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I. KEY DEFINITIONS 
 

A. The word malingering derives from the Latin word “malum” that means bad or 
harmful, in this context refers to the bad intent of the offender’s actions. 
 

B. Key definitions 
 

1. Malingering:  The DSM-5 defines malingering as the “intentional production of 
false or grossly exaggerated physical or psychological symptoms motivated by 
external incentives.” External incentives can include: 
 
a. avoiding military duty 
b. avoiding work 
c. obtaining financial compensation 
d. evading criminal prosecution 
e. obtaining drugs 
 

2. Feigning:  the deliberate fabrication or gross exaggeration of psychological or 
physical symptoms without any assumptions about its goals (Rogers and Bender 
2003). 
 

3. Suspect effort:  describes effort-test performance that suggests the examinee is not 
applying his or her best effort to do well on the task. The cause of suspect-effort 
performance may be either intentional or nonintentional. Sometimes this 
presentation is also referred to as suboptimal effort, incomplete effort, or 
submaximal effort.   

 
C. Factitious disorder 

 
1.  Voluntary production of symptoms to assume the patient role. 
2.  No other obvious secondary gain. 
 

D. Ganser’s syndrome:  
 

1. Approximate answers (examples:  2+2=5, an elephant has 5 legs, etc.).  
Approximate answers is the symptom that has been classified as pathognomonic 
of Ganser’s syndrome; 
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2. Clouding of consciousness; 
3. Somatic conversion (particularly sensory symptoms); 
4. Hallucinations. 

 
II.  PREVALENCE 
 

A. In a study of malingered mental illness in a metropolitan emergency department, 13% 
of patients were suspected or considered to be malingering. 
 

B. Between 25-30% of individuals presenting for worker’s compensation or disability 
claims demonstrate probable symptom exaggeration.  
 

C. In their survey of the American Board of Clinical Neuropsychology membership, 
Mittenberg et al. (2002) determined that 30% of 3,688 disability cases involved 
probable malingering.  

 
III. GENERAL CLINICAL ISSUES IN THE DETECTION OF MALINGERING 

 
Understanding real symptoms underlies distinguishing typical from atypical symptoms. 
 
Seven validated detection strategies for feigned mental disorders are outlined below.  
Remember these as “The Magnificent Seven”: 
 
A. Rare Symptoms.  Malingerers are often unaware of which symptoms occur 

infrequently among patients with genuine disorders. The rare-symptoms strategy 
works can be used to detect feigning patients, who endorse a substantial proportion of 
these highly infrequent symptoms.  

 
B. Improbable Symptoms.  Approximately one-third of malingerers dramatically 

overplay their presentations and present improbable symptoms that have a very 
bizarre or fantastic quality. As an example, a patient’s report of seeing Satan and his 
wife as conjoined twins would be an improbable symptom.  

 
C. Symptom Combinations.  Many malingerers do not consider which symptoms are 

unlikely to occur together (i.e., symptom combinations). One approach is the use of 
unlikely symptom pairs in which each symptom is common by itself. For example, 
generalized anxiety and restful sleep are unlikely to occur together. 

 
D. Symptom Severity.  Most genuine patients experience symptoms on a continuum 

from mild to moderate or even extreme. Malingerers often do not appreciate this 
continuum and report many symptoms as severe or extreme (i.e., symptom severity).  

 
E. Indiscriminant Symptom Endorsement. When given a structured format covering 

many disorders, some malingerers endorse two-thirds or more of the symptoms 
presented (i.e., indiscriminant symptom endorsement). Genuine patients typically do 
not report such an array of diverse symptoms.  
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F. Obvious vs. Subtle Symptoms. Malingerers tend to focus on “obvious” symptoms 

clearly indicative of a mental disorder and overlook “subtle” symptoms that are not 
immediately associated with that disorder. In feigning schizophrenia, positive 
symptoms (e.g., hallucinations) may be emphasized and negative symptoms (e.g., 
avolition) entirely ignored. 

 
G. Reported versus Observed Symptoms. Many genuine patients lack insight into their 

own symptomatology and their presentations may be highly inconsistent with clinical 
observations. In using this detection strategy (Reported versus Observed Symptoms), 
both the type and magnitude of observed inconsistencies must be evaluated. To avoid 
errors, blatant inconsistencies must be evaluated for the current time only, since past 
symptoms are not directly observable. Some clinicians choose to mention these 
observed inconsistencies (e.g., reportedly poor concentration but the capacity to focus 
on an extended interview) to the patient. As a benchmark, genuine patients are 
unlikely to deteriorate suddenly in their functioning after a simple remark about 
observed inconsistencies.  

 
IV. GENERAL TESTING STRATEGIES TO ASSESS MALINGERING 
 

A. Floor effect approaches:  The concept known as the “floor effect” involves the 
incorporation of extremely easy questions or tasks in the testing methodology. Such 
items generally involve over-learned information or simple skills that are easily 
retained, even in those with limited intellectual functioning. Examples of such items 
include requests to perform simple arithmetic calculations (e.g. 2+2=?), questions 
about basic common information (e.g. Who is President of the United States?), 
queries regarding basic autobiographical information (such as one’s age or birthday), 
requests to complete a simple sequence (e.g. a, b, _; 3, 4, __), or instructions to copy 
or recall simple diagrams or designs. Examples of Floor Effect Tests include: 
 
1.  The Rey 15-item Test (FIT) is an example of such an assessment.  This test 

requires that individuals remember a set of 15 letters, numbers and geometric 
shapes that are in fact quite simple because of their redundancy.  Various cut 
scores (the score that separates malingerers from non-malingerers) have been 
suggested although any score less than 10 is generally accepted as indicating a 
lack of effort.  A meta-analysis of the FIT indicated that its specificity (correctly 
identifying a person as not feigning) was much higher than its sensitivity 
(correctly identifying a person as feigning; 92% compared to 43%) with an 
overall hit rate of 70% In an effort to improve the sensitivity, Griffin modified the 
FIT by increasing its redundancy, providing standardized administration 
instructions, and outlining a method of qualitative scoring.  In a clinical 
population and using the qualitative scoring method, he estimated the sensitivity 
at 71% although the specificity dropped to 75% with this scoring system.   
 

2.  The b Test (Boone et al. 2002)  Key point:  used to assess suspect effort in a 
variety of claims, to include impaired memory due to problems with attention, 
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focusing, or concentration. The b Test is a letter recognition and discrimination 
task designed to detect suspect test-taking effort in individuals aged 17 or older. 
 
a. The test consists of a 15-page Stimulus Booklet, each page of which contains 

an array of lowercase “b”s interspersed among other letters that serve as 
distractors. 
 

b. The examinee is asked to circle all the “b”s that are on each page, working as 
rapidly as possible. 

 
c. The error totals, along with the time required to complete the task, are needed 

to calculate the Effort Index (E-score), which is the primary measure of test-
taking effort on the b Test.  

 
d. Total time required for administration and scoring is typically 15 minutes or 

less.  
 

B. Symptom validity testing (SVT): 
 

1.  SVT involves asking the patient to choose one of two items relevant to their 
complaint.  For example, if a person reports that they have impaired memory, they 
can be shown a series of words, pictures, or even numbers.  They are then 
presented two items with only one of the two items having been previously 
presented to them.  The person is then asked to make a forced-choice, i.e. identify 
which item they had been shown.  Individuals with a genuine memory loss are 
expected to correctly identify approximately 50% of the items.   
 

2. Through the use of statistics, the evaluator can determine the probability that a 
person with genuine amnesia would score below chance levels (76). There are 
numerous SVTs to assess whether is person is putting forth their best effort when 
their memory is tested.  Because the use of multiple SVTs is more likely to detect 
below-chance results than a single test, the examiner should consider using 
multiple SVTs in forensic neuropsychological evaluations.  Many commonly used 
tests to assess memory loss utilize this SVT approach.   

 
3. Example SVT tests include the following: 

 
Test of Memory Malingering (TOMM): 
 
 The TOMM is a visual recognition test that involves presenting the individual 

with 50 different picture drawings.   
 

 Two learning trials are presented followed by a retention trial.  Scores below 
chance or based on criteria developed from head injured or cognitively 
impaired individuals are indicative of feigned memory impairment. 
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4. Morel Emotional Numbing Test.  This instrument assesses affect recognition in a 
two-alternative forced-choice format.  Many of the SVTs used are primarily 
measures of memory malingering whereas the MENT assesses primarily PTSD 
malingering.   
 
 Using the two-alternative format, the MENT was designed to give the test 

taker the impression that deficits in affect recognition are pathognomonic of 
PTSD as follows:  “Some individuals with PTSD may have difficulty 
recognizing facial expressions.” 
 

 In reality, any adult who puts forth a reasonable amount of effort (except for 
visually impaired of those with less than a 3rd grade reading level) would 
complete the task with 90-100% accuracy even if they have PTSD (Morel 
2008). 

 
C. Unusual Patterns of Response Tests 

 
1. Several psychological tests evaluate if the examinee is providing atypical 

responses to questions about mental health symptoms. Examples of such atypical 
responses include symptoms rarely presented by those with a genuine mental 
disorder, an unusual combination of symptoms, highly improbable or absurd 
symptoms, or an inconsistency in reported symptoms as compared to actual 
behavior observed during the evaluation or with prior reported symptoms on the 
test. 
 

2. Miller Forensic Assessment of Symptoms Test (M-FAST): 
 
 Developed as a screening instrument designed to identify malingered 

psychopathology.   
 

 It is a 25-item structured interview that can be administered in approximately 
5 minutes.  

 
 The M-FAST consists of items rationally derived from the literature on 

constructs useful in identifying malingerers and yields scores relevant to seven 
strategies: Unusual Hallucinations, Reported versus Observed, Rare 
Combinations, Extreme Symptomatology, Negative Image, Unusual Symptom 
Course, and Suggestibility.  

