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CHAPTER 1 

 

 

 

 

 

 

 

 

GENERAL INTRODUCTION 

 

 

 

 

 

 

 

This chapter draws on the following papers: 

Boskovic, I., & Merckelbach, H. (2018). Fake Posttraumatic Stress Disorder (PTSD) costs real 

money. The Inquisitive Mind Magazine, 4/2018. Retrieved from: http://www.in-

mind.org/article/fake-posttraumatic-stress-disorder-ptsd-costs-real-money 

Jelicic, M., Merckelbach, H, & Boskovic, I. (2017). Seven myths about feigning. In H. Otgaar & M.L. 

Howe (Eds.). Finding the truth in the courtroom: Handling deception, lies, and memories. 

Oxford University Press.
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In criminal settings, malingerers exploit legal regulations by reporting psychiatric symptoms 

as mitigating circumstances, which may significantly influence the outcomes of their trials. For 

instance, in certain jurisdictions in the US, a person suffering from Posttraumatic Stress Disorder 

(PTSD) may be able to argue for reduced criminal responsibility, leading to a verdict of not guilty by 

reason of insanity (NGRI), a reduced jail sentence, or psychiatric treatment rather than imprisonment 

(Berger, McNiel & Binder, 2012; Cohen & Appelbaum, 2016; Friel, White, & Hull, 2008; see also 

McDermott, Dualan, & Scott, 2013). In fact, PTSD has been shown to be one of conditions that is 

relatively often malingered for these reasons (see also Rassin, Boskovic, & Merckelbach, 2018; 

Resnick, et al., 2008; Young, 2016).  

It is not just in legal contexts that malingering can have serious consequences. In the clinical 

setting, for example, one consequence of malingering can be the provision of treatments, including 

the prescription of psychoactive medication and psychotherapy. Malingerers often seek therapy so as 

to gather evidence of their ill health. Thus, they report poor therapy outcomes (Anestis, Gottfried, & 

Joiner, 2015; Van Egmond & Kummeling, 2002) and prolong the treatment until they receive the 

benefits they aimed to get, after which the majority drop out (Department of Veterans Affairs Office 

of the Inspector General, 2005). Unnecessary treatments may be detrimental to the health of the 

maligerer himself and can, for example, lead to addiction or brain changes in case of medications 

(e.g., Bernardy & Friedman, 2015). In case of exposure therapy for instance, a healthy person might 

experience unanticipated consequences that may severely influence their functionality. 

In the research context, poor progress and negative evaluations of therapy complicate the 

search of efficient treatments for genuine patients. Furthermore, misreported or exaggerated 

symptoms have a distorting effect on research outcomes (McGrath, Mitchell, Kim, & Hough, 2010; 

Merckelbach, Langeland, de Vries, & Draijer, 2014). Hence, certain established patterns or links 

between physical and psychological phenomena (e.g., hippocampal volume and memory 

performance; Rienstra et al., 2013) might be overshadowed because some of the patients involved in 

clinical trials may be feigning a condition.  

Although recently more attention has been drawn to the issue of symptom fabrication by both 

practitioners and researchers (Jelicic, Merckelbach, & Boskovic, 2018), the general public and 

governmental institutions are reluctant to discuss the magnitude and impact of fabricated symptom 

reports (e.g., Jackson et al., 2011). This resistance is especially striking in the case of veterans under 

suspicion of fabricating their complaints (e.g., Poyner, 2010). Questioning the highly emotional 

statements of people claiming to be victims, or the claims of people seen as heroes who fought for 

their country, may seem cold-hearted. However, others have argued that evaluating the validity of 
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genuine symptoms as well, its utility is not only restricted to screening of atypical symptoms, but it 

can also be administered to screen for actual psychopathology. The authors of SRSI suggest using 

two cutoff points. A screening cutoff score is more than six endorsed pseudosymptoms, while a 

standard cutoff point is the endorsement of more than nine pseudosymptoms. With these two scales, 

an evaluator can also calculate the ratio (number of pseudosymptoms / number of genuine symptoms) 

and determine the ratio between the genuine claims and exaggerated symptoms. To date, studies 

investigating the utility of the SRSI in detecting over-reporting have produced favourable results, 

such as a correct detection rate of over-reporting above 80% (Merten et al., 2016). However, further 

systematic investigation of the scale is needed.  

Cross-Cultural Influence on Symptom Validity Assessment 

 Although the procedure for symptom validity assessment may seem relatively consistent due 

to the well-known general guidelines (e.g., Slick et al., 1999), certain factors, such as culture, have to 

be additionally considered. The majority of tests used in the detection of symptom fabrication have 

been constructed in the English language, and their validation has been based on Western European 

and American samples (Correa, 2018; Correa & Rogers, 2010). One has to be aware of differences 

that may arise in the manifestation and reporting of symptoms, as well in assessing these reports, 

depending on the cultural background of both evaluee and evaluator. Studies show that when the 

cultural background of the evaluator and evaluee are different, this may undermine the effectiveness 

of forensic assessment (Weiss & Rosenfeld, 2012). A number of research lines seem to support this 

observation. 

