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In traditional therapeutic settings, honesty is
taken for granted, as the client enters therapy
with a specific agenda aimed at improving
mental health functioning or interpersonal re-
lationships. In other clinical settings, persons
seeking services may view mental health pro-
fessionals as serving multiple goals that are not
always consistent with the clients’ best inter-
ests. Disparities in goals and perceived alle-
giances are further accentuated in potentially
adversarial settings. A common theme of these
settings is the inclusion of a formal proceeding
that is consequential to the client. Examples
include employment (e.g., disability), military
(e.g., medical discharge), school (e.g., place-
ment in special programs), and forensic (e.g.,
personal injury). In these settings, the stakes
may be quite high, which make it understand-
able that an individual might make a conscious
decision to distort his or her presentation (e.g.,
malingering or defensiveness). The same indi-
vidual may have different motivations at dif-
ferent times. In a correctional setting, a person
may malinger to obtain a preferred placement
on a mental health unit (Vitacco & Rogers,
2005). At the point of parole decisions, the
motivation may be entirely opposite (i.e., de-
fensiveness) in an attempt to appear well ad-
justed and ready for community placement.

The next section underscores the challenges
to accurate classification, using malingering as
a principal example. The primary focus of the
chapter involves an overview of mental disor-
ders and other clinical phenomena that are of-
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ten associated with response styles and general
deception. The chapter continues with an ex-
amination of clinical applications, which pro-
vides general guidelines for the assessment of
response styles. It concludes with a considera-
tion of ethical issues that arise in assessments
of dissimulation.

CHALLENGES TO THE ASSESSMENT
OF MALINGERING

The DSM-IV-TR (American Psychiatric Associ-
ation, 2000) describes malingering as the “in-
tentional production of false or grossly exag-
gerated physical or psychological symptoms,
motivated by external incentives” (p. 739).
The DSM-IV-TR provides additional criteria
and suggests that clinicians should suspect ma-
lingering if any combination of the following
are present: (1) medicolegal context of presen-
tation, (2) marked discrepancy between the
person’s claimed stress or disability and the ob-
jective findings, (3) lack of cooperation during
the diagnostic evaluation and in complying with
the diagnostic evaluation, and (4) the presence
of antisocial personality disorder. Criticisms
have been leveled at these criteria because of
their ineffectiveness and limited conceptual-
ization of malingering. Simply put, these guide-
lines should not be used to classify malingering
because they result in a misclassification rate of
over 80% (Rogers & Vitacco, 2002). The fail-
ure rate is unacceptable in any setting, but es-



pecially when potential misdiagnosis can have
deleterious effects, such as being labeled a 
malingerer and being denied needed mental
health services. Unfortunately, many clinicians
rely exclusively on these unvalidated DSM-IV-
TR indices when making conclusions about
malingering. Instead, clinicians should use one
or more validated instruments (e.g., the Struc-
tured Interview of Reported Symptoms [SIRS];
Rogers, Bagby, & Dickens, 1992) and multiple
sources of independent data to confirm or dis-
confirm feigning.

Determinations of response styles rely on
the assessment of conscious motivations for
deception. This problem is highlighted by the
crucial distinction between malingering (con-
scious motivations) and factitious disorders
(unconscious motivations). Although courts
have clearly rejected claims of disability and
mental disorder based on conscious malinger-
ing (Weintraub, 2006), other forms of decep-
tion present a less clear picture. Judging
whether deception is a conscious decision or
underpinned by subconscious motivations is a
complicated endeavor. As noted by Rogers,
Bagby, and Dickens (1992), the behaviors of
those individuals who are malingering and
those with factitious disorders are often indis-
tinguishable.

The assessment of malingering can be con-
ceptualized as extending beyond its presence
or absence. Resnick (1997; see also Resnick,
West, & Payne, Chapter 7, this volume) de-
scribed three distinct types of malingering: false
imputation, partial malingering, and full ma-
lingering. False imputation occurs when an 
individual attributes symptoms to an etiologi-
cally unrelated cause. For example, a male
client seeking to be exempted from college
math courses might attribute his problems with
concentration to a learning disorder rather
than to daily substance abuse. Partial malinger-
ing occurs when patients describe past symp-
toms that they no longer have or exaggerate ac-
tual symptoms, otherwise known as “gilding
the lily.” For instance, a female client may de-
scribe past depression in describing her current
“disability.” As a further example, a male indi-
vidual with a psychotic disorder may overre-
port hallucinations with constant symptoms of
a high intensity either as a call for help or to
ensure that his symptoms are not overlooked.
Finally, full malingering is what clinicians gen-
erally classify. It refers to the fabrication and
gross exaggeration of a mental disorder for ex-

ternal purposes. These types of malingering
should be considered in assessments; they add
complexity to evaluating response styles.

An additional complication in the assess-
ment of malingering is the introduction of sim-
ilar terms, such the concept of secondary gain
(see Rogers, Chapter 1, this volume). Clinicians
must be able to distinguish malingering, which
is a well-researched construct, from other con-
structs that have limited empirical basis. Fo-
cusing on secondary gain, Rogers and Rein-
hardt (1998) warned against believing that an
individual is deceiving just because there is po-
tential for secondary gain. This serious bias is
akin to forensic evaluators approaching malin-
gering evaluations with the mantra, “I know it
is there, I just need to find it.” This approach
increases the likelihood that clinicians will
make facile interpretations based on the po-
tential for secondary gain. Quite simply, the
potential for gain is present with most individ-
uals undergoing evaluations in criminal or civil
settings. Due to its high level of ambiguity and
risk of misinterpretation, Vitacco and Rogers
(2005) recommended that clinicians do not use
the term secondary gain.