 
 A score of 6 or higher is suggested by the manual as indicative of a need for 

more extensive assessment.  Research indicates that it is effective in 
identifying feigning in a variety of settings (77, 78). 

 
3. The Structured Inventory of Malingered Symptomatology (SIMS): 
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 A 75-item true/false self-report test developed as a screening tool for 
malingering.   
 

 One advantage of the SIMS is that it contains five subscales that assess 
malingering in areas other than psychopathology.  The subscales are Low 
Intelligence, Amnestic Disorders, Neurological Impairment, Affective 
Disorders and Psychosis.  Research has been mixed regarding its effectiveness 
in discriminating psychiatric patients from malingerers. 

 
 Scores greater than 14 are suggest possible malingering. 

 
4. Structured Interview of Reported Symptoms (SIRS):  

 
 The most widely used assessment for the detection of feigned psychiatric 

symptoms using this paradigm is the Structured Interview of Reported 
Symptoms (SIRS). The SIRS was developed to assess a broad range of 
strategies in the detection of feigning.  
 

 It is a 172-item structured interview, which requires approximately 30 to 45 
minutes to administer. The original SIRS contained eight primary and five 
supplementary scales. The supplementary scales were used only if the 
respondent did not endorse symptoms in sufficient quantity to make a 
definitive determination. Responses on the primary scales were classified as 
honest, indeterminate, probable or definite. An individual was considered to 
be feigning psychiatric symptoms if he/she scored in the definite range on at 
least one primary subscale or in the probable range on three or more primary 
subscales. Studies indicated that these criteria optimized both sensitivity and 
specificity.  

 
 The SIRS has been shown to be both a valid and reliable method for detecting 

malingering with very low false-positive rates, although others have found the 
false positive rate to be extremely high.   

 
 Despite this criticism, the SIRS has been reported to have general acceptance 

among forensic experts in evaluations and is often cited as the “gold standard” 
or “benchmark” in the detection of feigned psychiatric symptoms.  The SIRS 
has recently been revised (SIRS-2) although the primary scales remain 
unchanged.   

 
 A new supplementary scale was added, which was developed to assess 

feigned cognitive deficits.  The SIRS-2 provides an algorithm for decision-
making that includes the use of composite scores as well as the primary scales.  
No information has yet been provided on the likelihood of feigning based on 
this algorithm.  

 
D. Self-report tests of psychological functioning 
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1. Perhaps the most researched strategy in the detection of response bias is to 

employ self-report tests of general psychological functioning that also include 
validity scales.   
 

2. The two instruments most often used in this regard are the Minnesota Multiphasic 
Personality Inventory (MMPI) and the more recent version, the MMPI-2 and the 
Personality Assessment Inventory (PAI). The MMPI-2 is a 567-item self-report 
instrument designed as a measure of general psychopathology.  It has been cited 
as being “the mostly widely administered objective personality test in forensic 
evaluations” largely because of the extensive research conducted on its ability to 
detect response bias via the embedded validity scales.  The three original validity 
scales from the MMPI included the Lie scale (L), the Infrequency scale (F) and 
the defensiveness scale (K). 

 
V. EVALUATION OF MALINGERED DEPRESSION 
 

A. In their research, Gervais et al (2001) found that between 25-30% of patients who 
claimed major depression in civil litigation were probably malingering based on their 
performance on forced choice tests.   
 

B. Carefully review DSM-5 criteria to determine if individual meets criteria for a 
depressive disorder. 
 

C. Questions to clinically evaluate possible malingered depression (Scott and 
McDermott in press, 2017): 
 
1. Does the person have a wide range of facial expressions inconsistent with a 

depressed state? 
2. Does the person have a normal range of motor movements inconsistent with being 

very slow or very agitated? 
3. Does the person laugh and joke during the examination, inconsistent with 

depression? 
4. Does the person report involvement in a variety of activities that they enjoy 

doing? 
5. Does the person actually a change in weight that they describe? 
6. Does the person indiscriminately endorse symptoms unrelated to depression? 
7. Does the person promote their personal strengths in a positive laudatory manner 

inconsistent with a low self-esteem? 
8. Does the person state that others are to blame for their problems and that they are 

blameless? 
9. Does the person perform poorly when asked extremely easy questions about their 

life, such as their birthday? 
10. Does the person demonstrate a sudden worsening of reported problems in 

memory and concentration once informed they are going to be “tested”? 
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11. Does the person suddenly appear more depressed when they think they are being 
observed vs. unobserved? 
 

C. Understand that self-report instruments for depression do NOT include measures of 
malingering. In his study examining the use of the Beck Depression Inventory (BDI) 
as a measure of depression, Lees-Haley (1989) instructed 52 untrained volunteers to 
malinger symptoms in a manner that would be effective in the course of civil 
litigation. His findings demonstrated that 96% were able to feign depression and 
nearly 60% successfully feigned extremely severe depression.  

 
These results emphasize that self-report questionnaires asking about mood symptoms 
produce results that may satisfy the diagnostic criteria of a mood disorder when in 
reality the person may have minimal, if any, genuine symptoms. 

 
VI. THE “ROSENHAN” STUDY (1973) 
 

A. Rosenhan study (1973)-often cited to provide evidence in court that psychiatrists are 
unable to distinguish between the “sane” and “insane” and between “normal” and 
“abnormal.” 
 

B. In this study, eight normal, sane people gained admission to twelve different mental 
hospitals.  These eight are referred to in the article as “pseudo patients.” 
 

C. The eight included a psychology graduate student in his 20’s, three psychologists, a 
pediatrician, a painter and a housewife.  Three were women and five were men. None 
had ever suffered symptoms of serious psychiatric disorders.  All were functioning 
well in their family, interpersonal and occupational lives. 
 

D. To gain admission, the pseudopatient arrived at the Admissions Office complaining 
that he or she had been hearing voices.  When asked what the voices said, they replied 
that they were often unclear, but as far as they could tell they said, “Empty,” 
“Hollow,” and “Thud.” 
 

E. Immediately upon admission to the Psychiatric Ward, the pseudo-patient ceased 
simulating any symptoms of abnormality. 
 

F. All of these pseudopatients were diagnosed as schizophrenic based on this one 
reported symptom except for one patient who was diagnosed as bipolar disorder.  
There were never found out and were eventually discharged with the diagnosis of 
“schizophrenia in remission.” 
 

G. The range of stay was from 7 to 52 days with the average being 19 days. 
 

H. This study is often used by prosecutors to suggest that mental health professionals are 
very gullible and unable to recognized malingered psychotic symptoms. 
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VII. CLINICAL CLUES TO MALINGERED PSYCHOSIS (Resnick 1984) 
 

A. Malingerers’ symptoms may fit no known diagnostic entity. 
 

B. Malingerers may overact their part.  Malingerers are eager to call attention to their 
illnesses in contrast to schizophrenics, who are often reluctant to discuss their 
symptoms. 
 

C. Malingerers are likely to have contradictions in their accounts of their illness. 
 

D. Malingerers are more likely to evasive, repeat questions or answer questions slowly, 
to give themselves more time to make up an answer. 
 

E. Malingerers are more likely to try to take control of the interview and behave in an 
intimidating manner. 
 

VIII. MALINGERED VS. TRUE HALLUCINATIONS 
 

A.  There are numerous details the evaluator should listen for when hallucinations are 
being described.  Some characteristics of auditory hallucinations include: 

 
1. Content 
2. Clarity 
3. Loudness 
4. Vividness 
5. Duration 
6. Frequency 
7. Continuous or intermittent 
8. Single or multiple voices 
9. Male or female 
10. Inside or outside of the head 
11. Tone of voice of hallucinations 
12. Voices speak in second or third person 
13. Insight into unreality of voices 
14. Belief that others could hear voices 
15. Relationship to person speaking 
16. Associated hallucinations of other senses 
17. Patient alone or with others 
18. Converse back with the voices 
19. Ability to put the voices out of m mind 
20. Mood during hallucinations 
21. Relationship to delusions 
22. Concomitant confusion 
23. Patient’s reaction to the voices 
24. Direction to do things from voices 
25. Consequences for failure to obey 
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26. Effort not to obey voices 
27. Alternative rational motive for the acts 
28. What makes the better or worse 
29. The number of voices 

 
B.  It is important when assessing potentially malingered hallucinations, to begin with 

very open ended questions in reference to what the person reports experiencing.   
 
 1.  Describe what you are hearing. 
 2.  Is there anything else you can describe? 
 3.  Anything else about this experience you can remember? 

 
C.  Be careful not to educate the evaluee/patient regarding what exact signs and 

symptoms you are expecting to make an accurate diagnosis.  Over time, the person 
can anticipate answers to give based on prior questioning.  Some have called this 
education “Clinician Assisted Deception.” 

 
D. Auditory hallucinations 
 

1. Auditory hallucinations are usually perceived as words or sentences heard by the 
patient as remarks or comments concerning him or her.   
 

2. Hallucinations from drugs are commonly described as unformed noises. 
 

3. In a study of 100 consecutive patients with hallucinations (61%) were 
schizophrenic, detailed phenomenology was studied (Nayani and David 1996) 

 
a. Internal vs. external hallucinations: 
 

49% of the sample heard the voices through their ears as external stimuli. 
 
38% heard them in internal space. 
 
12% heard them in both variably. 

 
b. The most common encountered hallucinated utterances were simple terms of 

abuse (60%) 
 

Female subjects described words of abuse conventionally directed at women 
(e.g. slut). 
 
Male subjects described “male” insults such as those imputing homosexuality. 

 
4. Strategies to decrease hallucinations-Ask what the person does to make the voices 

go away.  In one study, 76% of patients were able to identify at least one activity, 
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either cognitive or behavioral-which helped them in dealing with auditory 
hallucinations. 

