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ABSTRACT 

 

In correctional settings, the appropriate provision of mental health services to 

inmates and the accurate identification of inmates’ mental health needs are concerns. 

Psychological evaluations, however, are complicated by incentives that motivate inmates 

to exaggerate or fabricate symptoms of mental illness, which is commonly known as 

malingering. Therefore, effective means to evaluate malingering are important. The 

Minnesota Multiphasic Personality Inventory-2 (MMPI-2), which contains the 

Infrequency (F) scale, Infrequency-Back (Fb) scale, Infrequency-Psychopathology (Fp) 

scale, Gough’s Dissimulation (F – K) index, and Gough’s Dissimulation (Ds) scale for 

assessing malingering, is commonly used in correctional settings. However, only three 

published studies have investigated these validity indicators among inmates. Therefore, 

this dissertation sought to expand the knowledge of malingering by inmates on the 

MMPI-2. This study consisted of three groups of inmates. Forty-five male inmates from 

general population penitentiaries formed a simulating group and were asked to fake 

unspecified mental illness on the MMPI-2. A clinical comparison group of 65 male 

inmates from correctional psychiatric inpatient facilities who were suffering from mental 

illnesses were asked to honestly answer the MMPI-2. The third group consisted of 44 

inmates from general population penitentiaries who were asked to complete the MMPI-2 

under standard instructions and who formed the standard instructions group. Multivariate 

analysis of covariance (MANCOVA) procedures, with demographic differences between 

the groups held as covariates, indicated that the validity scales, with the exception of Fb, 
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differentiated the simulating group from the standard instructions and clinical comparison 

groups. Logistic regression analyses identified the Fp and Ds scales as the most effective 

validity indicators in detecting malingering, and neither added incrementally to the 

predictive power of the other. These results support the use of the MMPI-2 and the Fp 

and Ds validity indicators for routine use in the assessment of malingering among 

inmates. As a result, correctional psychologists who use the MMPI-2 will be able to make 

more informed decisions in order to determine the presence or absence of genuine mental 

illness among inmates. Consequently, mental health services might be more appropriately 

disbursed. Findings and conclusions are discussed in light of limitations of the study. 
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CHAPTER I 

INTRODUCTION 

 

The importance of mental health services in correctional systems has become 

more evident as studies have documented higher prevalence rates of mental illness among 

inmates than in the community (Abram & Teplin, 1991; Brinded, Simpson, Laidlaw, 

Fairley, & Malcolm, 2001; Brink, Doherty, & Boer, 2001; Fazel & Danesh, 2002; 

Powell, Holt, & Fondacaro, 1997) and as the legal right of inmates to access mental 

health services has been increasingly recognized (American Psychiatric Association 

[APA], 2000a; Collins, 2001; Hafemeister, 1998; Magaletta & Boothby, 2003; Mayer, 

1989; Ogloff, Roesch, & Hart, 1994). One concern of prison and mental health 

administrators is the appropriate provision of mental health services to inmates with a 

legitimate need for such services (Elliott, 1997; Hodgins, 1995). Thus, as the first step in 

providing services, assessment and identification of mental illness among inmates have 

been recognized as essential components of mental health services (Gacono, 2002; 

Metzner, Miller, & Kleinsasser, 1994). Inmates may undergo screening or comprehensive 

assessment to determine mental health needs at various junctures throughout the 

correctional system (Metzner et al., 1994; Morgan, 2003).  

A complication to the proper disbursement of mental health services in these 

assessments pertains to when inmates are motivated by some external incentive to 

attempt to obtain these services without having a genuine mental health need (Clements 

& McLearen, 2003), which is commonly known as malingering (APA, 2000b). At the 
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time of initial reception into the correctional system, inmates may malinger 

psychopathology to obtain a less restrictive or preferred environment, such as a single 

cell, or to be exempt from work duties (Gallagher, Ben-Porath, & Briggs, 1997). During 

their incarceration, inmates may be self-referred or referred by staff for psychological 

assessment (Morgan, 2003). Inmates might be motivated to exaggerate or fabricate 

psychopathology in these evaluations to gain a transfer to a correctional psychiatric 

facility or another institution in order to avoid or escape harassment or assaultive 

behavior from inmates, to obtain better living conditions and more privileges, to acquire 

prescription medication, and to serve easier time (Goldstein, 1989; Halleck, 1986; 

Iverson, Franzen, & Hammond, 1995; Jaffe & Sharma, 1998). In addition, the transfer 

itself allows opportunities for escape (Goldstein, 1989) or a break from the routine of 

prison life (Morrison, 1991). Studies have estimated that 4% to 38% of inmates evaluated 

for admittance into correctional psychiatric facilities malingered psychopathology 

(Gallagher et al., 1997; Pollock, 1996; Pollock, Quigley, Worley, & Bashford, 1997; 

Rogers, Gillis, Dickens, & Bagby, 1991; Thomas-Peter, Jones, Campbell, & Oliver, 

2000; Wang et al., 1997). Therefore, given the innumerable incentives to malinger and 

the prevalence rates of malingering, inmates who malinger need to be accurately 

identified to ensure appropriate provision of mental health services and resources to 

inmates who legitimately need such services (Clements & McLearen, 2003; Hodgins, 

1995; Metzner et al., 1994). 

One common method of assessing inmates involves the use of multiscale 

personality inventories (Boothby & Clements, 2000), with the Minnesota Multiphasic 
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Personality Inventory-2 (MMPI-2; Butcher et al., 2001) being the most commonly 

utilized multiscale personality inventory in correctional settings (Boothby & Clements, 

2000; Gallagher, Somwaru, & Ben-Porath, 1999). However, few studies have examined 

the MMPI-2 among correctional populations, particularly among inmates with severe and 

persistent mental illness (Gallagher, 1998; Iverson et al., 1995; Kucharski & Johnsen, 

2002).  

The MMPI-2 contains numerous validity indicators, including the F (Infrequency) 

scale (Butcher et al., 1989), Fb (Back F) scale (Butcher et al., 1989), Fp (Infrequency-

Psychopathology) scale (Arbisi & Ben-Porath, 1995), F – K (Gough Dissimulation) index 

(Gough, 1950), and Ds (Gough Dissimulation) scale (Gough, 1954) that have been 

examined in malingering research (see Appendix A for an in-depth coverage of the 

following literature). A large body of research on the MMPI-2 has compared college 

students, community participants, and psychiatric patients instructed to feign specific 

disorders with those who answered the MMPI-2 honestly. These validity indicators have 

effectively differentiated honest respondents from simulators who feigned symptoms of 

schizophrenia (Archer, Handel, Greene, Baer, & Elkins, 2001; Bagby, Rogers, Buis, et 

al., 1997; Bagby, Rogers, Nicholson, et al., 1997; Rogers, Bagby, & Chakraborty, 1993; 

Sivec, Lynn, &Garske, 1994; Wetter, Baer, Berry, Robison, & Sumpter, 1993), from 

feigners of depression (Bagby, Nicholson, Buis, & Bacchiochi, 2000; Bagby, Rogers, 

Buis, et al., 1997; Walters & Clopton, 2000), from feigned posttraumatic stress disorder 

symptomatology (Archer et al., 2001; Bury & Bagby, 2002; Berry et al., 2001; Elhai, 

Gold, Frueh, & Gold, 2000; Elhai, Gold, Sellers, & Dorfman, 2001; Wetter et al., 1993; 
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Wetter & Deitsch, 1996), from simulators of somatoform disorder psychopathology 

(Sivec et al., 1994), from feigned closed head injury (Lamb, Berry, Wetter, & Baer, 1994; 

Wetter & Deitsch, 1996), and from feigners of borderline personality disorder (Archer et 

al., 2001; Sivec, Hilsenroth, & Lynn, 1995; Wetter, Baer, Berry, & Reynolds, 1994). 

Similarly, the MMPI-2 has received empirical support in analogue research investigating 

a fake bad response style, i.e., fake a global psychiatric disturbance, among psychiatric 

patients and college students. MMPI-2 validity indicators have effectively differentiated 

honest respondents from simulators who faked bad (Arbisi & Ben-Porath, 1998; Bagby, 

Nicholson, Bacchiochi, Ryder, & Bury, 2002; Bagby, Nicholson, & Buis, 1998; Bagby, 

Rogers, Buis, Kalemba, 1994; Berry et al., 2001; Graham, Watts, & Timbrook, 1991; 

Lim & Butcher, 1996; Rogers, Sewell, & Ustad, 1995; Sivec et al., 1994; Storm & 

Graham, 2000; Timbrook, Graham, Keiller, & Watts, 1993).  

Research has also examined the ability of the MMPI-2 validity indicators to detect 

malingering with forensic populations, in which participants consisted of psychiatric 

patients who have been judged or were being evaluated for the psycholegal issues of not 

guilty by reason of insanity or incompetent to stand trial. One study indicated that actual 

malingerers were difficult to detect with cutoff scores on the validity indicators 

recommended by others (Heinze & Purisch, 2001). Fb provided the best predictive power 

and Fp failed to add incrementally to the predictive power of F and Fb in another study 

with forensic participants (Lewis, Simcox, & Berry, 2002).  

Other research has used forensic patients as a clinical comparison group in studies 

with college students who faked bad (Bagby, Rogers, & Buis, 1994; Nicholson et al., 
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1997). Similar to a study conducted by Iverson et al. (1995), optimal cutoff scores 

indicated that F and F – K performed better than Fb in correctly identifying the 

participants (Bagby et al., 1994). In the second study, the F and F – K indicators provided 

significantly better discriminative power than the Fb and Fp scales in comparisons 

involving pretrial patients and simulators, but F, F – K, and Fp were the best indicators in 

analyses of general psychiatric patients and simulators (Nicholson et al., 1997).  

In addition to malingering research with forensic participants, a few studies have 

included samples of inmates. The F and F – K indicators performed better than the Fb 

scale in discriminating inmates who faked unspecified mental problems from inmates 

who responded honestly (Iverson et al., 1995). The Fp scale provided incremental 

validity to F and Fb scales when differentiating nonpsychiatric inmates who faked bad 

from bona fide correctional patients who answered honestly, but not in comparison with 

nonpsychiatric inmates who responded honestly (Gallagher, 1998). In an investigation 

that combined inmates within an analogue design and pretrial defendants within a known 

group comparison, suspected malingerers and inmates who faked bad or who faked 

schizophrenia were distinguishable on F, Fb, Fp, and F - K from bona fide defendants and 

inmates who responded honestly (Kucharski & Johnsen, 2002). A discriminant function 

analysis with the validity indicators of the suspected malingerers and bona fide 

defendants indicated that only F was a significant predictor in the classification of the 

groups (Kucharski & Johnsen, 2002).  

Additional research has compared the MMPI-2 with another multiscale 

personality inventory, the Personality Assessment Inventory (PAI, Morey, 1991). In an 
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examination of the effects of coaching about detection strategies on the F, Fb, and Fp 

scales for the MMPI-2 and the NIM (Negative Impression Management), MAL 

(Malingering Index), and RDF (Roger’s Discriminant Function) validity indicators for 

the PAI, coaching about detection strategies did not enable simulators to feign an 

unspecified mental illness more successfully than simulators without this type of 

assistance (Bagby et al., 2002). However, both groups of simulators were distinguishable 

from a large clinical comparison group of psychiatric patients. Analyses indicated that the 

best indicators for each inventory were Fp and RDF, and these validity indicators 

contributed incrementally to each other. Thus, the authors concluded that Fp and RDF 

possibly operate under different strategies in detecting malingering. Therefore, both 

inventories appear to add to the predictive ability of the other in differentiating 

malingered from authentic psychopathology (Bagby et al., 2002).  

Another study compared the effectiveness of these two inventories to differentiate 

college students who faked bad from bona fide psychiatric inpatients (Blanchard, 

McGrath, Pogge, & Khadivi, 2003). The simulators were further divided into those who 

received a forensic (i.e., criminal responsibility evaluation) or psychiatric (i.e., seeking 

admittance to a psychiatric hospital) scenario, which did not influence their feigning 

efforts according to statistical analyses. Results indicated that F – K and Fp were the best 

validity indicators for the MMPI-2 and MAL was the best validity indicator for the PAI. 

Furthermore, each inventory contributed incrementally to the predictive power of the 

other inventory in both feigning contexts, but the set of validity indicators for the MMPI-

2 produced a larger effect size than the PAI. The authors concluded that the MMPI-2 was 
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the single best inventory for detecting malingering, although the use of both inventories 

are warranted when serious consideration of malingering is an issue (Blanchard et al., 

2003). Collectively, these studies indicate that the MMPI-2 possesses a more effective set 

of validity indicators than the PAI in detecting malingering (Blanchard et al., 2003), but 

the MMPI-2 and PAI in combination provides the best approach to assess malingering 

(Bagby et al., 2002; Blanchard et al., 2003); however, limited research has been 

conducted and these findings warrant further investigation before any firm conclusions 

can be drawn about the relative effectiveness of the MMPI and PAI in detecting 

malingering. 

Additionally, two meta-analyses have synthesized the MMPI-2 literature on 

malingering detection. In an analysis of 15 malingering studies, the F, Fb, and F – K 

validity indicators evidenced large effect sizes in differentiating feigned from authentic 

MMPI-2 profiles (Rogers, Sewell, & Salekin, 1994). A subsequent meta-analytic review 

of 65 malingering studies identified Fp and Ds as the most effective validity indicators in 

the detection of malingering due to large effect sizes, consistency in cutoff scores, and 

relatively mild to moderate elevations by genuine patients (Rogers, Sewell, Martin, & 

Vitacco, 2003). Collectively, a large body of research has demonstrated the effectiveness 

of the MMPI-2 to differentiate feigners of a global psychological impairment and 

numerous psychiatric disorders from honest respondents among diverse samples, 

although the research among correctional samples—inmates—remains relatively 

understudied in the literature. As a result, future research is needed to assist clinicians in 

determining the appropriate inventory for detecting malingering in correctional settings. 
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Therefore, this proposed study will address this important gap in the literature by 

investigating the effectiveness of the MMPI-2 to differentiate malingering by inmates 

instructed to fake bad from a clinical comparison group of bona fide psychiatric patients 

in correctional psychiatric facilities.  

Definition of Terms 

Analogue design:  An analogue design is a study that consists of persons who are 

instructed to fake psychopathology and compared to persons who are asked to respond 

honestly on one or more psychological instruments. In this design, persons who are 

instructed to fake psychopathology are commonly referred to as simulators, which 

distinguish them from actual malingerers in a known group comparison.   

Bona fide patients:  Bona fide patients are included in either a clinical comparison 

group or the group of honest respondents in a known group comparison. The term “bona 

fide” indicates that the patients were instructed to honestly report their symptomatology 

on one or more psychological instruments in a research study. 

 Clinical comparison group:  A clinical comparison group consists of psychiatric 

patients sometimes included in an analogue design who complete one or more 

psychological instruments under the instructions to report their symptomatology honestly. 

They are compared with persons instructed to fake psychopathology.    

 Fake bad: A response style adopted by a person who endorses a global 

psychological disturbance in the absence of genuine psychopathology.  
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 Inmate:  For purposes of this study, an inmate refers to any person sentenced to a 

state correctional institution as the result of a felony conviction. Inmates participating in 

this study will be males 18 years of age or older.  

 Known group comparison:  A known group comparison is a research design 

involving the comparison of examinees in a clinical setting who are independently 

identified by clinicians or psychological tests as actual malingerers or honest respondents.  

  Multiscale inventory:  A multiscale inventory is a self-report, psychological 

instrument that assesses personality and psychopathology. The multiscale inventory of 

interest in this study is the Minnesota Multiphasic Personality Inventory-2 (MMPI-2; 

Butcher et al., 1989).  

 Malingering:  Malingering is the intentional and volitional exaggeration or 

fabrication of psychiatric symptoms to obtain an external incentive (APA, 2000b). For 

research purposes, malingering may also be referred to as feigning or simulating. 

Therefore, these terms are interchangeable throughout this proposal.  

Validity indicator:  A scale or index consisting of a cluster of items or a 

configural pattern on a multiscale inventory used to assess symptom exaggeration or 

fabrication for the purposes of this study. 

Research Questions 

 The following research questions will be addressed in this study: 

Research question 1. Do inmates who fake psychopathology on the MMPI-2 in the 

simulating group obtain significantly higher scores on the validity indicators than 

inmates without psychopathology who answer honestly in the standard 
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instructions group and inmates receiving inpatient psychiatric services who 

answer honestly in the clinical comparison group? 

Research question 2. What MMPI-2 validity indicator best predicts group membership 

between the simulating and standard instructions groups? 

Research question 3. What MMPI-2 validity indicator best predicts group membership 

between the simulating and clinical comparison groups? 

Research Hypotheses 

The following hypotheses are based on a review of the literature: 

Hypothesis 1:  The simulating group will produce statistically significant higher mean 

scores on the MMPI-2 validity indicators than the standard instructions group and 

the clinical comparison group.  

Hypothesis 2:  The MMPI-2 F scale will provide the best prediction of group membership 

between the simulating and standard instructions groups 

Hypothesis 3:  The MMPI-2 Fp scale will provide the best prediction of group 

membership between the simulating and clinical comparison groups. 
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CHAPTER II 

 METHOD  

 

Participants 

Participants were recruited from facilities within the Texas Department of 

Criminal Justice (TDCJ). The inpatient psychiatric facility at the maximum security John 

T. Montford Psychiatric/Medical Facility Unit (Montford Psychiatric Unit) in Lubbock, 

Texas serves the western region of the TDCJ and consists of 550 beds where inmates 

receive intensive mental health services. The maximum security, voluntary residential 

treatment Program for Aggressive Inmates with mental illnesses (PAMIO) at the high 

security Clements Unit provides intensive mental health services for 280 inmates who 

elect to be treated for their aggression and mental illness. General population 

penitentiaries consisted of the Clements, Daniel, Neal, and Smith Units, which are 

medium and high security facilities located within an approximately 150 mile radius of 

Lubbock, Texas. These facilities house between approximately 1,342 and 3,714 adult 

men. 

Participants consisted of adult men incarcerated in the TDCJ. A total of 288 

inmates participated in the study across three groups, which consisted of “clinical 

comparison,” “standard instructions,” and “simulating” groups. Participants in the clinical 

comparison and standard instructions groups were asked to honestly respond to the 

measures, whereas participants in the simulating group were asked to fake serious mental 

health problems on the measures.  
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This research study received approval by the Institutional Review Boards of 

Texas Tech University and Texas Tech University Health Sciences Center and by the 

Research, Evaluation, and Development Group (RED Group) of TDCJ. 

The inclusion criteria for this study included:  (a) voluntary written consent for 

participation and (b) participants possessed a reading ability sufficient to complete the 

inventories. Since participants were not formally assessed for reading ability, participants 

were recruited from those enrolled in educational courses. Participants from all facilities 

were sought from those who have the highest security classification, but had movement 

privileges that allowed them to leave their cell to participate in the study and be tested in 

a group setting.  

Participants in the clinical comparison group consisted of 137 adult male inmates 

incarcerated in two inpatient psychiatric facilities within the TDCJ; however, only 65 

inmates provided valid MMPI-2 protocols (see the Procedure Section for evaluating 

validity of profiles). The typical participant who provided a valid MMPI-2 was 35.1 years 

old (SD =9.8); Caucasian (41.5%) or African-American (29.2%); single (47.7%); with a 

10th grade education and a General Equivalency Degree (G.E.D.) (33.9%); serving a 

19.9-year sentence (SD = 18.6 years) with 7.3 years served (SD = 6.8 years) on a sex 

offense (27.7%) or a property offense (20.0%); classified as a Line Class S2 (35.7%); and 

suffering from a mental illness (87.5%). See Table 1 for additional details on the 

demographic characteristics of this sample.  

Axes I and II diagnoses, based on the Diagnostic and statistical manual of mental 

illnesses (4th ed., text revision; DSM-IV-TR; American Psychiatric Association, 2000b), 
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were obtained for inmates. These diagnoses were made by a multidisciplinary treatment 

team headed by a psychiatrist contracted by TDCJ for psychiatric services and represent 

the most current diagnoses of the inmates at the time of their participation in the study. 

Among the 65 inmates who provided valid MMPI-2 protocols, the breakdown of the 

primary diagnoses was as follows: 26.2% had a primary diagnosis of a Depressive 

Disorder (e.g., Major Depression, Dysthymia, Depressive Disorder NOS, Cyclothymia, 

Mood Disorder due to a General Medical Condition or Substance Use), 21.5% had a 

primary diagnosis of a Psychotic Disorder (e.g., Schizophrenia, Schizoaffective, 

Psychotic Disorder NOS, Psychotic Disorder Due to a General Medical Condition, 

Psychotic Disorder Due to Substance Use), 16.9% had a primary diagnosis of a Bipolar 

Disorder (e.g., Bipolar I, Bipolar II, Cyclothymia, Mood Disorder NOS, Mood Disorder 

due to a General Medical Condition or Substance Use), 7.7% had a primary diagnosis of 

an Adjustment disorder, 6.2% had a primary diagnosis of a Substance Disorder, 6.2% had 

a primary diagnosis of an Anxiety Disorder, 1.5% had a primary diagnosis of a medical 

condition unrelated to a psychiatric condition, 1.5% had a primary diagnosis of a Sexual 

Disorder, 1.5% had a primary diagnosis of an Impulse Control Disorder, and 10.8% had 

no primary diagnosis or a primary diagnosis was unable to be located.  

Nineteen of the 65 participants also carried comorbid secondary diagnoses. The 

distribution of these secondary diagnoses among the 19 participants was as follows: 

52.6% had a secondary diagnosis of a Substance Disorder, 10.5% had a secondary 

diagnosis of Antisocial Personality Disorder, 5.3% had a secondary diagnosis of a 

Psychotic Disorder, 5.3% had a secondary diagnosis of a Depressive Disorder, 5.3% had 
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a secondary diagnosis of an Adjustment Disorder, 5.3% had a secondary diagnosis of an 

Anxiety Disorder, 5.3% had a secondary diagnosis of a Sexual Disorder, 5.3% had a 

secondary diagnosis of a medical condition unrelated to a psychiatric condition, and 5.3% 

had a secondary diagnosis of an “other” (e.g., Attention Deficit-Hyperactivity Disorder) 

disorder. Additionally, five of the 65 participants were diagnosed with a third disorder, 

including four participants with a tertiary diagnosis of Antisocial Personality Disorder 

and one participant with a tertiary diagnosis of a Bipolar Disorder. Overall, participants 

who provided valid MMPI-2 protocols had an average length of stay of 13.2 months (n = 

64, length of stay was unknown for one participants; SD = 19.3 months with a range of 

one month to 110 months) at their respective inpatient psychiatric facility. Thus, 

participants typically were diagnosed with a severe and persistent major mental illness 

with a considerable minority suffering from a comorbid substance condition and who 

were housed at their respective psychiatric facility for approximately one year. 

Participants in the standard instructions group consisted of 59 adult male 

incarcerated inmates. Valid MMPI-2 protocols were provided by 44 participants. The 

typical participant who produced a valid MMPI-2 protocol was 36.6 years old (SD = 

12.0); Caucasian (47.7%); single (43.2%); with a 10th grade education and a G.E.D. 

(45.5%); serving a 15.0-year sentence (SD = 13.7 years) with six years served (SD = 4.5 

years) on a drug-related offense (22.7%) or property offense (22.7%); and classified as a 

Line Class S3 (75.7%). See Table 1 for additional details regarding inmate demographics. 

Participants in the simulating group consisted of 92 adult male incarcerated 

inmates. Valid MMPI-2 profiles were produced from 45 participants. The typical 
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participant who provided a valid MMPI-2 was 40.8 years old (SD =9.7); Caucasian 

(31.1%), Hispanic (31.1%), or African-American (26.7%); single (53.3%); with a 10th 

grade education and a G.E.D. (48.9%); serving a 33.8-year sentence (SD = 28.1 years) 

with 7.3 years served (SD = 5.0 years) on an offense against a person (35.6%) or a sex 

offense (33.3%); and classified as a Line Class S3 (63.4%). Refer to Table 1 for 

additional details.  

Materials 

Demographic form. A demographic form (see Appendix B) requested information 

on age, racial/ethnic identity, relationship status, years of formal education completed, 

highest degree earned, index offense, length of current sentence, length of sentence 

served, and security level.  

Minnesota Multiphasic Personality Inventory-2. The MMPI-2 (Butcher et al., 

2001) consists of 567 true-false items in a self-report format. The MMPI (Hathaway & 

McKinley, 1943) was revised in 1989 and standardized on a diverse community sample 

of 2,600 nonclinical individuals who were representative of the United States 1980 

census (Butcher et al., 1989), and who were generally representative of the United States 

1990 census (Butcher et al., 2001). For the purpose of this study, the following sets of 

MMPI-2 scales will be examined: (1) five standard validity scales (T–scores for Lie [L], 

K-correction [K], Superlative [S], Variable Response Indicator [VRIN], and True 

Response Indicator [TRIN]), (2) ten Basic Clinical scales (T–scores for Scale 1 

[Hypocondriasis (Hs)], Scale 2 [Depression (D)], Scale 3 [Hysteria (Hs)], Scale 4 

[Psychopathic Deviate (Pd)], Scale 5 [Masculinity-Femininity (Mf)], Scale 6 [Paranoia 
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(Pa)], Scale 7 [Psychasthenia (Pt)], Scale 8 [Schizophrenia (Sc)], Scale 9 [Hypomania 

(Ma)], and Scale 0 [Social Introversion (Si)]), and (3) five validity indicators functioning 

as independent or predictor variables (T–scores for Infrequency [F], Back-Infrequency 

[Fb], and Infrequency-Psychopathology [Fp], and raw scores for Gough Dissimulation 

Index [F – K] and Gough Dissimulation Scale [Ds]). Additionally, a large number of 

supplementary and content scales, as well as other subscales, that measure clusters of 

symptoms or problem areas are included on the MMPI-2. 

The revised edition of the test manual reported measures of reliability, including 

internal consistency and test-retest estimates (Butcher et al., 2001). The internal 

consistency estimates produced alpha coefficients that ranged in order from .34 to .85 for 

clinical scales, .34 to .89 for supplementary scales, and .72 to .86 for content scales for 

men (n = 1056 to 1126), and from .37 to .87 for clinical scales, .24 to .90 for 

supplementary scales, and .68 to .86 for content scales for women (n = 1327 to 1435; 

Butcher et al., 1991). A subset of participants was retested after an average of 8.58 days. 

Test-retest reliability correlations ranged from .67 to .93 for clinical scales, .63 to .91 for 

supplementary scales, and .77 to .91 for content scales for men (n = 82), and from .54 to 

.92 for clinical scales, .69 to .91 for supplementary scales, and .78 to .91 for content 

scales for women (n = 111; Butcher et al., 1989). These test-retest correlations were 

replicated with a community sample of 1,072 men, which produced greater internal 

consistency reliabilities than the normative sample did at both testing times (Spiro, 

Butcher, Levenson, Aldwin, & Bosse, 2000).  
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As previously stated, the MMPI-2 (Butcher et al., 2001) validity indicators that 

will be examined in this study include the F scale (Butcher et al., 1989), Fb scale 

(Butcher et al., 1989), Fp scale (Arbisi, & Ben-Porath, 1995), F – K index (Gough, 1950), 

and Ds scale (Gough Dissimulation scale; Gough, 1954). The F scale consists of 60 items 

in the first half of the inventory that were endorsed in the keyed direction by less than 

10% of the MMPI normative sample (Hathaway & McKinley, 1943) and were retained 

during the revision of the MMPI-2. The items reflect the degree to which unusual, 

bizarre, and atypical thoughts, beliefs, sensations, and experiences are endorsed 

(Friedman, Lewak, Nichols, & Webb, 2000; Greene, 2000). High scores on the F scale 

indicate unusual self-descriptions, severe distress or psychosis, confusion, random 

responding, lack of cooperation, a cry for help, or exaggeration or fabrication of 

psychopathology (Friedman et al., 2000). Low scores suggest conventionality, lack of 

distress, or denial or minimization of symptoms (Friedman et al., 2000). The test manual 

reported internal consistency estimates with alpha coefficients of .64 on F for men (n = 

1056 to 1127) and .63 on F for women (n = 1342 to 1442), and test-retest reliability 

correlations of .78 on F for men (n = 82) and .69 on F for women (n = 111) at a mean 

interval of 8.58 days (Butcher et al., 1989). 

Since the last F scale item is number 361, the restandardization committee for the 

MMPI-2 developed the Fb scale from 40 items in the last half of the measure to detect 

persons who lose motivation or concentration while taking the inventory and respond 

haphazardly (Friedman et al., 2000). These items were endorsed in the keyed direction by 

less than 10% of the MMPI-2 normative sample (Butcher et al., 1989). Areas reflected in 
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the Fb scale include acute distress or depression, suicidality, substance problems, and 

relational problems (Friedman et al., 2000; Greene, 2000). High scores may indicate 

fatigue, uncooperativeness, random responding, exaggeration or fabrication of symptoms, 

severe psychopathology, chemical dependency, chronic maladjustment, or acute distress; 

whereas low scores suggest good adjustment or possible denial of problems (Friedman et 

al., 2000). The test manual reported internal consistency estimates with alpha coefficients 

of .72 on Fb for men (n = 1056 to 1127) and .75 on Fb for women (n = 1342 to 1442), 

and test-retest reliability correlations of .86 on Fb for men (n = 82) and .71 on Fb for 

women (n = 111) at a mean interval of 8.58 days (Butcher et al., 1989). 

The 27-item Fp scale was designed to assist in understanding elevations on the F 

scale, especially to consider symptom exaggeration or fabrication, in clinical settings 

characterized by the presence of severe psychopathology (Arbisi & Ben-Porath, 1995). 

