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ABSTRACT: Posttraumatic stress disorder (PTSD) is a condition that can be easily malingered for secondary gain. For this reason, it is important
for physicians to understand the phenomenology of true PTSD and indicators that suggest an individual is malingering. This paper reviews the
prevalence of PTSD for both the general population and for specific events, such as rape and terrorism, to familiarize evaluators with the frequency
of its occurrence. The diagnostic criteria for PTSD, as well as potential ambiguities in the criteria, such as what constitutes an exposure to a
traumatic event, are reviewed. Identified risk factors are reviewed as a potential way to help differentiate true cases of PTSD from malingered
cases. The question of symptom overreporting as a feature of the disease versus a sign of malingering is discussed. We then examine how the
clinician can use the clinical interview (e.g., SIRS, CAPS), psychometric testing, and the patient’s physiological responses to detect malingering.
Particular attention is paid to research on the MMPI and the subscales of infrequency (F), infrequency-psychopathology (Fp), and infrequency-
posttraumatic stress disorder (Fptsd). Research and questions regarding the accuracy of self-report questionnaires, specifically the Mississippi
Scale (MSS) and the Personality Assessment Inventory (PAI), are examined. Validity, usability, and cutoff values for other psychometric tests,
checklists, and physiological tests are discussed. The review includes a case, which shows how an individual used symptom checklist information
to malinger PTSD and the inconsistencies in his story that the evaluator detected. We conclude with a discussion regarding future diagnostic
criteria and suggestions for research, including a systematic multifaceted approach to identify malingering.
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Psychiatry began to wrestle with the concept of psychiatric dis-
ease induced by exposure to warfare during the First World War.
Terms like ‘‘shell shock,’’ ‘‘combat neurosis,’’ and ‘‘battle fatigue’’
were used to describe the long-term psychological changes pro-
duced by military action (1,2). These conditions evolved into the
current concept of Posttraumatic stress disorder (PTSD), which
was first codified as a psychiatric diagnosis in the DSM-III (3,4).
After it achieved diagnostic legitimacy, its application to nonwar
situations grew and it has since been applied to a myriad of
experiences beyond the original core concepts of war, genocide/
holocaust, and rape (1). As currently defined, PTSD symptoms are
subjective. Individuals diagnosed with PTSD do not even have to
be present at the ‘‘traumatic event’’ or be in physical danger to be
diagnosed with the condition (1). Although there may be some
validity in this flexibility of interpretation and application of
criteria, it leaves the diagnosis susceptible to manipulation by
unscrupulous individuals (5,6).

Prevalence of PTSD and Malingering

The estimated lifetime prevalence of PTSD in the general
population ranges between 1% and 14% (3,7–12). The National
Comorbidity Survey notes that 60.7% of men and 51.2% of
women have been exposed to a traumatic event, but only 8.2%
of the men and 20.4% of the women developed PTSD (11). Of
those who develop PTSD, 59% of men and 43.6% of women will
also have three or more other psychiatric diagnoses (11). Half of

the patients who develop PTSD show resolution of symptoms
within 3 months (13).

There are data that show that the risk of developing PTSD is
related to the type of trauma experienced. For example, many
studies suggest that the occurrence rate of PTSD in patients
involved in motor vehicle accidents ranges from 9% to 39%; for
sexual assault/rape, up to 80%; for combat, between 15% and
35%; and when related to a terrorist attack, between 10% and 35%
(1,3,7,14–21). The widely varying rates of PTSD in these situa-
tions cloud the study and diagnosis of the disorder and make it
difficult to apply findings from one study/population (e.g., combat
vs. civilian, male vs. female) to others.

Estimates of malingered psychological symptoms after a per-
sonal injury range from 1% to more than 50%, depending if rates
are reported by psychiatric studies, insurance companies, or plain-
tiffs’ attorneys (22). Lees-Haley (23) reported that 20–30% of
personal injury claimants’ psychometric testing suggested malin-
gering. Resnick (22) noted that 1 year after being found totally
disabled, 40% of individuals in a U.S. General Accounting Office
follow-up study showed no disabilities. Burkett and
Whitley (24) estimated that 75% of Vietnam veterans who re-
ceived PTSD compensation through the VA exaggerated either
their degree of impairment or outright malingered their condition.

