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ABSTRACT

Validation of the Assessment of Depression Inventory (ADI) Feigning Scale and Clinical,
Demographic, and Criminal Profile Differences between Probable Malingerers and Psychiatric
Inpatients

Julia Marie Messer

Using archival data, “gold standard” assessment measures were used to determine group
placement of psychiatric inpatients. One of two multi-scale measures of personality, the
Minnesota Multiphasic Personality Inventory Il (MMPI-2) or the Personality Assessment
Inventory (PAI), were administered, as well as one of two interview measures designed
specifically to assess for malingering, the Structured Interview of Reported Symptoms (SIRS)
and/or the Miller Forensic Assessment of Symptoms Test (M-FAST). Based on either the
MMPI-2 or the PAI and the SIRS, subjects were placed into one of three groups: non-
malingering inpatients, probable malingerers, and indeterminate malingerers. One purpose of
identifying these groups was to validate the Assessment of Depression Inventory (ADI) Feigning
scale (Fg) with a known group of malingering inpatients who met dual criteria standards. Using
the two most extreme groups, the non-malingering inpatients and the probable malingerers, the
Fg scale cut score of 14 was highly effective in differentiating honest presentations from those
likely feigned, with an 87.7% hit rate in correct identification of group membership. In addition,

a chart review was conducted to determine potential demographic, clinical, and criminal profile
differences between these two extreme groups. Significant differences included a greater
presence of nonpsychotic minor diagnoses and number of previous hospitalizations for the
probable malingering group. Trends toward differences were noted for higher use of
psychotropic medications and more previous contact with mental health services for the probable
malingering group.
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Validation of the Assessment of Depression Inven(aDI) Feigning Scale and Clinical,
Demographic, and Criminal Profile Differences betwérobable Malingerers and Psychiatric
Inpatients
In most clinical settings, the authenticity of adividual's presentation of symptoms is
rarely questioned. However, psychologists workmfprensic settings must consistently
evaluate the veracity of information given to théfrom feigning psychosis or depression to
avoid prosecution of a crime, to claiming an anxgisorder in order to receive disability
assistance, people from all socioeconomic and ¢idueh backgrounds have been suspected of
or found to be malingering (Rogers, 1997). Thagnostic and Statistical Manual of Mental
Disorders(DSM-IV-TR; American Psychiatric Association [APA000) defines malingering as
“the intentional production of false or grossly ggarated physical or psychological symptoms,
motivated by external incentives” (p. 739). The DSMTR (2000) also suggests that four
factors should particularly alert clinicians to ghessibility of malingering: “medicolegal context
of presentation (e.g., the person is referred bgteorney to the clinician for examination),
marked discrepancy between the person’s claimedssor disability and the objective findings,
lack of cooperation during the diagnostic evaluaand in complying with the prescribed
treatment regimen, and the presence of Antiso@eddhality Disorder” (p. 739). While these
guidelines offer factors which raise the questibmalingering, clinicians are in general
agreement that they do not offer enough specificirity, and ease of application to be useful
(Cunnien, 1997; Rogers, 1997).
Between 15-17% of cases presented in forensicmgsthiave been estimated to involve

malingering of symptoms (Rogers & Bender, 2003)wkeer, Norris and May (1998) estimated

rates as high as 45% in a correctional setting. Agrtbe general psychiatric population, several



studies estimate rates to be approximately 7% (Ro&ewell, & Goldstein, 1994; Rogers &
Salekin, 1998). When considering both the finanaral judicial implications of failing to
identify those who are not mentally and physicdisabled but are attempting to manipulate
other individuals or the court, the importance sgessments to detect malingering is clear.
Difficulties are inherent in the assessment of ngdring and are multi-faceted. Differentiation
must be made between malingering and factitiousrdes's (internally motivated feigned illness)
and malingering and somatoform disorders (uninbeati feigning of symptoms believed to be
genuine to the individual) (APA, 2000). Among inat populations, where the presence of
those with factitious or somatoform disorderskelly to be higher than in outpatient settings,
these distinctions become crucial not only to defedse presentations of symptoms but also to
successfully and effectively treat those with fi@tis or somatoform disorders.

Another difficulty is the limited number of meassi@vailable for the detection of
specific disorders being feigned rather than sintipyidentification of deceptive response
styles. Multi-scale personality measures that idelualidity index scores are not recommended
by themselves to determine the presence of malmgdrecause as the testing manuals state, a
variety of factors may contribute to elevated vi@idcales, including severe distress or
psychosis (Butcher, Williams, Graham, Tellegen, &lkner, 1989; Morey, 1991). A steadily
growing body of research now exists supporting &imadal assessment of malingering (Guriel
et al., 2004; Resnick, 1997; Rogers & Bender, 200&) includes both general psychological
measures and malingering-specific measures. Rager8ender (2003) also distinguish among
the different types of malingering-specific measuaad categorize these assessments into those
that detect malingering of mental disorders andéhtbat detect feigned cognitive impairment.

Due to the present study’s aims and purposes,tboe measures used to detect malingering of



mental disorders will be addressed. Rogers (1988)saiggests using a threshold model
combined with a clinical decision-making modele tiagnosis of malingering which first
involves identification of indicators of malingegmuring the evaluation procedure that then
lead one to the use of specific measures to agseswglingering. Therefore, assumptions are not
made at the beginning of the evaluation processiéiat is obtained based on each individual's
presentation if known indicators of malingering present. The data obtained for this study was
based upon treatment team decisions that were thag observations or assessment scores
that indicated possible malingering. The malinggispecific measures were then administered
after suspicions were raised rather than at the @frihe intake.

Assessments Used to Detect Feigned Mental Disorders

Multi-scale self-report personality inventories &eguently used in assessing for the
presence of deceptive response styles; the Minadgoltiphasic Personality Inventory-2
(MMPI-2) and the Personality Assessment Invent®#If are among the most popular (Rogers
& Bender, 2003). Both measures benefit from validitales that are designed to detect
dishonest and/or random responding. The validifescassist clinicians in determining
guestionable presentations of symptoms.

The MMPI-2 includes validity scales that measuggiagl, deviant respondingr(
Infrequency Scale), unrealistic positive respondlngd-ie Scale), and a similar but more subtle
correction scalel, Correction Scale) for socially desirable, pogitresponding (Groth-Marnat,
2003). In addition, the Psychopathology InfrequeBcgle Fp) has been found to be particularly
helpful in identifying deceptive responding in siated malingering research (Arbisi & Ben-
Porath, 1995). While not as well-known as the otfadidity scales, th&p consists of 27 MMPI-

2 items infrequently endorsed by inpatients ananabicontrols. Arbisi and Ben-Porath (1995)



suggest its use in conjunction with the other wglidcales among populations and in settings
that include high rates of psychopathology and pshagical distress. Studies using the validity
scales on the MMPI-2 to detect malingered PTSD lads@ found high rates of positive
predictive power (Bury & Bagby, 2002; Lewis, Sim¢é&Berry, 2002; Morel, 1998). In
particular, scales used to assess inconsisterdnds and symptom exaggeration appear to be
effective at detecting possible deception (Fox sGer & Lees-Haley, 1995; Lewis et al., 2002).

Validity scales on the PAI used to assess malingeare the Negative Impression
Management (NIM) scale, the Malingering Index (MAUdorey, 1996), and the Rogers
Discriminant Function (Rogers, Sewell, Morey, & &t 1996), the last two examining features
of the entire PAI profile (Scragg, Bor, & Mendha2®00). Specificity of the PAI, or accuracy at
correctly identifying honest responders (thus iigilio misclassify honest responders as
malingering), has been found to be high with the eflssecommended cutoff scores (Liljequist,
Kinder, & Schinka, 1998; Scragg et al., 2000).

Three research methods are often employed whenieixgnmalingering with measures
such as the MMPI-2 and PAI: simulation designs vikm@roups comparisons, and differential
prevalence designs (Rogers, 1997). Simulation desage the most common and involve three
groups: individuals without a disorder instructeddign a particular disorder, controls chosen
from the same nonclinical group told to respondestlly, and a clinical comparison group
consisting of individuals who are diagnosed with tlisorder in question. The simulation design
has limitations in its generalizability; howevegsearchers can take steps to increase external
validity (Rogers, 1997).

Known-groups comparisons use individuals in clingegttings who have been identified

as suspected malingerers (Rogers, 1997). This gsaiyen compared to individuals with the



disorder in question who respond honestly. The fitesfeusing this design is its applicability to
real-world settings and situations. Limitationghs method include correct classification of
known groups and accessibility to such populatidine differential prevalence design is a more
recent method that is the least methodologicaliyndqRogers, 1997). Individuals who are
assumed to vary in response style and motivatiegeouped and then compared, and no other
attempts are made to determine honest versus gishmesponders. For example, individuals
who are involved in litigation are assumed to beerixely to malinger than individuals with
the same condition who are not involved in litigatiso the two groups are compared on this
basis alone (Rogers, 1997). Rogers (1997) cautimighis design does not allow an
investigator to determine prevalence rates fordtamdiberately distorting symptoms, for
identification of individuals who are or who aretmealingering within each group, and the
difference in performance between those in eachgro

Most malingering research employs the simulaticgigte with few known-groups
comparisons, which require the use of “gold statitlassessments to accurately identify and
classify those who are likely malingering and tha$® have a legitimate diagnosis. “Gold
standard” assessments have undergone extensidati@h studies, and as a result of sound
psychometric properties, they are used as a meagarnest which new assessments examine
their validity. Examples include the Minnesota Nhftasic Personality Inventory-2 (MMPI-2),
the Personality Assessment Inventory (PAI), andStnactured Interview of Reported
Symptoms (SIRS).