First, the prevalence of feigning might differ across countries, depending on motivation and 

evaluation contexts. For instance, in countries in which monetary compensation is common, 

malingering may be more lucrative, thus more frequent (Nijdam-Jones & Rosenfeld, 2017). This 

might explain the statistics showing that the top five countries with the highest prevalence rate of 

lifetime PTSD are Canada, the Netherlands, Australia, the United States, and New Zealand, which 

are the most developed countries and considered to be the least vulnerable to traumatization (Duckers, 

Alisic, & Brewin, 2016). However, it could also mean that standards for diagnosing PTSD differ 

across countries. This cross-cultural difference has already been recognized in depression diagnosis 

(e.g., Kessler & Bromet, 2013). Physical symptoms of depression are considered to be more 

diagnostically valuable in non-Western countries, whereas psychological ailments that follow 

depression bring more weight to the diagnosis in Western culture (Kessler & Bromet, 2013). The 

dominance of physical symptoms among non-Western cultures might reflect the stigma among non-

Western countries towards psychological problems (Stefanovics et al., 2016).  
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THE VERIFIABILITY APPROACH TO FABRICATED SYMPTOMS 

 

 

 

 

 

 

 

This chapter draws on the following papers: 

Boskovic, I., Bogaard, G., Merckelbach, H., Vrij, A., & Hope, L. (2017). The Verifiability Approach 

to detection of malingered physical symptoms. Psychology, Crime & Law, 23, 717-729. 

Boskovic, I., Gallardo, C., Vrij, A., Hope, L., & Merckelbach, H. (in press). Verifiability on the Run: 

An Experimental Study on the Verifiability Approach to Malingered Symptoms. Psychiatry, 

Psychology, and Law.  
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investigator cannot check (i.e., unverifiable details). Research has shown that relative to truth-tellers, 

liars do indeed provide fewer details that can be verified and more details that cannot be verified 

(Nahari et al., 2014a,b; Nahari, Leal, Vrij, Warmelink & Vernham, 2014). This so-called verifiability 

effect has been observed in mock crimes (Nahari, Vrij & Fisher, 2014a,b) and in false insurance 

claims settings (Harvey, Vrij, Nahari, & Ludwig, 2016; Nahari et al., 2014; Vrij, Nahari, Isitt, & Leal, 

2016).  

The Verifiability Approach states that the verifiability of provided details distinguishes liars 

from truth-tellers (Nahari et al., 2014). This focus on potential checkability deviates fromtraditional 

verbal veracity assessment methods (i.e., CBCA and RM) that primarily look at aspects such as the 

quantity of perceptual details and the reproduction of dialogues in the reports of liars and truth tellers 

. The difference between the Verifiability Approach and CBCA in terms of ability to detect deception 

becomes more pronounced when individuals have prior knowledge about how the veracity 

assessment method works (Nahari et al., 2014). That is, the effectiveness of the CBCA approach as a 

tool for detecting fabricated statements is impaired when interviewees are informed beforehand about 

the working of CBCA (Vrij, Akehurst, Soukara & Bull, 2002). In contrast, the verifiability effect 

appears to become stronger after interviewees have been given an Information Protocol informing 

interviewees that their statements might be checked for verifiable details (Harvey, Vrij, Nahari, & 

Ludwig, 2016; Vrij et al., 2016).  

In two exploratory studies (Boskovic, Bogaard, Merckelbach, Vrij, & Hope, 2017), we 

examined the verifiability effect in the context of malingered symptoms. Previous verifiability studies 

were primarily oriented towards coding external details (e.g., perceptual, spatial, temporal), without 

including subjective details such as emotions or cognitive operations because of their unverifiable 

status (Nahari, Vrij, & Fisher, 2012). Like emotions, symptoms are subjective experiences. However, 

there is an important difference between emotions and symptom reports. As a rule, genuine symptoms 

lead to specific behaviours associated with those symptoms (e.g., going to/calling the doctor, taking 

medications, restricted activity, not going to work/studies, complaining to others, googling 

symptoms) that can be documented, witnessed, or carried out with another person. For example, 58% 

of people experiencing common symptoms (e.g., headaches) tend to use medication (prescribed or 

not), 48% make complaints to a friend or a family member, 24% reduce activity, and 5% actually 

consult a medical professional (Verbrugge & Ascione, 1987). Thus, the behavioural sequelae of their 

symptoms are, in principle, verifiable. 