Risk Factors

Understanding the risk factors associated with the development
of PTSD aids clinicians in its diagnosis. Identified risk factors in-
clude nonspecific soft neurological signs, neurodevelopmental
delays, previous childhood attention-deficit/hyperactivity disorder
symptoms, neuroticism (odds ratios [OR] 1.7–2.3), severe medical
injury caused by the traumatic event (OR 1.8), female gender (OR
1.5–4.87), pre-existing mental conditions (OR 2.4–14.51), lower
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levels of social support (OR 3.8), involvement in compensation
claims (OR 4.0), and negativistic personality traits (OR 2.8–3.95)
(Where possible, pooled ORs from multiple studies from multiple
populations are included to give a general scope of potential af-
fect. These OR may not apply to all situations or patients)
(1,11,18,19,21,25–37). Other risk factors, identified mostly from
retrospective self-reporting studies, include unstable families dur-
ing childhood (OR 3.17–3.32), a family history of anxiety (OR
3.28) or mood disorder (OR 1.11–1.20), a history of conduct dis-
order (OR 1.97), sexual (OR 6.56–11.11) or physical abuse
(OR 1.27–8.30) as a child, and death of a close friend or loved
one (OR 2.33–4.62) (38–46).

Risk factors identified around the time of the trauma include
feelings of dissociation (such as time distortions, feelings of un-
reality, body distortions) (OR 2.7–4.38), emotional numbing,
motor restlessness, and sympathetic responses such as elevated
heart rate and blood pressure in the ER posttrauma (19,32,34,47–
51). Fullerton et al. (50) noted that peritraumatic dissociation oc-
curred more often in younger individuals, when injury occurred to
nearby people, and when the individual had a pre-existing major
depression. Bryant and Harvey (52) also identified female gender
as increasing the risk of peritraumatic dissociation. Shalev et al.
(51) noted that the average heart rate of individuals who later de-
veloped PTSD when seen in an ER after trauma was 95.5 � 13.9
compared with people who did not develop PTSD, which was
83.3 � 10.9.

In a study of plane crash survivors, Smith et al. (34) found that
having a pre-existing psychiatric disorder predicted acute (within
6 weeks) postdisaster psychopathology (PTSD, major depression,
generalized anxiety disorder, and alcohol abuse/dependence) with
a sensitivity of 72% and a specificity of 90%.

Schnurr et al. (53) identified predisposing personality traits in
Dartmouth College graduates who later served in Vietnam. Using
preservice MMPI results, they found that those who later devel-
oped PTSD had elevations of hypochondriasis, psychopathic de-
viance, masculinity–femininity, and paranoia scales. A prior
diagnosis of depression, hypomania, or social introversion were
also found to predict those who later developed PTSD (53).

There have been several studies that have identified lower pre-
event intelligence as a risk factor for developing PTSD
(1,26,46,54,55). Macklin et al.’s (55) data on Vietnam combat
vets found that the mean predeployment IQ for individuals who
were later diagnosed with PTSD was 106.3, while individuals who
did not develop PTSD had an average IQ of 119. Silva et al. (46)
reported similar findings in a study population of inner-city chil-
dren and adolescents, where c. 6% of individuals with above-av-
erage IQ, roughly 30% of subjects with normal IQ, and 33% of
individuals with below-average IQ met criteria for a diagnosis of
PTSD. They found above-average IQ to be the strongest predictor
of resilience for the development of the condition.

Why PTSD is Susceptible to Malingering

PTSD is particularly vulnerable to malingering because the
diagnosis relies heavily on subjective symptoms and a patient-
driven history (3,6,56,57). Because of its subjective nature, the
DSM-IV requires malingering to be considered before a diagnosis
of PTSD is made in situations where secondary gain exists
(3,13,58). Factitious PTSD, where symptoms are intentionally
feigned in order to assume the sick role, also needs to be consid-
ered in the differential diagnosis of PTSD.

Resnick (22) describes three types of malingering in PTSD. The
first is pure malingering, where every aspect of the symptoma-

tology is factitious. The second is partial malingering, where
existing symptoms are overreported or remitted symptoms are re-
ported as persistent. The third is false imputation, where symp-
toms due to another condition are attributed to a new cause.

It is critical that clinicians understand the phenomenology of a
disease if they hope to detect malingering, especially in the In-
ternet age, where information about diseases and how to feign
them is readily available (59) (Table 1). In a recent Google search,
more than 2,900,000 websites were found for ‘‘PTSD.’’ These
websites ranged from those giving legitimate information con-
cerning the history, symptoms, treatment, and how to find support
groups to a series of sites which provided information on how to
fake the disorder (i.e., what symptoms to report and how to answer
questions to obtain disability).

The first requirement (criteria A) for the diagnosis of PTSD in
DSM-IV is exposure to a traumatic event. An exposure has been
broadly defined in DSM-IV as experiencing, witnessing, or being
confronted with (i.e., third-person recounting) an event that in-
volved injury or death (actual or threatened) to self or others,
which induced intense fear, helplessness, or horror in the person
witnessing (1,3,6,13). This was a change from the DSM-III cri-
teria of trauma exposure that indicated the need for a horrific
event, which most people, not just the participant, would find dis-
tressing. Breslau and Kessler (60) noted that the broadening of the
definition of exposure to trauma to the current subjective and in-
dividualized criteria has lead to a 59% increase in the number of
events meeting criteria and a 39% increase in the number of peo-
ple who meet diagnostic criteria. This definition is problematic in
that it is all-encompassing, impossible to assign a minimal sever-
ity of exposure, nonspecific, and open to wide patient and clin-
ician interpretation. For example, every American who witnessed
televised coverage of the World Trade Center attack can claim
exposure to such a traumatic event (1,61,62).