Numerous studies have examined the ability of tihMN42 to detect deceptive response
styles using simulation designs. Bury and Baghp2@sked participants to fake PTSD and

found that those given information on the validibales were the most successful at avoiding



detection on the feigning scales, but that thedtescE, F(b), andF(p)) were all useful in
detecting feigned responses, producing high rdtpsstive and negative predictive power.
Walters and Clopton (2000) also used a simulatesigh to determine the effectiveness of the
MMPI-2 at detecting feigned depression. Three hed@nd seventy college students were told
to malinger depression but were provided with défe types of information to do so. One group
received information on symptoms of depressiontteroon MMPI-2 validity scale and indexes
information, and another received both symptom\aidlity scale information. A last group
was given no information. MMPI-2 scores were coradaamong malingering groups and
between honest controls. Unlike previous studieslinng the feigning of schizophrenia or
closed head injuries, the participants in this gtwtio were given information about either the
validity scales or symptoms of depression were raostessful at avoiding detection. Other
studies have found that participants given symptdormation were not as successful as those
given validity scale information. The results sugigéat individuals who are attempting to
malinger depression and have knowledge of eitreesyimptoms of depression or of validity
scales on the MMPI-2 could be successful at avgidetection (Bury & Bagby, 2002).

Rogers, Ornduff, and Sewell (1993) also used alsition design to examine the
effectiveness of the Negative Impression Managerti¢iM) scale of the PAI. The authors
compared the responses of coached, or preparedasiomrs from those of less prepared, or
naive, simulators. College students were askeéigo feither schizophrenia, depression, or
generalized anxiety disorder. Coached simulatore &wkowed one week to prepare for their
task and were allowed use of any available resowittethe exception of the PAI manual. Naive
simulators were provided with information on thenpgoms of the specific disorder but only in

the context of their instructions to feign the dd&r. They were given no time to prepare or



study. Results revealed that almost all of the &tous elevated the appropriate scale according
to their disorder. The NIM scale’s effectivenessdetecting feigned presentations varied
according to the disorder. It was most effectivdetecting feigned schizophrenia, marginally
effective with feigned depression, and least efffeatvith feigned generalized anxiety disorder
(Rogers, Ornduff, & Sewell, 1993). Interestingly, differences between prepared and
unprepared simulators were found except for thosalating depression, in that those with one
week’s preparation obtained more elevated depressiale scores and lower NIM scores,
calling into question the usefulness of the PAI Ndbéle at detecting feigned depression in
particular.

In addition to the use of multi-scale self-repatgonality inventories, recent advances in
the assessment of malingering have led to a tretitki development of measures designed
specifically to assess for deceptive respondinthaut measuring for the presence of pathology.
A structured interview that has been developetlasStructured Interview of Reported
Symptoms (SIRS; Rogers, Bagby, & Dickens, 1992gdRe et al. (1992) examined the
effectiveness of the SIRS, the 172-item “gold sgadtstructured interview designed to assess
deceptive response styles, in detecting malingengsiD, schizophrenia, and mood disorders.(A
more detailed explanation of the SIRS scales igigeal in the Materials section below.) Rogers,
Gillis, Bagby, and Monteiro (1991), using coachad ancoached simulators, found that while
coached simulators were able to alter their resg®pa the SIRS scales and decrease their
scores, the SIRS was still able to distinguishsihaulators from the legitimate presentations of
psychiatric inpatients (96.7% of inpatients werentified as legitimate and 84.6% of simulators
were correctly identified). In this study, partiaiggs were not only provided with information on

psychiatric disorders but also with guidelinestiow to avoid detection on assessment



measures. Only one SIRS scale, Inconsistency op&yms, failed to reveal differences between
the malingering groups and honest controls.

Rogers, Kropp, Bagby, and Dickens (1992) examihecktfectiveness of the SIRS using
participants in a correctional setting told to siate& one of three specific disorders:
schizophrenia, mood disorders, and PTSD. Thes&ipartts were provided with information
from the DSM-III-R for the particular disorder ththey were asked to feign. Inpatient
psychiatric residents were also given the SIRSaaisqgf their intake assessment and asked to
respond honestly. Significant differences were tbhatween correctional participants and the
inpatient residents considered to be presenting$tbn Eight out of the twelve SIRS scales
were consistently able to distinguish feigners flegitimate presentations. The Symptom Onset
scale did not differentiate any of the malingermgrgups from psychiatric inpatients. The other
three scales that did not distinguish simulatassnficontrols (Overly Specified Symptoms,
Inconsistency of Symptoms, and Reported vs. ObdeByenptoms) failed to do so only for the
group feigning PTSD. Rogers et al. (1992) state‘dnen though the SIRS was not designed to
measure specific syndromes (e.g., schizophren@fpund it interesting that some differences
did occur as a result of which specific disordes\igagned” (p. 647). While this study lends
credibility to the SIRS at detecting feigned preéagans, of note is that the feigning of specific
disorders does present unique presentations astbpothe need for different detection
strategies.

Several screening instruments that are less timswning and require less training to
administer have also been developed. The Milleefksic Assessment of Symptoms Test (M-
FAST; Miller, 2001), based upon the deceptive respastrategies used by the SIRS, is a brief,

25-item structured interview that assesses malingaf psychotic symptoms based on overall



response style. Initial studies have found thatMREAST is successful at detecting malingering
using known-groups comparisons. Outpatient digghslaimants who were suspected of
malingering based on elevated SIRS scores hadisamtiy higher total M-FAST scores than
honest responders (Miller, Guy, & Davila, 2000)alseparate study, malingerers from a
maximume-security penitentiary were identified bgwated SIRS scores and also received
significantly higher M-FAST scores than a grougpagoners without elevated SIRS scores who
were considered to be honest responders (Guy &MEO000).

In addition, the Structured Inventory of Malinget®gmptomatology (SIMS; Widows &
Smith, 2005) is a 75-item self-administered scregmneasure designed to detect malingering of
“feigned psychopathology and cognitive function? 4. Subscales of the SIMS include
Psychosis, Neurologic Impairment, Amnestic Disosdéeow Intelligence, and Affective
Disorders. Smith and Burger (1997), using a sinmmatlesign with college students, examined
the validity of the SIMS compared to tReandK sales of the MMPI, and portions of the
malingering scale. The college students were inttduto feign one of seven specific psychiatric
conditions (psychosis, amnesia, neurologic impanmyania, depression, low intelligence, or
“fake bad”) or answer honestly. The authors fourat the SIMS total score, not specific
subscale scales, had a higher sensitivity ratibgb@®) than the other validity indices. Unlike
most measures of malingering, the SIMS attempt®iobine the two major areas of malingered
mental disorders and feigned cognitive function tioered by Rogers and Bender (2003). While
the breadth of the SIMS in detection of feigned piom presentation is unique, an obvious
limitation concerns its use in identifying what sifie disorder an individual is attempting to
feign. Smith and Burger’s (1997) finding that théat score, rather than specific subscale scores,

led to the highest sensitivity rating despite ggsants’ instructions to feign a specific disorder
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emphasizes this lack of clarity. Multiple scaleveligons could represent an attempt to feign
several disorders; however, this lack of specifiaitay prove unhelpful to clinicians in inpatient
or outpatient settings attempting to determine prapeatment needs or answer certain legal
guestions, such as disability qualification, conepey to stand trial, criminal responsibility, or
future risk.

Advances have been made in designing measuresgddisally detect for the presence
of a psychiatric disorder along with feigning sudiss; however, this progress has primarily
focused on posttraumatic stress disorder and degrat intellectual impairment. The Trauma
Symptom Inventory (TSI; Briere, 1995) and the DethiAssessment of Posttraumatic Stress
(DAPS; Briere, 2001) are two PTSD-specific meastiascontain validity scales to assess
atypical responding and possible malingering asd #die presence and severity of PTSD. The
Morel Emotional Numbing Test (MENT; Morel, 1998)dathe Morel Emotional Numbing Test-
Revised (MENT-R; Messer & Fremouw, 2007) have b@esigned to detect feigned PTSD but
do not assess for the presence of the disorder.
Malingering of Depression

While an array of measures have been designeetéactddeceptive response styles, either
among personality inventories or malingering speally, an area of research that has been left
largely unexplored is the development of assesssygigned to detect the malingering of
depression. In social security disability evaluasiolarge sums of money are often at stake when
persons are found unable to work due to depreskiamiminal trials, possible reduced
sentences, lesser charges, or findings that amat isriminally responsible because of depression
have dramatic implications for justice and fairnesthe United States legal system. In addition,

psychiatric hospitals expend large amounts of mamdlye treatment of patients with a
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multitude of psychopathology, and individuals fergndepression use resources necessary in
treating patients with genuine impairment.

Major Depressive Disorder, as defined by Bi&#&M-1V-TR(APA, 2000), is a mood
disorder with multiple specifiers, such as “mildpderate, severe without psychotic features,
severe with psychotic features, chronic, with catet features, with melancholic features, with
atypical features, and with postpartum onset” {{f2)3In addition, Major Depressive Disorder
must be distinguished as either a single episodecnrrrent. Five of nine symptoms must be
present for two weeks. The nine symptoms inDI&-1V-TR(2000) include depressed mood,
loss of interest or pleasure in activities, weilgiss or gain, insomnia or hypersomnia,
psychomotor agitation or retardation, fatigue @slof energy, feelings of worthlessness and
guilt, indecisiveness or lack of concentration, aaclirrent thoughts of death or suicidal
ideation. Rehm, Mehta, and Dodrill (2001) mentibattaffective states of depressed individuals
may be “flat” and may involve anxiety, anger, aitability.