 
Frequent coping strategies in actual schizophrenics are: 
 
a. Specific activities (working) 
b. Changes in posture (lie down or walk) 
c. Seeking out interpersonal contact 
d. Taking medication 

 
Activities that have been shown to make voices worse: 
 
a. 80% of those with hallucinations stated that being alone worsened their 

hallucinations (Nayani and David, 1996) 
 
b. The two things that made voices worse were listening to the radio or watching 

television (Leudar et al. 1997) 
 

TV programs were particularly hallucinogenic.  Voices sometimes comment 
about the program. 

 
5. Summary of suspect auditory hallucinations: 

 
a. Continuous rather than intermittent 
b. Vague or inaudible hallucinations 
c. Not associated with delusions 
d. Stilted language 
e. No strategies to diminish voices 
f. Claim that all instructions are obeyed 

 
D.  Visual hallucinations 
 

1. Visual hallucinations (46% vs. 4%) were found more often with malingerers than 
genuinely psychotic individuals. 
 

2. Visual hallucinations were usually of normal-sized, animals or other objects. 
 

3. Occasionally small (Lilliputian), especially in alcoholics, organic, or toxic 
psychoses, especially anticholinergic (Atropine) toxicity. 

 
Lilliputian hallucinations are rare in schizophrenia. 

 
4. Visual hallucinations are usually consistent with auditory hallucinations and with 

delusional thinking. 
 

5. Psychotic hallucinations do not change if the eyes are open or closed. 
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6. Drug induced visual hallucinations are more readily seen with the eyes closed. 

 
7. Dramatic, atypical visual hallucinations should arouse suspicions of malingering. 

 
8. Summary of suspect visual hallucinations: 

 
a. Visual alone in schizophrenia 
b. Black and white 
c. Dramatic, atypical 
d. Change with eyes closed 
e. Miniature or giant figures 
f. Visions unrelated to delusions or auditory hallucinations 

 
IX. MALINGERED VS. TRUE DELUSIONS 
 

A. Delusion-a false statement made in an inappropriate context with inappropriate 
justification.  A fixed false belief. 
 

B. Most delusions involve the following general themes: 
 

1. Disease 
2. Nihilism, poverty, sin and guilt 
3. Grandiosity 
4. Jealousy 
5. Love (erotomania) 
6. Persecution 
7. Reference 
8. Religion 
9. Being poisoned 
10. Being possessed (Cacodemonomania) 
11. Being the descendant of royal family 
12. Having insects under the skin (delusional parasitosis) 
13. Significant others have been replaced by doubles (Capgras syndrome) 

 
C. Clues to malingered delusions: 

 
1. Abrupt onset or termination 
2. Eagerness to call attention to delusions 
3. Conduct not consistent with delusions 
4. Bizarre content without disordered thoughts 
5. Delusions with exaggerated cognitive deficit. 

 
X. EVALUATION OF PTSD CLAIMS (Breslau 2009; Knoll and Resnick 2006) 
 

A.  Overview (Breslau 2009): 
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1. The lifetime cumulative exposure to any traumatic event in a national sample of 

the U.S. population in 2000 was 82.8%.  Despite the vast majority of the 
population being exposed to one or more traumatic event, only a minority of 
trauma victims (<10%) develop PTSD. 
 

2. PTSD prevalence is higher in women compared with men despite the increased 
likelihood of men experiencing a traumatic event. 
 

3. Persons with PTSD have high rates of other psychiatric disorders.  For example, 
those people who meet criteria for PTSD after a trauma are at a markedly 
increased risk for major depression. 

 
B.  Apply the duration and “clinically significant impairment” criteria.  Boals and 

Hathaway (2010) noted the importance of reviewing the F (duration of symptoms 
greater than a month) and G criteria (clinically significant distress or impairment) for 
PTSD in addition to the reported symptoms.   In particular, when F and G criteria 
were included in individuals reported PTSD symptoms, those meeting PTSD criteria 
dropped from 20% to 3%. 

 
C.  Forensic interview of evaluee (Knoll and Resnick 2006): 

 
1. Take a careful history without providing verbal or nonverbal clues regarding 

genuine symptoms of PTSD or any skepticism of evaluee’s report. 
 

2. Begin with open-ended questions and avoid leading questions regarding PTSD 
symptoms. 
 

3. Firmly request detailed illustration of symptoms.  DSM criteria are readily 
available and therefore a malingerer may be easily able to report basic symptoms.  
However, malingerers may have difficulty elaborating on criteria with personal 
life details and are more likely to report vague symptoms with an artificial quality. 
 

4. Inquire as to both duration of exposure to PTSD stressor and proximity to 
stressor.  Increased exposure and closer proximity to stressor increases the risk of 
acquiring PTSD symptoms. 
 

5. Take careful dream/nightmare history: 
 

a. Disturbed sleep is a hallmark of PTSD.  Up to 75% report nightmares whereas 
about 5% of all adults report nightmares. 
 

b. Characteristics of genuine PTSD nightmares vs. malingered nightmares 
include increased nocturnal awakenings, awakening earlier in the evening, 
increase in body movements, and increase in REM abnormalities. A 2013 
review of sleep disturbances found in PTSD noted that although nightmares 
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are primarily a REM sleep phenomenon, they may also occur during non 
REM sleep in patients with PTSD.  Therefore, there can be disturbances in 
both REM and NREM sleep. 
 

c. Genuine posttraumatic nightmares typically ameliorate after standard 
treatments for PTSD. 
 

d. There is mixed literature regarding whether or not reporting exact replications 
of nightmares is consistent with genuine vs. malingered nightmares.  
Wittmann, Schredl, and Kramer (2007) reviewed several studies and found 
that approximately 50% of participants reported replicative post-trauma 
nightmares, while a study of treatment seeking individuals found that only 
20% of trauma-exposed individuals reported replicative nightmares (Davis et 
al. 2007). 

 
6.  Flashbacks:  involuntary memories involving re-experiencing distressing events in 

the present (Brewin 2015).  
 
a. 9% of veterans with genuine PTSD from the first Gulf War described 

flashbacks. 
 

b. Flashbacks described more commonly in clinical situations and civil litigation. 
 

c. Brewin et al (2012) demonstrated that flashbacks can be reported to include 
stimuli a person has not experienced if they have previously been presented 
such stimuli as part of their own trauma narrative. 

 
7. Look for actual evidence of concentration deficits, irritability and hypervigilance 

during the interview. 
 

8. Obtain details regarding daily activities before and after the trauma. 
 

9. Investigate if the patient has an ability to enjoy recreation while reporting an 
inability to work. 
 

10. Inquire into rare or improbable symptoms not typically seen in PTSD.  Consider 
asking about symptoms not associated with PTSD such as inflated self-esteem, 
decreased need for sleep, increased talkativeness or impulsive spending. 
 

11. Consider using psychological testing to assess for malingering to include SVT 
tests.  One such test being studies to assess malingered PTSD is the Morel 
Emotional Numbing Test.  This instrument assesses affect recognition in a two-
alternative forced-choice format.  Many of the SVT’s used are primarily measures 
of memory malingering whereas the MENT assesses primarily PTSD 
malingering.   
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12. The M-FAST (Miller Forensic Assessment of Symptoms Test) has demonstrated 
a significant difference between war-related PTSD and malingering participants 
using a cutoff score of six or higher. 
 

15. Gather collateral information (e.g. family members, friends, or significant others). 
 

XI EVALUATING AMNESIA CLAIMS (Scott 2012) 
 

A. Amnesia definition: memory impairment while other basic cognitive functioning 
remains intact.  Disorders that involve marked impairment in multiple cognitive 
domains, such as dementia or other progressive neurological disorders, are not 
typified by isolated memory impairments.  
 

B. Amnesia can be divided into two main types based on how the memory loss is 
referenced to a particular point in time: 

 
1.  Anterograde amnesia involves difficulty in recalling new facts or life events 

after the onset of a particular condition or incident. Anterograde amnesia is 
typically global in that memory for all newly presented information (both verbal 
and non verbal) is impaired regardless of how the information is presented.  The 
majority of patients suffering from anterograde amnesia have some degree of 
retrograde amnesia. However, this pattern is not absolute.  In fact, there are 
reported cases of people with particular brain injuries or diseases that experience 
anterograde amnesia with minimal or no associated retrograde amnesia. 

 
The term “Transient Global Amnesia” (TGA) was coined by Fisher and Adams 
(1964).  TGA is characterized by complete anterograde amnesia, which may 
result in the person experiencing disorientation to time and place.  Because 
affected persons are able to use their long-term memory, they retain knowledge 
about who they are and are often able to make logical interpretations of their 
circumstances.  Common characteristics of TGA include repetitive questioning 
and answering, repetitive behaviors, apathy or agitation, and a transient memory 
loss usually lasting between 1-24 hours.  The exact etiology of TGA is unclear 
though many cases appear triggered by precipitating events such as physical 
exertion, sexual intercourse, emotional stress related to arguing, or certain 
medical procedures.  TGA is distinguished from other forms of anterograde 
amnesia by its short duration and memory recovery. 

 
2. Retrograde amnesia occurs when a person has impaired retrieval of information 

that they had learned prior to the onset of a condition or situation (Kopelman 
2002). Focal retrograde amnesia is defined as a memory loss for an isolated 
circumscribed period of a person’s life.  Offenders who claim amnesia only for 
the period of their criminal behavior without other memory deficits are reporting a 
focal (i.e. circumscribed) retrograde amnesia.  
 

VI. PROPOSED AMNESIA CAUSES 
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A.  Organic: 
 
1.  A variety of circumstances may impact brain structures that relate to the 

encoding and consolidation of memories. For example, medical conditions (such 
as diabetic hypoglycemia or traumatic head injury) may interfere with the brain’s 
ability to input and store the memory (Kopelman 2002). The list of possible 
medical conditions affecting memory is extensive and careful consideration of an 
organic etiology is important when evaluating amnesia claims. 
 

