders- Obsessive-Compulsive subscale; BOR = Borderline Features scale; DEP = Depression scale; SCZ = 
Schizophrenia scale; SOM = Somatic Complaints scale. 
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In fact, feigners in the current study were able to endorse the appropriate trauma relevant clinical 

scales on the PAI. In fact, 86.7% of feigners achieved at least a moderate elevation (≥ 70 T) on 

both the ANX scale and ARD-T scale.   

Partial M produced generally lower effect sizes than the other simulation groups when 

compared to the honest responders (see Table 13).   

Table 13  

Cohen’s d Effect Sizes between Honest and Feigning Conditions on the PAI 

  Honest vs. 
False-I 

Honest vs. 
Partial-M 

Honest vs. 
Pure-M 

  d d d 

Anxiety Scales 
     ANX     0.85 0.38 0.61 
     ARD 0.64 0.22 0.28 

Ms 0.75 0.30 0.45 

Anxiety Subscales 

     ANX-C 0.34 -0.13 0.19 
     ANX-A 0.99 0.46 0.78 
     ANX-P 0.94 0.65 0.57 

Ms 0.76 0.41 0.51 

Anxiety Subscales 

     ARD-T 0.50 0.46 0.56 
     ARD-P 0.85 0.28 0.45 
     ARD-O 0.02 0.35 0.54 

Ms 0.46 0.36 0.52 

Trauma Relevant Scales 

     BOR    0.19 -0.11      0.10 
     DEP 0.95 0.45      0.69  
     SCZ 0.97 0.54 1.02 
     SOM 1.28     0.89 1.40 

Ms 0.85 0.50 0.80 

Note. Positive Cohen’s ds indicate that the feigning group produced higher scores than the honest group. Negative 
Cohen’s ds indicate that the feigning group produced lower scores than the honest group. false-I = False Imputation 
feigning condition; partial-M = Partial Malingering feigning condition; pure-M = Pure Malingering feigning 
condition; Ms = the average absolute value of the Cohen’s ds; ANX = Anxiety scale; ARD = Anxiety Related 
Disorders scale; ANX-C = Anxiety-Cognitive subscale; ANX-A = Anxiety-Affective subscale; ANX-P = Anxiety-
Physiological subscale; ARD-T= Anxiety Related Disorders-Traumatic Stressors subscale; ARD-P = Anxiety 
Related Disorders-Phobias subscale; ARD-O = Anxiety Related Disorders- Obsessive-Compulsive subscale; BOR = 
Borderline Features scale; DEP = Depression scale; SCZ = Schizophrenia scale; SOM = Somatic Complaints scale. 
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However, patterns emerged when examining the types of scales. On average the false-I group 

was 5 points higher than the partial-M group on the trauma relevant scales. The pure-M and 

false-I groups scored very similarly on the anxiety and trauma related scales (Table 13 and 14).  

Interestingly, the partial-M group produced less elevated scores on the anxiety scales (M d = 

0.30) when compared to the false-I (M d = 0.75) and pure-M (M d = 0.45). This trend is 

consistently observed with trauma-relevant scales. For instance, the partial-M group produced 

small effect sizes (M d = 0.50), while the false-I (M d = 0.85) and pure-M (M d = 0.80) groups 

produced equally moderate effect sizes.  

Table 14  

Cohen’s d Effect Sizes between Feigning Conditions on the PAI 

  False-I vs. 
Pure-M 

False-I vs. 
Partial-M 

Pure-M vs. 
Partial-M 

  d d d 

Anxiety Scales 
     ANX 0.20 0.40 0.20 
     ARD 0.35 0.39 0.05 

Ms 0.28 0.40 0.13 

Anxiety Subscales 

     ANX-C 0.18 0.46 0.34 
     ANX-A 0.08 0.41 0.30 
     ANX-P 0.25 0.24 -0.03 

Ms 0.17 0.37 0.22 

Anxiety Subscales 

     ARD-T -0.07 0.03 0.10 
     ARD-P 0.35 0.56 0.18 
     ARD-O 0.60 0.41 -0.22 

Ms 0.34 0.33 0.17 

Trauma Relevant Scales 

     BOR 0.08 0.29 0.20 
     DEP 0.19 0.41 0.22 
     SCZ -0.06 0.28 0.34 
     SOM 0.14 0.26 0.17 

Ms 0.12 0.31 0.23 

Note. Positive Cohen’s ds indicate that the first named condition is higher than the second named condition. false-I = 
False Imputation feigning condition; partial-M = Partial Malingering feigning condition; pure-M = Pure Malingering 
feigning condition; Ms = the average absolute value of the Cohen’s ds; ANX = Anxiety scale; ARD = Anxiety 
Related Disorders scale; ANX-C = Anxiety-Cognitive subscale; ANX-A = Anxiety-Affective subscale; ANX-P = 
Anxiety-Physiological subscale; ARD-T= Anxiety Related Disorders-Traumatic Stressors subscale; ARD-P = 
Anxiety Related Disorders-Phobias subscale; ARD-O = Anxiety Related Disorders- Obsessive-Compulsive 
subscale; BOR = Borderline Features scale; DEP = Depression scale; SCZ = Schizophrenia scale; SOM = Somatic 
Complaints scale. 
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The most dramatic difference was found for the SOM scale which measures concerns 

about physical functioning and health matters. This scale only received a moderate elevation for 

honest responders (M = 70.92) but severe elevations across the three feigning groups were 

observed with an overall average difference of 14.57 points. To further investigate the SOM 

scale, an analysis was conducted on each SOM subscale. The genuine group scored significantly 

lower on every SOM subscale than the feigning groups, with an average difference of thirteen 

points higher.  

A critical issue in evaluating the Resnick model is whether the subtypes of feigning can 

be empirically differentiated. In general, the false-I and partial-M groups showed appreciable 

differences (d difference  ≥ 0.30) across the anxiety and trauma relevant scales. Unexpectedly, the 

false-I group appeared to further exaggerate their symptoms, creating greater differences when 

compared the partial-M group.   

 

Research Question 2 

 Research Question 2 focuses on a clinically relevant issue, specifically whether feigners 

can avoid detection on the validity indicators. The three feigning groups generally produced 

extreme elevations on NIM and moderate elevations on MAL (see Table 15). Because of its 

moderate elevation under the honest condition, the NIM proved somewhat less effective than the 

MAL at differentiating between honest and feigning groups. As summarized in Table 16, 

moderate to large MAL effect sizes (0.96, 0.77, and 1.24) clearly overshadow those for NIM 

(0.65, 1.03, and 1.07). As an exploratory analysis, individual MAL indicators were inspected 

(see Appendices G and H). The most effective items included those that capitalize on high NIM 

scores and produced high depression scores but low scores on the treatment rejection scale.  
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Table 15  

Differences between Genuine and Feigned PTSD on PAI Validity Indicators 

 Honest 
(n = 26) 

False-I 
(n = 26) 

Partial-M 
(n = 27) 

Pure-M 
(n = 30) 

 

M SD M SD M SD M SD F 

Consistency          

     ICN    62.38 a         10.45   60.54 a 13.89   61.22 a 12.82   61.08 a 13.94 0.94 

     INF    55.96 a 10.33   60.45 ab 11.75   60.83 ab 10.65   65.46 b 13.30 3.11* 

Defensive          

     PIM    32.64 a 11.09   30.08 a 9.58   35.06 a 10.69   34.78 a 10.22 1.32 

     DEF      0.96 a 1.15    0.96 a 0.92    1.07 a 1.00     1.40 a 1.38 0.96 

     CDF  138.51 a 16.99 136.29 a 12.78 136.08 a 20.30 145.08 a 18.47 1.68 

Feigning          

     NIM    78.07 a 19.07  98.16 b 19.98  92.71 abc 25.52 100.78 c 22.99 5.66** 

     MAL    60.96 a 15.42  77.72 b 19.11  76.92 b 24.42   82.09 b 18.28 6.02*** 

     RDF     -0.68 a 1.52    0.30 b 0.93    0.02 ab               1.37     0.37 ab 1.60 3.09* 

Note. For significance, *p < .05, **p < .01, ***p < .001. Means sharing the same subscript are not significantly 
different from each other at p < .05, according to the Bonferonni procedure. Means sharing a common subscript are 
statistically different at p < .05, according to the Bonferonni procedure. false-I = False Imputation feigning group; 
partial-M = Partial Malingering feigning condition; pure-M = Pure Malingering feigning condition; ICN = 
Inconsistency scale; INF = Infrequency scale; PIM = Positive Impression Management scale; DEF = Defensiveness 
Index; CDF = Cashel Discriminant Function; NIM = Negative Impression Management scale; MAL = Malingering 
Index; RDF = Rogers Discriminant Function.  

 

 The partial-M group uniformly achieved lower effect sizes on the feigning scales (M ds = 

0.63) when compared to the honest condition than did the other feigning groups (false-I M ds = 

0.92; pure-M M ds = 0.99). Surprisingly, the false-I and pure-M groups elevated the feigning 

indicators in a similar fashion, despite their dramatic difference in their PTSD symptomatology. 

It appears that those fabricating their symptoms and engaging in intentional misattribution 

significantly elevated all feigning indicators on the PAI which could lead to easier detection. In 

fact, the false-I group elevated all feigning indicators with moderate to large effect sizes (ds = 

.78-1.03). This finding indicates that those in the false-I group exaggerated their symptoms even 

when they were only asked to ascribe their symptoms to a different trauma.  
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Table 16  

Cohen’s d Effect Sizes between Honest and Feigning Conditions on the PAI Validity Indicators 

 Honest vs. 
False-I 

Honest vs. 
Partial-M 

Honest vs. 
Pure-M 

     d     d     d 

Consistency    
     ICN  - 0.15 -0.10  -0.10 
     INF  0.41 0.46 0.79 

Ms 0.28 0.28 0.45 
Defensive    
     PIM  - 0.25 0.22 0.20 
     DEF 0.00 0.10 0.34 
     CDF - 0.15 - 0.13 0.37 

Ms 0.13 0.15 0.30 
Feigning    
     NIM 1.03 0.65 1.07 
     MAL 0.96 0.77 1.24 
     RDF 0.78 0.48 0.67 

Ms 0.92 0.63 0.99 

Note. Positive Cohen’s ds indicate that the feigning group produced higher scores than the honest group. Negative 
Cohen’s ds indicate that the feigning group produced lower scores than the honest group. false-I = False Imputation 
feigning group; partial-M = Partial Malingering feigning condition; pure-M = Pure Malingering feigning condition; 
ICN = Inconsistency scale; INF = Infrequency scale; PIM = Positive Impression Management scale; DEF = 
Defensiveness Index; CDF = Cashel Discriminant Function; NIM = Negative Impression Management scale; MAL 
= Malingering Index; RDF = Rogers Discriminant Function. 

 

The two additional validity indicators (RDF and INF) yielded significant differences 

between honest responders and feigners with low to moderate effect sizes. Although modest, the 

feigning groups produced marked elevations on the INF scale. Furthermore, the pure-M 

responders elevated this scale higher (M = 65.46; SD = 13.30) than their partial-M (M = 60.83; 

SD = 10.65) or false-I (M = 60.45; SD = 11.75) feigning counterparts. One hypothesis for this 

discrepancy could be due to the lack of PTSD symptomatology in this group. Those in the pure-
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M group likely have no frame of reference to help them feign PTSD, and therefore, they may be 

endorsing more infrequent endorsed items on the INF scale.  

Table 17  

Cohen’s d Effect Sizes between Feigning Conditions on the PAI Validity Indicators 

 False-I vs. 
Pure-M 

False-I vs. 
Partial-M 

Pure-M 
vs. Partial-

M 
 d d d 

Consistency    
     ICN -0.04 -0.05 -0.01 
     INF -0.40 0.03 0.38 

Ms 0.22 0.04 0.20 
Defensive    
     PIM -0.47 -0.49 -0.03 
     DEF -0.37 -0.11 0.27 
     CDF -0.55 0.01 0.46 

Ms 0.46 0.20 0.25 
Feigning    
     NIM -0.12 0.24 0.33 
     MAL -0.23 0.04 0.24 
     RDF -0.05 0.24 0.23 

Ms 0.13 0.17 0.27 

Note. Positive Cohen’s ds indicate that the first named condition is higher than the second named condition. false-I = 
False Imputation feigning group; partial-M = Partial Malingering feigning condition; pure-M = Pure Malingering 
feigning condition; ICN = Inconsistency scale; INF = Infrequency scale; PIM = Positive Impression Management 
scale; DEF = Defensiveness Index; CDF = Cashel Discriminant Function; NIM = Negative Impression Management 
scale; MAL = Malingering Index; RDF = Rogers Discriminant Function. 
 
 

Regarding Resnick’s Model, a distinct pattern emerged among the pure-M group on the 

PAI validity indicators. The a priori benchmark (d = │.30│) for an appreciable difference was 

commonly seen among the pure-M comparisons. The pure-M group was more defensive in their 

responses, elevating the defensive scales higher than the other feigning groups (see Table 17). 
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Conversely, the pure-M responders endorsed more infrequently endorsed items, as demonstrated 

by the INF and NIM effect size differences.  

A critical issue in clinical practice is whether feigners can elude detection via established 

cut scores on PAI validity indicators. An analysis of cut scores was conducted to evaluate the 

effectiveness of the feigning indicators. Cut scores can be used to identify both likely feigned 

and likely genuine. For likely feigning, an emphasis is placed on high specificity and PPP 

(positive predictive power), which allows for fewer false-positives. For likely genuine, high 

sensitivity and NPP (negative predictive power) are key to identifying this classification.  

The establishment of cut scores has recently been a point of controversy between 

classification based on traditional single point discrimination and well-defined groups (Rogers & 

Bender, 2003). Traditionally, cut scores have used a single point difference to classify honest 

responders and feigners. The advantage of this approach is that all scores can be identified as 

either honest responders or feigners. In contrast, well-defined groups are established by 

identifying a narrow indeterminate range (e.g., ±5T). Profiles in this range were excluded 

because their scores were “too close to call.” The current study evaluated the feigning indicators 

by using both approaches. The single-point cut scores will first be highlighted, followed by a 

brief discussion of any improvements to the cut scores that were seen by including an 

indeterminate range. It the current study, the base rate of malingering is extremely high (75%) 

compared to the estimates of malingering in forensic assessment (15-25%; Rogers, 2008a). 

Therefore, the overall correct classification (OCC) is not an accurate representation of the 

effectiveness of the cut scores. The current study examined the sensitivity, specificity, positive 

predictive power, and negative predictive power to evaluate the effectiveness of each cut score.  
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When evaluating feigning indicators, the emphasis is placed on reducing the number of 

false-positives due to the serious consequences of being miscategorized as malingering. This 

approach is why Hawes and Bocaccini (2009) recommended a cut score of NIM ≥110 to indicate 

likely feigning. Their recommended cut score performed very well in the current study. In fact, it 

produced perfect specificity (1.00) and PPP (1.00) regardless of the feigning group being 

analyzed (Table 18). Therefore, no honest responders scored above this cut score. When the cut 

score is slightly lowered to NIM ≥105, PPP is significantly lowered and the false positive rate 

increases to 11% in all feigning groups.  

Overall, the RDF scale showed poor utility as a means of identifying individuals who are 

likely genuine in their responses. Even at relatively low cut scores, the sensitivity remained low 

(0.57) regardless of the feigning group. On the other hand, the best cut score identified to 

identify likely feigning was RDF ≥1.80 across the three feigning groups, which yielded perfect 

specificity and PPP, yielding no false positives.  

The MAL appeared to be the most effective feigning scale to identify simulators on the 

PAI. In particular, the MAL ≥3 identified a good proportion of feigners across all feigning 

groups. All feigning groups demonstrated good utility with good specificity and NPP. 

Interestingly, the pure-M group showed a significantly higher NPP than the partial-M and false-I 

groups indicating that MAL ≥3 was even more effective for those in the pure-M group.  By 

raising the cut score to MAL ≥5, no genuine persons were misclassified by this scale. 

Percentages of improvement for OCC in well-defined groups were minimal (2-5%) 

which may lead to the false appearance that removing too-close-to-call cases represents an 

unnecessary step. Therefore, a more fine-grained analysis is necessary to address the percentage 

of errors for this narrow band of excluded cases (see Table 19). 
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Table 18  
 
Utility of PAI Feigning Indicators for Classifying Honest and Feigning  Responders for Single 
Point and Well Defined Groupsa 

 
      Base Rate = 20% Base Rate = 50% 
  %    Sens   Spec OCC b PPP NPP PPP NPP 
NIM ≥60 1 pt - .94 .27 .62 .24 .95 .58 .82 
     WD 92.6 .95 .17 .59 .23 .93 .57 .76 
NIM ≥70 1 pt - .86 .39 .63 .26 .92 .60 .74 
     WD 85.7 .91 .33 .64 .26 .94 .62 .77 
NIM ≥77 1 pt - .82 .46 .65 .28 .91 .62 .72 
     WD 85.0 .84 .46 .65 .27 .92 .62 .74 
NIM ≥81 1 pt - .71 .54 .63 .27 .88 .62 .64 
 WD 83.8 .79 .55 .67 .30 .91 .64 .72 
NIM ≥84 1 pt - .71 .54 .63 .27 .88 .62 .64 
 WD 85.7 .74 .61 .67 .32 .90 .65 .71 
NIM ≥92 1 pt - .56 .77 .66 .38 .88 .72 .63 
 WD 83.2 .61 .80 .69 .43 .89 .79 .63 
NIM ≥100 1 pt - .49 .85 .66 .44 .87 .77 .62 
 WD 85.1 .47 .87 .67 .47 .87 .78 .63 
NIM ≥105 1 pt - .38 .89 .63 .45 .85 .78 .58 
 WD 83.9 .39 1.00 .69 1.00 .87 1.00 .62 
NIM ≥110 1 pt - .33 1.00 .65 1.00 .85 1.00 .58 
 WD 85.7 .26 1.00 .63 1.00 .75 1.00 .58 
RDF ≥0  1 pt - .57 .59 .59 .27 .85 .61 .58 
     (59.26T) WD 76.3 .62 .67 .65 .40 .82 .63 .66 
RDF ≥0.06 1 pt - .56 .65 .61 .29 .86 .63 .59 
     (59.81T) WD 77.5 .55 .67 .61 .29 .86 .60 .61 
RDF ≥0.12368 1 pt - .52 .65 .59 .27 .85 .61 .57 
     (60.40T) WD 77.5 .53 .67 .60 .28 .85 .59 .61 
RDF ≥1.16  1 pt - .23 .81 .52 .23 .81 .54 .50 
     (70.00T) WD 76.3 .18 .95 .57 .44 .82 .73 .54 
RDF ≥1.80 1 pt - .13 1.00 .56 1.00 .82 1.00 .53 
     (75.93T) WD 83.2 .08 1.00 .52     - .71        - .60 
MAL ≥2 1 pt - .76 .54 .65 .29 .90 .63 .69 
MAL ≥3 1 pt - .56 .81 .68 .41 .88 .75 .64 
MAL ≥4 1 pt - .32 .96 .63 .67 .85 .89 .57 
MAL ≥5 1 pt - .17 1.00 .57 1.00 .83 1.00 .53 

Note. The table includes the average of the three feigning groups. Appendix L, M, and N includes the individual 
classification rates for each feigning group. % = the percentage retained for the classification; 1pt = uses the single 
point discrimination; WD = Well-Defined (i.e., the indeterminate category of ± 5T was removed); Sens = 
sensitivity; Spec = specificity; OCC = overall correct classification; PPP = positive predictive power; NPP = 
negative predictive power; NIM = Negative Impression Management scale; RDF = Rogers Discriminant Function; 
MAL = Malingering Index. aThe Malingering index had too limited a range to establish an indeterminate group. 
bThe OCC is the unweighted average of the three feigning groups. 
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 For both NIM and RDF, the percentages fluctuated markedly, indicating a large 

percentage of errors that varied markedly from one cut score to the next. As summarized in 

Table 19, insistence on single-point discrimination would produce NIM error percentage in the 

40% range for both false positives and false negatives. For RDF, false-I produced an 

extraordinary percentage of errors ranging from 57.1-75.0%. false-I simulators exhibited a wide 

variation in their scores on the RDF, such that no cut score effectively differentiated between 

feigners and genuine responders. 