The identification and treatment of Major Depresddisorder has dramatic clinical
implications, as this disorder is associated wigihmortality rates. Th®SM-IV-TR(APA,

2000) states that “up to 15% of individuals withvese Major Depressive Disorder die by
suicide” (p. 371). Individuals over the age of 58vMajor Depressive Disorder have a fourfold
increase in death rates, and individuals in gemagglical settings with Major Depressive
Disorder are likely to have more pain and physitass and less ability to function physically
and socially. Lifetime risk for Major Depressiveddrder in the adult population varies from
10% to 25% for women and 5% to 12% for men (APA)®@O0Point prevalence rates in adult
community samples, or the percentage of individudle experience Major Depressive Disorder

within a year, range from 5% to 9% for women armhfr2% to 3% for men. Females have been
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found to attempt suicide more frequently than mdiesvever, males are much more likely to
complete suicide (Fremouw, dePerczel, & Ellis, J99bis disorder has not been found to be
associated with ethnicity, education, income, oritalstatus.

The importance and necessity of distinguishing genfrom feigned major depression is
clear in that failing to identify legitimate depsésn can be lethal to the individual and lead to
major impairment in life functioning; however, fiaij to identify those who are feigning
depression can lead to economic, social, and lagaifications to society. Difficulties with
using multi-scale personality inventories solelydentify malingered depression have been
mentioned above in that the validity scales reftaarall response style and may not necessarily
indicate malingering. Malingering-specific measwash as the SIRS and M-FAST are not
designed to address the malingering of specifiorders; thus, these measures broadly assess for
a variety of malingered psychopathology not spec¢didepression. Furthermore, interviews
such as the SIRS are time-consuming (45 to 75 m&and require significant training on the
part of the administrator.

Steffan, Clopton, and Morgan (2003) developed aliglscale for the MMPI-2 to
specifically detect malingered depression, the Madred Depressiomid) scale. The scale was
designed using 32 items that differentiated collgigelents told to feign depression from
controls diagnosed with depression. The collegeestusimulators were provided information
about both the symptoms of depression and MMPIl#itxascales. A follow-up study using the
same design found promising results. Bagby, Maksaiatl Bacchiochi (2005) examined the
validity of theMd scale as compared to MMPI-2 F scales in effecégsrat detecting feigned
depression. Twenty-three MMPI-2 protocols, comldig mental health professionals told to

feign depression, were obtained from a data baseiaiversity depression clinic. Another 225
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MMPI-2 protocols were obtained from a psychiatacifity and were selected based on patients
meeting criteria for major depression and not nmgetriteria for other Axis | disorders or an
Axis Il disorder. Results indicated that thescales i, Fb, andFp) and theMd scale

distinguished the experts feigning depression ftieenhonest controls. Théd scale added some
incremental validity to the F scales in detectibfeayned depression; however, it was not able
to distinguish many more individual cases as coegbé&wFb and arF / Fp combination. While
theMd scale demonstrated minimal improvement over teedtes in the detection of
malingered depression, its improvement was notsploespite th& scales being based on
overall response style versus feigning of a spediBorder.

The SIMS (Widows & Smith, 2005) includes a subsdateaffective disorders that
“assesses the degree to which a respondent regpisal symptoms of depression and anxiety”
(p- 4). However, a major disadvantage of the SIM| other malingering-specific measures, is
the failure to assess for the presence of the [mghan question, and total scores have been
found more useful in detecting malingering thanc#pesubscales. While a broad range of
disorders are included, the measure lacks speygifmi Major Depressive Disorder.

Bracken and Howell (2004) published the Clinicakéssment of Depression (CAD), a
self-report 50-item assessment of depression thvinuals aged 8 to 79 years of age. The
authors suggest that strengths of the CAD arebitdyato be used across a wide range of ages, in
that it includes items specific or unique to theression of depressive symptoms across ages.
The CAD also includes a total scale score, substaiees, validity scales, and critical item
clusters. Subscales include Depressed Mood (DMyjeay'Worry (AW), Diminished Interest
(DI), and Cognitive and Physical Fatigue (CPF).iM&} scales include a Negative Impression

Score (NI), and Inconsistency Score (IN), and drequency Score (IF). Critical item clusters



14

include Hopelessness, Self-Devaluation, Sleep/&atigailure, Worry, and Nervous). Bracken
and Howell (2004) include in the CAD manual a ckapin the development and standardization
of the CAD, including norming procedures and deroraof T scores. However, all reliability
and validity information is provided by the authargshe manual and has not been published in
any study to date with outside researchers. Theoasiindicate that “content validity of the CAD
was ensured during the scale development by writérgs based on known characteristics of
depressed individuals and symptomatic criteria bunsuch diagnostic methodology as the
DSM-IV' (p. 43). Bracken and Howell (2004) examined cangtvalidity in an independent
validity sample with the BDI-Il and RADS (Reynoldssessment of Depression Inventory), and
using total scores, found a .77 correlation with BDI-1l and a .88 correlation with the RADS.
Studies examining the effectiveness of the validdgles have not been conducted or published
thus far, representing a major limitation of thisasure.

Recently, Mogge and LePage (2004) designed thesassmt of Depression Inventory
(ADI), an instrument that measures not only forsprece and severity level of depression, but
also includes scales which measure feigned andnamédsponding. Several brief, self-report
measures exist which measure the severity andnpresd depression, such as the Beck
Depression Inventory - Il (BDI-1I; Beck et al., 1®%and the Geriatric Depression Scale (GDS;
Koenig et al., 1998). The strengths of these measuaclude their brevity, ease of scoring, and
their capacity for multiple administrations at difént points in time to assess for lessening or
worsening of severity levels. However, all of theseasures are face valid, making them
particularly vulnerable to distortion, as an indwal attempting to feign depression may simply
respond in the extreme to each question. Theseure=saalso do not include a scale to assess for

random responding, in which an individual who is@operative with the assessment may
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simply not read the items.

Mogge and LePage (2004) state that “the goalseoAfdbI are to provide a brief self-
report assessment of legitimate depressive symptibeiso has two validity scales embedded
within it. One can be used as a screening toallébecting those who may be attempting to
exaggerate depression; the other addresses tletioetef random or careless responding” (p.
108). The ADI has been validated using a sampfespthiatric inpatients instructed to respond
honestly and two different types of simulatorsrinsted to feign depression to get out of trouble
with the law: one group of community residents ecdeed naive to symptoms of depression and
assessment techniques, and another group compfiseaff from the hospital who work with
inpatients (psychiatric aids, social workers, orses), considered more sophisticated in their
knowledge of mental illness (Mogge & LePage, 2088sults indicated significant differences
between the honest responders and those askeadrnalfgpression, with no differences found
between the two groups of feigners (naive and stipated). With the honest sample, the
Depression scale correlated with the BDI-Il at ©O9er 79% of the feigners (combined into one
group) were identified using the Feigning scal¢hef ADI with a cut-score of 15, indicating that
a score of 15 detected a large portion of simulatatingerers while keeping false positive rates
low (less than 3% in combined patient samples).

A second study (Mogge, 2006), using an inpatiemt@a of 89 participants, compared
the ADI Depression scale scores (DEP) to the DspyergDEP) scale of the Personality
Assessment Inventory (PAI) and its three subsc@l&$ cognitive, DEP affective, and DEP
physical). In addition, the ADI Feigning Scale Jkgas compared to the four validity scales of
the PAI, the NIM and MAL Index (which detect negatbias) and the Positive Impression

Management scale (PIM) and Defensiveness Index JOBdarson Product Moment
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Correlations revealed significant correlationst&t .01 level) among the ADI Depression Scale
and all four Depression scales of the PAI, withgtrengest correlation found with the PAI's
DEP affective subscale (r = .81). Other scale tations ranged fromr = .64 tor =.78. PPM
Correlations were also significant in expecteddioms for the ADI Feigning scales and all four
validity scales of the PAI. The ADI Fg scale coated positively with the NIM (r =.70) and
MAL (r = .69) and negatively with the PIM (r = - 4dnd DEF (r = -.33). This study also
examined cut-scores for the Feigning scale agtiesPAl by using the NIM and MAL scores to
identify probable malingerers. Although only 15tmapants were identified as purposefully
feigning, a ROC area under the curve was foun®@#i 8f probable malingerers with a cut-score
of 15 and 85.3% with a cut-score of 14.