2. Head injuries are a common proposed cause of amnesia in both civil and criminal 
litigation.   

 
3. Medical causes of amnesia include: 

 

 Alcohol and/or substance use (see section below) 
 Aneurysm rupture of the anterior communicating artery 
 Anoxia 
 Brain disease, impairment, or injury 
 Cerebrovascular accident 
 Delirium 
 Dementia 
 Electroconvulsive therapy 
 Encephalitis 
 Hypoglycemia 
 Somnambulism 
 Transient epileptic forms of amnesia 
 Wernicke-Korsakoff Syndrome 

 
B. Proposed psychological causes of amnesia: 

1. Numerous potential emotional triggers for situation specific amnesia have been 
described in the literature.  Suggested psychological causes center on the theory 
that an altered emotional state or level of consciousness results in memories being 
stored in some type of exceptional or alternate context (Porter et al. 2001). When 
the person attempts to retrieve the memory in a calmer state, the memories are 
theoretically not accessible because of this state-dependent memory.  Emotional 
states that have been suggested to cause or contribute to amnesia include extreme 
rage, anger, psychosis, or dissociation resulting from severe trauma. In line with 
this theory, researchers have found that defendants with more emotionally driven 
and reactive murders are more likely to claim amnesia (56%) than defendants 
whose homicides involved planning (30%) (Merckelbach and Christianson 2007).  
 

2. Memory loss due to a rageful state usually related to a crime of passion has been 
referred to as a “red out.” Swihart et al. (1999) provides two cases examples to 
support this proposed this red-out phenomena, which he reports involves a sudden 
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rush of anger toward a known victim resulting in homicidal violence. In this red-
out scenario, the perpetrator describes a loss of memory that begins at the peak of 
the violent act with memory returning following the completion of the violence. 
These authors propose four key elements of a red-out: 

 
a. An intact memory for events before and after the violent attack;  
b. An unusual level of anger associated with the attack; 
c. Amnesia for the most violent part of the event; and 
d. The absence of any alcohol, drugs, or organic basis for the amnesia.  

 
Although the authors suggested malingering was unlikely in their two case 
reports, no structured assessments of malingering were described in their review.  
A person’s self-report regarding their “emotionality” prior to their claimed 
amnesia may need to be viewed with some skepticism. For example, one study 
found that murderers nearly always provided an exaggerated account of their 
emotionality at the time of the crime as determined by comparing their statements 
to official crime reports (Porter, Woodworth and Doucette 2007).  

 
3. The Diagnostic and Statistical Manual, Fifth Edition, (DSM-5) uses the term 

dissociative amnesia when describing psychological states associated with 
memory loss.  According to the DSM-5, the diagnosis of Dissociative Amnesia 
“is an inability to recall important personal information, usually of a traumatic or 
stressful nature, that is inconsistent with ordinary forgetting” (DSM-5, page 298).  
The DSM-5 eliminated the separate diagnosis of Dissociative Fugue from the 
DSM-IV-TR and this is now a modifier for Dissociative Amnesia. 
 

4. The DSM-5 distinguishes the diagnosis of Dissociative Amnesia from other 
diagnoses that may include an amnesic or dissociative state as one of the 
diagnostic criteria.  Alternate diagnoses include: 
 
a. Dissociative Identity Disorder:   
b. Posttraumatic stress disorder 
c. Neurocognitive disorders 
d. Substance-related disorders 
e. Posttraumatic amnesia due to brain injury 
f. Seizure disorders 
g. Catatonic stupor 
h. Factitious disorder and malingering 
i. Normal and age-related changes in memory 

 
5.  Dissociative Identity Disorder in the DSM-5 had some alteration in the language 

that may make it easier to diagnose DID while at the same time wording in the 
text portion emphasizes the evaluation of malingering.  Key aspects of this new 
definition include: 
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a. Disruption of identity characterized by two or more distinct personality states, 
which may be described in some cultures as an experience of possession. The 
signs of symptoms may be observed by others or reported by the individual. 
 

b. Recurrent gaps in the recall of everyday events, important personal 
information, and/or traumatic events that are inconsistent with ordinary 
forgetting. 
 

c. DSM-5 recommendations of features to consider when considering 
malingering vs. DID include the following: 
 

 Those who feign DID do not report subtle symptoms of intrusion 
characteristics. 

 Those who feign DID tend to over report well publicized symptoms of the 
disorder, such as dissociative amnesia while underreporting other 
symptoms such as depression. 

 Those who feign tend to be relatively undisturbed by or may even seem to 
“enjoy” having the disorder in contrast to those with genuine DID who 
tend to be ashamed of and overwhelmed by their symptoms and tend to 
underreport or deny their condition. 

 Those who feign may present an “all-good” identify and an “all-bad” 
identity in hopes of gaining exculpation for a crime. 

 
C. Malingered amnesia in criminal cases: 

 
1. The precise prevalence rate of malingered amnesia in criminal cases is difficult to 

establish.  However, when research subjects are asked to think of a way to defend 
against a hypothetical murder charge, amnesia combined with blaming the act on 
an internal force (such as an alternate personality) is the most commonly chosen 
strategy (Rabinowitz 1989, Spanos, 1986).  

 
2. Surveys of forensic psychologists indicate the base rate of malingering in referred 

cases is in the range of 11-20% (Mittenberg et al. 2002). Likewise, in one of the 
first studies examining offenders who claim amnesia, Hopwood and Snell (1933) 
described that nearly 20% of offenders reporting no recollections of their criminal 
acts were feigning their memory loss.  
 

3. Kopelman (2002) notes that there are at least four reasons to suggest that some 
amnesia claims are genuine and should not automatically be discounted. These 
reasons include 

 
a. Different offenders’ descriptions of their memory gaps are similar to each 

other, with the reported memory loss for the offense period typically lasting 
an hour or less.  
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b. Some victims or witnesses of violent crime who experience emotional arousal 
and/or alcohol intoxication have also claimed amnesia.  Despite these 
associated factors (which are often present in offenders) victim and witness 
claims are rarely questioned.  

 
c. Offenders’ amnesia claims may not help in their defense or may prevent 

important information they know from coming forward; yet they persist in 
reporting a loss of memory for their actions.  

 
d. Many offenders claiming amnesia have actually turned themselves into the 

police or failed to take steps to prevent their apprehension indicating that they 
are not malingering amnesia to avoid punishment.  
 

4. Even though some offenders turn themselves into police, they may still have 
multiple reasons to feign memory loss.  These include: 
 
a. Falsely claiming amnesia allows the defendant to potentially testify while 

remaining silent about the crime.  A defendant who reports no memory for the 
crime can significantly evade cross-examination for his criminal actions 
(Merckelbach and Christianson 2007). Along these same lines, a defendant 
may find it easier to claim amnesia as opposed to taking the riskier approach 
of lying or creating a fake alibi (Porter et al. 2001).  
 

b. Oorsouw and Cima (2007) demonstrated that pre-trial inmates were 
significantly more likely to claim amnesia for their crime compared to 
convicted inmates. Defendants who claim amnesia are likely to have an 
extensive psychiatric evaluation (Merckelbach and Christianson 2007). 
Because experts may not be adequately trained in assessing amnesia and/or 
may not conduct structured memory assessment, defendants may be 
inappropriately diagnosed as genuinely amnesic when they are faking. For 
example, one study indicated that trained forensic experts failed to identify 
50% of malingerers when they relied solely on the defendant’s self-report or 
failed to conduct or review appropriate psychological tests (Rosen and Phillips 
2004). 

 
c. Claiming amnesia provides the defendant a reason not to discuss the crime 

and thereby avoid potentially painful memories (14).  
 

5. Suspecting that a defendant may feign memory loss is justified for several reasons 
as summarized by Jelicic and Merckelbach (2007).  These reasons include: 
 
a.  Complete amnesia is rare, even in situations where a person may be in a 

different emotional state when the crime occurs than when they are later 
questioned about the crime.   
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b. Significant research notes that actions performed by a person are remembered 
better than other types of information (Engelkamp 1994) or other events 
witnessed (Symons and Johnson 1997).  

 
c. Individuals who witness a violent crime do not typically report memory loss 

of the traumatic event, suggesting that emotional trauma is an unlikely 
explanation for complete memory loss.  In particular, concentration camp 
survivors maintain memories of the brutal violence they experienced when 
examined 40 years later (Wagenaar and Grownewed 1990). Likewise, 
children between the ages of 5 and 10 who witness their parents being 
murdered maintain vivid recollections of the trauma (Symons and Johnson 
1997).  

 
d. Polled sexual and homicide offenders overwhelmingly report that feigning 

memory loss is common when charged with these offenses. 
 

e. Studies of convicted offenders who claimed crime-related amnesia note that 
they are more likely to score in the malingering range on a self-reported 
instrument to assess feigned rare and bizarre cognitive and psychiatric 
symptoms compared to prison inmates who have not claimed amnesia.  

 
6. The presence of psychopathy has been suggested as a factor that might increase 

the likelihood that an offender will malinger amnesia. 
 
a. Psychopathy represents a personality construct characterized by severe 

personality defects (e.g., lack of empathy, callousness, lack of remorse, 
pathological lying, conning others) and disruptive behaviors (e.g., juvenile 
delinquency, early childhood behavioral problems, adult arrests) (Hare 1993).  
 

b. One study sometimes cited to suggest that psychopaths facing legal charges 
are more likely to feign amnesia for their crime involves research conducted 
by Lynch and Bradford (1986).  In this study, 22 pre-trial defendants, all of 
whom reported some type of alcohol and/or drug amnesia regarding their 
offense, were referred for a forensic psychiatric evaluation.  A polygraph was 
given to the defendants to evaluate the truthfulness of their amnesia claims.  
The authors noted that 63% of offenders with psychopathic features were 
deceptive in their amnesia claims compared to 50% of those without 
personality disorders. The study, however, did not incorporate any measure of 
psychopathy.  Instead, all personality disorders were grouped together into 
one personality group.  Of note, the study results did not show how any 
subject met diagnostic criteria for antisocial personality disorder or 
psychopathy.  

 
c. Subsequent research indicates that contrary to what might be expected, 

psychopathic criminal defendants are not more likely to feign a psychiatric 
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disorder (Kurchaski et al. 2006) or be particularly adept at malingering 
(Poythress et al. 2001). At the present time, psychopathy by itself cannot be 
cited as a reliable indicator that the person is malingered amnesia.  

 
d. There is no precise feigned-amnesia profile.  Research studies are mixed 

regarding the demographics of those who falsely claim amnesia (Grondahl et 
al. 2009), although some evidence indicates that older offenders more 
commonly claim amnesia (Cima et al. 2004).  
 