Table 19  
 
Errors in the Indeterminate Category for the PAI Feigning Indicators: False Positives and False 
Negatives 
 

   
pure-M 

% of Errors 
partial-M 

 
false-I   

 Cut FP FN OE FP FN OE FP FN OE 
NIM (±5T)           
 ≥60 0.0 0.0 0.0 0.0 50.0 20.0 0.0 0.0 0.0 
 ≥70 40.0 66.7 50.0 40.0 75.0 55.6 40.0 0.0 33.3 
 ≥77 50.0 33.3 42.9 50.0 25.0 37.5 50.0 20.0 33.3 
 ≥81 50.0 50.0 50.0 50.0 75.0 62.5 50.0 66.7 60.0 
 ≥84 100.0 40.0 62.5 100.0 60.0 75.0 100.0 25.0 57.1 
 ≥92 33.3 100.0 50.0 33.3 66.7 44.4 33.3 75.0 50.0 
 ≥100 33.3 16.7 22.2 33.3 25.0 28.6 33.3 80.0 62.5 
 ≥105 75.0 71.4 72.7 75.0 75.0 75.0 75.0 33.3 57.1 
 ≥110 0.0 40.0 25.0 0.0 25.0 14.3 0.0 40.0 25.0 
 Ms 42.4 46.5 41.7 42.4 53.0 45.9 42.4 37.8 42.0 
RDF (±5T)           
 ≥0.00 60.0 36.4 43.8 60.0 50.0 53.3 60.0 57.1 58.3 
 ≥0.06 40.0 22.2 28.6 40.0 30.0 33.3 40.0 57.1 50.0 
 ≥0.12368 20.0 12.5 23.1 20.0 36.4 37.5 20.0 71.4 58.3 
 ≥1.16 66.7 38.5 47.4 66.7 0.0 50.0 66.7 72.7 70.6 
 ≥1.80 0.0 20.0 13.3 0.0 33.3 12.5 0.0 75.0 33.3 
 Ms 37.3 25.9 31.2 37.3 29.9 37.3 37.3 66.7 54.1 

Note. false-I = False Imputation feigning condition; partial-M = Partial Malingering feigning condition; pure-M = 
Pure Malingering feigning condition; FP = false positives; FN = false negatives; OE = overall errors; NIM = 
Negative Impression Management scale; RDF = Rogers Discriminant Function.  
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Research Question 3 

An important clinical concern is whether the validity scales can provide incremental 

accuracy over each other. This research question assesses the utility of the feigning indicators 

when combined. Minimizing the risk of false-positives was the primary criterion in determining 

the cut scores for each option.  To be able to assess the feigning scale combinations, only cut 

scores with a false positive rate of 20% or less were used.  While this greatly hindered the scale 

combinations in identifying all feigners, the potential negative consequences that can accompany 

the misclassification of genuine responders took precedence.  

Overall, Table 20 illustrates the sophistication of the partial-M feigners compared to the 

other subtypes.  Many of the combinations easily identified over 50% pure-M and false-I, while 

the partial-M feigners were identified at a lower rate. Interestingly, the MAL was the best 

feigning indicator in identifying partial-M feigners compared to the NIM and RDF. The NIM 

identified more feigners pure-M and false-I groups, indicating these feigning subgroups were 

endorsing rare symptoms.  

The RDF was the least effective across both scale combinations and feigning subtypes. A 

major disadvantage of the RDF in the current study is that feigners’ scores varied significantly on 

this scale.  For example, 23.1% to 36.7% of feigners across the subgroups scored below -0.50 on 

the RDF scale.  Such large variance made it difficult to establish appropriate cut scores on this 

scale without a large number of false-positives. 

Given that NIM and MAL were created as complementary scales (Morey, 2007), the 

current study expected this scale combination to produce strong results. The first two 

combinations (Options A and B) utilized a higher NIM cut score, while the third and fourth 

combinations (Options C and D) utilized a lower NIM with a higher MAL cut score. The lower 
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NIM identified more feigners compared to lowering the MAL cut score, indicating the NIM cut 

scores are more receptive to identifying feigners across subtypes. In the current study, combining 

the NIM and MAL appears to capture the most feigners across the feigning conditions. 

Table 20  

Cumulative Sensitivity Rates for PAI Feigning Indicators across Feigning Conditions 

 false-I 
(n = 26) 

partial-M 
(n = 27) 

pure-M 
(n = 30) 

 n n a % b % c n n a % b % c n n a % b % c 

Option A             
     NIM ≥110 8 8 30.8 30.8 8 8 29.6 29.6 11 11 36.7 36.7 
     MAL ≥3 11 11 42.3 42.3 11 11 40.7 40.7 14 14 46.7 46.7 
     RDF ≥1.00 5 15 57.7 19.2 6 12 44.4 22.2 10 18 60.0 33.3 
Option B             
     NIM ≥110 8 8 30.8 30.8 8 8 29.6 29.6 11 11 36.7 36.7 
     RDF ≥1.00 5 12 46.2 19.2 6 10 37.0 22.2 10 16 53.3 33.3 
     MAL ≥3 0 15 57.7 0.0 11 12 44.4 40.7 14 18 60.0 46.7 
Option C             
     MAL ≥4 5 5 19.2 19.2 8 8 29.6 29.6 9 9 30.0 30.0 
     NIM ≥100 11 11 42.3 42.3 9 10 37.0 33.3 18 19 63.3 60.0 
     RDF ≥1.00 5 16 61.5 19.2 6 12 44.4 22.2 10 21 70.0 33.3 
Option D             
     MAL ≥4 5 5 19.2 19.2 8 8 29.6 29.6 9 9 30.0 30.0 
     RDF ≥1.00 11 11 42.3 42.3 6 10 37.0 22.2 10 15 50.0 33.3 
     NIM ≥100 11 16 61.5 42.3 9 12 44.4 33.3 18 21 70.0 60.0 
Option E             
     RDF ≥1.00 5 5 19.2 19.2 6 6 22.2 22.2 10 10 33.3 33.3 
     MAL ≥3 11 15 57.7 42.3 11 12 40.7 40.7 15 19 63.3 50.0 
     NIM ≥100 11 17 65.3 42.3 12 14 51.9 22.2 17 22 73.3 56.7 
Option F             
     RDF ≥1.00 5 5 19.2 19.2 6 6 22.2 22.2 10 10 33.3 33.3 
     NIM ≥100 9 15 57.7 34.6 11 13 48.1 40.7 17 11 36.7 56.7 
     MAL ≥3 11 17 65.3 42.3 11 14 51.9 40.7 15 22 73.3 50.0 

Note. false-I = False Imputation feigning condition; partial-M = Partial Malingering feigning condition; pure-M = 
Pure Malingering feigning condition; NIM = Negative Impression Management scale; MAL = Malingering Index; 
RDF = Rogers Discriminant Function. a The cumulative number of feigners identified. b The cumulative percentage 
of feigners identified. c The incremental percentage of feigners identified. 
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Overall, more pure-M feigners (73.3%) were identified when all three of the feigning 

scales were combined compared to the other feigning groups (false-I 65.3% and partial-M 

51.9%). Therefore, the pure-M group was easier to detect with the PAI feigning indicators, while 

the partial-M group was the most successful at avoiding detection on the PAI.   

 

Research Question 4 

 The DAPS, a self-report measure, is specifically designed to evaluate PTSD and other 

trauma symptoms in a clinical population. Among other clinical issues, the DAPS’ effectiveness 

depends on the ability to identify feigners with its Negative Bias (NB) Scale. In the current 

study, the usefulness of the DAPS NB for feigned PTSD is constrained by its very extreme 

elevation (M = 104.30; SD = 41.54) for honest responders with PTSD. As a result, the NB scale 

produced small differences between the honest and feigning groups (Table 22).  

Table 21  

Differences between Genuine and Feigned PTSD Groups on the DAPS Validity Indicators 

Note. For significance, *p < .05. Means sharing the same subscript are not significantly different from each other at 
p < .05, according to the Bonferonni procedure. false-I = False Imputation feigning condition; partial-M = Partial 
Malingering feigning condition; pure-M = Pure Malingering feigning condition; NB = Negative Bias scale; PB = 
Positive Bias scale;  NB-PB = the difference between the NB scale and the PB scale. 
 

Consistent with the bipolarity hypothesis, all three feigning conditions consistently 

scored lower than their genuine counterparts (M = 37.59). As an exploratory analysis, the NB-PB 

was calculated based on the same basis as the F-K index of the MMPI-2 in the detection 

 
Honest 
(n = 26) 

false-I 
(n = 26) 

partial-M 
(n = 27) 

pure-M 
(n = 30)  

M SD M SD M SD M SD F 

NB  104.30 a 41.54 142.92 ab 62.93 139.72 ab 66.81 154.55 b 78.79 3.04* 

PB 37.59 a 8.73 34.48 ab 8.86 30.88 b 4.03 33.52 ab        8.69   3.30* 

NB-PB 66.71 a 41.41 108.85 ab 66.53 108.85 ab 66.53 121.03 b 82.69   3.42* 
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overreporting psychopathology (Gough, 1950). NB-PB produced moderate (ds = -0.76 to 0.81) 

effect sizes between the genuine and feigning groups, which were slightly higher than using the 

NB scale alone. While more research is necessary, this scale has promise in its ability to identify 

feigners.  

Table 22  
 
Cohen’s d Effect Sizes between Honest and Feigning Conditions on the DAPS Validity Indicators 
 

 Honest vs. 
False-I 

Honest vs. 
Partial-M 

Honest vs. 
Pure-M 

 d d d 

NB  0.72 0.63  0.78 
PB 0.35 0.99 0.47 
NB-PB 0.76 0.76 0.81 

Note. Positive Cohen’s ds indicate that the feigning group produced higher scores than the honest group. Negative 
Cohen’s ds indicate that the feigning group produced lower scores than the honest group. false-I = False Imputation 
feigning condition; partial-M = Partial Malingering feigning condition; pure-M = Pure Malingering feigning 
condition; NB = Negative Bias scale; PB = Positive Bias scale; NB-PB = the difference between the NB scale and 
the PB scale. 
 
Table 23  

Cohen’s d Effect Sizes between Feigning Conditions on the DAPS Validity Indicators 

 false-I vs. 
pure-M 

false-I vs. 
partial-M 

pure-M vs. 
partial-M 

 d d d 

NB -0.16 0.05 0.20 
PB -0.11 -0.53 -0.38 
NB-PB -0.16 -0.00            0.16 

Note. Positive Cohen’s ds indicate that the first named condition is higher than the second named condition. false-I = 
False Imputation feigning condition; partial-M = Partial Malingering feigning condition; pure-M = Pure Malingering 
feigning condition; NB = Negative Bias scale; PB = Positive Bias scale; NB-PB = the difference between the NB 
scale and the PB scale. 

 

The NB scale was not effective at identifying likely feigners.  Even using the NB ≥150 

cut score, specificity only reached an average of 0.89 and PPP 0.49 across conditions (Table 24). 
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Furthermore, one-third genuine responders exceed this very high cut score. The NB-PB scale 

showed slight improvements over the NB scale to identify feigners with a specificity of 0.96 and 

PPP of 0.65. 

The NB scale proved to be better able to identify those who are likely genuine than the 

NB-PB scale. A cut score of ≥70 showed a high sensitivity (0.87) and NPP (0.89) across feigning 

conditions. Therefore, a score below 70T indicates a moderately high likelihood of genuine 

responding.  

Table 24  

Utility of DAPS Validity Indicators for Differentiating between Honest and Feigning Responders 

    Base Rate = 20% Base Rate = 50% 
 Sensitivity Specificity OCC a PPP NPP PPP NPP 

NB        
    ≥70 .87 .27 .58 .23 .89 .56 .66 
    ≥85 .78 .39 .59 .24 .88 .57 .63 
    ≥100 .67 .42 .55 .22 .84 .55 .55 
    ≥110 .65 .50 .58 .25 .86 .58 .58 
    ≥150 .44 .89 .66 .49 .86 .80 .60 
NB-PB        
    ≥70 .66 .50 .59 .25 .85 .59 .58 
    ≥90 .54 .73 .63 .34 .86 .68 .60 
    ≥110 .44 .85 .64 .42 .86 .76 .59 
    ≥130 .40 .92 .65 .56 .86 .85 .59 
    ≥150 .29 .96 .62 .65 .85 .89 .56 

Note. This table is an average of all the feigning groups. The utility estimates for each feigning group can be found 
in Appendix M and N. OCC = overall correct classification; PPP = positive predictive power; NPP = negative 
predictive power; NB = Negative Bias scale; NB-PB = Negative Bias scale minus Positive Bias scale. a The OCC is 
the unweighted mean of the feigning conditions. 
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Supplementary Question 1 

 The Negative Distortion Scale (NDS) scale on the PAI was created to detect malingering 

in samples with high levels of psychopathology. A relatively new scale, the NDS utilizes a rare 

symptom strategy by including rarely endorsed items on the clinical scales. This supplementary 

analysis examines the utility of the NDS in a sample of inpatients.  

 The NDS for single points proved to be an excellent indicator of feigning at its higher cut 

scores. A cut score of NDS ≥ 29 had a perfect specificity and PPP regardless of the feigning 

condition (see Table 25), it resulted in no false-positives. Interestingly, a cut score of NDS ≥ 27 

produced a false positive rate of 4% across the feigning (Appendices O, P, & Q). 

 The NDS scale was examined using the single point and well defined groups as 

well. To create an indeterminate category for the NDS, the SEM was calculated based on the 

sample with an alpha of 0.56 and SD of 5.86. This yielded an SEM of 3.89. Using ±1 SEM as the 

criterion for “too close to call” cases, NDS scores within four points of each cut score were 

excluded. The remaining scores represent well-defined groups that minimize measurement error.  

The NDS performed even better with well-defined groups than using single-point cut scores. 

Using the well-defined groups, a lower NDS cut score proved to be better able to identify likely 

feigning individuals. NDS ≥25 showed perfect specificity and PPP across all feigning conditions 

when excluding the cases that were “too close to call” (Table 25). Excluding the indeterminate 

group also proved useful for other cut scores.  Most notably, the NDS ≥ 9 was more effective in 

identifying likely genuine responders in the partial-M group (Appendices O, P, & Q). The use of 

well-defined groups improved sensitivity (from 0.74 to 0.87) and NPP (from 0.84 to 0.90). 
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Table 25  

Utility of Negative Distortion Scale for Differentiating between Honest and Feigners 

      Base Rate = 20% Base Rate = 50% 
  % Sens Spec OCC PPP NPP PPP NPP 
NDS ≥9 1 pt - .93 .15 .55 .21 .91 .54 .75 
 WD 68.3 .98 .06 .66 .21 .96 .66 .83 
NDS ≥11 1 pt - .88 .35 .62 .25 .93 .59 .76 
 WD 62.8 .94 .30 .75 .25 .96 .76 .75 
NDS ≥13 1 pt - .85 .50 .68 .29 .94 .64 .78 
 WD 57.1 .91 .44 .77 .29 .96 .80 .75 
NDS ≥15 1 pt - .83 .65 .75 .38 .94 .72 .79 
 WD 67.1 .85 .64 .77 .37 .94 .79 .76 
NDS ≥19 1 pt - .68 .81 .75 .47 .91 .79 .71 
 WD 64.4 .71 .94 .84 .76 .93 .92 .79 
NDS ≥25 1 pt - .39 .96 .67 .71 .86 .91 .60 
 WD 76.5 .41 1.00 .74 1.00 .87 1.00 .69 
NDS ≥27 1 pt - .33 .96 .64 .68 .85 .90 .58 
 WD 81.6 .25 1.00 .67 1.00 .84 1.00 .63 
NDS ≥28 1 pt - .29 .97 .62 .77 .84 .93 .57 
 WD 83.4 .21 1.00 .65 1.00 .78 1.00 .67 
NDS ≥29 1 pt - .29 1.00 .63 1.00 .85 1.00 .57 
 WD 83.4 .15 1.00 .63 1.00 .83 1.00 .60 
NDS ≥31 1 pt - .21 1.00 .60 1.00 .84 1.00 .55 
 WD 85.3 .11 1.00 .60 1.00 .82 1.00 .58 

Note. This table is an average of all the feigning groups. The utility estimates for each feigning group can be found 
in Appendix O, P, and Q. % = the percentage retained for the classification;  1pt = uses the single point 
discrimination; WD = Well-Defined (i.e., the indeterminate category of  ± 1 SEM was removed); Sens = sensitivity; 
Spec = specificity; OCC = overall correct classification; PPP = positive predictive power; NPP = negative predictive 
power; NDS = Negative Distortion Scale. 
 

Overall, the well-defined groups dramatically increased classification rates across 

conditions, especially for the likely feigning cut scores. The largest difference was seen for the 

pure-M group in which OCC rates jumped seven or more percentage points for each cut score. 

The most dramatic difference was for the NDS ≥ 27. Across all feigning conditions, the OCC 

rate dramatically increased. 
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Table 26  
 
Means and Standard Deviations for DAPS Validity Indicators across Honest and Feigning 
Conditions 
 

Note. For significance, ***p < .001. Means sharing the same subscript are not significantly different from each other 
at p < .05, according to the Bonferonni procedure. false-I = False Imputation feigning condition; partial-M = Partial 
Malingering feigning condition; pure-M = Pure Malingering feigning condition; NDS = Negative Distortion Scale. 

 

To examine the utility of well-defined groups, Table 27 illustrates the number of errors 

for NDS cut scores which occurred in the indeterminate range. Many of the NDS cut scores 

would misclassify individuals if they were subject to the single point cut scores. Especially 

alarming, the classification errors reached up to 42.4% and 42.3% for the NDS cut scores of ≥ 11 

and ≥ 13.  