There is debate over the presence of symptom elaboration in
patients with PTSD. Some investigators postulate that a feature of
PTSD is for its sufferers to overreport their symptoms, with no
overt intent to malinger, because of the high comorbidity of PTSD
with personality disorder, other psychiatric disorders, and sub-
stance abuse that lead to elevated levels of reported distress (3,63–
67). Other explanations for this tendency focus on neurological
changes and memory imprinting that occur due to the trauma
(3,64). It is important to remember that for a diagnosis of malin-
gering to be made by DSM-IV standards, a ‘‘gross exaggeration’’
of symptoms has to occur. This wording is intentionally used be-
cause there are many reasons and conditions where individuals
may be prone to mild to moderate exaggeration with no overt
intent to deceive (13,68).

Interview Observations

An interview is required to make the diagnosis of PTSD. It
allows for first-hand observation and the ability to correlate what
is reported by psychometric testing. When comparing the inter-
view with test data, points to look for to help detect malingering
include: Does the patient do poorly on every task including simple
ones? Is there a lack of retesting improvement? Is there great
variability between different types of activities relying on the
same basic functions (e.g., able to drive to office by self but not
able to find the bathroom with directions)? Does the individual
perform worse than chance for tasks? (68,69).

Although this may seem self-explanatory, it is important for
clinicians, especially in a forensic situation, to take steps to verify
the historical data obtained during interviews, such as school,
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employment and service records, and police reports. In Stolen
Valor, when the authors checked the historical accuracy of appli-
cations to the American POW Association, they discovered that
nearly 30% of members claiming to have been held captive by the
North Vietnamese were never POWs (24). Additional anecdotal
case reports and medical studies report similar events where pa-
tients blatantly misrepresent their involvement in a trauma (70,71).

In addition to the standard psychiatric interview, there are sev-
eral structured interviews that trained professionals can adminis-
ter. The Structured Interview of Reported Symptoms (SIRS) is
one such test. This instrument contains validity scales helpful for
detecting malingering (Table 2). The validity of the SIRS inter-
view was tested by Rogers et al. (72) using prison inmates
coached with the DSM-III-R and patients with four psychiatric
conditions including PTSD. In that study, the RS, IA, SC, BL, SU,
SEL, SEV, and RO scales of the SIRS distinguished simulators
from patients with known pathology. The scales that did not dis-
tinguish PTSD simulators included the OS, SO, and INC scales.
PTSD simulators scored lower on the RO scale than did other
disease simulators.

The Clinician-Administered PTSD Scale (CAPS), developed by
the Department of Veterans Affairs, is another structured inter-
view useful for assessing the global validity and severity of PTSD.
It consists of 17 items rated on a 0–4 point scale. It is one of the
more common instruments used in the assessment of PTSD and
usually takes about 1 h to complete (58,73–75). It is considered by
many to be the gold standard for diagnosing PTSD and the one
against which other psychometric assessments and self-report
tests are compared (73). Shalev et al. (74) report a CAPS sensi-
tivity of 48% with a specificity of 96% when a cutoff value of 71
is used, based on a general population study without an intentional
malingering study group.

Psychometric Tests

Since the creation of the PTSD diagnosis in the 1980s, multiple
diagnostic tests and scales have been developed for detecting

PTSD and potential malingerers (76). Unfortunately, it is beyond
the scope of this paper to include a thorough review of every psy-
chometric test that could be used and its ability to detect the ma-
lingering of PTSD symptoms (Table 3). We will, however, review a
few of the most useful and relevant tests available and define some
commonly used tests and checklists that are poorly predictive or
easily malingered instruments for the diagnosis of PTSD.

One of the most objective, informative, and relatively easy to
administer psychometric test used to look for psychiatric illness,
personality makeup, severity of pathology, and malingering is
the Minnesota Multiphasic Personality Inventory (MMPI)
(3,68,69,77). This test has multiple validity scales and subscales,
which can be beneficial in detecting malingering (Table 4).