X. AMNESIA EVALUATIONS-FORENSIC REVIEW AND HISTORY 

A. Conduct a relevant medical and psychiatric examination. 

1. The evaluator should first clarify that the reported problem is one of amnesia 
rather than memory problems associated with dementia, delirium, or a 
developmental disability such as mental retardation. A memory evaluation should 
be comprehensive and in many circumstances will be aided by 
neuropsychological testing.  Basic components of a memory evaluation include 
the following: 
 
a. Orientation to time and place; 
b. Ability to recall prose; 
c. Rote learning; 
d. Visuospatial memory and retention; 
e. Remote memory and fund of information; and  
f. Autobiographic memory. 

 
2. Potential medical contributions to memory loss must be investigated with 

appropriate laboratory testing, physical and neurological examinations, and 
imaging when indicated.   
 

3. In cases involving retrograde amnesia resulting from severe head trauma, older 
memories more commonly return than more recent memories.  Over time the 
amnesia substantially resolves with the amnesic period limited to the traumatic 
event and the few seconds prior to the event. Offenders claiming amnesia as a 
result of brain trauma whose memory recovery does not follow this pattern should 
be carefully screened for malingering.  This pattern is sometimes referred to as 
“Ribot’s law.”  

 
4. Semi-structured diagnostic assessment tools may assist in better understanding 

memory loss complaints. Numerous instruments are available to guide the 
evaluator in asking questions specific to amnesia associated with a wide variety of 
conditions.  Semi-structured interviews that have been used to assess amnesia 
associated with Posttraumatic Stress Disorder (PTSD) include the Clinician-
Administered PTSD Scale (CAPS), the Peritraumatic Dissociation Experiences-
Rater version (PDEQ-R), and the PTSD Symptom Scale Interview.  
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5. Similarly, a variety of semi-structured interview instruments to assess dissociation 

(with related amnesic components) have also been published. One commonly 
used screening instrument for dissociation is the Dissociative Experience Scale 
(DES). The DEC consists of 28 statements that related to a range of dissociative 
symptoms and the person evaluated is asked to note how often they have such 
experiences when they are not under the influence of alcohol or drugs.  Scores of 
30 or higher have been noted as suggesting severe dissociation.  Two other 
structured interviews to evaluate potential dissociative disorders include the 
Dissociative Disorders Interview Schedule (DDIS) and the Structured Interview 
for DSM-IV Dissociative Disorders (SCID-D). 

 
6. Although semi-structured interview instruments may assist the evaluator in asking 

specific symptom related questions, the majority of these instruments rely on self-
reports alone to code and score the responses.  Therefore, in those individuals 
feigning memory loss, a “finding” of amnesia or dissociation does not prove that 
the claimed memory impairment is genuine or related to the crime.  For example, 
McLeod et al (2004) noted that male prisoners’ high levels of dissociative 
symptoms were unrelated to their violent crimes (43). Furthermore, in their study 
of Canadian homicide offenders, Woodworth et al. (2009) found that although 
dissociative tendencies as measured with the DES were associated with a self-
reported memory loss, objective measures of memory quality did not reflect this 
perceived impairment.  

 
B. Clarify the characteristics of claimed amnesia  

1. When a person claims amnesia, the evaluator should carefully determine the type 
(i.e., anterograde, retrograde, or both) and extent of memory deficit reported. The 
following symptoms of extreme specificity regarding amnesia reports have been 
described as consistent with malingering. 
 
a. A circumscribed memory loss for the crime with recall of events before and 

after the crime.  In one study of murderers who claimed amnesia, the majority 
(60%) reported that their memory loss was limited to the crime itself 
(Bradford 1979). This isolated pattern of memory loss contrasts with studies 
of memory and emotional events which generally find that people remember 
the event very well but have some memory loss for information before and 
after the emotionally arousing incident (Christianson et al. 2007). 
 

b. A sharp and sudden onset and ending of the circumscribed amnesic period. 
Genuine amnesia more characteristically has a blurred beginning and ending 
(Power 1979).   

 
c. A complete loss of memory for a circumscribed period.  In a study of 21 

convicted male offenders claiming amnesia, 20 claimed partial amnesia and 
only 1 claimed complete amnesia. These findings indicate that complete 
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amnesia for a criminal act is very rare (Gronwahl 2009) and amnesia for the 
complete act of killing is very unlikely (Christianson et al. 2007).  

 
d. An attitude by the person that nothing can possibly help their memory 

recovery.  Schacter (1986) assessed offenders’ “feeling-of-knowing” in 
regards to their beliefs that their memory return could be assisted by cues, 
reminders, reenactments, or a return to the crime scene.  Offenders with low 
“feeling-of-knowing” ratings were dogmatic that their memory could not be 
helped by any assistance and this pattern was described as characteristic of 
malingerers. 

 
e. An overly dramatic presentation with reports that the symptoms experienced 

were extremely severe (Christianson et al. 2007). 
 

f. A report of extremely specific symptoms (i.e. “I can’t remember anything 
from precisely 8:00 a.m. until 12:00 p.m.) (Christianson et al. 2007). 

 
g. A report that the amnesia was caused by intoxication contrary to available 

evidence (Christianson et al. 2007). 
 

C. Evaluate the relationship of alcohol and/or substance use to claimed amnesia: 

1. Alcohol use is common in violent offenders who claim amnesia.  In their study of 
criminal offenders, Taylor and Kopelman (1994) noted that over half of those 
claiming amnesia were under the influence of alcohol in the hours prior to their 
offense. Persons who consumed the most alcohol were more likely to report 
amnesia.   Other studies have indicated that over 85% of offenders claiming 
amnesia were under the influence of alcohol and/or drugs when they committed 
their crime (Parwatikar et al. 1985).  
 

2. Evaluators, however, should not assume that an offender’s reported alcohol or 
drug use has resulted in genuine amnesia.  For example, Cima et al. (2004) 
described that although substance-abuse-disordered forensic patients were more 
likely than controls to claim amnesia, only a minority of them had a sufficiently 
high alcohol or drug level to actually produce amnesia. This finding indicates that 
an offender may falsely claim that their substance use caused memory loss for 
their crime to minimize their personal responsibility (Cima et al. 2002). 

 
D. Evaluate degree of offense planning 

1. Criminal behavior is often described as either instrumental or impulsive. 
Instrumental crimes are those that involve a degree of planning as compared to 
more impulsive crimes, which are typically sudden, emotionally driven with little 
or no preparation.  In reality, there may be both instrumental and reactive 
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components involved in a crime.  Nevertheless, this distinction is important in 
evaluating authenticity of memory claims.   
 

2. Because elaborative processing and rehearsal actually improves memory (Brown 
and Craik 2000), planning and premeditation should enhance an offender’s 
memory for the crime.  As a result, genuine amnesia for instrumental criminal 
behavior would not be expected (Jelicic and Merckelbach 2007).  

 
3. To evaluate an offender’s memory regarding the alleged criminal act, the 

examiner might find it helpful to systematically follow Calhoun and Weston’s 
proposed pathway model to homicidal violence (Calhoun and Weston 2003).  
Table 4 below summarizes the first six steps to violent homicides in this model 
pathway with two additional subsequent steps (steps seven and eight) suggested 
by Christianson et al. (2007).  

 
Proposed pathway to violence 

Violent crime stages Associated feeling and action memories 

Step 1:  Grievance Feelings include anger, revenge, and being 
wronged 

Step 2:  Ideation Accepting use of violence to correct wrong 
or fulfill violent/sexual fantasies.  May 
identify with other assailants and discuss 
fantasies with others 

Step 3:  Research and planning May include gathering information to enact 
plan, inquiring about target, and conducting 
surveillance 

Step 4:  Preparations May involve assembling equipment, 
practicing firing gun, choosing clothing, 
writing messages to others, making will. 

Step 5:  Breach Positioning oneself close to the potential 
victim. 

Step 6:  Attack Enacting a plan, which requires 
commitment and resolve. 

Step 7:  Realization Actions upon the victim’s body, to include 
additional violence or sexual acts. 
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Step 7:  Post-crime behavior Behaviors aimed at avoiding discovery or 
staging the crime scene. 

 
E. Obtain relevant collateral information. 

1. Records often useful in both civil and criminal evaluations: 

 Any statements or writings by defendant or plaintiff (police reports, 
depositions, complaint, etc.) 

 Witness statements regarding crime or alleged cause of trauma 
 Investigative reports regarding crime or alleged cause of trauma 
 Medical records (to include neurologic workup) 
 Relevant neuroimaging studies 
 Psychiatric records 
 Alcohol and drug treatment records 
 Laboratory data associated with alcohol use (such as liver function tests)  
 Occupational records 
 Educational records 
 Observations by others regarding prior memory functioning 
 Observations by others regarding current memory functioning 
 Prior exposure to media regarding amnesia cases or presentation 
 General psychological testing 
 Specific malingering testing 
 Neuropsychological testing 

 
2. Records specific to criminal evaluations: 

 Arrest records 
 Booking records 
 Jail records (to include mental health screens and treatment) 

 
3. Records specific to civil evaluations: 

 Employee evaluation file 
 For accidents, on site emergency care, ambulance run sheets, emergency room 

records, accident report 
 Prior disability or workers compensation claims 
 Prior litigation history 
 Depositions of relevant parties to include expert witnesses 

 
EVALUATING MALINGERED ADHD 

Vignette: 
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You are asked to evaluate a Joe, a criminal defendant referred for a competency to stand 
trial evaluation.  He has been charged with assault with a deadly weapon and resisting 
arrest after he struck his fiancée with a baseball bat across her face when she refused to 
sign over her monthly paycheck to him.  When the police arrived at their trailer home, he 
swung at them with the bat as they attempted to arrest him.  Joe tested positive for 
methamphetamine at the time of his arrest.   