This section has illustrated the challenges
and complexities in the assessment of malin-
gering. Different but equally complex chal-
lenges face the assessment of defensiveness and
its variants (e.g., social desirability). These
challenges underscore the importance of de-
veloping a full appreciation of each response
style prior to conducting assessments.

DSM-IV-TR DIAGNOSES ASSOCIATED
WITH DECEPTION

The aforementioned issues are often crucial to
the conceptualization of malingering, and cli-
nicians must have an awareness of how factors
of secondary gain and overreliance on the DSM
may negatively affect impartiality and objectiv-
ity. Failure to acquire awareness of these issues
may lead to improper assessment and might
even be unethical (Iverson, 2006). Unfortu-
nately, many clinicians facilely interpret any de-
ception as an indicator of malingering. To the
contrary, several legitimate DSM diagnoses in-
clude deception as either a central or peripheral
aspect. Adding to the discussion, it must be re-
alized that syndromes exist in which deception
is voluntary or even planned (e.g., psychopa-
thy), whereas in other syndromes deception ap-

40 II. DIAGNOSTIC ISSUES



pears to be much less under the control of the
patient (e.g., false-memory syndrome).

This section aims to elucidate the forms of
deception and dissimulation as they relate to
DSM-IV-TR disorders in both children and
adults. Its primary goal is to improve the un-
derstanding of response styles and how they
potentially manifest in clinical disorders. Re-
sponse styles can be conceptualized as a di-
mensional construct, with complete denial on
one end of the spectrum and full malingering
at the other end (Greene, 2000). Disorders dis-
cussed in this section include those associated
with various types of deception, such as (1)
conduct and oppositional defiant disorders
and (2) personality disorders and psychopathy.
It also covers several diagnostic categories in
which defensiveness is common: (1) substance
abuse, (2) eating disorders, and (3) paraphilias.
The section also examines several other diag-
noses in which more focused dissimulation is
common: (1) reactive attachment disorder and

(2) factitious disorders and factitious disorder
by proxy. For those disorders covered exten-
sively in other chapters, this section provides
an important overview. For other disorders, 
it provides additional detail. Deception ex-
tends beyond diagnoses per se and can be an
important component of syndromes and other
clinical phenomena. Such syndromes include
false-memory, and chronic fatigue. For clinical
phenomena, practitioners must consider such
issues as pathological lying.

Explanatory models of response styles were
discussed in Chapter 1 in this volume. One 
feature of this section is a systematic effort to
consider multiple explanatory models as they
apply to specific disorders and syndromes.
Table 3.1 offers distilled descriptions of how
the explanatory model might be expressed with
diagnostic categories, disorders, and selected
syndromes. Researchers and practitioners may
find this distillation to be useful in under-
standing the multideterminants of motivation.
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TABLE 3.1. Disorders and Syndromes Associated with Dissimulation: Explanatory
Models of Motivation

Explanatory 
Disorder model Characteristics associated with deception

Conduct disorders Criminological Instrumental/poor impulse control
Reactive attachment Pathogenic Secondary to extreme abuse and abandonment

Adaptational Compensatory mechanism in social situations
Factitious disorders Criminological Secondary to antisocial behavior/psychopathy

Pathogenic Rigidity
Adaptational Financial motivations

Substance abuse Criminological Secondary to antisocial behavior/psychopathy
Pathogenic Self-medication/comorbidity
Adaptational Avoiding adult responsibilities/escapism

Eating disorders Pathogenic Maintaining control/rigidity, distorted body image
Paraphilias Criminological Luring victims/maintaining offending

Pathogenic Own abuse history leads to poor boundaries
Psychopathy Criminological Instrumental/game-playing/poor impulse control
False-memory syndrome Criminological Secondary to antisocial behavior/psychopathy

Pathogenic Regression/repression/avoiding responsibilities
Adaptational Financial motivations (evaluating malingering)

Child custody Criminological Extortion/lying to turn child against parent
Pathogenic Rigidity/pathological denial or acknowledgment
Adaptational Denial of problems to remain with child

Chronic fatigue syndrome Criminological Secondary to antisocial behavior/psychopathy
Pathogenic Secondary to mental illness/comorbidity
Adaptational Financial motivations/receiving disability



The goals for the remainder of this chapter
are threefold:

1. To present information regarding the pres-
entation of deception in several DSM-IV-
TR diagnoses.

2. To present information on other syndromes
associated with deception that often occur
in the context of forensic and other poten-
tially adversarial settings.

3. To emphasize how ethical assessments place
demands on clinicians and the importance
of considering various motivations when
evaluating deception.

Oppositional Defiant and 
Conduct Disorders

The diagnoses of oppositional defiant disorder
(ODD) and conduct disorder (CD) are often
considered precursors to the development of
more serious antisocial behavior in adulthood.
Deceitfulness is part of the core diagnostic cri-
teria in both disorders. In CD, for instance, de-
ceitfulness and theft are core symptoms and
are subsumed under the description “often lies
to obtain goods or favors or to avoid obliga-
tions (i.e., ‘cons’ others)” (American Psychi-
atric Association, 2000, p. 99). For ODD, ly-
ing and deception relate to an overarching
negativistic attitude toward authority. Al-
though deception is not a formal criterion in
ODD, it is still common. Frick, Lahey, Loeber,
and Stouthamer-Loeber (1991) evaluated the
covariation of symptoms between CD and
ODD in a sample of 177 clinic-referred boys.
A multitude of symptoms were evaluated with
factor analysis, and lying loaded strongly on
both CD and ODD when both teacher and par-
ent ratings were factor analyzed. Although ly-
ing manifests differently between ODD and
CD, the deception negatively affects social re-
lationships (Hughes & Hill, 2006).