In continuing to explore the validity of the ADI Peession scale and Feigning scale with
additional populations and settings, Mogge, Steigpbieremouw, and Strunk (in press) compared
the ADI DEP scale to three other measures of dejmnesthe Beck Depression Inventory - Il
(BDI-Il), the Zung Self-Rating Depression Scale &9, and the Personality Assessment
Inventory (PAI) with an outpatient sample of psytht patients. Pearson Product Moment
Correlations among all four Depression scales wgyaificant (between r = .81 and r = .82).
Using the PAI Depression scale, BDI-1I, and ZSDi®ugs were classified as being moderately
depressed if two of the three scales were aboveaares for depression and not depressed
(controls) if less than two or none of the threg@ission scales exceeded the cut off. An ADI
Depression scale cut-score of 39 was used and\Red@perating Characteristics were
examined. Sensitivity rates were found to be .96 @ specificity of .89, and an overall hit rate
of .94. Positive predictive power was .96, whilgateve predictive power was .89. Correlations

between the ADI Feigning (Fg) scale and the PAid#gl scales were not as strong as expected,
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but all were significant at the .01 level. The Egle of the ADI was positively correlated with
the NIM (r = .59) and MAL (r = .33) and negativagrrelated with the PIM (r = -.33) and DEF
(r = -.35). While validation of feigning scalesnscessary in the advancement of malingering
assessment techniqgues, the examination of posdibieal and demographic differences
between deceptive and honest responders may asge pseful, particularly when the threshold
model (Rogers, 1997) is employed in the assessofienalingering.
Clinical and Demographic Profile Differences

Another relatively novel area of research regaydarensic populations is the
examination of profile differences between knowougrs affecting the legal system. Studies
thus far have focused on attempting to find diffees between defendants predicted restorable
for competency to stand trial, and those foundrestorable for competency to stand trial
(Hubbard & Zapf, 2003; Hubbard, Zapf, & Ronan, 200&ss, Murphy, and Arkowitz (2004)
examined clinical and demographic differences betwsexually violent predators and other
committed forensic patients in a hospital settfdge major aim of finding differences, if they
exist, is to assist examiners in more accuratelgrdening if these individuals can or cannot be
restorable to competency or if particular offend®es more dangerous and require unique
treatment planning. The finding of these studiesidiopertain to the aims of the present study;
however, the methodology is relevant in that omlg other study has been found that briefly
examined demographic and clinical comparisons betveeispected malingerers and an honest
group of forensic patients.

Lewis, Simcox, and Berry (2002) conducted a stuglggia forensic sample of 55 males
undergoing competency to stand trial evaluationsrioninal responsibility evaluations with the

primary aim of examining the effectiveness of thElS and selected MMPI-2 validity scales in
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identifying feigned psychiatric symptoms with thiRS as the criterion measure for group
placement. The authors included in their resuktsi@e information regarding differences
between the feigning (n = 24) and honest (n = 3aYys. Descriptive statistics and chi-square
analyses were used to find significant differené&swever, the authors did not systematically
detail the methodology behind obtaining this infation. Findings included that feigners were
on average younger than the honest respondergrglence of “strong trends” toward
differences on ethnicity and intelligence, and iftetences on any legal variable except the
feigning group faced potentially longer sentendd® authors do indicate that Axis | and Axis Il
diagnoses were taken from clinicians’ reports; haaveit is unclear if these reports were verbal
or found in charts and if they were current ordmist The number of individuals given an Axis |
diagnosis did not differ significantly between the groups; however, more feigners were given
an Axis Il diagnosis than honest responders, artdasfe receiving an Axis Il diagnosis, more
feigners received a diagnosis of Antisocial Perbgn@isorder. Other analyses were conducted
using the MMPI-2 clinical and validity scales iretprediction of group placement (Lewis,
Simcox, & Berry, 2002). A brief paragraph in thenctusion mentions the factors identified as
being more associated with belonging to the feigmgroup; however, the authors do not provide
a rationale or explanation for this minor addittortheir study.
Purposes / Aims of the Present Study
Purpose One

The first purpose of the study was to validateAksessment of Depression Inventory
(ADI) Feigning Scale using “gold standard” assesgmeeasures to determine group placement
of psychiatric inpatients in a known-groups reskaresign. Archival data was collected to

determine categorical placement into one of threems: non-malingering inpatients, probable



19

malingerers, and indeterminate malingerers. Athefinpatients received this battery of
assessments based on Rogers (1997) recommendsgbidrand clinical decision making model
of malingering in that only patients suspectedeadiiing received the full battery of
malingering-specific measures (based on clinicakolation, indicators present in clinical
interviews, or assessment data), rather than ast@froutine intake procedures. The
identification of these three groups was used tolate the Assessment of Depression Inventory
(ADI) Feigning Scale with a known group of malingey inpatients, which provides more
applicability to real-world settings and situatidhan simulation designs. Due to the use of dual
criteria using both “gold standard” personalityemtories and a malingering measure (the
SIRS), correct classification of these groupsrisrgjthened. This is the first study to use dual
criteria “gold standard” measures for group placetnme

A second aim of the present study was to identfeptial demographic, clinical, and
criminal variables that distinguish between probahhlingerers and honest psychiatric
inpatients. The research method used involved syteally reviewing chart data from two
groups of individuals classified as either probahbdingerers or honest responders. This
purpose was similar to the studies with restorablé non-restorable defendants, in that data was
examined that could assist examiners in determifaiggmed from honest presentations of
symptoms. This data was not intended to be usedlysalthat determination or to bias or
stereotype particular individuals, but to be usedanjunction with Rogers and Bender’'s (2003)
detailed suggestions of using multi-modal, mulsessment strategies along with extensive
review of an individual’s history, the use of sedary sources of information, and threshold and
clinical decision making strategies. Hubbard andf{a003) and Hubbard, Zapf, and Ronan

(2003) provide extensive detail in the methodolaggd to accurately compare the two known-
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groups samples and the statistics used to findreifices. Their procedures were followed in the
present study and are described below and in titadde section.

In order to accomplish the aims of the presentystadly the two extreme groups,
probable malingerers and honest psychiatric inptjevere used when analyzing data. This
decision was based on several reasons. Firsstidy is unique in that dual criteria were
required for group membership, a high standarchahed to improve the accuracy of the known-
groups sample. This standard would be “watered dovith the inclusion of the indeterminate
group, in that by definition this group did not rhdaal criteria, similar to the rationale used by
Lewis, Simcox, and Berry (2002) when eliminatingigheterminate group of malingerers. As
such, results of the study would be less meaninfjtbe indeterminate group had been collapsed
into the honest group. As Rogers (1997) points @strength of using a known-groups design is
the increased applicability to real world settiagsl situations, a strength that would have been
weakened if one of the known groups did not havadet the dual criteria standard; therefore,
all subsequent analyses used only the groups whéttihis standard.

Hypthotheses

1. The ADI Feigning Scale (Fg) has not been vatidatith a known-groups sample using dual
criteria standards of a personality measure an&IR&. However, based on previous studies of
the Fg scale (Mogge, 2006; Mogge & LePage, 2004gdéo Steinberg, Fremouw, & Strunk, in
press), it was hypothesized that the Fg scale woelleffective at differentiating the groups and
have at least moderately strong detection ratesdset the honest psychiatric inpatients and
probable malingerers, including sensitivity, spiedy, positive predictive power, negative
predictive power, hit rate, and receiver operatinge (ROC) rates.

2. Limited studies have examined demographic,@iniand criminal profile differences within
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forensic populations, and only one study has ireduany information on potential differences
between probable malingerers and honest respo(ldasss, Simcox, & Berry, 2002). Based on
this study and the four factors listed in D8M-IV-TR(APA, 2000) to alert clinicians to the
possibility of malingering, it is hypothesized thpmbbable malingerers may have more notable
criminal histories and more Axis Il diagnoses. Datthbe coded categorically, and chi-square
analyses as well as descriptive statistics willbed to compare the data.
Method

Participants

The participant database was obtained from arttata collected from 2004 to 2006 at
William R. Sharpe, Jr. Hospital in Weston, WV, apatient facility with four units for civilly
committed patients and two units for forensic paseFor the 2004-2005 fiscal year, the average
daily census at the hospital was 152, with an @eecd 81.25 admissions per month and an
average of 81.67 discharges per month. For the-2006 fiscal year, the average daily census
was 153, with an average of 88.42 admissions p@&timend an average of 87.17 discharges per
month. Approval for conducting the research wasitgid by the university Institutional Review
Board and the hospital’'s research committee. Theewdas collected as either part of routine
intake procedures or as deemed appropriate byrteszditteams due to questions regarding the
credibility of an individual's presentation.
Design

Seventy participants received the necessary assasbattery to be included in the
study, and based on criteria described in the piureesection, were placed in one of three
categories: non-malingering inpatients<22), probable malingerers € 35), and

indeterminate malingerera € 13). Among all participants, the average age 34a2 years; 90%
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were male, and 10% were female. Most of the paditis were Caucasian (95.7%); however,
other races of participants included African Aman¢2.9%) and Other (1.4%). Race, gender,
age, education, marital status, education, livingagon, employment and source of income
demographics for the two extreme groups are sunaedhin Table 1. The indeterminate
malingering group was excluded from analyses dymtential confounds that could be
introduced by not meeting dual criteria standacisggfoup membership.
Materials

Due to the nature of the psychological assessprecess at a large, inpatient hospital,
not all participants received all of the measuiged below. However, each participant received
either or both the Personality Assessment Inver(feAl) or Minnesota Multiphasic Personality
Inventory 2 (MMPI-2), both of which are well-establed, multi-scale personality inventories
with validity indices. In addition, patients mayeareceived a Miller Forensic Assessment of
Symptoms Test (M-FAST), a screening instrumentifatingering, and not received a
Structured Interview of Reported Symptoms (SIRS) ttunot obtaining an elevated M-FAST
score, which renders further malingering assessnemtecessary. Only participants who
obtained a valid personality inventory profile ammelevation on the MFAST did not receive a
SIRS, thus meeting criteria for non-malingeringat@nt. All participants in either the
indeterminate malingering group or probable malimgegroup received both gold-standard
measures, the SIRS and either the MMPI-2 or PAbrder to be included in the study. Among
all participants, 65 were administered the PAI, dddeceived the MMPI-2. Nine participants
completed both personality inventories.