The validity of the MMPI has been confirmed by multiple stud-
ies (3,78–90). One of the first studies, carried out in 1985 by
Fairbank et al. (82) found that using the F scale with cutoffs of 88
allowed investigators to identify malingering of PTSD more than
90% of the time. Similar results were reported by McCaffrey and
Bellamy-Campbell (83). Using the F scale and the PTSD subscale,
they were able to correctly identify 91% of a population consisting
of Vietnam veterans with PTSD, Vietnam veterans who were in-
tentional malingering, and mental health professionals who were
also Vietnam veterans who were intentionally malingering.
However, their results varied from those of Perconte and Gore-
czny’s (91) study of Vietnam veterans, which found the F scale
and the PTSD subscale scores correctly identifying only 43.59%
of a mixed population of malingerers and actual PTSD diagnosed
veterans.

A study by Lees-Haley (87) using both the MMPI and the
MCMI-II on pseudo-PTSD patients and on a control population
of personal injury claimants, recommends cutoffs of F � 62, F-K
(raw) � -4, Es � 30, O-S � 90, FBS (raw) � 24 (men), FBS
(raw) � 26 (women), total obvious minus subtle � 90, MCMI-II
disclosure (DIS) � 60, and MCMI-II debasement (DEB) � 60
in a population which already had a score T 5 65 or higher on both
PK and PS scales. Cutoff scores were determined for the greatest
accuracy of classification of controls.

TABLE 2—Structured interview of reported symptoms (SIRS) scales.

1. Blatant Symptoms (BL): obvious indicators of mental problems may be elevated in malingerers and true patients
2. Direct Appraisal of Honesty (DA): observer-assessed honesty
3. Defensive Symptoms (DS): high score indicates a minimization of pathology (fake good, portraying favorability)
4. Improbable and Absurd (IA): symptoms not typically endorsed by patients
5. Inconsistency (INC): inconsistent answers between similar content items. Elevation suggests poor attention, random answers, lying
6. Overly Specified (OS): degree of detail provided
7. Reported vs. Observed (RO): level of functioning and distress reported do not match observed
8. Rare Symptoms (RS): symptoms not typically endorsed by patients, but possible
9. Selectivity of Symptoms (SEL): ratio of symptoms endorsed vs. not endorsed

10. Severity of Symptoms (SEV): suggests distress or symptom exaggeration
11. Subtle Symptoms (SU): common normal complaint elevation
12. Symptom Combination (SC): atypical clustering of symptoms
13. Symptom Onset (SO): onset and course difficulty

TABLE 1—Synopsis of diagnostic criteria for PTSD (4).

Criteria A: exposure (directly experienced, witnessed or confronted with) to a traumatic event that involves death or serious injury were the individual experiences
intense fear, horror, or helplessness

Criteria B: persistent re-experiencing (intrusive thoughts, images, dreams, dissociative flashbacks, illusions, hallucinations)
Criteria C: persistent avoidance (avoiding of thoughts, feelings, conversations, topics, locations, activities, people, inability to recall information, senses of

foreshortened future, feelings of detachment or estrangement, restricted affect)
Criteria D: persistent hyperarousal (difficulties sleeping, irritability, hypervigilance, decreased concentration, exaggerated startle response)
Criteria E: symptoms last longer than a month
Criteria F: symptoms cause clinical impairment in social, occupational, and/or other areas of functioning
Time course: acute PTSD if last less than 3 months, chronic PTSD if last longer than 3 month, delayed-onset PTSD symptoms present 6 months post event
Exclusion of diagnosis: Symptoms occurring before trauma better explained by another diagnosis and an individual is not reporting symptoms for secondary gain
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Elhai et al. (85) found the F, F-Fb, F-K, Ds2, O-S, and OT to be
the best subscales on the MMPI for predicting PTSD malingering
in veterans. With these scales, they had 80% sensitivity and 86%
specificity in the recognition of malingering. They found cutoffs
of F-K (raw) � 17, F � 120, and Ds2 � 97 to be most bene-
ficial for balance between positive predictive power and negative
predictive power.

A meta-analysis of 73 studies using the MMPI-2 as a tool to
detect psychiatric malingering found the Fp scale to have the best
value across differing diagnostic categories with malingerers scor-
ing a mean value of 86.41 � 1 SD 25.22 (Table 5). This meta-
analysis also noted that most genuine PTSD sufferers had slight
elevation for most scales compared with other genuine conditions
except for the Fb scale, where there was ‘‘very extreme elevation,’’
and the F scale, where there was ‘‘extreme elevation’’ (90).

A relatively new MMPI scale for the detection of malingering
in veterans groups is the infrequency-posttraumatic stress disorder
scale (Fptsd), which was based on infrequently endorsed items

from male combat veterans seeking treatment at VA medical
centers. Initial studies indicated that the Fptsd was better at dis-
criminating simulated from genuinely reported PTSD compared
with older scales such as the F, Fb, Fp (89). In a later study by
Elhai et al. (84) looking to validate the Fptsd subscale for civilian
PTSD, it was found to have incremental validity over F, but was
not as good as Fp. Elhai felt that although the Fptsd scale was
potentially useful with civilians, the Fp scale was still better at
detecting malingering in a civilian population.