Beyond diagnoses, deception is central to
understanding childhood development of
broad-based antisocial behaviors, including
sex offending. In looking at the development
of antisocial behaviors, Waldman, Singh, and
Lahey (2006) highlighted how early engage-
ment in less severe types of conduct problems,
such as lying, often is a developmental marker
that indicates more severe types of violent be-
havior yet to come. Deception can also take the
form of denial and minimization in adolescent
sex offenders (Barbaree, Marshall, & Hudson,

1993; Curwen, 2003). Beyond individual de-
ception, children’s prevarications can some-
times be understood within the family context.
Baker, Tabacoff, Tornusciolo, and Eisenstadt
(2003) compared sexually abused children
with others on child welfare. A factor of “fam-
ily deception” was identified, which was com-
posed of family myths and active lying. This
factor increased the likelihood that sexually
abused children would eventually engage in
sexual offending.

In summary, several key issues are relevant
to deception in relation to CD and ODD. In
both disorders, the deception is both conscious
and voluntary. For both disorders, deception
often has both proximal and distal effects. In
the short term, deception interferes with the
development of positive peer and family rela-
tionships, and in the long term, early deception
is sometimes the precursor to more severe an-
tisocial behavior. The perpetuation of any
criminal behavior typically requires some skill
at prevarication to avoid suspicion (e.g., ex-
planations for “acquired” property). Clinicians
must assess the magnitude and type of decep-
tion when evaluating children and adolescents
with potential ODD and CD diagnoses.

Reactive Attachment Disorder

Reactive attachment disorder (RAD) is defined
by “markedly disturbed and developmen-
tally inappropriate social relatedness in most
contexts that begins before age 5 years and 
is associated with grossly pathological care”
(American Psychiatric Association, 2000, p.
127). Two subtypes of RAD can be diagnosed:
inhibited and disinhibited. A review of avail-
able literature demonstrates a clear link be-
tween RAD and deceptive behaviors. For ex-
ample, S. L. Wilson (2001, p. 42) characterized
RAD as a disorder of early attachment in which
the child often presents with “sociopathic 
behavior which includes deception” (see also
Reber, 1996). Hoksbergen and Laak (2000)
found that adolescents with a history of at-
tachment problems engaged in a greater num-
ber of antisocial behaviors, including lying,
cheating, and vandalism, when compared 
with controls without a history of attachment
problems.

Awareness of early home environments of
evaluated children and adolescents is impor-
tant so as not to confuse attachment disorder
with ODD or CD on the basis of deceptive be-
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haviors. Although the deception might appear
similar, it is clear that the motivations for de-
ception are quite different. Far from using 
deception for instrumental purposes (e.g., de-
ceiving for money), children with RAD try to
overcome early abuse through the use of su-
perficial charm and manipulation. Certainly,
handling social relationships in this superficial
and deceptive manner can be an adaptive strat-
egy. Although the underpinnings of RAD re-
main controversial and confusing (Zilberstein,
2006), it is clear that additional research is
needed so that clinicians and researchers can
gain a better understanding of the etiology and
pathogenesis of deception and manipulation in
children and adolescents diagnosed with RAD.

Factitious Disorders

Besides malingering, factitious disorders (FD)
are most often characterized as deceptive be-
haviors that involve the feigning of symptoms
and impairment (see Hamilton, Feldman, &
Cunnien, Chapter 8, this volume). As described
in the DSM-IV-TR (American Psychiatric Asso-
ciation, 2000) the “essential feature of Facti-
tious Disorder is the intentional production of
physical or psychological signs or symptoms”
(p. 513). DSM-IV-TR (American Psychiatric
Association, 2000) does not provide specific
criteria for FD diagnosis. In its description,
DSM-IV acknowledges the complexity of the
disorder. Characteristics may include (1) atyp-
ical or dramatic presentation that does not
conform to an identifiable general medical
condition or mental disorder, (2) symptoms or
behaviors present only when the individual is
being observed, (3) pseudologia fantastica (i.e.,
pathological lying), (4) disruptive behavior on
an inpatient unit, (5) arguing excessively with
nurses and physicians, (6) covert use of sub-
stances, (7) evidence of multiple treatment in-
terventions, (8) extensive history of traveling,
(9) few, if any, hospital visitors, and (10) fluc-
tuating hospital course.

Consistent with malingering, the feigning of
symptoms is within the patient’s control; how-
ever, a primary difference is motivation. Unlike
malingering, the primary motivation for the
feigning is to assume a sick role in the absence
of other external incentives (American Psychi-
atric Association, 2000). Far from straightfor-
ward, no guidelines or psychological measures
are available to directly assess different moti-
vations. Moreover, patients with factitious dis-

orders are frequently uncooperative with diag-
nostic procedures. Instead, clinicians must rely
on their professional judgment and explore ev-
idence of an intrapsychic need to maintain a
sick role. The lack of objective findings limits
the ability to effectively diagnose factitious
disorder.

There are a wide range of symptoms that
have been suggested that might be associated
with FD diagnoses. In addition to the DSM,
Cunnien (1997) added the following: (1) strong
masochistic needs exist, (2) sickness allows re-
gression and avoidance of adult responsibili-
ties, (3) illness is symbolic of anger or conflict
with authority figures, (4) illness fulfills de-
pendency needs, or (5) illness symbolizes at-
tempts at mastery of past trauma. Therefore,
the diagnosis of FD can be difficult due to the
range of possible symptoms coupled with the
challenges of assessing voluntariness and in-
tentionality. No diagnostic tool is available that
evaluates the intrapsychic need to take on the
sick role. Difficulties with differential diag-
nosis are further magnified because these indi-
viduals may be misclassified as malingering 
on psychological measures. As a rule, clinicians
must first determine that feigning is occur-
ring and then attempt to ascertain motivation
(Rogers, Bagby, & Dickens, 1992).