Joe reports that he has severe ADHD that prevents him from concentrating on his case, 
from consulting with his attorney, and from retaining information about the legal system.  
He reports that he has “fired” two past attorneys when they refuse to “just get the court to 
drop all my charges.”  In a prior evaluation, he told the evaluating psychologist that could 
not remember his attorney’s name and could not recall his charges because of his 
impaired attention.  He told this psychologist that he has used methamphetamine to “self-
medicate” his severe attention problems because he could not afford a psychiatrist to 
obtain a prescription stimulant. This psychologist administered the Conners’ Adult Scale 
and the Conner’s Performance Test and opined that based on these results, the defendant 
“without question meets criteria for a severe ADHD diagnosis that renders him 
incompetent to stand trial.”  This evaluator related that Joe’s firing of his attorney 
resulted from his “impulsive actions classic for ADHD.”  The court evaluator also 
rendered an opinion that the jail should immediately prescribe Joe a stimulant 
medication. 

When you question this defendant about his past mental health history and any treatment 
for ADHD during childhood, he quickly stands up, kicks his chair over, and leaves the 
evaluation room while yelling, “It’s all in my chart you asshole.  I’m not going to waste 
my time repeating my life history to you.  Look it up.”  

How would you proceed in evaluating this case? 

I. ADHD OVERVIEW 

A. Diagnostic criteria: The majority of DSM-5 criteria for ADHD are subjective in 
nature and rely heavily on self-report.  

B. ADHD is therefore easily malingered and examiners often obtain no collateral 
information or conduct any tests of feigning, particularly in adults. 

II. CLINICAL EVALUATION 

A. A comprehensive assessment of ADHD in adults should employ multiple strategies, 
including a structured clinical interview, medical examination, self-report rating 
scales, rating scales from other reporters, structured tasks of attention, and structured 
tasks of impulsivity (Roy-Byrne et al.1997). 
 

B. Interview observations to note: 

1. Ask if the evaluee learned about ADHD symptoms.  Do they have a family 
member with ADHD, have the researched ADHD symptoms, or have they been 
previously diagnosed with ADHD? 
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2. Does the individual show ability to attend to questions asked during the 
examination? 

3. Does the person appear easily distracted during the examination? 

4. Does the person attempt to appear less intelligent than their record indicates? 

5. Does the person have a dramatic change in performance when asked to perform 
tests of attention and concentration? 

C. Evaluator should VERIFY PAST HISTORY of ADHD because self-report for 
past ADHD symptoms is NOT reliable. In a prospective study (Mannuzza, Klein, 
Klein, Bessler, and Shrout, 2002), in which structured clinical interviews were 
administered to adults who were diagnosed with ADHD as children (based on strict 
research criteria) and adults who showed no evidence of ADHD in childhood. 
Interviewers, who were unaware of the diagnostic status of participants and the 
study’s purpose, rated the presence of clinically significant childhood symptoms of 
inattention, hyperactivity, and impulsivity based on the adult interview data. 
Interviewers then used their ratings to form both probable and definite diagnosis of 
childhood ADHD. Notably, 32% of childhood ADHD symptoms were recorded as 
clinically significant in at least 20% of the control participants, and 11% of controls 
were diagnosed with ADHD in adulthood based on their retrospective symptom 
report, despite having been carefully screened for the absence of ADHD when they 
were children.  

 
1. Rating scales are NOT do not detect malingered ADHD symptom report. 

Because self-report scales are subjective in nature and symptoms of ADHD are easily 
learned, there are concerns that individuals could easily feign ADHD symptoms on 
such scales.   
 

III. TESTING AND ADHD 
 
A. Neuropsychological research has not identified consistent findings for ADHD and 

neurologic impairments are not specific to this disorder. 
 

B. Continuous Performance Tests (CPTs) are often used to assess and “validate” a 
diagnosis of ADHD.  CPTs present stimuli to an individual and evaluate if the person 
is able to identify the presented stimuli (measure of attention) or if the person is able 
to NOT wrongly identify a stimuli (measure of impulsivity).  Such tests typically 
measure errors of omission (lack of attention) and errors of commission (impulsivity).  
1. One commonly used CPT is known as the Conners’ CPT-II.  The CPT-II is a 

computerized attention task in which an individual is asked to respond to all 
letters flashing on the computer screen except for a target letter; the task includes 
several blocks of trials with different interstimulus intervals. 

2. Most CPT measures do not have embedded measures of validity and therefore do 
not measure whether or not the person’s performance is credible.  
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3. In their study Suhr et al (2011) utilized archival data on Conner’s Continuous 
Performance Test (CPT) scores to compare individuals who presented to 
university clinics with symptoms of potential ADHD.  These young adults were 
divided into three groups: (1) those who failed a measure of noncredible 
performance (the Word Memory Test; WMT), (2) those who met diagnostic 
criteria for ADHD, and (3) controls with psychological symptoms who did not 
meet the diagnostic criteria for ADHD. More individuals who failed the WMT 
were also clinically impaired on the CPT than individuals diagnosed with ADHD 
and individuals with psychological symptoms, who could not be distinguished 
from each other. Results from this study demonstrate the importance of assessing 
for noncredible performance before interpreting neuropsychological test scores in 
ADHD assessment. The study provides evidence that the CPT is vulnerable to 
noncredible performance and that noncredible performance on the CPT can 
be difficult to distinguish from actual ADHD. 

C.  Strongly consider using tests to assess level of effort and tests to evaluate non credible 
cognitive responding. Example tests that may assist in evaluating credible cognitive 
deficits include: 

1.  Word Memory Test 
2.  Medical Symptom Validity Test 
3.  b test 
4.  TOMM 

 
IV.   SUMMARY POINTS ON EVALUATING MALINGERED ADHD 

A. Is there a documented history of ADHD in childhood? 

B. Is the person’s presentation consistent with ADHD? 

C. Does collateral interview and/or evidence support ADHD? 

D. Has the individual failed effort tests to assess non credible performance? 

E. Even if the person meets ADHD criteria, is there evidence of actual impairment that 
impacts the referral question? 

V. SUMMARY 
 

A. Carefully investigate reported symptoms and be cautious when relying on self-report 
alone. 

B. Look for clues of malingering during evaluation. 
C. Review collateral records to evaluate if reported symptoms are consistent with the 

actual record. 
D. Consider using psychological testing strategies to help evaluate reported symptoms. 
E. Remember that a diagnosis of “malingering” requires that you have sufficient 

evidence to link symptoms to person’s intent for a secondary gain. 
 



29 
 

References 

Albert Ms, Butters, Brandt J. Memory for remote events in alcoholics. Journal of Studies on 
Alcohol 1980:41;1071-1081. 

Allen JJB, Iacono WG. Assessing the validity of amnesia in dissociative identity disorder: a 
dilemma for the DSM and the courts. Psychology, Public Policy 2001:7;311-344 

American Psychiatric Association. Diagnostic and statistical manual of mental disorders, 4th 
edition, text revision. Washington (DC): American Psychiatric Association; 2000. 

American Psychiatric Association. Diagnostic and statistical manual of mental disorders, 5th 
edition, text revision. Arlington, VA:  American Psychiatric Association; 2013 

Binder LM, Pankratz L. Neuropsychological evidence of a factitious memory complaint. Journal 
of Clinical and Experimental Neuropsychology 1987:9;167-171. 

Blake DD, Weathers FW, Nagy LM, Kaloupek DG, Gusman FD, Charney DS. The development 
of a clinician-administered PTSD scale. Journal of Traumatic Stress 1995:8;75-90. 

Boals A, Hathaway LM:  The importance of the DSM IV E and F criteria in self report 
assessments of PTSD. Journal of Anxiety Disorders. 24: 161-166, 2010 
 

Bourget D, Labelle A, Gagne P, Tessier P. First-episode psychosis and homicide: a diagnostic 
challenge. Bulletin of the American Academy of Psychiatry and the Law 2004:36;6-9. 

Bradford JW, Smith SM. Amnesia and homicide: the Padola case and a study of thirty cases. 
Bulletin of the American Academy of Psychiatry and the Law 1979;7:219-231.  

Breslau N: The Epidemiology of Trauma, PTSD, and Other Posttrauma Disorder. Trauma 
Violence Abuse 10: 198-210, 2009 

Brewin CR, Huntley Z, Whalley MG: Source memory errors associated with repots of 
posttraumatic flashbacks: a proof of concept study. Cognition 124:234-238, 2012 
 
Brewin CR: Re-experiencing traumatic events in PTSD: new avenues in research on intrusive 
memories and flashbacks. European Journal of Psychotraumatology. Published May 19, 2015 
 
Carlson EB, Putnam FW. An update on the Dissociative Experiences Scale. Dissociation: 
progress in the Dissociative Disorders 1993:6;16-27. 

Christianson SA, Merckelbach H. In: Granhag PA, Stromwell LA, editors. The detection of 
deception in forensic contexts. Cambridge: Cambridge University Press; 2004, p. 195-225. 

Christianson SA, Freij I, Vogelsang E. Searching for offenders’ memories of violent crimes. In: 
Christianson SA, editor. Offenders’ memories of violent crimes. Chichester: John Wiley & Sons; 
2007, p.3-35. 