Table 27  

Errors in the Indeterminate Category for the NDS scale: False Positives and False Negatives 

   
pure-M 

% of Errors 
partial-M 

 
false-I   

 Cut FP FN OE FP FN OE FP FN OE 
NDS (±4)           
 ≥9 69.2 66.7 68.8 69.2 33.3 57.9 69.2 100 75.0 
 ≥11 56.3 20.0 47.6 56.3 50.0 55.0 56.3 66.7 57.9 
 ≥13 47.1 18.6 41.7 47.1 40.0 45.5 47.1 50.0 47.8 
 ≥15 33.3 71.4 47.4 33.3 0.0 23.5 33.3 20.0 29.4 
 ≥19 50.0 50.0 50.0 50.0 45.5 47.4 50.0 28.6 36.4 
 ≥25 33.3 64.3 58.8 33.3 80.0 62.5 33.3 90.0 76.9 
 ≥27 50.0 35.7 37.5 50.0 50.0 50.0 50.0 62.5 60.0 
 ≥28 100 50.0 53.3 100 75.0 80.0 100 50.0 57.1 
 ≥29 0.0 61.5 57.1 0.0 20.0 16.7 0.0 33.3 28.6 
 ≥31 0.0 66.7 20.0 0.0 25.0 20.0 0.0 80.0 66.7 
 Ms 43.9 50.5 48.2 43.9 41.9 45.9 43.9 58.1 53.6 

Note. false-I = False Imputation feigning condition; partial-M = Partial Malingering feigning condition; pure-M = 
Pure Malingering feigning condition; FP = false positives; FN = false negatives; OE = overall errors within the 
indeterminate group; NDS = Negative Distortion Scale. 

 

 
Honest 
(n = 26) 

False-I 
(n = 26) 

Partial-M 
(n = 27) 

Pure-M 
(n = 30)  

M SD M SD M SD M SD F 

NDS  13.38 a 5.86 22.65 b 7.81 20.63 b 10.68 24.07 b 7.93 8.86*** 
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This supplementary analysis examines whether those feigning PTSD can feign the 

necessary symptoms for the disorder on the DAPS. Overall, feigners elevated most scales on the 

DAPS compared to their genuine counterparts.  This analysis includes scales that do not directly 

assess PTSD, such as Suicidality (SUI) and Substance Abuse (SA).   The exception to this 

pattern included the Positive Bias (PB) scale and the Peritraumatic Distress (PDIS) scale.  

When examining PTSD symptomology scales, feigners showed the most dramatic 

elevations on the Posttraumatic Stress Scales (Table 28), which include scales that directly assess 

criteria for PTSD.  These criteria include re-experiencing, avoidance, arousal, and impairment.  

The largest difference occurred on the Re-experiencing scale in which the feigners scored 15 

points higher than their genuine counterparts. 

Table 28  

Differences between Genuine and Feigned PTSD on the DAPS Scales 

Scales 
Honest 
(n = 26) 

False-I 
(n = 26) 

Partial-M 
(n = 27) 

Pure-M 
(n = 30) 

 

M  SD M SD M SD M SD F 
Validity           
     PB  37.59 a 8.73  34.48 ab 8.86 30.88 b 4.03 33.52 ab 8.69 3.30* 
     NB 104.30 a 41.54 142.92 ab 62.93 139.72 ab 66.81 154.55 b 78.79 3.04* 
Trauma 
Specification  

         

     RTE 67.36 a 14.27 73.38 a 15.55 75.29 a 15.33 71.14 a 16.72 1.27 
     PDST 73.49 a 7.21 71.91 a 9.78 74.08 a 11.54 74.89 a 9.16 0.48 
     PDIS 72.08 a 16.30 76.81 a 14.50 75.41 a 16.32 79.49 a 11.90 1.21 
Posttraumatic 
Stress 

         

     RE 85.01 a 22.79 107.58 b 16.93 100.12 b 23.16 106.94 b 17.40 7.17*** 
     AV 87.51 a 20.86 100.50 ab 16.24 96.32 ab 24.53 103.22 b 16.47 3.27* 
     AR 84.00 a 19.73 102.64 b 13.40 91.53 abc 22.25   99.37 c 14.68 5.81** 
     PTS-T 87.64 a 20.82 107.39 b 15.04 98.61 abc 24.33 106.45 c 16.03 5.95*** 
     IMP 81.32 a 18.81   91.96 ab 16.00 91.22 ab 17.85   93.65 b 13.13 3.08* 
Associated 
Features 

         

     T-DIS 78.48 a 24.05 112.38 b 32.13 103.54 b 33.39 108.43 b 26.40 7.19*** 
     SUB 121.96a 44.23 151.57 a 53.40 149.07 a 44.34 155.20 a 64.32 2.22 
     SUI 91.89 a 45.45 130.53 b 45.23 125.53 ab 44.52 121.89 ab 52.66 3.55* 

Note. For significance, *p < .05, ** p < .01, and ***p < .001. Means sharing the same subscript are not significantly 
different from each other at p < .05, according to the Bonferonni procedure. false-I = False Imputation feigning 
condition; partial-M = Partial Malingering feigning condition; pure-M = Pure Malingering feigning condition; PB = 
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Positive Bias; NB = Negative Bias; RTE = Relative Trauma Exposure; PDST = Peritraumatic Distress; PDIS = 
Peritraumatic Dissociation; RE = Reexperiencing; AV = Avoidance; AR = Hyperarousal; PTS-T = Posttraumatic 
Stress-Total; IMP = Posttraumatic Impairment; T-DIS = Trauma-Specific Dissociation; SUB = Substance Abuse; 
SUI = Suicidality.  
  

 
Supplementary Question 2 

As mentioned earlier, feigners also exaggerated scales which do not directly measure 

PTSD, such as the Associated Features scales.  These scales assess clinical indicators commonly 

associated with PTSD, but are not required for the PTSD diagnosis.  For example, feigners 

scored on average 25 points higher on the Substance Abuse scale compared to the honest 

condition. Similarly, the Suicidality scale was exaggerated across the feigning groups, which 

score at least 30 points higher than the honest responders. The largest scale difference between 

honest and feigning groups on the DAPS was the moderate effect sizes produced by the Trauma-

Specific Dissociation scale (Table 29).  This scale measures the depersonalization, dissociation, 

and detachment symptoms that often follow acute trauma.  It appears feigners may have chosen 

to endorse these symptoms in an effort to clearly convey a distressed presentation.   

The partial-M responders were able to more accurately feign PTSD symptoms compared 

to the other feigning groups on the DAPS (Table 29 & 30). Specifically, the partial-M group did 

not overexaggerate their PTSD symptoms as much as the other two feigning groups on the 

Posttraumatic Stress Scales (ds = 0.36 to 0.66; see Table 29).  Similar to the PAI, the false-I and 

pure-M group scored similarly across the DAPS as determined by the averages Cohen’s ds 

(Table 30). 
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Table 29  

Cohen’s d Effect Sizes between Honest and Feigning Conditions on the DAPS 

  Honest vs. 
False-I 

Honest vs. 
Partial-M 

Honest vs. 
Pure-M 

  d d d 

Validity Scales 
     PB   -0.35    -0.99    -0.47 
     NB 0.72 0.63 0.78 

Ms 0.54 0.81 0.63  

Trauma Specification Scales 

     RTE 0.40 0.54 0.24 
     PDST   -0.18 0.06 0.17 
     PDIS 0.31 0.20 0.53 

Ms 0.30 0.40 0.31 

Posttraumatic Stress Scales 

     RE 1.12 0.66 1.09 
     AV 0.69 0.39 0.84 
     AR 1.11 0.36  0.89 
     PTS-T 1.09 0.48 1.02 
     IMP 0.61 0.54 0.77 

Msa 0.88 0.49 0.95 

Associated Features Scales 

     T-DIS 1.19 0.86 1.18 
     SUB 0.60 0.61 0.59 
     SUI 0.85 0.75 0.61 

Ms 0.88 0.74 0.79 

Note. Positive Cohen’s ds indicate that the feigning group produced higher scores than the honest group. In contrast, 
negative Cohen’s ds indicate that the feigning group produced lower scores than the honest group. false-I = False 
Imputation feigning condition; partial-M = Partial Malingering feigning condition; pure-M = Pure Malingering 
feigning condition; PB = Positive Bias; NB = Negative Bias; RTE = Relative Trauma Exposure; PDST = 
Peritraumatic Distress; PDIS = Peritraumatic Dissociation; RE = Reexperiencing; AV = Avoidance; AR = 
Hyperarousal; PTS-T = Posttraumatic Stress-Total; IMP = Posttraumatic Impairment; T-DIS = Trauma-Specific 
Dissociation; SUB = Substance Abuse; SUI = Suicidality. a The average calculated did not include the PTS-T scale 
because elevations on this scale are based on the RE, AV, and AR scales. 
 

Surprisingly, the false-I and partial-M groups showed almost no difference on several 

DAPS scales. For example, the magnitude of the difference on the NB scales was almost none (d 

= 0.05) between these two groups.  The two feigning conditions also proved to be similar in their 

responses to impairment and dissociation during the traumatic event (ds = .04 and  09, 

respectively). 
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Table 30  

Cohen’s d Effect Sizes between Feigning Conditions on the DAPS 

  false-I vs. 
pure-M 

false-I vs. 
partial-M 

pure-M vs. 
partial-M 

  d d d 

Validity Scale 
     PB -0.11 0.53 0.38 
     NB -0.16 0.05 0.20 

Ms    0.14 0.29 0.29 

Trauma Specification 
Scales 

     RTE 0.14 -0.12     -0.26 
     PDST -0.32 -0.20 0.08 
     PDIS -0.20  0.09 0.29 

Ms   0.22  0.14 0.21 

Posttraumatic Stress 
Scales 

     RE 0.04  0.37 0.34 
     AV -0.17  0.20 0.33 
     AR 0.23  0.60 0.42 
     PTS-T 0.06  0.43 0.38 
     IMP -0.12  0.04 0.16 

Msa   0.14 0.30 0.31 

Associated Features 
Scales 

     T-DIS 0.14  0.27 0.16 
     SUB -0.06  0.05 0.11 
     SUI  0.18  0.11 -0.07 

Ms   0.13  0.14  0.11 
Note. Positive Cohen’s ds indicate that the first named condition is higher than the second named condition. false-I = 
False Imputation feigning condition; partial-M = Partial Malingering feigning condition; pure-M = Pure Malingering 
feigning condition; PB = Positive Bias; NB = Negative Bias; RTE = Relative Trauma Exposure; PDST = 
Peritraumatic Distress; PDIS = Peritraumatic Dissociation; RE = Reexperiencing; AV = Avoidance; AR = 
Hyperarousal; PTS-T = Posttraumatic Stress-Total; IMP = Posttraumatic Impairment; T-DIS = Trauma-Specific 
Dissociation; SUB = Substance Abuse; SUI = Suicidality. a The average calculated did not include the PTS-T scale 
because elevations on this scale are based on the RE, AV, and AR scales. 
 

Contrary to expectation, only 69.2% of the honest group met the provisional diagnosis of 

PTSD as derived from the DAPS (see Table 31). A further examination showed that a majority 

of the honest responders who did not meet the criteria did not endorse a high severity of 

impairment, which would be necessary to meet the provisional diagnosis. It is possible that these 

individuals may lack insight into how their symptoms impair their daily functioning.  

Unexpectedly, the DAPS provisional diagnosis identified more feigners than honest responders. 

The component of the provisional diagnosis that the false-I and pure-M groups failed to endorse 
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the most was the onset of exposure. To satisfy this criteria, the feigners had to indicate the 

traumatic event occurred at least a month ago, as specified by the DSM-IV-TR.  

Table 31  

Percentage of Participants who Met Criteria for PTSD on the DAPS 

 Honest 
(n = 26) 

False-I 
(n = 26) 

Partial-M 
(n = 27) 

Pure-M 
(n = 30) 

Identified a Traumatic Event 100 100 100 100 
Response included fear, helplessness, or horror 100 100 96.3 100 
Elevated re-experiencing, avoidance, and arousal 84.6 100 88.9 100 
Onset of exposure 92.3 84.6 92.6 83.3 
Indication of Impairment 80.8 92.3 96.3 96.7 
PTSD Provisional Diagnosis 69.2 80.8 81.5 83.3 
Note. false-I = False Imputation feigning condition; partial-M = Partial Malingering feigning condition; pure-M = 
Pure Malingering feigning condition. 
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CHAPTER 4  

DISCUSSION 

Psychologists face many challenges when applying their knowledge and expertise to the 

criminal justice system (Rogers & Shuman, 2005). Legal and mental health experts are trained to 

approach their duties with different mind sets. As a profession, psychologists are trained to 

adhere to the rules of science which includes utilizing systematic testing of hypotheses, 

experimental methodology, and examining large numbers of aggregate data (Greene, Heilbrun, 

Fortune, & Nietzel, 2007; Rogers & Shuman, 2005).  Psychologists rely upon research to make 

decisions on how to either treat or assess individuals, rather than making idiosyncratic decisions.   

In contrast, the legal system often bases decisions on past rulings from other cases, often from 

very small samples (Greene et al., 2007).   

Psychologists are also trained to rely on probabilities based on scientific rigor, which is 

difficult to apply in the criminal justice system.  Legal experts prefer to approach questions and 

situations with absolutes (Melton et al., 2007), which may be difficult for many psychologists to 

adapt and apply their knowledge within these parameters.  Despite these differences, legal 

experts often request mental health experts to assist them. In fact, psycholegal issues can arise at 

pretrial, trial, sentencing, and postconviction stages of the criminal trial process (Rogers & 

Shuman, 2005) and psychology expertise may be requested throughout these stages. 

The field of forensic psychology has evolved as mental health experts have become more 

active in the legal system. Major advances have been made in the development of assessment 

tools (Heilbrun, Rogers, & Otto, 2002), such as forensic assessment instruments and forensic 

relevant instruments. This progress is evidenced by the fact that these measures have been 
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increasingly accepted in court cases and discussed through expert testimony (Rogers & Shuman, 

2005).  

Psychologists learned early that individuals in the legal system have many reasons to 

portray themselves as better or worse than they actually are (Rogers, 2008a; Smith & Meyer, 

1987).  Therefore, the importance of assessing deception using systematic approaches became a 

critical component in forensic psychology as mental health professionals become increasingly 

relied upon in the trial process.  Many of these psychological measures assess the reliability of an 

individual’s responses evaluating the likelihood that the examinee is attempting to deceive the 

evaluator, either by malingering or defensiveness.  

Mental health experts take this critical responsibility seriously and emphasis accuracy in 

their conclusions. Importantly, the ethical principles of psychologists and code of conduct 

demand psychologists strive to do no harm to others (American Psychological Association, 

2002), which is a concern in assigning the classification of “malingering” to those in the legal 

system. Conclusions about malingering can cause catastrophic outcomes in court decisions, 

disability payments, and mental health treatment (Rogers, 2008a).  Recognizing these 

consequences, assessment measures have emphasized the importance of minimizing false-

positives (Rogers & Gillard, 2011) to avoid misclassification of genuine responders as feigners.     

The literature regarding the conceptualization of malingering also continues to evolve 

during the last several decades (Rogers, 2008a). Tradition dictates malingering is a behavior that 

is classified as either present or absent.  More recent conceptualizations have argued malingering 

can be extended beyond these simple categories (Resnick et al., 2008; Vitacco, 2008) and should 

be viewed as gradations of feigning or as subtypes.  
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Resnick (1997) examined feigned posttraumatic stress disorder (PTSD) by identifying the 

subtypes of feigning PTSD: false imputation, partial malingering, and pure malingering. For 

example, pure malingerers will have to engage in more feigning, since they do not experience 

any PTSD symptoms, than false imputators who already experiences the symptoms of PTSD. 

The underlying assumption of Resnick’s model of malingering is that an individual’s ability to 

feign will vary based on their experiences with the feigned disorder.  

This dissertation is the first study to empirically examine this model of feigned PTSD. A 

discussion follows which focuses on whether Resnick’s model contributes to body of literature 

that theories feigning should be conceptualized on a continuum. Furthermore, the effectiveness 

of the subtypes of feigning to successfully present themselves with enough PTSD 

symptomatology to be identified with the disorder is debated.  The discussion continues by 

examining the effectiveness of the feigning scales on the assessment measures, including an 

exploration of the newly created Negative Distortion scale. As an added component, the utility of 

well-defined groups are reviewed. Finally, the limitations and future directions are also 

presented.   

 

Resnick’s Model of Malingered PTSD 

 Resnick’s (2003) model disaggregates dichotomous approaches to malingering into three 

conceptually meaningful subtypes: pure malingering, partial malingering, and false imputation. 

As noted in the Introduction, these subtypes vary substantially on individual’s experience with 

the disorder and level of feigning necessary to feign PTSD which should contribute to their 

effectiveness. Theoretically, the pure malingerers should have the greatest challenge to simulate 

PTSD, because these individuals have the least amount of knowledge of PTSD.  In contrast, 
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partial malingerers are better informed. These feigners need to exaggerate the severity and/or 

number of symptoms to help them feign PTSD in a believable way. False imputation feigners are 

the most informed of the subtypes, which is comparable to Rogers’ hybrid response style 

(Rogers 2008a).  These individuals may be generally honest about their PTSD symptoms, but 

engage in deception by attributing their symptoms to a different traumatic event related to a 

personal injury case.  

 The type of trauma may also be important when considering how an individual’s 

experience could assist in feigning.  For example, an individual who experiences PTSD from a 

car accident may not be able to feign PTSD from sexual abuse successfully.  Resnick’s model of 

malingering does not address this potential issue, likely making the assumption that the particular 

type of trauma does not matter.   Furthermore, the chronicity of the trauma can affect the clinical 

presentation of PTSD (Paris, 2000).  Individuals who attempt to feign chronic combat PTSD 

symptoms may not realize that individuals with these types of chronic symptoms often exhibit 

concomitant symptoms of depression, substance abuse, and personality disorders (Bleich, 

Koslowsky, Dolve, & Lerer, 1997; Brown & Wolfe, 1994; Southwick, Yehuda, & Giller, 1993).  

 The central and unaddressed question is whether the Resnick model actually contributes 

to the theory and understanding of malingering. At present, it is a model elegant in theory but 

lacking almost entirely in empirical validation. The current study, coupled with a sparse research 

literature, attempts to address the conceptual and clinical relevance of the Resnick model. In 

doing so, rival hypotheses are sometimes considered in testing the relative importance of Resnick 

versus other explanations. One such hypothesis is that experience with the disorder will not 

affect the level of feigning. Therefore, it would be expected that all feigning subtypes would 

feign similarly across clinical and feigning scales if this hypothesis were true. The following 
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discussion examines the results to determine whether Resnick’s model was upheld in the current 

study.  

 The underlying theory to Resnick’s model of malingering is that those who have 

experienced PTSD will be better at feigning the disorder. Although pure-M individuals had to 

fabricate all their symptoms, they were able to endorse a realistic amount of symptoms across 

anxiety scales. A realistic level of symptoms is feigning at a clinically significant level (moderate 

or severe elevations), but not producing extreme elevations. In the current study, pure-M 

produced severe elevations on the anxiety (Ms = 82.35)2 and trauma relevant (Ms = 86.09) 

scales. Similarly but less extreme, pure feigners in Liljequest et al.’s (1998) study produced 

moderate elevations on the anxiety (Ms = 78.50) and trauma relevant (Ms = 81.79) scales 

(Appendix R).  As a comparison, individuals with genuine PTSD scored only slight to moderate 

elevations on these scales, varying on the types of samples. For example, a small sample of 

females from a community sample (McDevitt-Murphy et al., 2005) produced slight elevations on 

the anxiety (Ms = 68.35) and trauma relevant (Ms = 67.6).  Treatment samples scored slightly 

higher, produced moderate elevations on the anxiety (Ms = 74.8) and trauma relevant (Ms = 

70.4) scales (Liljequest et al., 1998; Scragg et al., 2000). 