Factitious presentations vary dramatically
according to the disorder being feigned. Cun-
nien (1997) identified several types of facti-
tious presentations related to psychological
and physical disorders. Within the psycho-
logical domain, he noted that factitious symp-
toms could be associated with (1) psychosis, (2)
posttraumatic stress disorder (PTSD), (3) be-
reavement, (4) dissociative identity disorder,
and (5) false claims of child abuse. In examin-
ing factitious psychosis, Pope, Jonas, and Jones
(1982) described nine patients who demon-
strated voluntary control over their psychotic
symptoms. They were women with chronic
personality disorders. Regarding factitious
PTSD, Sparr and Pankratz (1983) described
cases in which military records contradicted
specific claims of traumatic events. A close
evaluation of these patients found diverse rea-
sons for factitious PTSD, most unrelated to any
type of external gain. The range and depth of
symptoms associated with FD underscores the
need for considering multiple motives.

Deceptions associated with FDs are varied in
motivation, severity, and magnitude (Rogers,
2004). It is likely that individuals with FD uti-
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lize more beds in inpatient hospitals than pre-
viously thought (Gregory & Jindal, 2006); cli-
nicians must be on the lookout for patients
who present with a varied symptom pattern
and be alert to the possibility that the individ-
ual might not be malingering but fulfilling
deep-seated psychological needs (see Hamil-
ton et al., Chapter 8, this volume).

Factitious Disorder by Proxy

A variant of FD is factitious disorder by proxy
(FDBP), in which caretakers either exaggerate
or make up psychological or physical symp-
toms in others, often in their own children (see
also Munchausen by proxy, or MBP). Case
studies were first described by Meadow (1977)
involving parents who induced serious medical
conditions in their children. Cases of FDBP
and MBP are not rare, and it has been sug-
gested that they constitute approximately 10%
of all FD cases (Reich & Gottfried, 1983).

Feldman (2004a) described another variant
of this disorder referred to as malingering by
proxy, whereby individuals engage in FDBP or
MBP to obtain a reward or receive a financial
settlement. As an illustrative example, a parent
may exaggerate the nature of his or her child’s
illness to seize on the charity of individuals
who donate to assist families in need. I was part
of a team that evaluated a mother who claimed
her child had a rare form of leukemia and
sought financial assistance. The ruse was ex-
posed when well-wishers were unable to find
the child at the hospital and began to question
the veracity of the claim. Clinicians involved in
the assessment of maladaptive parenting often
will have cases in which evidence suggests that
parents or caretakers are responsible for the ills
ailing their children. The key distinction is
whether the parental actions are simply neglect
or purposeful efforts to fabricate or induce a
disorder.

The etiology of FDBP and MPB remains to
be established (Mart, 2002). As one step in this
direction, Rogers (2004) evaluated the useful-
ness of applying explanatory models of malin-
gering to FDBP. In a comprehensive review, he
found three explanatory models of malinger-
ing (i.e., pathogenic, criminological, and adap-
tational) that have potential utility in explain-
ing the motivations for FDBP. For example,
some explanations of the pathogenic model in-
clude overattachment with the child or rigid

defensive style. Criminological explanations
may possibly include psychopathy and previ-
ous criminal convictions. Finally, the adapta-
tional model includes motivations of financial
gain or attempts to resolve family conflict (for
a complete review, see Rogers, 2004). Apply-
ing an explanatory model represents a forward
step toward understanding FDBP disorders.
Subsequent research is needed to clarify the
causes and diagnostic picture of FDBP and MBP.
Such research is especially salient as more than
110 symptoms have been associated with FDBP
(see Rogers, 2004; Seibel & Parnell, 1998).

Substance Abuse

Society, and the government by extension, has
taken a strong stand against illicit drug use. In
1986, as part of its “war on drugs,” Congress
enacted mandatory minimum sentences to 
target high-level drug dealers. However, many
users have been caught up in these sweeping
sentencing reforms, as evidenced by the
723,000 marijuana-related arrests in 2001
(Erlen & Spillane, 2004). The use and abuse of
alcohol and illicit drugs has long been associ-
ated with denial and misrepresentation. Re-
cently, the spotlight has focused on professional
athletes for use of disallowed performance-
enhancing drugs. Professional leagues are now
sanctioning players with lengthy suspensions
and bans following positive tests for prohibited
substances. Criminal and noncriminal sanc-
tions provide strong motivations for individu-
als to deny or minimize their substance abuse.

Regardless of social policy, individuals en-
gaged in substance abuse frequently lie, deny,
or minimize in order to continue their ability
to abuse substances. Deception is used to con-
ceal the fact that a “great deal of time is spent
in activities necessary to obtain the sub-
stance . . . , use the substance . . . , or recover
from its effect” (American Psychiatric Associa-
tion, 2000, p. 197). At this level, deception be-
comes a critical tool used to justify lengthy
time away from home and work. Studies have
supported this relationship between deception
and substance abuse. Klein (2000) found a sig-
nificant correlation between scores on the 
SIRS (Rogers, Bagby, & Dickens, 1992) and
the Substance Abuse Subtle Screening Inven-
tory (SASSI; Miller, 1994a). Substance abuse is
also found in greater levels in college students
who self-report unethical academic behavior,
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including cheating on exams or having lied to
avoid an examination (Blankenship & Whitley,
2000).

The evaluation of individuals with substance
abuse is often complicated by inconsistent pre-
sentations because of different response styles
(see Stein & Rogers, Chapter 6, this volume).
Richards and Pai (2003) evaluated response
styles in 312 inmates sentenced in the Maine
Department of Corrections for substance abuse.
The results were very informative: 22% “faked
good” (i.e., denial and minimization) and 14.7%
“faked bad” (e.g., exaggerating psychopathol-
ogy). Consistent with the adaptational model
(see Rogers, Chapter 1, this volume), inmates
adopted the response style they believed would
be most beneficial to them. Likewise, Pierre,
Wirshing, and Wirshing (2003) found that
many veterans with substance abuse problems
would malinger when it was perceived as the
only way to receive mental health treatment
within the Veterans Administration.