Description of the Miller Forensic Assessment oh@ypms Test (M-FAST)his brief,

structured interview contains 25 items and is desigas a screening measure for malingering
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based on an individual's response style. The M-FA8itains seven subscale scores and an
overall total score. The seven subscales are lmssttategies outlined by Rogers, Bagby, and
Dickens (1992) in the creation of the SIRS: repbktersus observed symptoms, extreme
symptoms, rare combinations, unusual hallucinationasual symptom course, negative image,
and suggestibility. A cut-off total score of sixshaeen used to suggest dishonest responding, and
research using the M-FAST has found this cut stole most effective (Jackson, Rogers, &
Sewell, 2005; Miller, Guy, & Davila, 2000; Milleg001). Alpha coefficients range from .44 to

.82 for subscales and .92 for total score (MilR&0Q1).

Description of the Structured Interview of Repor&anptoms (SIRS)his structure
interview must be administered by a trained clamcand is designed to assess the presence of
feigned psychiatric disorders. The SIRS consiseglit primary scales and includes both
general and detailed inquires. The eight scaldadiec Rare Symptoms (RS), Symptom
Combinations (SC), Improbable and Absurd Symptdd Reported vs. Observed Symptoms
(RO), Direct Appraisal of Honesty (DA), Defensiven®otoms (DS), Overly Specified
Symptoms (OS), and Symptom Onset and Resolution (8@yers, Bagby, & Dickens, 1992).
Based on normative data, each primary scale isitiked into one of four categories: honest,
indeterminate, probable feigning, and definite méang. Typically, results are based on the
number of scales classified as either probablestinite feigning. If one or more scales are
classified as “definite,” or if three or more prinpacales are classified as “probable,” or if the
total raw score is above 76, then the individualassified as feigning (Rogers, Bagby, &
Dickens, 1992). If six or more primary scales aréhe “honest” range, the individual is
determined to be an honest responder. Numerougesthdve examined the validity and

reliability of the SIRS. The SIRS manual providesadthat using the above criteria as cut-offs, a
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positive predictive power of .98 has been found.

Description of the Minnesota Multiphasic Personalitventory 2 (MMPI-2)Lees-Haley
(2002) reports that the MMPI-2 is the most commardgd forensic evaluation instrument. This
multi-scale, self-administered personality invegtoonsists of 567 true-false items. The MMPI-
2 contains 10 clinical scales as well as 3 standalidity scales and multiple additional validity
indices. The most commonly used scales, found thédeffective, for the detection of feigning,
or faking bad, ar&, Fb, and Infrequency minus Correctida £ K), andF(p). A meta-analyses
by Rogers et al. (1994) found significant effezesi with the= andF — K validity scales
(Cohen’s d > 2.00) when distinguishing honest aagning participants. Rogers et al. (1994)
suggested cut scorest 23 (T = 107) (hit rate of 87%ifb > 16 (T = 108) (hit rate of 81%),
andF — K> 10 (hit rate of 85%). ThE(p) scale was not covered in the meta-analysis but has
been found by Arbisi and Ben-Porath (1998) to hgesor to theF scale. Using ai(p) >
100(T), a hit rate of 97-98% was obtained.

Description of the Personality Assessment Inventi®Al). This multi-scale, self-
administered inventory is also widely used in botiensic and non-forensic settings. Its focus is
on the assessment of multiple clinical and persgnariables. The measure consists of 344
items scored on a 4-point scale (“totally falsesfightly true,” “mainly true,” and “very true”).
There are 22 nonoverlapping scales with 4 valisitigles, 11 clinical scales, 2 scales assessing
interpersonal style, and 5 scales related to treatrfMorey, 1991). The four validity scales
consist of the Inconsistency Scale, InfrequencyeSdéegative Impression Management Scale,
and Positive Impression Management Scale. Numexngoislemental validity indices have been
developed in recent years in order to detect biaselistorted response style. To detect

malingering, three scales have been primarily ugetiNegative Impression Management (NIM)
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scale, the Malingering Index (Morey, 1996), andRwgers Discriminant Function (RDF;
Rogers et al., 1996).

The NIM consists of nine items and measure endasenf “extremely bizarre and
unlikely symptoms” (Bagby et al., 2002, p. 72) theaty reflect an individual's attempt to
exaggerate or create a negative impression of a@tiaisal status.

The Malingering Index, described by Bagby et a0@), has eight scoring criteria that
were based on various PAI scales and subscalesi@hifeatures of the Malingering Index
were designed after observing PAI profiles of papants instructed to malinger a mental
disorder and comparing those to clinical inpatieBtsgby et al. (2002) explain that the MAL
Index “is designed to detect a response styleishataracterized by over-endorsement of items
that appear blatantly pathological to the geneudlip, over-endorsement of items rarely
endorsed by clinical populations, and under-enaoesg of subtle symptoms and treatment-
seeking items” (p. 72).

The Rogers Discriminant Function was designed bgrdintiating PAI profiles of honest
patients from those told to feign mental disordel@snest psychiatric inpatients’ PAI profiles
were distinguished from coached and uncoachediohgais instructed to feign a mental disorder
by using a discriminant function analysis (Rogealet1996). The individual's overall response
pattern is compared to genuine inpatients’ patteaxsst is assumed that those attempting to feign
a disorder will not be capable of creating profgasilar to genuine inpatients.

Morey (1991) has examined the NIM’s effectivenesieigi college students and found
that those instructed to respond as if feigningeatal disorder score significantly higher than
those instructed to respond honestly. In 1993, Mosed these profiles from college students to

construct the 8-item Malingering Index. In a papersentation, Gaies and Kinder (1995)
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examined the Malingering Index using honest cosatrdinical patients, and simulated
malingerers and found that no group scored po$tioe all 8 features; however, none of the
honest controls or clinical patients scored gretii@n 3 on the index, indicating that scores
greater than 3 would not have included any falsstives (as cited in Liljequist et al., 1998). In
a study comparing both the MMPI-2 and PAI validitales and indices to detect simulated
feigning of mental disorders (coached and uncog¢Bagjby et al. (2002) found that the Rogers
Discriminant Function (RDF) was “marginally supeti(p. 70) to the MMPI'sF andF(p) in
differentiating genuine psychiatric inpatients’ files from those instructed to malinger.

Description of the Assessment of Depression Invg#dl). The ADI is a 39-tem self-
report measure that assesses the presence aniysefivéepressive symptoms. Individuals rate
on a 4-point scale the frequency of experiencegeadlto each item description in the past two
weeks (“never,” “some,” “often,” or “always.”) Inddition to the 19-item Depression (DEP)
scale, there are two validity scales, includin@datem Feigning (Fg) scale and 4-item Random
(Rd) scale. Eight items are included as distracMogyge and LePage (2004) found that in a
study using an honest inpatient control sampleaasample of participants instructed to feign
depression, the Depression scale correlated watBDiI-11 at .90. Over 79% of the feigners were
identified using the Feigning scale of the ADI wéltut-score of 15, indicating that a score of 15
detected a large portion of simulated malingerdrdenkeeping false positive rates low (less than
3% in combined patient samples).

In addition to the above measures, patient chests William R. Sharpe, Jr. Hospital
were be coded by one or two of three raters, dbngtoup membership, and reviewed to obtain
information outlined below in the Procedure section

Procedure
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Using archival assessment data collected from 20@006, inpatients who received
either the MMPI-2 and/or PAI, the M-FAST and/or SIRand the ADI were grouped into three
categories based on validity indices’ cut-scoras@iteria found to be most effective in the
literature on the MMPI-2 (Arbisi & Ben-Porath, 193ogers et al., 1994) and the PAI (Bagby
et al., 2002; Morey, 1991; Morey, 1996). In ordebe considered effective, the criteria
demonstrated adequate hit rates, and good setysisipiecificity, and positive and negative
predictive power.

The groups included: non-malingering inpatientsppble malingerers, and
indeterminate malingerers. Classification critésigummarized in Table 2. In order to be
classified as a non-malingering inpatient, an irdlial would have received a total score of less
than six on the M-FAST, thus making the SIRS unssaegy to administer, nonelevated validity
indices on either the MMPI-2 or PAI, and elevatédical scales on one of the two multi-scale
personality inventories. In order to be classifasda probable malingerer, a patient would have
received a total score of greater than 6 on theA&-F, at least one primary scale of the SIRS in
the “definite” range, or at least three primarylesan the “probable” range. In addition, the
individual would have received a NIMscore equal to or greater than 92 (two standard
deviations above the clinical population mean amdenstringent than the recommended 85) and
a score of 3 or greater on the Malingering IndethefPersonality Assessment Inventory (PAl),
or meet any of the three criteria set by Rogess.€11994) in his meta-analysis of the MMPI-2
and one criteria found by Arbisi and Ben-PorattOg@)2o achieve high hit rates for the MMPI-2:
1.)F scale score = or > 23 écore 107 or above), Fp scale score of 16 (score of 108 or
above), 3.F — K=or > 10, and 4} (p) score = or > 100. If any of these scores were elevated,

individuals were placed in the probable malingeriagge as long as he/she also had an elevated



28

SIRS score. In order to be classified as an indefmalingerer, a patient would have received an
elevated M-FAST and SIRS score (based on abowiaitor any of the elevated validity

indices described above on either the MMPI-2 or,®t not on both. Of note is that in all
previous studies using known-group comparisons; oné criterion is used for group

placement, such as the SIRS or MMPI-2. This stuthnmgted to define groups more stringently
by using two criterion measures for group placement

The Assessment of Depression Inventory (ADI) Feigracale was validated by
comparing detection rates for the Feigning scaléhfe two extreme groups. Detection rates
included information on specificity and sensitivdlthe ADI feigning scale, positive predictive
power, negative predictive power, and hit rate ANOVA was also conducted comparing ADI
feigning scale scores between the extreme groupy.t@ese two groups were compared when
examining demographic and clinical differences gsire chart coding procedure described
below.