Several studies looking at PTSD and malingering recommend
caution in relying on strict cutoff values due to the potential that
some people suffering from PTSD may produce legitimately ex-
aggerated MMPI profiles (64–66,85,89–93). Studies such as the
one carried out by Franklin et al. (65) try to address this issue by
looking at multifactorial patterns to determine the cause of ele-
vation. In their study of compensation-seeking veterans with ele-
vated F scores but normal VRIN and TRIN, they found that using
an Fp score 47 was helpful in distinguishing elevated profiles due
to distress from overreporting (65).

Another issue with cutoff scores, as shown by the Fairbank,
Lees-Haley, and Elhai studies, is that there are several different
cutoff scores available with no standardized values as of yet
(81,82,84,87). An explanation for the different cutoffs could be
varying responses among differing populations (29). For example,
in a study of childhood sexual abuse survivors, Elhai et al. (81)
found the Fp, F-K, and O-S scales to be the best predictors of
malingering, where most studies with veterans find F and Fp to be
the best predictors. Fairbank et al.’s (82) cutoff score of 88 for the
F scale, derived from the average score of the veteran PTSD group
(76.1) plus one standard deviation (SD 5 11.6), also demonstrates
how the population of one study may not be generalized to other
patients, even those who are in the same group. This is evident
from Perconte’s study, where Fairbank’s cutoff of 88 was well
within Perconte’s veteran F scale mean plus standard deviation
(mean 81.2 � SD 15.4) (91).

Wetter and Corrigan (94) found that c. 50% of attorneys and
33% of law students felt their clients should be informed about
validity scales before taking psychological tests. In a study by
Rogers et al. (95) looking at faking the symptoms of schizophrenia
on the MMPI-2, they found that one-third of people were able to

TABLE 3—Commonly used psychological tests which can aid in making a
diagnosis of PTSD vs. malingering.

1. Childhood Incest Questionnaire (RCIQ)
2. Clinician-Administered PTSD Scale (CAPS)
3. Davidson Trauma Scale (DTS)
4. Impact of Event Scale-Revised (IES-R)
5. Life Events Checklist
6. Mississippi Scale for Combat-Related PTSD (MSS)
7. Morel Emotional Numbing Test for PTSD (MENT)
8. Millon Clinical Multiaxial Inventory (MCMI-II or III)
9. Minnesota Multiphasic Personality Inventory (MMPI-2)

10. Peritraumatic Dissociation Experiences Questionnaire (PDEQ)
11. Personality Assessment Inventory (PAI)
12. Post Traumatic Stress Diagnostic Scale (PDS)
13. Post Traumatic Symptom Scale-Self Report (PPS-SR)
14. PTSD Checklist
15. State Trait Anxiety Inventory (SANX-State)
16. Structured Interview of Reported Symptoms (SIRS)
17. Test of Memory Malingering (TOMM)
18. Trauma Symptom Checklist-40 (TSC-40)
19. Trauma Symptom Checklist for Children
20. Trauma Symptom Inventory (TSI)

TABLE 4—MMPI scales and subscales which may be helpful for detection of malingering.

1. Cannot Say (? Or CS): number left unanswered or answered as both true and false
2. Correction or Defensiveness (K): attempts to portray oneself favorably, but more subtle than L
3. Deceptive Subtle (DS): subset of the subtle questions noted for high face validity, but minimal predictive value for pathology
4. Ego Strength (ES): original indicated prognosis for psychotherapy, extremely low (ES with normal mental status suggests over-reporting psychopathology)
5. Fake Bad (FBS): designed to detect simulated emotional stress in personal injury claimants, obvious items endorsed vs. more subtle items not listed
6. Back F (FB): infrequently endorsed items, indicating extreme pathology, cry for help, symptom exaggeration (questions 280 on)
7. F-FB: consistency of answers for first half of test and second half
8. Gough Dissimulation Index (F-K): high scores correlate with over-reporting, low scores with under-reporting
9. Gough Dissimulation Scale for the MMPI-2 (Ds2): infrequently endorsed affective items

