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CAse  self-reported TBI
When charged with raping a 19-year-old wom-
an, Mr. P, age 32, pleads not guilty by reason of 
insanity (NGRI). He has a self-reported history 
of traumatic brain injury (TBI) and claims that 
since suffering a blow to the head 8 years be-
fore the rape, he has experienced episodes of 
personality changes, psychosis, and violent 
behavior. Mr. P is adamant that any wrongdo-
ing on his part was beyond his control, and he 
argues that consequences of the brain injury, 
such as hallucinations and aggressive behavior, 
had recently emerged. The court asks that a fo-
rensic psychiatrist evaluate Mr. P.

 An only child, Mr. P was raised by his 
mother in an inner city area. His father was 
dependent on alcohol and cocaine and aban-
doned the family shortly after Mr. P’s birth. 
Mr. P abuses alcohol, as evidenced by previ-
ous driving under the influence charges, but 
denies illicit drug use. He graduated from high 
school with average grades and denies a his-
tory of disciplinary action at school or home. 
Although Mr. P was charged with misdemean-
ors in his late teens, the sexual assault is his 
first felony charge. Mr. P describes himself as 
a “charmer.” 

After high school, Mr. P worked full-time 
in construction, where he claims he suffered 
a traumatic blow to the head. Despite this  
injury, he continued to work and socialize and 
never sought treatment at a mental health clinic. 

Which cognitive impairment is most  
common among patients with head injury?
 a) impaired attention
 b) memory loss
 c) impulse dyscontrol
 d) poor judgment

The authors’ observations

Although defendants may legitimately suf-
fer from TBI and resultant complications, 
many individuals capitalize on a history of 
minor head injury to support their NGRI 
defense.1 Forensic psychiatrists must re-
tain a healthy degree of clinical suspicion 
for malingering in defendants who claim 
NGRI as a result of complications from 
brain injury, especially when the injury 
and complications are not documented 
and simply patient-reported. 

TBI is a CNS injury that occurs when an 
outside force traumatically injures the brain 
and can cause a variety of physical, cogni-
tive, emotional, and behavioral effects (Ta-
ble 1, page 65).2 Cognitive deficits include: 

•	 impaired attention
•	 disrupted insight
•	 poor judgment
•	 thought disorders. 

Mr. P pleads not guilty to rape charges, claiming a head injury  
8 years ago caused personality changes, psychosis, and violent 
behavior. Is he malingering?

continued on page 65
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Reduced processing speed, distractibility, 
and deficits in executive functions such as ab-
stract reasoning, planning, problem solving, 
and multitasking have been documented. 
Memory loss—the most common cognitive 
impairment among head-injured people—oc-
curs in 20% to 79% of people with closed head 
trauma, depending on injury severity.3 People 
who have suffered TBI may have difficulty 
understanding or producing spoken or writ-
ten language, or with more subtle aspects of 
communication, such as body language.

TBI may cause emotional or behavioral 
problems and personality changes. Mood 
and affect changes are common. TBI predis-
poses patients to obsessive-compulsive dis-
order, substance abuse, dysthymia, clinical 
depression, bipolar disorder, phobias, panic 
disorder, and schizophrenia.4 Frontal lobe 
injuries have been correlated with disinhibi-
tion and inappropriate or childish behavior, 
and temporal lobe injuries with irritability 
and aggression.5

TBI and the insanity defense
The M’Naghten Rule of 1843 requires that 
for an insanity defense, the defendant must 

have a mental disease or defect that causes 
him not to know the nature and quality or 
the wrongfulness of his act.6 TBI is an ab-
normal condition of the mind leading to a 
mental disease that can substantially affect 
control of emotions and behaviors. 

Nevertheless, TBI-induced criminality 
remains controversial.7 Theories on the eti-
ology of impulse dyscontrol resulting from 
TBI have suggested structural damage to the 
brain and altered neurotransmitters. In TBI, 
the amygdala—which is located within the 
anterior temporal lobe and adjoins emotions 
to thoughts—often is injured. Damage to 
this structure leads to poor impulse control 
and violent behavior. Damage to specific 

Clinical Point

Temporal lobe 
injuries are 
associated  
with irritability  
and aggression

TBI symptoms correspond to area of injury

Table 1

Area of injury Motor/sensory Psychiatric/behavioral Cognitive

Brain stem Decreased vital 
capacity in breathing, 
dysphagia

Sleep difficulties Inability to categorize 
objects, difficulty with 
organization

Frontal lobe Aphasia, praxis Disinhibition, personality 
changes

Impaired executive function

Cerebellum Nystagmus, tremor Labile emotions Inability to process 
information

Parietal lobe Apraxia Personality changes Neglect

Occipital lobe Visual field cuts; 
diminished 
proprioception

Visual hallucinations Color agnosia; inability to 
recognize words; difficulty 
reading, writing, and 
recognizing drawn objects

