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ABSTRACT
Introduction: Malingering can be divided into simulation and exaggeration of symptoms. Malingering
has traditionally been considered rare in general psychiatry. In contrast to earlier estimates, more
recent studies report that doctors suspect malingering frequently in psychiatric emergency depart-
ments. The aim of this study is to survey how often doctors in psychiatric emergency units in a public,
free-of-charge, mental health service suspect that patients are malingering, and which diagnoses,
symptom complaints and suspected reasons for malingering doctors ascribe to their patients.
Methods: Questionnaires were distributed in three psychiatric emergency departments in Denmark.
Suspected simulation and exaggeration were rated with a 5-point scale. Doctors were encouraged to
write down the symptoms and perceived causes for suspected malingering.
Results: 362 questionnaires were filled in. 25% of all patients were suspected of simulating to some
degree. 8% of patients were highly suspected or definitely believed to be simulating. Patients com-
plaining of suicidal ideation were most frequently suspected of malingering. ‘Attention seeking’ was
the most common suspected reason for malingering. Patients with diagnoses of substance use and
personality disorder were the most suspected of malingering.
Conclusion: This is the first study to investigate doctors’ suspicions of psychiatric malingering in a
European setting. Patients with established personality and substance use disorder are at higher risk
of being suspected of malingering, which potentially affects the course of treatment significantly. The
rise in suspected malingering is conspicuous and requires further investigation. Doctors are encour-
aged to act conservatively upon suspicion of malingering in emergency psychiatry.
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Introduction

Suspicion of malingering appears to have increased during
the last decades. As shown in a recent study, up to 20% of
patients in an emergency psychiatric department in the
United States were strongly suspected of malingering [1],
and as many as 42% of patients were suspected of malinger-
ing in another American hospital [2].

These high levels of suspicion are in striking contrast to
estimates on the prevalence of malingering. The ICD-10
states that: ‘Malingering is comparatively common in legal and
military circles, and comparatively uncommon in ordinary civil-
ian life.’ [3]. Kaplan & Sadock’s Synopsis of Psychiatry approx-
imates the prevalence of malingering to 10-20% in forensic
settings, but only around 1% in general psychiatry [4]. It
seems that the prevalence of suspected malingering is much
higher than the estimate of malingering proper.

Literature review

The ICD-10 defines malingering as the intentional simulation
or significant exaggeration of symptoms specifically

motivated by external incentives or rewards: ‘… evading
criminal prosecution, obtaining illicit drugs, avoiding military
conscription or dangerous military duty, and attempts to
obtain sickness benefits or improvements in living conditions
such as housing’ [3]. The DSM-5 and ICD-11 have similar defi-
nitions of malingering [5,6].

Malingering can be divided into pure malingering (simula-
tion of non-existent symptoms) and partial malingering
(exaggeration of already existent symptoms) [7].

The exact prevalence of psychiatric malingering is
unknown, as it is in most circumstances not possible to
know for sure if patients are making up symptoms. Certainty
is not guaranteed, even when patients admit malingering, as
dissimulation also occurs [8].

Some authors have based an estimate upon registered
malingering in the medical records [9]. However, this
approach is problematic as malingering is often not regis-
tered, even when suspicions are high [2]. Others have taken
doctors’ suspicion of malingering as an actual prevalence [1].
The problem here is that this assessment could be erroneous
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and an expression of the doctors’ or other staff’s
preconceptions.

An older study investigated 173 psychiatrists’ attitudes to
a vignette case story. The case varied with information about
a previous diagnosis of personality disorder. When informed
about this, the psychiatrists were significantly more likely to
assume the following statements about the patient: ‘Unlikely
to arouse sympathy’, ‘Manipulating admission’, ‘Taking an
overdose will be attention seeking’, ‘Not mentally ill’, etc. [10].
Likewise, a systematic review by Van Boekel et al. found that
health professionals tend to have negative attitudes towards
patients with substance use disorders [11].

Two studies by Rissmiller et al. found that 10% [12] and
12% [13] of patients complaining of suicidal ideation
reported having feigned or exaggerated their symptoms.
Assuming patients responded frankly, malingering could be
detected with 100% sensitivity by a psychiatrist and a psych-
ologist. Unfortunately, as the study concluded, the specificity
was not better than chance [12].