In our exploratory studies (Boskovic et al., 2017), we asked people to describe genuine 

physical symptoms or to fabricate an account about these symptoms. When participants were not 

informed about the details they should provide, a heightened number of non-verifiable details (rather 
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Conclusion  

Based on the current results and our previous study, we conclude that non-verifiable details 

are a better indicator of malingering than lack of verifiable details. Relatedly, unlike the clinical 

impression that malingerers provide brief accounts of their symptoms, we and others (Akehurst et al., 

2017) found that malingerers tend to produce extensive symptom reports.  
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INVENTORY IN FABRICATED SYMPTOMS 

 

 

 

 

 

 

 

This chapter draws on the following papers: 

Boskovic, I., Biermans, A., Merten, T., Jelicic, M., Hope, L., & Merckelbach, H. (2018). The 

Modified Stroop Task Is Susceptible To Feigning: Stroop Performance and Symptom Over-

endorsement in Feigned Test Anxiety. Frontiers in Psychology. In press. 

Boskovic, I., Hope, L., Ost, J., Orthey, R., & Merckelbach, H. (2017). Detecting feigned high impact 

experiences: A symptom over-report questionnaire outperforms the emotional Stroop task. 

Accepted manuscript pending revision.
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Actors had a significantly higher Impact-related interference score than the High Impact group 

(U = 107.00, z = -2.47, p = .013, r = .39) but there was no significant between Actors and Low Impact 

group (p > .05), or between two Impact groups (p > .05). Group differences in interference scores for 

Feigning-related words did not reach significance, x² (2, N = 64) = 3.26, p = .196 (see Table 3.3.). 

Furthermore, we performed series of Wilcoxon Signed Rank tests in order to investigate the 

differences in response latencies between Impact-related, Feigning-related, and Neutral words within 

each group. The differences in response latencies did not attain significance in any of the groups and 

so, we did not obtain a significant standard MST effect in the High Impact group or a significant 

feigning MST effect in the Actors group (see Table 3.4.).  

Table 3.3.  

Pre-screening measures (IES-R total and subscales, and PCL-5 score), the Modified Stroop Task , and the 
SRSI results across groups. 

 Groups 

x² 

(2, N = 64)  

 
High Impact 

(n = 22) 
Low Impact 

(n = 24) 
Actors 

(n = 18) 

 M (SD) M (SD) M (SD) 

Pre-screening measures 

IES-R 2.05 (.30) .53 (.29) .75 (39) 44.23** 

Intrusion 2.30 (.58) .61 (.37) .83 (.36) 43.65** 

Avoidance 2.13 (.64) .58 (.38) .81 (.45) 40.02** 

Hyperarousal 1.62 (.54) .35 (.34) .48 (.38) 37.60** 

PLC-5 1.61 (.70) .37 (.08) .43 (.10) 29.62** 

The Modified Stroop Task 

Impact-related words 574.24(93.97) 586.15(78.11) 833.68(307.93) 15.83** 

Feigning-related words 570.62(82.06) 585.16(84.45) 803.72(263.84) 14.66** 

Neutral words 587.74(101.30) 588.99(97.84) 788.10(222.83) 13.54** 

Impact-related interference 

score 
-13.50 (35.30) -2.85 (37.86)  45.58 (132.35) 6.63* 

Feigning-related 

interference score 
-17.12 (46.73) -3.83 (34.57) 15.61 (82.72) 3.26 

SRSI 

Genuine symptoms 21.00 (9.97) 16.08 (7.06) 39.84 (7.34) 32.76** 

Pseudosymptoms 6.96 (6.45) 3.96 (3.11) 25.00 (11.54) 34.07** 

Note: ** p < .01; * p < .05. Pre-screening measures: All scores given on a 4-point Likert scale (0 to 4). 

The Modified Stroop task: Reaction time was measured in milliseconds. SRSI: Scores present the number 

of endorsed symptoms (0 to 50). 
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vulnerable to high impact experiences and psychological distress (e.g., Thomson, Keehn, & Gumpel, 

2009).  

In sum, neither the absence of a standard MST effect, nor a general longer response latency 

during the MST reliably distinguished between people who had experienced a relatively high impact 

events from those who fabricated such impact. We believe that our results, along with those reported 

earlier (Boskovic et al., 2018), indicate that the MST does not allow for an accurate differentiating 

between honest and feigned symptom presentations. This is likely to be because MST effects are 

fragile, and if this is the case then it renders the MST unsuitable as a diagnostic tool. On a positive 

note, although not perfect, the SRSI might be a promising alternative for differentiating between 

honest and feigned symptom presentation.
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THE SELF-REPORT SYMPTOM INVENTORY IN FABRICATED 

PHYSICAL AND PSYCHOLOGICAL SYMPTOMS 

 

 

 

 

 

 

 

 

This chapter draws on the following paper: 

Boskovic, I., Merckelbach, H., Merten, T., Hope, L., & Jelicic, M. (in press). The Self-Report 

Symptom Inventory as an instrument for detecting symptom over-reporting: An explorative 

study with instructed simulants. European Journal of Psychological Assessment. 
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The Self-Report Symptom Inventory as an instrument for detecting symptom over-reporting: 