 The pure-M group’s lack of experience was likely a reason these individuals very high 

scores on the feigning scales of the PAI. This explanation was especially apparent on the rare 

symptoms scale (NIM) which produced very extreme elevations (M = 100.78), such that over 

50% of feigners scored in the very extreme range or higher. As a comparison, the pure 

malingerers in a study by Liljequest et al. (1998) significantly elevated the NIM scale with 

extreme elevations (M = 92.48).  Furthermore, the pure-M group produced severe elevations on 

2 This is the average of the anxiety related scales (ANX and ARD) on the PAI for the pure-M group (see Table 12).  
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the MAL scale, but did not produce as extreme scores as identified on the NIM.  Only 16.7% of 

pure-M responders scored in the very extreme range.     

To feign PTSD, false-I feigners would only have to attribute their PTSD symptoms to the 

car accident in the research scenario. It was hypothesized that the false-I group would engage in 

hybrid responding, such that individuals would be honest about the presence and severity 

symptoms, but attribute their symptoms to a different trauma.  However, the false-I group 

appeared to markedly overexaggerate their trauma symptoms, as indicated by severe elevations 

(anxiety scales Ms = 85.79 and trauma relevant scales Ms = 87.14). Even though the false-I and 

honest groups are both experiencing significant PTSD symptoms, the false-I group appeared to 

go beyond ascribing their symptoms to a different trauma by exaggerating these symptoms 

across several clinical scales.  

Studies by Eakin et al. (2006) and Scragg et al. (2000)’s feigning groups most resemble 

the partial-M group in the current study. However, all three studies showed markedly different 

results. The Eakin and colleagues’ (2006) feigning group proved to be excellent feigners in that 

they did not elevate any of the feigning scales on the PAI.  In contrast, Scagg et al. (2000) 

concluded partial malingerers produced severe elevations on the NIM scale (M = 82.24). In 

contrast, the partial malingerers in the current study produced extreme elevations (M = 92.71) on 

the NIM scale.  These differences may be a result of several different factors.  All individuals in 

the current study had at least two Axis I disorders, while it can be assumed the sample in Eakin 

et al.’s (2006) sample of undergraduates do not have as much comorbidity.  Conceivably, this 

high rate of comorbidity may have resulted in elevated feigning scales in the current study.   

Another way to examine the effectiveness of the feigning scales is to examine their 

ability to differentiate between the honest and feigning groups. The NIM and MAL were very 
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effective in the study by Scragg et al. (2000) and produced moderate and large effect sizes. Both 

the NIM and MAL were slightly less effective in differentiating between the two groups (ds = 

1.03 and 0.96, respectively) in the current study. One hypothesis for the difference between these 

two studies is the elevated scores for the honest responders.  Appendix S illustrates that the 

honest group in the current study produced moderate elevations that significantly lowered the 

Cohen’s d for the MAL in the current study.  

Overall, partial malingerers, who only needed to slightly exaggerate their symptoms, 

were more effective than the other feigning subtypes. Partial malingerers endorsed enough 

symptoms to indicate PTSD symptomatology, but did not produce extreme elevations. They also 

scored lower on the feigning scales than the other feigning subtypes. It appears that some 

experience with PTSD assisted the partial-M group in their task to feign PTSD.  

Effect sizes between the feigning and honest groups also indicate how similarly the 

feigning subtypes were able to simulate genuine responders. Partial malingerers scored the most 

similarly to the honest condition, resulting in the smallest effect sizes on the anxiety (M ds = 

0.30) and trauma relevant scales (M ds = 0.50) in the current study. Therefore, this group was 

able to exaggerate their PTSD symptoms similar to those patients currently experiencing PTSD. 

However, they avoided overexaggerating their symptoms that might alert clinicians to feigning. 

Eakin et al. (2006) showed similar differences between the anxiety scales (M ds = 0.35) 

compared to the current study of inpatients. However, the similar sizes obscure the dramatic 

differences seen between the honest groups in these studies.  The genuine PTSD group in the 

current study scored significantly higher than the genuine group in Eakin et al.’s (2006) study. 

Pure malingerers tend to exaggerate the trauma relevant scales to a greater extent than the 

anxiety scales. The trauma relevant scales produced large effect sizes (M ds = 1.16; Liljequest et 
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al., 1998), but the current study showed slightly lower differences as illustrated by moderate 

effect sizes (M ds = 0.80).  Therefore, pure malingerers in the current study did not exaggerate 

their symptoms as much as those in the Liljequest et al. (1998) study when compared to their 

genuine counterparts.  One possible explanation for these differences may be the type of trauma 

participants were asked to feign.  Liljequest et al. (1998) asked undergraduates to feign combat 

related PTSD, which may be difficult for most non-veteran students to imagine the scenario.  

Contrastingly, the current study asked feigners to feign PTSD from a car accident, a much more 

common and relatable scenario. Furthermore, feigners may endorse different PTSD based on the 

trauma they are attempting to feign, possibly accounting for the differences between the two 

groups. 

The underlying theory behind Resnick’s model is that individuals should be better able to 

feign a disorder if they are experiencing symptoms of the disorder. Another consideration is how 

the type of trauma experienced compares to the type of trauma feigned. However, the 

relationship between the false-I and pure-M group calls this into question. The false-I and pure-

M group scored similarly on both the feigning indicators and anxiety and trauma relevant scales, 

a completely unexpected finding. This relationship was also occurred on the DAPS clinical 

scales.  Even though these two groups had the widest variation of PTSD symptoms, they 

produced similarly elevated clinical and feigning scales across the two measures.  

 These unexpected findings could be the result of the current methodology. The inpatients 

in the false-I group were asked to do something very difficult: to feign impairment on a disorder 

they already had.  This group was important to include to fully evaluate all three parts of 

Resnick’s model. Conceptually, the best strategy for the false-I group to use would be to answer 

honestly for PTSD symptoms and selectively amplify trauma-related scales.  Consistent with the 
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research design, this group of feigners was not coached on this particular strategy. For purposes 

of comparison, the inpatients in the false-I group received identical feigning instructions as the 

other groups to maintain consistency. It appears that those in this group decided to 

overexaggerate their symptoms, which resulted in large differences.  

 A critical question when considering the validity of the Resnick model is whether these 

feigning subgroups can respond similarly to those with genuine PTSD. The partial-M group were 

the most skilled performing this task for both the feigning, anxiety, and trauma relevant scales. 

The partial-M group succeeded on two fronts.  Individuals in the partial-M category were better 

able to avoid detection on the feigning scales than the pure-M and false-I groups. In addition, the 

partial-M had consistently the lowest classification rates across the feigning indicators, including 

the NDS scale. While still not very effective, the MAL scale appeared to be the best scale to 

identify partial-M feigners. Taken together, partial malingerers were able to not only exaggerate 

their PTSD symptoms in a realistic way, they were able to avoid detection better than the other 

feigning groups. Therefore, individuals who only have to feign a small amount of their 

symptomatology, as opposed to feigning all their symptoms or intentionally misattributing their 

symptoms, were more successful on the PAI and DAPS at feigning PTSD.     

 

PTSD Presentation 

To effectively feign PTSD, it is imperative for feigners to elevate the appropriate scales 

for the feigned disorder.  Sophisticated feigners need to endorse the symptoms with enough 

severity to warrant a diagnosis as well as endorse the correct symptoms for the particular 

disorder. It is also expected that the malingering subtypes would score differently on the scales 

related to PTSD. Individuals with more experience with PTSD (e.g., false-Imputation) should 
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produce more believable scores on these scales. As an alternative hypothesis, all subtypes may 

feign similarly regardless of their PTSD symptoms. The current study included two measures, 

the PAI and DAPS, that both assess for PTSD symptomatology to examine this issue.  

 

Anxiety-Related Disorders- Traumatic Stress Subscale 

The ARD-T subscale on the PAI is one of the more commonly used self-report measures 

of PTSD (Elhai, Gray, Kashdan, & Franklin, 2005).  The presence of elevated T scores for the 

anxiety and trauma relevant scales can be examined to assess whether the feigners endorsed the 

appropriate severity of symptoms.  As a standard, elevations (≥ 70T) on the ARD-T subscale 

indicate the likely presence of a traumatic event that continues to be a source of significant 

distress (Morey, 2007). Therefore, on average all subtypes produced severe demonstrations on 

the ARD-T indicative of a traumatic event.  As a comparison, simulators from an undergraduate 

sample (Eakin et al., 2006) produced severe elevations (M = 82.8; SD = 12.3), while the clinical 

simulators in the current study produced slightly higher elevations with slightly lower variation 

(M = 85.65; SD = 11.86).   

An important consideration is how differently the feigners and genuine responders scored 

on this subscale. Feigners could raise red flags if they scored significantly higher or even much 

lower than genuine PTSD responders. Interestingly, all the feigners scored higher than their 

genuine counterparts, but there were no significant differences on the ARD-T scale; nonetheless, 

low effect sizes (ds = 0.46 to 0.56) were consistently observed across the feigning subtypes. This 

finding indicates that the feigners in the current study endorsed symptom severity that would be 

consistent with genuine responders on the ARD-T subscale. All feigning subtypes demonstrated 

similar differences when compared to the honest condition, indicating that experience may not 
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significantly contribute to the effectiveness of feigning PTSD symptomology on the ARD-T 

scale.  

 

Trauma Relevant Clinical Scales 

Morey (2007) noted several clinical scales which are often elevated with those 

experiencing PTSD. They include: ANX, ARD, DEP, SOM, BOR, and SCZ. The utilization of 

these scales can help to confirm whether individuals are experiencing significant PTSD 

symptoms and other symptoms associated with trauma. In the current study, the pattern of 

elevation for the feigning subtypes did not perform in the predicted manner according to the 

Resnick model. The pure-M groups did not produce the highest elevations across the trauma 

relevant scales (Appendix T). In fact, the pure-M only showed extreme elevations on the SCZ 

scale.  However, the pure-M group scored significantly higher than the genuine group, but not 

compared to the other feigning groups. Pure malingers may have endorsed these symptoms more 

readily in an effort to portray themselves as more severe. Contrary to prediction, the false-I 

group produced more extreme elevations on the DEP, SOM, ANX, and ARD scales than the 

pure-M and partial-M groups.    

The second issue is whether feigners are endorsing the correct PTSD symptoms rather 

than indiscriminately endorsing symptoms across all PAI scales. Appendix V examines the PAI 

across all scales. If feigners were endorsing all psychological symptoms, it would be expected 

that the feigning groups would have significantly higher scores on all clinical scales and possibly 

all treatment and interpersonal scales. All feigning groups produced more clinically elevated (T ≥ 

70) scores on the MAN, PAR, ANT, ALC, and AGG when compared to the honest group. 

However, only one of these clinical scales, the PAR scale, showed a significant difference when 
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compared to the honest group.  Upon further examination, the comparison between the false-I  

and honest group for one subscale (PAR-R) was the only feigning subtype to score significantly 

higher.  Importantly, the level of endorsement of non-trauma relevant clinical scales was not 

significant enough to indicate any feigning subtype were engaging in indiscriminant 

endorsement.  An entirely different trend was also seen in other feigning PTSD studies. 

Simulators in other feigning PTSD studies saw significant increases in ANT and MAN scales 

(Liljequist et al., 1998; Scragg et al., 2000). In both studies, the simulators were provided with 

the PTSD DSM-IV-TR criteria and the feigning instructions included a realistic scenario. 

However, the current study was the only study to stress the importance of the simulation task and 

to perform a manipulation check at the end of the study. This methodolical rigor could have been 

the reason that the feigners in the current study mainly exaggerated scales related to PTSD, 

rather than all clinical scales on the PAI.  

The DAPS (Briere, 2001) is a measure specifically for the assessment of PTSD, as 

opposed to the PAI which assesses a variety of psychopathology. However, the DAPS includes 

several scales that are associated with PTSD, but are not comprised of PTSD symptoms. Overall, 

feigners elevated all clinical scales on the DAPS. The DAPS has a potential advantage over the 

PAI by including decision rules to provide a provisional diagnosis of PTSD. Contrary to 

expectation, all feigning subtypes were classified with PTSD at a higher rate than those with 

PTSD responding honestly, but at similar levels of classification. In fact, about four out of five 

feigners were classified with a provisional diagnosis of PTSD on the DAPS. Unfortunately, no 

previous study on the DAPS could be found in which a feigning group was included. Therefore, 

no direct comparisons could be made between the current study and other feigning research on 

the DAPS. 
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Resnick’s model was partially upheld in the current study. Based on this model, it would 

be expected that those who needed to fabricate their symptoms more would be less effective, 

which would result in the false-I group as the most effective and the pure-M group as the least 

effective. However, individuals who only needed to exaggerate existing symptoms (partial-M) 

proved to be the most effective. The false-I group was the anomaly in the model. As noted, the 

false-I and pure-M group were both similarly less effective than the partial-M group in their 

PTSD presentation.  

Some experts (Ziskin, 1984) assert that feigning a disorder would require extensive 

education  related to psychopathology outside of personal experience. In keeping with 

perspective, most of the feigners in the current study appear to be selective on their endorsement 

and severity of symptoms when feigning PTSD. However, individuals feigning PTSD have to 

also avoid detection by the feigning indicators on these measures. To examine this point, both 

the PAI and DAPS includes scales to identify those engaging in response styles. The following 

section examines feigners’ ability to avoid detection on these feigning indicators.  

 

Feigning Indicators on the PAI 

 Two important considerations should be made when evaluation the efficacy of validity 

indicators. First, for a feigning measure to be effective, it must be able to clearly differentiate 

between honest responders and feigners. Second, individual cut scores should be evaluated to see 

if these scales are accurately classifying feigners. The following section shifts the focus from the 

Resnick model to review the efficacy of each feigning indicator on the PAI; it compares the 

current study’s results to previous research. While this section only focuses on the traditional 

single point cut scores, the next section expands the discussion to the utility of well-defined 
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groups in the classification of malingering. One acknowledged limitation is the lack of feigned 

PTSD research on the PAI. Therefore, the discussion incorporates several studies of general 

feigning to help illustrate patterns on the PAI.   

  

Negative Impression Management Scale 

As previously discussed, the NIM scale utilizes the rare symptoms strategy to identify 

feigners (Rogers, 2008b). The NIM was created to identify individuals feigning symptoms of a 

mental disorder and those exaggerating their psychological difficulties (Morey, 2007). However, 

the creation of the NIM scale was based on feigned psychosis literature (Morey, 2007). Previous 

research (Rogers et al., 1993) has shown that the NIM is less effective to identify those feigning 

depression and generalized anxiety disorder. Therefore, the NIM may not be as effective in 

identifying feigned PTSD as psychotic disorders.  

 The NIM scale was more successful at differentiating feigning from honest profiles for 

the false-I and pure-M groups, producing moderate effect sizes (ds = 1.03 & 1.07). However, the 

partial-M group proved more challenging, yielding a small Cohen’s d (d = 0.48). As previously 

noted, the feigning groups produced extreme elevations on the NIM scale. These elevations 

appear to be similar to those seen in the general feigning research (Kucharski et al., 2006), in 

which general feigners produced very extreme elevations (Appendix W).  

The accurate classifications of the honest and feigning groups is greatly hindered by the 

elevated NIM scores in the honest condition (M = 78.07; SD = 19.07), making it more difficult to 

establish clear boundaries between honest responders and feigners. In fact, the honest responders 

had higher means and more variation (e.g., large SDs) than previous research on feigning PTSD 

(Eakin et al., 2006; Liljequest et al., 1998; Scragg et al., 2000). In fact, the genuine groups in two 
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studies showed large differences (ds = 1.01 & 1.03) when compared to the honest condition in 

the current study (Eakin et al., 2006; Scragg et al., 2000). The mean (M = 78.07) for the honest 

responders in the current study is in the moderately elevated category for the NIM scale. The 

current study’s wide variation in profiles and substantial psychopathology in the honest group 

proves to be a more stringent test for the PAI than less impaired and more homogenous groups.  

Across the feigning literature, several different optimum cut scores have been suggested 

for the validity scales on the PAI. However, the optimum cut score depends highly on whether 

the clinician is willing to tolerate false positives or false negatives (Hawes & Boccaccini, 2009). 

For example, higher cut scores will lower the number of false positives. Cut scores can be 

discussed by whether the cut score is going to be utilized for those believed to be likely feigning 

or likely genuine, which will be how the discussion of these scales will be organized.  

Optimal cut scores for the PAI to identify likely genuine responders have been suggested 

throughout the literature. These cut scores are often referred to as “rule-out” cut scores. For 

example, Morey (2007) suggests ≥84T and Sellbom and Bagby (2008) suggest ≥77T on the NIM 

scale due to sensitivity and NPP rates above 0.80. Therefore, a scores below these cut scores 

indicate a moderately high likelihood of genuine responding.  This differs from the current study. 

Optimum rule-out cut scores varied among the feigning groups but showed higher NPP and 

sensitivity rates across all groups. For the pure-M and partial-M groups, scores below the NIM 

≥60 cut score identified likely genuine inpatients. Interestingly, the optimum cut score for the 

false-I group was higher; scores below a ≥70T cut score producing a sensitivity rate of .96 and 

NPP of .98 (Base rate at 20%). Feigners in the false-I group are scoring higher on the NIM than 

the other feigning groups and therefore a higher cut score must be used to rule-out feigning.  
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The current study showed that NIM ≥ 110 was an excellent cut score to identify likely 

feigning, which means scores equal to or above 110 have a high probability of feigning. In fact, 

the NIM ≥ 110 cut score performed well in a PAI meta-analysis (specificity = .98; Hawes & 

Boccaccini, 2009) and a PAI study in a severely traumatized sample (specificity = .96; Rogers, 

Gillard et al., 2011). However, this cut score showed better utility such that this cut score 

avoided false-positives completely with a specificity level of 1.00 for all feigning subtypes. The 

NIM ≥ 105T cut score did not perform as well with a low PPP (overall of .45 across subtypes) 

and 11% false-positive rate (see Appendix L).  

 

Rogers’ Discriminant Function  

The RDF was derived by an empirical approach which maximized the differences 

between honest and malingered responders (Sellbom & Bagby, 2008). Historically, the 

effectiveness of the RDF indicator has shown mixed results that greatly depend on the research 

methodology. As summarized by Hawes and Boccaccini (2009), the RDF scale has shown to be 

ineffective when in criterion group studies, but generally effective in simulation studies. When it 

comes to feigning PTSD, the results are not so clear. Simulation studies by Scragg et al. (2000) 

and Eakin et al. (2006) found only small effect sizes (ds = -0.21 & -0.36, respectively) between 

honest and feigning groups on the RDF scale. Overall, the RDF was more effective in the current 

study (Appendix U), but was the least effective feigning indicator compared to the NIM and 

MAL scales. The RDF produced the lowest effect sizes among the feigning indicators, ranging 

from small to moderate effect sizes (ds = 0.48 to 0.78).  Although honest responders generally 

had low scores on this scale (M = -0.68; SD = 1.52), feigners also averaged low scores (M = 

0.23; SD = 1.30) across all feigning conditions. This result is expected due other studies of 
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feigned PTSD (Eakin et al., 2006; Scragg et al., 2000) and general feigning research (Bagby, 

Nicholson, Bacchiochi, Ryder, & Bury, 2002; Kucharski et al, 2006) in which the RDF did not 

differentiate between honest responders and feigners in simulation studies (ds = -.09 to 0.48).  

Based on the current study and previous research on feigned PTSD, it appears the RDF scale 

remains ineffective in the detection of feigned PTSD, even when simulation designs are utilized.  