Application of Rogers’s explanatory models
of malingering to deception in substance
abusers provides useful information. The path-
ogenic model might partially apply to persons
with substance dependence for highly addic-
tive drugs. The criminological model may ap-
ply as part of a broader pattern of antisocial be-
havior. Finally, the adaptational model may
explain how deception is used by substance
abusers to cope with adversarial circumstances,
such as medications for simulated pain when
the actual problem may be an Axis II disorder.
Clinicians must remain cognizant of the po-
tential reasons for deceptions among substance
abusers. Awareness of multiple motivations
should be a central aspect of assessment and
treatment models, especially if the ultimate
goal is to effectively intervene in problematic
substance-abusing behavior.

Eating Disorders

Patients with diagnoses of anorexia nervosa
and bulimia nervosa engage in a variety of de-
ceptive practices aimed at enabling them to
continue their obsessive and compulsive be-
havior centered on their weight and body im-
age. Deception in eating disorders can occur in
a variety of ways, including:

• Hiding food in order to engage in bingeing
behavior

• Secretly exercising, even when under close
observation

• Stealing laxatives and diet supplements to
avoid the embarrassment of purchasing them

• Traveling long distances to use drugstores
outside of one’s typical neighborhood to
avoid family and friends while purchasing
diet aids

• Lying about weight gain and minimizing
weight loss

Lacey (1993) evaluated a group of 112 indi-
viduals who were suffering from bulimia but
were also diagnosed with other impulse con-
trol disorders. In this study, 21% of the pa-
tients repeatedly stole, 28% abused drugs, and
over one-third chronically abused alcohol.
These results confirm how deception can be
manifested within eating disorders and that
eating disorders have a high comorbidity with
other disorders in which deception is central
(e.g., substance abuse).

Family deceptiveness has been identified as a
factor in the etiology of eating disorders
(Dalzell, 2000; Roberto, 1993), much as it is
for adolescents who engage in sexual misbe-
havior. Often these families have histories of
nondisclosure among their members, accentu-
ated by denial of basic flaws and the desire for
the outward appearance of perfection. Within
individuals with eating disorders, deception
and lying are often designed to allow the indi-
vidual to maintain a feeling of control. From
that perspective, the deceptive practices in-
volved in eating disorders go hand in hand
with pathology and thus may be best under-
stood using the pathogenic model.

Paraphilias and Sexual Abuse

According to the DSM-IV-TR (American Psy-
chiatric Association, 2000), paraphilias are re-
ferred to as sexual deviations or perversions
with behaviors or sexual urges focusing on un-
usual objects, activities, or situations. Such de-
viations present in many forms (i.e., exhibi-
tionism, fetishism, frotteurism, pedophilia,
masochism, transvestitism, and voyeurism),
with the common theme being maladapted
sexual behavior. Given their deviant and often
illegal status, these behaviors lead to the possi-
bility of long-term prison sentences. Recently,
convicted sex offenders have faced the omi-
nous possibility of civil commitment to a se-
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cure facility for an indefinite period of time af-
ter serving their sentences (Doren, 2002). These
severe sanctions, coupled with social stigmas,
provide strong motivation for defensiveness.

A predominant feature of paraphilias and
sexually abusive behavior is the presence of de-
fensiveness, minimization, and lying. Defen-
siveness and lying refer to voluntary actions
typically based on a desired objective. In con-
trast, cognitive distortions (e.g., rationaliza-
tions) may represent characteristic patterns of
thinking that are potentially less voluntary. For
example, a male perpetrator may justify inces-
tuous behavior as “educational” at a sentenc-
ing evaluation, even though this obvious lack
of insight may hurt rather than help his desired
objective (i.e., avoiding incarceration). Treat-
ment interventions must address both response
styles and cognitive distortions as integral com-
ponents of treatment (Ward, Gannon, & 
Keown, 2006). Schneider and Wright (2004)
posited that denial of past sexual offending be-
havior interferes with accepting responsibility
and serves to continue the abusing behavior.
Combining denial and cognitive distortions,
they concluded that denial is “best understood
as the acceptance of explanations that reduce
accountability and are reinforced by distorted
beliefs and self-deceptive thinking process” 
(p. 3). Various forms of deception and cogni-
tive distortions are highly prevalent in individ-
uals engaging in sexually deviant acts.

Kennedy and Grubin (1992) used cluster
analysis to study 102 sex offenders engaged in
deceptive practices. Two groups used defen-
siveness in their denials of sexual offenses or
minimization of its effects on survivors. Two
groups used cognitive distortions whereby
they admitted to the offenses and either (1)
blamed others for their actions or (2) offered
excuses or mitigating reasons for their offend-
ing behavior.

We must understand that motivations for de-
ception among sexual offenders can be varied
and complex. Consistent with the criminolog-
ical model, many offenders will use deceptive
practices to lure victims or to prey on com-
promised individuals. Other explanations exist
for deceptive practices in sex offenders. An of-
fender may deny offenses if faced with a
lengthy sentence or the prospect of civil com-
mitment and if he or she views deception as the
only option for maintaining freedom (i.e.,
adaptational model) or has a significant history
of abuse and has failed to develop appropriate

social skills and the ability to form age-appro-
priate interpersonal relationships (i.e., patho-
genic model).

