
Sample Case
L. M. is a 35-year-old man who was
referred by his chiropractor, Dr. J.  who
has been treating him regularly for the
effects of a whiplash injury that the
patient sustained in a motor vehicle acci-
dent five months earlier. (Dr. J. refers sev-
eral patients to your office a month and
is known to very active in the forensic
arena.) Although the patient is five
months post-injury, he continues to
complain of headaches, fatigue, dizziness,
and visual disturbance. Moreover, Mr.
M. just recently began to report prob-
lems with his word-finding and memory.
Dr. J. referred him to you to determine
whether Mr. M. sustained a brain injury
or concussion in the motor vehicle acci-
dent. 

When you take a history, Mr. M.
reports that he might have sustained a
mild head injury in the accident. He
describes having lost consciousness for
about five minutes in the accident; how-
ever this is not borne out in the emer-
gency room report. In fact, he was
described as oriented x3 by the para-
medics at the scene. He had an MRI of
the brain two weeks prior to the appoint-
ment, which was read as normal.
Nevertheless, Mr. M. reports that he is
unable to remember conversations,
becomes lost while driving, and cannot
remember the names of his children. He
complains of nightmares and is having
“flashbacks.” He also reports feeling anx-
ious and fearful of riding in a car. 

Mr. M. reported that he returned to
his job in the personnel department of a
large drug manufacturing firm one week
after the accident. However, he was

unable to focus and concentrate, devel-
oped headaches, and went out on short-
term disability. He is currently in the
process of applying for long-term disabil-
ity and has also filed a third-party suit for
the injuries he sustained in the accident.
In fact, he arrives with a disability form
that he says he needs to have completed
immediately. 

You administer a mini-mental status
examination and brief cognitive testing.
Mr. M. is able to recall just four digits
forward and backward. He is able to spell
the word “world” backward, but cannot
recall the name of the President of the
United States. He is also unable to cor-
rectly recall any of the three words you
asked him to remember after a five-
minute delay. Furthermore, he cannot
explain the meaning of a simple proverb.
In addition to his apparent cognitive
deficits, Mr. M. presents as quite anxious
with evidence of pressured speech and
psychomotor restlessness.

Expert Opinion
Our social and interpersonal interactions
are, for the most part, predicated on the
assumption that the people with whom
we interact are relating and communicat-
ing in an honest and forthright manner.
In fact, if we were to assume the opposite,
our relationships and social structure
would become completely chaotic and
unpredictable. Yet, although most people
are reluctant to admit to it, we all lie. The
lies might be benign or they might be
“little white lies” with little or no serious
consequences. They might even be meant
to make a person feel better. But we all
lie. 

Yet, physicians and other medical
practitioners have generally assumed that
their patients are, by and large, reason-
ably honest with respect to the history
and symptoms that they report. In fact, it
would be impossible to practice medicine
if we could not rely on the information
that our patients provide to us. However,
neurologists and other physicians
increasingly find themselves evaluating
and treating patients who have an incen-
tive to malinger or lie. This is especially
true when health care providers are asked
to provide not only a medical opinion,
but a medico-legal opinion regarding our
patients. The suspected incidence of
malingering varies dramatically. Fishbain
et al.1 indicated that malingering
occurred in 1.25 to 10.4 percent of
chronic pain claimants, while Gervais,
Green, et al.2 found that 50 percent of
compensation-seeking chronic pain
claimants failed symptom validity tests;
when warned that poor test performance
would cast doubt on their claimed
impairment, they had a drop in failure
rate to six percent. 

Historically, many physicians held the
rather naïve belief that they were able to
discriminate credible patients from those
who were “faking.” However, some
research has shown that a clinician’s abil-
ity to detect faking or malingering was
not much better than chance. We have
been forced to admit that our patients are
not always completely honest and forth-
coming, that the issue of malingering and
dissimulation is extremely intricate and
complex, and that we need to become
more sophisticated with respect to our
approach to patients who may be exag-
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gerating or malingering their problems
and complaints.