In addition to validating the ADI Feigning scal&act reviews were conducted using the
non-malingering inpatients and the probable malimgegroup. This process followed the
methodology described by Hubbard, Zapf, and Ro2863), who examined differences
between defendants predicted restorable and nonabst to competency. All raters were blind
to group membership. The data was coded categgrieald chi-square analyses and descriptive
statistics were used to examine the data. Thendiwiduals who coded the chart data included a
graduate student (rater 1) completing a practicutheapsychiatric hospital who was familiar
with the presentation of the information, and agh®jogist at the hospital (rater 2). Both raters
were trained in the format and use of the codiregsprior to coding data and used practice

charts. Rater 1 reviewed 27 charts, and Raterigwexd 30 charts. This author reviewed
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approximately half of each rater’s forms (total8) to determine inter-rater reliability. Charts
were numbered without group designation (probaldéngerers or honest inpatients), and a
master list of group placements was used aftemgogliocedures to run analyses.

Results
Validation of the ADI Feigning (Fg) Scale

Mean scores for the extreme groups on the ADI Dsgioe scale score and Feigning
scale score are summarized in Table 3. A one-walysis of variance was conducted to
examine group differences on the Depression scake sA significant effect was founB(1,

56) = 41.01p < .001. The strength of this effect, as measureeté&ysquared, was .43. The
honest psychiatric inpatient groud & 36.68,SD = 9.10) scored significantly lower on the
Depression scale than did the probable malingepnogp M = 53.63,SD = 10.09). A one-way
analysis of variance comparing means of the gromgfe ADI Feigning scale score also
revealed significant differences between gro&igs, 56) = 63.11p < .001. The strength of this
effect, as measured by eta-squared, was .53. Tiialple malingering groupA = 16.23,SD =
3.78) scored significantly higher on the Feigningls score than did the honest inpatient group
(M =9.41,SD=1.71).

Analyses were conducted to determine the abilithhefADI Feigning scale score to
detect malingering using the two extreme groups T&ble 4). The present study supported
findings from previous studies with the ADI Feiggiscale (Mogge, 2006), which indicated a
cut-off score of 14 to be the most effective atuaate detection of group placement. Detection
rates for cut-off scores of 12, 13, 15, and 16adse included in Table 4. Sensitivity and
specificity were calculated, which are, respectivéie probability that identifications of

malingering are made for individuals who are madimgg (sensitivity) and the likelihood that
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honest persons will be classified as honest resrsr{dpecificity). Also calculated were positive
predictive power, or the percentage of individwalhe® were correctly identified to be
malingering, and negative predictive power, orghecentage of individuals correctly identified
to be honest. Hit rate calculations involved therall percentage of individuals correctly
identified between groups.

A cut-off score of 14 detected 80% (28 out of 36jhe individuals in the probable
malingering group, indicating a high level of séingly. None of the participants in the honest
inpatient group scored greater than a 14, yieldif@se positive rate of 0%, or specificity of
100%. Of the participants scoring below the cutsafire of 14, only 7 were in the probable
malingering group, with all 22 honest inpatientshia group as well, revealing negative
predictive power (NPP) of 75.9%. Because none @hibnest inpatients scored above the cut-off
score and all of those who did belonged in the glbtdmalingering group, positive predictive
power (PPP) was at 100%. Among all participantspfate 57 received ADI Feigning scale
scores that correctly identified their group clésation, yielding an overall hit rate of 87.7%.
Receiver Operating Characteristics revealed a R@& ander the curve at .891, or 89.1%.
Demographic, Clinical, and Criminal Profile Differees

Chart reviews for participants in the two mostrexte groups, probable malingerers and
honest psychiatric inpatients, were conducted uaistandard coding sheet (Appendix A).
Twenty-eight files were randomly selected (appraadiely half of each rater’s files) to determine
inter-rater reliability. As shown in Table 5, Kapleaels ranged from .69 to 1.0. Twelve of the
26 total variables (46%) had a Kappa value of 1ad@, 20 of the 26 variables (77%) had a
Kappa value of .80 or higher. The variables with tiost disagreement were Living Situation,

Employment Status, Intellectual Classification, &hakst Serious Type of Offense. The type of



31

offense variable was often a result of failure¢oaunt for a Violent Offense charge. In all cases
of disagreement, charts were reviewed by both tiggnal rater and independent rater in an
attempt to reconcile the difference and locatectireect information. Often, the information was
discrepant within an individual’s chart. Overalfiter-rater reliability was found to be good due
to obtainment of Kappa values of .70 or higher andompared to previous studies utilizing
chart coding procedures (Hubbard, Zapf, & Rona®320

Descriptive statistics for each group are sumnedrin Table 1. Within both groups,
87.7% of participants were male, and 12.3% wereafenMost were Caucasian (93%), with
other races including African American (5.3%) antéD (1.8%). The majority of individuals
were single (43.9%), followed by those divorced.326), married (24.6%), separated (3.5%),
and widowed (1.8%). Additional demographic inforraatfrom each of the two groups is
contained in Table 1.

Using chi square analyses, demographic differebhetseen the two groups were
compared, revealing no significant differencesge,ajender, race, marital status, education,
living situation, employment status, and sourcenobme. In addition, 1Q scores were compared
when that information was available in the chaxisie of the individuals classified as probable
malingerers had received a Wechsler Adult IntefieScale, "8 Edition Categorization (3 =
Borderline range, 1 = Low Average, 5 = Averageyerof the individuals in the honest inpatient
group had received a categorization (2 = Borderline Low Average, 1 = Average, 1 = High
Average). There were no significant differencesveen the groups.

Chi square analyses were also used to examineatlprofile differences, which are
summarized in Table 6. No significant differencesevfound when comparing presence of a

major psychotic disorder or a major nonpsychotsodier. However, there was a significant
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difference when comparing the presence of nonpsichonor disorders, which included
adjustment disorders, personality disorders, aadiiagnosis of malingerin® (3,N = 57) =
10.8,p < .05. Of the probable malingerers, 48.6% had vecka diagnosis of a nonpsychotic
minor disorder that did not include malingeringddri.4% had no diagnosis of a nonpsychotic
minor disorder or malingering. Of the remaining niems of this group, 9.7% had a diagnosis of
malingering, and 35.5% had a diagnosis of a mimwrder and malingering. Among those in
the honest psychiatric inpatient group, 59% hadrgpaychotic minor disorder diagnosis;
however, 36% had no diagnosis in this categoryaiy one individual had a diagnosis of a
minor disorder and malingering. When personaligodiers were examined separately, there
were no overall group differences; however, 10vittlials in the probable malingering group
had a diagnosis of Antisocial Personality Disorctampared to 2 individuals in the honest
psychiatric group. Each group had two individuaésydosed with Borderline Personality
Disorder, and the honest inpatient group includee iadividual with a Paranoid Personality
Disorder Diagnosis. Fourteen from the probable mgaliing group and 8 from the honest
psychiatric inpatient group carried a diagnosi®efsonality Disorder NOS. Nine participants
from each group did not have an Axis Il diagnosis.

Another statistically significant clinical diffenee between the groups was number of
previous hospitalization¥? (1, N = 56) = 7.935p < .01. More individuals in the probable
malingering group had evidence of a previous hasp#tion (n = 34) than in the honest
psychiatric inpatient group (n = 15). Trends towsighificant existed when considering use of
psychotropic medications and previous contact wigémtal health services. Although 19 of the
22 participants in the honest group used psychmtropdications, all 35 of the individuals in the

probable malingering group used medications. Reganrevious contact with mental health
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services, again all members of the probable malinggroup had received previous mental
health services, compared to 19 of those in thes$tanpatient group.

Contrary to the present study’s hypotheses, nbtigeccriminal / legal history variables
were significantly different between the two groupBese are summarized in Table 7.

Discussion

As hypothesized, the Assessment of Depressiomtowe (ADI; Mogge & LePage,
2004) Depression scale scores and Feigning soalessdistinguished between the groups of
participants, with probable malingerers obtaininghkr scores on both scales than the honest
psychiatric inpatients. Detection rates for the A2ligning scale were also obtained using the
two extreme groups, the probable malingerers aadhdimest inpatient group. Using a cut-off
score of 14, the Fg scale accurately detected &a#e@robable malingerers and excluded all of
the honest inpatients, yielding an overall hit @t&7.7%. This high level of sensitivity and
specificity indicate that the ADI Feigning scalentaues to show great promise in its ability to
detect deceptive responding.