Whereas the F scale was constructed of items endorsed infrequently by the MMPI 

normative sample (Hathaway & McKinley, 1943), which contained nonclinical persons, 

the Fp scale consists of items that were endorsed in the keyed direction by less than 20% 

of a large sample of psychiatric inpatients (Arbisi & Ben-Porath, 1995) and the MMPI-2 

normative sample (Butcher et al., 1989). The Fp items reflect areas such as “severe 

psychotic symptoms, very unusual habits, highly amoral attitudes, (and) identity 

confusion” (Arbisi & Ben-Porath, 1995, p. 427). High scores reflect the presence, and 

low scores indicate the absence, of exaggeration or fabrication of symptoms (Friedman et 

al., 2000). Reliability estimates were not provided by the scale authors in the validation 

study.   
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The F – K index (Gough, 1950) was constructed for the original MMPI 

(Hathaway & McKinley, 1943) to assist in assessing exaggerated or fabricated 

psychopathology (Friedman et al., 2000). This index is calculated by subtracting the raw 

score of the K scale, which measures defensiveness, from the raw score of the F scale 

(Friedman et al., 2000). High scores indicate severe distress, severe psychopathology, or 

symptom exaggeration or fabrication, whereas low scores suggest denial or minimization 

of symptoms (Friedman et al., 2000). Reliability estimates were not reported in the 

MMPI-2 test manual (Butcher et al., 1989). The Ds scale, which was also developed for 

the original MMPI (Gough, 1954), was developed by contrasting responses of neurotic 

patients from college students and psychologists who attempted to portray themselves as 

neurotic patients (Greene, 2000). This scale, which consists of 58 items on the MMPI-2, 

taps into erroneous stereotypes and misconceptions about neuroticism and psychiatric 

symptoms. High scores indicate the presence and low scores indicate the absence of these 

endorsements.   

One study was located in the literature that provided reliability data for these 

validity indicators. Wetter and Deitsch (1996) found that participants asked to feign 

posttraumatic stress disorder (PTSD) produced comparable two-week test-retest 

reliability correlations as honest respondents, but participants asked to feign closed head 

injury symptomatology produced significantly lower reliability estimates than the other 

two groups. PTSD feigners (n = 32) obtained reliability correlations from .72 to .89, 

closed head injury feigners (n = 32) produced correlations from .43 to .64, and honest 

respondents (n = 32) obtained correlations from .78 to .92 on F, Fb, Fp, and F – K.   
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Procedure 

Participant recruitment. In conjunction with designated staff at their respective 

facilities, participants were identified through various methods. Inmates at the general 

population facilities were identified as potential participants from those who were 

enrolled in rehabilitation groups or education courses. These inmates were scheduled to 

attend a recruitment session where they volunteered or declined their participation. 

Inmates at the voluntary residential treatment program were recruited via flyers 

distributed to all inmates on two wards (n = 70). These two wards housed inmates whom 

the staff believed could be tested in a group setting with other inmates based on their 

progress in the treatment program (all inmates were housed in single cells and progressed 

from admission to discharge through a level system). The inmates were instructed to 

return the flyer indicating their interest to participate in the study. Inmates at the inpatient 

psychiatric facility consisted of those who had security privileges allowing them to be 

tested in a group setting. Two recruitment procedures were followed for these 

participants. Initial participants were recruited from education courses by being 

scheduled to attend a recruitment session and then offering or declining their participation 

(n = 75).  Next, inmates admitted since the previous recruitment session with security 

privileges allowing them to be tested in a group setting were identified by staff and 

attended a recruitment session where they volunteered or declined to participate in the 

study (n = 94). Thus, recruitment procedures were unique for each type of facility, and 

they were developed based on warden preferences and the stated needs of each facility. 

Recruitment procedures allowed for no identification of reading level at all facilities or 
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current mental health treatment at the general population facilities where inmates would 

be asked to fake bad on the instruments. To compensate for the lack of a formal method 

to assess reading level, inmates were informed during recruitment sessions that 

participation requires English reading ability and inmates may terminate their 

participation at any time without penalty due to reading difficulties. However, 

recruitment via education courses at several of the facilities diminished the likelihood of 

including inmates with limited reading ability. 

Data collection. Participants were tested in a group format ranging from four to 

thirty-five inmates. Some participants were tested across two sessions with a one-week 

interval between sessions. These participants were administered the MMPI-2 along with 

the PAI and MCMI-3. The administration order of these inventories initially was 

counterbalanced; however, difficulty retaining participants for the second session resulted 

in some participants receiving the MMPI-2 during session one and the PAI (Morey, 

1991) and MCMI-3 (T. Millon, Davis, & C. Millon, 1997) in alternating order during 

session two. During session one, participants received and/or completed an informed 

consent form (see Appendix C), demographic form, instructions form (see Appendix D), 

and the MMPI-2, PAI, or MCMI-3. During session two, participants received and/or 

completed an instructions form and the two remaining multiscale inventories that were 

not administered during session one (e.g., two of the following:  MMPI-2, PAI, or 

MCMI-3). For each participant, the number “1” was written at the top of the answer sheet 

for one of these two multiscale inventories and the number “2” was written at the top of 
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the answer sheet for the other multiscale inventory to indicate the order in which the 

inventories should be completed in session two. 

The remaining participants were tested in a group format during a single testing 

session due to high attrition while completing all three inventories. Participants received 

and/or completed an informed consent form, demographic form, instructions form, and 

the MMPI-2. The PAI and MCMI-3 was not administered.  For all participants, testing 

materials were distributed via manila envelopes containing study materials. An 

experimental number was written on the outside of each envelope. For participants 

completing two sessions, a separate log of experimental numbers and participants’ names 

was maintained in order to appropriately distribute testing materials during each session 

to participants. Within two weeks of completing data collection for each participant, the 

log was electronically shredded.  

Administration of testing materials. The experimenter utilized a script for all data 

collection sessions (see Appendix E). Data collection sessions were held in education-

type rooms or gymnasiums with tables, desks, or chairs. Participants were asked to be 

seated once they arrived. Shortly after the scheduled start time for the first data collection 

session, the experimenter distributed the manila envelope of testing materials and pencils. 

Following the script, the experimenter made several announcements. The participants 

were informed that the manila envelope contains several testing materials and that the 

testing session consists of completing an informed consent form, receiving an 

introduction to the study, and completing an instrument. In addition, inmates who were 

recruited for participation in two testing sessions were informed that the study asks for 
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participation at a second data collection session and that the estimated time for the first 

session and the second session is approximately two hours for each session. Inmates who 

were recruited for participation in one testing session were informed that the study asks 

for participation in one testing session and that the estimated time for the testing session 

is approximately two hours. Then, the experimenter asked participants to retrieve all 

testing materials from the manila envelope. Participants were asked to locate the 

informed consent form. Participants were informed that a copy of the informed consent is 

available for their review in the Warden’s office. Next, the experimenter read the consent 

form aloud while participants read along on their copy of the consent form. The 

experimenter then asked for and addressed participants’ questions. When all questions 

were answered, the experimenter asked the participants to sign their name on the 

designated line if they chose to participate. Participants who did not want to continue in 

the study were excused to return to their normally scheduled assignment. The number of 

participants who did not participate was recorded by the experimenter (n = 556). Once 

participants completed the informed consent form, the experimenter collected these forms 

and placed them in an appropriately labeled manila envelope.  

Next, the experimenter instructed participants to not write any identifying 

information (e.g., name, social security number, TDCJ number) on any of the remaining 

testing materials. The experimenter asked the participants to locate and complete the 

demographic form. Afterwards, participants were asked to return the completed 

demographic form to the manila envelope and to locate the instructions form and the 

multiscale inventory. The experimenter explained the format of the inventories. Then, the 
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experimenter orally presented the instructions as participants read along on their copy of 

instructions, and asked for and addressed questions from participants. After all questions 

were addressed, the experimenter asked the participants to complete the multiscale 

inventory. In addition, the experimenter instructed the participants to place completed 

testing materials back in the envelope and to return the envelope to the experimenter once 

all testing materials were completed.  

When participants brought the envelope to the experimenter after completing the 

testing materials for the first testing session, they were asked to write their name next to 

their experimental number on the experimental log if participation involved a second 

testing session. This log was used in the second testing session to identify participants’ 

manila envelope of testing materials to complete.  

The second data collection session was conducted in a group testing format in a 

similar room with tables, desks, or chairs. Once participants began to arrive, the 

experimenter distributed envelopes and pencils to participants by asking each participant 

for his name. The experimenter located participants’ experimental number on the 

experimenter’s log containing experimental numbers and corresponding participant 

names. After the experimenter located participants’ experimental number, the second 

manila envelopes were obtained and handed to the proper participants. The participants 

were asked to retrieve all testing materials from the envelope. The experimenter orally 

read the instructions for completing the remaining two multiscale inventories and asked 

participants to return the completed testing materials in the envelope to the experimenter. 

Next, the experimenter informed participants to not write any identifying information 
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(e.g., name, social security number, TDCJ number) on any of the testing materials. 

Finally, the experimenter asked participants to start completing the testing materials. 

Participants were asked to first complete the multiscale inventory with a number “1” at 

the top and then to complete the multiscale inventory with a number “2” at the top. When 

participants finished and returned their envelopes containing the completed testing 

materials to the experimenter, the experimenter thanked the participants and provided 

debriefing forms (see Appendix F) to the participants. Participants were asked to read the 

debriefing forms before they left the testing room. The experimenter answered any 

questions from participants and retrieved all debriefing forms. Each participant was 

excused after returning the debriefing form.  

Confidentiality. All information obtained in this study remained strictly 

confidential and was not shared or communicated with security, treatment, or support 

staff. This was accomplished in the following ways. A three-digit experimental number 

was used to identify participants and their materials for this study. Participants’ testing 

materials were stored under this three-digit experimental number with no identifying 

information. A log was kept that contained participants’ experimental numbers and 

corresponding names. Moreover, the informed consent form, which contained the 

participant’s name, has no experimental number. If a participant wrote any identifying 

information on any of the testing materials except for the informed consent form, then the 

experimenter blotted it out with a permanent black marker. The participants were orally 

reminded by the experimenter during the administration of testing materials to refrain 

from writing any identifying information on the relevant testing materials. Furthermore, 
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the experimenter collected participants’ informed consent forms, which were the only 

materials that contained any identifying information, and placed them in an envelope that 

was kept separate from other testing materials. The log with participants’ names and 

experimental numbers was electronically shredded within two weeks of participants 

completing data collection.  

Once a data collection session was completed, the experimenter returned all 

envelopes and completed testing materials in a box to the Psychology Department at 

Texas Tech University for storage, data input, and data analyses. Materials and envelopes 

(except for any experimenter’s logs and informed consent forms) were stored in a file 

cabinet in a secured research lab accessible through two locked doors. The 

experimenter’s log containing experimental numbers and corresponding participants’ 

names, log sheet, and informed consent forms were kept separate from other testing 

materials and data in a secured storage closet accessible through two locked doors and 

located outside of the secured research lab.   

Research Design 

 The design for this study is a between-groups, analogue experimental design with 

a clinical comparison group. Participants from the general population penitentiary were 

randomly assigned to either the “simulating” group or the “standard instructions” group. 

The analogue aspect is represented by the simulation nature of the study, in which 

participants in the “simulating” group were asked to fake psychopathology on the 

dependent measure and compared with participants in the “standard instructions” group, 

who were asked to respond honestly to the dependent measure. In addition, the 
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“simulating” group was compared with the “clinical comparison” group, which consists 

of psychiatric patients from a psychiatric correctional facility who were asked to report 

their symptoms honestly on the dependent measure.  
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CHAPTER III 

RESULTS 

 

Demographic Equivalence of the Groups 

To assess demographic differences between the groups, Pearson Chi-square tests 

were employed for categorical variables (ethnic status, relationship status, type of 

educational degree, index offense, and line class) and analysis of variance (ANOVA) 

procedures were used for continuous variables (age, highest grade completed, sentence 

length, and time served) with an alpha level of .05. Since the primary analyses assessed 

differences between (1) the simulating and clinical comparison groups and (2) the 

simulating and standard instructions groups, but not (3) the clinical comparison and 

standard instructions groups, demographic analyses were conducted separately for the 

first two comparisons. The results are presented in Table 1. Certain groups within the 

categorical variables, with the exception of line class, were collapsed based on their 

distributions for the purposes of data analysis. For ethnic status, four groups were 

compared: (1) Black/African-American, (2) White/Caucasian, (3) Hispanic/Latino, and 

(4) an “other” group consisting of inmates describing themselves as having Asian, Native 

American, or other ethnic status. For relationship status, three groups were compared: (1) 

single, (2) inmates in a committed relationship (i.e., partnered/common law and married), 

and (3) inmates no longer in a committed relationship (i.e., divorced, widowed, and 

separated). There were three groups for highest educational degree earned, including (1) a 

group consisting of inmates with a General Equivalency Degree (G.E.D.) or High School 
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Diploma, (2) a group consisting of inmates with a Bachelor degree and or an advanced 

college degree, and (3) a group of inmates with no G.E.D., High School Diploma, or 

college degree. For index offense, there were two variables for the purposes of data 

analysis. Offenses against a person (1) consisted of sex offenses, murder, manslaughter, 

assault, and battery. The second variable, nonviolent offenses (2), consisted of drug 

offenses, property offenses (robbery, theft), and other offenses (e.g., forgery). Line class 

consisted of six levels on a continuum, covering S1, S2, S3, L2, L3, and L4. Inmates 

entered the correctional system in the L2 level, with good institutional adjustment and 

behavior resulting in inmates moving through S3 to S1 (S1 represents the best 

institutional adjustment and behavior) and poor institutional adjustment and behavior 

resulting in inmates moving in the opposite direction, from L2 to L4 (L4 represents the 

worst institutional adjustment and behavior). 

As seen in Table 1, psychiatric inmates in the clinical comparison group were 

older in age than inmates in the simulating group, and were serving longer sentences than 

inmates in the simulating group. Therefore, age and sentence length were controlled for 

in the primary analyses between the simulating and clinical comparison groups. Also, 

inmates in the simulating group were incarcerated for more offenses against a person and 

fewer property offenses and substance-related offenses than inmates in the standard 

instructions group, and they were serving longer sentences than inmates in the standard 

instructions group. Therefore, index offense and sentence length were controlled for in 

the primary analyses between the simulating and standard instructions groups.  
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Adherence to Instructions 

Participants’ MMPI-2 protocols for the three groups were checked for completion 

of the inventory and for response style. Following the guidelines outlined in the revised 

edition of the test manual (Butcher et al., 2001), MMPI-2 protocols with > 30 omitted 

items (as assessed by the Cannot Say validity scale) were considered invalid and not 

interpretable and were excluded from data analyses. Next, MMPI-2 protocols were 

checked for random or inconsistent responding with T-scores of > 80 on the Variable 

Response Inconsistency (VRIN) or True Response Inconsistency (TRIN) validity scales 

satisfying the threshold for invalidity. Afterwards, MMPI-2 protocols were screened for 

socially desirable or positive impression management response styles. Protocols 

evidencing T-scores exceeding > 80 on the Lie (L) scale, > 65 on the K-correction (K) 

scale, or > 70 on the Superlative (S) scale were considered invalid and not interpretable 

and were excluded from data analyses. 

For the clinical comparison group, 137 inmates participated in the research and 

112 produced completed MMPI-2 protocols (25 participants prematurely terminated their 

participation prior to completion of the MMPI-2). Of the 112 completed MMPI-2 

protocols, ten evidenced > 30 omitted items and were excluded from the study. Among 

the remaining 102 MMPI-2 protocols, 30 protocols violated the criteria for the VRIN 

validity scale, 2 protocols violated the criteria for the TRIN validity scale, and 4 protocols 

evidenced both excessive VRIN and TRIN scores, resulting in 66 MMPI-2 protocols. 

Examining socially desirable or positive impression management response styles, an 

additional MMPI-2 protocol violated the criterion for the L scale and was excluded from 
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data analyses (none violated the criteria for the K or S scales). After all checks for 

validity and compliance with instructions were conducted, a total of 65 valid MMPI-2 

protocols were included in data analyses for the clinical comparison group.  

For the standard instructions group, 59 inmates participated in the research and 57 

produced completed MMPI-2 protocols (two participants prematurely terminated their 

participation prior to completion of the MMPI-2). Of the completed MMPI-2 protocols, 5 

evidenced > 30 omitted items and were excluded from the study. Among the remaining 

52 MMPI-2 protocols, 3 protocols violated the VRIN criteria and 1 protocol evidenced 

both excessive VRIN and TRIN scores resulting in 48 MMPI-2 protocols. Examining 

socially desirable or positive impression management response styles, 2 protocols 

violated the L criterion, one protocol violated the K criterion, and 1 protocol violated the 

S criterion, and these protocols were excluded from data analyses (none of the protocols 

violated more than one of these validity indicators, resulting in four invalid protocols). 

After all checks for validity and compliance with instructions were conducted, 44 valid 

MMPI-2 protocols were included in data analyses for the standard instructions group. 

For the simulating group, 92 inmates participated in the research and 75 produced 

completed MMPI-2 protocols (17 participants prematurely terminated their participation 

prior to completion of the MMPI-2). Of the completed protocols, 4 MMPI-2 protocols 

evidenced > 30 omitted items and were excluded from the study. Among the remaining 

71 MMPI-2 protocols, 11 protocols violated the criteria for VRIN, 4 protocols violated 

the TRIN criterion, and 4 protocols evidenced excessive VRIN and TRIN scores, which 

resulted in 19 protocols excluded from data analyses due to random or careless 
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responding and left 52 MMPI-2 protocols. Examining socially desirable or positive 

impression management response styles, 1 protocol violated the L criterion, 1 protocol 

violated the K criterion, and 1 protocol violated the L and K criteria (none of the 

protocols violated the criterion for the S scale), which resulted in three protocols being 

excluded from data analyses. Therefore, there were 49 MMPI-2 protocols remaining in 

the simulating group. 

Since participants in this group were instructed to fake bad, their MMPI-2 

protocols were checked to ensure compliance with instructions for completing the 

inventory. More specifically, the protocols were scored and checked for the presence of 

at least one elevated scale indicating the presence of psychopathology, not including 

substance-related or personality disorders. For the purposes of this study, T-scores of > 

65 on the MMPI-2 satisfy the threshold of an “elevated” scale. MMPI-2 scales consist of 

the Basic Clinical Scales 1 (Hypochondriasis), 2 (Depression), 3 (Hysteria), 6 (Paranoia), 

7 (Psychasthenia), 8 (Schizophrenia), and 9 (Hypomania). Basic Clinical Scales 5 

(Masculinity-Femininity) and 0 (Social Introversion) were not included because these 

scales are not direct measures of psychopathology (Greene, 2000). Basic Clinical Scale 4 

(Psychopathic Deviate), which measures attitudes and behaviors characteristic of 

antisocial personality disorder (Greene, 2000), was not included given the high 

prevalence of antisocial personality and behavior among inmates (Powell et al., 1997). A 

total of one MMPI-2 protocol was excluded from data analyses due to evidencing no 

elevated clinical scales. Additionally, three participants informed the experimenter that 

they completed the MMPI-2 honestly and demonstrated misunderstanding of the 
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instructions after discussion with the experimenter. Therefore, these three participants’ 

MMPI-2 protocols were excluded from data analyses. After all checks for validity and 

compliance with instructions were conducted, 45 MMPI-2 protocols were included in 

data analyses for the simulating group.  

Data Preparation 

Prior to conducting preliminary, primary, and supplementary data analyses, data 

were examined for accuracy, missing data, and the assumptions of logistic regression and 

multivariate analysis of variance (MANOVA). All MMPI-2 protocols were scored on 

computer software and 22.5% of the MMPI-2 responses were rechecked for errors, which 

resulted in an error rate of 0.07% (also, 24.4% of demographic information was 

rechecked with an error rate of 2.25%). Errors in data entry were corrected, resulting in 

more accurate MMPI-2 scale scores for the analyses.  

The demographic data were also rechecked for incorrectly entered responses (e.g., 

a “6” entered for a variable with responses choices numbered 1 through 5). An 

examination of the data revealed no missing data for the scale scores. For the scale 

scores, univariate outliers were examined separately for each group (i.e., clinical 

comparison, standard instructions, and simulating groups). The criterion for outliers was 

a participant’s scale score exhibiting a standardized (z) score greater than the absolute 

value of 3.29 with a two-tailed test (p < .001) (Tabachnick & Fidell, 2001). No 

participants’ scale scores were identified as outliers using this procedure. To ensure a 

thorough search for univariate outliers, histograms, box plots, and distributions of scale 

scores were also examined for each group separately. First, potential outliers were 
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identified through inspection of histograms and box plots. The respective distribution of 

scores was examined, and any previously identified potential outlier that was deemed to 

be an extreme outlier in the distribution of scale scores was judged as an outlier. A 

participant’s scale score identified as potential outliers by inspection of the histograms or 

box plots but were not judged to be an extreme outlier according to the distribution of 

scores were retained without exclusion or replacement. For the clinical comparison 

group, one participant’s Basic Clinical scale (Pt) was identified as an outlier. For the 

standard instructions group, one participant’s validity indicator score (F-K) and another 

participant’s Basic Clinical scale score (Hy) were identified as outliers. For the 

simulating group, a participant’s validity indicator score (Ds) and another participant’s 

Basic Clinical scale score (Hy) were identified as outliers. Therefore, five participants’ 

scale scores were identified as outliers. MANOVA procedures of the three groups were 

conducted on the dataset with and without the outliers to assess the effect of permanently 

eliminating the outliers. Separate MANOVAs were conducted for the standard validity 

scales, Basic Clinical scales and validity indicators. Comparisons of the analyses 

indicated that results were similar with no contradictory results between datasets. Thus, 

all outliers were eliminated and subsequent data screening, preliminary, and primary 

analyses were performed using the dataset without the outliers.  

An additional check for multivariate outliers within each of the three groups was 

conducted using Mahalanobis Distance with the split file for separate examination of the 

three groups (Tabachnick & Fidell, 2001). There were no multivariate outliers on the 

standard validity scales, critical χ2 = 20.515, p < .001; validity indicators, critical χ2 = 
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20.515, p < .001; or Basic Clinical scales, critical χ2 = 29.588, p < .001. To assess 

multivariate normality of the scale scores, frequency histograms, expected normal 

probability plots, and detrended expected normal probability plots were inspected, as well 

as calculation of z-scores to assess the severity of skewness and kurtosis (with a z-score > 

two standard deviations, i.e., 2.96, being the cutoff criterion; Tabachnick & Fidell, 2001). 

In large samples (i.e., N = 100 or more cases) the visual appearance of the distribution is 

more important than the significance level of skewness or kurtosis (Tabachnick & Fidell, 

2001); thus, more importance was placed on variables identified by the frequency 

histograms and probability plots for consideration of transformation. Variables identified 

by either a histogram or plot and visual representation of the distribution or significance 

level were transformed. Employing this procedure, four variables deviated from 

normality, although the degree of significance for all variables indicated mild deviations 

from normality. These scales consisted of a standard validity scale (K) and three validity 

indicators (F, Fb, Fp). Of these variables, the three validity indicators  evidenced 

acceptable skewness but unacceptable kurtosis. Normality was not improved following 

square root transformation, log transformation, or inverse transformation. Thus, these 

three variables were not transformed. The remaining variable (K) evidenced acceptable 

kurtosis but unacceptable skewness. Using a square root transformation, normality of this 

variable was improved. Therefore, the transformed K scale was utilized for subsequent 

multivariate analyses but not for logistic regression analyses, since logistic regression 

does not require normal distributions of variables (Tabachnick & Fidell, 2001). 
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Additionally, continuous demographic variables were examined for excessive skewness 

or kurtosis, but none were identified. 

Finally, multicollinearity was assessed via correlation matrices and collinearity 

diagnostics, which consisted of a conditioning index and variance proportions 

(Tabachnick & Fidell, 2001). These analyses were conducted separately for the various 

sets of variables described above.  The criterion for multicollinearity consisted of 

variables obtaining Pearson correlations exceeding 0.90, and evidencing a conditioning 

index greater than 30.00 for a selected dimension with at least two variance proportions 

for the variables exceeding 0.50 (Tabachnick & Fidell, 2001). For the validity indicators, 

the F scale and F – K index were correlated at 0.913 and produced variance proportions 

exceeding 0.50 (F = 0.62, F – K = 0.87) on a row with a conditioning index of 30.04. 

Following the recommendation of Tabachnick and Fidell (2001), these validity indices 

were evaluated for removal from subsequent analyses. The F – K index was also highly 

correlated with the Ds scale, r = 0.94, whereas the F scale did not produce extreme 

correlations (r > 0.90) with other validity indicators. Additionally, the F – K index 

produced a higher mean Pearson r (r = 0.84) with the remaining validity indicators than 

the F scale (r = 0.809). Finally, authors of a recent meta-analysis of the MMPI-2 validity 

indicators in detecting malingering across 65 studies advised against using the F – K 

index but not the F scale in evaluating malingering (Rogers et al., 2003) (see Appendix D 

for further information). Thus, the F – K index was excluded from subsequent analyses, 

leaving the F, Fb, Fp, and Ds scale as the validity indicators of interest in this study. 

Collectively, outliers were identified and eliminated and multicollinearity was assessed 
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and corrective action, as previously described, was taken in order to satisfy assumptions 

of logistic regression and MANOVA procedures. In addition, multivariate normality was 

assessed and corrective action was taken in order to meet this assumption of MANOVA.  

Preliminary Analyses 

A series of multivariate analysis of covariance (MANCOVA) procedures were 

conducted to assess the effect of the testing procedures on the standard validity scales, 

validity indicators, and Basic Clinical scales. Since all three groups (i.e., standard 

instructions, clinical comparison, and simulating groups) were included in the initial 

MANCOVA procedures, separate follow-up MANCOVA procedures were conducted on 

any significant findings to determine if the significant differences were between (1) the 

simulating and clinical comparison groups (one separate MANCOVA) or (2) the 

simulating and standard instructions groups (one separate MANCOVA), which are the 

two comparisons of primary interest in this study. Univariate procedures were then 

utilized to identify group differences on the scale(s). These follow-up procedures were 

conducted in order to identify any significant differences in testing procedures that need 

to be controlled for and held constant in the primary analyses between the groups 

identified in the two comparisons. For all analyses, group membership was held constant 

as the covariate and the testing procedure was entered as an independent variable with the 

sets of standard validity scales, validity indicators, or Basic Clinical scales entered as 

dependent variables. Since homogeneity of variance was met for all analyses (Box’s test, 

p > .05), Wilks’ Λ was employed as the statistical criterion (Tabachnick & Fidell, 2001). 

The alpha level for the multivariate analyses was set at p < .05.  
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To assess counterbalancing effects, counterbalancing the three inventories 

resulted in six variations of administration for inmates who participated in two data 

collection sessions. Two variations of administration were dropped from analyses due to 

small sample sizes (Order 5: PAI, MMPI-2, MCMI-3, n = 4; Order 6: MCMI-3, PAI, 

MMPI-2, n = 3); the MMPI-2 was administered during the second session for both 

variations of administration with the MMPI-2 being administered prior to the MCMI-3 in 

one variation and prior to the PAI in the other variation. Thus, MANCOVA procedures 

were conducted on the four remaining administration variations (Order 1: MMPI-2, PAI, 

MCMI-3, n = 45; Order 2: MMPI-2, MCMI-3, PAI, n = 31; Order 3: PAI, MCMI-3, 

MMPI-2, n = 13; Order 4: MCMI-3, MMPI-2, PAI, n = 14). Results demonstrated that 

order of administration of the three inventories had no impact on the standard validity 

scales, F(15, 260) = 0.72, Wilks’ Λ = 0.89, p < .001; on the validity indicators, F(12, 

252) = 1.12, Wilks’ Λ = 0.87, p < .001; or on the Basic Clinical scales, F(30, 259) = 0.84, 

Wilks’ Λ = 0.76, p < .001.  

For inmates who participated in the study while two sessions were being 

conducted, MANCOVA procedures examined potential differences in MMPI-2 profiles 

between those who completed the MMPI-2 during session one (n = 76) and those who 

completed the MMPI-2 during session two (n = 35). Completion of the MMPI-2 during 

session one or two did not affect the standard validity scales, F(5, 104) = 0.76, Wilks’ Λ 

= 0.97, p > .05; the validity indicators, F(4, 104 = 1.06, Wilks’ Λ = 0.96, p > .05; or the 

Basic Clinical scales, F(10, 97) = 0.75, Wilks’ Λ = 0.93, p > .05. Additional MANCOVA 

procedures showed that whether the MMPI-2 was administered  as the first instrument to 
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be completed in the second session (n = 18) or as the second instrument to be completed 

in the second session (n = 17), did not significantly impact the standard validity scales, 

F(5, 28) = 0.71, Wilks’ Λ = 0.89, p > .05; the validity indicators, F(4, 28 = 2.18, Wilks’ 

Λ = 0.76, p > .05; or the Basic Clinical scales, F(10, 22) = 1.05, Wilks’ Λ = 0.68, p > .05. 

Collectively, order of administration, completion of MMPI-2 in session one as opposed to 

session two, and completion of the MMPI-2 first or second during session two had no 

significant impact on subsequent MMPI-2 profiles. 

As previously noted, the procedures for this study were modified after 

approximately 61.4% of the data was collected. Specifically, participation was reduced 

from two testing sessions to one testing session with completion of one inventory 

(MMPI-2) rather than three (i.e., MMPI-2, MCMI, PAI). To assess the impact of this 

procedural modification, a comparison of MMPI-2 profiles between participants who 

participated in the study while two sessions were held (n = 43) and participants who 

participated in the study after it was modified (n = 111) to one session was undertaken.  