Defining the Issue
Malingering and dissimulation is a very
complex and elusive phenomenon that
can be very difficult even to define. For
example, are there degrees of lying or
malingering? At what point does exagger-
ation become malingering? Is it possible
that a person can be faking, lying, or
malingering at an unconscious level, such
that they are not even aware of their
deception? How does the medical practi-
tioner distinguish between conscious
malingering for obvious secondary gain
versus the manifestation of a true psychi-
atric condition such as somatoform disor-
der? How does one discriminate true neu-
rological symptoms and complaints from
exaggerated or malingered symptoms and
complaints in patients who have a true
neurological condition and also are exag-
gerating or malingering?

Fortunately, we have become much
more aware of and sensitive to the poten-
tial for malingering in a clinical context.
Physicians, neuropsychologists and other
health care providers have become more
sophisticated with respect to various types
of deception and dissimilation. We have
also developed strategies and formal tests
to detect malingering from a behavioral
and psychological perspective. As a result,
it is no longer necessary to rely solely on
clinical judgment when evaluating and/or
treating patients in a medico-legal con-
text. 

When a patient’s history, presenting
complaints, and/or formal test scores
appear invalid, we need to attempt to
uncover the underlying contradiction.
Certainly pain, fatigue and medication
effects can be confounding factors and
cause greater impairment in the patient’s
functional skills and abilities than would
be expected given the nature and severity
of his/her accident or illness. Suggestion
can also be a powerful influencing factor.
We are all familiar with a placebo effect in

which a patient experiences some
improvement in his/her condition with
some benign intervention that has no real
physical effect. The opposite is what we
call the iatrogenic effect in which patients
develop symptoms or even become func-
tionally disabled because they have been
told erroneously that they have a neuro-
logical condition. 

There are various psychological disor-
ders separate and apart from malingering
in which patients become symptomatic in
the absence of a reasonable medical expla-
nation. A factitious disorder is a psychi-
atric condition in which a patient will
intentionally produce or feign symptoms
in order to assume “a sick role” to assuage
a psychological need. Somatiform disor-
ders (e.g., somatization disorder, conver-
sion disorder and hypochondriasis) include
those disorders where the patient demon-
strates physical symptoms that cannot be
fully accounted for by a medical condi-
tion. The patient’s physical symptoms
and complaints are thought to reflect
underlying psychological or emotional
issues. However, unlike malingering or
factitious disorder, the symptoms are not
under the patient’s voluntary control and
are perceived as “real.” 

The diagnosis of malingering is
defined by the DSM-IV as “the inten-
tional production of false or grossly exag-

gerated physical or psychological symp-
toms, motivated by external incentives
such as avoiding military duty, avoiding
work, obtaining financial compensation,
evading criminal prosecution or obtain-
ing drugs. The manual goes on to state
that malingering should be strongly sus-
pected if any combination of the follow-
ing is noted:

1. Medico-legal context of presenta-
tion (e.g., the person is referred by an
attorney to the clinician for examina-
tion).

2. Marked discrepancy between the
person’s claimed stress or disability and
the objective findings.

3. Lack of cooperation during the
diagnostic evaluation and in complying
with the prescribed treatment regimen.

4. The presence of Antisocial Person-
ality Disorder.

Clinical Clues
Despite the relatively high incidence of
suspected malingering, many physicians
have been reluctant to make a diagnosis
of malingering at least in part due to the
difficulty of applying the rather vague
and general DSM-IV definition in an
actual clinical setting. However, Aranoff
et al.3 have offered some specific guide-
lines for physicians. They report that
malingering is clearly present when all of
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the following are present:
1. Confirmation that psychological or

physical symptoms are under voluntary con-
trol as manifested by one or more indica-
tors:

• Gross symptom production that is
inconsistent with physiological or
anatomical mechanisms.