 A commonly utilized cut score of the RDF scale is using a raw score of 0 (Hawes & 

Boccaccini, 2009). Interestingly, the partial-M group scored very closely to this cut score (M = 

0.02; SD = 1.37). Therefore, many of those in the partial-M group scored low enough on this 

scale to not be identified as feigners. Even at this cut score (RDF ≥0 or 59.26T), the RDF 

produced low sensitivity (.52) and moderate NPP (.84) and many feigners were able to avoid 

detection. Across the other feigning groups, the NPP remained nearly identical and the 

sensitivity minimally increased (pure-M = .55 and false-I = .64). 

 The utility of the RDF to identify feigners was examined for the current study. In fact, the 

RDF cut score of ≥1.80 showed the perfect specificity and PPP across all three feigning groups. 

Interestingly, employing a slightly lower cut score of ≥1.16 dramatically lowered the PPP to 

unacceptable rates for a rule in cut score (PPP = .29 to .17). In contrast, the RDF showed more 

utility in a study of general feigning by Edens, Poythress, and Watkins-Clay (2007) in which the 

RDF ≥ 1.16 produced a specificity of .71 and PPP of .50. With even more positive results, 

Rogers, Gillard, and colleagues (2011) found this RDF cut score yielded great specificity (.94) 

and moderate PPP of .69 at a 25% base rate and appeared to identify likely feigners at a higher 

rate than the current study. This study did not instruct the inpatients to feign PTSD, but asked 

them to feign a psychological disorder to receive disability payments.  
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Malingering Index  

Similar to the RDF, the MAL scale utilizes spurious patterns of psychopathology to 

detect feigning.  This scale was created to be effective in differentiated feigners from samples 

with genuine psychopathology. Using a similar detection strategy, the MAL performed 

significantly better than the RDF in the current study. The MAL produced the highest effect sizes 

between the genuine and feigning groups of all the traditional feigning indicators except for the 

newly developed NDS scale. To understand why there were such dramatic differences between 

the RDF and MAL indicators, a thorough examination of the two indicators must be conducted. 

The MAL index is based on eight profile characteristics often associated with attempts to feign 

mental disorders. However, the RDF distinguishes PAI profiles of genuine patients from those 

simulating a mental disorder based on a weighted combination of 20 PAI scale scores and a 

constant value (Rogers et al., 1996). More studies are necessary to examine and understand why 

the MAL and RDF indices perform differently when individuals are feigning PTSD.  

To identify likely genuine individuals, participants with MAL scores varying from 0 to 2 

demonstrated good utility with excellent specificity and NPP. This cut score (i.e., MAL ≥ 3) was 

even more effective for the pure-M group showed a significantly higher NPP than the partial-M 

and false-I groups. It yielded comparable overall classifications for the meta-analysis (.71) and 

the current study (.68-.73). The MAL ≥ 3 cut score performed better in the current study than 

other studies of feigned PTSD and general feigning. In the current study, the MAL ≥ 3 cut score 

correctly identified 96% of honest respondents across all conditions, yielding a false-positive rate 

of 4% for each feigning group.  Overall, this corresponds with the conclusion by Hawes and 

Boccaccini (2009) that MAL ≥ 3 was the optimum cut score to identify genuine responders in 
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their meta-analysis.  However, the MAL ≥ 3 produced a false-positive rate of approximately 10% 

in both studies by Liljequest et al. (1998) and Rogers, Gillard, et al. (2011).  

The experience of having symptoms of PTSD may have helped many feigners in the 

false-I and partial-M conditions avoid detection on the MAL scale. The cut score of MAL ≥ 3 

produced the highest classification for feigning with the partial-M group, while the classification 

rates for the pure-M and false-I groups had more success with classification with the MAL ≥ 2 

cut score. Interestingly, those with no current PTSD symptoms (pure-M) were easier identified 

on this scale than those experiencing a few (partial-M) or many PTSD symptoms (false-I).  It 

appears the items on the MAL that identified the pure-M group included examining the NIM and 

ANT scales.   

The MAL proved to be the most effective feigning measure in the current study. MAL ≥ 

4 proved to be a good identifier of feigners when combining the current study and past literature 

(Hawes & Boccaccini, 2009). Therefore, individuals who score above 4 on the MAL scale have a 

high likelihood of feigning. However, this cut score performed better in the study by Liljequest 

et al. (1998) than in the current study as demonstrated by the difference in specificity rates.   

Liljequest et al. (1998) showed perfect specificity with no false-positives, while the current study 

produced a 4% false-positive rate. 

 

Negative Distortion Scale  

Like the NIM scale, the Negative Distortion scale utilizes the rare symptoms detection 

strategy. Unlike the NIM, the NDS was created using rarely endorsed items by inpatients from 

eight clinical scales.  However, 60% of the items on this NDS scale are from trauma relevant 

scales, possibly leading to misclassification of those genuinely experiencing PTSD. A cursory 
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investigation of the scale was conducted to examine if any elevations on the NDS scale were 

primarily related to the trauma-related items (Appendix X). The items on the NDS that were not 

on a trauma relevant scale produced no significant differences between the honest and feigning 

groups. As suspected, many of the items that differentiated feigners from genuine responders 

were items on the anxiety or trauma-relevant scales, indicating that those feigning PTSD may be 

more likely to be detected by this scale due to the types of items included.  

The NDS proved to be very effective in differentiating honest responders and PTSD 

feigners across all feigning groups. In fact, the NDS scale produced moderate to very large effect 

sizes (ds = 0.84 to 1.52).  However, these effect sizes were smaller than a previous study of 

inpatients from a trauma unit (Rogers, Gillard, Wooley, & Kelsey, 2013).  Rogers and colleagues 

(2013) found this scale to be even more effective as demonstrated by an extremely large effect 

size (d = 1.81). The control group for their sample all met criteria for PTSD, but feigners were 

not given a specific disorder to feign. In general, the feigners in the current study appear to be 

more sophisticated compared to the study by Rogers et al. (2013).  This sophistication may be 

due to the experience with the disorder. The combination of these two studies shows the potential 

of this scale to identify feigners.  

 The NDS demonstrated an excellent ability to identify likely feigners with high PPP and 

specificity with a cut score of ≥ 29. However, the NDS cut score of ≥27 was nearly as effective 

with a specificity of .96 and PPP of .74, producing a false positive rate of 4%. This cut score 

performed slightly better in the study by Rogers and colleagues (2012), in which the 

classification was slightly increased to 0.74 with NDS ≥ 27.  

The partial-M group proved to be difficult to identify a likely genuine cut score on the 

NDS. The NDS ≥13 proved to be effective to rule-out feigning in the false-I and pure-M groups, 
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with the exception of the partial-M group. This cut score showed the highest classification rate in 

the original validation study (Mogge et al., 2010) as well. However, the current study produced 

higher sensitivity rates and NPP compared to the study by Mogge and colleagues (2010). To use 

the NDS scale to rule out feigning in the partial-M group, the NDS ≥15 would be more effective. 

However, this rule-out cut score only produced an OCC of .70 and sensitivity of .74. This result 

indicates that the partial-M group was difficult to accurately classify on the NDS scale.  

Overall, the NDS and MAL scales showed the highest classification rates among the PAI 

validity indicators. The RDF scale failed to show consistent correct classification among the 

feigning groups and showed minimal utility over the other feigning scales. In the current study, 

the RDF was better suited to identify likely feigners than likely genuine responders. Across all 

scales, the partial-M group was able to avoid detection better than the other feigning groups. 

Further analysis is necessary to examine whether classification will improve with well-defined 

groups. The following section will examine the effectiveness of these scales by using well-

defined groups. 

 

Increasing Accurate Classification using Well-Defined Groups  

 The laser accuracy of cut scores is the traditional approach to determine feigning. 

Conventionally, clinicians used a single point to discern honest responders from feigners. Rogers 

and Bender (2012) have provided an alternative by identifying scores that are “too close to call.” 

As one option, the scores which occur within ±1 SEM from the designated cut score are 

identified as the indeterminate range and excluded from classification. The current study 

explored this phenomenon to see if excluding scores in an indeterminate range would provide 

more accurate classification.  
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 The exclusion of an indeterminate category resulted in modest improvements in utility 

estimates. The most striking result was found in the NIM ≥ 105 cut score for all three feigning 

groups. For example, the pure-M group showed a dramatic increase in PPP from 0.42 to 1.00, 

making this cut score an excellent rule-in cut score for feigning. Furthermore, the use of well-

defined groups increase OCC from 0.60 to 0.67 and resulted in perfect specificity (i.e., an 

increase in 11 points) for this cut score. Unfortunately, no previous study has examined this cut 

score and further research is necessary.  

 The indeterminate range represents too-close-to-call cases in which the majority of 

individuals are wrongly classified. An important consideration is which individuals fall into this 

indeterminate range. To examine this issue, classification errors were examined by calculating 

the false-positive and false-negative percentages, as well as the overall errors, for the 

indeterminate category at each cut score (Table 19). To illustrate this issue, the NIM ≥ 105 for 

the pure-M group produced an extremely high (75%) false positive rate among those in the 

indeterminate range. However, the use of well-defined groups eliminated all false-positives for 

this cut score.    

 The RDF also showed dramatic improvements in classification with the use of well-

defined groups. Specifically, the RDF ≥ 1.16 showed a significant increase in classification rates 

in the false-I group (10%) and pure-M group (7%) by including an indeterminate range. These 

results align with previous studies of well-defined groups (Rogers, Gillard et al., 2011); in which 

well-defined groups increased OCC from .68 to .74 for this cut score.  

A common criticism of using an indeterminate group is the number of individuals 

retained for classification. When the indeterminate group is included, the individuals who are 

“too close to call” cannot be classified as honest or feigning.  The percentage retained was 
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dramatically different between the current study and study by Rogers, Gillard, and colleagues 

(2011) of well-defined groups. For example, the RDF cut score ≥ 1.16 placed a third of the 

sample fell in the indeterminate range, while only 20% were excluded in the study by Rogers, 

Gillard, and his colleagues (2011).  This discrepancy further illustrates the difficulty with RDF, 

such that the SEM was large enough to cause many of the sample’s score to be considered “too 

close to call.” 

 The current study suggests that the use of well-defined groups has the potential of greatly 

reducing false-positives and overall classification errors. The laser accuracy myth of cut scores 

(Rogers & Bender, 2012) continues to need more examination across samples. An advantage of 

examining this issue is that researchers can evaluate the use of well-defined groups with data 

already collected (Rogers, Gillard, et al., 2011).   

 

Negative Bias Scale on the DAPS 

The DAPS includes two validity scale to assess the respondent’s tendency to deny 

symptoms that others commonly endorse (Positive Bias), and to over endorse unusual symptoms 

that others rarely endorse to any significant extent (Negative Bias). Unfortunately, no studies 

outside of the manual have tested the utility of these validity scales. The advantage to the current 

study is to test the Negative bias scale in a simulation study and compare its utility to the well-

established PAI feigning indicators.  

The NB scale capitalizes on the rare symptoms strategies to identify feigners. While 

Briere (2001) did not comment directly on the detection strategy used, the manual suggests that 

the NB scale consists of unusual phenomena or unlikely experiences that most individuals in the 

normative sample did not endorse to any significant extent. Similar to the PAI feigning 
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indicators, the largest effect sizes were between the honest condition and each feigning 

condition. Unlike the PAI, the NB scale scores in the current study were extremely large with 

sizeable standard deviations. The NB scale has low internal consistency in the validation sample, 

as demonstrated by alpha coefficients (a = .52). Internal consistency is especially important for 

feigning scales to confirm a scale is assessing a specific underlying construct. A feigning scale 

with low alpha coefficients may be assessing other constructs, such as severe psychopathology, 

rather than feigning.  

The honest responders in the current study scored significantly higher than the validation 

sample for the DAPS. In fact, the honest group’s average raw score (M = 15.00; SD = 5.00) was 

almost double the validation sample, regardless of gender (females M = 8.47; SD = 1.19; males 

M = 8.45; SD = 1.21; Briere, 2001), producing Cohen’s ds greater than 1.75. This disparity may 

be attributed to a major difference in the sample settings. Only about one-third (32.8%) of the 

validation sample was from “clinical settings.” Unfortunately, Briere (2001) provided only few 

details about the severity of psychopathology in this subgroup.  The remaining participants in the 

validation sample were recruited from community and college settings. Therefore, it is safe to 

conclude that the current inpatient sample was significantly more impaired than the validation 

sample.  

The current sample’s level of impairment may have elevated the NB scale. Briere (2001) 

recognized the limitation of the NB scale for individuals experiencing a psychotic or manic 

episode and cautioned about these individuals elevating this scale due to their psychopathology.  

Additionally, the current sample’s extensive use of substance may have also contributed to this 

marked difference. Individuals under the influence of substances can experience unusual 
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phenomena, similar to a psychotic process. These experiences may have also led to the elevation 

of the NB scale.   

 

Limitations 

 The main purpose of the study included an examination of feigning subtypes in Resnick’s 

model.  Of particular interest, the study aimed to examine whether there was clear differentiation 

between the feigning subtypes. In general, the current study failed to produce the predictied 

differences between the three groups. Nonetheless, the current study showed several promising 

trends for future research in this area, especially in terms of the partial-M group.  Across the 

measures, the partial-M group showed the most potential in successfully feigning PTSD.  

Resnick (2008) provided little guidance on the criteria necessary to define an individual 

in the three feigning subgroups.  The standards set to differentiate the feigning groups could be 

further improved by providing more distinction between the subtypes.  For example, the pure-M 

group only includes individuals with no trauma or the partial-M group includes only those 

experiencing less than four symptoms. These distinctions may allow for more clear differences 

between the three subtypes to be evident.  

The current study examined Resnick’s model on a severely impaired inpatient sample. 

While using inpatients with severe psychopathology provides a rigorous rest of these measures, 

these individuals’ experiences are quite varied from those who have never been hospitalized.  

Furthermore, the current study’s sample consists of inpatients, most incapable of employment, 

who were requested to feign disability. This task may have produced distorted results, because 

many feigners were already disabled.  
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 Resnick’s model is based on the concept that those experiencing symptoms of PTSD can 

easily feign the disorder.  However, the types of trauma may be an important factor in this 

conceptualization.  For example, individuals who are experiencing PTSD due to a car accident 

may not be able to feign PTSD due to a sexual assault.  Therefore, the use of other PTSD 

scenarios may help examine this potential issue, such as natural disasters, death of loved ones, 

and types of abuse.  

Simulation research relies upon participants following instructions to invest in a 

simulation scenario. A simulation design shifts the focus of the study on internal validity, rather 

than external validity. A limitation of the study is there were no independent data to confirm the 

diagnostic picture of each inpatient. This is also pertinent to the honest condition. While 

inpatients in this group were asked to be honest in their responses, there was no way to ensure 

their responses were genuine. However, the current study did use manipulation checks to assist 

in detecting individuals who did not follow the instructions they were given.  

 

Future Directions 

The question of whether experience with a disorder, such as PTSD, helps feigners avoid 

detection is important when assessing for malingering (Bagby, Rogers, Buis, & Kalemba, 1994). 

While Resnick associated his model with PTSD, the model has the potential to work with other 

disorders such as psychotic, anxiety, and mood disorders. For example, research on feigning 

psychotic disorders may be a potential way to further investigate this model by examining 

whether those who experience several symptoms of a disorder previously can more effectively 

avoid detection. Resnick and Knoll (2008) noted individuals feigning psychotic disorders often 

have difficulty avoiding validity indicators that use the rare symptoms strategy, but it is unclear 
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if participants with experience with psychosis would be as easily identified. Therefore, it would 

be interesting to examine whether those with varying levels of psychopathology would be about 

to avoid detection on these scales.  

Overall, the DAPS was not effective in an inpatient setting at differentiating feigners 

from genuine responders. Almost all inpatients provided an invalid profile, calling into question 

the utility of the validity scales on the DAPS for this sample. Conclusions regarding the NB scale 

are difficult due to the lack of research. As an experiment, the NB-PB scale was created, which 

showed some promise in its ability to differentiate between feigners and genuine responders in 

this inpatient sample. More research is needed to examine the overall effectiveness of this 

measure and the NB-PB scale in severely impaired populations.  

Several studies of the NDS scale, although relatively new, have suggested the scale has 

great potential in detection feigners (Mogge et al., 2010; Rogers et al., 2013). The current study 

found that the NDS was very effective in identifying feigners across the feigning conditions by 

using a rare symptoms strategy. However, more research is needed to examine this scale to 

establish cut scores to identify feigners, regardless of the disorder being feigned.  Of the three 

studies conducted, two examined the NDS in inpatient samples.  The effectiveness of the NDS in 

community and outpatient samples is also necessary. Fortunately, researchers can easily re-

examine their data to further test the NDS scale across a variety of samples.  

The use of well-defined groups has once again proved to be more accurate in classifying 

feigning. The current study is contributing to the growing body of research that questions the use 

of single-point cut scores that was originally discussed by Rogers and Bender (2012). This 

concept needs to be further examined across measures. Calculating utility estimates using well-

defined groups can easily be conducted with existing databases.
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Post-traumatic stress disorder 

PTSD 

Post-traumatic stress disorder is a type of anxiety disorder. It can occur after you've seen or experienced a traumatic 
event that involved the threat of injury or death. 

Symptoms 

Symptoms of PTSD fall into three main categories: 

1. "Reliving" the event, which disturbs day-to-day activity 

• Flashback episodes, where the event seems to be happening again and again 
• Repeated upsetting memories of the event 
• Repeated nightmares of the event 
• Strong, uncomfortable reactions to situations that remind you of the event 

2. Avoidance 

• Emotional "numbing," or feeling as though you don't care about anything 
• Feeling detached 
• Being unable to remember important aspects of the trauma 
• Having a lack of interest in normal activities 
• Showing less of your moods 
• Avoiding places, people, or thoughts that remind you of the event 
• Feeling like you have no future 

3. Arousal 

• Difficulty concentrating 
• Startling easily 
• Having an exaggerated response to things that startle you 
• Feeling more aware (hypervigilance) 
• Feeling irritable or having outbursts of anger 
• Having trouble falling or staying asleep 

You might feel guilt about the event (including "survivor guilt"). You might also have some of the following 
symptoms, which are typical of anxiety, stress, and tension: 

• Agitation or excitability 
• Dizziness  
• Fainting 
• Feeling your heart beat in your chest 
• Headache 
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University of North Texas Institutional Review Board 
Informed Consent Form  

 
Before agreeing to participate in this research study, it is important that you read and understand 
the following explanation of the purpose, benefits and risks of the study and how it will be 
conducted.   
 
Title of Study:  An Examination of Resnick’s Model: A PAI Study of Feigned PTSD 
 
Student Investigator: Chelsea Wooley, University of North Texas (UNT) Department of 
Psychology 
Supervising Investigator: Richard Rogers, Ph.D., University of North Texas (UNT) Department 
of Psychology 
 
Purpose of the Study: You are being asked to participate in a research study which involves 
answering questions about current symptoms of posttraumatic stress disorder (PTSD). You will 
be asked to role play according to scenario instructions on psychological measures. The purpose 
of this study is to examine how current PTSD symptoms affect the accurate detection of feigned 
PTSD. 
 
Study Procedures: You will be asked to complete an interview and questionnaires related to 
psychological symptoms that will take approximately 1.5 hours of your time. Initially, 
participants will be asked to respond honestly to all questions. Next, the participants will be 
assigned to a scenario and will be asked to answer questions according to the scenario 
instructions.  
 