Temporal lobe Seizure Libido changes, 
humorless verbosity, 
aggression, olfactory 
perceptual changes

Prosopagnosia, aphasia, 
agnosia, memory loss, 
inattention

TBI: traumatic brain injury
Source: Reference 2

continued from page 62

Common external incentives  
for malingering

Table 2

Evading criminal responsibility

Disability claims/financial gain

Avoiding military duty

Evading work

Obtaining drugs

Seeking food/shelter

continued on page 67



Cases That Test Your Skills

Current Psychiatry
Vol. 9, No. 3 67

neurotransmitter systems that causes ele-
vated norepinephrine and dopamine levels 
and reduced serotonin levels have also been 
implicated as a cause of impulse dyscontrol 
in TBI patients.8 

In theory, TBI patients potentially could 
have enough cognitive impairment to have a 
substantial lack of appreciation of the crimi-
nality or wrongfulness of an act. TBI-related 
impulsivity and cognitive impairment can 
lead to recklessness and negligence.9 The 
U.S. Supreme Court has acknowledged that 
CNS dysfunction affects judgment, reality 
testing, and self-control.10 

eVALUATION  Vague answers
To determine whether Mr. P’s defense is 
plausible, the forensic psychiatrist must pay 
attention to the details of the patient’s pre-
sentation and history. During the interview, 
Mr. P quickly shifts from cooperative to ob-
stinate and restricted. He ruminates on the 
head injury causing him to suffer auditory 
hallucinations, which he claims he always 
obeys. Mr. P refuses to provide details of the 
hallucinations, however, and answers most 
questions about the head injury or his de-
fense with vague answers, including “I don’t 
know.” 

Because of Mr. P’s reluctance to share infor-
mation, his lack of psychiatric symptoms other 
than those he self-reports, and the presence of 
potential secondary gain from an NGRI defense, 
the psychiatrist begins to suspect malingering. 

The authors’ observations

Malingering is a condition—not a diagno-
sis—characterized by intentional production 
of false or grossly exaggerated physical or 
psychological symptoms motivated by ex-
ternal incentives.11 The presence of external 
incentives distinguishes malingering from 
psychiatric illnesses such as factitious and 
somatoform disorders, in which there is no 
apparent external incentive. Malingering of 
psychiatric symptoms occurs in up to 20% of 
forensic patients, 5% of military recruits, and 
1% of mental health patients.5 Stimuli for ma-
lingering range from seeking food and shel-
ter to avoiding criminal responsibility (Table 
2, page 65). Malingering is more common 
in individuals being evaluated for criminal 
responsibility than for competence to stand 
trial. The 3 categories of malingering are: 

•	 	pure malingering—feigning a nonex-
istent disorder

•	 	partial malingering—consciously ex-
aggerating real symptoms

Clinical Point

If you suspect 
malingering, 
combine a structured 
clinical interview with 
collateral sources

Criteria for malingered psychosis

Table 3

A. Understandable motive to malinger

B. Marked variability of presentation as evidenced by ≥1 of the following:
 1. Marked discrepancies in interview and non-interview behaviors
 2. Gross inconsistencies in reported psychotic symptoms
 3. Blatant contradictions between reported prior episodes and documented psychiatric history

C. Improbable psychiatric symptoms as evidenced by ≥1 of the following:
 1.  Reporting elaborate psychotic symptoms that lack common paranoid, grandiose, or religious 

themes
 2. Sudden emergence of purported symptoms to explain antisocial behavior
 3. Atypical hallucinations and delusions

D. Confirmation of malingering by either:
 1. Admission of malingering following confrontation, or 
 2.  Presence of strong corroborative information, such as psychometric data or history  

of malingering

Source: Reference 14

continued on page 74
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•	 	false imputation—ascribing real symptoms to 
a cause the individual knows is unrelated to the 
symptoms.12 

Determining if a defendant with a history of TBI is ma-
lingering requires a multi-step approach that encompass-
es the clinical interview, a thorough review of collateral 
data, and focused psychological testing. In interviews, 
psychiatrists detect approximately 50% of lies, which is 
no better than would be discovered by chance.13 If you 
suspect a patient is malingering, combine a structured 
clinical interview with collateral sources such as old hos-
pital records, treatment history, insurance records, police 
reports, and interviews with close family and friends. 