A second aim of the study involved the comparisbdemnographic, clinical, and
criminal / legal variables between the two extregraups in attempts to provide additional
information to clinicians who utilize the thresh@dd clinical decision making models in the
assessment of malingering (Rogers & Bender, 2@iB)ilar to the purpose of studies with
restorable and non-restorable defendants (Hubbat&apf, 2003; Hubbard, Zapf, & Ronan,
2003), this data was not intended to be used akarseans of determining deceptive
responding, but to be included in Rogers and Beésn@d2003) suggested use of multi-modal,
multi-assessment strategies along with extenswieweof an individual’s history, the use of

secondary sources of information, and the aboveiored decision making strategies.
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Interestingly, and contrary to the study’s hypotbeasone of the criminal / legal variables
were significantly different between the two grougisd unlike preliminary analysis of
differences between malingerers and honest respefidewis, Simcox, & Berry, 2002), no
demographic variables were significantly differdbifferences were evident within clinical
variables, as evidenced by a greater number ofgpelmalingerers receiving a nonpsychotic
minor diagnosis, which included a personality disordiagnosis (Axis Il) or a diagnosis of
malingering. Almost half of the probable malingerét5%) had received a sole diagnosis of
malingering or had both a malingering and persondisorder diagnosis. Of the participants in
this group, 9.7% had a diagnosis of malingeringl, 35.5% had a diagnosis of a minor disorder
and malingering. Among the personality disorderis, not surprising that more individuals in
the probable malingering group had been diagnosegdAmtisocial Personality Disorder, as
hypothesized. However, other individuals in thebadgle malingering group had been diagnosed
with Borderline Personality Disorder, and the migyan this group had received a Personality
Disorder NOS diagnosis. One possible explanatiothis large number of probable malingerers
with a legitimate diagnosis is that most individsjah an inpatient setting in particular, have
some type of mental health condition or disordat thay have contributed in some way to the
commission of a crime or to difficulties with otlsan their lives. Features of several different
types of personality disorders are the presendéfofult and tumultuous interpersonal
relationships and problems with emotional regutatibhis combination could make an
individual more susceptible to assault and battearges, domestic violence charges, or
destruction of property charges. It is likely thdfpure” malingerer is rare and an exception, not
the rule, to the more common presentation of malimg with a co-occurring nonpsychotic

disorder. This is not to suggest that individual®wpresent as malingering do not or cannot have
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a co-occurring psychotic disorder or nonpsychotegandisorder. This is evident in that there
was no clinically significant difference on eitharthese two clinical factors between the groups.

Yet another significant clinical difference betwehe two groups was number of
previous hospitalizations, with all individualstime probable malingering group having had a
previous hospitalization. Although this findingtially seems surprising, several possible
explanations could be applied. First, the aboveamgtion for the presence of nonpsychotic
minor disorders (such as personality disorderg)gleith malingering could apply to this
finding as well. Personality disorders, particutaHose with Cluster B traits, can present serious
interpersonal problems for individuals, and tho$®\are affected by them could be more likely
to contact outside authorities and mental healdfigssionals for assistance. Another explanation
involves a possible tendency that for individuateovpresent clinically in order to receive
secondary gain, they may more willingly or ovedsek inpatient treatment. Those with a
legitimate serious mental illness often lack insigihd fail to comply with or seek out treatment.
In addition, individuals in the probable malingegrigroup who had been hospitalized previously
could have obtained knowledge about symptoms otahédimess that could assist them in
feigned presentations of mental illness. These sapkanations could also apply to the trends
found in the present study regarding use of psyopat medications and previous contact with
mental health services. Again, all individualshe probable malingering group used
psychotropic medications and had previous cont&btmwental health services.

Contrary to the study’s hypothesis that crimini@gal variables may be significantly
different between the groups, no differences weoad. Perhaps this result is due to the impact
that one’s psychiatric condition can have on judgimenpulse control, and ability to rationally

consider the consequences of one’s actions. Thgs@rments can lead to behaviors that are
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illegal and/or harmful to others and result in leagaolvement and/or a criminal charge.

When considering the findings of the present stitdgppears that “red flags” typically
used to alert clinicians to assess for malingeinrgn inpatient setting (use of the threshold
model) may not be “red flags” at all. The preseotkegal charges or a legal history does not
necessarily indicate that one may be malingeringil&ly, having a legitimate psychiatric
diagnosis, previous contact with mental healthisesy previous inpatient hospitalizations, and
use of psychotropic medications does not indidadé dne is1ot malingering. The importance of
multi-modal, multi-assessment strategies is onegndgghlighted from these results (Rogers,
1997). In addition, the study’s findings most likeleneralize to other inpatient settings,
particularly those with forensic units, and may geheralize to outpatient settings or jails /
prisons.

In addition to the strong and promising findinggloé present study, several limitations
are necessary to mention. First, the participagtsived a particular battery of assessments
based on treatment team decisions and individeslgmtation. However, it is unknown how
many of those in the probable malingering groupenwatempting to malinger depression
specifically and not psychosis or other psychiadgimptoms. As such, this validation of the ADI
Feigning scale is more similar to studies examirimggeffectiveness of a measure’s ability to
detect deceptive responding in general and notedsm specifically. Of note, however, is that
those in the probable malingering group did ob&airoverall mean score higher than the other
two groups for the Depression scale, suggestintgstirae or all were endorsing symptoms of
depression. Whether or not they were initially miping to feign depression, it appears that their
responding is likely similar to those whose intentis to malinger depression.

A further limitation to the study is the relativernogeneity of the sample and the small
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sample size. Almost all participants were Caucasrahmale. Ninety percent of the participants
included in the study were male, and 95.7% werec@€sian. Within the probable malingering
group, only three participants were femaenore heterogeneous sample, including a larger
number of females and a more diverse representatiother races, may impact the presence of
demographic, clinical, and criminal / legal vareblifferences. It is difficult to draw general
conclusions, particularly whether or not demogragliiferences exist between the two groups,
when the sample itself is similar. A larger, moneedse sample size and replication are also
needed.

Another limitation of the present study involves thifficulties inherent in coding data
from inpatient charts. While Sharpe Hospital condyeriodic chart reviews for accuracy and
guality assurance checks, including reviews frorAHO, information contained in hospital
charts is often incomplete or discrepant. Whiledheent study evidenced good levels of inter-
rater reliability, more detailed information frorhart reviews would be preferred, including type
of psychotropic medication and number of previoosgitalizations.

The results of this study suggest that the Assassaidepression Inventory (ADI;
Mogge & LePage, 2004) Feigning scale is a usegsmnent in detecting individuals who are
attempting to feign depression or who are compledissessments with a deceptive response
style. The Feigning scale demonstrated 80% seitgiimd 100% specificity using a cut score of
14 with known groups’ samples. The use of multgdsessments to classify individuals as
malingering is vital (Rogers, 1997), in that missification could prevent appropriate treatment
and lead to unfair outcomes in the justice systealure to correctly classify individuals as
malingering, however, could lead to unnecessarytisgental health care resources and

injustice in the legal system. The Assessment gir&ssion Inventory (ADI; Mogge & LePage,
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2004) represents an advancement in the assessfmealimgering of specific disorders while
also assessing for the presence of a particulardis.

In addition, the results of this study suggest theators previously considered to be
indicative of legitimate psychiatric presentatigpsesence of a psychiatric diagnosis, previous
hospitalizations) may not accurately represenofadhat should be used to make this type of
determination. Future research examining the effecess of the ADI Feigning scale and the
clinical, demographic, and legal profile differead#etween probable malingerers and honest
responders could include diverse samples in vafanensic settings, such as outpatient clinics,

private practices, and in correctional settings.
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Comparison of Probable Malingerers and Honest ligras on Demographic Variables

Probable Honest
Category Malingerers Inpatients
(n=35) (n=22)
n % n % X2 df p
Race 1.64 2 440
Caucasian 33 (94.3%) 20 (90.9%)
African Amer. 2 (5.7%) 1 (4.5%)
Other 0 1 (4.5%)
Gender 1.16 1 282
Male 32 (91.4%) 18 (81.8%)
Female 3 (8.6%) 4 (18.2%)
Age 30.98 27 272
18 2 (5.7%) 1 (4.5%)
20 1 (2.86%) 1 (4.5%)
21 1 (2.86%) 0
22 1 (2.86%) 0
24 1 (2.86%) 1 (4.5%)
25 3 (8.6%) 3 (13.6%)
26 3 (8.6%) 0
27 2 (5.7%) 1 (4.5%)
28 2 (5.7%) 0



29
30
31
32
33
34
36
37
38
39
42
44
45
46
47
49
50
51
53
Marital Status
Single

Married

0

2 (5.7%)

1 (2.86%)

1 (2.86%)

1 (2.86%)

1 (2.86%)
0

2 (5.7%)
0

1 (2.86%)

1 (2.86%)

1 (2.86%)
0

3 (8.6%)
0

4 (11.4%)
0

1 (2.86%)

0

15 (42.9%)

7 (20%)

46

2 (9.1%)
0
0

2 (9.1%)
0
0

1 (4.5%)

1 (4.5%)

1 (4.5%)

1 (4.5%)
0

1 (4.5%)

3 (13.6%)
0

1 (4.5%)
0

1 (4.5%)
0

1 (4.5%)

285 4 583
10 (45.45%)

7 (31.8%)




Divorced

Widowed
Separated
Education
Unknown
Elementary
High School
College
Living Situation
Unknown
Alone
Homeless
Family/Friends
Employment
Unknown
Unemployed
Full-Time
Part-Time
Student
Source of Income
Unknown
Unemployed

Employed

10 (28.6%)

1 (2.86%)

2 (5.7%)

1 (2.86%)
6 (17.14%)
21 (60%)

7 (20%)

2 (5.7%)
3 (8.6%)
10 (28.6%)

20 (57.1%)

1 (2.86%)
32 (91.4%)
2 (5.7%)
0

0

2 (5.7%)
20 (57.1%)

2 (5.7%)

5 (22.7%)

0
2 (9.1%)
11 (50%)

9 (40.9%)

0
2 (9.1%)
5 (22.7%)

14 (63.6%)

0
19 (86.4%)
1 (4.5%)
1 (4.5%)

1 (4.5%)

0
14 (63.6%)

1 (4.5%)

.308

537

422

.548

47
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Disability 11 (31.4%) 6 (27.3%)

Family Support 0 1 (4.5%)

IQ Classification 2.938 4 .568

Unknown 26 (74.3%) 17 (77.3%)
Borderline 3 (8.6%) 2 (9.1%)

Low Average 1 (2.86%) 1 (4.5%)
Average 5 (14.3%) 1 (4.5%)

High Average 0 1 (4.5%)

Note. Amer. = American



Table 2

Criteria for Group Placement

49

Group SIRS MMPI-2 PAI
F>=107T orFb >= NIM T >=92 or

Probable 1 scale = Definite or 108T orF — K>= 3 or>on MAL or

Malingerers 3 scales = Probable 10 orF(p) >= 100T Elevated RDF

Indeterminate
Malingerers
Non-Malingering

Inpatients

SIRS scores as

above or invalid

MMPI-2 or PAI
No SIRS or MFAST

<6 Valid profile

Valid profile
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Table 3

Assessment of Depression Inventory (ADI) ScaleeSodeross Group Conditions

Probable Honest
Malingerers Inpatients
(n=35) (n=22) Eta
Scale Mean SD Mean SD F(1, 56) squared
Depression 53.63 (10.09) 36.68 (9.10) 41.01%** 427
Feigning 16.23 (3.78) 9.41 (1.71) 63.11%** 534

Note. Depression = Assessment of Depression Inskebtepression scale; Feigning = Assessment of Bsjoe Inventory
Feigning scale. *** 9p < .001.