Foreseeable Risks: The potential risks involved in this study are negligible. It is possible that you 
may find a few questions to be minimally distressful. Please let the researcher know if this 
happens. You will not be asked whether you have engaged in abuse of children, people with 
disabilities, or elders. If you volunteer such information, we are required by law to inform the 
authorities. 
 
Benefits to the Subjects or Others: We expect the project to may benefit you by gaining insight 
on current PTSD symptoms and how it may affect different areas of your life.  
 
Compensation for Participants: You will receive $10 as compensation for your participation 
upon completion of the entire study. No partial compensation will be provided.  
 
Procedures for Maintaining Confidentiality of Research Records: Your information will be kept 
confidential and the data recorded without names or other identifiers. Your name will only 
appear on this consent form and your initials on the record of payment, which will both be filed 
separately from the rest of the study documents and will in no way be linked to your information.  
The participants will be de-identified by using participant numbers that cannot be traced to the 
participants’ name. You agree that researchers can contact the clinical staff, if you pose a 
significant risk of suicide or self-harm. You agree that the researcher can access your medical 
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file to gain only pertinent information related to the study.  The confidentiality of your individual 
information will be maintained in any publications or presentations regarding this study. 
 
Questions about the Study: 
If you have any questions about the study, you may contact Chelsea Wooley at the University of 
North Texas (UNT) Department of Psychology (940) 565-2671, or Richard Rogers, PhD at the 
University of North Texas (UNT) Department of Psychology (940) 565-2671. 
 
Review for the Protection of Participants: This research study has been reviewed and approved 
by the UNT Institutional Review Board (IRB). The UNT IRB can be contacted at (940) 565-
3940 with any questions regarding the rights of research subjects.  
 
Research Participants’ Rights: 
Your signature below indicates that you have read or have had read to you all of the above and 
that you confirm all of the following:  
• Chelsea Wooley has explained the study to you and answered all of your questions.  You 

have been told the possible benefits and the potential risks and/or discomforts of the study.  
• You understand that you do not have to take part in this study, and your refusal to participate 

or your decision to withdraw will involve no penalty or loss of rights or benefits.  The study 
personnel may choose to stop your participation at any time.  

• You understand why the study is being conducted and how it will be performed.   
• You understand your rights as a research participant and you voluntarily consent to 

participate in this study.  
• You have been told you will receive a copy of this form.  
• I understand these records include drug/alcohol/mental health/communicable disease-related 

information. I understand that information released could contain reference to results of HIV 
antibody testing. A photocopy of this authorization should be considered as valid as the 
original. This consent is subject to revocation by the undersigned at any time, except to the 
extent that action has been taken in reliance hereon and in any event shall expire within 90 
(ninety) days from the date of signature. The information being authorized to release is being 
disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 2). A 
general authorization for the release of medical or other information is not sufficient for this 
purpose. The information to be released is PRIVILEGED and CONFIDENTIAL and is 
intended ONLY for research purposes. 

________________________________                                                              
Printed Name of Participant 
________________________________                                ____________          
Signature of Participant                                      Date 
 
For the Student Investigator or Designee: 
I certify that I have reviewed the contents of this form with the subject signing above.  I have 
explained the possible benefits and the potential risks and/or discomforts of the study.  It is my 
opinion that the participant understood the explanation.   
______________________________________                    ____________                  
Signature of Student Investigator    Date 
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Identification number: _______       

Days since admission: _______    

Age: _______ years 

Gender:  Male      Female 

Ethnicity:   European American       African American       Latin American                  

Asian American      Other__________ 

SES:   Lower  Middle  Upper 

Education: Special Ed. Elementary___ Middle___ High___ GED 

  Vocational/Tech  Some College___    Bach.      Masters Doctorate 

Total Years of Education: ________ 

Employment Hx:      Unemployed Part-time   Full-time Sick Leave   Disabled 

 Last time they were employed: _______________________ 

 If disabled: What are on disability for? _______________________ 

     Emotional/Mental Medical Physical 

Are you currently involved in any personal injury cases?   YES     NO  

 If so, explain: _____________________________________________ 

Have you ever been involved in a personal injury cases?   YES     NO 

 If so, explain: _____________________________________________ 

Are you currently involved in any workers’ compensation cases?   YES     NO  

 If so, explain: _____________________________________________ 

Have you ever been involved in a workers’ compensation cases?   YES     NO 

 If so, explain: _____________________________________________ 

Are you currently involved in an insurance disability claim?   YES     NO  
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 If so, explain: _____________________________________________ 

Have you ever filed for insurance disability?   YES     NO 

 If so, explain: _____________________________________________ 

 

Diagnoses obtained from Medical Chart 

 

Axis I:________________________________________________________________________ 

 

Axis II:_______________________________________________________________________ 

 

Axis III:______________________________________________________________________ 

 

Axis IV:______________________________________________________________________ 

 

Axis V: GAF Admission:_____________________ GAF Past Year:_______________________ 
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Scenario: 
 
 Please imagine that you have been involved in a car accident. The accident occurred 
because another driver was driving recklessly. Both cars were completely totaled and the other 
driver had extensive physical injuries. You did not hit your head but sustained some physical 
injuries.  
 
 Despite the accident, assume you are in good shape regarding your emotions and mental 
well-being. However, you realize that you can receive a large sum of money if you can convince 
a psychologist that you developed post traumatic stress disorder (PTSD) from the accident, 
resulting in a permanent disability. You decide to fake PTSD when you meet with a 
psychologist.  
 
 You will have to fill out questionnaires and your answers must convince the psychologist 
that you have PTSD. You must do so in a believable manner. If you are caught faking, you will 
receive no money from the accident. 
 
 You want to be prepared. Assume that you searched online for the symptoms of PTSD. 
The attached paper includes the information from a popular website on PTSD. Take a few 
minutes to look over the PTSD symptoms. You will need to answer the questions to convince the 
psychologist that these symptoms have caused you to become disabled. 
 
Rewards:  
 
 The tests you will be given are designed to catch people who are trying to fake a mental 
disorder. Are you smart and clever enough to avoid being caught? The biggest reward is beating 
the test. As an additional reward, you will receive $10 for being successful at faking PTSD 
without getting caught. 
 
Importance:  
 
 Please take this study seriously.  Millions of dollars are wasted each year on persons who 
are freeloading off the system – those who are faking mental disorders. Also, some persons with 
real disorders are sometimes falsely accused of faking and denied mental health services. We 
need to make sure such tragedies don’t happen. Therefore, please try to do your very best faking 
PTSD.  
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 Today I am going to ask you to fill out some questionnaires. Remember that your 
answers are confidential. Your participation will help researchers test how well the 
questionnaires work. It is very important that you answer all questions completely honestly for 
the most accurate picture of yourself.  
 
Rewards: 
 
The tests you will be given are designed to identify whether people are being honest or not about 
their psychological problems and traumas. The biggest reward is that your participation will help 
patients in need to get specialized care and treatment.  As an additional reward, you will receive 
$10 if you are honest in your responses. 
 
Importance:  
 
 It is important that you take this study seriously.  Millions of dollars are wasted each year 
on persons who are freeloading off the system – those who are faking mental disorders. Also, 
some persons with real disorders are sometimes falsely accused of faking and denied mental 
health services. We need to make sure such tragedies don’t happen. Therefore, please be 
completely honest and accurate in your answers.  
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Research number: ____________ 

Group (circle one):  False Imputation    Pure Malingering    Partial Malingering    Honest 

1. What were your instructions? ___ correct, ___ incorrect. Record verbatim: 

 

 

2. Why were you asked to answer the questions this way? Why is this research important? 
 Check any mentioned: 

    _____ Improve assessments 
    _____ Money for participation 
    _____ To stop fraud 
    _____ Decrease genuine patients seen as frauds 

 
3. Compliance: Did you follow your instructions? ___ yes,  ___ no 
 
4. If yes – How would you describe your effort at following the instructions? 
  ___ not much-“I didn’t really try” 
  ___ average- “I gave some effort” 
  ___ very good-“I really tried hard” 
 
5. How confident are you in your attempt to successfully fake PTSD? 
  _______% 
 
6. How confident are you in your attempt not get caught faking? 
  _______% 
 
7. Were you aware that there were items designed to trip you up? ___ yes,  ___ no. 

 
8. Do you know how those items were supposed to work? Record answer: 
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COMPARING INDIVIDUAL MAL ITEMS BETWEEN FEIGNING CONDITIONS

114 



 Honest 
n = 26 

False-I 
n = 26 

Partial-M 
n = 27 

Pure-M 
n = 30  

 M SD M SD M SD M SD F 
INF minus ICN ≥ 15T 0.04 0.20 0.28 0.46 0.22 0.42 0.28 0.45 2.12 
NIM ≥ 110T 0.00   0.00 0.31 0.47 0.30 0.47  0.37 0.49 4.20** 
NIM minus INF ≥ 20T 0.42 0.50 0.73 0.45 0.63 0.49 0.73 0.45 2.51 
DEP ≥ 85T and RXR ≥ 45T 0.00 0.00 0.00 0.00 0.74 0.27 0.10 0.31 1.68 
MAN-I minus MAN-G ≥ 15T 0.31 0.47 0.62 0.50 0.52 0.51 0.53 0.51 1.82 
PAR-P minus PAR-H ≥ 15T 0.08 0.27 0.15 0.37 0.19 0.40 0.13 0.35 0.45 
PAR-P minus PAR-R ≥ 15T 0.38 0.50 0.23 0.43 0.30 0.47 0.37 0.49 0.59 
ANT-E minus ANT-A ≥ 10T 0.15 0.37 0.38 0.50 0.41 0.50  0.53 0.51 3.06* 

Note. For significance, *p < .05, **p < .01. False-I = False Imputation feigning condition; Partial-M = Partial 
Malingering feigning condition; Pure-M = Pure Malingering feigning condition; ICN = Inconsistency scale; INF = 
Infrequency scale; NIM = Negative Impression Management scale; MAL = Malingering Index; DEP = Depression 
scale; RXR = Treatment Rejection scale; MAN-I = Mania-Irritability subscale; MAN-G = Mania-Grandiosity 
subscale; PAR-P = Paranoia-Persecution subscale; PAR-H = Paranoia-Hypervigilance subscale; PAR-R = Paranoia-
Resentment subscale; ANT-E = Antisocial Features-Egocentricity subscale; ANT-A = Antisocial Features-
Antisocial Behaviors subscale. 
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COHEN’S d EFFECT SIZES BETWEEN HONEST AND  

FEIGNING CONDITIONS ON THE MAL
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 Honest 
vs.  

False-I 

Honest 
vs. 

Partial-M 

Honest 
vs.  

Pure-M 

False-I 
vs.  

Pure-M 

False-I 
vs. 

Partial-M 

Pure-M 
vs. 

Partial-M 
 d d d     d     d     d 
INF minus ICN ≥ 15T -0.68 -0.54 -0.67 0.00 0.14 0.14 
NIM ≥ 110T -0.93 -0.89 -1.03 -0.12 0.02 0.15 
NIM minus INF ≥ 20T 0.23 -0.42 -0.65 0.00 0.21 0.21 
DEP ≥ 85T and RXR ≥ 45T 0.00 -3.84 -0.44 -0.44 -3.84 -2.19 
MAN-I minus MAN-G ≥ 15T -0.64 -0.43 -0.45 0.18 0.20 0.02 
PAR-P minus PAR-H ≥ 15T -0.75 -0.82 -1.08 -0.30 -0.06 -0.24 
PAR-P minus PAR-R ≥ 15T 0.32 0.16 0.02 -0.30 -0.16 0.15 
ANT-E minus ANT-A ≥ 10T -0.52 -0.59 -0.84 -0.30 -0.06 0.24 
Note. False-I = False Imputation feigning condition; Partial-M = Partial Malingering feigning condition; Pure-M = 
Pure Malingering feigning condition; ICN = Inconsistency scale; INF = Infrequency scale; NIM = Negative 
Impression Management scale; MAL = Malingering Index; DEP = Depression scale; RXR = Treatment Rejection 
scale; MAN-I = Mania-Irritability subscale; MAN-G = Mania-Grandiosity subscale; PAR-P = Paranoia-Persecution 
subscale; PAR-H = Paranoia-Hypervigilance subscale; PAR-R = Paranoia-Resentment subscale; ANT-E = 
Antisocial Features-Egocentricity subscale; ANT-A = Antisocial Features-Antisocial Behaviors subscale. 
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APPENDIX I  

UTILITY OF PAI FEIGNING INDICATORS FOR DIFFERENTIATING BETWEEN 

HONEST AND PURE MALINGERING RESPONDERS FOR  

SINGLE POINT AND WELL DEFINED GROUPS
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      Base Rate = 20% Base Rate = 50% 
  % Sens Spec OCC PPP NPP PPP NPP 
NIM ≥60 1 pt - .97 .27 .64 .25 .97 .60 .88 
     WD 92.9 .97 .17 .62 .23 .95 .60 .80 
NIM ≥70 1 pt - .87 .39 .64 .26 .92 .62 .71 
     WD 85.7 .93 .33 .67 .26 .95 .64 .78 
NIM ≥77 1 pt - .83 .46 .66 .28 .92 .64 .71 
     WD 87.5 .85 .46 .67 .28 .93 .66 .71 
NIM ≥81 1 pt - .77 .54 .66 .29 .90 .66 .67 
 WD 85.7 .81 .54 .69 .31 .92 .68 .71 
NIM ≥84 1 pt - .77 .54 .66 .29 .90 .66 .67 
 WD 85.7 .80 .61 .71 .34 .92 .69 .74 
NIM ≥92 1 pt - .63 .77 .70 .41 .89 .76 .65 
 WD 85.7 .68 .80 .73 .46 .91 .83 .64 
NIM ≥100 1 pt - .60 .85 .71 .49 .89 .82 .65 
 WD 83.9 .54 .87 .70 .51 .88 .81 .65 
NIM ≥105 1 pt - .43 .89 .64 .48 .86 .81 .58 
 WD 80.4 .48 1.00 .73 1.00 .89 1.00 .65 
NIM ≥110 1 pt - .37 1.00 .66 1.00 .86 1.00 .58 
 WD 85.7 .32 1.00 .65 1.00 .86 1.00 .58 
RDF ≥0  1 pt - .55 .62 .58 .26 .85 .62 .55 
     (59.26T) WD 80.4 .61 .67 .64 .31 .87 .67 .61 
RDF ≥0.06 1 pt - .55 .65 .60 .29 .85 .64 .57 
     (59.81T) WD 83.9 .56 .67 .61 .30 .86 .67 .56 
RDF ≥0.12368 1 pt - .55 .65 .60 .29 .85 .64 .57 
     (60.40T) WD 85.7 .54 .67 .60 .29 .85 .67 .54 
RDF ≥1.16  1 pt - .31 .81 .55 .29 .82 .64 .51 
     (70.00T) WD 76.8 .32 .95 .62 .61 .85 .88 .56 
RDF ≥1.80 1 pt - .21 1.00 .58 1.00 .84 1.00 .53 
     (75.93T) WD 82.1 .17 1.00 .56 - .83 - .51 
MAL ≥2 1 pt - .87 .54 .71 .32 .94 .68 .78 
MAL ≥3 1 pt - .67 .81 .73 .46 .91 .80 .68 
MAL ≥4 1 pt - .40 .96 .66 .72 .87 .92 .58 
MAL ≥5 1 pt - .17 1.00 .55 1.00 .83 1.00 .51 
Note. % = the percentage retained for the classification; 1pt = uses the single point discrimination; WD = Well-
Defined (i.e., the indeterminate category of ± 5T was removed); Sens = sensitivity; Spec = specificity; OCC = 
overall correct classification; PPP = positive predictive power; NPP = negative predictive power; NIM = Negative 
Impression Management scale; MAL = Malingering Index; RDF = Rogers Discriminant Function. a The 
Malingering index had too limited a range to establish an indeterminate group.  
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UTILITY OF PAI FEIGNING INDICATORS FOR DIFFERENTIATING BETWEEN 

HONEST AND PARIAL MALINGERING RESPONDERS FOR  

SINGLE POINT AND WELL DEFINED GROUPS
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      Base Rate = 20% Base Rate = 50% 
  % Sens Spec OCC PPP NPP PPP NPP 
NIM ≥60 1 pt - .89 .27 .59 .23 .91 .56 .70 
     WD 90.6 .92 .17 .56 .22 .90 .55 .67 
NIM ≥70 1 pt - .74 .39 .57 .23 .86 .56 .59 
     WD 83.0 .83 .33 .59 .24 .89 .58 .64 
NIM ≥77 1 pt - .70 .46 .59 .25 .86 .58 .60 
     WD 84.9 .73 .46 .58 .24 .86 .57 .59 
NIM ≥81 1 pt - .59 .54 .57 .24 .84 .57 .56 
 WD 84.9 .65 .55 .60 .26 .86 .60 .60 
NIM ≥84 1 pt - .59 .54 .57 .24 .84 .57 .56 
 WD 84.9 .64 .61 .62 .29 .87 .61 .64 
NIM ≥92 1 pt - .48 .77 .62 .34 .86 .68 .59 
 WD 83.0 .50 .80 .64 .39 .87 .75 .57 
NIM ≥100 1 pt - .44 .85 .64 .42 .86 .75 .60 
 WD 86.8 .39 .87 .63 .43 .85 .75 .59 
NIM ≥105 1 pt - .33 .89 .60 .42 .84 .75 .56 
 WD 84.9 .35 1.00 .67 1.00 .86 1.00 .60 
NIM ≥110 1 pt - .30 1.00 .64 1.00 .84 1.00 .58 
 WD 86.8 .22 1.00 .61 1.00 .56 1.00 .56 
RDF ≥0  1 pt - .52 .52 .57 .25 .84 .58 .55 
     (59.26T) WD 71.7 .53 .67 .61 .53 .67 .56 .64 
RDF ≥0.06 1 pt - .52 .65 .59 .27 .85 .61 .57 
     (59.81T) WD 71.7 .41 .67 .55 .24 .82 .50 .58 
RDF ≥0.12368 1 pt - .48 .65 .57 .26 .84 .59 .55 
     (60.40T) WD 69.8 .38 .67 .54 .22 .81 .46 .58 
RDF ≥1.16  1 pt - .22 .81 .51 .22 .81 .55 .50 
     (70.00T) WD 84.9 .16 .95 .51 .44 .82 .80 .48 
RDF ≥1.80 1 pt - .15 1.00 .57 1.00 .82 1.00 .53 
     (75.93T) WD 84.9 .08 1.00 .51 - .81 - .49 
MAL ≥2 1 pt - .59 .54 .57 .24 .84 .57 .56 
MAL ≥3 1 pt - .52 .81 .66 .40 .87 .74 .62 
MAL ≥4 1 pt - .33 .96 .64 .68 .85 .90 .58 
MAL ≥5 1 pt - .22 1.00 .60 1.00 .84 1.00 .56 
Note. % = the percentage retained for the classification; 1pt = uses the single point discrimination; WD = Well-
Defined (i.e., the indeterminate category of ± 5T was removed); Sens = sensitivity; Spec = specificity; OCC = 
overall correct classification; PPP = positive predictive power; NPP = negative predictive power; NIM = Negative 
Impression Management scale; MAL = Malingering Index; RDF = Rogers Discriminant Function. a The 
Malingering index had too limited a range to establish an indeterminate group.  
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UTILITY OF PAI FEIGNING INDICATORS FOR DIFFERENTIATING BETWEEN 