30 
 

Ciccocioppo R, Antonelli L, Biondini MD, et al.: Memory impairment following combined 
exposure to delta (9)-tetrahydrocannabinol and ethanol in rats.  European Journal of 
Pharmacology 449:245-252, 2002 

Cima M, Merckelbach H, Nijman H, Knauer E, Hollnack S. I can’t remember your honour: 
offenders who claim amnesia. German Journal of Psychiatry 2002;5:24-34. 

Cima M, Jijman H, Merckelbach H, Kremer K, Hollnack S. Claims of crime-related amnesia in 
forensic patients. International Journal of Law and Psychiatry 2004;27:215-221. 

Cima M, Merckelbach H, Klein B, Schellbach-Matties R, Kremer K. Frontal lobe dysfucntions, 
dissociation, and trauma self-reports in forensic psychiatric patients. Journal of Nervous and 
Mental Disease 2001;189:188-190. 

Denney RL. Symptom validity testing of remote memory in a criminal forensic setting. Archives 
of Clinical Neuropsychology 1996:7;589-603. 

Denney RL, Wynkoop TF. Clinical neuropsychology in the criminal forensic setting. Journal of 
Head Trauma Rehabilitation 2000;15-804-828. 

Evans C. What violent offenders remember of their crime: empirical explorations. Australian and 
New Zealand Journal of Psychiatry 2006;40-508-518. 

Evans C, Mezey G, Ehlers A. Amnesia for violent crime among young offenders. The Journal of 
Forensic Psychiatry and Psychology 2009:1-85-106. 

Evans JJ, Breen EK, Antoun N, Hodges JR. Focal retrograde amnesia for autobiographical 
events following cerebral vasculitis: a connectionist account. Neurocase 1998:2;1-11. 

Foa EB, Tolin DF. Comparison of the PTSD Symptom Scale-Interview version and the 
Clinician-Administered PTSD Scale. Journal of Traumatic Stress 2000:13;181-191. 

Fisher CM, Adams RD. Transient global amnesia. Acta Neurological Scandinavica 1964:Supp 
9;1-83. 

 
Gervais, R. O., Green, P. Allen, L. M. & Iverson, G. L. (2001). Effects of coaching on symptom 
validity testing in chronic pain patients presenting for disability assessments. Journal of Forensic 
Neuropsychology, 2, 1-20. 
 
Green, P., Rohling, M. L., Lees-Haley, P. R. & Allen, L. A. (2001). Effort has a greater effect on 
test scores than severe brain injury in compensation claimants. Brain Injury, 15, 1045-1060. 
 
Goldenberg G. Transient Global Amnesia. In: Baddeley AD, Kopelman MD, Wilson BA, 
editors. The handbook of memory disorders, 2nd edition. Chichester: John Wiley & Sons; 2002, 
p. 209-231. 

Goodwin DW, Crane JB, Guze, SB: Alcoholic “blackouts”: A review and clinical study of 100 
alcoholics.  American Journal of Psychiatry 1969;126:191-198. 



31 
 

Goodwin DW. Alcohol amnesia. Addiction 1995;90:315-317. 

Green P, Lees-Haley PR, Allen LM. The Word Memory Test and the validity of 
neuropsychological test scores. J Forens Neuropsychol 2002:2;97-124. 

Greve KW, Binder LM, Bianchini J. Rates of below-chance performance in forced-choice 
symptom validity tests. The Clinical Neuropsychologist; 2009;23:533-544. 

Grondahl P, Vaeroy H, Dahl. A study of amnesia in homicide cases and forensic psychiatric 
experts’ examination of such claims. International Journal of Law and Psychiatry 2009;32:281-
287. 
 
Guriel J, Fremouw W. Assessing malingered posttraumatic stress disorder: a critical review. Clin 
Psychol Rev. 2003;23:881–904. 
 
Hall R, Hall R. Detection of malingered PTSD: an overview of clinical, psychometric, and 
physiological assessment: where do we stand? J Forensic Sci. 2007;52(3):717–725. 
 
Hamsher K, Roberts RJ. Memory for recent U.S. presidents in patients with cerebral disease. 
Journal of Clinical and Experimental Neuropsychology 1985:1-13, 1985. 
Hare RD. Without conscience: the disturbing world of psychopaths among us. New York: Pocket 
Books, 1993. 

Hartzler B, Fromme K: Fragmentary and en bloc blackouts: similarity and distinction among 
episodes of alcohol-induced memory loss. Journal of Studies on Alcohol 2003;64:547-550. 

Hopwood JS, Snell HK. Amnesia in relation to crime. Journal of Mental Science 1933;79:27-41. 

Horton KD, Smith SA, Barghout NK, Connolly DA. The use of indirect memory tests to assess 
malingered amnesia: a study of metamemory. Journal of Experimental Psychology: General 
1992;121:326-351. 

Jelicic M, Merckelbach H. Evaluating the authenticity of crime-related amnesia. In: Christianson 
SA, editor. Offenders’ memories of violent crimes. Chichester: John Wiley & Sons; 2007, p. 
215-233. 

Jenkins KG, Kapur N, Kopelman M. Retrograde amnesia and malingering. Curr Opin Neurol 
2009:22;01-605. 
 
Jennison KM, Johnson KA: Drinking-induced blackouts among young adults: results from a 
National Longitudinal Study. Int J Addict 1994;29:23-51. 

Kapur N, Young A, Bateman D, and Kennedy P. Focal retrograde amnesia: A long term clinical 
and neuropsychological follow-up. Cortex 1989:25;387-402. 

Kopelman, MD. The Autobiographical Memory Interview (AMI) in organic and psychogenic 
amnesia. Memory 1994:2;211-235. 



32 
 

Kopelman MD. Retrograde amnesia. In: Baddeley AD, Kopelman MD, Wilson BA, editors. The 
handbook of memory disorders, 2nd edition. Chichester: John Wiley & Sons; 2002, p. 189-207. 

Kopelman MD. Psychogenic amnesia. In: Baddeley AD, Kopelman MD, Wilson BA, editors. 
The handbook of memory disorders, 2nd edition. Chichester: John Wiley & Sons; 2002, p.451-
471. 

Kopelman MD, Stahhope M, Kingsley D. Retrograde amnesia in patients with diencephalic, 
temporal lobe or frontal lobe lesions. Neuropsychologia 1999:37-939-958. 

Kopelman MD, Wilson BA, Baddeley AD. The Autobiographical Memory Interview: A new 
assessment of autobiographical and personal semantic memory in amnesic patients. Journal of 
Clinical and Experimental Neuropsychology 1989:11:724-744. 

Kosey D, Robey A. Amnesia and competency to stand trial. American Journal of Psychiatry 
1973;130:588592. 

Knight JD, Palaios JN, Shannon M: Prevalence of alcohol problems among pediatric residents.  
Archives of Pediatrics & Adolescent Medicine 153:1191-1183, 1999  

Knoll J, Resnick PJ:  The Detection of Malingered PTSD, Psychiatric Clinics of North America, 
October 2006 
 
Kucharski LT, Duncon S, Egan SS, Falkenbach DM. Psychopathy and malingering of 
psychiatric disorder in criminal defendants. Behav Sci Law 2006:24;633-644. 
 
Lees-Haley PR. Malingering traumatic mental disorder on the Beck Depression Inventory: 
cancerophobia and toxic exposure. Psychological Reports 65:623-626, 1989 
 
Lees-Haley PR. MMPI-2 base rates for 492 personal injury plaintiffs: Implications and 
challenges for forensic assessment. J Clin Psychol. 1997;53:745–755.  
 
Leudar I, Thomas P, McNally D, Glinksi A. What voices can do with words: pragmatics of 
verbal hallucinations. Psychol Med 27:885-898, 1997 

Lezak MD, Howieson DB, Loring DW. Basic concepts. In Lezak MD, Howieson DB, Loring 
DW, editors. Neuropsychological assessment, 4th edition. New York: Oxford University Press; 
2004, p. 15-38. 

Lezak MD, Howieson DB, Loring DW. Memory I: Tests. In Lezak MD, Howieson DB, Loring 
DW, editors. Neuropsychological assessment, 4th edition. New York: Oxford University Press; 
2004, p. 414-479. 

Lorber MF. Psychophysiology of aggression, psychopathy, and conduct problems: a meta-
analysis. Psychological Bulletin 2004:130-531-532. 

Loftus EF, Loftus GR. On the permanence of stored information in the human brain.  American 
Psychologist 35:409-420, 1980 
 



33 
 

Lynch BE, Bradford. Amnesia. Detection by psychophysiological measures. American Academy 
of Psychiatry and the Law 1998;8:288-297. 

Malfullul YM, Ogunlesi OA, Sijuwola OA. Psychiatric aspects of criminal homicides in Nigeria. 
East African Medical Journal 2001:78;35-39. 

Malmquist, CP. Children who witness pretrial parental murder: posttraumatic aspects. Journal of 
the American Academy of Child Psychiatry 1986;25:320-325. 

Mannuzza S, Klein RG, Klein DF, et al: Accuracy of adult recall of Childhood Attention Deficit 
Hyperactivity Disorder. Am J Psychiatry 159:1882–1888, 2002 
 

Marmar CR, Weiss DS, Meltzer TJ. The Peritraumatic Dissociative Experiences Questionnaire.  
In: Wilson JP, Keane TM, editors: Assessing psychological trauma and PTSD. New York: 
Guilford Press;1997, p. 412-428. 

Marshall WL, Serran G, Marshall LE, Fernandez YM. Recovering memories of the offense in 
"amnesic" sexual offenders. Sexual Abuse: A Journal of Research and Treatment 2005;17:31-38. 

McKenna P, Ornstein T, Baddeley AD. Schizophrenia. In: Baddeley AD, Kopelman MD, Wilson 
BA, editors. The handbook of memory disorders, 2nd edition. Chichester: John Wiley & Sons; 
2002, p. 413-435. 