Table 4

Detection Rates of the ADI Feigning Scale Scores
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Sensitivity ~ Specificity PPP NPP Hit Rate
Cutoff Score
12 82.9% 86.4% 90.6% 76% 84.2%
13 80% 90.9% 93.3% 74.1% 84.2%
14 80% 100% 100% 75.9% 87.7%
15 71.4% 100% 100% 68.8% 82.5%
16 51.4% 100% 100% 56.4% 70.2%

Note. PPP = Positive Predictive Power; NPP = Negd&iredictive Power; ROC = Receiver Operating Gharastics



52

Table 5

Inter-rater Reliability for Demographic, Clinicagnd Criminal / Legal Variables

Variable Cohen’s Kappa
Age 1.00
Gender 0.87
Ethnicity 1.00
Marital Status 0.95
Education Level 1.00
Living Situation 0.69
Employment Status 0.73
Source of Income 0.82
Intellectual Classification 0.74
Diagnosed with Psychotic disorder 1.00
Diagnosed with Non-psychotic Major Disorder 1.00
Diagnosed with Non-psychotic Minor Disorder 1.00
Type of Personality Disorder 0.89
Diagnosed with Alcohol Use Disorder 1.00
Diagnosed with Drug Use Disorder 1.00
Diagnosed with Alcohol and Drug Use Disorder 1.00
Most Serious Type of Disorder 0.95
Previous Mental Health Services 1.00
Previous Hospitalizations 1.00

Use of Psychotropic Medications 0.94
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Charged with Violent Offense
Charged with Property Offense
Charged with Miscellaneous Offense
Most Serious Type of Offense
Charged with Murder

Previous Criminal History

0.79

0.94

0.85

0.74

1.00

0.75




Table 6

Comparison of Probable Malingerers and Honest ligyas on Clinical Variables

Probable Honest
Category Malingerers Inpatients
(n=35) (n=22)
n % n % X2 df p
Psychotic Disorder .380 1 .538
Yes 10 (28.6%) 8 (36.4%)
No 25 (71.4%) 14 (63.6%)
Nonpsychotic Major
Disorder 011 1 915
Yes 10 (28.6%) 6 (27.3%)
No 25 (71.4%) 16 (72.7%)
Nonpsychotic Minor
Disorder 10.797 3 .013*
Yes 17 (48.6%) 13 (59%)
No 4 (11.4%) 8 (36.4%)
Malingering 3 (8.6%) 0
Malingering and
Minor Disorder 11 (31.4%) 1 (4.5%)
Personality Disorder 5.28 4 .260
None 9 (25.7%) 9 (40.9%)

Paranoid 0 1 (4.5%)
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Antisocial
Borderline
NOS
Alcohol Use D/O
Yes
No
Drug Use D/O
Yes
No
Alcohol and Drug
Yes
No
Most Serious D/O
Psychotic
Nonpsychotic Major
Nonpsychotic Minor
Drug or Alcohol
Previous
Hospitalization
Yes
No
Psychotropic

Medication

10 (28.6%)
2 (5.7%)

14 (40%)

5 (14.3%)

30 (85.7%)

3 (8.6%)

32 (91.4%)

18 (51.4%)

17 (48.6%)

10 (28.6%)
7 (20%)
7 (20%)

11 (31.4%)

34 (97.1%)

1 (2.86%)

2 (9.1%)
2 (9.1%)
8 (36.4%)
338 1
2 (9.1%)
20 (90.9%)
368 1
3 (13.6%)
19 (86.4%)
211 1
7 (31.8%)
15 (68.2%)
695 3
8 (36.4%)
5 (22.7%)
4 (18.2%)

5 (22.7%)

7.935 1

15 (68.2%)

6 (27.3%)

3.457 1

.561

544

146

874

.005**

.063




Yes

No

Previous Contact

Mental Health

Yes

No

35 (100%)

0

35 (100%)

0

19 (86.4%)

2 (9%)

19 (86.4%)

2 (9%)

56

3.457 1 .063

Note. D/O = Disorder; NOS = Not Otherwise SpecifidDS = Not Otherwise Specified; *g< .05; ** =p < .01



Table 7

Comparison of Probable Malingerers and Honest ligrats on Criminal/Legal Variables

Probable Honest
Category Malingerers Inpatients
(n=35) (n=22)
n % n % X2 df p
Violent Offense 485 1 486
Yes 19 (54.3%) 14 (63.6%)
No 16 (45.7%) 8 (36.4%)
Property Offense .307 1 579
Yes 12 (34.3%) 6 (27.3%)
No 23 (65.7%) 16 (72.7%)
Miscellaneous
Offense 1.236 1 .266
Yes 17 (48.6%) 14 (63.6%)
No 18 (51.4%) 8 (36.4%)
Most Serious
Offense 3.73 3 292
Violent 19 (54.3%) 14 (63.6%)
Property 4 (11.4%) 2 (9.1%)
Miscellaneous 5 (14.3%) 0
None 7 (20%) 6 (27.3%)
Murder Charge .236 1 .627




Yes 2 (5.7%)

No 33 (94.3%)
Criminal History

Yes 25 (71.4%)

No 10 (28.6%)

2 (9.1%)

20 (90.9%)

16 (72.7%)

6 (27.3%)

011

915

58

Note. Type of offense was based on having a |duaige.
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Appendix A

CODING FORM: CLINICAL / DEMOGRAPHIC PROFILE DIFFERENCES
DEMOGRAPHIC INFORMATION
1. Age

2. Gender
Male 1
Female 2

3. Ethnicity
Caucasian
African American
Hispanic
Native American
Asian
Bi-Racial
Other

NOONWN

4. Marital Status
Single 1
Married 2
Divorced 3
Separated 4
Widowed 5

5. Education Level
Unknown
Elementary
High School
College
Vocational

U‘Ihwl\)l—\

6. Living Situation (outside of hospital; prior &mission)

Unknown 1
Alone Independently 2
Homeless 3
Family/Friends 4

7. Employment Status (prior to admission)
Unknown 1
Unemployed 2

Employed Full Time 3
Employed Part Time 4
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Student 5
Other 6
8. Source of Income (prior to admission)
Unknown 1
Unemployed 2
Employed FT or PT 3
Disability 4
Family Support 5

9. Intellectual Classification (According to WAI8-Categorization)
Extremely Low (69 and below)
Borderline (70-79)

Low Average (80-89)

Average (90-109)

High Average (110-119)
Superior (120-129)

Very Superior (130 and above) 7

PSYCHIATRIC VARIABLES
*Based on most recent (current) diagnosis from unit psychiatrist

1. Diagnosed with psychotic disorder (schizophrgpsychosis NOS; mood disorder w/
psychotic features)

YES (1)
NO (2

2. Diagnosed with nonpsychotic major disorder (mdgpression; bipolar disorder; organicity)
YES (1)
NO (2

3. Diagnosed with nonpsychotic minor disordersysiipent disorders; personality disorders)
YES (1)
NO (2

Malingering (3)
Malingering and other minor (4)

4. Type of personality disorder
Paranoid Personality Disorder
Schizoid Personality Disorder
Schizotypal Personality Disorder
Antisocial Personality Disorder
Borderline Personality Disorder
Histrionic Personality Disorder
Narcissistic Personality Disorder



Avoidant Personality Disorder
Dependent Personality Disorder

Obsessive-Compulsive Personality Disorder 10

Personality Disorder NOS

5. Alcohol use disorder
YES (1)
NO (2

6. Drug use disorder
YES (1)
NO (2

7. Alcohol and drug use disorder (Both)
YES (1)
NO (2

8. Most serious type of disorder
Psychotic 1
Nonpsychotic major disorder 2
Nonpsychotic minor disorder 3
Drug or alcohol use disorder 4
No diagnosis 5

9. Previous contact with mental health services
YES (1)
NO (2)

10. Previous hospitalizations
YES (1)
NO (2)

11. Psychotropic medications

YES (1)
NO (2)

CRIMINAL / LEGAL HISTORY

1. Charged with a violent offense (against anogieeson)

YES (1)
NO (2)

2. Charged with a property offense
YES (1)
NO (2

8
9

11

61



3. Charged with a miscellaneous offense

YES (1)
NO (2)

4. Most serious type of offense
Violent 1
Property 2

Miscellaneous 3

5. Charged with murder

YES (1)
NO (2)
6. Presence of previous criminal history
YES (1)
NO (2)
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