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ABSTRACT 

Twenty to 30% of defendants undergoing criminal forensic evaluations have been reported to be 

malingering.  Given that the most common type of criminal forensic evaluation is the assessment 

of competency to stand trial, the assessment of malingering during competency evaluations is 

very important.  Most malingering literature focuses on psychiatric malingering (i.e. feigned 

psychosis), although in assessment of competency, the larger issue involves feigned deficits in 

factual or legal knowledge.  The relationship between intelligence and performance on 

malingering tests is also important because individuals with intellectual deficits may be 

incorrectly identified as malingering on these tests.  The current study used a sample of state 

psychiatric hospital residents who had been adjudicated incompetent to proceed to trial and 

several groups of students instructed to simulate malingering or incompetence.  It was 

hypothesized that adding an additional administration of the Inventory of Legal Knowledge 

(ILK) would improve the identification of individuals motivated to feign factual knowledge 

deficits.  The results of this hypothesis were supported in the student simulation sample but not 

in the hospital sample.  Further analyses attempted to identify an optimal cut-score on the ILK 

due to a recent critique on its psychometric properties and the results of these analyses differed 

by sample and by the independent criterion variables used to identify individuals malingering.  

Finally, the current study examined the relationship between intelligence and performance on the 

ILK and indicated two items on the ILK which were correlated with intelligence.   Future 

directions and implications of this study are discussed. 
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CHAPTER ONE 

INTRODUCTION 

In the United States, two to eight percent of all adult felony defendants are referred for 

competency to stand trial (CST) evaluations (Roesch, Zapf, Golding, & Skeem, 1999).  In order 

for an individual to be adjudicated competent to stand trial, s/he must demonstrate both a rational 

and factual understanding of the proceedings against her/him and be able to assist counsel in 

her/his defense.  While competency can be impeded by mental illness, being mentally ill does 

not render a defendant incompetent.  During a CST evaluation, the evaluator must rule out the 

possibility that the defendant is malingering or feigning symptoms or knowledge deficits.  

Malingering during a forensic evaluation is the purposeful production of exaggerated or feigned 

symptoms of a mental or physical disorder which is motivated by external incentives, such as a 

reduced prison sentence or being adjudicated not competent to proceed (American Psychiatric 

Association, 2013).  This is an important issue because the base rate of malingering during 

criminal forensic evaluations has been shown to be between 20 and 30% (Frederick, 2000; 

Miller, 2001; Mittenberg, Patton, Canyock, & Condit, 2002; Rogers, 1997).   

There are two potential strategies adopted by malingerers undergoing CST evaluations: 

feigning psychiatric symptoms and/or feigning legal knowledge deficits.  Psychiatric 

malingering (i.e. feigning psychosis) has been the subject of many empirical studies.  There are 

numerous psychological assessment instruments used during CST evaluations to detect the 

feigning of psychiatric symptoms.  However, the feigning of legal knowledge deficits or refusing 

to display one’s knowledge has received little empirical attention.  Because a CST evaluation 

involves the demonstration of the ability to both factually and rationally understand one’s case, 

the legal knowledge of the defendant is an essential component of these evaluations. Thus, 
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assessing only for the presence of feigned psychiatric symptoms in CST evaluations may not be 

enough to rule out malingering.  

Although legal knowledge deficits are directly related to competency and feigning such 

deficits have been shown to be a malingering strategy (Gothard, Viglione, Meloy, & Sherman, 

1995; Rubenzer, 2011), few measures assess for malingered factual knowledge deficits. The lack 

of available assessment instruments is problematic because it impedes the assessment of 

malingering factual knowledge deficits during CST evaluations. Indeed, individuals who 

malinger factual knowledge deficits may be adjudicated incompetent to proceed (ITP) when the 

possibility of malingering has not been formally assessed or ruled-out.  One empirically-

supported test that assesses feigned legal knowledge deficits is the Inventory of Legal 

Knowledge (ILK; Musick & Otto, 2010).  The ILK assesses a defendant’s response style 

regarding factual/legal knowledge during a CST evaluation and has been shown to be useful in 

identifying individuals who may be feigning legal knowledge deficits in both psychiatric 

inpatient and college student samples (Guenther & Otto, 2010; Otto, Musick, Sherrod, 2010; 

Otto, Musick, Sherrod, 2011).  However, concerns have been raised over the psychometric 

properties of the ILK, which has been shown to create an unacceptable level of false positives 