The assessment of deception regarding sex-
ual deviations is especially challenging (see
Lanyon & Thomas, Chapter 17, this volume).
In postconviction treatment, polygraph testing
has been used to minimize current lying by sex
offenders and for the possible detection of
those offenders engaging in deceptive practices
(Kokish, Levenson, & Blasingame, 2005). Pos-
sibly its best use is to encourage sex offenders
to be more forthright about past and current
problems. As discussed by Iacono and Patrick
in Chapter 15 (this volume), controversy con-
tinues regarding the effectiveness of the poly-
graph to accurately detect deception.

Personality Disorders and Psychopathy

Personality disorders are defined by a chronic,
maladaptive pattern of thoughts and behav-
iors. Proneness to lying or deceptive behaviors
is a common feature of many personality dis-
orders. The personality disorder primarily as-
sociated with lying and deception is antisocial
personality disorder (APD), which is associated
with aliases, persistent lying, and manipulating
others. Deception is also present in other DSM-
IV-TR Cluster B syndromes—borderline, his-
trionic, and narcissistic disorders, as well as 
obsessive–compulsive personality disorder. De-
ception in other Axis II disorders appears un-
der control of the individual, although not 
to the degree found in APD, in which the lying
is voluntary, conscious, and frequently instru-
mental.

Psychopathy is a syndrome associated with
APD that warrants our attention. Psychopathy
is a constellation of personality and behavioral
traits that includes affective deficits (e.g., cal-
lousness), interpersonal characteristics (e.g.,
glibness and superficial charm), and lifestyle
components (e.g., impulsivity), in conjunction
with antisocial behavior (Vitacco, Neumann,
& Jackson, 2005). Psychopathy has been linked
to a large number of deceptive behaviors, rang-
ing from manipulation at work (Babiak, 2000)
to full-blown malingering (Gacono, Meloy,
Sheppard, Speth, & Roske, 1995). It appears
that a subgroup of psychopaths, mainly those
with high levels of the interpersonal features,
can lie easily and have few qualms about it.
However, this finding does not mean that typ-
ical psychopaths are especially good at decep-
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tion or malingering (see Rogers & Cruise,
2000). In particular, Kropp and Rogers (1993)
found that most psychopaths are no more ef-
fective than other offenders at malingering or
defensiveness.

Kucharski, Duncan, Egan, and Falkenbach
(2006) reported mostly negative findings re-
garding the relationship between psychopathy
and malingering in a sample of criminal defen-
dants. They found group differences between
malingerers and nonmalingerers on certain
personality characteristics associated with psy-
chopathy. However, receiver operator curves
suggested that the utility estimates for psy-
chopathy with regard to malingering were low.
The authors advised that psychopathy was
mostly unrelated to malingering and warned
that using psychopathy as a criterion for ma-
lingering would result in high levels of false
positives. In summary, psychopathy is certainly
related to a variety of deceptive and antisocial
behaviors; however, psychopathy should not
be substituted for malingering and should not
be used as either a symptom or a predictor of
malingering.

OTHER CLINICAL PHENOMENA
ASSOCIATED WITH DECEPTION

Clinicians must be aware of how deception can
manifest itself beyond formalized disorders, as
deception is frequently found in several other
areas of clinical attention. This section focuses
on three specific areas: false-memory syndrome,
child custody evaluations, and chronic fatigue
syndrome. In each of these clinical areas, de-
ception can be prominent and can have large
effects on how clinicians view symptoms and
the manner in which evaluations are con-
ducted. The goals for this section are to eluci-
date how deception occurs in these clinical
phenomena and to provide specific informa-
tion regarding the application of explanatory
models of deception.

False-Memory Syndrome

The idea of false-memory syndrome (FMS)
was first advanced in 1992 by an organization
with the same name. Since the criteria were
set forth 14 years ago, the number of theo-
retical and scientific articles devoted to FMS
has substantially increased. Many articles are
characterized by a social and political debate

regarding the validity of FMS (see Geraerts &
McNally, Chapter 16, this volume). FMS con-
sists of a cluster of symptoms that expands be-
yond the presence of a false memory. Instead,
the syndrome focuses on the degree to which
the trauma-based memories remain present in
the absence of any objective evidence and the
degree to which these memories define the in-
dividual’s life, leading to an inability to handle
adult responsibilities. In this way, FMS acts
similarly to the psychodynamic concepts of re-
gression and repression. Such repressed mem-
ories have been the impetus behind criminal
prosecution and lawsuits aimed at the alleged
perpetrators of the abuse (Wakefield & Under-
wager, 1992).

Memory itself is highly problematic in legal
settings. The work of Dr. Elizabeth Loftus has
been highly influential in demonstrating the
malleability of memory and identifying the re-
lationship of certain therapeutic techniques to
the creation of false memories (for a review, 
see Loftus & Davis, 2006). Such techniques 
include hypnotic age regression and intense 
interrogation techniques. Persinger (1992) re-
ported on six cases of questionable recall for
sex abuse in which the patients were subjected
to hypnosis as part of treatment. As Persinger
(1994) later noted, it is unclear whether the
memories were genuine or secondary to mis-
attribution of the perpetration of abuse. More-
over, memories can be simply forgotten.
Williams (1994) found that approximately
38% of women who were brought to the hos-
pital for sexual abuse as children did not recall
the abuse many years later. Pope and Hudson
(1995) conducted a thorough review of stud-
ies of amnesia and attempted to develop alter-
native hypotheses (e.g., forgetting or denial) to
repressed memories of sexual abuse.

The concept of FMS has become highly con-
tentious, with advocates on both sides becom-
ing forceful proponents for their respective 
positions. Davis (2005) described the con-
structivist process by which accusers have
withdrawn their complaints, often resulting
from personal distress and disbelief surround-
ing uncovering repressed memories. Given
that often memories are not “recovered” with-
out the aid of hypnosis or therapy, the recov-
ered memories are often subjected to a great
deal of skepticism. In contrast, Whitfield
(2001) suggested that perpetrators will claim
their victims have FMS in attempts to discredit
their victims and minimize their own criminal
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behavior. Others (e.g., Raitt & Zeedyk, 2003)
have suggested that trauma-based memories
are problematic not because of the unreliability
of recovering memories but because of the low
credibility traditionally afforded to women.