There were no significant group differences for the standard validity scales, F(5, 147) = 

1.06, Wilks’ Λ = 0.97, p > .05, or the validity indicators, F(4, 147) = 1.69, Wilks’ Λ = 

0.96, p > .05; however, a series of MANCOVA procedures indicated an omnibus 

significant difference on the Basic Clinical scales, F(10, 139) = 2.45, Wilks’ Λ = 0.85, p 

= .01. Follow-up MANCOVA procedures revealed that the differences were accounted 

for by the comparison of the simulating and standard instructions groups, F(10, 75) = 

2.33, Wilks’ Λ = 0.76, p = .019.. Based on univariate procedures, compared with inmates 

who participated while two session were conducted, inmates who participated in the 



40 

study when only one session was conducted scored significantly higher on Mf (M = 

46.53, SD = 8.85; M = 51.33, SD = 7.32, respectively) F(1, 84) = 10.39, p = .002; Pa (M 

= 77.71, SD = 25.31; M = 83.36, SD = 26.02, respectively), F(1, 84) = 6.65, p = .012; and 

Si (M = 60.22, SD = 13.58; M = 65.43, SD = 15.28, respectively), F(1, 84) = 8.40, p = 

.005. Thus, this testing procedure variable was held constant as a covariate in subsequent 

analyses involving the Basic Clinical scales.   

Primary Analyses 

Group differences on the standard validity scales 

Multivariate analysis of covariance (MANCOVA) procedures examined possible 

group differences between (1) the simulating group and standard instructions group and 

(2) the simulating group and clinical comparison group on the standard validity scales (L, 

K, S, TRIN, VRIN). Since these groups differed with respect to demographic variables, 

separate MANCOVA analyses were conducted for each comparison. Cohen’s d (Cohen, 

1992) effect sizes were computed using the output from univariate tests with the 

covariates controlled in the analyses. The effect sizes were interpreted according to 

Rogers and colleagues’ recommendation for malingering studies (Rogers et al., 2003) (d: 

> .75 = “moderate,” > 1.25 = “large,” and > 1.75 = “very large”). For the first 

comparison, index offense and sentence length were held constant (covaried) and scores 

on the standard validity scales were entered as dependent variables. Since homogeneity 

of variance was not met F(15, 26936) = 2.06, Box’s M = 32.99, p < .01, Pillai’s Trace 

was employed as the statistical criterion (Tabachnick & Fidell, 2001).  Results indicated a 

significant group difference on the standard validity scales, F(5, 76) = 4.38, Pillai’s Trace 
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= 0.22, p = .001. Follow-up univariate analyses, with a Bonferroni corrected alpha level 

of .01, indicated that the standard instructions group scored significantly higher than the 

simulating group on standard validity scales K (p < .001) and S (p < .001), which 

registered moderate effect sizes (ds = 1.00 and 0.96, respectively) in the differentiation of 

the groups. The remaining standard validity scales produced small to negligible effect 

sizes. See Table 2 for detailed results of these analyses.  

For the second comparison involving the simulating and clinical comparison 

groups, age and sentence length were held constant (covaried) and scores on the standard 

validity scales were entered as dependent variables. Wilks’ Λ was employed as the 

statistical criterion since homogeneity of variance was met, F(15, 34331) = 1.16, Box’s 

M = 18.46, p > .05 (Tabachnick and Fiddell, 2001). Results indicated a significant group 

difference on the standard validity scales, F(5, 97) = 3.25, Wilks’ Λ = 0.86, p = .009. 

Follow-up univariate analyses, with an alpha level of .01 using a Bonferroni correction, 

indicated that the clinical comparison group scored significantly higher than the 

simulating group on standard validity scale S (p = .001). A possible trend was evidenced 

as validity scale K approached significance, with the clinical comparison group scoring 

higher than the simulating group (p = .04). Nonetheless, these differences were of small 

to negligible magnitude, as indicated by their effect sizes. It should be noted that the 

relative lack of significant and clinically meaningful differences are not unexpected, 

given that the MMPI-2 protocols were screened and excluded based on extreme 

elevations on validity scales, thereby imposing an artificial ceiling on participants’ 

scores. See Table 2 for more detailed information about these analyses. 
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Group differences on the validity indicators 

The first hypothesis predicted that the simulating group would produce 

significantly higher mean scores on the validity indicators than the standard instructions 

group and the clinical comparison group. To evaluate the first hypothesis, MANCOVA 

procedures examined possible group differences between (1) the simulating group and 

standard instructions group and (2) the simulating group and clinical comparison group 

on the validity indicators (F, Fb, Fp, and Ds). Since these groups differed with respect on 

demographic variables, separate MANCOVA analyses were conducted for each 

comparison. Cohen’s d (Cohen, 1992) effect sizes were computed using the output from 

univariate tests with the covariates controlled in the analyses. The effect sizes were 

interpreted according to Rogers and colleagues’ recommendation for malingering studies 

(Rogers et al., 2003) (d: > .75 = “moderate,” > 1.25 = “large,” and > 1.75 = “very large”). 

For the first comparison, index offense and sentence length were held constant (covaried) 

and scores on the validity indicators were entered as dependent variables. Pillai’s Trace 

was employed as the statistical criterion since homogeneity of variance was not met, 

F(10, 31324) = 2.28, Box’s M = 24.08, p < .05 (Tabachnick & Fiddell, 2001). Results 

indicated that there was an omnibus group difference on the validity indicators, F(4, 76) 

= 10.69, Pillai’s Trace = 0.36, p < .001. Follow-up univariate analyses, with a Bonferroni 

corrected alpha level of .013, indicated that the simulating group scored significantly 

higher than the standard instructions group on validity indicators Fp (p < .001), Ds (p < 

.001), F (p < .001), and Fb (p < .001). Ds and F evidenced large effect sizes (ds = 1.43 

and 1.31, respectively) and Fp and Fb produced moderate effect sizes (ds = 1.18 and 1.02, 
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respectively) in the differentiation of the groups. See Table 3 for more detailed results of 

these analyses. 

For the second comparison involving the simulating and clinical comparison 

groups, age and sentence length were held constant (covariates) and scores on the validity 

indicators were entered as dependent variables. Pillai’s Trace was employed as the 

statistical criterion since homogeneity of variance was not met, F(10, 38355) = 2.19, 

Box’s M = 22.94, p < .05 (Tabachnick & Fiddell, 2001). There was an overall group 

difference on the validity indicators, F(4, 97) = 6.54, Pillai’s Trace = 0.21, p < .001. 

Follow-up univariate analyses, with a Bonferroni corrected alpha level of .013, indicated 

that the simulating group scored significantly higher than the clinical comparison group 

on validity indicators Fp (p < .001), Ds (p < .001), and F (p = .002). Effect sizes showed 

that Fp and Ds evidenced moderate discrimination of malingered and genuine 

psychopathology (ds = 0.83 and 0.81, respectively), whereas F and Fb produced less than 

moderate differentiation (ds = 0.63 and 0.24, respectively). Refer to Table 3 for more 

information on these results. To summarize these results, the validity indicators were 

more effective in differentiating inmate simulators from healthy inmates answering 

honestly than in distinguishing inmate simulators from psychiatric inmates when 

demographic differences between the groups were held constant as covariates. 

Nonetheless, Fp and Ds were particularly effective in the latter differentiation of 

malingered from genuine psychopathology. Overall, the results supported the first 

hypothesis, with the exception of the Fb scale, for the simulating and clinical comparison 

groups. 
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Group differences on the Basic Clinical Scales 

MANCOVA procedures examined possible group differences between (1) the 

simulating group and standard instructions group and (2) the simulating group and 

clinical comparison group on the Basic Clinical scales. Since the groups differed with 

respect todemographic variables, separate MANCOVA analyses were conducted for each 

comparison. Cohen’s d (Cohen, 1992) effect sizes were computed using the output from 

univariate tests with the covariates controlled in the analyses. The effect sizes were 

interpreted according to Rogers and colleagues’ recommendation for malingering studies 

(Rogers et al., 2003) (d: > .75 = “moderate,” > 1.25 = “large,” and > 1.75 = “very large”). 

For the first comparison, index offense, sentence length, and participation in the study 

while one or two sessions were conducted were held constant (covaried) and scores on 

the Basic Clinical scales were entered as dependent variables. Since homogeneity of 

variance was met, F(55, 20563) = 1.00, Box’s M = 63.42, p > .05, Wilks’ Λ was 

employed as the statistical criterion (Tabachnick & Fidell, 2001). There was an overall 

group difference on the Basic Clinical scales, F(10, 68) = 4.08, Wilks’ Λ = 0.63, p < 

.001. Follow-up univariate analyses, with a Bonferroni corrected alpha level of .005, 

indicated that the simulating group scored significantly higher than the standard 

instructions group on Basic Clinical scales Hs, D, Pd, Pa, Pt, Sc, Ma, and Si. The 

magnitude of these significant differences generally evidenced moderate effect sizes, 

with the exception of Pa and Sc, which produced large effect sizes in the differentiation 

of the groups (ds ranged from 1.30 on Sc to 0.60 on Mf). See Table 4 for more 

information on these analyses. 
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For the second comparison involving the simulating and clinical comparison 

groups, age and sentence length were held constant (covaried) and scores on the validity 

indicators were entered as dependent variables. Wilks’ Λ was employed as the statistical 

criterion since homogeneity of variance was met, F(55, 26546) = 0.98, Box’s M = 60.53, 

p > .05 (Tabachnick & Fiddell, 2001). Again, there was an overall group difference on 

the Basic Clinical scales, F(10, 90) = 3.22, Wilks’ Λ = 0.74, p = .001. Follow-up 

univariate analyses, with a Bonferroni corrected alpha level of .005, indicated that the 

simulating group scored significantly higher on Basic Clinical scale Ma (p = .001) than 

the clinical comparison group. A possible trend was evidenced as the simulating group 

scored higher than the clinical comparison group on Basic Clinical scales Pa (p = .006) 

and Sc (p = .03). These three Basic Clinical scales (Pa, Sc, and Ma) produced low 

(nearing moderate) effect sizes in the discrimination of malingered and genuine 

psychopathology (ds ranged from 0.45 to 0.73), whereas the remaining Basic Clinical 

scales produced small to negligible differentiation of the groups. See Table 4 for more 

detailed results of these analyses. 

Collectively, these results indicate that the instructions to fake mental problems 

on the MMPI-2 were sufficient to produce the desired response set on the MMPI-2. 

Inmate simulators in the simulating group produced a mean clinical profile (i.e., Basic 

Clinical scales) that closely approximated the mean clinical profile of psychiatric inmates 

responding honestly in the clinical comparison group. Moreover, inmate simulators 

generated a mean clinical profile with significantly higher elevations on the Basic 

Clinical scales than their counterparts who were asked to respond honestly to the MMPI-
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2 in the standard instructions group. As a result, this pattern of differences lends 

confidence in subsequent findings and lends support to this study’s generalizability to 

actual clinical practice in correctional settings. 

Logistic regression analyses 

Logistic regression analyses were performed to identify the most effective validity 

indicator in predicting (1) inmate simulators from relatively healthy inmates answering 

honestly and (2) inmate simulators from psychiatric inmates answering honestly. For F, 

Fb, and Fp, T scores were utilized in the analyses, whereas raw scores were utilized for 

Ds. The validity indicators functioned as predictor variables and were regressed on the 

criterion variable, group membership. Because group membership was a dichotomous 

variable, logistic regression was used (Hosmer & Lemeshow, 2000; Tabachnick & Fidell, 

2001; Wright, 1995). At each step of model building, likelihood ratio tests with a chi-

square distribution tested the significance of the addition of the step to the model, with 

deviance, or -2 log likelihood (-2LL), providing a measure of the overall model fit 

compared to a perfectly fit model. As -2LL values move closer to zero, deviance is 

minimized, which increases the fit of the model. Therefore, with the addition of a step to 

the model, the resulting change in model fit, as evidenced by likelihood ratio tests and the 

resulting chi-square statistics, indicates whether the set of predictors that entered the 

model contributed significantly to the prediction of group membership.  

As viewed in the tables for all analyses, logistic regression yields certain types of 

information for each predictor (Hosmer & Lemeshow, 2000; Tabachnick & Fidell, 2001; 

Wright, 1995). The unstandardized logistic regression coefficient is represented by B. 
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The odds ratio estimates the odds, or probability of correct classification in group 

membership for a one-unit increase in the predictor. A 95% confidence interval for the 

odds ratio is also provided in the output. The Wald’s Λ statistic is a significance test of 

the predictor’s unstandardized coefficient with a chi-square distribution, which indicates 

whether the unstandardized coefficient differs from zero in the population.  

Predictive power of demographic variables. First, hierarchical logistic regression 

analyses were performed to assess the predictive power of the demographic variables in 

predicting response styles and to assess whether the validity indicators provided 

incremental validity to the demographic variables in predicting response styles. Separate 

analyses compared (1) the simulating group (coded 1) to the standard instructions group 

(coded 0) and (2) the simulating group (coded 1) to the clinical comparison group (coded 

0). For each comparison, the demographic variables were split into two sets and two 

separate analyses were conducted in order to ensure 10 participants per parameter (i.e., 

predictor) for each analysis (Hosmer & Lemeshow, 2000). The two sets consisted of 

sociodemographic variables (age, ethnic status, relationship status, highest grade 

completed, and educational degree) and criminological variables (index offense, sentence 

length, time already served on sentence, and line class). Each level of the categorical 

variables was specified in the analyses. Therefore, two separate analyses, each with one 

set of demographic variables, were conducted for each group comparison. 

For the comparison of the simulating and standard instructions groups, the set of 

demographic variables was forced into the regression model first in Block 1 followed by 

the forced entry of the validity indicators in Block 2. As viewed in Table 5, the forced 
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entry of the sociodemographic variables in Block 1 resulted in no significant 

improvement in model fit beyond that provided by chance alone. Addition of the validity 

indicators in Block 2 provided significant improvement in the fit of the model along with 

an overall model with a good fit. In the second regression, Table 6 illustrates that the 

forced entry of the criminological variables in Block 1 significantly improved the model 

above and beyond that afforded by chance prediction. Again, however, entry of the 

validity indicators in Block 2 produced a significant improvement in model fit and a 

better fitting model than the model in Block 1. Therefore, the validity indicators, when 

forced into the model after the forced entry of demographic variables, provided 

incremental validity above and beyond that provided by the predictive power of 

sociodemographic and criminological variables in the prediction of inmate simulators and 

healthy inmates. 

Similar hierarchical logistic regression analyses were performed to predict inmate 

simulators in the simulating group from psychiatric inmates in the clinical comparison 

group. Table 7 shows that entry of the sociodemographic variables in Block 1 

significantly improved the model fit beyond that provided by chance alone, with age 

contributing significant predictive power in the model. Addition of the validity indicators 

in Block 2 also resulted in a significant improvement in the fit of the model and resulted 

in a better fitting model, with age, Ds, and Fb providing significant predictive power in 

the final model. Results of the second regression are presented in Table 8, and they show 

that the forced entry of the criminological variables significantly improved the model fit 

beyond that afforded by chance alone, with length of sentence contributing significant 
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predictive power. When the validity indicators were added in Block 2, there was a 

significant improvement in the fit of the model, as well as a better fitting model. In the 

final model, length of sentence, Ds, and Fb provided significant predictive power. 

Therefore, although the sets of sociodemographic variables and criminological variables 

contributed significantly in the prediction of inmate simulators and psychiatric inmates, 

addition of the validity indicators provided incremental validity above and beyond that 

afforded by the demographic variables. Overall, these findings demonstrate that the 

validity indicators possess incremental validity over demographic variables in predicting 

group membership between inmate simulators and (1) healthy inmates and (2) psychiatric 

inmates.  

Predictive power of the validity indicators. Additional logistic regression analyses 

were performed in order to test the second and third hypotheses of this study. The second 

hypothesis predicted that the F scale would provide the best prediction of group 

membership between the simulating and standard instructions groups, whereas the third 

hypothesis predicted that the Fp scale would provide the best prediction of group 

membership between the simulating and clinical comparison groups. Forward stepwise 

logistic regression analyses were conducted separately to compare (1) the simulating 

group (coded 1) to the standard instructions group (coded 0) and (2) the simulating group 

(coded 1) to the clinical comparison group (coded 0). As identified earlier, there were 

significant demographic differences between the groups in these two comparisons. 

Therefore, the significant demographic variables were forced into the regression model in 

Block 1. In a forward stepwise manner for Block 2, the validity indicators were entered 
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and removed based on each predictor’s Walds’ Statistic, which is a significance test of 

the predictor’s unstandardized logistic regression coefficient (Tabachnick & Fidell, 

2001). Following the recommendation of Hosmer and Lemeshow (2000), the criteria for 

entry and removal were < .15 and > .20, respectively. At each step of model building, 

chi-square analyses tested the significance of the addition of the step to the model, with -

2LL providing a measure of the overall model fit compared to a perfectly fit model. The 

resulting change in model fit indicates whether the validity indicator that entered the 

model contributed significantly to the prediction of group membership. 

For the comparison of the simulating and standard instructions groups, index 

offense and length of sentence were controlled for by being forced into the regression 

model first in Block 1. As viewed in Table 9, the only validity indicator to enter the 

model in Block 2 was Ds, which provided significant predictive power, good model fit, 

and a relatively large odds ratio. Therefore, Ds was the most effective validity indicator 

in the predicting inmate simulators from relatively healthy inmates responding honestly, 

which did not support the second hypothesis 

To test the third hypothesis, logistic regression procedures followed those 

described above in order to identify the most effective validity indicator to differentiate 

the simulating and clinical comparison groups. Since there were significant differences in 

age and length of sentence between inmate simulators and psychiatric inmates, these two 

demographic variables were controlled for by being forced into the regression model first 

in Block 1, followed by the forward stepwise entry and removal of the validity indicators 

in Block 2.  
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As viewed in Table 10, Fp entered the model in step 1, which significantly 

improved the fit of the model and provided a good model fit. In step 2, Ds was added to 

the model and, when combined with Fp, did not significantly improve the model fit. Fb 

entered the model in step 3 with Fp and Ds, which produced significant improvement in 

the fit of the model. This final model, which contained Fb, Fp, and Ds, provided the best 

fitting model. All three validity indicators—Ds, Fb, and Fp—provided significant 

predictive power within this final model.  

Incremental validity of the validity indicators. The incremental validity of these 

three validity indicators for predicting inmate simulators from psychiatric inmates was 

evaluated through a series of hierarchical logistic regression analyses. Separate 

hierarchical regression analyses were performed to assess whether each validity indicator 

added incremental validity to each of the other validity indicators. Since there were three 

validity indicators, six analyses were conducted. In each analysis, age and length of 

sentence were forced into the regression model first in Block 1, followed by the forced 

entry of one validity indicator in Block 2 and another validity indicator in Block 3. 

Results of the analyses showed that neither Ds nor Fp provided incremental 

validity over the other (see Tables 11 and 12). Ds added incrementally to the predictive 

power of Fb (see Table 13), and Fp contributed incremental validity to Fb (see Table 14). 

Conversely, Fb did not add incrementally to the predictive power of Fp (see Table 15). 

Despite the lack of significantly different mean scores by the two groups on Fb, Fb 

contributed incrementally to the predictive power of Ds (see Table 16). Taken together, 

Fp and Ds were the most effective validity indicators, provided similar predictive power 
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in differentiating malingered from genuine psychopathology among inmates, and lent 

partial support for the third hypothesis.  
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CHAPTER IV 

DISCUSSION 

 

 In correctional settings, the appropriate provision of mental health services and 

resources to inmates and the accurate identification of inmates’ mental health needs are 

concerns (Elliott, 1997). Evaluations of inmates, however, are complicated by incentives 

that motivate individuals to malinger psychopathology (Gallagher, Ben-Porath, & Briggs, 

1997). Given the popularity of the MMPI-2 (Butcher et al., 2001) in correctional settings 

(Boothby & Clements, 2001; Gallagher, Somwaru, & Ben-Porath, 1999), this study 

sought to expand the knowledge of detecting inmates who malinger on the MMPI-2. 

Therefore, the effectiveness of several MMPI-2 validity indicators (F, Fb, Fp, and Ds) 

were examined to differentiate a simulating group consisting of inmates who were 

instructed to malinger mental illness (“inmate simulators”) from a standard instructions 

group consisting of inmates who were asked to respond honestly (“relatively healthy 

inmates”) and a clinical comparison group consisting of inmates receiving inpatient 

psychiatric services who were instructed to respond honestly (“psychiatric inmates”).   

Main Findings 

The first hypothesis predicted that inmate simulators would obtain significantly 

higher mean scores on the MMPI-2 validity indicators than relatively healthy inmates and 

psychiatric inmates. MANCOVA procedures evidenced partial support for this 

hypothesis. For the comparison of the simulating group and standard instructions group, 

inmate simulators produced significantly higher scores, with large and moderate effect 
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sizes, on all validity indicators than the relatively healthy inmates, which provided full 

support for the first hypothesis. For the second comparison involving the simulating and 

clinical comparison groups, inmate simulators scored significantly higher on Fp, Ds, and 

F, with generally moderate effect sizes, than psychiatric inmates. Notably, inmate 

simulators and psychiatric inmates produced relatively high scores on Fb, attenuating its 

effectiveness in distinguishing the groups. This finding corroborates a conclusion from 

the Rogers et al. (2003) meta-analysis, which showed that genuine psychiatric patients 

obtained high elevations on the Fb scale. The lack of discrimination on Fb might be due 

to psychiatric inmates changing their response style to answering randomly or 

inconsistently toward the end of the MMPI-2 since Fb contains items in the second half 

of the test and since elevated Fb scores have been associated with random or inconsistent 

responding (Wetter, Baer, Berry, Smith, & Larsen, 1992). Alternatively, since the Fb 

scales contains items measuring suicidal ideation, hopelessness, and relationship 

problems (Greene, 2000), psychiatric inmates might have experienced and reported 

difficulties in these areas comparable to the difficulties reported by the inmate simulators. 

Regardless of the cause of this finding, the comparison of inmate simulators and 

psychiatric inmates provided partial support for the first hypothesis. Taken together, the 

validity indicators were more effective in differentiating inmate simulators from healthy 

inmates answering honestly than in distinguishing inmate simulators from psychiatric 

inmates. Nonetheless, effect sizes suggest that Ds and F were particularly effective in the 

differentiation of inmate simulators from relatively healthy inmates, whereas Fp and Ds 
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were particularly effective in the differentiation of inmate simulators from psychiatric 

inmates.  

The second hypothesis predicted that the F scale would most effectively 

differentiate the inmate simulators from the relatively healthy inmates answering 

honestly. Firstly, hierarchical regression analyses were conducted to determine if the 

validity indicators provided predictive power above and beyond the predictive power 

afforded by demographic characteristics (consisting of criminological and 

sociodemographic variables) of the simulating and standard instructions groups. 

Although the criminological variables evidenced significant predictive power in 

differentiating inmate simulators from healthy inmates, the validity indicators added 

incremental validity to the predictive power of the criminological variables. Therefore, 

the validity indicators were deemed to be the most important factors in differentiating the 

groups and subsequent analyses were conducted to further examine the predictive power 

of each validity indicator. A forward stepwise logistic regression analysis did not support 

the hypothesis that the F scale would best distinguish the groups. Instead, the Ds scale 

was the only significant predictor, as it yielded significant predictive power in 

differentiating inmate simulators from healthy inmates. Therefore, the second hypothesis 

was not supported. 

The third hypothesis predicted that the Fp scale would most effectively 

differentiate inmate simulators from psychiatric inmates. Again, hierarchical regression 

analyses were conducted to determine if the validity indicators provided predictive power 

above and beyond the predictive power afforded by demographic characteristics of the 
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groups. Although the criminological and sociodemographic variables evidenced 

significant predictive power in differentiating inmate simulators from psychiatric 

inmates, the validity indicators added incremental validity to the predictive power of 

these demographic variables. Therefore, subsequent analyses were conducted to further 

examine the predictive power of each validity indicator. A forward stepwise logistic 

regression analysis identified Fb, Fp, and Ds as significant predictors in differentiating 

inmate simulators from psychiatric inmates. Since more than one validity indicator 

provided significant discrimination of these groups, a series of hierarchical logistic 

regression analyses were conducted to assess the incremental validity of each validity 

indicator and to identify the most effective validity indicator. Results showed that Fb 

provided no incremental validity to the Fp, but it contributed incremental validity to Ds. 

Fp and Ds, however, added incrementally to Fb but not to each other. As a result, a single 

validity indicator was not identified as being the most effective. Rather, Fp and Ds were 

the most effective validity indicators as they contributed comparable predictive power 

and incremental validity in the differentiation of inmate simulators and psychiatric 

inmates. Consequently, partial support was found for the third hypothesis. 

Integration of Main Findings with Current Literature 

Other research with correctional samples has produced different results than those 

of this study. Utilizing a design and methodology similar to the present research, with the 

exception of including the Ds scale, a series of hierarchical regression analyses identified 

the F scale as the best predictor of inmate simulators and relatively healthy inmates, as it 

provided incremental validity to the predictive power of Fb and Fp (Gallagher, 1998). 
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Conversely, the Fp scale possessed the best discrimination of inmate simulators and 

psychiatric inmates and contributed incrementally to F and Fb (Gallagher, 1998). This 

corroborates the findings of the present investigation pertaining to the discrimination of 

inmate simulators and psychiatric inmates. Also consistent with the results of the present 

investigation was the finding that Fb did not provide incremental validity to the 

predictive power of F and Fp in both types of comparisons in the Gallagher (1998) study. 

Overall, the present results partially corroborate Gallagher’s findings. 

Based on optimal cutoff scores and subsequent classification of participants, the F 

scale more effectively classified inmate simulators and psychiatric inpatients from a 

general psychiatric hospital than the F – K and Fb validity indicators (Iverson et al., 

1995). In the present study, the Fb scale provided better predictive power than the F scale 

in differentiating inmate simulators and psychiatric inmates, which contradict the results 

of Iverson et al. (1995). However, analyses in Iverson et al. were limited to classification 

rates, and the predictive power of the validity indicators was not examined through 

regression analyses. Also, the Fp scale was not examined, as it was not available at the 

time of the Iverson et al. (1995) study. Since the Ds scale was not examined in both of 

these studies and the Fp scale was not included in one of these studies, it is difficult to 

completely relate the findings of the present research to past research with correctional 

inmates.  

Similarly, studies have examined malingering among forensic patients on the 

MMPI-2 validity indicators, again with the exception of the Ds scale. Research utilizing 

known group comparisons, in which participants are classified as malingering or not 
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malingering based on a formal evaluation of malingering for clinical purposes, have 

provided disparate results. One component of a study (Kucharski & Johnsen, 2002) 

consisted of classifying male defendants undergoing forensic assessment of criminal 

responsibility or competency to stand trial. These participants were classified as 

suspected malingerers or bona fide patients based on a documented history of psychiatric 

hospitalization prior to their alleged offense(s). A discriminant function analysis of the 

validity scales, including F, F – K, Fb, Fp, O – S (difference between Weiner and 

Harmon’s Obvious and Subtle Scales), K, and VRIN, resulted in the F scale being the 

only significant predictor of the suspected malingerers and bona fide patients (Kucharski 

& Johnsen, 2002). This finding contradicts the results of the present investigation, as the 

F scale was shown to be superior to the Fb and Fp scales in the Kucharski and Johnsen 

(2002) study.  

However, there were important methodological differences between these studies, 

including the type of design (known group comparison in the Kucharski and Johnsen 

study compared with a simulation design in the present research) and the population from 

which the samples were drawn (Kucharski and Johnsen examined pretrial defendants 

whereas the present investigation utilized correctional inmates). Also, importantly, the 

Kucharski and Johnsen study employed past psychiatric hospitalization to identify 

suspected malingerers and bona fide patients, instead of using a multimethod approach. 

Consequently, use of past psychiatric hospitalization might have resulted in 

misclassification of the true status of participants. It is possible that defendants developed 

psychiatric symptoms warranting clinical attention after becoming involved with the legal 
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system. Thus, defendants assigned to the suspected malingering group might have had 

genuine psychopathology. Also, defendants with a history of psychiatric hospitalization 

prior to the alleged offense who were placed in the bona fide patient group might have 

been symptom free when they completed the MMPI-2 and might have feigned mental 

illness. Given that defendants were evaluated for competence to stand trial or criminal 

responsibility, which are incentives for feigning mental illness in forensic settings (see 

Resnick, 1997), it is possible that defendants in the bona fide patient group were actually 

malingering mental illness. 

Another investigation of male defendants undergoing forensic assessment of 

criminal responsibility or competency to stand trial (Lewis, Simcox, & Berry, 2002) 

demonstrated that the Fb scale, instead of the F, Fp, or F – K validity indicators, 

possessed the best differentiation of suspected malingerers and bona fide patients. The 

defendants were classified as suspected malingerers or bona fide patients based on the 

Structured Interview of Reported Symptoms (SIRS; Rogers, Bagby, & Dickens, 1992). 

The Lewis et al. (2002) investigation produced different results than the current study by 

identifying the Fb scale as most predictive of malingered and honest response styles. 

Similar to the investigation by Kucharski and Johnsen, the Lewis et al. study employed a 

different design (i.e., known group comparison) and population (i.e., pretrial defendants) 

than the current study, which might account for the disparate results. Moreover, Lewis 

and colleagues solely relied on the SIRS for classification of the groups instead of 

utilizing a multimethod approach for establishing criterion status of the male defendants.  