An exploratory study with instructed simulators 

Intentional fabrication or exaggeration of symptoms occurs on a non-trivial scale and in a 

variety of settings (e.g., medico-legal evaluations, psychiatric assessment of asylum seekers, 

rehabilitation clinics). Base rate estimates close to or exceeding the 50 percent mark have been found 

in litigating patients after whiplash injury (Schmand et al., 1998), criminal defendants (Ardolf, 

Denney, & Houston, 2007), social security disability claimants in the U.S. (Chafetz, Abrahams, & 

Kohlmaier, 2007; Miller, Boyd, & Cohn, 2006), students with claimed attention deficit disorders, but 

without learning disability (Sullivan, May & Galbally, 2007), U.S. veterans claiming mild traumatic 

brain injury (Armistead-Jehle, 2010), and asylum seekers in a psychiatric hospital (Van der Heide, 

Boskovic & Merckelbach, 2017). Research in psychosomatic rehabilitation clinics in Germany 

revealed a non-trivial occurrence of over-reporting among their patients (e.g., Göbber, Petermann, 

Piegza, & Kobelt, 2012). In a recent survey, Santamaría, Ramírez, and Ordi (2013) asked 161 Spanish 

medical doctors to estimate the percentages of symptom exaggeration in patients who claim 

temporary disability benefits. Mean estimates of 50 percent or higher were reported for patients who 

presented with whiplash injury, fibromyalgia, chronic cervicalgia, depression, and anxiety disorders. 

The first tests for detecting symptom exaggeration date back to the 1940s, but it was the 

introduction of the forced-choice performance validity tests (PVTs) in the 1980s that provided a major 

impetus to this field (for reviews see Sollman & Berry, 2011; Lippa, 2017). The rationale behind 

these tests is that when given a simple task in which a person can obtain at least 50% of correct 

answers just by guessing (i.e., forced-choice task), below chance level performance will be indicative 

of intentional avoidance of correct answers (Bianchini, Mathias, & Greve, 2001; Merten & 

Merckelbach, 2013).  

Self-report scales that intend to measure the validity of symptom presentation have an even 

longer history and started with an early study of Hartshorne and May (1928; see also Ben-Porath, 

2012). Next to validity scales embedded within standard measures of psychopathology such as the 

Minnesota Multiphasic Personality Inventory-2 (MMPI-2; Butcher, Dahlstrom, Graham, Tellegen, & 

Kaemmer, 1989) and the Personality Assessment Inventory (PAI; Morey, 2007), several stand-alone 

instruments for detecting symptom over-reporting have been developed. These tests are predicated 

on the idea that people who exaggerate their complaints will tend to over-endorse symptoms, even 

when these symptoms are extreme, bizarre or quite rare across different cultures and settings (e.g., 

Boskovic, van der Heide, Hope, Merckelbach, & Jelicic, 2017). 

According to several surveys (Martin, Schroeder, & Odland, 2015; Dandachi-FitzGerald, 

Ponds, & Merten, 2013), one widely used measure to assist in this type of symptom validation is the 
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(Boskovic, Hope et al., 2018) and in a study about feigning a high impact negative experience, 89% 

of simulators were detected using this cutoff (Boskovic, Biermans et al., 2018). Admittedly, the 

sensitivity obtained in pain simulators may look disappointingly low. However, this reflects the 

problems in the diagnostics of pain experiences, which are so difficult to calibrate that it is often 

impossible to draw precise demarcation lines between exaggerated and authentic pain reports. It is no 

coincidence that in the domain of pain assessment there are only few SVTs available. From this 

perspective, the SRSI might be a valuable albeit imperfect asset. Clearly, it provides clinicians with 

only one source of data and therefore it should be embedded in a multimethod approach and a careful 

analysis of consistency and plausibility of pain reports (Bianchini, Greve & Glynn, 2005). Still, our 

results suggest that the SRSI is better at detecting anxiety simulators than pain simulators and this is 

an issue that warrants further exploration. It may well be the case that people have a better intuitive 

understanding of pain experiences and how they should be reported (Kucyi et al., 2015). If true, a 

lower cutoff point, such as 6, could be more efficient in the screening for simulated pain-related 

claims. However, due to the higher false positive rate associated with this cutoff, it should be used 

with much caution. Germane to this discussion is also our observation that anxiety simulators 

exhibited a stronger tendency to over-generalize their (pseudo-)symptom reports to other domains 

than pain simulators. In fact, compared with pain simulators, anxiety simulators endorsed 

significantly more cognitive and sensory pseudosymptoms, which contributed to their higher total 

pseudosymptom scores (see Supplemental table 4.1). The tendency to over-generalize symptom 

reports across several functional domains is why SVTs such as the SIMS and the SRSI seem to 

function (van Impelen et al., 2014; Merten, Friedel, & Stevens, 2007). A lack of over-generalization 

in some patients (e.g., sophisticated or coached respondents) puts upper limits to the sensitivity of 

SVTs to detect over-reporting.  