Another approach to verify suspected malingering is to
examine patients’ diagnostic outcomes. Ritson and col-
leagues examined 12 patients believed to be simulating
psychosis. They found that 3 of these patients qualified for a
legitimate diagnosis of schizophrenia, while the rest had
either personality disorders or personality problems [14].
20 years later, Humprey et al. were able to trace the long-
term outcomes of 10 of the 12 patients described in Ritson’s
study. All these patients qualified for psychotic disorders
[15]. Likewise, Hay and colleagues followed up on 6 patients
discharged with malingering recorded in the medical records.
In all but one case, the diagnosis had been changed to a
genuine diagnosis of schizophrenia [16]. By contrast, Pope
and colleagues’ results point in another direction: They
reviewed the charts of 219 patients hospitalised with psych-
otic symptoms and found that 6.4% of them (n¼ 14) were
probably or definitely feigning. Upon further investigation,
4.1% of patients (n¼ 9) were assessed to be definitely feign-
ing. They qualified for diagnoses of borderline and histrionic
personality disorder. The writers emphasise the poor clinical
outcome of these patients [17].

Relevance

Malingering is very difficult to assess, and suspicion of malin-
gering can have far-reaching implications for patients. As e.g.
Rumschick and Appel demonstrated, high suspicion of malin-
gering was likely to result in immediate discharge or not
being admitted to the psychiatric hospital [1]. This combin-
ation of diagnostic difficulties and the prospect of potentially
denying an ill patient treatment should call for caution.
Moreover, the above-mentioned American studies concerned
suspicion of malingering already in the emergency
room [1,2].

There is no obvious explanation for this high prevalence
of suspected malingering in psychiatry. Thus, we decided to
examine if a similar high frequency (i.e. 20–40%) was detect-
able in European psychiatric emergency units. Although

American settings are somewhat dissimilar, we hypothesised
a frequency of suspected malingering in the same range.

Aim

The aim of this study is to survey to what degree medical
doctors believe that their patients are malingering and to
examine which diagnoses, symptom complaints and sus-
pected reasons for malingering doctors ascribe to
their patients.

Materials and methods

Participants

Upon arrival at the psychiatric emergency department,
patients are evaluated by either a medical student (who is at
most one year from graduating) or a medical doctor with
variable degrees of psychiatric experience (from junior doc-
tors to consultants). Attending doctors work variable shifts,
and there is a high rotation rate of doctors and medical stu-
dents. A total of 300 doctors and students had shifts during
the data collecting period and were able to answer
questionnaires.

Setting

The investigated psychiatric emergency wards are always
open for both referred and un-referred patients over the age
of 18. Treatment is financed through the Danish welfare sys-
tem. Two of the hospitals have urban localisation (Capital
Region) and one is located in a rural area (Region Zealand).
An approval from an ethics committee was not required by
Danish law or custom. We included data for two 14-days
periods in August and November 2020.

We asked all doctors and medical students working in the
psychiatric emergency units to evaluate whether they
believed that the patient they had just seen had been malin-
gering. Questionnaires and posters with information about
the project were visible in each emergency department. We
also regularly sent a standard text message to the doctor on
duty reminding her or him of the project. As an additional
incentive, doctors were encouraged to take a piece of choc-
olate from a box, each time they filled in a questionnaire.

Definitions

The definitions of simulation and exaggeration attached to
our questionnaires were: ‘By simulation, we understand the
conscious simulation of symptoms for the purpose of obtaining
an external gain. By exaggeration we understand an exagger-
ated portrayal of the magnitude or intensity of exist-
ing symptoms.’

Measures

We asked for the attending doctor’s level of experience and
demographic and diagnostic information on the patient. This
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information was available to the rater through the medical
records that also contain information from earlier assess-
ments. We also asked for an assessment of suspected simula-
tion and exaggeration. Answers were recorded in multiple-
choice questionnaires. Answers in free text were
also allowed.

Suspicion of malingering was assessed with a 5-point
scale (not suspected, slightly, moderately, strongly or definitely)
developed by Yates and colleagues [2] and recently used in
a study by Rumshick [1].

In case of suspected simulation or exaggeration, the
respondent was asked to write the relevant symptoms in
free text as well as the suspected reasons for malingering.
The rater could also encircle one or more of the following
reasons for simulation and exaggeration: ‘Food/shelter’, ‘Drug
seeking behaviour’, ‘Attention seeking’, and ‘Loneliness’. These
options were based upon our experiences from talking with
colleagues about the subject.

Analytic strategy

Patients were grouped by their diagnosis according to major
ICD-10 diagnostic groups from F10 to F69. Remaining
patients were grouped under ‘Other diagnosis’, ‘No previous
diagnosis’ and ‘No registered diagnosis’. We collapsed the 5-
point scale for suspected malingering into 3 categories:
‘None’, ‘Low to moderate’ and ‘High to certain’. We calculated
differences between diagnostic groups with regards to sus-
pected simulation and exaggeration with Pearson’s Chi
Square tests.