Often, judges or juries are required to deter-
mine the veracity of abuse claims years after
their onset and discontinuation. Unfortu-
nately, studies of FMS have not focused on re-
liability and validity of the memory; instead,
articles are often politicized and promote a
partisan agenda (for a review, see Olio, 2004).
In Chapter 16 in this volume, Geraerts and
McNally critically examine the research data as
they relate to FMS and other memory claims.

Clinicians should continue to consider the
broad array of possibilities when dealing with
sudden-onset memories. Included in these 
possibilities are the potential for malingering
and factitious disorders. As noted by Cunnien
(1997), dissimulation should be considered in
litigated cases of alleged abuse. He wrote,
“Factitious claims should be suspected when
psychological evaluation reveals a substantial
likelihood that revenge, displacement of anger,
or recent abandonment triggered the abuse al-
legations” (p. 40).

Child Custody and Parental 
Alienation Syndrome

In custody evaluations, parents often have two
complementary goals. First, they seek to make
themselves out to be as virtuous as possible, ex-
tolling their positive qualities and minimizing
any difficulties. Second, they often attempt to
make the other parent appear less fit or even
incapable of performing parental responsibili-
ties, even when this is not the case. The first re-
sponse style is characterized by defensiveness.
The second response style is a type of decep-
tion (i.e., maligning others) that is commonly
observed in custody evaluations.

A high level of defensiveness is a common
feature of custody litigants. Their conscious
goals are to minimize psychopathology and
maladaptive traits (Erickson, Lilienfeld, & Vi-
tacco, 2007) in an effort to gain custody. Given
that defensiveness is the norm in contested cus-
tody cases, it is critical that clinicians consider
defensiveness in the context of the evaluation.
Competing hypotheses exist, including (1) out-
right lying or intentional distortion and (2)
personality symptoms that could be mistaken
for lying.

Clinicians should recognize that defensive-
ness is pervasive in custody cases and has little
utility per se in custody determinations. Empir-
ical research confirms that defensiveness is the
normative response style (see Otto, Chapter
21, this volume). For example, Strong, Greene,
Hoppe, Johnston, and Olesen (1999) evaluated
defensive responding in 206 pairs of parents
undergoing custody evaluations. The results in-
dicated both intentional distortion (defensive-
ness) and “positivity,” a trait-like phenotype
whereby the examinee is extremely positive but
apparently unaware of his or her self-distor-
tions, which could be mistaken as defensive-
ness. Research with the Minnesota Multiphasic
Personality Inventory (MMPI-2; Ackerman &
Ackerman, 1997; Medoff, 1999) has found de-
fensiveness to be very common in parents un-
dergoing custody evaluations. Similar findings
(McCann et al., 2001) have been found for the
Millon Clinical Multiaxial Inventory—Third
Edition (MCMI-III; Millon, 1994).

Parental alienation syndrome (PAS) is a con-
troversial clinical construct that does not ap-
pear to be widely accepted. PAS is thought to
occur when a dominant parent exerts undue
influence on the child, making him or her an
ally of that parent. Deception can occur by the
child in complying with the dominant parent’s
expectations. It can also occur with the domi-
nant parent (e.g., lying to limit the other par-
ent’s access). Emery (2005) suggested that in
the absence of objective standards, PAS should
be considered a hypothetical construct.

In a survey of 106 custody evaluators, Baker
(2007) assessed the evaluator’s knowledge of
and attitudes toward PAS. Several notable find-
ings were revealed. First, 75% of the respon-
dents were aware of the symptoms associated
with PAS and believed that one parent can at-
tempt to turn his or her child against the other
parent. Second, a large majority of the respon-
dents had personally evaluated custody cases in
which they believed PAS occurred. Nonethe-
less, the respondents noted several problems
with PAS, including failing to meet evidentiary
admissibility standards, as well as criticisms for
its subjectivity and lack of norms. The validity
of PAS remains far from settled.

Chronic Fatigue Syndrome and 
Other Related Disorders

Chronic fatigue syndrome (CFS) is character-
ized by extreme fatigue and exhaustion whereby
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basic tasks of daily living become extremely dif-
ficult to accomplish. In addition, several “mi-
nor” symptoms of CFS have been identified, in-
cluding musculoskeletal pain, infections, and
slight neurological abnormalities (Janal, Cic-
cone, & Natelson, 2006). Abbey (1996) out-
lined the multitude of mental health symptoms
that can accompany CFS. Such symptoms in-
clude problems with mood, anxiety, somato-
form disorders, substance abuse, eating disor-
ders, and obsessive–compulsive disorder. In
addition, Abbey listed factitious disorder and
malingering as potential issues associated with
CFS. Cantor and Heads (2004) added problems
with sleep, difficulties concentrating, and irri-
tability as potential symptoms.

The majority of patients who present with
CFS symptoms are likely legitimate. However,
skepticism surrounds the diagnosis. Beaulieu
(2000) interviewed a group of patients, their
family members, insurance providers, and
physicians and found that patients had genuine
impairment but often suffered from stigmati-
zation attached to the disorder. A great deal of
the stigmatization has evolved from associa-
tions of CFS with malingering. In this regard,
Cantor and Heads (2004) cautioned against
the association of malingering with CFS and
similar disorders. They posited that heightened
concerns about malingering created the possi-
bility of unhealthy mistrust between doctors
and patients. Even the term chronic fatigue
syndrome carries a negative connotation. On
this point, Jason, Taylor, Stepanek, and Plio-
plys (2001) surveyed 100 undergraduates and
100 medical school students and found that
symptoms of CFS had less credibility than
when these same symptoms were attributed 
to other medical disorders (i.e., myalgic en-
cephalopathy or Florence Nightingale disease).