60 

Other than these methodological differences, the difference between the findings 

reported by Lewis et al. and the current study might be attributed to the symptoms 

reported by participants on the MMPI-2. Honestly responding defendants and 

malingering defendants in the Lewis et al. study produced mean group scores on the Fb 

scale of 63.3 and 116.9, respectively, whereas relatively healthy inmates, psychiatric 

inmates, and inmate simulators in the current study produced mean group scores on the 

Fb scale of 75.1, 98.5, and 100.4, respectively. Therefore, honestly responding 

participants in the current investigation obtained higher Fb scale scores, on average, than 

honestly responding participants in the Lewis et al. study. Given that the Fb scale 

contains items reflecting depressive symptoms, including suicidal ideation, hopelessness, 

and relationship problems (Greene, 2000), it is likely that participants in the current study 

experienced more significant depressive symptoms than participants in the Lewis et al 

study. Since inmate simulators produced lower Fb scale scores, on average, than 

malingering defendants, there would be less variability among Fb scale scores in the 

current study than the Lewis et al. study. As a result, it seems reasonable that there would 

be disparate findings for the two investigations.   

It is important to note that the generalizability of simulation designs consisting of 

correctional inmates, such as the present investigation, to known group comparisons 

consisting of forensic defendants, such as these past investigations, have been supported 

(Kucharski & Johnsen, 2002). In the Kucharski and Johnsen (2002) study, male inmates 

were instructed to feign schizophrenia, fake being mentally ill, or respond honestly, 

whereas male defendants undergoing forensic assessment were assigned to a suspected 
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malingering group or a bona fide patient group based on a documented history of 

psychiatric hospitalization prior to their alleged offense(s). Results demonstrated 

generally comparable MMPI-2 clinical and validity scale profiles between the inmates 

instructed to malinger and the defendants suspected of malingering (Kucharski & 

Johnsen, 2002). Therefore, results of Kucharski and Johnsen discredit alternative 

explanations involving methodological differences that might account for the disparate 

results. 

Ancillary Findings 

One noteworthy and unexpected finding of this study concerns the reported 

psychopathology and resulting MMPI-2 clinical profile of inmate simulators and 

psychiatric inmates. In contrast to most malingering research, inmate simulators produced 

a mean configuration on the Basic Clinical scales similar to that of psychiatric inmates. In 

general, simulators instructed to malinger mental illness with no explicit instruction on 

the type of psychopathology to malinger typically produced significantly higher 

elevations on the majority of the Basic Clinical scales than psychiatric patients (e.g., 

Arbisi & Ben-Porath, 1998; Bagby et al., 1994; Bagby, Rogers, Buis, & Kalemba, 1994; 

Blanchard et al., 2003; Iverson et al., 1995; Kucharski & Johnsen, 2002). However, with 

the exception of Basic Clinical scale 9 (Hypomania), inmate simulators did not score 

significantly higher than psychiatric inmates on the Basic Clinical scales. Therefore, it 

appears that inmates are knowledgeable about mental illnesses and can reproduce this 

information on the MMPI-2. Importantly, inmates in the present study were provided a 

realistic scenario and context for malingering mental illness in order to be admitted to the 
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correctional psychiatric inpatient hospital. Consequently, the scenario and context for 

malingering might have activated inmates’ existing thoughts for how to seek transfer and 

be admitted to this psychiatric hospital, which might account for this finding. 

Furthermore, knowledge of how to alter one’s self-portrayal on self-report 

inventories might be widespread in the prison system. For example, Hare (1993) 

described an inmate who provided all testing materials and information for other inmates 

to alter their responses on the MMPI-2 to meet the demands of the evaluation. Anecdotal 

evidence supports this notion, as a potential participant declined to participate in the 

simulating group, stating he did not “want to give up the ‘code’.” Moreover, prior to their 

conviction and placement in the correctional system, inmates might have completed the 

MMPI-2 for a number of evaluations while in state or federal custody awaiting their trial, 

including evaluations of criminal responsibility, competence to stand trial, competence to 

waive Miranda Rights, risk for violence, and malingering, since the MMPI-2 is one of the 

most popular instruments employed in these types of forensic evaluations (Borum & 

Grisso, 1995; Lally, 2003). Additionally, at the time of their admission to a state 

correctional system, a survey of inmates revealed that 64% had completed the MMPI-2 

prior to their admission into the correctional system (Gallagher, Ben-Porath, & Briggs, 

1997). During intake evaluations and evaluations throughout inmates’ incarceration, the 

MMPI-2 is the most commonly administered psychological instrument (Boothby & 

Clements, 2000; Gallagher, Samwaru, & Ben-Porath, 1999). Collectively, inmates might 

have experience and knowledge of the MMPI-2 by the time they are referred within the 

correctional system for a psychological evaluation. Taken together, this evidence 
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indicates that inmates are effective in portraying mental illness on the MMPI-2 clinical 

scales, possibly due to their collaboration with other inmates regarding their experience 

with the MMPI-2 and psychological testing and their previous experience with the 

MMPI-2.  

Conclusions 

When conducting psychological evaluations in clinical settings where there is 

incentive to malinger, it is most important to differentiate individuals malingering 

psychopathology from individuals with genuine psychopathology, instead of 

differentiating individuals malingering from individuals responding honestly who have 

no psychopathology. The present investigation identified Fp and Ds as the most effective 

validity indicators in this task, which supports the findings of a recent meta-analysis of 

malingering studies on the MMPI-2 (Rogers et al., 2003). This meta-analysis identified 

Fp and Ds as the most effective MMPI-2 indicators and were recommended for routine 

use in the assessment of malingering. Rogers and colleagues (2003) noted that these 

validity indicators provided the most consistent optimal cutoff scores and subsequent 

classification across various types of mental illnesses—both feigned and genuine mental 

illnesses. The Ds scale was observed to minimize elevated scores for genuine patients 

relative to the scores of malingerers. Although the F scale effectively differentiated 

malingered from genuine psychopathology, the Fp scale resulted in less elevated scores 

for genuine patients and more consistent cutoff scores than the F scale. Moreover, Rogers 

and colleagues observed Fb to be at risk for considerable misclassification of genuine 

patients as malingerers due to patients obtaining moderate to high elevations on Fb. 
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Therefore, the findings of the present investigation are consistent with those of a meta-

analytic review of the general literature on the MMPI-2 and malingering. Additionally, as 

indicated in the meta-analysis (Rogers et al., 2003), research has demonstrated that the Fp 

scale is less confounded by psychopathology than the F or Fb scales (Arbisi & Ben-

Porath, 1995, 1997, 1998; Rothke et al., 2000). Therefore, items on the Fp scale, and the 

Ds scale when Roger’s meta-analysis (Rogers et al., 2003) is taken into consideration, are 

infrequently endorsed by genuine patients, which add to their support for use in the 

detection of malingered MMPI-2 protocols.  

The results of the present research are also generally consistent with patterns 

identified in the literature on the detection of malingering with the MMPI-2 validity 

indicators. The Fp scale has generally performed better than other validity indicators, 

including the Ds scale (Blanchard et al., 2003), when comparing simulators to genuine 

patients (e.g., Bagby et al., 2002; Sivec et al., 1994; Storm & Graham, 2000). Research 

has consistently found that the Fp scale has largely performed better than the F scale 

when simulators were compared to genuine patients (Arbisi & Ben-Porath, 1995; 1998; 

Bagby et al., 2002; Blanchard et al., 2003; Bury & Bagby, 2002; Elhai et al., 2001; 

Rothke et al., 2000; Storm & Graham, 2000), although there have been some exceptions 

(Archer et al., 2001; Nicholson et al., 1997). The lone inconsistency of the present study 

with the general literature on the detection of malingering with the MMPI-2 concerns the 

Fb scale. This scale has demonstrated effectiveness in differentiating malingered from 

genuine psychopathology (e.g., Berry et al., 2001; Bury & Bagby, 2002; Elhai et al., 

2001; Lewis et al., 2002; Sivec et al., 1994); however, the present study failed to replicate 
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these results. Nonetheless, taken together, the current investigation and past research 

strongly point to the use of the Fp and Ds validity indicators to differentiate malingered 

from genuine psychopathology in evaluations of correctional inmates. 

Limitations of the Study 

The findings of this investigation should be considered in light of its limitations, 

including the lack of incentive to participate and to put forth maximum effort in 

malingering on the MMPI-2, which does not closely approximate incentives to malinger 

in correctional settings. There were also high attrition and invalidity rates, which might 

have restricted the diversity of the participants and diminished the generalizability of the 

participants to the inmate population. Several noteworthy methodological limitations 

were present. No post-test questionnaire was administered to formally assess inmates’ 

compliance with experimental instructions for completing the MMPI-2. Thus, there was 

no true manipulation check, although participants’ MMPI-2 protocols were assessed for 

validity in order to eliminate invalid protocols.  

Actual malingering was not formally assessed in this study for participants in the 

clinical comparison group. However, it is unlikely that there were any actual malingerers 

among the psychiatric inmates since all inmates undergo a three-day observation period, 

which might include psychological assessment, to assess their mental health needs before 

being admitted to their facility. Also, as suggested by the mean length of stay, psychiatric 

inmates had been admitted for a relatively lengthy period, which allowed for extensive 

observation of their mental condition and time for transfer to another facility if mental 

health staff determined that the inmate was malingering. Therefore, if any psychiatric 
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inmates were malingering, there was ample time to detect and discharge these inmates 

prior to them becoming stable enough to participate in the study. Despite these 

considerations, it is possible there were psychiatric inmates who reported both 

malingered and genuine symptoms of mental illnesses. 

Another limitation was that the psychiatric inmates were not administered the 

MMPI-2 for this study once they arrived to their facility while they were likely 

psychiatrically unstable and acutely ill. Since psychiatric inmates participated in the study 

after being stabilized with psychotropic medication sufficient to be tested in a group 

setting, their MMPI-2 profiles did not reflect acute mental illness. Indeed, among 

inpatients at a Veteran Affairs medical center, MMPI-2 mean scale elevations on the 

Basic Clinical scales mildly decreased from time of admission to an average of 7 days 

later (SD = 5.74, range 1 – 32 days), which was likely due to the effect of the therapeutic 

milieu and associated psychiatric treatment (Arbisi & Ben-Porath, 1998). Despite this 

potential drawback, the mean configurations on the MMPI-2 Basic Clinical scales for the 

inmate simulators and psychiatric inmates in the present research were marked by 

elevated scores and were largely comparable to each other. 

For the standard instructions and simulating groups, participants were not 

formally assessed for the presence of a current mental illness or current psychiatric 

treatment. This is particularly important to note for the simulating group, since any 

inmates who experienced genuine mental illness at the time of the study might have 

followed the instructions to malinger differently than inmates with no mental illness. For 

example, those inmates might have honestly described their psychiatric symptoms or 
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exaggerated their psychiatric symptoms instead of malingering as instructed. 

Nevertheless, inmates in the standard instructions and simulating groups were healthy 

and stable enough to be housed in the general population, participate in the study, and 

complete the MMPI-2. Taken together, the limitations of the current study provide a 

starting point for future malingering studies, which should include an incentive to 

participate and to put forth maximum effort in malingering, formal assessment of 

participants’ compliance with experimental instructions, and more rigorous assessment of 

mental health conditions and actual malingering among potential participants. 

Implications of the Study 

Despite these limitations, this study provides useful information in the practice of 

malingering detection and accurate identification of inmates’ mental health needs. It also 

has widespread implications for correctional psychologists and the correctional system, 

especially since assessment and identification of inmates’ mental health complaints, 

symptoms, and needs occur throughout their incarceration in the correctional system and 

have been recognized as an essential component of mental health services (Gacono, 

2002; Metzner, Miller, & Kleinsasser, 1994; Morgan, 2003). Moreover, this is 

particularly important because the MMPI-2 is the most commonly used multiscale 

personality inventory in correctional settings (Boothby & Clements, 2000; Gallagher et 

al., 1999). 

The MMPI-2 provides a plethora of information about inmates, including 

information about psychiatric conditions, psychological functioning, and behavioral 

tendencies, which are used to guide diagnostic decisions, mental health treatment 
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considerations, risk assessment, management decisions, and provision of habilitation 

services (Edens, Cruise, & Buffington-Vollum, 2001; Forbey & Ben-Porath, 2002; 

Gacono, 2002; Manna, Jurosawa, & Hamai, 1993; Morey & Quigley, 2002; Otto, 2002; 

Retzlaff, Stoner, & Kleinsasser, 2002; Wang et al., 1997). Therefore, more accurate 

assessment of inmates’ response style on the MMPI-2 can assist in more precise and 

confident conclusions about inmates with regard to the referral question that led to the 

administration of the MMPI-2. Also, through more accurate assessment and identification 

of genuine mental health needs of inmates, mental health services and resources will be 

more appropriately disbursed to inmates who have legitimate needs for such services and 

resources (Elliott, 1997; Hodgins, 1995). Indeed, research has demonstrated that 

significant numbers of inmates with mental illnesses in correctional facilities are not 

accurately identified as having a mental illness (e.g., Birmingham et al., 1996; Brinded et 

al., 2001; Shaw & Creed, 1999; Steadman, Holohean, & Dvoskin, 1991; Teplin, 1990; 

Teplin, Abram, & McClelland, 1997; U.S. Department of Justice, 1999). Consequently, 

inmates suffering from mental illnesses or other mental health issues who are not 

receiving treatment due to inadequate services or resources might be more likely to 

receive treatment once inmates who do not need treatment but are seeking treatment are 

more accurately identified.  

Improving the appropriate disbursement of mental health treatment to inmates has 

many benefits. Appropriate treatment of inmates helps to stabilize inmates with mental 

illnesses (APA, 2000a; Cohen & Dvoskin, 1992), provides for a safer environment in the 

correctional system for inmates and staff (APA, 2000a; Cohen & Dvoskin, 1992; Ogloff 
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et al., 1994), and alleviates suffering caused by mental illness that compels inmates to 

engage in self-injurious behavior (APA, 2000a; Cohen & Dvoskin, 1992). Therefore, 

more appropriate and accurate provision of mental health services and resources has a 

widespread impact on the correctional system.  

Finally, correctional psychologists who employ the MMPI-2 should follow a 

multimethod approach to the assessment of malingering (see Rogers, 1997). In this 

approach, an elevated score on the Fp or Ds scale provides one piece of evidence of 

potential malingering and warrants further investigation or corroboration with other 

procedures. Data from other sources suggesting malingered psychopathology might 

include behavioral observations, clinical interview, structured interview(s) specially 

designed to detect malingering (e.g., SIRS; Rogers et al., 1992), or other multiscale 

personality inventories. Also, alternative explanations for assessment results indicating 

malingering need to be explored, which might include personality disorder 

symptomatology, organic etiology, substance-induced symptomatology, or genuinely rare 

psychiatric symptomatology (Rogers, 1997). Lastly, within a multimethod approach, an 

identifiable external incentive to malinger psychopathology must be established in order 

to render a diagnosis of malingering. Incentives to malinger psychopathology in the 

correctional system include the desire to obtain a less restrictive or preferred 

environment; to be exempt from work duties (Gallagher et al., 1997); to gain a transfer to 

a correctional psychiatric facility or another institution in order to avoid or escape 

harassment or assaultive behavior from inmates, to obtain better living conditions and 

more privileges, to acquire prescription medication, or to serve easier time (Goldstein, 
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1989; Halleck, 1986; Iverson et al., 1995; Jaffe & Sharma, 1998). Once data has been 

gathered from multiple sources, alternative explanations have been ruled out, and an 

external incentive motivating the examinee to malinger has been identified, the presence 

of malingering can be established. However, there is one last caveat, which is that the 

presence of malingering does not mean that genuine psychopathology is absent. 

Unfortunately, the present research did not address this caveat, but future research should 

focus on delineating the malingered and genuine symptoms within clinical presentations. 

In conclusion, this study has shed more light on the detection of malingering among 

inmates, in which the MMPI-2 Fp and Ds validity indicators proved to be most effective 

in differentiating malingered from genuine psychopathology. 
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Table 1 

Comparison of demographic characteristics of participants in all groups 
 
                                                                      Clinical         Standard 
                                    Simulating    Comparison   Instructions          SG                       SG 
                                                  Group            Group          Group              versus                  versus 
                                                   (SGa)            (CCGb)         (SIGc)               CCG                     SIG                                          
 
 
Age 
   M 
   SD 
 

 
40.78 
  9.68 

 
35.11 
  9.85 

 
  36.59 
  12.00 

F(1,107) = 8.87* F(1,87) = 3.29 

Ethnic Status (%) 
   African American 
   Asian 
   Caucasian 
   Hispanic/Latino 
   Native American 
   Other  
   Missing 
 

 
26.67 
  0.00 
31.11 
31.11 
  8.89 
  2.22 
  0.00 

 
29.23 
  1.54 
41.54 
16.92 
  1.54 
  6.15 
  3.08 

 
  20.45 
    0.00  
  47.73 
  25.00 
    6.82 
    0.00 
    0.00 

χ2(3) = 3.42 χ2(3) = 2.68 

Relationship Status (%) 
   Single 
  Committed Relationship 
   Terminated Relationship 
   Missing 
 

 
53.33 
15.60 
31.11 
  0.00 

 
47.69 
29.23 
23.08 
  0.00 

 
  43.18 
  25.00 
  31.82 
    0.00 

χ2(2) = 2.92 χ2(2) = 1.46 

Highest Grade Completed 
   M 
   SD 
 

 
10.39 
  2.85 

 
10.30 
  2.29 

 
  10.48 
    2.55 

F(1,69) = .02 F(1,52) = .01 

Educational Degree (%) 
   General Equivalency  
      Degree 
   High School Diploma 
   Bachelor of Arts/Science 
   Advance College Degree 
   None/Missing 
 

 
48.89 
 
  6.67 
  2.22   
  4.44  
37.78 

 
33.85 
 
26.15 
  3.08  
  4.62 
32.31 

 
  45.45 
  
  13.64 
    6.82 
    2.27 
  31.82 

χ2(2) = 0.69 χ2(2) = 0.44 

Type of Offense (%) 
   Against persons 
      (non sex-related) 
   Drug related 
   Property 
   Sex related 
   Multiple violent offenses 
   Multiple nonviolent  
      offenses 
   Other 
   Missing 

 
35.55 
 
  6.67 
15.56 
33.33 
  4.44 
  0.00 
 
  2.22 
  2.22 

 
12.31 
 
  6.15 
20.00 
27.65 
12.31 
  6.15 
 
  4.62 
10.77 

 
  15.90 
 
  22.73 
  22.73 
  11.36 
  13.64   
    6.82 
 
    2.27 
    4.55 

χ2(1) = 2.76 χ2(1) = 9.20* 
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Table 1. Continued. 
 
 
                                                                      Clinical         Standard 
                                    Simulating    Comparison   Instructions          SG                       SG 
                                                  Group            Group          Group              versus                  versus 
                                                   (SGa)            (CCGb)         (SIGc)               CCG                     SIG                                          
 
        

Length of Current Sentence  
   M (in years) 
   SD 
 

 
33.84 
28.07 

 
19.89 
18.58 

 
  15.04 
  13.68 

F(1,103) = 9.38* F(1,85) = 15.64** 

Time Served on Sentence 
   M (in years) 
   SD 
 

 
  7.30 
  4.95 

 
  7.31 
  6.82 

 
    5.74 
    4.46 

F(1,106) = 0.00 F(1,87) = 2.46 

Line Class (%) 
    S2 
    S3 
    S4 
    L1 
    L2 
    L3 
   Missing 

 
  0.00 
63.41 
14.63 
  7.32 
  9.76 
  4.88 

 
  0.00 
36.71 
16.67 
21.43 
11.90 
14.29 

 
  5.41 
75.68 
  5.41 
  8.11 
  5.41 
  0.00 

χ2 (4) = 8.13 χ2 (5) = 6.55 

 

 

Note. ANOVA procedures assessed differences between groups on continuous variables, and the F test 
results from these analyses are presented. Chi-square tests examined categorical variables and the Pearson 
chi-square values from these analyses are presented. 
 
a n = 45; b n = 65; c n = 44. 
 
* p < .01. ** p < .001. 
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Table 2 
 
Group comparisons of MMPI-2 standard validity scales 

                                                                                                                    
                               Standard                        Clinical                         

                        Instructions 1                 Comparison2                            Simulating3                      Significance                             Effect Size 
            _____________           ______________          ______________          ____________________          _________________ 

Indicator   M             SD               M            SD              M            SD             F(1, 79)4          F(1, 101)5               d6 
                            d7              

 
 
VRIN  55.95 11.06  57.33 10.74  55.48 11.93  0.51  0.71  0.16  0.17 
TRIN  59.27   7.50  61.34   8.94  60.86   8.95  0.03  0.17  0.04  0.08 
L  56.32   9.53  51.87    9.17  53.32 11.28  2.65  0.08  0.36  0.06 
K  45.61   8.85  40.15  9.06  38.16   7.52  20.09*  4.32  1.00  0.42 
S  41.93   8.72  39.16  7.67  35.86   6.19  18.38*  11.11*  0.96  0.67 
 
 
Note.  Separate MANCOVA procedures assessed differences between (1) simulating and standard instructions groups and (2) simulating and 
clinical comparison groups. For the first comparison, the demographic differences between the groups of index offense and sentence length were 
held constant. For the second comparison, the demographic differences between the groups of age and sentence length were held constant. For 
both comparisons, participation in the study while one or two sessions were conducted was also held constant. F(1, 79)4 = simulating group versus 
standard instructions group; F(1, 101)5 = simulating group versus clinical comparison group; d = Cohen’s d; d6

 = simulating group versus standard 
instructions group; d7 = simulating group versus clinical comparison group.  Values are based on T scores.                                                                                             
 

1n = 41. 2n = 61. 3n= 44. 
 
*p < .01. 
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Table 3 

Group Comparisons of MMPI-2 Validity Indicators 

                                                                                                                    
                               Standard                        Clinical                         

                        Instructions 1                Comparison2                              Simulating3                       Significance                         Effect Size 
            _____________          ______________           ______________            ___________________        _________________ 

Indicator              M            SD              M            SD              M            SD                F(1, 79)4       F(1, 100)5             d6
                            d7              

 
 
Fp  63.07 21.50  77.22 23.86  93.55 25.43 27.33* 16.55*  1.18 0.83 
Ds  18.81 9.34  25.98 9.24  33.02 11.95 40.21* 16.07*  1.43 0.81 
F  70.57 26.16  90.22 24.82  101.89 24.39 34.09*   9.70*  1.31 0.63 
Fb  75.09 27.15  98.49 24.13  100.39 24.08 20.39*     1.42  1.02 0.24 
 
 
Note.  Separate MANCOVA procedures assessed differences between (1) simulating and standard instructions groups and (2) simulating and 
clinical comparison groups. For the first comparison, the demographic differences between the groups of index offense and sentence length were 
held constant. For the second comparison, the demographic differences between the groups of age and sentence length were held constant. d = 
Cohen’s d. F(1, 79)4 = simulating group versus standard instructions group; F(1, 100)5 = simulating group versus clinical comparison group; d6

 = 
simulating group versus standard instructions group; d7 = simulating group versus clinical comparison group.  Values are based on T scores, except 
for Ds values, which are based on raw scores.                                                                                                             
 

1n = 44. 2n = 65. 3n= 44. 
 
*p < .013. 
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Table 4 

Group comparisons of MMPI-2 Basic Clinical scales 

                                                                                                                    
                               Standard                       Clinical                         

                        Instructions 1                Comparison2                            Simulating3                    Significance                             Effect Size 
           _____________           ______________          ______________           ___________________           _________________ 

Indicator   M             SD              M            SD             M             SD             F(1, 77)4          F(1, 99)5                 d6 
                            d7              

 
 
Hs  59.65 14.41  70.32 14.88  73.72 16.48  11.49*  0.46  0.77  0.14 
D  59.60 13.37  72.88 15.08  72.09 12.88  21.48*  0.25  1.06  0.10 
Hy  54.88 12.86  66.45 15.85  65.28 17.67  7.43  0.24  0.62  0.10 
Pd  69.33 13.40  77.70 12.30  80.26 11.74  17.70*  1.79  0.96  0.27 
Mf  47.60   7.77  51.23   9.24  49.91   8.97  6.88  0.12  0.60  0.07 
Pa  66.58 21.72  83.75 18.29  93.49 22.55  31.64*  8.04  1.28  0.58 
Pt  60.45 16.44  76.55 15.10  76.95 17.31  20.93*  0.16  1.04  0.08 
Sc  66.02 23.48  88.93 17.69  95.42 22.33  32.48*  4.85  1.30  0.45 
Ma  61.98 14.14  65.32 16.50  74.07 14.79  11.35*  12.93*  0.77  0.73 
Si  56.70 14.23  64.43 14.17  68.49 12.72  23.80*  2.46  1.11  0.32 
 
 
Note.  Separate MANCOVA procedures assessed differences between (1) simulating and standard instructions groups and (2) simulating and 
clinical comparison groups. For the first comparison, the demographic differences between the groups of index offense and sentence length were 
held constant. For the second comparison, the demographic differences between the groups of age and sentence length were held constant. For 
both comparisons, participation in the study while one or two sessions were conducted was also held constant. d = Cohen’s d; F(1, 77)4 = 
simulating group versus standard instructions group; F(1, 99)5 = simulating group versus clinical comparison group; d6

 = simulating group versus 
standard instructions group; d7 = simulating group versus clinical comparison group.  Values are based on T scores with no K-correction.                                            
 

1n = 40. 2n = 65. 3n= 43. 
 
*p < .005. 
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Table 5 

Hierarchical logistic regression analyses testing the incremental validity of MMPI-2 
validity indicators over sociodemographic variables in predicting healthy inmates from 
inmate simulators 
 
 
Model/                           Odds          95%                          Step χ2           Model     Model     
Variable     B     SE B    Ratio          CI         Wald’s Λ      (∆χ2)          -2LL           χ2                
 
 
Block 1 
  Age 
  Race 
  RS 
  Grade 
  Degree 
 

 
-.11 

 
 

 .05 
 

 
.05 

 
 

.16 
 

 
1.11 

 
 

1.05 

 
1.01, 1.22 

 
 

.77, 1.42 

 
4.82* 
 .93 

   2.17 
 .09 
 .86 

18.43   55.03 18.43 

Block 2 
  Age 
  Race 
  RS 
  Grade 
  Degree 
  F 
  Fb 
  Fp 
  Ds 

 
 .14 

 
 

-.04 
 

 .03 
-.14 
 .07 
 .30 

 
07 
 
 

.24 
 

.05 

.06 

.04 

.17 

 
1.15 

 
 

  .96 
 

1.03 
  .87 
1.07 
1.35 

 
1.00, 1.32 

 
 

.61, 1.52 
 

.93, 1.13 
 .77, .99 
.99, 1.16 
.97, 1.86 

 
   3.66 
   1.43 
   2.15 

 .03 
   4.04 

 .26 
   4.90 
   2.75 
   3.25 

21.67***
 

 33.36 
 

40.10***
 

 
 
Note.  RS = Relationship Status. B values and their standard error, Odds Ratio, and 95% 
Confidence Interval for the Odds Ratio were not available for the categorical 
demographic variables with levels.  B = unstandardized regression coefficient. SEB   = 
standard error of B. 95% CI = 95% confidence interval for the odds ratio value. Wald’s Λ 
= Wald’s statistic. Step χ2 = chi-square value of the step. Model -2LL = -2 log likelihood 
value of the full model. Model χ2 = chi-square value of the fit of the full model. Validity 
indicator values are based on T scores, except for Ds values, which are based on raw 
scores.                                                                                                             
 
*p < .05. **p < .01. ***p < .001. 
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Table 6 
 
Hierarchical logistic regression analyses testing the incremental validity of MMPI-2 
validity indicators over criminological variables in predicting healthy inmates from 
inmate simulators 
 
 
Model/                            Odds          95%                          Step χ2           Model     Model       

Variable      B     SE B    Ratio          CI         Wald’s Λ      (∆χ2)          -2LL           χ2                
 
 
Block 1 
  IO 
  SL 
  TS 
  LC 
 

 
     
   .01 
 -.01   
    

   
 
  .00 
  .01 
 

 
 
1.01 
  .99 
 

 
 

1.00, 1.01 
  .98, 1.01 

 

 
11.45 
  8.58** 
  1.01 
  2.22 

34.72***
 

 76.19 
 

34.72***
 

Block 2 
  IO 
  SL 
  TS 
  LC 
  F 
  Fb 
  Fp 
  Ds 

 
     
   .01 
 -.03   
    
   .01 
 -.04 
   .00 
   .28 

 
   
  .00 
  .01 
 
  .03 
  .03 
  .03 
  .10 

 
 
1.01 
  .98 
 
1.01 
  .96 
1.00 
1.33 

 
 

1.00, 1.02 
  .95, 1.00 

 
  .94, 1.08 
  .90, 1.03 
  .95, 1.05 
1.08, 1.63

 
  4.69 
  7.12** 
  4.24* 
  2.13 
    .06 
  1.45 
    .00 
  7.40** 

29.44***
 

 46.75 
 

64.16***
 

 
 
Note.  IO = Index Offense; SL = Sentence Length; TS = Time Served On Sentence; LC = 
Line Class;. B values and their standard error, Odds Ratio, and 95% Confidence Interval 
for the Odds Ratio were not available for the categorical demographic variables with 
levels.  B = unstandardized regression coefficient. SEB   = standard error of B. 95% CI = 
95% confidence interval for the odds ratio value. Wald’s Λ = Wald’s statistic. Step χ2 = 
chi-square value of the step. Model -2LL = -2 log likelihood value of the full model. 
Model χ2 = chi-square value of the fit of the full model. Validity indicator values are 
based on T scores, except for Ds values, which are based on raw scores.                                                      
 
*p < .05. **p < .01. ***p < .001. 
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Table 7 
 
Hierarchical logistic regression analyses testing the incremental validity of MMPI-2 
validity indicators over sociodemographic variables in predicting psychiatric inmates 
from inmate simulators 
 
 
Model/                               Odds         95%                         Step χ2           Model      Model       

Variable          B     SE B   Ratio         CI         Wald’s Λ      (∆χ2)         -2LL           χ2                
 
 
Block 1 
  Age 
  Race 
  RS             
  Grade        
  Degree 
 

 
  .19 

 
 

  .14 
 

 
.06 

 
 

.18 
 

 
1.21 
 
 
1.15 
 

 
1.07, 1.36 

 
 

  .81, 1.64 
 

 
 9.87** 
 9.05 
 3.84 
   .60 
 4.19 

32.87** 
 

 59.50 32.87** 

Block 2 
  Age 
  Race 
  RS 
  Grade        
  Degree 
  F 
  Fb 
  Fp 
  Ds 

 
  .27 

 
 

-.14 
 

-.01 
-.08 
  .01 
  .27 

 
.09 

 
 

.24 
 

.04 

.04 

.03 

.12 

 
1.31 
 
 
  .87 
 
  .99 
  .93 
1.01 
1.31 

 
1.09, 1.56 

 
 

 .55, 1.39 
 

 .91, 1.08 
.86, .99 

 .96, 1.07 
1.03, 1.66 

 
 8.72** 
 9.33 
 3.74 
   .32 
 6.13 
   .06 
 4.82* 
   .13 
 4.99* 

14.53** 
 

 44.96 
 

47.40*** 
 

 
 
Note.  RS = Relationship Status. B values and their standard error, Odds Ratio, and 95% 
Confidence Interval for the Odds Ratio were not available for the categorical 
demographic variables with levels.  B = unstandardized regression coefficient. SEB   = 
standard error of B. 95% CI = 95% confidence interval for the odds ratio value. Wald’s Λ 
= Wald’s statistic. Step χ2 = chi-square value of the step. Model -2LL = -2 log likelihood 
value of the full model. Model χ2 = chi-square value of the fit of the full model. Validity 
indicator values are based on T scores, except for Ds values, which are based on raw 
scores.                                                                                                             
 
*p < .05. **p < .01. ***p < .001. 
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Table 8 

Hierarchical logistic regression analyses testing the incremental validity of MMPI-2 
validity indicators over criminological variables in predicting psychiatric inmates from 
inmate simulators 
 
 
Model/                            Odds           95%                          Step χ2           Model        Model       
Variable      B     SE B    Ratio            CI       Wald’s Λ       (∆χ2)          -2LL             χ2                
 
 

 
 
Note.  IO = Index Offense; SL = Sentence Length; TS = Time Served on Sentence; LC = 
Line Class. B values and their standard error, Odds Ratio, and 95% Confidence Interval 
for the Odds Ratio were not available for the categorical demographic variables with 
levels.  B = unstandardized regression coefficient. SEB   = standard error of B. 95% CI = 
95% confidence interval for the odds ratio value. Wald’s Λ = Wald’s statistic. Step χ2 = 
chi-square value of the step. Model -2LL = -2 log likelihood value of the full model. 
Model χ2 = chi-square value of the fit of the full model. Validity indicator values are 
based on T scores, except for Ds values, which are based on raw scores.                                                      
 
*p < .05. **p < .01. ***p < .001. 
 