16 patients were registered with 2 diagnoses. These
patients are included in table one and in the above-
mentioned analyses with their highest-ranking diagnosis
according to the ICD-10 hierarchy. In the following analyses
and tables (as well as in the figure) they are included with
both of their diagnoses.

We used Pearson’s Chi Square tests to compare suspected
simulation and exaggeration between raters with different
levels of experience. We used a two tailed Fisher’s exact test
to compare patients with diagnoses of substance use and
personality disorder with all other patients with regards to
suspected simulation and exaggeration. We used one tailed
Fisher’s exact tests to see if specific symptoms and reasons
for malingering were attributed to patients with substance
use and personality disorder more frequently than to other
perceived malingerers.

For analysing the data, we used IBM SPSS Statistics 28.

Results

A total of 362 questionnaires were filled in. This amount to a
response rate of 44% as there were 822 emergency unit con-
tacts during the data collection period. Demographic infor-
mation about patients and doctors are shown in Tables 1
and 2. Table 3 shows the suspected symptoms and reasons
for malingering. Figure 1 shows the proportion of suspected
simulation for different diagnostic groups.

25% (n¼ 90) of all patients in the psychiatric emergency
wards were suspected of simulating to some degree (22%,
n¼ 89 suspected of exaggerating), while 8% (n¼ 29) of
patients were highly or definitely believed to be simulating
(6%, n¼ 22 believed to be exaggerating).

Diagnostic groups differed on the frequency of suspected
simulation (Chi2¼ 69, df ¼ 14, p< 0.001) and exaggeration
(Chi2¼ 57, df ¼ 14, p< 0.001). Patients with diagnoses of
substance use and personality disorder were suspected of
simulation (p< 0.001) and exaggeration (p< 0.001) signifi-
cantly more often than other patients.

We found no significant differences regarding suspicion of
simulation or exaggeration for neither gender nor age of the
patients, nor the degree of experience on part of the doctor.

Table 3 displays the symptoms and suspected reasons for
malingering. 9% (n¼ 33) of all patients were suspected of sim-
ulating suicidal ideation to some degree (8%, n¼ 29 for exag-
geration), whereas 6% (n¼ 23) of patients were suspected of
simulating psychotic symptoms (4%, n¼ 15 for exaggeration).
Patients with diagnoses of personality disorder were especially
prone to be suspected of simulating (p¼ 0.004) and exagger-
ating (p¼ 0.004) suicidal ideation. Thus, a total of 46% of
patients with a diagnosis of personality disorder were sus-
pected of simulating suicidal ideation to some degree.

Differences between diagnostic groups were also found
regarding the suspected reasons for malingering. Patients
with diagnoses of substance use disorder were significantly
more likely to be suspected of simulation (p¼ 0.017) and
exaggeration (p¼ 0.027) because of ‘Drug seeking behaviour’
than other perceived malingerers. Patients with diagnoses of
personality disorder were significantly more likely to be sus-
pected of simulation (p< 0.001) and exaggeration (p< 0.001)
for the purpose of ‘attention seeking’ than other patients.

Table 1. Demographics of the patients.

N (%)

Sex:
Male 185 (51)
Female 154 (43)
Missing 22 (6)
Total 362 (100)

Age: Mean (SD) 38 (16.4)
Diagnostic distribution

Missing 69 (19)
No psychiatric diagnosis 30 (8)
Substance use disorder 39 (11)
Non-affective psychosis and schizotypal disorder 86 (24)
Affective disorders 38 (10)
Anxiety and stress related disorders 41 (11)
Personality disorder 25 (7)
Multiple diagnoses 16 (4)
Other� 18 (5)

�Other includes organic disorders, mental retardation, autism spectrum disor-
ders and ADHD.

Table 2. Responder’s position.

N (%)

Missing 5 (1)
Graduate student 117 (33)
Junior physician 215 (59)
Psychiatrist 25 (7)

Note that the same responder was able to answer multiple
questionaries if she or he had seen several patients.
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Thus, 50% (n¼ 14) of all patients with a diagnosis of person-
ality disorder were suspected of simulating because of
‘attention seeking’. We found no significant differences
regarding suspected symptoms and reasons for malingering
between patients from other diagnostic groups.

Discussion

This is the first European study to systematically examine
doctors’ experience of malingering in the psychiatric

emergency unit. A quarter of patients were suspected of sim-
ulating (8% highly suspected or definitely believed to be
simulating). Importantly, our study only examined doctors’
suspicions of malingering, not whether the patients were in
fact malingering.