Fourth, overall, we found a satisfying AUC of .90 for the SRSI, which corresponds well with 

AUCs that were reported by Merten et al. (2016). Yet, as far as diagnostic accuracy is concerned, we 

also observed two problems. To begin with, English speaking participants endorsed more 

pseudosymptoms than Dutch speaking participants. This might be the result of a poorer understanding 

of items, given that the English speaking group largely consisted of international students. A similar 

pattern was found for the English version of the SIMS (van Impelen et al., 2014). Another and more 

important point concerns the correlation of a standard psychopathology measure (i.e., the BSI-18) 

with SRSI pseudosymptoms, a finding that has also been observed for the SIMS (e.g., Edens et al., 

2007). One relevant consideration in the case of the SRSI, however, is that the association of high 

BSI-18 scores with raised endorsement of pseudosymptoms was found to pertain to the lower end of 

the distribution of pseudosymptom scores. That is to say, there were only few honest participants with 
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Finally, the employment of the experimental simulation design in the current study poses 

significant limitations with regard to external validity (e.g., Rogers & Cruise, 1998). Healthy 

experimental participants and the conditions under which they are tested differ in important aspects 

from patients undergoing real-world forensic or clinical assessments. Thus, even with the most careful 

consideration of optimizing a simulation design (such as described by Nies & Sweet, 1994, or more 

recently Rogers, 2018; Niesten et al., 2017), the results of experimental simulation studies will be of 

limited generalizability. In particular, estimates of sensitivity and specificity have to be judged with 

greatest caution; they rather reflect to upper limits of classification accuracy of an instrument than its 

real diagnostic potential. Relatedly, effect sizes from simulation designs tend to be substantially larger 

than those expected for real-world evaluations (Ingram & Ternes, 2016). Similar limits apply to the 

meaning of AUC estimates obtained from experimental simulation studies. However, in contrast to 

studies relying on patient samples, their advantage is a higher internal validity because they allow for 

a thorough experimental control of test conditions (Vickery et al., 2004). 

In sum, we believe that our data add to the growing body of evidence indicating that the SRSI 

is a promising instrument for detecting over-reporting of various sorts of symptoms. The next step 

would be to thoroughly evaluate its diagnostic merits in patient samples. For instance, an interesting 

topic for future research might be to examine to what extent real-world pain patients with invalid 

symptom claims generalize their symptom reports to other pathological domains. More generally, this 

point touches upon the difficulties involved in the detection of exaggerated pain symptoms (see 

Fishbain et al.,1999; Bianchini et al., 2005; Greve, Bianchini & Brewer, 2013). 
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Boskovic, I., Diebets, P., Hope, L., & Jelicic, M. (in press). Verify the scene, report the symptoms: 

Testing the Verifiability Approach and the SRSI in detection of fabricated PTSD. Legal and 

Criminological Psychology. 
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Verify the Scene, Report the Symptoms: Testing the Verifiability Approach and SRSI in the 

Detection of Fabricated PTSD 

The term Posttraumatic Stress Disorder (PTSD) was officially introduced to the DSM in 1980 

(DSM-3; American Psychiatric Association, 1980) and pertains to a broad range of psychological 

disturbances as a consequence of a trauma experience (Resnik, West, & Payne, 2008). Originally, 

this type of diagnosis was associated with war veterans (Adamou & Hale, 2003), but it soon became 

clear that combat exposure is not the only possible trigger for PTSD. In fact, any negative life event 

can be experienced as traumatic (Resnik et al., 2008), but not every traumatic experience results in 

PTSD (Bonanno, 2005; Hall, Hall, & Chapman, 2006). The prevalence of traumatic exposure in 

general public is up to 70%, yet, the prevalence of PTSD is approximately 10% (Young, 2016). The 

highest prevalence of PTSD is among the victims of sexual abuse (up to 80%; Hall et al., 2006) and 

war veterans (up to 58%; Guriel & Fremouw, 2003), compared with a general population (up to 15%; 

Hall & Hall, 2007). 

As currently described in DSM 5 (American Psychiatric Association, 2013), the diagnosis of 

PTSD includes eight different criteria (A-H). In order to receive the PTSD diagnosis, a person must 

have 1) a traumatic experience (A), 2) symptoms that were caused by the traumatic experience: re-

experiencing (B), avoidance (C), negative mood and cognition (D), and arousal (E), which 3) last at 

least one month (F), present a severe obstacle for daily functioning (G), and are not a product of 

medication or alcohol/drug abuse (H). All of these criteria are based on self-report, meaning that a 

person can easily over-report of fully fabricate his/her trauma-related complaints if incentivized to do 

so (i.e., malinger). Malingering presents a deliberate fabrication of symptoms in order to gain 

potential external benefits (American Psychiatric Association, 2013). Indeed, there are many potential 

financial (e.g., compensation) and legal (e.g., reduced criminal responsibility) benefits available for 

people suffering from PTSD (Knoll & Resnick, 2006; see also Rassin, Boskovic, & Merckelbach, 

2018). Thus, due to the self-evident nature of its key symptoms, incentives surrounding this diagnosis, 

and professionals who admit their uncertainty in recognizing malingering (Cohen & Appelbaum, 

2016), PTSD is one of the most easily and the most frequently feigned psychological disorders (Guriel 

& Fremouw, 2003; Resnik et al., 2008; Resnick et al, West, & Wooley, 2018). The estimated 

prevalence of fabricated PTSD is above 30% (Freeman, Powell, & Kimbrell, 2008; Lees-Haley, 

1997). 