Block 0 
  C 
 

 
 -.22 

 
 .21 

 
  .80 

 
--- 

 
 1.11 

   

Block 1 
  IO 
  SL 
  TS 
  LC 
  C  
 

 
 
   .00 
  .01 
 
 -.71 

 
 
  .00 
  .01 
 
1.41 

 
 
1.00 
  .99 
 
  .49 

 
 

1.00, 1.01 
  .98, 1.00 

 
--- 

 
 9.68 
 7.05** 
 3.24 
 4.97 
   .25 

30.77** 
 

 92.88 
 

30.77** 
 

Block 2 
  IO 
  SL 
  TS 
  LC 
  F 
  Fb 
  Fp 
  Ds 
  C  

 
     
   .00 
  -.01  
    
  -.01 
  -.06 
   .02 
   .20 
  -.02 

 
   
  .00 
  .01 
 
  .02 
  .03 
  .02 
  .07 
2.17 

 
 
1.00 
  .99 
 
  .99 
  .94 
1.02 
1.22 
  .98 

 
 

1.00, 1.01 
  .98, 1.00 

 
  .94, 1.04 
 .89, .99 

  .98, 1.07 
1.06, 1.41 

--- 

 
 9.64 
 6.45* 
 2.09 
 6.38 
   .26 
 5.66* 
 1.25 
 7.82** 
   .00 

21.74***
 

 71.15 
 

52.51***
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Table 9 
 
Forward stepwise logistic regression analyses of MMPI-2 validity indicators in 
predicting relatively healthy inmates from inmate simulators 
 
 
Model/                               Odds          95%                          Step χ2           Model     Model       

Variable      B       SE B     Ratio          CI         Wald’s Λ      (∆χ2)          -2LL           χ2                
 
 
Block 0 
  Step 0 
    C 
 

  
    
   .02 

 
 

.22 

 
 

1.02 

 
 

--- 

 
 
    .01 

   

Block 1 
  Step 1 
    IO 
    SL   
    C 
 

 
 
  -.37 
   .00 
   .69 

 
 

.14 

.00 

.73 

 
 

  .69 
1.00 
1.99 

 
 

.52, .91 
1.00, 1.01 
      --- 

 
 
  7.11** 
  7.70** 
    .88 

21.81***  93.24 21.81***

Block 2 
  Step 1 
    IO 
    SL   
    Ds 
    C 

 
 
  -.29 
   .00 
   .15 
-3.72 

 
 

.18 

.00 

.04 
1.35 

 
   

  .75 
1.00 
1.16 
  .02 

 
 

  .53, 1.06 
1.00, 1.01 
1.08, 1.25 

--- 

 
 
  2.68 
  8.92** 
17.12***
  7.61** 

30.53***  62.71 52.34***

 
 
Note.  Index offense (IO) and sentence length (SL) were forced into the regression model 
in Block 1 followed by the forward stepwise entry (< .15) and removal (> .20) of the 
validity indicators in Block 2. B = unstandardized regression coefficient. SEB   = 
standard error of B. 95% CI = 95% confidence interval for the odds ratio value. Wald’s Λ 
= Wald’s statistic. Step χ2 = chi-square value of the step. Model -2LL = -2 log likelihood 
value of the full model. Model χ2 = chi-square value of the fit of the full model. Validity 
indicator values are based on T scores, except for Ds values, which are based on raw 
scores.                                                                                                             
 
*p < .05. **p < .01. ***p < .001. 
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Table 10 
 
Forward stepwise logistic regression analyses of MMPI-2 validity indicators in 
predicting psychiatric inmates from inmate simulators 
 
 
Model/                               Odds          95%                          Step χ2           Model     Model       

Variable      B       SE B     Ratio          CI         Wald’s Λ      (∆χ2)          -2LL           χ2                
 
 
Block 0 
  Step 0 
    C 
 

 
 
  -.35 

 
 
.20 

 
 
  .71 

 
 

--- 

 
 
  3.08 

   

Block 1 
  Step 1 
    Age 
    SL 
    C 
 

 
 
    .05
    .00
-2.66 

 
 
  .02 
  .00 
  .87 

 
 
1.05 
1.00 
  .07 

 
 

1.00, 1.10 
1.00, 1.00 

-- 

 
 
  4.55* 
  3.71 
  9.45** 

 
12.71** 

 
128.33 

 
12.71** 

Block 2 
  Step 1 
    Age 
    SL 
    Fp 
    C 
 
  Step 2 
    Age 
    SL 
    Fp 
    Ds 
    C 
 
  Step 3 
    Age 
    SL 
    Fb 
    Fp 
    Ds 
    C 

 
 
    .06
    .00
    .04
-6.17 
 
 
    .06
    .00
    .02
    .05
-6.58 
 
 
    .06
    .00
  -.04 
    .03
    .12
-4.81 

 
 
  .03 
  .00 
  .01 
1.42 
 
 
  .03 
  .00 
  .01 
  .03 
1.49 
 
 
  .03 
  .00 
  .02 
  .01 
  .05 
1.62 

 
 
1.06 
1.00 
1.04 
  .00 
 
 
1.06 
1.00 
1.02 
1.05 
  .00 
 
 
1.06 
1.00 
  .96 
1.03 
1.13 
  .01 

 
 

1.01, 1.11 
1.00, 1.00 
1.02, 1.06 

--- 
 
 

1.01, 1.12 
1.00, 1.00 
1.00, 1.05 
  .99, 1.12 

--- 
 
 

1.01, 1.12 
1.00, 1.00 
.93, .99 

1.00, 1.05 
1.03, 1.23 

--- 

 
 
  5.49* 
  4.69* 
13.01***
18.86***
 
 
  5.37* 
  5.28* 
  2.79 
  2.50 
19.45***
 
 
  5.21* 
  4.80* 
  6.05* 
  3.83* 
  6.87** 
  8.88** 

 
15.41*** 
 
 
 
 
 
  2.63 
 
 
 
 
 
 
  6.85** 
 

 
112.93 
 
 
 
 
 
110.30 
 
 
 
 
 
 
103.45 

 
28.12***
 
 
 
 
 
30.75***
 
 
 
 
 
 
37.60***
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Table 10. Continued. 
 
 
Note.  Age and sentence length (SL) were forced into the regression model in Block 1 
followed by the forward stepwise entry (< .15) and removal (> .20) of the validity 
indicators in Block 2.  B = unstandardized regression coefficient. SEB   = standard error 
of B. 95% CI = 95% confidence interval for the odds ratio value. Wald’s Λ = Wald’s 
statistic. Step χ2 = chi-square value of the step. Model -2LL = -2 log likelihood value of 
the full model. Model χ2 = chi-square value of the fit of the full model. Validity indicator 
values are based on T scores, except for Ds values, which are based on raw scores.                                     
 
*p < .05. **p < .01. ***p < .001. 
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Table 11 
 
Hierarchical logistic regression analyses examining the incremental validity of Ds to Fp 
in predicting psychiatric inmates from inmate simulators 
 
 
Model/                             Odds      95%                          Step χ2           Model     Model       

Variable      B      SE B    Ratio       CI       Wald’s Λ       (∆χ2)          -2LL           χ2                
 

 

 
 
Note.  Age and sentence length (SL) were forced into the regression model in Block 1 
followed by the forced entry of Fp in Block 2 and Ds in Block 3.  B = unstandardized 
regression coefficient. SEB   = standard error of B. 95% CI = 95% confidence interval for 
the odds ratio value. Wald’s Λ = Wald’s statistic. Step χ2 = chi-square value of the step. 
Model -2LL = -2 log likelihood value of the full model. Model χ2 = chi-square value of 
the fit of the full model.                                                                                                          
*p < .05. **p < .01. ***p < .001.

Block 0 
  Step 0 
    C 
 

 
 
  -.35 

 
 
  .20 

 
 
  .71

 
 

--- 

 
 
 3.08 

   

Block 1 
  Step 1 
    Age 
    SL 
    C 
 

 
 
    .05
    .00
-2.66 

 
 
  .02 
  .00 
  .87 

 
 
1.05
1.00
  .07

 
 

1.00, 1.10
1.00, 1.00

-- 

 
 
 4.55* 
 3.71 
 9.45** 

 
12.71** 

 
128.33 

 
12.71** 

Block 2 
  Step 1 
    Age 
    SL 
    Fp 
    C 
 
Block 3  
Step 1 
    Age 
    SL 
    Fp 
    Ds 
    C   

 
 
    .06
    .00
    .04
-6.17 
 
 
 
    .06
    .00
    .02
    .05
-6.58 

 
 
  .03 
  .00 
  .01 
1.42 
 
 
 
  .03 
  .00 
  .01 
  .03 
1.49 

 
 
1.06
1.00
1.04
  .00
 
 
 
1.06
1.00
1.02
1.05
  .00

 
 

1.01, 1.11
1.00, 1.00
1.02, 1.06

--- 
 
 
 

1.01, 1.12
1.00, 1.00
1.00, 1.05
  .99, 1.12

--- 

 
 
  5.49* 
  4.69* 
13.01***
18.86***
 
 
 
  5.37* 
  5.28* 
  2.79 
  2.50 
19.45***

 
15.41***
 
 
 
 
 
 
  2.63 
 
 
 

 
112.93 
 
 
 
 
 
 
110.30 
 
 
 
 
 

 
28.12***
 
 
 
 
 
 
30.75***
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Table 12 
 
Hierarchical logistic regression analyses examining the incremental validity of Fp added 
to Ds in predicting psychiatric inmates from inmate simulators 
 
 
Model/                             Odds          95%                          Step χ2           Model     Model       

Variable      B     SE B     Ratio           CI         Wald’s Λ      (∆χ2)          -2LL           χ2                
 
 
Block 0 
  Step 0 
    C 
 

 
 
  -.35 

 
 
  .20 

 
 
  .71 

 
 

--- 

 
 
  3.08 

   

Block 1 
  Step 1 
    Age 
    SL 
    C 
 

 
 
    .05
    .00
-2.66 

 
 
  .02 
  .00 
  .87 

 
 
1.05 
1.00 
  .07 

 
 

1.00, 1.10 
1.00, 1.00 

-- 

 
 
  4.55* 
  3.71 
  9.45** 

 
12.71** 

 
128.33 

 
12.71** 

Block 2 
  Step 1 
    Age 
    SL 
    Ds 
    C 
 
Block 3 
  Step 1   
    Age 
    SL 
    Ds 
    Fp 
    C 

 
 
    .06
    .00
    .09
-5.69 
 
 
    
    .06
    .00
    .05
    .02
-6.58 

 
 
  .03 
  .00 
  .03 
1.34 
 
   
 
  .03 
  .00 
  .03 
  .01 
1.49 

 
 
1.06 
1.00 
1.09 
  .00 
 
 
 
1.06 
1.00 
1.05 
1.02 
  .00 

 
 

1.01, 1.10 
1.00, 1.00 
1.04, 1.15 

--- 
 
 
 

1.01, 1.12 
1.00, 1.00 
  .99, 1.12 
1.00, 1.05 

--- 

 
 
  5.01* 
  5.56* 
11.76***
18.01***
 
 
   
  5.37* 
  5.28* 
  2.50 
  2.79 
19.45***

 
15.16*** 
 
 
 
 
 
 
   2.87 
 
 
 
 

 
113.17 
 
 
 
 
 
 
110.30 
 
 
 
 

 
27.87***
 
 
 
 
 
 
30.75***
 
 
 
 

 
 
Note.  Age and sentence length (SL) were forced into the regression model in Block 1 
followed by the forced entry of Ds in Block 2 and Fp in Block 3.  B = unstandardized 
regression coefficient. SEB   = standard error of B. 95% CI = 95% confidence interval for 
the odds ratio value. Wald’s Λ = Wald’s statistic. Step χ2 = chi-square value of the step. 
Model -2LL = -2 log likelihood value of the full model. Model χ2 = chi-square value of 
the fit of the full model.  
*p < .05. **p < .01. ***p < .001. 
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Table 13 
 
Hierarchical logistic regression analyses examining the incremental validity of Ds to Fb 
in predicting psychiatric inmates from inmate simulators 
 
  
Model/                               Odds          95%                          Step χ2           Model     Model       

Variable      B       SE B     Ratio          CI         Wald’s Λ      (∆χ2)          -2LL           χ2                
 
 
Block 0 
  Step 0 
    C 
 

 
 
  -.35 

 
 
  .20 

 
 
  .71 

 
 

--- 

 
 
3.08 

   

Block 1 
  Step 1 
    Age 
    SL 
    C 
 

 
 
    .05
    .00
-2.66 

 
 
  .02 
  .00 
  .87 

 
 
1.05 
1.00 
  .07 

 
 

1.00, 1.10 
1.00, 1.00 

-- 

 
 
  4.55* 
  3.71 
  9.45** 

 
12.71** 

 
128.33 

 
12.71** 

Block 2 
  Step 1 
    Age 
    SL 
    Fb 
    C 
 
Block 3 
  Step 1   
    Age 
    SL 
    Fb 
    Ds 
    C 

 
 
    .05
    .00
    .01
-3.90 
 
    
 
    .06
    .00
  -.04 
    .15
-4.04 

 
 
  .02 
  .00 
  .01 
1.39 
 
   
 
  .03 
  .00 
  .02 
  .04 
1.51 

 
 
1.05 
1.00 
1.01 
  .02 
 
 
 
1.06 
1.02 
  .97 
1.16 
  .02 

 
 

1.01, 1.10 
1.00, 1.00 
  .99, 1.03 

--- 
 
 
 

1.01, 1.11 
1.00, 1.00 
  .94, 1.00 
1.07, 1.26 

--- 

 
 
  4.89* 
  4.24* 
  1.38 
  7.91** 
 
   
 
  5.04* 
  5.11* 
  5.25* 
13.35***
  7.13** 

 
  1.43 
 
 
 
 
 
 
19.47*** 
 
 
 
 
 

 
126.91 
 
 
 
 
 
 
107.44 
 
 
 
 
 

 
14.14** 
 
 
 
 
 
 
33.61***
 
 
 
 

 
 
Note.  Age and sentence length (SL) were forced into the regression model in Block 1 
followed by the forced entry of Fb in Block 2 and Ds in Block 3.  B = unstandardized 
regression coefficient. SEB   = standard error of B. 95% CI = 95% confidence interval for 
the odds ratio value. Wald’s Λ = Wald’s statistic. Step χ2 = chi-square value of the step. 
Model -2LL = -2 log likelihood value of the full model. Model χ2 = chi-square value of 
the fit of the full model. 
*p < .05. **p < .01. ***p < .001. 
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Table 14 
 
Hierarchical logistic regression analyses examining the incremental validity of Fp added 
to Fb in predicting psychiatric inmates from inmate simulators 
 
 
Model/                              Odds          95%                          Step χ2           Model     Model       

Variable      B      SE B     Ratio          CI         Wald’s Λ      (∆χ2)          -2LL           χ2                
 
 
Block 0 
  Step 0 
    C 
 

 
 
  -.33 

 
 
  .20 

 
 
  .72 

 
 

--- 

 
 
  2.73 

   

Block 1 
  Step 1 
    Age 
    SL 
    C 
 

 
 
    .05
    .00
-2.71 

 
 
  .02 
  .00 
  .87 

 
 
1.05 
1.00 
  .07 

 
 

1.00, 1.10 
1.00, 1.00 

-- 

 
 
  4.69* 
  4.14* 
  9.77** 

 
13.96** 

 
128.84 

 
13.96** 

Block 2 
  Step 1 
    Age 
    SL 
    Fb 
    C 
 
Block 3 
  Step 1   
    Age 
    SL 
    Fb 
    Fp 
    C 

 
 
    .05
    .00
    .01
-3.86 
 
 
    
    .06
    .00
  -.02 
    .04
-5.26 

 
 
  .02 
  .00 
  .01 
1.39 
 
   
 
  .03 
  .00 
  .01 
  .01 
1.57 

 
 
1.05 
1.00 
1.01 
  .02 
 
 
 
1.06 
1.02 
  .99 
1.04 
  .01 

 
 

1.01, 1.10 
1.00, 1.00 
  .99, 1.03 

--- 
 
 
 

1.01, 1.11 
1.00, 1.00 
  .96, 1.01 
1.02, 1.07 

--- 

 
 
  5.03* 
  4.73* 
  1.19 
  7.75** 
 
   
 
  5.45* 
  4.83* 
  1.52 
12.63***
11.16***

 
  1.22 
 
 
 
 
 
15.16*** 
 
 
 
 

 
127.62 
 
 
 
 
 
112.46 
 
 
 
 

 
15.18** 
 
 
 
 
 
30.34***
 
 
 
 

 
 
Note.  Age and sentence length (SL) were forced into the regression model in Block 1 
followed by the forced entry of Fb in Block 2 and Fp in Block 3.  B = unstandardized 
regression coefficient. SEB   = standard error of B. 95% CI = 95% confidence interval for 
the odds ratio value. Wald’s Λ = Wald’s statistic. Step χ2 = chi-square value of the step. 
Model -2LL = -2 log likelihood value of the full model. Model χ2 = chi-square value of 
the fit of the full model.                                                                                                          
*p < .05. **p < .01. ***p < .001. 
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Table 15 
 
Hierarchical logistic regression analyses examining the incremental validity of Fb added 
to Fp in predicting psychiatric inmates from inmate simulators 
 
 
Model/                                 Odds      95%                          Step χ2           Model     Model       

Variable          B       SE B   Ratio       CI         Wald’s Λ      (∆χ2)          -2LL           χ2                
 
 
Block 0 
  Step 0 
    C 
 

 
 
  -.33 

 
 
  .20 

 
 
  .72 

 
 

--- 

 
 
  2.73 

   

Block 1 
  Step 1 
    Age 
    SL 
    C 
 

 
 
    .05 
    .00 
-2.71 

 
 
  .02 
  .00 
  .87 

 
 
1.05 
1.00 
  .07 

 
 

1.00, 1.10 
1.00, 1.00 

-- 

 
 
  4.69* 
  4.14* 
  9.77** 

 
13.96** 

 
128.84 

 
13.96** 

Block 2 
  Step 1 
    Age 
    SL 
    Fp 
    C 
 
Block 3 
  Step 1   
    Age 
    SL 
    Fp 
    Fb 
    C 

 
 
    .06 
    .00 
    .03 
-6.18 
 
    
 
    .06 
    .00 
    .04 
  -.02 
-5.26 

 
 
  .03 
  .00 
  .01 
1.43 
 
   
 
  .03 
  .00 
  .01 
  .01 
1.57 

 
 
1.06 
1.00 
1.04 
  .00 
 
 
 
1.06 
1.02 
1.04 
  .99 
  .01 

 
 

1.01, 1.11 
1.00, 1.00 
1.02, 1.06 

--- 
 
 
 

1.01, 1.11 
1.00, 1.00 
1.02, 1.07 
  .96, 1.01 

--- 

 
 
  5.71* 
  5.52* 
12.55** 
18.80***
 
   
 
  5.45* 
  4.83* 
12.63***
  1.53 
11.16** 

 
14.82*** 
 
 
 
 
   
 
 1.56 
 
 
 
 

 
114.02 
 
 
 
 
 
 
112.43 
 
 
 
 

 
28.78***
 
 
 
 
 
 
30.34***
 
 
 
 

 
 
Note.  Age and sentence length (SL) were forced into the regression model in Block 1 
followed by the forced entry of Fp in Block 2 and Fb in Block 3.  B = unstandardized 
regression coefficient. SEB   = standard error of B. 95% CI = 95% confidence interval for 
the odds ratio value. Wald’s Λ = Wald’s statistic. Step χ2 = chi-square value of the step. 
Model -2LL = -2 log likelihood value of the full model. Model χ2 = chi-square value of 
the fit of the full model.                                                                                                         
*p < .05. **p < .01. ***p < .001.
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Table 16 
 
Hierarchical logistic regression analyses examining the incremental validity of Fb to Ds 
in predicting psychiatric inmates from inmate simulators 
 
 
Model/                               Odds       95%                          Step χ2           Model     Model       

Variable      B       SE B     Ratio        CI         Wald’s Λ      (∆χ2)          -2LL           χ2                
 
 
Block 0 
  Step 0 
    C 
 

 
 
  -.35 

 
 
  .20 

 
 
  .71 

 
 

--- 

 
 
  3.08 

   

Block 1 
  Step 1 
    Age 
    SL 
    C 
 

 
 
    .05
    .00
-2.66 

 
 
  .02 
  .00 
  .87 

 
 
1.05 
1.00 
  .07 

 
 

1.00, 1.10 
1.00, 1.00 

-- 

 
 
  4.55* 
  3.71 
  9.45** 

 
12.71** 

 
128.33 

 
12.71** 

Block 2 
  Step 1 
    Age 
    SL 
    Ds 
    C 
 
Block 3 
  Step 1   
    Age 
    SL 
    Ds 
    Fb 
    C 

 
 
    .06
    .00
    .09
-5.69 
 
   
  
    .06
    .00
    .15
  -.04 
-4.04 

 
 
  .03 
  .00 
  .03 
1.34 
 
   
 
  .03 
  .00 
  .04 
  .02 
1.51 

 
 
1.06 
1.00 
1.09 
  .00 
 
 
 
1.06 
1.02 
1.16 
  .97 
  .02 

 
 

1.01, 1.10 
1.00, 1.00 
1.04, 1.15 

--- 
 
 
 

1.01, 1.11 
1.00, 1.00 
1.07, 1.26 
  .94, 1.00 

--- 

 
 
  5.01* 
  5.56* 
11.76** 
18.01***
 
   
 
  5.04* 
  5.11* 
13.35***
  5.25* 
  7.13** 

 
15.16*** 
 
 
 
 
 
   5.74* 
 
 
 
 

 
113.17 
 
 
 
 
 
107.44 
 
 
 
 

 
27.87***
 
 
 
 
 
33.61***
 
 
 
 

 
 
Note.  Age and sentence length (SL) were forced into the regression model in Block 1 
followed by the forward stepwise entry (< .15) and removal (> .20) of the validity 
indicators in Block 2.  B = unstandardized regression coefficient. SEB   = standard error 
of B. 95% CI = 95% confidence interval for the odds ratio value. Wald’s Λ = Wald’s 
statistic. Step χ2 = chi-square value of the step. Model -2LL = -2 log likelihood value of 
the full model. Model χ2 = chi-square value of the fit of the full model. 
*p < .05. **p < .01. ***p < .001. 
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Mental Health Treatment of Inmates 

The Mentally Ill in the Criminal Justice System 

 The number of inmates in the United States criminal justice system increases 

every day. According to the United States Department of Justice (2003), state prisons 

held 1,200,203 inmates; federal prisons had custody of 148,783 inmates; and jails held 

665,475 inmates as of June 30, 2002. Thus, the total prison and jail population exceeded 

two million inmates for the first time ever. These crowded conditions in prisons and jails 

are compounded by the increasing number of persons with mental illnesses who enter and 

remain in the criminal justice system. Torrey (1995) estimated that approximately twice 

as many persons with mental illnesses are in the criminal justice system than in state 

psychiatric facilities.  

Studies have consistently found higher rates of mental illness among inmates in 

prison or jails than in pertinent community samples (Abram & Teplin, 1991; Brinded, 

Simpson, Laidlaw, Fairley, & Malcolm, 2001; Brink, Doherty, & Boer, 2001; Fazel & 

Danesh, 2002; Powell, Holt, & Fondacaro, 1997). The U.S. Department of Justice (1999) 

identified 16% of state prison inmates, 7% of federal prison inmates, 16% of jail inmates, 

and 16% of probationers as having a severe mental illness. Other studies and reviews 

have shown that significant proportions of male and female inmates in various types of 

facilities suffer from mental illness, regardless of the country of interest. Severe mental 

illness, which typically consists of psychotic and mood disorders, appears to be present in 

10 to 20% of prison and jail inmates (e.g., Abram & Teplin, 1991; Brinded, Simpson, 

Laidlaw, Fairley, & Malcolm, 2001; Brink, Doherty, & Boer, 2001; Cooke, 1995; 
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Corrado, Cohen, Hart, & Roesch, 2000; Fazel & Danesh, 2002; Roesch, 1995; Fisher et 

al., 2002; Pinta, 2001; Powell, Holt, Fondacaro, 1997). Moreover, nearly one-half of 

inmates have a diagnosable Axis I condition, which does not include substance disorders 

(e.g., Brink et al., 2001; Powell et al., 1997; Teplin, 1994) with higher prevalence rates 

among women than men (e.g., Cooke, 1995; Pinta, 2001; U.S. Department of Justice, 

1999). In addition, most inmates with severe mental illnesses suffer from comorbid 

conditions (e.g., Abram & Teplin, 1991; Brink et al., 2001). Approximately 40 to 80% of 

inmates have antisocial personality disorder and/or a history of a substance disorder (e.g., 

Brink et al., 2001; Cooke, 1995; Powell et al., 1997; Roesch, 1995; Teplin, 1994). These 

significant prevalence rates reflect the growing number of persons with mental illnesses 

who enter the criminal justice system.  

Reasons for the growing number of inmates with mental illnesses. Over the past 

several decades, persons with mental illnesses have been diverted from state psychiatric 

hospitals to the criminal justice system for many reasons. Torrey (1997) reported that the 

census in state psychiatric facilities decreased by almost one-half million between 1955 

and 1994. Adjusted for population growth, he estimated that 92% of persons with mental 

illnesses who were housed in state psychiatric facilities in 1955 would not reside there in 

1994 (Torrey, 1997). Several reviews have identified numerous factors that account for 

this movement, including the introduction of psychotropic medication, 

deinstitutionalization, implementation of federal healthcare programs, and changes in 

civil commitment laws (Husted, 1994; Kupers, 1999; Lamb & Weinberger, 1991; Teplin, 

1984; Torrey, 1997; Watson, Hanrahan, Luchins, & Lurigio, 2001). The advent of 
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antipsychotic medication in 1955 led to the beginning of deinstitutionalization, the policy 

of releasing persons with mental illnesses from state psychiatric facilities into the 

community and downsizing or closure of those facilities, which was further expedited 

with the passing of federal Medicaid, Medicare, and other programs in the 1960s and 

1970s that encouraged states to save funds by releasing persons with mental illnesses 

from state psychiatric facilities (Fagan, 2003; Kupers, 1999; Torrey, 1997). Thus, large 

numbers of persons with mental illnesses were released from state custody in psychiatric 

facilities into the community. Concurrently, beginning in 1969, states enacted more 

restrictive civil commitment laws, which led to fewer and briefer involuntary 

commitments to state psychiatric facilities, as well as an inability to provide long-term 

hospitalization (Husted, 1994; Lamb & Weinberger, 1991; Teplin, 1984).  