HONEST AND FALSE IMPUTATION RESPONSDERS FOR  

SINGLE POINT AND WELL DEFINED GROUPS
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      Base Rate = 20% Base Rate = 50% 
  % Sens Spec OCC PPP NPP PPP NPP 
NIM ≥60 1 pt - .96 .27 .62 .25 .97 .57 .88 
     WD 94.2 .96 .17 .59 .23 .95 .57 .80 
NIM ≥70 1 pt - .96 .39 .67 .28 .98 .61 .91 
     WD 88.5 .96 .33 .67 .27 .97 .63 .88 
NIM ≥77 1 pt - .92 .46 .69 .30 .96 .63 .86 
     WD 82.7 .95 .46 .70 .30 .97 .63 .91 
NIM ≥81 1 pt - .77 .54 .65 .29 .90 .63 .70 
 WD 80.8 .90 .55 .71 .33 .96 .64 .86 
NIM ≥84 1 pt - .77 .54 .65 .29 .90 .63 .70 
 WD 86.5 .77 .61 .69 .33 .92 .65 .74 
NIM ≥92 1 pt - .58 .77 .67 .39 .88 .71 .65 
 WD 80.8 .64 .80 .71 .44 .90 .78 .67 
NIM ≥100 1 pt - .42 .85 .64 .41 .85 .73 .60 
 WD 84.6 .48 .87 .68 .48 .87 .77 .65 
NIM ≥105 1 pt - .39 .89 .64 .46 .85 .77 .59 
 WD 86.5 .35 1.00 .67 1.00 .86 1.00 .60 
NIM ≥110 1 pt - .31 1.00 .65 1.00 .85 1.00 .59 
 WD 84.6 .24 1.00 .64 1.00 .84 1.00 .59 
RDF ≥0  1 pt - .64 .62 .63 .29 .87 .62 .64 
     (59.26T) WD 76.9 .72 .67 .69 .35 .91 .65 .74 
RDF ≥0.06 1 pt - .60 .65 .63 .30 .87 .63 .63 
     (59.81T) WD 76.9 .67 .67 .67 .33 .89 .63 .70 
RDF ≥0.12368 1 pt - .52 .65 .59 .27 .85 .59 .59 
     (60.40T) WD 76.9 .67 .67 .67 .33 .89 .63 .70 
RDF ≥1.16  1 pt - .16 .81 .49 .17 .80 .44 .50 
     (70.00T) WD 67.3 .07 .95 .59 .26 .80 .50 .59 
RDF ≥1.80 1 pt - .04 1.00 .53 1.00 .81 1.00 .52 
     (75.93T) WD 82.7 .00 1.00 .50 - .50 - .80 
MAL ≥2 1 pt - .81 .54 .67 .30 .92 .64 .74 
MAL ≥3 1 pt - .50 .81 .65 .37 .87 .72 .62 
MAL ≥4 1 pt - .23 .96 .60 .60 .83 .86 .56 
MAL ≥5 1 pt - .12 1.00 .56 1.00 .82 1.00 .53 
Note. % = the percentage retained for the classification; 1pt = uses the single point discrimination; WD = Well-
Defined (i.e., the indeterminate category of ± 5T was removed); Sens = sensitivity; Spec = specificity; OCC = 
overall correct classification; PPP = positive predictive power; NPP = negative predictive power; NIM = Negative 
Impression Management scale; MAL = Malingering Index; RDF = Rogers Discriminant Function. a The 
Malingering index had too limited a range to establish an indeterminate group.  

123 



APPENDIX L  

SUMMARY OF PAI FEIGNING INDICATORS FOR  

LIKELY FEIGNING AND LIKELY GENUINE
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      Base Rate = 20% Base Rate = 50% 
  % Sens Spec OCC PPP NPP PPP NPP 
Likely Genuine          
     NIM ≥60 1 pt - .94 .27 .62 .24 .95 .58 .82 
     WD 92.6 .95 .17 .59 .23 .93 .57 .76 
     NIM ≥70 1 pt - .86 .39 .63 .26 .92 .60 .74 
     WD 85.7 .91 .33 .64 .26 .94 .62 .77 
     RDF ≥0  1 pt - .57 .59 .59 .27 .85 .61 .58 
      WD 76.3 .62 .67 .65 .40 .82 .63 .66 
     RDF ≥0.06 1 pt - .56 .65 .61 .29 .86 .63 .59 
 WD 77.5 .55 .67 .61 .29 .86 .60 .61 
     MAL ≥2 1 pt - .76 .54 .65 .29 .90 .63 .69 
Likely Feigning          
     NIM ≥105 1 pt - .38 .89 .63 .45 .85 .78 .58 
 WD 83.9 .39 1.00 .69 1.00 .87 1.00 .62 
     NIM ≥110 1 pt - .33 1.00 .65 1.00 .85 1.00 .58 
 WD 85.7 .26 1.00 .63 1.00 .75 1.00 .58 
     RDF ≥1.80 1 pt - .13 1.00 .56 1.00 .82 1.00 .53 
 WD 83.2 .08 1.00 .52     - .71        - .60 
     MAL ≥4 1 pt - .32 .96 .63 .67 .85 .89 .57 
     MAL ≥5 1 pt - .17 1.00 .57 1.00 .83 1.00 .53 
Note. % = the percentage retained for the classification; 1pt = uses the single point discrimination; WD = Well-
Defined (i.e., the indeterminate category of ± 5T was removed); Sens = sensitivity; Spec = specificity; OCC = 
overall correct classification; PPP = positive predictive power; NPP = negative predictive power; NIM = Negative 
Impression Management scale; MAL = Malingering Index; RDF = Rogers Discriminant Function. a The 
Malingering index had too limited a range to establish an indeterminate group.  
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UTILITY OF NEGATIVE BIAS SCALE FOR DIFFERENTIATING  

BETWEEN HONEST AND FEIGNING RESPONDERS
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    Base Rate = 20% Base Rate = 50% 
 Sensitivity Specificity OCC PPP NPP PPP NPP 
False-I        
    ≥70 .85 .27 .56 .22 .88 .54 .64 
    ≥85 .81 .39 .60 .25 .89 .57 .67 
    ≥100 .69 .42 .56 .23 .85 .55 .58 
    ≥110 .65 .50 .58 .25 .85 .57 .59 
    ≥150 .46 .89 .67 .50 .87 .80 .62 
Partial-M        
    ≥70 .85 .27 .57 .23 .88 .55 .64 
    ≥85 .70 .39 .55 .22 .84 .54 .56 
    ≥100 .63 .42 .53 .21 .82 .53 .52 
    ≥110 .63 .50 .57 .24 .84 .57 .57 
    ≥150 .44 .89 .66 .49 .86 .80 .61 
Pure-M        
    ≥70 .90 .27 .61 .24 .92 .59 .70 
    ≥85 .83 .39 .63 .25 .90 .61 .67 
    ≥100 .70 .42 .57 .23 .85 .58 .55 
    ≥110 .67 .50 .59 .25 .88 .61 .57 
    ≥150 .43 .88 .64 .48 .86 .81 .58 
Note. False-I = False Imputation feigning condition; Partial-M = Partial Malingering feigning condition; Pure-M = 
Pure Malingering feigning condition; OCC = overall correct classification; PPP = positive predictive power; NPP = 
negative predictive power.  
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UTILITY OF NB-PB SCALE FOR DIFFERENTIATING BETWEEN  

HONEST AND FEIGNING RESPONDERS
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    Base Rate = 20% Base Rate = 50% 
 Sensitivity Specificity OCC PPP NPP PPP NPP 
False-I        
    ≥70 .65 .50 .58 .25 .85 .57 .59 
    ≥90 .58 .73 .65 .35 .87 .68 .63 
    ≥110 .46 .85 .65 .43 .86 .75 .61 
    ≥130 .42 .92 .67 .58 .87 .85 .62 
    ≥150 .31 .96 .64 .67 .85 .89 .58 
Partial-M        
    ≥70 .63 .50 .57 .24 .84 .57 .57 
    ≥90 .52 .73 .62 .33 .86 .67 .59 
    ≥110 .44 .85 .64 .42 .86 .75 .60 
    ≥130 .41 .92 .66 .57 .86 .85 .60 
    ≥150 .26 .96 .60 .63 .84 .88 .56 
Pure-M        
    ≥70 .70 .50 .61 .26 .87 .62 .59 
    ≥90 .53 .73 .63 .33 .86 .70 .58 
    ≥110 .43 .85 .63 .41 .86 .77 .56 
    ≥130 .37 .92 .63 .54 .85 .85 .56 
    ≥150 .30 .96 .61 .66 .85 .90 .54 
Note. False-I = False Imputation feigning condition; Partial-M = Partial Malingering feigning condition; Pure-M = 
Pure Malingering feigning condition; OCC = overall correct classification; PPP = positive predictive power; NPP = 
negative predictive power. 
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UTILITY OF NEGATIVE DISTORTION SCALE FOR DIFFERENTIATING BETWEEN 

HONEST AND PURE MALINGERING RESPONDERS
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      Base Rate = 20% Base Rate = 50% 
  % Sens Spec OCC PPP NPP PPP NPP 
NDS ≥9 1 pt - .97 .15 .59 .22 .95 .57 .80 
 WD 71.4 1.00 .08 .70 .21 1.00 .69 1.00 
NDS ≥11 1 pt - .97 .35 .68 .27 .98 .63 .90 
 WD 62.5 .96 .30 .77 .26 .97 .77 .75 
NDS ≥13 1 pt - .93 .50 .73 .32 .97 .68 .87 
 WD 57.1 .96 .44 .81 .30 .98 .82 .80 
NDS ≥15 1 pt - .87 .65 .77 .39 .95 .74 .81 
 WD 66.1 .96 .64 .84 .40 .98 .82 .90 
NDS ≥19 1 pt - .73 .81 .77 .49 .92 .82 .72 
 WD 71.4 .82 .94 .88 .79 .95 .95 .81 
NDS ≥25 1 pt - .53 .96 .73 .78 .89 .94 .64 
 WD 69.6 .50 1.00 .80 1.00 .89 1.00 .74 
NDS ≥27 1 pt - .43 .96 .68 .74 .87 .93 .60 
 WD 71.4 .31 1.00 .73 1.00 .85 1.00 .69 
NDS ≥28 1 pt - .37 .96 .64 .70 .86 .92 .57 
 WD 73.2 .25 1.00 .71 1.00 .68 1.00 .84 
NDS ≥29 1 pt - .33 1.00 .64 1.00 .86 1.00 .57 
 WD 75.0 .18 1.00 .67 1.00 .83 1.00 .64 
NDS ≥31 1 pt - .23 1.00 .59 1.00 .84 1.00 .53 
 WD 76.8 .06 1.00 .61 1.00 .81 1.00 .60 
Note. % = the percentage retained for the classification;  1pt = uses the single point discrimination; WD = Well-
Defined (i.e., the indeterminate category of  ± 4pts was removed); Sens = sensitivity; Spec = specificity; OCC = 
overall correct classification; PPP = positive predictive power; NPP = negative predictive power; NDS = Negative 
Distortion Scale. 
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UTILITY OF PAI FEIGNING INDICATORS FOR DIFFERENTIATING BETWEEN 

HONEST AND PARTIAL MALIGNERING RESPONDERS
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      Base Rate = 20% Base Rate = 50% 
  % Sens Spec OCC PPP NPP PPP NPP 
NDS ≥9 1 pt - .82 .15 .49 .19 .77 .50 .44 
 WD 64.2 .95 .01 .62 .21 .87 .63 .50 
NDS ≥11 1 pt - .74 .35 .55 .22 .84 .54 .56 
 WD 62.3 .87 .30 .70 .24 .90 .74 .50 
NDS ≥13 1 pt - .74 .50 .62 .24 .89 .61 .65 
 WD 58.5 .77 .44 .68 .26 .89 .77 .44 
NDS ≥15 1 pt - .74 .65 .70 .35 .91 .69 .71 
 WD 67.9 .68 .64 .67 .32 .89 .75 .56 
NDS ≥19 1 pt - .59 .81 .70 .44 .89 .76 .66 
 WD 64.2 .56 .94 .77 .72 .90 .90 .71 
NDS ≥25 1 pt - .33 .96 .64 .68 .85 .90 .58 
 WD 84.9 .36 1.00 .69 1.00 .86 1.00 .62 
NDS ≥27 1 pt - .30 .96 .62 .66 .85 .89 .57 
 WD 92.5 .28 1.00 .63 1.00 .85 1.00 .57 
NDS ≥28 1 pt - .26 1.00 .62 1.00 .84 1.00 .57 
 WD 90.6 .22 1.00 .63 1.00 .84 1.00 .58 
NDS ≥29 1 pt - .30 1.00 .64 1.00 .85 1.00 .58 
 WD 88.7 .18 1.00 .62 1.00 .83 1.00 .58 
NDS ≥31 1 pt - .26 1.00 .62 1.00 .84 1.00 .57 
 WD 90.6 .17 1.00 .60 1.00 .83 1.00 .57 
Note. % = the percentage retained for the classification;  1pt = uses the single point discrimination; WD = Well-
Defined (i.e., the indeterminate category of  ± 4pts was removed); Sens = sensitivity; Spec = specificity; OCC = 
overall correct classification; PPP = positive predictive power; NPP = negative predictive power; NDS = Negative 
Distortion Scale. 
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UTILITY OF PAI FEIGNING INDICATORS FOR DIFFERENTIATING BETWEEN 

HONEST AND FALSE IMPUTATION RESPONDERS
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      Base Rate = 20% Base Rate = 50% 
  % Sens Spec OCC PPP NPP PPP NPP 
NDS ≥9 1 pt - 1.00 .15 .58 .23 1.00 .54 1.00 
 WD 69.2 1.00 .08 .67 .21 1.00 .66 1.00 
NDS ≥11 1 pt - .92 .35 .64 .27 .98 .59 .82 
 WD 63.5 1.00 .30 .79 .26 1.00 .77 1.00 
NDS ≥13 1 pt - .89 .50 .69 .31 .95 .64 .81 
 WD 55.8 1.00 .44 .83 .31 1.00 .80 1.00 
NDS ≥15 1 pt - .89 .65 .77 .39 .96 .72 .85 
 WD 67.3 .91 .64 .80 .39 .96 .79 .82 
NDS ≥19 1 pt - .73 .81 .77 .49 .92 .79 .75 
 WD 57.7 .75 .94 .87 .77 .94 .90 .85 
NDS ≥25 1 pt - .31 .96 .64 .67 .85 .89 .58 
 WD 75.0 .38 1.00 .74 1.00 .87 1.00 .70 
NDS ≥27 1 pt - .27 .96 .62 .64 .84 .88 .57 
 WD 80.8 .17 1.00 .64 1.00 .83 1.00 .62 
NDS ≥28 1 pt - .23 .96 .60 .60 .83 .86 .56 
 WD 86.5 .15 1.00 .62 1.00 .83 1.00 .60 
NDS ≥29 1 pt - .23 1.00 .62 1.00 .84 1.00 .57 
 WD 86.5 .10 1.00 .60 1.00 .82 1.00 .58 
NDS ≥31 1 pt - .15 1.00 .58 1.00 .83 1.00 .54 
 WD 88.5 .10 1.00 .59 1.00 .82 1.00 .57 
Note. % = the percentage retained for the classification;  1pt = uses the single point discrimination; WD = Well-
Defined (i.e., the indeterminate category of  ± 4pts was removed); Sens = sensitivity; Spec = specificity; OCC = 
overall correct classification; PPP = positive predictive power; NPP = negative predictive power; NDS = Negative 
Distortion Scale. 
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MEANS AND STANDARD DEVIATIONS FOR PTSD SIMULATORS ON THE PAI
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 Current Study Eakin et al.  
(2006) 

Liljequest et al. 
(1998) 

Scragg et al. 
(2000)  False-I Partial-M Pure-M 

 M SD M SD M SD M SD M SD M SD 
Feigning 
Indicators             

     RDF 62.00 8.61 59.41 12.69 62.66 14.83 56.7 11.5 - - - - 
     MAL 77.72 19.11 76.92 24.42 82.09 18.28 59.6 12.0 - - - - 
     NIM 98.16 19.98 92.71 25.52 100.78 22.99 63.9 12.8 92.48 28.40 82.24 21.41 
Anxiety 
Related 
Scales 

            

     ANX 85.98 11.91 80.85 13.38 83.46 12.65 75.5 14.7 78.22 16.62 79.80 15.89 
     ARD 85.60 12.88 80.59 12.59 81.23 12.02 - - 78.78 16.15 78.68 17.24 
     ARD-T 85.48 11.70 85.08 12.21 86.29 12.06 82.8 12.3 - - - - 
Trauma 
Relevant 
Scales 

            

     BOR 81.39 10.82 78.16 11.16 80.44 12.00 67.4 12.1 77.63 11.56 76.92 11.14 
     DEP 90.57 12.37 85.13 13.88 88.13 13.78 75.2 12.0 83.30 18.00 82.60 13.76 
     SCZ 89.17 14.36 84.24 19.77 90.11 14.62 - - 88.56 21.92 78.88 16.07 
     SOM 87.42 14.61 83.38 16.38 85.66 10.26 - - 77.67 16.86 70.20 17.12 
Note. False-I = False Imputation feigning condition; Partial-M = Partial Malingering feigning condition; Pure-M = Pure Malingering feigning condition.  
a Eakin, Weathers, Benson, Anderson, & Funderburk (2006).  b Liljequest, Kinder, & Schinka (1998).  c Scragg, Bor, & Mendham (2000) 
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 Current Study Eakin et al. 
(2006) a 

Liljequest et al. 
(1998) b 

Scragg et al. 
(2000) c 

n = 26 n = 23 n = 29 n = 19 
M SD M SD M SD M SD 

Feigning Indicators         
     RDF 53.01 14.11 52.7 11.1 - - - - 
     MAL 60.96 15.42 59.0 15.3 - - - - 
     NIM 78.07 19.07 61.5 12.8 67.93 16.94 61.42 11.19 
     NDS 13.38 5.86 - - - - - - 
Anxiety Scales         
     ANX 76.14 11.19 71.3 12.6 73.76 13.06 73.10 13.79 
     ARD 77.96 10.83 - - 76.52 10.85 75.78 12.78 
     ARD-T 79.32 12.96 75.5 13.3 - - 87.68 8.90 
Trauma Relevant 
Scales 

        

     BOR 79.32 10.50 71.1 12.3 75.79 11.43 68.68 12.40 
     DEP 79.60 10.61 71.0 14.7 76.28 13.58 76.73 13.91 
     SCZ 74.45 16.04 - - 73.07 16.27 60.26 14.36 
     SOM 70.92 10.91 - - 67.41 14.70 64.94 13.34 
Other Clinical 
Scales 

        