TBI patients’ poor cognition, memory deficits, and 
inattention will prove challenging. Malingering pa-
tients who attempt to capitalize on a pre-existing TBI 
to evade responsibility for a current criminal charge 
may grossly exaggerate or even fake intellectual defi-
cits. Be patient with such defendants and remain aware 
that such people will give vague or hedging answers 
to straightforward questions, often accompanied by “I 
don’t know.” Prolonging the interview may be helpful 
because it may fatigue a defendant who is faking.12

Some patients who malinger after sustaining a TBI will 
attempt to feign psychotic symptoms. Table 3 (page 67)14  
illustrates criteria for assessing a patient suspected of 
malingering psychosis and Table 414 highlights atypi-
cal psychotic symptoms that suggest feigning illness.  
Malingering of psychosis can be both assessed in the in-
terview and through testing. 
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Atypical psychotic symptoms 
that suggest malingering

Table 4

Hallucinations

Continuous rather than intermittent

Vague or inaudible auditory hallucinations

Stilted language reported in hallucinations

Inability to state strategies to diminish voices

Self-report that all command hallucinations were obeyed

Visual hallucinations in black and white

Delusions

Abrupt onset or termination

Eagerness to call attention to delusions

Conduct markedly inconsistent with delusions

Bizarre content without disordered thinking

Source: Reference 14
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The Personal Assessment Inventory (PAI)16 
is a 344-item test with a 4-point response for-
mat. The 22 scales cover a range of important 
axis I and II psychopathology. 

SIRS17 is the gold standard in detecting 
malingered psychiatric illness; it includes 
questions about rare symptoms and un-
common symptom pairing. M-FAST18 was 
developed to provide a brief, reliable screen 
for malingered mental illness. It has shown 
good validity and high correlation with 
the SIRS and MMPI-2. 

Tests of exaggerated cognitive impair-
ment are extremely important in evaluating 
patients who claim to suffer from compli-
cations following TBI. TOMM19—a 50-item 
recognition test designed to discriminate 
between true memory-impaired patients 
and malingerers—is the most studied and 
valid of such tests. Defendants’ scores that 
meet the recommended criteria for detect-
ing malingering—≥5 errors on the reten-
tion trial—were found to also report a 
history of head injury.1 

Although not as well validated, the Port-
land Digit Recognition Test (PDRT)20 is an 
alternative to the TOMM. This test is a forced-
choice measure of recognition designed for 
assessing the possibility of malingering in 

Which test is the gold standard for  
detecting malingered psychiatric illness?
 a)  Minnesota Multiphasic Personality  

Inventory (MMPI-2)
 b)  Structured Interview of Reported  

Symptoms (SIRS)
 c)  Miller Forensic Assessment of Symptoms 

Test (M-FAST)
 d) Test of Memory Malingering (TOMM)

Psychological testing
Several standardized diagnostic instru-
ments can be used to help determine 
whether a patient is feigning or exaggerat-
ing psychotic symptoms or cognitive im-
pairments (Table 5). Testing for a patient 
such as Mr. P—who attributes any crimi-
nal wrongdoing to psychosis and also cites 
limited cognition as a reason for trouble in 
the interview—would include personality 
tests, tests to assess exaggerations of psy-
chosis, and cognitive tests. 

In the forensic setting, the preferred per-
sonality test is the MMPI-2.15 It consists of 
567 items, with 10 clinical scales and several 
validity scales. The F scale, “faking good” 
or “faking bad,” detects people who are an-
swering questions with the goal of appear-
ing better or worse than they actually are. 

Clinical Point

Prolonging the 
interview may  
help by fatiguing 
a patient who is 
faking

standardized diagnostic instruments for detecting malingering

Table 5

Test Clinical use

Personality

MMPI-2 F scale detects lying. Several validity scales

PAI Covers a range of axis I and II psychopathology

Psychotic symptoms

SIRS Gold standard in detecting exaggerated psychotic symptoms

M-FAST Screening tool to assess exaggerated psychosis; brief and reliable

Cognitive impairment

TOMM Highest validity of all tools to test memory malingering

PDRT Assesses the possibility of malingering. Not widely studied and validity/reliability 
are suspect

VSVT Useful for inpatient and outpatient settings

WMT Evaluates effort put forth by the participant

M-FAST: Miller Forensic Assessment of Symptoms Test; MMPI-2: Minnesota Multiphasic Personality Inventory; PAI: Personal  
Assessment Inventory; PDRT: Portland Digit Recognition Test; SIRS: Structured Interview of Reported Symptoms; TOMM: Test of 
Memory Malingering; VSVT: Victoria Symptoms Validity Test; WMT: Word Memory Test
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individuals claiming mental illness because 
of head injury. The Victoria Symptoms Va-
lidity Test (VSVT)21 is used in outpatient and 
inpatient settings and also uses a forced- 
choice model to assess possible exaggeration 
or feigning of cognitive impairments. Finally, 
the Word Memory Test (WMT)22 is a neuro-
psychological assessment that evaluates the 
effort participants put forth. 

OUTCOMe  Unsupported claims
Mr. P’s hospital records reveal a very minor head 
trauma that resulted in no structural brain abnor-
malities on imaging tests. Collateral interviews 
with Mr. P’s family and close friends fail to support 
the defendant’s claim that after the accident he 
began to experience behavioral changes and pe-
riods of psychosis. Mr. P’s SIRS and TOMM scores 
indicate malingering, and the psychiatrist did not 
support his NGRI defense.
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