CFS lacks a definitive test for diagnosis. In-
stead, physicians and psychologists are guided
by the patient’s self-report and description of
his or her own symptoms. Moreover, CFS has
no clearly defined etiology, so clinicians lack a
clear understanding regarding its onset and de-
velopment. Given the potential incentives as-
sociated with CFS (e.g., time off work and dis-
ability payments), the potential for deception
is certainly present. However, research is very
limited. Complicating the diagnostic picture
for CFS is the large overlap with symptoms of
other mental disorders. For instance, Fink
(1992) found that 18% of somatizers had also
been hospitalized for a mental illness.

In explaining CFS, both the pathogenic and
adaptational models are well suited for the un-
derstanding of CFS. Given the high degree of
comorbidity, it would be easy to apply the
pathogenic model, and this model is likely
most appropriate in the large majority of cases.
However, the adaptational model could apply
in cases in which symptoms serve to protect the
individual from stress or involve financial gain.

CLINICAL APPLICATIONS

Four important conclusions are identified in this
chapter. First, deception is common among a
variety of diagnoses spanning from childhood
through adulthood. Second, the criteria for
evaluating deception are often not well defined
and lack standardized methods. Third, feigned
and genuine symptoms are often present in the
same individuals. Many individuals with bona
fide mental disorders feign and exaggerate for a
variety of reasons, including access to needed
services. Fourth, evaluating the level of volun-
tariness of deception is often made difficult by
the presence of conflicting motivations within
the same individual. Such complications can be-
come highly challenging for clinicians.

Two models are helpful when evaluating var-
ious types of deception: threshold and clinical-
decision models. The threshold model func-
tions as a screen for identifying potential cases
of dissimulation that require further evalua-
tion. In contrast, the clinical-decision model
represents a definite conclusion about the pres-
ence of a specific response style or general de-
ception. Such models are especially relevant 
in rendering determinations between closely
aligned clinical constructs. For example, ma-
lingering is best understood as a nonpatholog-
ical condition, which is often characterized by
a sudden onset consistent with an external
goal. In contrast, FD may have a more variable
presentation that appears to be affected by the
doctor–patient relationship (Cunnien, 1997).

In making such differentiations, clinicians
must look for evidence of voluntariness, which
is often indicated by significant change in pres-
entation during the time of the evaluation
compared with other times when the clinician
is not present. Finally, evidence of a desire to
play the sick role cannot explain the totality 
of the current symptoms. In Chapter 8 in this
volume, Hamilton and colleagues address the
diagnosis of FD in more detail. In differentiat-
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ing FD from malingering, a critical issue is the
establishment of the individual’s desire to as-
sume a sick role. On this point, Cunnien (1997)
provided three useful indicators: (1) persistent,
inappropriate efforts to remain a patient; (2)
persistent, inappropriate behavioral regression
in the presence of health care providers; and
(3) clinical certainty that the illness allows
psychological avoidance of a significant per-
sonal, marital, or occupational conflict.

ETHICAL ISSUES IN 
EVALUATING DECEPTION

This final section provides an outline of ethical
issues to consider during the course of evalua-
tion of syndromes associated with deception. It
is vital for practitioners to recognize the far-
reaching consequences associated with classi-
fications of response styles. For instance, the
determination of either malingering or FD fre-
quently leads to the withdrawal or severe re-
striction of health care services. In the case of
FMS, such determinations could lead to dis-
counted reports of abuse. Conclusions about
deception in custody evaluations could lead to
substantial changes in child custody arrange-
ments. As such, the accurate evaluation of de-
ception must be a priority and should include:

• A recognition that the application of ex-
planatory models of deception may serve to
minimize countertransference and other nega-
tive perceptions about the evaluated person.
For instance, adaptational and pathogenic ex-
planations may engender greater understand-
ing when compared with a purely criminolog-
ical model. In this respect, the DSM model is
very limited in its conceptualization of malin-
gering (Rogers & Vitacco, 2002).

• The use of standardized methods based
on validated detection strategies (see Rogers,

Chapter 2, this volume) is essential to the ac-
curate assessment of syndromes associated
with deception. For many syndromes, system-
atic methods and strategies have yet to be de-
veloped. In these cases, clinicians need to be
forthright about the limitations of their meth-
ods. This is fully consistent with the ethical
guidelines set for by the American Psycho-
logical Association (2002) in its section 9.02(b)
that states “Psychologists use assessment in-
struments whose validity and reliability have
been established for use with members of the
population tested. When such validity or reli-
ability has not been established, psychologists
describe the strengths and limitations of test re-
sults and interpretation” (see also “Specialty
Guidelines for Forensic Psychology,” for which
a draft is available at www.ap-ls.org).

• A sophisticated understanding is needed
that both genuine and deceptive presentations
are very heterogeneous. In addition, deception
and response styles are often dimensional and
are best understood in gradients (Rogers, Bagby,
& Dickens, 1992).

• A full appreciation that (1) malingering
and other forms of dissimulation and (2) gen-
uine mental disorders are not mutually exclu-
sive. Clinical evaluation of mental disorders
should continue even in the presence of malin-
gering and deception (Vitacco, Rogers, Gabel,
& Munizza, 2007).

Following basic guidelines when evaluating
malingering and deception provides a greater
understanding of deception across diagnostic
categories and takes into account varying com-
plexities and motivations related to deceptive
responding. Full consideration of explana-
tory models and how they relate to deceptive
practices across settings and individuals al-
lows greater understanding and may ultimately 
minimize countertransference associated with
deception.
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