     MAN 63.09 13.77 - - - - 61.42 11.19 
     PAR 69.44 13.25 - - 67.69 12.24 58.10 13.05 
     ANT 70.43 14.22 - - 66.17 12.04 52.47 11.73 
     ALC 70.83 20.79 - - 95.14 9.22 57.15 19.04 
     DRG 89.59 17.85 - - 69.38 23.20 - - 
Treatment Scales         
     AGG 66.17 12.83 - - 65.62 14.42 - - 
     SUI 68.97 20.24 - - - - - - 
     STR 78.89 7.63 - - - - - - 
     NON 70.92 14.59 - - - - - - 
     RXR 32.40 7.07 - - - - - - 
Interpersonal Scales         
     DOM 49.55 12.27 - - - - 47.36 14.41 
     WRM 44.57 10.58 - - 39.83 13.70 48.31 13.65 
Note. ICN = Inconsistency scale; INF = Infrequency scale; PIM = Positive Impression Management scale; DEF = 
Defensiveness Index; CDF = Cashel Discriminant Function; NIM = Negative Impression Management scale; MAL 
= Malingering Index; RDF = Rogers Discriminant Function; ANX = Anxiety scale; ARD = Anxiety Related 
Disorders scale; ARD-T= Anxiety Related Disorders-Traumatic Stressors subscale; BOR = Borderline Features 
scale; DEP = Depression scale; SCZ = Schizophrenia scale; SOM = Somatic Complaints scale; MAN = Mania scale; 
PAR = Paranoia scale; ANT = Antisocial Features scale; ALC = Alcohol Programs scale; DRG = Drug Problems 
scale; AGG = Aggression scale; SUI = Suicidal Ideation scale; STR = Stress scale; NON = Nonsupport scale; RXR 
= Treatment Rejection scale; DOM = Dominance scale; WRM = Warmth scale.  a Eakin, Weathers, Benson, 
Anderson, & Funderburk (2006). b Liljequest, Kinder, & Schinka (1998). c Scragg, Bor, & Mendham (2000) 
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 Pure-M Partial-M False-I 
 100-109 ≥ 110 100-109 ≥ 110 100-109 ≥ 110 
Feigning 
Indicators 

      

     RDF 0.0 0.0 0.0 0.0 0.0 0.0 
     MAL 16.7 0.0 14.8 7.4 3.8 7.7 
     NIM 23.4 36.7 14.8 29.6 11.5 30.8 
Anxiety       
     ANX 0.0 0.0 7.2 0.0 11.5 0.0 
     ARD 3.3 0.0 0.0 0.0 3.8 7.6 
     ARD-T 0.0 0.0 0.0 0.0 0.0 0.0 
Trauma 
Relevant  

      

     BOR 3.3 0.0 3.7 0.0 0.0 0.0 
     DEP 23.3 0.0 18.5 0.0 34.6 0.0 
     SCZ 19.8 6.6 7.4 14.8 11.4 7.6 
     SOM 3.3 0.0 18.5 0.0 19.0 0.0 
Clinical Scales       
     MAN 0.0 0.0 0.0 0.0 0.0 0.0 
     PAR 13.3 0.0 3.7 0.0 15.3 0.0 
     ANT 0.0 0.0 3.7 0.0 3.8 0.0 
     ALC 16.5 0.0 3.7 0.0 15.2 0.0 
     DRG 23.1 6.6 11.1 11.1 15.4 7.6 
Treatment 
Scales 

      

     AGG 0.0 0.0 0.0 0.0 0.0 0.0 
     SUI 16.6 10.0 14.8 18.5 15.2 11.5 
     STR 0.0 0.0 0.0 0.0 0.0 0.0 
     NON 3.3 0.0 3.7 0.0 3.8 0.0 
     RXR 0.0 0.0 0.0 0.0 0.0 0.0 
Interpersonal 
Scales 

      

     DOM 0.0 0.0 0.0 0.0 0.0 0.0 
     WRM 0.0 0.0 0.0 0.0 0.0 0.0 

Note. False-I = False Imputation feigning condition; Partial-M = Partial Malingering feigning condition; Pure-M = 
Pure Malingering feigning condition; ICN = Inconsistency scale; INF = Infrequency scale; PIM = Positive 
Impression Management scale; DEF = Defensiveness Index; CDF = Cashel Discriminant Function; NIM = Negative 
Impression Management scale; MAL = Malingering Index; RDF = Rogers Discriminant Function; ANX = Anxiety 
scale; ARD = Anxiety Related Disorders scale; ARD-T= Anxiety Related Disorders-Traumatic Stressors subscale; 
BOR = Borderline Features scale; DEP = Depression scale; SCZ = Schizophrenia scale; SOM = Somatic 
Complaints scale; MAN = Mania scale; PAR = Paranoia scale; ANT = Antisocial Features scale; ALC = Alcohol 
Programs scale; DRG = Drug Problems scale; AGG = Aggression scale; SUI = Suicidal Ideation scale; STR = Stress 
scale; NON = Nonsupport scale; RXR = Treatment Rejection scale; DOM = Dominance scale; WRM = Warmth 
scale. 
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 Honest vs. 
False-I 

Honest vs. 
Partial-M 

Honest vs. 
Pure-M 

Eakin et 
al. (2006) a 

Liljequest 
et al. 

(1998) b 

Scragg et 
al. (2000) c 

 d d d    
Feigning 
Indicators 

      

     RDF 0.78 0.48 0.67 0.36 - 0.21 
     MAL 0.96 0.77 1.24 0.04 - 0.96 
     NIM 1.03 0.65 1.07 0.19 1.06 1.17 
     NDS     1.34    0.84    1.52 - - - 
Anxiety Related 
Scales 

      

     ANX     0.85 0.38 0.61 0.32 0.30 0.45 
     ARD 0.64 0.22 0.28 - 0.17 0.19 
     ARD-T 0.50 0.46 0.56 0.57 - 0.48 
Trauma 
Relevant Scales 

      

     BOR    0.19 -0.11      0.10 0.30 0.16 0.70 
     DEP 0.95 0.45      0.69  0.32 0.44 0.42 
     SCZ 0.97 0.54 1.02 - 0.81 1.21 
     SOM 1.28     0.89 1.40 - 0.65 0.34 
Note. False-I = False Imputation feigning condition; Partial-M = Partial Malingering feigning condition; Pure-M = 
Pure Malingering feigning condition; NIM = Negative Impression Management scale; MAL = Malingering Index; 
RDF = Rogers Discriminant Function; NDS = Negative Distortion Scale; ANX = Anxiety scale; ARD = Anxiety 
Related Disorders scale; ARD-T= Anxiety Related Disorders-Traumatic Stressors subscale; BOR = Borderline 
Features scale; DEP = Depression scale; SCZ = Schizophrenia scale; SOM = Somatic Complaints scale.  a Eakin, 
Weathers, Benson, Anderson, & Funderburk (2006).  b Liljequest, Kinder, & Schinka (1998). c Scragg, Bor, & 
Mendham (2000) 
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 Honest False-I Partial-M Pure-M  
n= 26 n= 26 n= 27 n= 30  

M SD M SD M SD M SD F 
Validity Indicators          
     ICN 62.38 10.45 60.54 13.89 61.22 12.82 61.08 13.94 0.94 
     INF 55.96 10.33 60.45 11.75 60.83 10.65 65.46 13.30 3.11* 
     PIM 32.64 11.09 30.08 9.58 35.06 10.69 34.78 10.22 1.32 
     CDF 138.51 16.99 136.29 12.78 136.08 20.30 145.08 18.47 1.68 
     DEF 0.96 1.15 0.96 0.92 1.07 1.00 1.40 1.38 0.96 
Feigning Indicators          
     RDF -0.68 1.52 0.30 0.93 0.02 1.37 0.37 1.60 3.09* 
     MAL    60.96 15.42  77.72 19.11  76.92 24.42   82.09 18.28 6.02*** 
     NIM 78.07 19.07 98.16 19.98 92.71 25.52 100.78 22.99 5.66** 
     NDS  13.38 5.86 22.65 7.81 20.63 10.68 24.07 7.93 8.86*** 
Anxiety Scales          
     ANX 76.14 11.19 85.98 11.91 80.85 13.38 83.46 12.65 3.04* 
     ARD 77.96 10.83 85.60 12.88 80.59 12.59 81.23 12.02   1.79 
     ARD-T 79.32 12.96 85.48 11.70 85.08 12.21 86.29 12.06   1.81 
Trauma Relevant 
Scales 

         

     BOR 79.32 10.50 81.39 10.82 78.16 11.16 80.44 12.00   0.42 
     DEP 79.60 10.61 90.57 12.37 85.13 13.88 88.13 13.78 3.60* 
     SCZ 74.45 16.04 89.17 14.36 84.24 19.77 90.11 14.62 5.18** 
     SOM 70.92 10.91 87.42 14.61 83.38 16.38 85.66 10.26 8.41*** 
Other Clinical Scales          
     MAN 63.09 13.77 63.67 9.59 63.00 13.52 65.68 13.54 0.28 
     PAR 69.44 13.25 80.82 14.41 76.67 13.75 78.86 16.01 3.11* 
     ANT 70.43 14.22 75.54 12.81 73.57 16.90 74.38 16.73 0.53 
     ALC 70.83 20.79 82.33 14.76 80.42 14.05 81.44 16.55 2.69 
     DRG 89.59 17.85 89.21 14.17 89.01 13.94 86.23 18.01 0.26 
Treatment Scales          
     AGG 66.17 12.83 72.20 12.58 68.04 15.09 71.60 12.98 1.24 
     SUI 68.97 20.24 84.72 20.28 83.41 23.68 83.37 21.86 3.14* 
     STR 78.89 7.63 75.86 11.08 77.00 9.74 74.11 11.58 1.08 
     NON 70.92 14.59 79.72 12.01 73.69 11.88 75.98 15.69 1.93 
     RXR 32.40 7.07 32.90 7.55 33.95 8.92 37.47 9.24 2.18 
Interpersonal Scales          
     DOM 49.55 12.27 42.94 13.04 44.55 12.19 42.67 11.45 1.82 
     WRM 44.57 10.58 31.93 13.03 36.98 13.43 32.33 15.01 5.29** 

Note. For significance, *p < .05, **p < .01, ***p < .001. False-I = False Imputation feigning condition; Partial-M = 
Partial Malingering feigning condition; Pure-M = Pure Malingering feigning condition; ICN = Inconsistency scale; 
INF = Infrequency scale; PIM = Positive Impression Management scale; DEF = Defensiveness Index; CDF = 
Cashel Discriminant Function; NIM = Negative Impression Management scale; MAL = Malingering Index; RDF = 
Rogers Discriminant Function; ANX = Anxiety scale; ARD = Anxiety Related Disorders scale; ARD-T= Anxiety 
Related Disorders-Traumatic Stressors subscale; BOR = Borderline Features scale; DEP = Depression scale; SCZ = 
Schizophrenia scale; SOM = Somatic Complaints scale; MAN = Mania scale; PAR = Paranoia scale; ANT = 
Antisocial Features scale; ALC = Alcohol Programs scale; DRG = Drug Problems scale; AGG = Aggression scale; 
SUI = Suicidal Ideation scale; STR = Stress scale; NON = Nonsupport scale; RXR = Treatment Rejection scale; 
DOM = Dominance scale; WRM = Warmth scale. 
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 Feigning PTSD General Feigning 
 Eakin et al. 

 (2006) a 
Liljequest et al. 

(1998) b 
Scragg et al.  

(2000) c 
Lange et al.  

(2010) d 
Kucharski et al. 

(2006) e 
Bagby et al. 

(2002) f 

 M SD M SD M SD M SD M SD M SD 
Feigning 
Indicators             

     RDF 56.7 11.5 - - - - 0.2 1.0 0.5 1.23 67.9 10.6 
     MAL 59.6 12.0 - - - - 2.4 1.5 2.8 1.3 2.4 1.3 
     NIM 63.9 12.8 92.48 28.40 82.24 21.41 77.3 23.8 103.8 20.8 73.8 21.3 
Anxiety 
Related 
Scales 

       
 

  
  

     ANX 75.5 14.7 78.22 16.62 79.80 15.89 86.7 11.9 83.9 10.7 74.3 16.8 
     ARD - - 78.78 16.15 78.68 17.24 85.6 12.5 78.9 11.4 67.7 17.4 
     ARD-T 82.8 12.3 - - - - 92.1 6.2 - - - - 
Trauma 
Relevant 
Scales 

       
 

  
  

     BOR 67.4 12.1 77.63 11.56 76.92 11.14 71.2 9.9 81.1 10.3 72.7 11.8 
     DEP 75.2 12.0 83.30 18.00 82.60 13.76 91.7 12.6 87.7 12.0 85.7 16.4 
     SCZ - - 88.56 21.92 78.88 16.07 80.5 17.1 94.5 14.8 73.5 17.7 
     SOM - - 77.67 16.86 70.20 17.12 78.5 17.8 82.9 9.5 70.9 15.7 
Note. False-I = False Imputation feigning condition; Partial-M = Partial Malingering feigning condition; Pure-M = Pure Malingering feigning condition; NIM = 
Negative Impression Management scale; MAL = Malingering Index; RDF = Rogers Discriminant Function; ANX = Anxiety scale; ARD = Anxiety Related 
Disorders scale; ARD-T= Anxiety Related Disorders-Traumatic Stressors subscale; BOR = Borderline Features scale; DEP = Depression scale; SCZ = 
Schizophrenia scale; SOM = Somatic Complaints scale. a Eakin, Weathers, Benson, Anderson, & Funderburk (2006).  b Liljequest, Kinder, & Schinka (1998).  
cScragg, Bor, & Mendham (2000). dLange, Sullivan, & Scott (2010). eKucharski, Falkenback, Egan, & Duncan (2006). fBagby, Nicholson, Bacchiochi, Ryder, & 
Bury (2002).
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   Honest 
n = 26 

Feigning Groups 
n = 83 

  

Item 
Number 

Original 
Scale 

Trauma 
Relevant 
Scale? M SD M SD F 

Cohen’s 
d 

73 ANX-P Y 1.23 1.28 1.98 1.09 8.49** -0.66 
108 MAN-G N 0.96 1.15 0.92 1.15 0.32  0.03 
130 SCZ-P Y 0.54 0.86 1.05 1.16 4.29* -0.46 
134 BOR-A Y 1.27 1.00 1.75 1.12 3.75 -0.44 
167 MAN-A N 0.69 0.97 0.98 1.17 1.26 -0.26 
183 BOR-S Y 0.77 0.99 1.42 1.14 6.89* -0.59 
206 DEP-A Y 0.85 0.97 1.94 1.09 21.10*** -1.03 
212 SOM-H Y 0.65 1.09 1.46 1.27 8.43** -0.66 
266 ARD-P Y 0.65 1.13 1.52 1.32 9.06** -0.68 
283 SOM-C Y 0.46 0.81 1.66 1.24 21.37*** -1.04 
303 BOR-S Y 1.50 1.11 1.48 1.25 0.04  0.02 
305 ANX-C Y 1.50 1.24 2.04 1.11 4.37* -0.47 
306 ARD-P Y 0.58 0.86 1.46 1.23 11.50** -0.76 
309 PAR-P N 0.65 1.06 1.17 1.27 3.52 -0.42 
315 DEP-P Y 1.08 1.06 1.72 1.27 5.46* -0.52 

Note. For significance, *p < .05, **p < .01, & *** p < .001. NDS = Negative Distortion Scale. SOM-H = Somatic 
Complaints- Health Concerns; SOM-C = Somatic Complaints- Conversion; ANX-P = Anxiety- Physiological; 
ANX-C = Anxiety- Cognitive; ARD-P = Anxiety-Related Disorders- Phobias; DEP-A = Depression- Affective; 
DEP-P = Depression- Physiological; MAN-G = Mania- Activity Level; MAN-G = Mania- Grandiosity; PAR-P = 
Paranoia-Persecution; SCZ-P = Schizophrenia- Psychotic Experiences; BOR-A = Borderline- Affective Instability; 
BOR-S = Borderline- Self-Harm. 
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  False-I vs. 
Other 

Partial-M 
vs. Other 

Pure-M vs. 
Other 

  d d d 

Validity Indicators 
     INC -0.05 0.03 0.01 
     INF -0.23 0.19 0.40 

Ms 0.14 0.11 0.21 

Defensiveness Indicators 

     PIM -0.48 0.24 0.21 
     CDF -0.25 -0.28 0.51 
     DEF -0.25 -0.11 0.34 

Ms 0.33 0.21 0.35 

Feigning Indicators 

     RDF 0.07 -0.24 0.16 
     MAL -0.09 -0.15 0.23 
     NIM 0.05 -0.30 0.24 
     NDS 0.24 -0.31 0.28 

Ms 0.11 0.25 0.23 

Anxiety Scales 

     ANX 0.29 -0.29 0.00 
     ARD 0.38 -0.21 -0.14 
     ARD-T -0.02 -0.07 0.09 

Ms 0.23 0.19 0.08 

Trauma Relevant Scales 

     BOR 0.18 -0.24 0.06 
     DEP 0.29 -0.31 0.02 
     SCZ 0.11 -0.33 0.21 
     SOM 0.21 -0.22 0.02 

Ms 0.20 0.28 0.08 

Other Clinical Scales 

     MAN -0.06 -0.14 0.19 
     PAR 0.20 -0.21 0.01 
     ANT 0.10 -0.09 0.01 
     ALC 0.09 -0.09 0.01 
     DRG 0.11 0.09 -0.19 

Ms 0.11 0.12 0.08 

Treatment Scales 

     AGG 0.17 -0.28 0.11 
     SUI 0.06 -0.03 -0.03 
     STR 0.35 0.20 -0.22 
     NON 0.36 -0.30 -0.05 
     RXR -0.33 -0.16 0.47 

Ms 0.25 0.19 0.18 

Interpersonal Scales 
     DOM -0.05 0.15 -0.09 
     WRM -0.19 0.35 -0.16 

Ms 0.12 0.25 0.13 

Note. False-I = False Imputation feigning condition; Partial-M = Partial Malingering feigning condition; Pure-M = 
Pure Malingering feigning condition; ICN = Inconsistency scale; INF = Infrequency scale; PIM = Positive 
Impression Management scale; DEF = Defensiveness Index; CDF = Cashel Discriminant Function; NIM = Negative 
Impression Management scale; MAL = Malingering Index; RDF = Rogers Discriminant Function; ANX = Anxiety 
scale; ARD = Anxiety Related Disorders scale; ARD-T= Anxiety Related Disorders-Traumatic Stressors subscale; 
BOR = Borderline Features scale; DEP = Depression scale; SCZ = Schizophrenia scale; SOM = Somatic 
Complaints scale; MAN = Mania scale; PAR = Paranoia scale; ANT = Antisocial Features scale; ALC = Alcohol 
Programs scale; DRG = Drug Problems scale; AGG = Aggression scale; SUI = Suicidal Ideation scale; STR = Stress 
scale; NON = Nonsupport scale; RXR = Treatment Rejection scale; DOM = Dominance scale; WRM = Warmth 
scale. 
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  PAI DAPS 
  NIM MAL RDF NDS NB NB-PB 
PAI NIM      .86** .45* .74** .50** .46* 
 MAL .77**      .62** .65** .45* .41* 
 RDF .41** .41**      .50** .43* .38 
 NDS  .83** .73** .52**      .53** .43* 
DAPS NB .54** .50** .23* .55**      .98** 
 NB-PB .55** .50** .22 .55** .99**      
Note. The correlations for the honest group are located above the diagonal line. The average correlations for the 
feigning groups are located below the diagonal line. For significance, *p < .05, **p < .01. NIM = Negative 
Impression Management scale.; MAL = Malingering Index; RDF = Rogers Discriminant Function; NDS = Negative 
Distortion Scale; NB = Negative Bias scale; NB-PB = Negative Bias minus Positive Bias scale.  
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