10. Infrequency (F): infrequently endorsed items, indicating extreme pathology, cry for help, symptom exaggeration (first 361 questions)
11. Infrequency-Psychopathology (Fp): infrequent responses in a psychiatric population
12. Infrequency-Posttraumatic Stress Disorder (Fptsd): infrequently endorsed responses in sample of veterans diagnosed with PTSD
13. Lie (L): unsophisticated attempt to portray favorable impression
14. Keane Post-Traumatic Stress Disorder (PK): combat-related PTSD, (norm vs. treatment-seeking vets)
15. Obvious Items (Ob): selections with high face value of pathology
16. Obvious Minus Subtle (OS): index of symptom exaggeration
17. Other Subtle (Os): subset of subtle questions more predictive of pathology
18. Schlenger Post-traumatic Stress Disorder (PS): difference between subtle and obvious, suggests over-reporting combat-related PTSD (norm vs. untreated vets)
19. Subtle items (Su): 100-question subscale
20. Superlative Self-Presentation (S): test of defensiveness for people presenting self in highly virtuous manner
21. Total Obvious (OT): obvious symptoms associated with pathology reported
22. True Response Inconsistency (TRIN): 20 pairs of questions to which same response is inconsistent
23. Variable Response Inconsistency (VRIN): sum of inconsistent responses
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elude detection of malingering when coached about validity
scales. In Rogers’s (95) study, knowledge and strategies about
avoiding detection on validity scales led to a higher success rate of
malingering than coaching on the condition itself.

Checklists/Questionnaires

Much research has been done on creating self-reporting check-
lists to help with diagnosing, rating the severity of PTSD, and
assessing validity and reliability when compared with other meas-
ures (74,76,96–99). Shalev et al. (74) found that the checklists
used in their study (IES, MIS, SANX-State, PDEQ) were better
than chance at predicting who would develop PTSD, but were not
as accurate as the CAPS. They found the checklists greatest utility
was in predicting who would not develop or meet the criteria for
the disorder later (74).

In a recent study of individuals with traumatic brain injury
(TBI), 59% of those given the Post-Traumatic Diagnostic Scale
and 44% of those given the Impact of Events Scale fulfilled cri-
teria for PTSD (96,97). When the same population was later as-
sessed by the CAPS, only 3% met criteria for a diagnosis of
PTSD. The authors felt the large difference was due to the check-
lists’ inability to correctly differentiate symptoms caused by TBI,
such as insomnia, irritability, social withdrawal, and impaired
concentration from PTSD. The authors also noted that several of
the checklists’ statements were answered incorrectly due to TBI
concentration errors (96,97).

The Mississippi Scale (MSS), developed by Trence Keane and
collaborators, is a 35-question self-report scale with veteran and
civilian versions (100–102). A score of 107 is supposed to be in-
dicative of PTSD in Vietnam veterans. Lyons et al. (103) found
the MSS to have high sensitivity and low specificity. They felt it
was easy to malinger. They suggested a cutoff score of 121 instead
of the original 107. Shalev (74) found an MSS cutoff score of 120
to have 95% specificity in his study.

Calhoun et al. (104) found that, after reviewing the DSM-IV,
70% of individuals were able to successfully malinger PTSD
when being assessed by the Personality Assessment Inventory
(PAI). The Negative Impression Management (NIM) scale of the
PAI, with a cutoff � 8, was 75% effective in detecting malin-
gering but also suggested malingering in 65% of the control PTSD
group.

Lees-Haley and Dunn conducted a study evaluating the ability
of naive college students to successfully report symptoms of vary-
ing psychiatric conditions using checklists. In their study, 86% of
the subjects were able to successfully produce profiles to meet
criteria for PTSD. Lees-Haley and Dunn (105) then further
broke down their study to look at being able to fake individual
components of the disease. They found that 98.9% could meet

requirements for criterion B, 89.2% for criterion C, and 95.7% for
criterion D. Their conclusion was that the lay public had enough
knowledge or that symptom checklists were leading/prompting
enough in nature so that the symptoms of PTSD could be suc-
cessfully generated by individuals with no specific training in
mental health (105).

Burges and McMillan (56) conducted a similar study using the
posttraumatic symptom scale-self report (PPS-SR), which is a 17-
question PTSD checklist. The purpose of their study was to see if
the results of Lees-Haley and Dunn’s (105) study were reprodu-
cible in a general naive population. Based on a story vignette
without the checklists, on average only 2.29 out of 17 symptoms
for PTSD were generated, with only one out of 134 participants
meeting criteria for a PTSD diagnosis. With the PPS-SR, 13 of the
17 symptoms on average were generated and more than 90% of
the participants satisfied the DSM-IV criteria for the diagnosis
of PTSD (56).