 In order to successfully feign suffering from PTSD, a person needs to provide a convincing 

story about the exposure (A criterion), and to adequately report symptoms (B-E). Therefore, the 

detection of such cases must comprise assessment of the validity of the exposure statements, as well 

as the validity of reported symptoms.  
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In previous studies (Boskovic, Bogaard, Merckelbach, & Vrij, 2017; Boskovic, Gallardo, Vrij, 

Hope, & Merckelbach, 2018), researchers aimed to test the utility of the VA outside of its original 

lie-detection context. They investigated whether the VA is effective in the context of symptom 

reporting and if the use of this approach would enhance the detection of fabricated complaints (i.e., 

headache). However, checking the number of verifiable details did not aid the detection of fabricated 

symptoms complaints because people with genuine complaints and malingerers reported similar 

amounts of verifiable information. Rather, the amount of non-verifiable information reported 

appeared to be a cue for deceptive symptom reports. Those who malingered provided notably more 

non-verifiable details in their reports, which also resulted in their reports being significantly longer 

than genuine accounts. Surprisingly, both of these characteristics, (increased non-verifiable details 

and longer reports) were no longer diagnostic once the Information Protocol was applied. It is likely 

that providing participants with the clear instructions on which type of details would indicate their 

veracity subsequently influenced both groups of participants to write similar statements. This finding 

challenges the pattern of findings prevalent in the lie-detection literature.  

It has been suggested that the utility of the VA approach is limited in the context of 

malingering due to the unverifiable status of internal symptoms (Nahari, 2018). However, we would 

argue that symptoms, such as pain or a severe headache, usually result in behaviours that can, 

potentially, be verified (e.g., going to the doctor, taking medication etc.; Boskovic et al., 2018). A 

critical difference between the lie-detection and malingering contexts might be the feasibility of 

providing false verifiable details. For instance, in typical lie-detection contexts, where people report 

about an external event likely witnessed by others (e.g., a fight), a production of misleading verifiable 

information might be a riskier choice than when a person is describing his/her internal state (e.g., 

pain). Therefore, feigners, who report about subjective experiences, might have an easier task in 

providing checkable information when presented with the Information Protocol (Boskovic et al., 

2017). 

Nevertheless, in case of malingered PTSD, the contexts of lie-detection and malingering 

overlap. The detection of fabricated exposure narratives resembles the lie-detection contexts, and 

therefore, similar methods may prove useful, however, the symptom veracity assessment requires a 

malingering specific approach. 

Symptom endorsement in feigned PTSD 

Assessing the veracity of the symptoms using the verbal assessment and content analysis (e.g., 

Akehurst et al., 2015) has not been a dominant approach within the field of symptom validity 

assessment. Rather, most research focusses on the development of symptom scales that test for over-

reporting and exaggerated complaints, known as Symptom Validity Tests (SVTs). Exaggerated 
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Abstract 

Symptom validity tests (SVTs) are predicated on the assumption that overendorsement of 

atypical symptoms flags symptom exaggeration (i.e., questionable symptom validity). However, few 

studies have explored how practitioners from different cultural backgrounds evaluate such symptoms. 

We asked professionals working in Western (n = 56) and non-Western countries (n = 37) to rate the 

plausibility of uncommon symptoms taken from the Structured Inventory of Malingered 

Symptomatology (SIMS), dissociative symptoms from the Dissociative Experience Scale (DES-T), 

and standard symptoms (e.g., anxiety, depression) from the Brief Symptom Inventory-18 (BSI-18). 

Western and non-Western experts gave similar plausibility ratings to atypical, dissociative, and 

standard symptoms: both groups judged BSI-18 symptoms as significantly more plausible than either 

dissociative or atypical symptoms, while the latter two categories did not differ. Our results suggest 

that the strategy to detect symptom exaggeration by exploring overendorsement of atypical items 

might work in a non-western context as well, although dissociative symptoms should be additionally 

evaluated. 

Key words: Symptom Validity Assessment; Atypical Symptoms; Cross-Cultural Research, 

Structured Inventory of Malingered Symptomatology.  
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Third, following the dominant detection method in symptom validity assessment, the Self-

Report Symptom Validity Tests (SRVTs), we evaluated a recently created measure, the Self-Report 

Symptom Inventory (SRSI; Merten et al., 2016). The SRSI is a self-report questionnaire used to 

screen for symptom over-reporting. It consists of two main scales tapping into genuine complaints 

(genuine symptoms scale) and into exaggerated, implausible symptoms (pseudosymptoms), 

respectively. The rationale behind the SRSI is that people with real problems will endorse more items 

from the genuine symptoms scale and a low number of pseudosymptoms. In contrast, people who 

exaggerate their complaints will overendorse items belonging to both the genuine symptoms and 

pseudosymptoms scale. Based on previous studies that reported initial evidence for the SRSI as a 

promising detection tool (e.g., Merten et al, 2016), we continued investigating the adequacy of the 

SRSI in the detection of fabricated test anxiety, high distress symptoms, and physical complaints.  