• Unambiguous psychometric evi-
dence of malingering or strong corrobo-
rative evidence of malingering.

• Direct observation of illness produc-
tion.

• Discovery of paraphernalia or sub-
stances explaining the (volitional or
deliberate) production of physical symp-
toms.

2. At least three of the following criteria: 
• Irregular employment or job dissat-

isfaction. 
• Prior claims for injuries.
• Capacity for recreation but not

work.
• No nightmares or, if nightmares,

exact repetitions of the trauma (in claims
of post-traumatic stress disorder).

• Antisocial personality traits.
• Evasiveness or contradictions.
• Non-cooperation in the evaluation,

or in treatment.
3. Understandable motive to malinger

and illness production occurring in response
to:

• Pursuit of financial gain, shelter, or
drugs, or.

• Avoidance of work, military duty,
prosecution, or legal consequences.

4. Inability of another disorder, if pres-
ent, to explain current symptoms.

Another approach to symptom mag-
nification and malingering is the psycho-
metric approach. Psychologists and neu-
ropsychologists have developed tests to
diagnose malingering of psychological
symptoms and disorders (e.g., Minnesota
Multiphasic Personality Inventory-2) and
cognitive symptoms (e.g., Test of
Memory Malingering, Word Memory
Test). Research suggests that patients
may malinger, for example, in the cogni-

tive domain but minimize psychological
or emotional problems, and vice-versa.4

These tests have proven reliability and
validity and are able to detect malinger-
ing with a very high rate of accuracy.
Moreover, these tests in combination can
differentiate between malingering versus
somatiform disorders, factitious disorder,
and other psychological conditions that
could appear to be malingering.

We recommend that all physicians
consider the possibility of malingering in
all patients who are being seen in a
medico-legal context. Secondly, we rec-
ommend that physicians strongly consid-
er malingering in patients who present
with those signs and symptoms outlined
by Aranoff et al. In cases that are equivo-
cal, complex or when there is suspicion of
psychological or emotional overlay, we
recommend a referral to a clinical psy-
chologist or clinical neuropsychologist
for formal psychometric testing. 

Future Developments
There are some very interesting research
studies on the horizon that have not yet
been applied in mainstream clinical prac-
tice. Dr. Daniel Langleben at the
University of Pennsylvania has used func-
tional MRI scans to identify certain
regions of the brain that were active when
research subjects were instructed to lie.
Jennifer Vendemia, a psychologist at the
University of South Carolina, has used
sophisticated EEG mapping to identify
differences in event-related potentials in
various areas of the brain that are associ-
ated with lying. Dr. Paul Ekman at the
University of California, San Francisco
teaches lie detection to police investiga-
tors and embassy officials using his Facial
Action Coding System, which character-
izes approximately 10,000 facial expres-
sions. 

These approaches might be impracti-
cal in clinical practice; however, the stud-
ies are interesting in that they suggest
that there might actually be specific areas
of the brain with distinctive electrical

traces associated with lying and dissimu-
lation. The notion that there are specific
areas of the brain that are responsible for
lying is still controversial, but it is cer-
tainly possible that the nature, context
and type of lie could be mediated by dif-
ferent areas of the brain. In addition, it is
certainly possible that patients with a
psychological disorder such as somato-
form disorder might demonstrate MRI
abnormalities without actually intending
to lie, since the “lie” occurs at an uncon-
scious or preconscious level. 

Finally, it is important to recognize
that virtually all research on lying and
malingering involves “subjects” who are
told or coached to lie. Patterns of lying or
malingering and the neurological sub-
strate(s) that mediate these behaviors
could be very different in true liars or
malingerers in real-life situations than
they are in analogue liars and malingerers
in a research setting. Indeed, it is even
possible that there are differences in the
personality structure and neurological
response in individuals who are practiced
liars as compared to normal research sub-
jects. These considerations argue for cau-
tion in applying these research findings
to clinical or real-world situations. PN
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