Physiological Responses

As one of the common symptoms of PTSD is a state of hyper-
arousal, there has been hope that an accurately reproducible
physiological response would be found to help diagnose PTSD.
Many studies looking at physiological measurements such as
blood pressure, heart rate, peripheral surface temperature, fore-
head EMG, and skin electronic resistance have been undertaken
(3,51,106–110). Although various studies show promise for find-
ing physiological markers for PTSD, there is currently no gold
standard of physiological change (3,22). In an early study, Blan-
chard et al. (106) found that heart rate was the most reliable in-
dicator of physiological response to a previous traumatic
exposure, with 95.5% of individuals with PTSD versus controls
being identified when challenged with an auditory stimulus.
Keane et al. (109) found that by using a combination of heart
rate, skin conductance, left lateral frontalis electromyogram, and
systolic and diastolic blood pressure they were able to correctly
identify 64% of a population made up of current PTSD- and non-
PTSD-diagnosed veterans with a sensitivity of 81% and specificity
of 31%. In the Keane et al. (109) study, heart rate with a change of
greater than two beats per minute was the best single physiologic
predictor of current PTSD followed by skin conductance changes.
The Keane et al. (109) study concluded that individuals suffering
from more severe symptoms of PTSD are more responsive to
stimulus challenge testing.

A study conducted by Orr and Pitman found that three-fourth of
known simulators were not able to generate multiple physiological
changes to the same extent as veterans with a known PTSD
diagnosis even though the simulators could produce heart rate
elevations consistent with PTSD (107). They also found that 28%
of previously diagnosed PTSD individuals were not identified by
the physiological measures used in their study (107). A later study
done by Veazey et al. (108) looking at PTSD in motor vehicle
accidents also found that about 23% of individuals with a PTSD
diagnosis did not have a physiological response by their primary
marker of heart rate. Two explanations put forth to explain these
findings are that (1) that there is a sub-group of patients who are
physiologically nonreactive by certain measures to traumatic re-
minders, or (2) the PTSD group who did not show physiological
changes were misdiagnosed and actually did not have PTSD (1).

Similar issues arise with various polygraph tests. Even though
the techniques have been used for years, they are not reliable
enough to be submitted as evidence in most courts. The false
positive rate, depending on the type of polygraph test used, varies

TABLE 5—Mean score of MMPI results from meta-analysis study by Rogers
et al. (90).

Presumptively genuine PTSD patients Feigners of all conditions

L scale 52.67 � 1 SD 9.31 L scale 49.42.67 � 1 SD 11.47
F 86.31 � 1 SD 21.58 F 108.09 � 1 SD 23.82
K 38.30 � 1 SD 7.31 K 38.24 � 1 SD 7.90
FB 92.31 � 1 SD 24.55 FB 107.52 � 1 SD 25.50
F-K 8.70 � 1 SD10.60 F-K 25.49 � 1 SD 20.55
Fp 69.02 � 1 SD 21.00 Fp 86.41 � 1 SD 25.22
O-S 182.24 � 1 SD 71.79 O-S 200.84 � 1 SD 73.77
Ds 68.40 � 1 SD 14.60 Ds 87.49 � 1 SD 15.70
FBS 80.36 � 1 SD 14.51 FBS 80.71 � 1 SD 16.43
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from 30% to 50% (68). There have also been well-documented
cases where people have been able to defeat polygraph tests
through training designed to alter autonomic responses (68).

Considerable research has been undertaken to (1) define the
effects of stress on various hormone levels and relate them to
mechanisms producing PTSD, (2) review biologic predisposition
to the development of PTSD, and (3) define tests as posttrauma
diagnostic tools. Specific hormones and neurotransmitters of
interest have included cortisol, cortisol releasing factor (CRF),
neuropeptide Y, and norepinephrine levels (111–113). Although
there have been several studies demonstrating neuroendocrine
changes in individuals with PTSD, at this time there are no spe-
cific findings considered reliable for diagnostic purposes.

Case Study

The second author of this report reviewed a case of a 50-year-
old Vietnam veteran, which illustrates the ease by which one can
malinger PTSD. The veteran in question applied for a service-
connected rating for PTSD shortly after his discharge from the
Army and was initially denied. After a minor traffic accident (no
injury or obvious threat to life) many years after his discharge, he
again applied for VA benefits, claiming the accident had activated
a delayed PTSD related to his military service. On this attempt, he
received a 50% disability rating and an explanation, in writing, as
to why he did not qualify for 70% disability.

A higher evaluation of 70% impairment is not warranted
unless there are deficiencies in most areas such as work,
school, or family relations; judgment, thinking, or mood
due to such symptoms as: suicidal ideation; obsessive
rituals, which interfere with routine activities; speech
intermittently illogical, obscure, or irrelevant; near-
continuous panic or depression affecting the ability to
function independently, appropriately and effectively;
impaired impulse control (such as unprovoked irritability
with periods of violence); spatial disorientation; neglect of
personal appearance and hygiene; difficulty in adapting to
stressful circumstances (including work or a work-like
setting); inability to establish and maintain effective
relationships.