Finally, we also examined the influence of culture on the symptom validity assessment. 

Previous research suggested that manifestation and interpretation of symptoms differs across 

countries (e.g., Kleinman & Cohen, 1997), and that language differences can lead to 

misunderstanding of items often included in symptom validity tests (Nijdam-Jones & Rosenfeld, 

2017; Merten & Rogers, 2017). Investigating the cross-cultural differences in symptom validity 

assessment is of interest to, for example, clinicians who have to evaluate the psychiatric symptoms 

of asylum seekers (e.g., van der Heide, Boskovic, & Merckelbach, 2017). Hence, we investigated 

whether the practitioners from Western and non-Western countries differ in their judgments of the 

plausibility of common, dissociative, and atypical symptoms.  

Below, the main findings of each chapter will be briefly summarized and integrated in terms 

of the over-arching purpose of this research: the quality enhancement of symptom validity 

assessment. We also review the limitations of our findings and elaborate on future directions and the 

practical implications of our research to date. 

Main Findings of This Thesis 

The research described in this thesis yielded a number of important and novel findings. First, 

our main findings with respect to the Verifiability Approach suggest that malingerers of physical 

symptoms, when not instructed on the details they should include in their reports, produced 

considerably more non-verifiable information, and thus longer statements than truth tellers. In 

contrast, truth tellers, even though they reported verifiable information infrequently, included a higher 

proportion of such details in their reports than malingerers (Study 1, Chapter 2). This latter finding 

replicated the results observed in the lie-detection literature (e.g., Nahari et al., 2014), which showed 

that the proportion of verifiable information contained in a statement is an important cue to veracity. 

Previous studies (e.g., Harvey et al., 2017) found that informing statement-givers that the verifiability 
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method in the lab settings. The studies on the VA or SRSI, in a lab and online, produced similar 

results with regard to number of details, length of statements, levels of symptom endorsement, and 

the detection rates, suggesting an independency from the actual method of data collection (i.e., online 

versus face to face). Nevertheless, it is still possible that the conditions in which a study is conducted 

can significantly influence its outcomes. Thus, these conditions should always be clearly specified. 

The last, and possibly the most important issue concerns the restrictions associated with the 

simulation design applied in our research. Investigating malingering in an artificial environment 

eliminates two important features of this phenomenon: the deceit and the intent of a deceiver (Merten, 

2017; Niesten, et al., 2017; Nies & Sweet, 1994). All the participants who were asked to malinger 

were instructed to feign certain conditions and were offered an incentive to do so. Thus, instead of 

showing an actual deceptive behaviour, our participants were offered an incentive to comply with our 

instructions (i.e., malingering-simulation paradox, Rogers & Cruise, 1998). In other words, 

participants were asked to be obedient, rather than to be deceptive. Furthermore, we cannot certainly 

know whether the participants were willing to comply with their roles or that they were interested in 

the incentive (Merten et al., 2017; Nies & Sweet, 1994). We asked participants to grade their 

motivation to follow and comply with the instructions in all of the studies. However, participants 

might have provided socially desirable responses. The simulation design is adequate for validating 

measures used in symptom validity assessment. However, it does not allow a closer examination of 

underpinnings of malingering (Niesten et al., 2017; Merten et al., 2017). Thus, Niesten and her 

colleagues (2017) have proposed a new methodology for investigating malingering that may be 

associated with greater ecological validity. These researchers first pre-tested their participants for any 

somatic symptoms, and included participants who did not have any current symptoms. Then, the 

participants received received an instruction to perform a long and dull task. During the task, the 

experimenters informed their participants that they could end the session early if they experienced 

any somatic symptoms. The task itself was not designed to provoke any somatic symptoms, thus, if 

a participant reported such complaints, the experimenters knew that the person was feigning. As such, 

the group assignment to feigners and truth tellers was not a priori set by researchers, rather the 

participants themselves chose whether to fabricate symptoms or to proceed with the task (remaining 

truthful). This shift from complying with the instructions of experimenters to choosing whether or 

not to feign has, partially, bridged the gap between real-life situations and malingering research. This 

new design might be an avenue worth following in future research in symptom validity assessment. 

However, the simulation design is widely used in other deception detection fields of research, such 

as lie-detection, and it presents a valuable method for investigating deceptive behaviours. The 

majority of studies within the context of lie-detection rely on the mock-crime paradigms, in which 
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information to participants led to non-significant differences between instructed malingerers and truth 

tellers in terms of both verifiable and non-verifiable information, and the overall length of statements. 