The rate of suspected malingering was lower than in simi-
lar studies conducted in the US. Yates found that 42% of
patients were suspected of malingering psychiatric symp-
toms [2] while Rumshick found that 20% of patients were
strongly or definitely suspected of malingering [1]. It is worth

Table 3. Symptoms and reasons for suspected malingering and exaggeration.

Sample
Missing
diagnosis

No
previous
diagnosis

Substance
use

disorder

Non-affective
psychosis and
schizotypal
disorder

Affective
disorder

Anxiety. PTSD
and stress
related
disorders

Personality
disorders

Other
diagnosis

N (%) 362 (100) 69 (19) 30 (8) 47 (13) 90 (25) 44 (12) 46 (13) 28 (8) 25 (7)
Symptoms suspected

simulated
Suicidal ideation 33 (9) 6 (9) 0 (0) 7 (15) 4 (4) 1 (2) 1 (2) 13 (46) 2 (8)
Somatic symptoms 10 (3) 1 (1) 1 (3) 2 (4) 3 (3) 0 2 (4) 1 (4) 1 (4)
Psychotic symptoms 23 (6) 5 (7) 1 (3) 6 (12) 3 (3) 1 (2) 1 (2) 5 (18) 3 (12)
Other symptoms 36 (10) 5 (7) 4 (13) 8 (17) 12 (13) 2 (5) 4 (9) 2 (7) 1 (4)
Symptoms suspected exaggerated
Suicidal ideation 29 (8) 3 (4) 1 (3) 5 (11) 6 (7) 0 (0) 3 (7) 10 (36) 2 (8)
Somatic symptoms 13 (4) 0 (0) 0 (0) 6 (13) 3 (3) 2 (5) 2 (4) 2 (7) 1 (4)
Psychotic symptoms 15 (4) 2 (3) 0 (0) 5 (11) 6 (7) 1 (2) 0 (0) 1 (4) 2 (8)
Other symptoms 21 (6) 4 (6) 1 (3) 4 (9) 5 (6) 1 (2) 2 (4) 4 (14) 1 (4)
Suspected reasons for simulation
Food/shelter 22 (6) 3 (4) 1 (3) 4 (9) 8 (9) 2 (5) 0 (0) 3 (11) 2 (8)
Drug seeking Behaviour 18 (5) 1 (1) 1 (3) 8 (17) 1 (1) 0 (0) 1 (2) 6 (21) 2 (8)
Attention seeking 33 (9) 4 (6) 2 (7) 4 (9) 2 (2) 2 (5) 5 (11) 14 (50) 2 (8)
Loneliness 21 (6) 4 (6) 2 (7) 7 (15) 3 (3) 1 (2) 1 (2) 2 (7) 1 (4)
Other� 18 (5) 4 (6) 1 (3) 6 (13) 2 (2) 1 (2) 0 (0) 4 (14) 1 (4)
Suspected reasons for exaggeration
Food/shelter 19 (5) 2 (3) 1 (3) 5 (11) 7 (8) 2 (5) 0 (0) 2 (7) 1 (4)
Drug seeking behaviour 18 (5) 0 (0) 1 (3) 8 (17) 3 (3) 1 (2) 1 (2) 4 (14) 2 (8)
Attention seeking 32 (9) 5 (7) 1 (3) 6 (13) 2 (2) 4 (9) 4 (9) 11 (40) 2 (8)
Loneliness 17 (5) 3 (4) 2 (7) 5 (11) 1 (1) 2 (5) 2 (4) 1 (4) 1 (4)
Other 18 (5) 1 (1) 0 (0) 6 (13) 5 (6) 1 (2) 0 (0) 4 (14) 2 (8)
�The ‘other’ group included various reasons for malingering with no specific recurring themes. For example, a doctor assumed that a patient wanted to be
admitted to the hospital to meet a friend who was already there. Another doctor thought that a patient was malingering simply because the patient in question
had a diagnosis of borderline personality disorder.

Figure 1. Suspicion of simulation across diagnostic groups.
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noticing that these studies did not assess suspicion of simu-
lation and exaggeration separately, possibly leading to
higher rates of suspected malingering.