These changes have led to increasing numbers of persons with mental illnesses 

residing in the community who would have otherwise been housed in psychiatric 

facilities. However, mental health services, supports, and resources have been described 

by many scholars as limited, inadequate, and inappropriate for the large numbers of 

persons with mental illnesses and inmates with mental illnesses in the community (e.g., 

Husted, 1994; Lamb & Weinberger, 1991; Torrey, 1997; Watson et al., 2001). Federal 

funding and private insurance policies have favored short-term inpatient mental health 

treatment in place of comprehensive outpatient services (Husted, 1994). Consequently, 

persons with mental illnesses in the community do not receive necessary and appropriate 

treatment, housing, medical care, and vocational rehabilitation to enable them to maintain 

stability and to avoid involvement with the criminal justice system (Watson et al., 2001). 
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Thus, persons with mental illnesses often view committing criminal acts as a plea for 

help or a way to gain the resources and supports they need (Lamb & Weinberger, 1991).  

An additional factor associated with the trend of persons with mental illnesses 

ending up in the criminal justice system rather than in state psychiatric facilities pertains 

to how police officers typically process persons with mental illnesses when police 

officers encounter them in the community. Given the status of community mental health 

services, police officers may believe that the criminal justice system can more effectively 

deal with persons with mental illnesses than the community mental health system 

(Watson et al., 2001). On the other hand, police officers may lack sufficient training or 

experience to recognize mental illness (Husted, 1994; Watson et al., 2001). Whatever the 

reason, police officers are more likely to arrest persons with mental illnesses and process 

them in the criminal justice system rather than diverting them to the community mental 

health system (Husted, 1994; Kupers, 1999; Lamb & Weinberger, 1991; Teplin, 1984; 

Torrey, 1997; Watson et al., 2001), even though the majority of persons with mental 

illnesses are arrested for minor offenses (Teplin, 1984; Torrey, 1995) and a large 

proportion are brought to jails without any criminal charges (Torrey, Steiber, Exekiel, et 

al., 1992, as cited in Torrey, 1995). Moreover, police officers may arrest persons with 

mental illnesses in an effort to clean up the streets (Kupers, 1999) or to protect persons 

with mental illnesses from rape or assault (Torrey, 1997). Even judges are more likely to 

order forensic evaluations instead of civil commitments for mentally ill pretrial detainees 

due to perceived deficiencies in the state mental health system (Appelbaum & Fisher, 

1997).  
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Collectively, numerous changes in community and state mental health services 

have contributed to a large body of persons with mental illnesses being held in the 

criminal justice system during the past few decades. Consequently, various facilities exist 

within the criminal justice system to provide housing and treatment for different 

categories of inmates with mental illnesses.    

Facilities for inmates with mental illnesses. Inmates with mental illnesses include 

those who have been found not guilty by reason of insanity (NGRI), declared 

incompetent to stand trial (IST), sex offenders, inmates in jail or prison with severe 

mental illnesses, and inmates transferred to secure psychiatric facilities (Nicholls, 

Hemphill, Boer, Kropp, & Zapf, 2001; Steadman, Monahan, Hartstone, Davis, & 

Robbins, 1982). Inmates with mental illnesses may be housed in various types of 

facilities. Jails, which are the entrance into the criminal justice system, commonly house 

detainees who are awaiting arraignment or being held until trial and convicted persons 

with sentences shorter than one year (Ogloff, Roesch, & Hart, 1994). Typically, jails 

employ mental health professionals to evaluate inmates for mental illness (Steadman et 

al., 1999). Prisons, conversely, house convicted inmates with sentences greater than one 

year. Moreover, jails are usually operated by local jurisdictions, whereas prisons are 

managed by state or federal governments (Ogloff et al., 1994). A national survey of state 

department of corrections in the United States reported that correctional systems employ 

one or more of the following facilities for inmates with mental illnesses in prison:  access 

to public psychiatric hospitals operated by the state’s department of mental health, prison 

psychiatric hospitals operated by the state’s department of corrections, inpatient and 
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outpatient mental health units within the particular prison facility, security management 

units or facilities for aggressive inmates, and mental health services for inmates housed in 

the general population (Miller & Metzner, 1994). In addition, prison facilities may have 

special treatment units to provide acute, transitional, and residential care (Condelli, 

Dvoskin, & Holanchock, 1994; Holton, 2003). Persons found NGRI or IST are housed in 

secure forensic hospitals, which provide services solely to persons involved with the 

criminal justice systems, or on secure wards in state psychiatric facilities with persons 

with mental illnesses who are not involved with the criminal justice system (Fagan, 2003; 

Maier & Fulton, 1998). A national survey of forensic inpatient program directors in 1986 

indicated that the majority of persons found NGRI or IST were treated in forensic 

hospitals, with a minority being housed in civil psychiatric facilities (Way, Dvoskin, & 

Steadman, 1991). Given the variety of facilities that house inmates with mental illnesses, 

inmates in the criminal justice system have various needs for mental health services. 

Need for Mental Health Treatment 

Specialty facilities exist to provide mental health services to inmates for a variety 

of reasons, including a legal right to treatment, appropriateness for habilitation programs, 

security and safety issues, and humane concerns. The Eighth Amendment grants 

individuals a right to be free from cruel and unusual punishment. Relatedly, in Estelle v. 

Gamble (1976, as cited in Collins, 2001), the Supreme Court established the legal 

standard for providing medical care to sentenced inmates by ruling that deliberate 

indifference to serious medical needs of sentenced inmates constitutes cruel and unusual 

punishment, which is a violation of the Eighth Amendment (Collins, 2001; Hafemeister, 
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1998). This decision regarding medical care was extended to mental health treatment for 

serious mental illness deemed a medical necessity in Bowring v. Godwin (1977, as cited 

in Collins, 2001). The Eight Amendment, however, only applies to sentenced inmates. 

The Supreme Court decided in Bell v. Wolfish (1979, as cited in Collins, 2001) that 

nonsentenced inmates (e.g., jail detainees) cannot be deprived of life, liberty, or property 

without due process, which prohibits punishment, according to the Fourteenth 

Amendment. Thus, both sentenced and nonsentenced inmates have a legal right to mental 

health care in jails and prisons (American Psychiatric Association [APA], 2000a; Collins, 

2001; Hafemeister, 1998; Mayer, 1989; Ogloff et al., 1994). 

 Treatment helps to stabilize inmates with mental illnesses, enabling them to take 

advantage of habilitation programs (APA, 2000a; Cohen & Dvoskin, 1992), which may 

protect society by preparing them for release (APA, 2000a). In addition, inmates with 

mental illnesses have a higher likelihood than other inmates to be involved in disruptive 

behavior and violent altercations, such as assaulting staff and other inmates (Adams, 

1986; McShane, 1989) and to be victimized by predatory inmates (Kupers, 1999; 

Morrison, 1991; Torrey, 1997). Thus, treatment makes for safer prison or jail conditions 

for inmates and staff (APA, 2000a; Cohen & Dvoskin, 1992; Ogloff et al., 1994). The 

needless and harsh suffering caused by severe mental illness can also be successfully 

minimized (APA, 2000a; Cohen & Dvoskin, 1992), as suggested by the effectiveness of 

various mental health interventions and programs for inmates (e.g., Condelli et al., 1994; 

Landsberg, Rogck, Berg, & Smiley, 2002; Landsberg & Smiley, 2001). Moreover, since 

mental illness is the greatest risk factor for attempted suicide (Moscicki et al., 1988) and 
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suicide rates are higher in jails and prisons than in the community (Bland, Newman, 

Thompson, & Dyck, 1998; Hayes, 1983, 1989, 1996), mental health treatment may 

alleviate the suffering among inmates that compels them to attempt suicide. Collectively, 

aside from a purely legal obligation, mental health services for inmates exist to serve 

humanitarian and societal concerns. Therefore, one essential component of providing 

mental health services is the assessment and identification of inmates who are need of 

such services for the reasons described above (Metzner, Miller, & Kleinsasser, 1994).   

Assessment of Inmates with mental illnesses in Correctional Facilities 

Times of Assessment 

Inmates may be suffering from a mental illness at various times throughout the 

correctional system. These points can be divided into two categories: initial reception and 

during incarceration. Once convicted, inmates enter the correctional system at a reception 

and diagnostic unit where they are screened for mental illnesses, assessed for security 

classification purposes, and assigned to a specific prison and cell (Kupers, 1999). Surveys 

of correctional systems in the United States have indicated that nearly all have provided 

mental health screening evaluations for newly admitted inmates (Metzner et al., 1994), 

which have typically involved psychological testing (Gallagher, Somwaru, & Ben-Porath, 

1999). In some cases, inmates with mental illnesses pass through the legal process 

without having been identified with a mental illness. In other cases, inmates with mental 

illnesses may have been recognized as suffering from a mental illness, but their mental 

illness was not considered to have met a threshold for mental health services (Halleck, 
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1986). At the time of reception into the correctional system, however, their mental illness 

may be recognized as requiring mental health services.  

On the other hand, some inmates with mental illnesses pass undetected through 

the mental health assessment process and are transferred out of the reception and 

diagnostic units to a general population prison (Halleck, 1986). Additionally, mental 

illnesses may manifest during incarceration due to the numerous stressors of prison 

(Cohen & Dvoskin, 1992; Gibbs, 1991; Kupers, 1996; Lindquist & Lindquist, 1997; 

Morgan, 2003), such as lack of intimacy, autonomy, physical activity, or privacy 

(Halleck, 1986), or because many inmates enter prison at an early age before the typical 

onset of some mental illnesses, such as schizophrenia (Cohen & Dvoskin, 1992). 

Therefore, inmates may be identified by staff or self-referred for mental health evaluation 

at any time during incarceration (Halleck, 1986; Morgan, 2003).  

Methods of Assessment 

 Screening and comprehensive assessment of mental illnesses involves a 

combination of evaluation methods, although the particular methods employed vary 

among facilities (Edens, Peters, & Hills, 1997). These methods include clinical 

interviews, semi-structured interviews, standardized structured interviews, intelligence 

measures, objective and projective personality measures, neuropsychological measures, 

risk assessment instruments, and self-report symptom questionnaires (Boothby & 

Clements, 2000; Carbonell & Perkins, 2000). Despite the availability and wide selection 

of assessment methods, research findings have consistently shown that significant 

numbers of inmates in correctional and jail facilities are not being properly identified as 
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suffering from mental illnesses (e.g., Birmingham et al., 1996; Brinded et al., 2001; Shaw 

& Creed, 1999; Steadman, Holohean, & Dvoskin, 1991; Teplin, 1990; Teplin, Abram, & 

McClelland, 1997; U.S. Department of Justice, 1999).  

Success Rate of Assessment 

A survey conducted by the U.S. Department of Justice (1999) indicated that 40% 

of state and federal prison inmates, 59% of jail inmates, and 44% of probationers who 

were mentally ill did not receive mental health services during their current incarceration, 

with males not receiving services at higher rates than females. A study of randomly 

sampled, predominantly male inmates in the New York state correctional system 

estimated that 56% of severely psychiatrically disabled and 75% of significantly 

psychiatrically disabled inmates did not receive mental health services in the 30 days 

prior to the study (Steadman et al., 1991). Moreover, slightly lower rates of severely and 

significantly disabled inmates did not receive services in the year before the study. In a 

study of newly admitted male detainees randomly selected from a large urban jail, jail 

personnel missed severe mental illness and consequently did not provide mental health 

treatment to 62% of the mentally ill detainees identified by researchers with a structured 

interview (Teplin, 1990). In addition, jail personnel failed to identify 55% and 93% of 

detainees with schizophrenia and severe depression, respectively. A similar study of 

female jail detainees reported that 76% of new admissions identified as severely mentally 

ill by researchers with a structured interview were not detected by jail personnel and not 

provided mental health services (Teplin et al., 1997). Comparable to the previous study of 

male detainees (Teplin, 1990), 52% and 85% of females suffering from schizophrenia 
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and severe depression, respectively, were not identified by jail personnel (Teplin et al., 

1997).  

Two studies have examined the detection of severe mental illness among 

nonsentenced defendants admitted to and housed in the prison system in England 

(Birmingham et al., 1996; Shaw & Creed, 1999). In six facilities with a majority of male 

inmates, 82 of 96 (85%) consecutive admissions with severe mental illness, as identified 

by researchers with self-report measures and a structured interview, were not detected by 

prison personnel and consequently not referred for mental health services (Shaw & 

Creed, 1999). Similar to studies of jail detainees in the United States (Teplin, 1990; 

Teplin et al., 1997), 65% and 96% of inmates with schizophrenia and severe depression, 

respectively, were not referred for services (Shaw & Creed, 1999). In another study of 

consecutive admissions to a prison in England, researchers identified 26% of male 

nonsentenced inmates with a current Axis I disorder, whereas prison personnel detected 

mental illness in 9% of the newly admitted inmates (Birmingham et al., 1996). Of those 

identified by researchers as having a mental illness, 77% were not detected by prison 

mental health staff. Furthermore, 33 of the 50 (66%) inmates who were judged by 

researchers as requiring urgent mental health services were not identified as such by 

prison mental health staff, which missed 16 inmates who were acutely psychotic 

(Birmingham et al., 1996).  

In a study of all of New Zealand’s prisons, researchers identified male and 

female, sentenced and nonsentenced inmates with mental illness and asked them about 

receiving mental health services (Brinded et al., 2001). Approximately 54% to 63% of 
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inmates with schizophrenia, major depression, or posttraumatic stress disorder and 19% 

with bipolar disorder reported not receiving services during their current incarceration. 

Collectively, these studies indicate that the majority of sentenced and nonsentenced (e.g., 

jail detained) inmates in the United States and in other countries are not identified to 

receive needed mental health services for severe mental illness.  

Numerous factors may affect the accurate detection and assessment of inmates 

with mental illnesses (Hodgins, 1995). In particular, inmates may be motivated by 

numerous incentives in correctional settings to exaggerate or fabricate symptoms, which 

is commonly known as malingering (APA, 2000b). At the time of initial reception into 

the correctional system, inmates may malinger psychopathology to obtain a less 

restrictive or preferred environment, such as a single cell, or to be exempt from work 

duties (Gallagher, Ben-Porath, & Briggs, 1997). During their incarceration, inmates may 

be motivated to malinger psychopathology to gain admittance into a correctional 

psychiatric facility to avoid or escape harassment or assaultive behavior from inmates, 

obtain better living conditions and more privileges, acquire prescription medication, and 

serve easier time (Goldstein, 1989; Halleck, 1986; Iverson, Franzen, & Hammond, 1995; 

Jaffe & Sharma, 1998). In addition, the transfer itself allows for opportunities for escape 

(Goldstein, 1989) or a break from the routine of prison life (Morrison, 1991). Studies 

have estimated that 4% to 38% of inmates evaluated for admittance into correctional 

psychiatric facilities were malingerers (Gallagher et al., 1997; Pollock, 1996; Pollock, 

Quigley, Worley, & Bashford, 1997; Rogers, Gillis, Dickens, & Bagby, 1991; Thomas-

Peter, Jones, Campbell, & Oliver, 2000; Wang et al., 1997). Therefore, given the strong 
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incentives to malinger and the considerable estimated prevalence rates of malingering, 

inmates who malinger need to be accurately identified to ensure appropriate provision of 

mental health services and resources (Clements & McLearen, 2003; Hodgins, 1995; 

Metzner et al., 1994). 

Malingering 

Malingering can be distinguished in terms of “pure,” “partial,” and “false 

imputation” (Resnick, 1997). Persons who fabricate symptoms without experiencing 

existing genuine psychopathology engage in “pure” malingering. For example, an inmate 

may claim to hear voices without actually experiencing hallucinations or other types of 

psychopathology. “Partial” malingering occurs when persons exaggerate existing 

psychopathology or when persons allege that previously genuine symptoms continue to 

exist. An example of “partial” malingering would include an inmate who reports severe 

and disabling depression when the depression would be accurately described as mild. In 

addition, “partial” malingering would include an inmate whose depression is in full 

remission, but reports a continuation of depressive symptoms. “False imputation” refers 

to when persons intentionally misattribute the cause of genuine symptoms. For instance, 

an inmate may experience genuine symptoms of posttraumatic stress disorder due to 

victimization in prison, but knowingly assert that the cause of the disorder is a result of 

the crime he or she committed. Malingering efforts may also consist of “concurrent” 

malingering, which involves the fabrication of symptoms that coexist with other genuine 

psychopathology (Steffan, 2003). For example, a person who reports authentic auditory 

hallucinations may also falsely claim suicide ideation.  
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Theories of Malingering 

During the past century, three theoretical models have been formulated by various 

scholars to account for the phenomena of malingering. These theoretical explanations 

consist of the pathogenic, criminological, and adaptational models.  

Pathogenic model. The pathogenic model was posited by Carl Jung in the early 

1900s and further developed by Sigmund Freud (Kropp & Rogers, 1993). This model of 

malingering suggests that a developing psychological disorder is the underlying 

motivation for malingering. A person fabricates symptoms to gain control of or ward off 

emerging psychopathology. However, the malingerer eventually loses control with the 

onset of the psychological disorder (Rogers, 1997; Rogers & Shuman, 2000; Ustad & 

Rogers, 1996). This model hypothesizes that fabricated symptoms are supplanted by 

involuntary symptoms of genuine psychopathology (Rogers, Sewell, & Goldstein, 1994; 

Rogers & Shuman, 2000). Therefore, the pathogenic model is a psychodynamic 

formulation in which malingering occurs as a result of ineffectual efforts by internal 

processes to cope with the early stages of a psychological disorder (Kropp & Rogers, 

1993; Rogers, 1990a; Thomas-Peter et al., 2000). For example, a person in his mid-

twenties might falsely report auditory hallucinations during the pretrial phase of a trial 

while beginning to experience genuine isolation, disorganization of speech, bizarre 

behavior, and inappropriate affect. Succinctly stated, this model posits that malingering is 

an unconscious coping mechanism to ward off developing psychopathology. 

Criminological model. The DSM-IV-TR (APA, 2000b) approach to malingering 

has been termed the criminological model (Rogers, 1990a). According to the DSM-IV-
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TR, malingering should suspected when any combination of the following four indicators 

are present:  “a medicolegal context, a marked discrepancy between the person’s claimed 

stress or disability and the objective findings, lack of cooperation during the diagnostic 

evaluation and in complying with the prescribed treatment regimen, and the presence of 

Antisocial Personality Disorder (APD)” (APA, 2000b; p. 739). According to the 

criminological model, researchers and scholars have explained that the motivation of 

malingerers arises from deceit, greed, and rebelliousness to use psychological symptoms 

to manage interpersonal and adverse situations (Heinze, 1999; Rogers et al., 1992; 

Thomas-Peter et al., 2000). Rogers and colleagues, in particular, have presented a theme 

of badness in which malingerers are bad persons (e.g., APD) in bad circumstances (e.g., 

medicolegal evaluation) or who are bad examinees (e.g., uncooperative and present 

inconsistent findings) (APA, 2000b; Rogers, 1990a, 1990b; Rogers, Salekin, Sewell, 

Goldstein, & Leonard, 1998).  

Adaptational model. Rogers (1990a, 1990b) proposed the third theoretical model 

to explain how persons attempt to cope with adversarial circumstances. In Rogers’ 

formulation, malingerers employ a cost-benefit analysis in which they conclude that 

exaggerating or fabricating psychopathology is the most effective way to meet their 

needs. The adaptational model further postulates that malingering is most likely to occur 

when (1) the person perceives the context as adversarial, (2) the person perceives that 

personal gain can be achieved through malingering, and (3) the person does not perceive 

other feasible options. This explanatory model stems from decision theory in which 
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persons choose to malinger in adversarial or uncertain circumstances by weighing 

expected success and feasibility (Rogers, 1990a, 1990b).  

Research findings. Rogers and colleagues compared the predictions of the 

malingering models with how clinicians formulate malingering by utilizing prototypical 

analyses from two studies consisting of over 500 psychologists (Rogers, Sewell, & 

Goldstein, 1994; Rogers, Salekin, et al., 1998). The adaptational model was described as 

the most prototypical model of malingerers in forensic and nonforensic settings (Rogers, 

Sewell, & Goldstein, 1994). However, the most vivid examples of malingering were rated 

highly on attributes described by both the adaptational and criminological models, with 

higher ratings among forensic than nonforensic cases for the criminological model 

(Rogers, Salekin, et al., 1998). Overall, the adaptational and criminological models 

appear to be equally relevant in understanding malingering, but the criminological model 

may be slightly more helpful in forensic than nonforensic settings. The pathogenic model 

did not appear to contribute to an understanding of malingering (Rogers, Salekin, et al., 

1998).  

Therefore, an explanation of malingering may be formulated based on 

characteristics of the criminological and adaptational models that psychologists rated as 

highly indicative of malingering. Based on findings from the studies (Rogers, Sewell, & 

Goldstein, 1994; Rogers, Salekin, et al., 1998), these characteristics would include 

situational variables such as the setting, purpose of the evaluation, and available incentive 

for malingering and characterological variables. However, these studies only examined 

attributes that could be directly derived from the models. Consequently, an examination 
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of other characteristics, such as ineffective coping skills, histrionic personality, and 

suggestibility, may foster a more cogent, comprehensive, and accurate understanding of 

malingering. It would not be prudent to limit our understanding of malingering with 

respect to the attributes listed above without investigating a range of variables.  

 Each model of malingering contains a unique description of the manifestation of 

malingering, which has been used by researchers to predict and identify malingering in 

clinical settings. Support for the pathogenic model comes from genuinely persons with 

mental illnesses who claim to have fabricated psychological symptoms to conceal 

genuine psychopathology (Heinze, 1999), although empirical support for this model has 

been nonexistent (Rogers, 1990a). Consequently, the pathogenic model has been 

criticized on two grounds (Rogers, 1990a). Generally, persons identified as malingerers 

fail to manifest involuntary symptoms of a psychological disorder, and they may show 

remarkable symptom improvement once the desired external incentive has been acquired 

(e.g., Kropp & Rogers, 1993; Rogers & Shuman, 2000). Therefore, the theoretical 

formulation of the pathogenic model appears to be limited in its prediction of 

malingerers.  

Rogers (1990a) examined the ability of the criminological model to predict 

malingering with bona fide and malingering patients at a forensic inpatient facility. Based 

on the recommendation in this model that malingering should be strongly suspected when 

two or more of the indicators are present, Rogers found that a majority of the participants 

was misidentified. Thus, the explanatory power of this model appears to be limited by its 

broad and vague indicators.  
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Consequently, Rogers and colleagues have criticized the four indicators of the 

criminological model. The indicator of medicoloegal evaluation includes situations where 

malingering is unlikely, such as child custody cases and parole reviews where it is in 

persons’ best interests to appear psychologically healthy, but excludes situations where 

malingering may be common, such as educational and military settings (Rogers, 1990a, 

1990b). The second indicator, uncooperativeness, has been criticized (Rogers, 1990b), as 

more bona fide patients have been identified as uncooperative than actual malingerers in 

one study (Rogers, 1990a). Bona fide patients may be unable or unwilling to comply with 

evaluations and treatment plans, such as patients who are involuntarily hospitalized, 

psychiatric patients, criminal defendants, and persons diagnosed with various severe 

psychological disorders (Kropp & Rogers, 1993). Malingerers, however, often actively 

pursue treatment and readily discuss and draw attention to their feigned symptoms 

(Resnick, 1984, 1997; Rogers, 1997). In other words, malingerers portray a façade of 

cooperativeness.  

The third indicator in the criminological model, discrepant claims and objective 

findings, has received similar criticism by Rogers (1990a, 1990b). One point of 

contention is the ambiguity of this indicator. If “discrepancies” were operationalized 

more specifically, such as claiming impairment in relationships and employment not 

observed by others, this indicator may be more useful in detecting malingering (Rogers, 

1990a, 1990b). Moreover, discrepancies used to evaluate malingering might erroneously 

include nonmalingering examples of memory distortions; inaccurate representations of 
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the self due to low intellect, active psychosis, or a personality disorder; and denial or 

minimization of genuine symptoms (Rogers, 1990a, 1990b).  

Finally, the fourth criterion, the presence of APD, has received mixed support as 

an indicator of malingering (APA, 2000b). Mixed findings have been reported with 

regard to the rates of APD among bona fide patients and malingerers in forensic settings 

(Gacono, Meloy, Sheppard, Speth, & Roske, 1995; Hinojosa, 1993; Lewis, Simcox, & 

Berry, 2002; Pollock et al., 1997; Rogers, 1990a). Furthermore, persons with severe 

psychopathic characteristics or APD have not been more capable or successful in 

malingering (Edens, Buffington, & Tomicic, 2000; Poythress, Edens, & Watkins, 2001; 

Rogers, Kropp, Bagby, & Dickens, 1992). Additionally, the use of APD in medicolegal 

evaluations is impeded by prevalence estimates of APD as high as 75% in forensic 

settings (Rogers, 1990b). Moreover, since illegal acts are a criterion for APD, some 

persons with APD engage in criminal activity (APA, 2000b). Consequently, persons with 

APD are more involved with the legal system compared to other persons (Heinze, 1999). 

Thus, persons with APD who are not malingering have a high likelihood of being falsely 

identified as malingerers when the indicator of APD is used to detect malingering in 

forensic settings. Collectively, the literature indicates that each indicator, and the 

criminological model as a whole, fails to support the assumptions of the model in its 

prediction of malingering.  

 Unlike the pathogenic and criminological models, the adaptational model has 

received empirical support. The highest rates of malingering have been found in 

evaluations with high personal stakes, such as veterans’ compensation, disability 



 

 - 123 - 

 

compensation, personal injury suits, and criminal charges (e.g., Rogers, 1990b, 1997a; 

Schretlen, 1988).  Moreover, empirical studies in clinical settings have demonstrated that 

the incentive available in an evaluation influences how persons portray themselves.  For 

example, pretrial defendants have manifested significantly more evidence of malingering 

compared to posttrial forensic inpatients who have obtained their goal of being judged 

incompetent or not guilty by reason of insanity (Wasyliw, Grossman, Haywood, & 

Cavanaugh, 1988). In addition, highly institutionalized psychiatric patients, who 

preferred to remain institutionalized, have presented more psychologically disturbed 

when evaluated for discharge compared to routine evaluation (Braginsky, Braginsky, & 

Ring, 1969; as cited in Rogers, 1990b). Similarly, inmates appeared maladjusted when 

psychopathology might have assisted in obtaining the desired goal (e.g., significantly 

impaired to warrant a single cell), but minimized psychopathology when adjustment 

might have enabled the desired goal to be attained (e.g., seeking parole; Walters, 1988). 

Furthermore, inmates who sought an evaluation for personal goals at a mental health 

facility portrayed themselves more psychologically disturbed compared to inmates whose 

evaluations were required or routine (Thomas-Peter et al., 2000). Therefore, studies with 

psychiatric, correctional, and forensic participants have demonstrated that examinees tend 

to alter their symptom presentation to meet the perceived adversarial circumstances of the 

evaluation and to accomplish their desired goals. Taken together, the findings support the 

assumptions of the adaptational model as a formulation of malingering.  

 In sum, limited existing research and clinical observations of the development and 

progression of psychological disorders refute the assumptions of the pathogenic model. 
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Furthermore, surveys of psychologists have indicated that this model is not useful in 

understanding or identifying malingering (Rogers, Sewell, & Goldstein, 1994; Rogers, 

Salekin, et al., 1998). Overall, empirical evidence and clinicians’ understanding of 

malingering support the theoretical assumptions of the adaptational model. Despite the 

paucity of clear empirical support for the utility of the criminological model, however, 

psychologists endorse this model in their formulation and understanding of malingering 

as frequently as they do the adaptational model.  

Psychological Testing of Malingering with the MMPI-2 

Frequency and Purpose of Use 

A survey of psychologists in federal and state correctional facilities indicated that 

psychologists spent an average of 18% of their work time conducting assessments, with 

65% of psychologists involved in psychological testing of inmates (Boothby & Clements, 

2000). According to this survery, the most common multiscale inventory employed in 

testing was the Minnesota Multiphasic Personality Inventory-2 (MMPI-2; Butcher et al., 

2001) (Boothby & Clements, 2000). One of the reasons for the general popularity of this 

instrument is the inclusion of validity indicators that measure how examinees portray 

themselves on the inventory and the degree to which they exaggerate or fake symptoms 

or psychological distress (Rogers, Sewell, & Salekin, 1994). In addition, the MMPI-2 

provides information about psychopathology, psychological distress, emotional 

functioning, behavioral and personality characteristics, adjustment, suicide, aggression, 

and substance use, which are essential to inform diagnostic formulation, mental health 

treatment considerations (e.g., evaluation, planning, prognosis, decision-making, and 
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monitoring), risk assessment, inmate classification and management, and provision of 

habilitation services (Edens, Cruise, & Buffington-Vollum, 2001; Forbey & Ben-Porath, 

2002; Gacono, 2002; Manna, Jurosawa, & Hamai, 1993; Morey & Quigley, 2002; Otto, 

2002; Retzlaff, Stoner, & Kleinsasser, 2002; Wang et al., 1997). As a result, the MMPI-2 

is commonly employed in testing newly admitted inmates to the correctional system, new 

arrivals to prison facilities, and inmates referred for evaluation during their incarceration 

(Edens et al., 1997; Gallagher et al., 1999; Metzner et al., 1994; Miller & Metzner, 1994; 

Otto, 2002).   

Minnesota Multiphasic Personality Inventory-2 

The MMPI-2 is a 567-item self-report inventory of personality and 

psychopathology (Butcher et al., 1989). Five primary validity indicators (Variable 

Response Inconsistency [VRIN], True Response Inconsistency [TRIN], Lie [L], 

Infrequency [F], and Correction [K]) and other numerous overlapping validity indicators 

(e.g., Positive Malingering [Mp], Superlative [S], Social Desirability [Sd], Back F [Fb], 

Infrequency-Psychopathology [Fp], Gough Dissimulation Index [F – K], and Gough 

Dissimulation Scale [Ds]) are included in this multiscale inventory. This study examined 

the family of infrequency scales, i.e., F scale (Butcher et al., 1989), Fb scale (Butcher et 

al., 1989), and Fp scale (Arbisi & Ben-Porath, 1995); and the F – K index (Gough, 1950) 

and Ds scale (Gough, 1954) because these validity indicators have received the most 

favorable results in the examination of malingering (e.g., Bagby, Buis, & Nicholson, 

1995; Bagby, Nicholson, & Buis, 1998; Bagby, Rogers, & Buis, 1994; Nicholson et al., 
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1997; Bury & Bagby, 2002; Rogers, Sewell, Martin, & Vitacco, 2003; Rogers, Sewell, & 

Ustad, 1995; Timbrook, Graham, Keiller, & Watts, 1993).  