After receiving the above information, the veteran presented to
a VA hospital and reported that he had not shaved for the last
2 weeks; that he was having crying spells; was irritable, hyper-
vigilant; had low frustration tolerance; had difficulty sleeping; felt
suicidal; was having flashbacks (not dissociative in nature), heard
voices, and had nightmares; could not communicate at work or
with family; felt distant; could not remember things; had to keep
checking for weapons; and had continuous panic attacks. He also
reported that his wife told him that he did not make sense inter-
mittently. On appeal of his second PTSD disability claim, he was
approved for 70% disability.

After receiving the additional disability, he filed a civil suit
claiming the minor accident had caused de novo PTSD. The civil
case was dismissed when it became apparent that he had lied
about his previous medical history, records, and disability status;
that he had psychometric testing suggestive of malingering; that
he had extreme and inconsistent symptoms at the time of his
evaluation, which were out of proportion to the level of trauma he
experienced; and that he did not have commonly seen risk factors
preceding the event or at the time of the event. This case dem-
onstrated the patient-driven subjective nature of the symptoms of

PTSD; clear secondary gain as motivation for malingering; the
ease with which additional symptoms were generated from a
prompting/symptom check list; the importance of verifying the
history; and the importance of the clinician’s understanding of the
symptoms which usually occur in true PTSD and how they differ
from those seen in malingering, as well as the ambiguity of what
constitutes a traumatic event.

Discussion

It will be interesting to see how the Diagnostic and Statistical
Manual-V (DSM-V) addresses the diagnosis of PTSD and if the
new criteria will be susceptible to being malingered. The soon-
to-be-released updated diagnostic criteria will have to address
such issues as whether to broaden the definition of ‘‘exposure’’ to
specifically include images from television or to restrict the ex-
posure criteria and return to a definition closer to the more re-
strictive one used in DSM-III. An additional question which will
have to be answered by the DSM-V PTSD workgroup is whether
the diagnosis of PTSD will be subdivided into distinct subcat-
egories, such as terroristic PTSD, accident-related PTSD, or rape-
related PTSD, all with varying patterns of prevalence, symptom
severity, prognosis, and individual risk factors. As long as these
questions remain, so will the diagnostic ambiguity we currently
address, which will be exploited by individuals looking for finan-
cial gain. The more outrageous their exploits become, the harder it
will be for legitimate patients to receive the treatment, benefits,
and compensation that they are entitled to. Misuse of current lax
criteria causes the general public and the legal system to be skep-
tical of PTSD and its sufferers and to often see PTSD litigation as
frivolous.

Additional research will be helpful in maintaining the clinical
validity of the diagnosis of PTSD. Further validating the Clin-
ician-Administered PTSD Scale with known simulators, as has
been done with the MMPI, will add an important diagnostic tool.
The authors of this paper were unable to find any simulator/va-
lidity studies involving the CAPS. Such studies using the ‘‘gold
standard’’ of the CAPS for validation are truly useful for both the
clinician and the forensic researcher/examiner.

If the DSM-V does subdivide the diagnosis of PTSD, it will be
critical to develop new and more accurate cutoff scores for the
various assessment instruments. Research on future cutoff values
will need to account for factors such as gender, age, number of
psychiatric diagnoses, type of comorbid psychiatric diagnoses,
and type of trauma experienced to make the new cutoff scores
generalizable to specific treatment groups and individuals.

Additional research is also required to define the physiological
measures associated with PTSD if they are to become a common
instrument for clinical and forensic evaluation. In terms of using
physiological measurements for the detection of malingering, it
will be important to study individuals believed to have true PTSD
without heart rate elevation on stimulus exposure. Their lack of
response could be caused by many different factors including ge-
netic differences (e.g., cardiac receptor differences, brain pathway
differences), as a sign of treatment effectiveness, or as a common
symptom pattern of another psychiatric disorder frequently super-
imposed upon or misdiagnosed as PTSD. Being able to identify
these individuals ahead of time would greatly diminish the false
negative rate associated with physiological measurements and in-
crease their value as tools useful to make the affirmative diagnosis
of PTSD or to reveal signs of malingering.
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Conclusion

Unfortunately, at this time, there is no sure way to diagnose or
detect malingered PTSD. The best way to approach PTSD is sim-
ilar to that proposed by Hall and Pritchard (114) with their Fo-
rensic Distortion Analysis. The first thing to look for is the
potential benefit or ‘‘target’’ for why an individual would lie or
misrepresent. The second is to look critically at the history, in-
terviews, and responses of the individual (i.e., faking bad). The
third is to have a detection strategy, such as obtaining collateral
information, historical records, structured interviews, and psycho-
metric testing. It is important to remember that there is no source
of data that cannot be manipulated or faked by a determined in-
dividual (3). As there is no one way to identify the malingering of
PTSD, it is critical to examine multiple sources of data and to use
sound clinical judgment when determining if a patient’s symp-
toms are those of true PTSD or are malingered.
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