Patients with diagnoses of substance use and personality
disorder were most frequently suspected of malingering. The
most frequently perceived reasons for malingering for these
patients were ‘Drug seeking behaviour’ and ‘Attention seeking’,
respectively. Moreover, almost half of patients suffering from
personality disorder were suspected to simulate suicidal idea-
tion. Rumschik and colleagues theorised that patients sus-
pected of malingering suicidal ideation were more likely to
be admitted compared to suspected malingerers with other
kinds of symptoms. Rumschik suggested that the potential
lethal outcome in this difficult-to-assess symptom leads to
admission as a precaution [1]. It is conceivable that patients
with multiple admissions throughout the years recognise
that specific complaints e.g. suicidal ideation increases their
chances of being hospitalised.

An alternative explanation may be related to prejudice on
part of the medical staff against patients from certain diag-
nostic groups [11,18]. This may also explain the high rate of
‘attention seeking’ as a suspected reason for malingering in
patients with a diagnosis of personality disorder. Several
studies point to negative feelings/attitudes among mental
health professionals towards patients with borderline person-
ality disorder [19], possibly affecting the perceived likelihood
of malingering. Giles Newton-Howe et al. investigated the
attitudes of mental health professionals towards patients
with personality disorder and found a significantly greater
amount of negativity towards these patients compared to
patients from other diagnostic groups. Interestingly, they
also found differences in attitude towards patients with cov-
ert vs overt diagnoses of personality disorder, allowing diag-
nostic labelling to become the independent variable. The
authors recorded a significant increase in negative attitudes
towards patients with overt diagnoses of personality disor-
ders, pointing to prejudices independent of actual behav-
iour [20].

Additionally, it is worth considering dynamic factors
rooted in the relation between patient and doctor. Just as it
is conceivable for doctors to react with weariness when trig-
gered in certain ways by patients, patients can also modulate
their responses according to the doctor’s attitude towards
them and whether they feel understood by their clinician. As
pointed out by Sandford et al., a patient may present symp-
toms differently according to the attitude of the clinician: A
traumatized evaluee often presents as an uncooperative
manipulator to a hypervigilant clinician, while the same
patient presents as overwhelmed and depressed to a clin-
ician who is open to hearing his or her pain [21]

Obviously, the clinician does not have access to the
patients’ first-person perspective and can only obtain an indi-
cation of the patients’ experiences by talking with the
patients and observing their behaviour. However, the relation
between experience and behaviour is often not univocal. For
example seen in cases with incongruent affect, in which the
patient’s emotional expression is not congruent with the
thought content e.g. laughing when talking about very

difficult subjects [8]. Similarly, it is well known that patients
with schizophrenia often abstain from acting upon psychotic
experiences. The phenomenon of double bookkeeping
makes it possible for the patient to live in two disjointed
worlds, viz. our shared social world and the private, delu-
sional world [22].

McCarthy-Jones et al. provided a catalogue of typical
properties of auditory hallucinations, for the purpose of guid-
ing the assessment of malingering [23]. The authors point
out, that neither the acoustics of the voices, the patient’s
attribution of to whom the voice belongs, the localisation,
the clarity, the frequency, and length, nor the content or the
patient’s ability to ignore the voices can consistently be
relied on for assessing the genuineness of auditory hallucina-
tions, as atypical presentations are numerous and common.

We speculate that structural factors influence the doctors’
suspicion of malingering. One example being the limited
hospital capacity that makes it necessary for doctors in the
emergency unit to sharply prioritise admissions. Additionally,
there is a lack of psychopathological knowledge and training
in the prototypes of mental disorders [24–26]. Without such
training, the clinician meets the patient without the neces-
sary skills to organise and understand the information pro-
vided by the patient, and to assess his or her complaints.
The doctor finds herself confronted with a myriad of uncon-
nected data, often unable to distinguish essential from trivial
information and exclude irrelevant diagnostic categories.
When prototypes are not taught systematically, clinicians
inevitably acquire their own private prototypes [27], includ-
ing the malingering patient.

Given the fact that malingering was described as a very
rare condition and considered as such until recently, it is per-
haps advisable that psychiatrists are very careful and conser-
vative in making this assessment. Outside forensic psychiatry,
it is, in most cases, difficult to disclose a clear motivation on
part of the patient, and an assessment should not be based
on simple symptomatology, and certainly not in the emer-
gency unit. In most cases, malingering is not officially
recorded, but nonetheless patients are treated differently as
soon as the suspicion of malingering is articulated [1].

Limitations

The major limitation of this study is the low response rate of
44%, possibly resulting in an overestimation of suspected
malingering due to response bias. However, it is worth not-
ing that the rate of suspected malingering in our study is
comparable and even inferior to those reported in American
studies with higher response rates [1,2].

Another limitation is the high rate of patients with no
recorded diagnosis (19%, n¼ 69).
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