The F scale consists of 60 items in the first half of the inventory (i.e., items 1 to 

361) that were endorsed in the keyed direction by less than 10% of the MMPI normative 

sample (Hathaway & McKinley, 1943) and were retained during the revision of the 

MMPI-2. The items reflect the degree to which unusual, bizarre, and atypical thoughts, 

beliefs, sensations, and experiences are endorsed (Friedman, Lewak, Nichols, & Webb, 

2000; Greene, 2000). High scores on the F scale indicate unusual self-descriptions, severe 

distress or psychosis, confusion, random responding, lack of cooperation, a cry for help, 

or exaggeration or fabrication of psychopathology (Friedman et al., 2000). Low scores 

suggest conventionality, lack of distress, or denial or minimization of symptoms 

(Friedman et al., 2000).  

Since the last F scale item is number 361, the restandardization committee for the 

MMPI-2 developed the Fb scale from 40 items in the last half of the measure to detect 

persons who lose motivation or concentration while taking the inventory and respond 

haphazardly (Friedman et al., 2000). These items were endorsed in the keyed direction by 

less than 10% of the MMPI-2 normative sample (Butcher et al., 1989). Areas reflected in 

the Fb scale include acute distress or depression, suicidality, substance problems, and 

relational problems (Friedman et al., 2000; Greene, 2000). High scores may indicate 

fatigue, uncooperativeness, random responding, exaggeration or fabrication of symptoms, 

severe psychopathology, chemical dependency, chronic maladjustment, or acute distress; 
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whereas low scores suggest good adjustment or possible denial of problems (Friedman et 

al., 2000).  

The 27-item Fp scale was designed to assist in understanding elevations on the F 

scale, especially to consider symptom exaggeration or fabrication, in clinical settings 

characterized by the presence of severe psychopathology (Arbisi & Ben-Porath, 1995). 

Whereas the F scale was constructed of items endorsed infrequently by the MMPI 

normative sample (Hathaway & McKinley, 1943), the Fp scale consists of items that 

were endorsed in the keyed direction by less than 20% of a large sample of psychiatric 

inpatients (Arbisi & Ben-Porath, 1995) and the MMPI-2 normative sample (Butcher et 

al., 1989). The Fp items reflect areas such as “severe psychotic symptoms, very unusual 

habits, highly amoral attitudes, (and) identity confusion” (Arbisi & Ben-Porath, 1995, p. 

427). High scores reflect the presence, and low scores indicate the absence, of 

exaggeration or fabrication of symptoms (Friedman et al., 2000).  

The F – K index (Gough, 1950) was constructed for the original MMPI 

(Hathaway & McKinley, 1943) to assist in assessing exaggerated or fabricated 

psychopathology (Friedman et al., 2000). This index is calculated by subtracting the raw 

score of the K scale, which measures defensiveness, from the raw score of the F scale 

(Friedman et al., 2000). High scores indicate severe distress, severe psychopathology, or 

symptom exaggeration or fabrication, whereas low scores suggest denial or minimization 

of symptoms (Friedman et al., 2000). The Ds scale, which was also developed for the 

original MMPI (Gough, 1954), was developed by contrasting responses of neurotic 

patients from college students and psychologists who attempted to portray themselves as 
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neurotic patients (Greene, 2000). This scale, which consists of 58 items on the MMPI-2, 

taps into erroneous stereotypes and misconceptions about neuroticism and mental illness. 

High scores indicate the presence and low scores indicate the absence of these 

endorsements.   

Research with correctional or forensic samples. Two studies have compared 

inmates who answered honestly and who were instructed to feign (Gallagher, 1998; 

Iverson, Franzen, & Hammond, 1995). In one study of federal minimum security inmates 

who either faked unspecified mental problems or responded honestly and psychiatric 

inpatients who answered honestly, the F and F – K indicators performed better than the 

Fb scale in discriminating simulators from honest respondents (Iverson et al., 1995). 

Overall classification rates were 96%, 94%, and 88% at optimal cutoff raw scores of F > 

17, F – K > 12, and Fb > 18, respectively. All validity indicators identified honestly 

responding inmates and psychiatric inpatients at comparable rates that ranged between 

96% and 100%, but the F scale provided the best detection of simulators (89%), followed 

by the F – K index (82%) and the Fb scale (61%). Bona fide correctional psychiatric 

patients were included in an investigation of inmates who responded honestly or who 

faked bad (Gallagher, 1998). The F, Fb, and Fp scales were examined, all of which 

distinguished simulators from honest respondents. In addition, the Fp scale provided 

incremental validity to F and Fb scales when differentiating simulators from correctional 

patients, but not in comparison with inmates who responded honestly. The Fb scale failed 

to contribute to F or Fp in all comparisons (Gallagher, 1998).  
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 Research has also examined actual malingerers in forensic settings (Heinze & 

Purisch, 2001; Lewis et al., 2002). In a known group comparison of male pretrial 

defendants undergoing psychological evaluations, cutoff scores were based on a meta-

analysis (Rogers, Sewell, & Salekin, 1994) of malingering studies, which resulted in 84% 

to 91% of all participants being accurately identified by each validity indicator (Lewis et 

al., 2002). Cutoff scores of F > 107T and Fp > 100T identified 100% of defendants with 

genuine psychopathology, whereas cutoff scores of F – K > 10 and Fb > 108T detected 

94% of these defendants. The validity indicators performed worse in detected suspected 

malingerers. Fb and F – K produced the highest identification rates by detecting 83% and 

79%, respectively, whereas F and Fp identified 67% and 50%, respectively. Additional 

analyses indicated that Fb provided the best predictive power and Fp failed to add 

incrementally to the predictive power of F and Fb (Lewis et al., 2002). Lower rates of 

detection were reported in a study with a large number of male posttrial forensic 

psychiatric inpatients who were determined to be malingering (Heinze & Purisch, 2001). 

Utilizing recommended cutoff scores, 56% to 62% of malingerers were detected by 

cutoff scores of F > 100T, Fb > 100T, and F – K > 16. A cutoff score of Fp > 100T 

resulted in accurate identification of 31% of the malingerers (Heinze & Purisch, 2001). 

The fair to poor rates of detection may be attributed to the nature of the malingerers, who 

had been successful in achieving their goal of being declared incompetent to stand trial 

by the court. In contrast, malingerers in the study by Lewis et al. (2002), which obtained 

slightly higher detection rates, were obtained from pretrial defendants who had not yet 

achieved their goal of malingering in the forensic context.  
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 Using a sample with a high proportion of male pretrial defendants undergoing 

psychological evaluations, McCusker and colleagues (McCusker, Moran, Serfass, & 

Peterson, 2003) compared the F and Fp validity indicators with classification of actual 

malingerers and nonmalingerers based on the Structured Interview of Reported 

Symptoms (SIRS) scales (Rogers, Bagby, & Dickens, 1992). Cutoff scores of Fp > 77T 

(i.e., > 5 raw score) and Fp > 63T (i.e., > 3 raw score) maximized overall agreement with 

classification by the SIRS using stringent (i.e., at least one primary SIRS scale in the 

definite malingering range or at least three primary SIRS scales in the probable 

malingering range) and nonstringent (i.e., at least one primary SIRS scale in the definite 

malingering range or at least two primary SIRS scales in the probable malingering range) 

criteria, respectively. For the F scale, cutoff scores of F > 95T (i.e., > 19 raw score) and F 

> 98T (i.e., > 20 raw score) maximized overall agreement with classification by the SIRS 

using stringent and nonstringent criteria.   

One study utilized a research design that combined an analogue design of inmates 

who were randomly assigned to three conditions--honest, fake schizophrenia, and fake 

bad--with a known group comparison of pretrial defendants divided into groups of 

suspected malingerers and bona fide patients (Kucharski & Johnsen, 2002). Suspected 

malingerers and inmates who simulated psychopathology were distinguishable on F, Fb, 

Fp, and F - K from bona fide forensic inpatients and inmates who responded honestly. A 

discriminant function analysis with the validity indicators of the suspected malingerers 

and bona fide patients indicated that only F was a significant predictor in the 

classification of the groups (Kucharski & Johnsen, 2002).  
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Other research has used forensic patients as a clinical comparison group (Bagby, 

Rogers, & Buis, 1994; Nicholson et al., 1997). Bagby and colleagues published two 

analogue studies with students who either faked bad or responded honestly and compared 

their profiles with clinical samples of bona fide patients (Bagby, Rogers, & Buis, 1994; 

Nicholson et al., 1997). Similar to a study conducted by Iverson et al. (1995), F and F – K 

produced comparable identification rates for pretrial forensic patients and students who 

answered honestly, but higher rates than Fb in the detection of simulators (Bagby, 

Rogers, & Buis, 1994). Each validity indicator identified 82% of patients and 92% to 

94% of students with optimal cutoff scores of F > 104T, F – K > 11, and Fb > 105T. 

Slight differences among the effectiveness of the indicators were evident in the 

identification of simulators, in which the F and F – K indicators each detected 88%, but 

83% were detected by the Fb scale (Bagby, Rogers, & Buis, 1994). The Fp scale was 

included in receiver characteristic analyses conducted by Nicholson et al. (1997). The F 

and F – K indicators provided significantly better discriminative power than the Fb and 

Fp scales of pretrial patients and simulators, but F, F – K, and Fp were the best indicators 

in analyses of general psychiatric patients and simulators (Nicholson et al., 1997).  

Research of malingered disorders. Numerous types of feigned psychopathology 

have been investigated with the MMPI-2 validity indicators. Some studies have varied in 

the use of feigners who were knowledgeable about psychopathology or psychological 

testing, either by experience, expertise, or being provided certain information. Only one 

of five studies examining feigned schizophrenia has investigated the effect of coaching 

about MMPI-2 detection strategies (i.e., information about the validity indicators). In this 
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study, (Rogers, Bagby, & Chakraborty, 1993), simulators who had been educated about 

strategies to avoid detection portrayed schizophrenia similar as bona fide psychiatric 

inpatients diagnosed with schizophrenia. However, other groups of simulators, i.e., those 

who received symptom information, those who received coaching about strategies to 

avoid detection and symptom information, and those who did not receive any assistance, 

were distinguishable on F, Fb, and F – K from psychiatric inpatients and a community 

sample of honest respondents. In particular, simulators who received symptom 

information scored similarly on F, Fb, and F - K as simulators without any type of 

information. These patterns of group differences were reflected in identification rates. 

Optimal cutoff raw scores were F > 29, Fb > 17, and F – K > 14, which resulted in 

accurate detection of nearly all honest responding community (100%) and psychiatric 

(81% to 97%) participants, but fair to poor identification of simulators with symptom 

information (67% to 73%), without any assistance (60% to 73%), with both types of 

assistance (40% to 48%), and especially those with information about detection strategies 

(29%). None of the validity indicators stood out as the best predictor of malingering 

(Rogers, Bagby, et al., 1993). The findings from this study indicate that persons who 

feign symptoms of schizophrenia and who are knowledgeable about MMPI-2 detection 

strategies are difficult to distinguish on the validity indicators from psychiatric patients 

with bona fide schizophrenia.  

Another study provided symptom information to a community sample of persons 

who feigned either paranoid schizophrenia or posttraumatic stress disorder (PTSD) 

(Wetter, Baer, Berry, Robinson, & Sumpter, 1993). An examination of mean group 
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scores and effect sizes on F, Fb, F – K, and Ds indicated that simulators were 

unsuccessful in feigning both disorders when compared with psychiatric patients 

diagnosed with the corresponding disorder. In comparisons involving paranoid 

schizophrenia, discriminant function analyses identified optimal cutoff scores of F > 

104T, Fb > 106T, F – K > 16, and Ds > 33, which detected from 86% to 100% of 

simulators and from 85% to 95% of bona fide patients, for overall classification rates 

ranging from 90% to 95%. The F and F – K validity indicators performed slightly better 

than the Fb and Ds validity indicators in classifying participants. Lower identification 

rates were obtained in comparisons involving PTSD. Optimal cutoff scores identified by 

discriminant function analyses were F > 96T, Fb > 98T, F – K > 15, and Ds > 35, which 

resulted in accurate detection of 75% to 85% of simulators and 65% to 85% of bona fide 

patients, for overall classification rates ranging from 73% to 80%. Ds and F – K were 

better predictors of malingering than F or Fb (Wetter et al., 1993).  

In a study that investigated the effect of training and education by enlisting two 

types of knowledgeable (clinical psychology graduate students, psychiatric residents and 

fellows) and naïve participants (undergraduate students) to feign schizophrenia, 

regression analyses indicated that the F scale provided the best predictive power of all 

validity indicators (i.e., F, Fb, Fp, F – K, and Ds) in differentiating both types of 

knowledgeable simulators from bona fide outpatients (Bagby, Rogers, Nicholson, et al., 

1997). None of the other validity indicators contributed incrementally to the F scale. 

However, the Fp scale possessed the most predictive power in distinguishing naïve 

simulators from bona fide outpatients, and none of the remaining validity indicators 
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added to its predictive power. Similarly, the F and F – K indicators obtained the largest 

effect sizes in comparisons involving both types of knowledgeable simulators and bona 

fide outpatients. Consistent with results of the regression analyses, the Fp scale produced 

the largest effect size in discriminating naïve simulators from bona fide outpatients 

(Bagby, Rogers, Nicholson, et al., 1997).  

Similar to other studies that have provided symptom information to feigners 

(Rogers, Bagby, et al., 1993; Wetter et al., 1993), college students who were asked to 

simulate either schizophrenia or depression were distinguishable on F, Fb, Fp, F - K and 

Ds from psychiatric patients who were diagnosed with the corresponding disorder 

(Bagby, Rogers, Buis, et al., 1997). In comparisons involving schizophrenia, effect sizes 

indicated that F, Fp, and F – K performed comparably to one another and clearly 

provided greater discrimination than Fb and Ds. However, Fb and F produced the largest 

effect sizes in comparisons involving depression. Regression analyses resulted in a 

similar pattern of findings, as F and Fb were the best predictors of feigned and authentic 

depression and F, Fp, and Fb, were the best predictors of feigned and authentic 

schizophrenia (Bagby, Rogers, Buis, et al., 1997).  

Another study did not provide any type of information to college students who 

feigned one of several types of psychopathology in one administration of the MMPI-2 

and who answered honestly in another administration (Sivec, Lynn, & Garske, 1994). An 

examination of recommended cutoff scores indicated that the validity indicators, F, Fb,   

F – K, and Ds, detected fake bad and feigned paranoid schizophrenia profiles more 

effectively than feigned somatoform psychopathology profiles (Sivec et al., 1994). 
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Regression analyses examined the contribution of each validity indicator to F in the 

detection of these feigned profiles. In comparing the fake bad and feigned paranoid 

schizophrenia profiles with the honest profiles, none of the validity indicators added 

incrementally to the predictive power of F. However, F – K and Ds contributed 

incrementally to the F scale in differentiating the feigned somatoform profiles from the 

honest profiles (Sivec et al., 1994). 

In addition to a study discussed previously (Bagby, Rogers, Buis,  et al., 1997), 

three analogue studies have examined feigned depression. One study found that 

experience assessing and treating depression did not assist mental health professionals in 

successfully feigning depression when compared with psychiatric patients diagnosed with 

depression or other disorders (Bagby, Nicholson, Buis, & Bacchiochi, 2000). Effect sizes 

and regression analyses indicated that F and Fb provided better predictive power than Fp 

and F – K in discriminating feigned depression from authentic depression and other 

disorders, which is consistent with the findings of Bagby, Rogers, Buis, et al. (1997). A 

discriminant function analysis indicated that optimal cutoff scores of F > 80T and Fb > 

89T obtained overall classification rates of 85% and 87%, respectively, by identifying 

83% and 91% of simulators and 85% of bona fide patients (Bagby et al., 2000). 

Similar to a study of feigned schizophrenia by Rogers, Bagby,  et al, (1993), 

Walters and Clopton (2000) examined whether specific types of information provided to 

simulators of depression would help them avoid detection by the validity indicators. 

Information about detection strategies enabled simulators, who either had only this type 

of information or had this information as well as symptom information, to alter their 



 

 - 136 - 

 

presentation of depression, which resulted in lower mean group scores on F, Fb, Fp, and 

F – K than simulators with only symptom information or without any type of 

information, but they were distinguishable from college students who responded honestly 

to the MMPI-2. The investigators utilized cutoff raw scores of F > 23,  Fb > 19, Fp > 5, 

and F – K > 15, which were derived from the 90th percentile for a large psychiatric 

inpatient sample. The Fp and Fb scales produced the best identification rates for the 

various groups of simulators, although all validity indicators performed poorly in 

detecting simulators who received any type of information. Those without any 

information were detected by each validity indicator at rates ranging from 70% to 79%, 

whereas 46% to 58% of simulators with symptom information were identified, 22% to 

44% of simulators with information about symptoms and detection strategies were 

detected, and 24% to 43% of simulators with information about detection strategies were 

detected (Walters & Clopton, 2000). Overall, 30% to 40% of simulators with some type 

of information avoided detection by all validity indicators, whereas only 8% of 

simulators who did not have any type of information evaded identification by the validity 

indicators. Similar to the findings of simulators with information about detection 

strategies in the study by Walters and Clopton (2000), merely cautioning clinical 

psychology graduate students who feigned depression or who faked bad to not over-

exaggerate their responses significantly lowered their scores on F, Fb, Fp, and F - K, 

which resulted in simulators who were cautioned avoiding detection by cutoff scores on 

these validity indicators at substantially higher rates than simulators who were not 

cautioned (Viglione et al., 2001).   
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In addition to a study already described (Wetter et al., 1993), four analogue 

studies have investigated feigned PTSD. In an examination of F, Fp, F – K, and Ds, 

discriminant function analyses identified Fp and F – K as the best predictors of students 

who were given symptom information to feign PTSD and adult psychiatric outpatients 

diagnosed with PTSD attributed to childhood sexual abuse (Elhai, Gold, Sellers, & 

Dorfman, 2001). Additionally, regression analyses demonstrated that Fp and F – K each 

contributed incrementally to the predictive power of F, but F did not add to Fp or F – K in 

the prediction of feigned and authentic PTSD. Optimal cutoff raw scores of Fp > 5 and F 

– K > 12 were derived from discriminant function analyses and produced overall 

classification rates of 75% and 82% for women and men on the Fp scale and 78% and 

91% for women and men on the F – K index, respectively (Elhai et al., 2001). Elhai and 

colleagues (Elhai, Gold, Frueh, & Gold, 2000) attempted to cross-validate these findings 

by comparing the group of simulators from their previous study (Elhai et al., 2001) with 

combat veterans receiving treatment for PTSD at an outpatient facility. Discriminant 

function analyses identified F – K, F, and Ds as the best predictors, but failed to replicate 

the effectiveness of Fp in the previous study. Overall classification rates of 69%, 76%, 

and 71% were obtained by optimal cutoff scores of F – K > 16, F > 119T and Ds > 97T, 

which were derived from discriminant function analyses. The F – K, F, and Ds scales 

detected 71%, 75%, and 73% of simulators and 69%, 77%, and 73% of outpatients, 

respectively (Elhai et al., 2000).  

Bury and Bagby (2002) examined the effect of symptom information and 

information about detection strategies with college students who feigned PTSD and 
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worker compensation claimants diagnosed with PTSD. The pattern of mean group 

differences were similar to these previous studies, in which information about detection 

strategies helped simulators to lower their scores on the validity indicators, but symptom 

information did not have the same effect when compared with simulators who did not 

receive any type of information. Effect sizes indicated that the Fp scale provided the best 

discrimination of feigned and authentic PTSD among all validity indicators for all 

feigning groups except for the group of simulators with symptom information. In this 

group, the Fb scale produced the highest effect size (Bury & Bagby, 2002). 

Recommended cutoff raw scores of F > 23, Fb > 16, Fp > 8, F – K > 10, and Ds > 35 

detected between 61% and 81% of all participants across all feigning groups, with 

substantially greater accurate detection of honest respondents than simulators. Fb, Fp, and 

Ds obtained the best overall classification rates in all comparisons, with Fb consistently 

detecting the highest proportion of simulators and Fp and Ds providing the most accurate 

detection of honest respondents. Overall, the various groups of feigners were detected at 

generally comparable rates by the validity indicators (Bury & Bagby, 2002).  

In a study of psychiatric outpatients, who were diagnosed with disorders other 

than PTSD, participants were sorted into groups of those who were asked to report their 

symptoms honestly, to exaggerate their symptoms, to fake bad, and to feign PTSD after 

being given symptom information (Berry et al., 2001). Despite the various feigning 

strategies, all validity indicators were equally sensitive to the different types of feigning 

strategies. The authors noted that unlike other malingering studies, the instructional sets 

may not have had the intended effect in creating distinct response sets among the various 
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groups of simulators.  Psychiatric patients may also have had difficulty distinguishing 

their genuine psychopathology from the psychopathology they were instructed to 

malinger when responding to the test items. Nevertheless, suggested cutoff raw scores of 

F > 29, Fb > 25, Fp > 9, F – K > 18, and Ds >35 accurately identified nearly all patients 

responding honestly, but correctly detected between 11% and 55% of simulators. The 

highest rates of identification were obtained for psychiatric outpatients who faked bad, 

followed by patients who feigned PTSD and patients who exaggerated their 

psychopathology. Ds was identified as the most effective validity scale in detecting 

simulators across feigning strategies, based on results from regression analyses and effect 

sizes (Berry et al., 2001).  

Two studies have been conducted that have utilized simulators who feigned 

unspecified mental illnesses. A study of bona fide patients and simulators indicated that 

the F scale performed similarly to the Fp scale, but better than the Fb scale, in an 

examination of identification rates and in a series of discriminant function analyses 

(Archer, Handel, Greene, Baer, & Elkins, 2001). Optimal cutoff scores for men were 

identified as F > 120T, Fb > 120T, and Fp > 90T, which detected from 77% to 85% of all 

participants. For women, overall classification rates of 69% to 71% were achieved at 

optimal cutoff scores of F > 120T, Fb > 120T, and Fp > 80T. At these optimal cutoff 

scores, between 84% and 94% of men and women bona fide patients were correctly 

identified, whereas 27% to 37% of men and women simulators were detected. Overall, 

slightly higher numbers of men were accurately detected than women.  
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In contrast to other studies that have found information about detection strategies 

to aid in avoiding detection (Bury & Bagby, 2002; Rogers, Bagby, et al., 1993; Storm & 

Graham, 2000; Walters & Clopton, 2000), Bagby and colleagues found that information 

about MMPI-2 detection strategies did not enable college students who feigned an 

unspecified mental illness to alter their responses and escape detection on F, Fb, and Fp 

more easily than simulators without this type of information (Bagby, Nicholson, 

Bacchiochi, Ryder, & Bury, 2002). Both groups of simulators obtained similar mean 

scores and effect sizes on the validity indicators, which were distinguishable from bona 

fide psychiatric patients. The Fp scale provided the best predictive power in regression 

analyses, as well as contributed incrementally to the predictive power of the F and Fb 

scales. Conversely, F and Fb did not add to the prediction of malingering by the Fp scale 

(Bagby et al., 2002).  

Fake bad research. Numerous analogue studies have examined the ability of the 

validity indicators to differentiate participants instructed to fake bad from college 

students or psychiatric patients answering honestly. In this type of research, participants 

are asked to fake bad, reflecting a global psychiatric disturbance, which differs from 

research examining specific malingered disorders in that participants in fake bad research 

are not requested to feign an explicit cluster of symptoms or a specific psychological 

disorder.   

Several studies were conducted before the introduction of the Fp scale in 1995 

(Bagby, Rogers, Buis, & Kalemba, 1994; Graham, Watts, & Timbrook, 1991; Lim & 

Butcher, 1996). Early research demonstrated that higher cutoff scores were needed to 
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discriminate feigning from honest responding in clinical populations than in normal 

populations (Graham et al., 1991; Lim & Butcher, 1996). Whereas cutoff raw scores of F 

> 17 in one study (Lim & Butcher, 1996) and F > 18 in another study (Graham et al., 

1991) functioned the best with student simulators and honest respondents, higher cutoff 

raw scores of F > 29 and F > 30 in these studies were necessary to achieve optimal 

classification of simulators and bona fide inpatients by correctly identifying more than 

90% of all profiles. For the Fb scale, optimal cutoff raw scores ranged from 18 to 22 in 

normal populations and from 21 to 24 in clinical populations for men and women, which 

resulted in more than 90% of profiles being accurately identified. A comparable 

proportion of profiles were detected by optimal cutoff scores on the F – K index, with 

cutoff scores ranging from 12 to 17 in normal populations and 16 to 27 in clinical 

populations for women and men. Higher cutoff scores on the F – K index were generally 

required for men than for women to maximize the distinction of feigned and authentic 

profiles (Graham et al., 1991; Lim & Butcher, 1996). In a study with similar 

methodology (Bagby, Rogers, Buis, et al., 1994), the F – K index was found to be the 

best measure of malingering, followed closely by the F scale. An optimal cutoff score of 

> 7 on the F – K index classified 95% of simulators, 89% of student controls, and 80% of 

bona fide inpatients. The F scale obtained comparable rates by detecting 91% of 

simulators, 88% of student controls, and 81% of bona fide inpatients at an optimal cutoff 

score of F > 89T. An optimal cutoff score of Fb > 93T produced lower rates by 

identifying 78%, 86%, and 82% of simulators, student controls, and bona fide inpatients, 

respectively (Bagby, Rogers, Buis, et al., 1994).  
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In another study, psychiatric outpatients were asked to report their 

symptomatology honestly in one administration and to exaggerate existing symptoms or 

fabricate additional symptoms in another administration (Rogers et al., 1995). An 

examination of classification rates indicated that the F and Fp scales were the best 

measures of malingering. Optimal cutoff raw scores of F > 29 detected 94% of 

malingered and 92% of authentic profiles, Fp > 9 identified 88% of malingered and 95% 

of authentic profiles, F – K > 18 identified 88% of malingered and 95% of authentic 

profiles, Fb > 25 detected 68% of malingered and 95% of authentic profiles, and Ds > 35 

identified 79% of malingered and 82% of authentic profiles (Rogers et al., 1995). The 

high cutoff scores needed to optimally distinguish malingered from authentic profiles 

among psychiatric outpatients were consistent with the findings of Graham et al. (1991) 

and Lim and Butcher (1996). 

In a study of simulators coached on strategies to avoid detection by the validity 

indicators and simulators not coached, the Fp scale provided the best predictive power in 

differentiating coached and uncoached simulators from bona fide psychiatric inpatients 

among men and women (Storm & Graham, 2000). F and F – K failed to add 

incrementally to the Fp in any of these comparisons, even though all validity indicators 

distinguished simulators from bona fide patients based on an examination of mean scores. 

Moreover, although coaching enabled simulators to alter their scores on the validity 

indicators and evade detection at greater rates than simulators without coaching, they 

were still distinguishable from bona fide inpatients (Storm & Graham, 2000). Optimal 

cutoff scores on Fp, F, and F – K identified approximately 90% of uncoached simulators 
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and bona fide inpatients and from 69% to 80% of coached simulators and bona fide 

inpatients among men and women. Consistent with results from regression analyses, the 

Fp scale provided the best overall detection of coached and uncoached simulators and 

bona fide inpatients (Storm & Graham, 2000). In an analogue study of college students 

who faked bad and compared with a large sample of bona fide psychiatric inpatients, 

excellent identification rates were obtained by all validity indicators (Blanchard, 

McGrath, Pogge, & Khadivi, 2003). Optimal cutoff scores of F – K > 23, F > 120T, F > 

120T, and Ds > 42 obtained overall classification rates ranging from 96% to 99%, with 

the Fb scale identifying 87% of all participants at a cutoff score of > 120T. Effect sizes 

indicated that the F – K index and the Fp scale were the best predictors of malingering 

(Blanchard et al., 2003). 

Additional research has compared the MMPI-2 with another multiscale 

personality inventory, the Personality Assessment Inventory (PAI, Morey, 1991). In an 

examination of the effects of coaching about detection strategies on the F, Fb, and Fp 

scales for the MMPI-2 and the NIM (Negative Impression Management), MAL 

(Malingering Index), and RDF (Roger’s Discriminant Function) validity indicators for 

the PAI, coaching about detection strategies did not enable simulators to feign an 

unspecified mental illness more successfully than simulators without this type of 

assistance (Bagby et al., 2002). However, both groups of simulators were distinguishable 

from a large clinical comparison group of psychiatric patients. RDF obtained the largest 

effect size in comparisons involving sophisticated and naïve simulators with bona fide 

patients. The next largest effect sizes were produced by the MMPI-2 validity indicators, 



 

 - 144 - 

 

with the Fp scale possessing greater effect sizes than F and Fb. NIM and MAL obtained 

the smallest effect sizes. Similarly, a correlation matrix indicated that RDF produced the 

largest correlations with criterion variables of sophisticated simulators compared with 

patients and naïve simulators compared with patients. Of the MMPI-2 validity indicators, 

Fp obtained the largest correlations with the criterion variables. Additionally, the MMPI-

2 indicators produced strong intercorrelations, whereas the PAI indicators obtained 

moderate intercorrelations. Regression analyses indicated that the validity indicators with 

the best predictive power for each inventory were Fp and RDF, to which none of the 

other indicators for the respective inventory contributed incrementally. Thus, to compare 

the MMPI-2 and PAI, the researchers examined Fp and RDF in regression analyses, 

which indicated that each validity indicator added significantly to the predictive power of 

the other validity indicator. Additional analyses revealed that NIM and RDF entered as a 

block significantly improved the predictive power of F and Fp as a block. When the order 

of entry was reversed, similar findings were obtained, i.e., F and Fp entered as a block 

contributed significantly to the predictive power of NIM and RDF. Thus, the authors 

concluded that Fp and RDF possibly operate under different strategies in detecting 

malingering. Indeed, Fp reflects an infrequent endorsement of items, whereas RDF taps 

the overall profile to differentiate malingering from honest responding (Bagby et al., 

2002).  