McLeod HJ, Byrne MK, Aitken R. Automatism and dissociation: disturbances of consciousness 
and volition from a psychological perspective. International Journal of Law and Psychiatry 
2004;27:471-487. 

McHugh PR, Treismann G. PTSD: a problematic diagnostic category. J Anxiety Disorder. 
2007;21:211– 222. 
 
Merckelbach H, Christianson SA. Amnesia for homicide as a form of malingering. In: 
Christianson SA, editor. Offenders’ memories of violent crimes. Chichester: John Wiley & Sons; 
2007, p. 165-190. 

Miller H. Miller Forensic Assessment of Symptoms Test (MFAST) Professional Manual. 
Odessa, FL: Psychological Assessment Resources; 2001. 

Mintzer MA, Griffiths RR. Alcohol and triazolam: differential effects on memory, psychomotor 
performance and subjective ratings of effects. Behavioural Pharmacology 2002;13:653-658. 

Mittenberg W, Patton C, Canyock EM, Condit DC. Base rates of malingering and symptom 
exaggeration. Journal of Clinical and Experimental Neuropsychology 2002;24:1094-1102. 

 
Nayani TH, David AS. The auditory hallucination: a phenomological survey. Psychological 
medicine 26:177-189, 1996 
 



34 
 

Oorsouw KV, Cima M. The role of malingering and expectations in claims of crime-related 
amnesia. In: Christianson SA, editor. Offenders’ memories of violent crimes. Chichester: John 
Wiley & Sons; 2007, p. 191-213. 

O’Connor M, Verfaellie M. The amnesic syndrome: overview and subtypes. In: Baddeley AD, 
Kopelman MD, Wilson BA, editors. The handbook of memory disorders, 2nd edition. Chichester: 
John Wiley & Sons; 2002, p. 145-166. 

Perry PJ, Argo T, Barnett MJ, Liesveld JL, Liskow B, Hernan JM, et al.: The association of 
alcohol-induced blackouts and grayouts to blood alcohol concentrations J Forensic Sci 
2006;51:896-899. 

Parwatikar SD, Holcomb WR, Menninger KA. The detection of malingered amnesia in accused 
murderers. Bull Am Acad Psychiatry Law 1985;13:97-103. 

Piper A. Truth serum and recovered memories of sexual abuse: a review of the evidence. Journal 
of Psychiatry and Law 1993:21;447-471. 

Porter S, Birt AR, Yuille JC, Herve HF. Memory for murder: A psychological perspective on 
dissociative amnesia in legal contexts. International Journal of Law and Psychiatry 2001;24:23-
42. 

Porter S, Woodworth M, Doucette NL. Memory for murder: the qualities and credibility of 
homicide narrative by perpetrators. In: Christianson SA, editor. Offenders’ memories of violent 
crimes. Chichester: John Wiley & Sons; 2007, p.115-134. 

Power DJ. Memory, identification and crime. Medicine, Science, and the Law 1977;17:132-139. 

Poythress NG, Edens JF, Watkins MM. The relationship between psychopathic personality 
features and malingering symptoms of major mental illness. Law and Human Behavior 
2001:25;567-582. 

Quinn CA. Detection of malingering in assessment of adult ADHD. Arch Clin Neuropsychol 
18:379-395, 2003 
 
Rabinowitz FE. Creating the multiple personality: An experimental demonstration for an 
undergraduate abnormal psychology class. Teaching of Psychology 1989;16:69-71. 

Reed JM, Squire LR. Retrograde amnesia for facts and events: Findings from four new cases. 
Journal of Neuroscience 1998:18;3943-3954. 

 
Resnick PJ. The detection of malingered mental illness. Behavioral Sciences and the Law 2:21-
38, 1984. 

Roediger HL. Implicit memory: retention without remembering. American Psychologist 
1990;45-1043-1056. 



35 
 

Roediger HL, McDermott KB. Creating false memories: remembering words not presented in 
lists.  Journal of Experimental Psychology: Learning, Memory, and Cognition 21, 1995, pp. 803-
814. 

Rogers R, Bagby RM, Dickens SE. Structured interview of reported symptoms: Professional 
manual. Odessa, FL: Psychological Assessment Resources; 1992. 

Rosen GM, Phillips WR. A cautionary lesson from simulated patients. Journal of the American 
Academy of Psychiatry and the Law 2004;32:132-133. 

Rosenfeld, JP, Wllwanger J, Sweet J. Detecting simulated amnesia with event-related brain 
potentials.  International Journal of Psychophsiology 1995:19;1-11. 

Rosenhan DL.  On being sane in insane places.  Science. 79:250-258. 
 
Ross CA, Heber S, Norton CA, Anderson G, Barchet P. The Dissociative Disorders Interview 
Schedule: a structured interview. Dissociation: Progress in the Dissociative Disorders 1989:2-
169-189. 
 
Roy-Byrne P, Scheele L, Brinkley J, et al: Adult attention-deficit hyperactivity disorder: 
Assessment guidelines based on clinical presentation to a specialty clinic. Comp Psychiatry 
38:133–140, 1997 
 
Rubenzer S. Malingering, incompetence to stand trial, insanity, and mental retardation. The 
Texas Prosecutor 2004;6:17-23. 
 
Ryback RS. The continuum and specificity of the effects of alcohol on memory. Quarterly 
Journal of Studies on Alcohol 1971;32:995-1016. 
 
Schacter DL. Amnesia and crime. How  much do we really know? American Psychologist 
1986;41:286-295. 
 
Schacter DL. Searching for Memory:  the brain, the mind, and the past. Basic Books, 1996. 
 
Scott CL. Evaluating amnesia for criminal behavior:  A guide to remember. Psychiatric Clinics 
of North America.  Elsevier, 2012 
 
Spanos NP, Weekes JR, Bertrand LD. Multiple personality: a social psychological perspective. 
Journal of Abnormal Psychology 1986;94:362-376. 
Spiegel D. Forensic uses of hypnosis. In: Rosner R, editor. Principles and Practice of Forensic 
Psychiatry. New York: Chapman & Hall;1994, p. 485-489. 

Spitzer C, Liss H, Dudeck M, Orlob S, Gillner M, Hamm A, Freyberger HJ. Dissociative 
experiences and disorders in forensic patients. International Journal of Law and Psychiatry 
2003;26:281-288. 

Squire LR. Declarative and non-declarative memory: multiple brain systems supporting learning 
and memory. Journal of Cognitive Neuroscience 1992:4-232-243. 



36 
 

Steinberg M. Structured Clinical Interview for DSM-IV Dissociative Disorders (SCID-D), 
Revised. Washing, DC: American Psychiatric Press, 1994. 

Suhr, J., Zimak, E., Buelow, M., and Fox, L:  Self-reported childhood attention-
deficit/hyperactivity disorder symptoms are not specific to the disorder. Comprehensive Psy, 
2009 
 
Sullivan, B. K., May, K., and Galbally, L: Symptom exaggeration by college adults in attention-
deficit hyperactivity disorder and learning disorder assessments. Applied Neuropsychology, 14, 
189–207, 2007 
 
Swihart G, Yuille Y, Porter S. The role of state-dependent memory in “red-outs.” International 
Journal of Law and Psychiatry 1999;22:199-212. 

Symons CS, Johnson BT. The self-reference effect in memory: A meta-analysis. Psychological 
Bulletin 1997:121;371-394. 

Sweeney DF. Alcoholic blackouts. Legal implications. J Subst Abuse Treat 1990;7:155-159. 

Taylor PJ, Kopelman MD. Amnesia for criminal offenses. Psychol Med 1984;14:581-588. 

Tombaugh TN. Test of Memory Malingering. North Tonawanda: New York: Multi Health 
Systems 1996. 

Tulving E. Episodic and semantic memory. In: Tulving E, Donaldson W, editors. Organization 
of memory. New York: Academic Press; 1972, p. 381-403. 

Van Oorsouw K, Merckelbach H. Feigning undermines memory for a mock crime.  Applied 
Cognitive Psychology 2004;18:505-518. 

Vo MLH, Jacobs AM, Kuchinke L, Hofmann M, Conrad M, Schact A, Hutzler F. The coupling 
of emotion and cognition in the eye: introducing the pupil old/new effect. Psychophysiology 
2008:45-130-140. 

Wagenaar WA, Grownewed J. The memory of concentration camp survivors. Applied Cognitive 
Psychology; 1990;4:77-87 

Weissenborn R, Duka T. State-dependent effects of alcohol on explicit memory: the role of 
semantic associations. Psychopharmacology 2000;149:98-10 

Westrick ER, Shapiro AP, Nathan PE, Brick J. Dietary tryptophan reverses alcohol-induced 
memory impairment of facial recognition but not verbal recall. Alcoholism: Clinical and 
Experimental Research 1988;12:531-533. 

White AM:  What happened? Alcohol, memory blackouts, and the brain.  Alcohol Research & 
Health 2003;27:186-196. 

White AM, Jamieson-Drake DW, Swartzwelder HS: Prevalence and correlates of alcohol-
induced blackouts among college students: results of an e-mail survey. Journal of American 
College Health 2002;51:117-131. 



37 
 

Widows MR, Smith GP. Structured Inventory of Malingered Symptomatology professional 
manual. Odessa, FL: Psychological Assessment Resources; 2005 
Wiggins EC, Brandt. The detection of simulated amnesia. Law and Human Behavior 
1988;12:57-77. 
 
Wittmann L, Schredl M, Kramer M: Dreaming in posttraumatic stress disorder: A critical review 
of phenomology, psychophysiology and treatment. Psychotherapy and Psychosomatics 76:25-39, 
2007 
 
Wolf AS: Homicide and blackout in Alaskan natives. Journal of Studies on Alcohol 
1980;41:456-462. 
 
Woodworth M, Porter S, Brinke LT, Doucette NL. A comparison of memory for homicide, non-
homicidal violence, and positive life experiences. International Journal of Law and Psychiatry 
2009:32-329-334. 

 