In Study 3, we experimentally induced symptoms (physical exercise) in one group of students (truth 

tellers), whereas two other groups received instructions to malinger having been engaged in physical 

exercise. Participants were not informed about the type of information they should provide. The 

results confirmed our findings from Study 1. We observed longer statements containing more non-

verifiable information for both malingering groups relative to the control group. In other words, an 

extensive amount of non-verifiable details was indicative of fabricated symptom reports in both Study 

1 and Study 3. 

In Chapter 3, we tested whether a reaction time task, the MST, used in combination with the 

SRSI, might assist in the detection of malingered anxiety-related symptoms. In Study 4, we focused 

on test-anxiety relying on a within-subject design. Students who were not suffering from test anxiety 

were asked to first genuinely respond to the MST task and the SRSI, and seven days later they were 

instructed to malinger having test-anxiety and to repeat the tasks. We found that students in the latter 

session produced the MST effect typically found in genuine test-anxiety patients, while the MST 

effect did not emerge in the first session. Participants in the second session overendorsed genuine 

symptoms and pseudosymptoms related to anxiety, compared with the first session, which led to a 

detection rate of 77% of test anxiety malingerers. In Study 5, we investigated PTSD-related 

symptoms, and included three groups of participants: 1) participants with current high impact aversive 

experiences, 2) participants with low impact aversive experiences, and 3) actors, who also had a low 

impact history but were asked to simulate being under the effects of a high impact of aversive 

experience. The MST effect did not emerge in any of the groups. However, the actors produced longer 

response latencies than both high and low impact groups. Actors also overendorsed items of the SRSI, 

thus 89% of these malingerers were successfully detected as such. Problematically, however, 27% of 

the honest group were also classified as malingerers. 

In Chapter 4, we focused on the SRSI alone, and its utility for detecting malingered physical 

(pain-related) and psychological (anxiety-related) symptoms (Study 6). In a between subjects design 

we included an honest comparison group and two groups of instructed malingerers (pain and anxiety 

symptoms). The malingerers of pain and malingerers of anxiety endorsed more genuine symptoms 

and pseudosymptoms than participants in the honest group. Also, both malingerer groups over-

endorsed symptoms corresponding to their alleged conditions. The detection rates reached 48% for 

simulators of pain, and 73% for simulators of anxiety, suggesting that the SRSI has a low sensitivity 

to simulated physical complaints.  
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who fund the research in Europe are usually not the end users of it, because if they were, the topic of 

malingering would finally be as supported as it is needed. 
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APPENDIX 1 

CHAPTER 2 

STUDY 1 & 2 

Supplemental table 2.1  

Inter-rater agreement for four groups of details in Study 1 and 2. 

Group of details 

Intraclass correlation coefficient 

Study 1 Study2 

Perceptual .95 .81 

Spatial .63 .84 

Temporal .96 .83 

Descriptive .84 .94 

 
 

 

Results 

Exploring the potential differences between groups in Study 1 for separate categories of details, we found that 

truth tellers reported significantly less perceptual non-verifiable details than malingerers, t (123) = 4.30, p = .001, d = .86. 

In Study 2, truth tellers produced significantly more spatial verifiable, t (103) = 2.75, p = .01, d = .4825, and spatial non-

                                                           
25 Because of the low number of participants in both groups, we also calculated a Mann-Whitney U test (U test = 

1052.00, z = 2.04, p = .02), which also yielded a significant result. 

Supplemental table 2.2.  

Number (%) of participants in both groups providing different types of details. 

Type of details 

Study 1  Study 2 

Truth tellers n (%) Malingerers n (%)  Truth tellers n (%) Malingerers n (%) 

Verifiable details   
   

- Perceptual 0 (0%)* 2 (2.4%)* 
 

1 (2.7%)* 7 (10.4%)* 

- Spatial 1 (2.4%)* 1 (1.2%)* 
 

10 (26.3%) 8 (11.9%) 

- Temporal 2 (4.9%)* 1 (1.2%)* 
 

11 (28.9%) 20 (29.8%) 

- Descriptive 10 (24.4%) 10 (11.9%) 
 

18 (48.6%) 41 (61.2%) 

Non-verifiable   
   

- Perceptual 32 (78%) 79 (94%) 
 

31 (83.8%) 65 (97.0%) 

- Spatial 22 (53.7%) 35 (41.7%) 
 

30 (81.1%) 38 (56.7%) 

- Temporal 35 (85.4%) 76 (90.5%) 
 

33 (89.2%) 59 (88.1%) 

- Descriptive 39 (95.1%) 84 (100%) 
 

37 (100%) 66 (98.5%) 

Total 41 (100%) 84 (100%)  
37 (100%) 

67 (100%) 

Notes: * Excluded from further t-test analysis because of the small sample size 
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Picture 2.1.  
Stairs at the Faculty of Psychology and Neuroscience at Maastricht University  
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