Another study compared the effectiveness of the MMPI-2 and PAI validity 

indicators to discriminate college students who faked bad and bona fide psychiatric 

inpatients (Blanchard et al., 2003). The simulators were further divided into those who 
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received a forensic (i.e., criminal responsibility evaluation) or psychiatric (i.e., seeking 

admittance to a psychiatric hospital) context for their feigning efforts. However, 

simulators in the two contexts did not obtain significantly different mean group scores on 

the validity indicators. An examination of effect sizes indicated that F – K and Fp 

provided the largest discrimination of simulators and bona fide patients in both contexts. 

The PAI validity indicators produced the next largest effect sizes, with MAL providing 

the best discrimination. The smallest effect sizes in both contexts were produced by F and 

Fb. Combing the simulators from both contexts, optimal cutoff scores indicated that all 

validity indicators for the MMPI-2 and PAI achieved similar overall classification rates, 

with the exception of Fb, which produced the poorest overall classification rate. 

Regression analyses were conducted with all possible validity indicators for the MMPI-2 

and PAI, which suggested that the context of feigning did not influence the results. In 

addition, the best combination of validity indicators was F – K, Fp, and Fb for the MMPI-

2 and MAL, NIM, and RDF for the PAI. Thus, simulators in both contexts were 

combined in analyses of these particular validity indicators, which indicated that each 

inventory contributed incrementally to the predictive power of the other inventory, but 

the set of validity indicators for the MMPI-2 produced a larger effect size than the PAI. 

The authors concluded that the MMPI-2 was the single best inventory for detecting 

malingering, although the use of both inventories are warranted when serious 

consideration of malingering is an issue (Blanchard et al., 2003).  

Finally, MMPI-2 research on malingering has been examined in two meta-

analyses. In an analysis of F, Fb, and F – K in 15 malingering studies, the F and F – K 
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validity indicators produced the largest mean effect sizes in differentiating feigned from 

authentic profiles (Rogers, Sewell, & Salekin, 1994). Using Cohen’s d (1992), the F scale 

and F – K index produced mean effect sizes of 3.59 and 2.80 in distinguishing simulators 

from nonclinical honest respondents and 2.56 and 2.20 for simulators and bona fide 

patients. The Fb scale followed closely with mean effect sizes of 2.88 and 1.85 in 

distinguishing simulators from nonclinical honest respondents and bona fide patients. A 

subsequent meta-analysis reviewed 65 malingering studies (Rogers et al., 2003). The F 

and Fb validity indicators were found to possess large effect sizes, Cohen’s d (Cohen, 

1992) of 2.21 and 1.62, respectively; however, both validity indicators demonstrated 

variability in effective cutoff scores and the effectiveness of Fb was hindered by a 

considerable minority of genuine patients obtaining moderate to marked elevations on 

this validity indicator, leading to more false-positives than the F scale. Similar to the F 

and Fb scales, the F – K scale also evidenced great variability in cutoff scores, although it 

produced a large effect size, 1.98. The Fp scale also produced a large effect size of 1.90 

but evidenced considerably lower elevations by genuine patients than the F or Fb scales 

and greater consistency in the effectiveness of cutoff scores. In addition, the Ds scale 

evidenced a large effect size of 1.62, as well as lower elevations by genuine patients and 

consistency in cutoff scores than the F or Fb scales. Therefore, Rogers and colleagues 

recommended the use of the Fp and Ds scales in assessing the probability of malingering 

(Rogers et al., 2003). 

Critique of the MMPI-2. The MMPI-2 validity indicators have received extensive 

investigation among certain populations by researchers. More specifically, college 
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students, community participants, and general psychiatric inpatients and outpatients have 

been examined with respect to feigned schizophrenia, depression, PTSD, somatoform 

disorder, and general fake bad psychopathology, although relatively few of these studies 

have examined the utility of the MMPI-2 to detect malingering among inmates and 

pretrial and posttrial psychiatric patients. A potential limitation of MMPI-2 research 

pertains to the relatively small to moderate sample sizes that have been generally 

employed, although large effect sizes and significant group differences have been 

consistently found between feigners and honest respondents, which indicates that the 

effect of these samples may be negligible. Other limitations involve clinical comparison 

groups that might contain actual malingerers because investigators have not assessed 

potential malingering in these groups. For example, a clinical comparison group of 

claimants seeking worker’s compensation benefits were not screened for possible 

symptom exaggeration or fabrication in a study conducted by Bury and Bagby (2002). In 

addition, investigators have generally failed to employ a manipulation check to ensure 

that participants who were instructed to feign psychopathology complied with these 

instructions. Research conducted with correctional and forensic samples has been limited 

with few existing studies. In addition, two studies using actual malingerers in clinical 

settings have been limited by using a weak criterion variable to identify actual 

malingerers and bona fide patients (Heinze & Purisch, 2001; Kucharski & Johnsen, 

2002). Although some studies with correctional or forensic samples have attempted to 

replicate cutoff scores recommended by others, these studies have neglected to examine a 
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range of cutoff scores to empirically determine the optimal cutoff score (Heinze & 

Purisch, 2001; Lewis et al., 2002).   

Summary. In reviewing the literature, numerous patterns emerge pertaining to the 

MMPI-2. Persons with specialized knowledge of or training in psychopathology have 

been unsuccessful in feigning psychopathology (Bagby, Rogers, Nicholson, et al., 1997; 

Bagby et al., 2000). Similarly, studies have generally shown that symptom information or 

coaching about diagnostic criteria has not assisted simulators in successfully avoiding 

detection compared to simulators without this type of assistance (Bagby, Rogers, Buis, et 

al., 1997; Bury & Bagby, 2002; Elhai et al., 2000; Elhai et al., 2001; Rogers, Bagby, et 

al., 1993; Sivec et al., 1994; Wetter et al., 1993; Wetter & Deitsch, 1996). However, one 

study reported contradictory results in an investigation of feigned depression (Walters & 

Clopton, 2000). This discrepancy may be attributed to the fact that informed simulators 

were encouraged to select a few of the symptoms of depression, which may have served 

to sufficiently caution the participants to avoid adopting an over-endorsement of all 

related depressive symptoms and characteristics. Indeed, merely cautioning simulators of 

depression enabled them to avoid detection at greater rates than simulators who were not 

cautioned in another study (Viglione et al., 2001). In contrast to symptom information or 

coaching about diagnostic criteria, simulators who received information or coaching 

about specific strategies to avoid detection (i.e., information about MMPI-2 validity 

indicators) have generally eluded detection on the MMPI-2 at a greater rate than other 

types of simulators (Bury & Bagby, 2002; Rogers, Bagby, et al., 1993; Storm & Graham, 

2000; Viglione et al., 2001; Walters & Clopton, 2000).  
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Investigators have been unable to establish stable and uniform cutoff scores on the 

validity indicators. Optimal cutoff scores for the validity indicators—those that provide 

the best identification or discrimination of feigned and authentic profiles—have proven to 

be unreliable upon cross-validation (e.g., Berry et al., 2001; Bury & Bagby, 2002; Heinze 

& Purisch, 2001; Lewis et al., 2002; Sivec et al., 1994). Optimal cutoff scores have 

widely varied according to the setting, population, base rate or incidence of feigning, and 

gender. Nevertheless, higher cutoff scores on validity indicators are needed in settings 

with more severe psychopathology (Steffan, Clopton, & Morgan, 2003).  

Despite the plethora of research, a superior validity indicator to detect 

exaggerated or feigned psychopathology on the MMPI-2 has not emerged in the 

literature. Although malingering studies have generally shown large and significant group 

differences between feigners and honest respondents in the expected directions for all 

validity indicators, additional analyses have indicated that the indicators have varied in 

their effectiveness. Despite empirical support for F – K, Fb, and Ds as indicators of 

feigning (e.g., Berry et al., 2001; Blanchard et al., 2003; Bury & Bagby, 2002; Elhai et 

al., 2001; Lewis et al., 2002; Sivec et al., 1994), F and Fp have generally performed 

better (e.g., Archer et al., 2001; Bagby et al., 2002; Iverson et al., 1995; Nicholson et al., 

1997; Sivec et al., 1994; Storm & Graham, 2000). Furthermore, Fp has largely performed 

better than F when comparing feigners and general psychiatric patients (e.g., Arbisi & 

Ben-Porath, 1998; Bagby et al., 2002; Blanchard et al., 2003; Bury & Bagby, 2002; Elhai 

et al., 2001; Storm & Graham, 2000). Studies with pretrial forensic patients have shown 

incremental validity for F (Kucharski & Johnsen, 2002) and for Fb (Lewis et al., 2002) 
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over Fp, although Fp has evinced incremental validity with correctional patients 

(Gallagher, 1998). Thus, the difference in samples (pretrial versus posttrial correctional 

patients) may account for the differing results. Clearly, additional research is needed to 

clarify the effectiveness of particular validity indicators in various settings.  
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DEMOGRAPHIC FORM 
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Demographic Form 
 

1)  What is your age?  _____________ years 

2)  What is your racial/ethnic identity (Check only one): 

      _____  African-American or Black 

      _____  American Indian or Native American 

      _____  Asian or Asian American 

      _____  Caucasian or White 

      _____  Hispanic, Latino, or Mexican-American 

      _____  Other (please explain)______________________ 

3).  What is your marital status? (Check only one) 

      _____  Single 

      _____  Partnered/common law 

      _____  Married 

      _____  Separated 

      _____  Divorced 

      _____  Widowed  

4)  How many years of school have you completed?  _____________ 

      _____  GED                         _____  BA/BS 

      _____  High School Diploma                _____  Advanced College Degree           

 

5) What is/are the charge(s) you were convicted of for your current 

sentence?________________________________________________________________ 

 

6)  What is the length of your current sentence?  ________ years  ________ months 

 

7)  How much of your current sentence have you served?  _______ years  ______ months 

 

8)  What is your line class?  _________________________________________________ 
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INFORMED CONSENT FORM 
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INFORMED CONSENT FOR RESEARCH STUDY 
 
This is a research study that includes subjects who voluntarily choose to take part.  Please 
take your time to make a decision, and discuss this proposal with your personal doctor, 
family members, and friends if you wish. 
 
STUDY TITLE: The MMPI-2, PAI, and MCMI-3 questionnaires and inmates.  
 
INVESTIGATOR(s):  Robert D. Morgan, Ph.D.; Jarrod S. Steffan, M.A. 
 
CONTACT TELEPHONE NUMBERS:  806-742-3711 ext. 239 

(Please contact the principal investigator or other investigators at the number 
listed above if any of the conditions listed in the risks and discomforts section 
of this consent form develop or if any unexpected complications occur.) 
 

INSTITUTION:  Texas Tech University 
 

1. What is this research and why is this research being done?   
The purpose of this research is to understand inmates’ responses to several 
questionnaires. This research will help mental health professionals understand 
inmates better to provide more effective mental health services. 
 

2. Why am I being asked to take part in this research study?  
You are being asked to participate in this research study because you are currently 
incarcerated in the Texas Department of Criminal Justice or because you are 
currently receiving mental health services from providers with Texas Tech 
University Health Sciences Center. We are evaluating one aspect of these services 
with inmates in the Texas Department of Criminal Justice. We are asking you to 
participate by answering questions about personality, adjustment, and concerns of 
inmates.  
 

3. What is involved in this research?  What parts of this research would not 
normally be done? (Indicated by bold text)  
You will be asked to participate in two sessions for this research study. You 
will be asked to complete a questionnaire that asks for basic information 
such as your age and marital status. You will also be asked to complete three 
questionnaires that ask about personality, adjustment, and concerns of 
inmates.  
 

4. How long will I be in this study?  How much of my time will this take?  
Your participation in this study consists of two sessions at two different times. 
Each session lasts about two hours. The entire study takes a total of about four 
hours to complete.  
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5. What are the risks and discomforts/pain to me if I participate in this study?  
There are minimal risks associated with participating in this study. There are no 
known risks associated with completing these questionnaires. The questionnaires 
will probably not cause you any feelings of discomfort.   
 

6. Will there be any added risks to me from this study if I am a female?  If so, 
what?  
There are no female inmates in the Texas Department of Criminal Justice 
facilities where this study will take place. Therefore, this question does not apply 
to this study.  
 

7. Are there any benefits to me if I take part in this study?  What are they?  
You will not receive payment or any other direct benefits for participating in this 
study. Even though you will not receive any direct benefit from participating in 
this study, inmates who need mental health services may be better helped by 
mental health professionals. This study will assist mental health professionals in 
better identifying inmates who are in need of services and better identifying what 
type of services they need.  
 

8. What options are available to me if I do not participate in this study?  
You are under no obligation to participate in this study. If you choose not to 
participate, this information will not be provided to the Texas Department of 
Criminal Justice or the Texas Tech University Health Sciences Center. There are 
no alternative options available to you if you choose not to participate in this 
study. If you choose not to participate in this study, this will have no effect on the 
availability of mental health services to you or how you are treated by the Texas 
Department of Criminal Justice or Texas Tech University Health Sciences Center.  
 

9. What about confidentiality and the privacy of my records?  
Federal officials do have the right to inspect and/or photocopy research 
records, including consent forms and individual medical records to assure that 
all the research rules and standards are followed.  You are protected from 
being personally identified by the Privacy Act of 1974.  Reasonable measures 
to protect the confidentiality of your records and your identity from your 
participation in this research study will be taken by the investigators and 
Texas Tech University Health Sciences Center.  You will not be identified in 
any professional publication or presentation.  The method used to identify you 
on all research study records will be a three-digit code number. 
 

10. Who is sponsoring this study?  
This study is not sponsored or funded by any additional agencies. The primary 
research investigator (Dr. Robert Morgan) is an employee of Texas Tech 
University and the secondary research investigator (Mr. Jarrod Steffan) is a 
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student of Texas Tech University. This research is being conducted as part of the 
secondary research investigator’s academic program at Texas Tech University.  
 

11. What will it cost me, if anything, to participate in this research?  
There is no financial cost to you.  
 

12. Will I be compensated?  If so, in what way? 
You will not receive payment or any other direct benefit for participating in this 
study.  
 

13. What if I am hurt by participating in this study?  
If you experience emotional distress or discomfort as a direct result of your 
participation in this study, other than what might occur in the normal 
progression of any condition you might have, emergency care will be 
available through regular channels of the Texas Department of Criminal 
Justice. Texas Tech University Health Sciences Center and its affiliates do not 
offer financial compensation or cover the cost of medical treatment.  No funds 
have been set aside to compensate you in the event of such injury or illness 
unless specifically stated below.   
If this project causes any physical injury to you, treatment is not necessarily 
available from Texas Tech University staff, nor is there necessarily insurance 
carried by the University or its personnel applicable to cover any such injury.  
Financial compensation for any such injury must be from your own insurance 
program.  Further information about these matters may be obtained from Dr. 
R. Sweazy, Vice President for Research, 203 Holden Hall, phone number   
742-3884. 

 
14. What are my rights as a voluntary participant?   

Taking part in this study is your choice.  If you sign this form it means that 
you wish to participate in this research study.  If you decide not to participate, 
this will not affect any medical care or benefits available to you.  You may 
leave the study at any time. If you choose to leave this study without 
completing all questionnaires, simply discuss this with the researcher. The 
researcher will help you to leave the study in the safest way.  Some 
information may be collected without being identified as belonging to you.  
We have no way of telling which information or data is yours and we cannot 
remove it.  The information or data that is identified as yours can be removed 
if you submit a request in writing.  If you leave the study, your right to 
standard medical care will continue.  If new information becomes available 
during the study that may affect your health or your willingness to continue in 
the study, you will be informed.  For general questions about the study or to 
contact the principal investigator, you may contact nursing staff by writing a 
sick call request. The Principal Investigator, Dr. Robert Morgan, may then be 
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contacted at the following address: Department of Psychology; Texas Tech 
University; Box 42051; Lubbock, Texas 79409-2051.  

If you would like to speak to someone who is not associated with the study about 
your rights as a participant, or any other matter related to the study, you can contact 
the IRB Research Project Coordinator in the Office of Sponsored Programs at (806) 
743-2991, Texas Tech University Health Sciences Center, Lubbock, Texas 79430 
during normal work hours. 
 
 
__________________________________________ 
Printed Name of Subject 
 
 
    
Signature of Subject  Date Time 
 
 
    
Signature of Witness to Oral Presentation  Date Time 
 
I have discussed this research study with the subject and his or her authorized 
representative, using language that is understandable and appropriate.  I believe I have 
fully informed the subject of the possible risks and benefits, and I believe the subject 
understands this explanation.  
 
  Subject was unable to read and understand the written consent. 
 
 
    
Signature of Investigator Date Time 
or Authorized Representative  
 
NOT VALID WITHOUT TTUHSC IRB 
SEAL OF APPROVAL 
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APPENDIX D 

INSTRUCTIONS FORM 
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(“Simulating” Group) 

 
 
This is a research study examining how individuals fake mental illness. For this study, 
pretend that you want to get into a prison psychiatric hospital to do easier time or to get 
away from other inmates who are giving you problems. You know that the prison 
psychiatric hospital takes inmates who have serious mental problems. So you decide to 
fake having mental problems serious enough to get into the hospital. You are taking these 
tests for a psychologist. Try to be believable and convincing enough to fool the 
psychologist, but not so obvious that the psychologist will know you are faking. Your 
goal and challenge is to try to get away with fooling the tests and the psychologist so you 
can be admitted to the prison psychiatric hospital. Please answer all test items as if 
you have mental problems serious enough to be admitted to the prison psychiatric 
hospital.  
 
Your answers and information will be kept strictly confidential and will not be 
shared with any of the staff or security here. The answers and information are 
only for research purposes and will not be used for or against you in any way.  

 

 

 

(“Standard Instructions” and “Clinical Comparison” Groups) 

 
 
This is a research study examining how inmates answer questions on several 
questionnaires that contain items about the personality, adjustment, and concerns 
of inmates. You are asked to complete a questionnaire that will ask you about 
these aspects. Please answer all items honestly and openly.  
 
Your answers and information will be combined with other participants’ answers 
and information and used as group data. Also, your answers and information will 
be kept strictly confidential and will not be shared with any of the staff or security 
here. Your answers and information are only for research purposes and will not be 
used for or against you in any way.  
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EXPERIMENTER’S SCRIPT 
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Recruitment session and initial data collection session 
1. (Greeting) “Hello everyone. My name is _______, and I will be conducting 

this study. Thank you for coming today.”  
2. “What I would like to do first is tell you about the study. In order to do so, I 

will pass out the informed consent form for this study. I’ll read it aloud and 
answer any questions you might have. Afterwards, you may decide if you 
would like to continue with the study or leave without participating in the 
study.  (Experimenter distributes consent forms and pencils) 

3. (informed consent form) “Please find the form that says ‘informed consent’ on 
the top. I’m going to read the consent form aloud. After I finish, you may ask 
questions about the study. Afterwards, I’ll ask you to print and sign your name 
at the end of the form if you agree to participate. Please read along on your 
copy.” 

4. (experimenter reads the consent form verbatim)  
5. (once experimenter finishes reading the consent form) “Are there any 

questions?” (Experimenter fields questions) “I would like to remind everyone 
that your answers and information will be kept strictly confidential. Your 
answers and information will be combined with other participants’ answers 
and information and used as group data. You will not be able to be identified 
on any of the questionnaires that you will be asked to complete in this study. 
If you understand the consent form and agree to participate in this study, then 
please print and sign your name on the lines that ask for your name. Also, 
please write the date on the line that asks for the date. Today’s date is 
_______. If you do not wish to participate in this study, then you are excused 
and free to go without penalty or punishment.” (Experimenter counts the 
number of inmates leaving and writes this number down on a log. The 
experimenter also records the number of participants who do not show up)” 

6. (Collection of all consent forms) “Now I’m going to collect the consent forms 
that you signed and dated. Please have them ready for me when I come by. A 
copy of the consent form will be placed in the Warden’s office if you would 
like to review this form.” (Experimenter collects all consent forms)  

Data collection portion of initial session 
7. “I’m going to pass out the materials you will need for today’s session. The 

materials are in these manila envelopes. (experimenter holds up a manila 
envelop) You’ll notice a number written on each envelope. When you come 
back for the second study session, this number will help us find your envelope 
of materials. Also, this number gives us a way to identify your materials 
without identifying you. Today you’ll get an envelope of materials and you’ll 
get another envelope when you come back a second time. Now I’ll go ahead 
and pass out the envelopes. Please do not open them until I’ve finished 
handing out all envelopes.” (Experimenter distributes manila envelopes) 

8. “Okay, go ahead and take all materials out of the envelope. We’ll start 
completing a questionnaire asking you about your age, race, sentence, and 
other background information. Then we’ll go over the instructions for this 
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research project. Afterwards, you’ll be asked to complete one questionnaire 
with many questions. It will probably take you anywhere from an hour and a 
half to two and a half hours. When you come back for the second session, 
you’ll be asked to complete two more questionnaires. The next session should 
take about the same amount of time. I certainly appreciate each of you giving 
me your time to participate in this study, both today and for the second 
session.”   

9. (demographic form) “Please do not write any identifying information on the 
materials. Do not write your name, social security number, TDCJ number, or 
anything else like that. Please find the form with ‘demographic form’ written 
at the top. This is the form that asks for things like your age, race, sentence 
length, number of years served and so on. The information you provide will 
only be used as information about the group and not about yourself. The 
information will not be able to be traced back to you in any way. This is true 
of all information you provide in this study on all questionnaires. So, please 
complete this form and place it back in the manila envelope when you are 
finished.” (participants complete the demographic form) 

10. (Once all participants have finished the demographic form) “If you already 
haven’t, please put the demographic form back into the manila envelope. 
Now, you’ll notice that the remaining materials consist of a form labeled 
‘instructions form’ at the top and materials for a personality questionnaire. 
Please find all of these materials. There are three personality questionnaires 
for this study. Today you will be asked to complete one of those personality 
questionnaires. You will be asked to complete the other two personality 
questionnaires during the second session. Not everyone has the same 
personality questionnaire today, and the three personality questionnaires are 
very different in their length. Some take longer than the others. So, please do 
not be surprised if some finish the questionnaire today and get up to leave 
before you do. Please do not feel the need to rush. You should have one 
questionnaire, which consists of a test booklet and an answer sheet. The test 
booklet should look like one of these (experimenter holds up the test booklet 
for each personality questionnaire for all participants to see), and  the answer 
sheet should look like one of these (experimenter holds up the answer sheet 
for each personality questionnaire for all participants to see). All three 
questionnaires have statements for you to respond to. Two of the three 
questionnaires give you a choice of true or false for the statements. The third 
questionnaire gives you a choice of false, slightly true, mainly true, and very 
true. On the answer sheet, these choices are F for false, ST for slightly true, 
MT for mainly true, and VT for very true. Are there any questions at this 
point?” (experimenter fields questions) 

11. (instructions) “Let’s continue and begin with the instructions form. The 
instructions form will tell you what to do with the personality questionnaires 
you will be asked to complete today and during the second session. I’m going 
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to read the instructions form aloud. Please follow along while I read. After I 
finish, you may ask me questions about the instructions.” 

12. (Once the experimenter has finished reading the instructions) “Are there any 
questions?” (Experimenter fields any questions) (after questions have been 
answered) “You may keep the instructions form out if you’d like to refer to it 
while answering the items on the personality questionnaire. After you’ve 
completed the personality questionnaire, please place it and the instructions 
form in the manila envelope. Then bring the manila envelope and pencil to 
me. Go ahead and begin.” 

13. (once participants finish the materials and bring them to the experimenter, the 
experimenter will record the experimental number and corresponding 
participant name on a log) “Now I’d like to get your experimental number and 
name. I’ll write this information on a sheet of paper and use it to give you the 
appropriate envelope with materials when you come back for the second 
session. What is the experimental number on your envelope?” (experimenter 
points out the number on the sheet containing experimental numbers) “Please 
print your name here next to your experimental number.” (experimenter points 
out the line for each participant to print his name) (participants sign their 
name) “Thank you.” 

14. (experimenter reminds each participant of the date and time for his second 
session) “Your second session is at ____ o’clock on ____ (day). Here is an 
appointment card with this information. Please keep this card.” (experimenter 
hands each participant an appointment card with the second session date, time, 
and location) “Thank you for your participation today and we’ll see you at the 
second session.” 

Second data collection session 
15. (Greeting) “Hello everyone. My name is _______, and I will be conducting 

this study. Thank you for coming back to this second session today.”  
16. (experimenter distributes envelopes with testing materials while participants 

are arriving) “I’m going to pass out the materials you will need for today’s 
session. Please do not open them until I’ve finished handing out envelopes to 
everyone.”  

17. (Experimenter distributes envelopes and pencils) For each participant, the 
experimenter will ask, “What is your name?” (experimenter will locate 
participant’s names on the log with experimental numbers and will identify 
the participant’s experimental number. Then the experimenter will find the 
participant’s envelope via the experimental number and hand the envelope to 
the participant) 

18. (once all participants have received their envelope) “Okay, go ahead and take 
all materials out of the envelope. Today, I’ll go over the instructions for 
completing the two remaining personality questionnaires. Then you’ll be 
asked to complete the two questionnaires. It will probably take you anywhere 
from an hour and a half to two and a half hours. Please do not write any 
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identifying information on the materials. Do not write your name, social 
security number, TDCJ number, or anything else like that.”   

19. (instructions) “Much like the first session, not everyone has the same 
personality questionnaires today, some will take longer than the others, and 
the other way around. Please do not be surprised if some finish the 
questionnaires today and get up to leave before you do. Please do not feel the 
need to rush. First, find the personality questionnaires. Each questionnaire 
should have a test booklet, which looks like one of these (experimenter holds 
up the test booklet for each personality questionnaire for all participants to 
see), and an answer sheet, which looks like one of these (experimenter holds 
up the answer sheet for each personality questionnaire for all participants to 
see). All three questionnaires have statements for you to respond to. Notice 
that two of the three questionnaires give you a choice of true or false for the 
statements. The third questionnaire gives you a choice of false, slightly true, 
mainly true, and very true. On the answer sheet, these choices are F for false, 
ST for slightly true, MT for mainly true, and VT for very true. Are there any 
questions at this point?” (experimenter fields questions) “There should be two 
personality questionnaires and their test booklets. In addition to the 
experimental number, one questionnaire should have a number “1” at the top 
and the other questionnaire should have a number “2” at the top. Please 
complete the questionnaire with a number “1” first and then complete the 
questionnaire with a number “2.”  

20. (instructions) “Let’s move on to the instructions form. Please find the form 
with “instructions form” written across the top. I’m going to read the 
instructions form aloud. Please read along while I read. After I finish, you 
may ask me questions about the instructions.” 

21. (Once the experimenter has finished reading the instructions) “Are there any 
questions?” (Experimenter fields any questions) (after questions have been 
answered) “You may keep the instructions form out if you’d like to refer to it 
while answering the items on the personality questionnaires. After you’ve 
completed the personality questionnaires, please place them and the 
instructions form in the manila envelope. Then bring the manila envelope and 
pencil to me. Go ahead and begin.” 
(participants will bring the envelopes with testing materials to the 
experimenter when participants are finished) “Before you go, I have a form 
for you to read that is called a debriefing form. This form will provide you 
with more information about the study. Please read the form, ask any 
questions, then return the form. Afterwards, you have completed the research 
study and may leave. Thank you for participating.” (experimenter places 
participants’ envelopes in a box, hands debriefing forms to each participant, 
and collects debriefing forms from all participants)  
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DEBRIEFING STATEMENT 
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(“Simulating” Group) 
 
 
 

 You have now finished all of the tasks for this study. Before you leave, I want to 
take a minute to explain some things to you about this experiment. All of the 
questionnaires you completed are commonly used by mental health professionals. 
Sometimes, people are not completely honest with mental health professionals. 
Therefore, our interest in this study was related to how these questionnaires function 
when people do not respond to them in an honest manner. Therefore, some participants, 
such as yourself, were asked to complete the questionnaires in a manner that feigned a 
mental health disturbance, whereas other participants were asked to complete the 
questionnaires in an honest manner. We can then compare the results to identify when 
people are not being open and honest on the questionnaires. Thank you again for your 
participation in this study.  

Please return this form to an experimenter before you leave.  
 
 
 
 
 
 
 
 
 

(“Standard Instructions” and “Clinical Comparison” Groups) 

 

You have now finished all of the tasks for this study. Before you leave, I want to 
take a minute to explain some things to you about this experiment. All of the 
questionnaires you completed are commonly used by mental health professionals. 
Sometimes, people are not completely honest with mental health professionals. 
Therefore, our interest in this study was related to how these questionnaires function 
when people do not respond to them in an honest manner. Therefore, some participants, 
such as yourself, were asked to complete the questionnaires in an honest manner, whereas 
other participants were asked to complete the questionnaires in a manner that feigned a 
mental health disturbance. We can then compare the results to identify when people are 
not being open and honest on the questionnaires. Thank you again for your participation 
in this study.  

If you are distressed or feeling any negative emotions as a result of taking part in 
this research, you may talk to a mental health professional by going through regular 
institutional channels.  

Please return this form to an experimenter before you leave.  