(Rubenzer, 2011).  Furthermore, no data exist regarding the relationship between intelligence 

and the ILK.  This lack of data is problematic because approximately four to 10% of the U.S. 

prison population has intellectual deficits (Petersilia, 2000), and it is likely that the intellectual 

capacity of the defendant would affect his/her performance on the ILK.  Indeed, individuals with 

a low Intelligence Quotient (IQ) could perform similarly to individuals who are feigning legal 

knowledge deficits on the ILK and thus be incorrectly identified as malingering. 
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The current study aimed to address concerns related to the feigning of factual knowledge 

deficits in defendants who had been adjudicated incompetent to proceed (ITP).  To this end, 

validity concerns of the ILK were addressed by testing the hypothesis that a repeated 

administration of the ILK, following immediate feedback for each individual item, would 

improve the predictive validity of the instrument to detect feigning.  Specifically, it was 

hypothesized that a repeated administration of the ILK would uncover significant differences in 

performance between those who are ITP and not suspected of malingering and those who may be 

malingering factual/legal knowledge deficits. The current study also examined the relationship 

between intellectual capacity, legal knowledge, and performance on the ILK.  Furthermore, the 

study examined whether all items of the ILK can be used for all defendants, regardless of 

intellectual capacity, or whether its use with defendants with intellectual deficits is inappropriate. 

The ILK manual indicates that one could use the recommended cut-score of 47, instead of 

calculating the binomial probability of scoring below chance, and this cut-score has been shown 

to create a large number of false positives (Rubenzer, 2011).  Therefore, the current study also 

reexamined this cut-score to improve the predictive validity of the instrument.  The following is 

a review of the literature on the assessment of malingering and related concerns, including 

competency to stand trial and intelligence.    

1.1 Malingering 

Malingering during a forensic evaluation can include feigned psychiatric symptoms, 

feigned cognitive problems and feigned knowledge deficits.  Malingering is likely a concern in 

criminal cases because defendants may believe the presence of severe psychiatric symptoms will 

result in being adjudicated ITP, which may result in the defendant receiving mental health 

services in lieu of jail time, delayed adjudication or mitigated sentences when the defendant’s 
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competency has been restored.  Malingering is important to study due to the prevalence of 

malingering in individuals undergoing forensic evaluations, the cost of malingering to society 

and the risk of inappropriate legal outcomes for individuals who malinger.   

In addition to the high prevalence of malingering in criminal cases, malingering has 

considerable costs to society (Kulbarsh, 2009; LoPiccolo, Goodkin, & Baldewicz, 1999; Singh, 

Avasthi, & Grover, 2007), including costs due to overutilization of medical personnel, 

emergency departments and psychiatric wards by malingerers.  Malingerers can also jeopardize 

the available treatment (Kulbarsh, 2009) and may be costly to the courts as multiple hearings 

may be scheduled to decide competency-related issues.  Additionally, malingering in criminal 

cases can lead to inappropriate legal outcomes such as a delay in adjudication, inappropriate 

dismissal of one’s charges or hospitalization of a defendant that does not meet the legal 

definition for an involuntary hospitalization.   

Several hypotheses have been put forth regarding the underlying causes of malingering 

(Rogers, 1990a; 1990b; 1997; 2008; Sederer, 2011). In particular, the pathogenic model of 

malingering posits that “madness,” or mental illness is the underlying cause of malingering, 

whereas the criminological model of malingering posits that “badness” or antisociality is the 

underlying cause (Rogers, 1990a; 1990b; 1997; 2008; Rogers, Sewell, & Gillard, 2010).  On the 

other hand, the adaptational or “survival” model proposed by Rogers (1990) posits that 

malingering will occur when no other option alternative to malingering appears to be possible, 

when the evaluation is viewed as being adversarial in nature, and when the personal stakes are 

very high (Rogers, 1990a; 1990b; 1997; 2008; Rogers et al., 2010).  The adaptational model has 

been rated by experts to be the most prototypical model of malingering (Rogers, 1990a; 1994; 

1997; Rogers, Salekin, Sewell, Goldstein, & Leonard, 1998).   
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1.2 Competency to Stand Trial 

Competency to stand trial is a legal term rather than a psychiatric one.  Approximately 

60,000 CST evaluations occur annually in the United States (Soliman & Resnick, 2010).  In 

1960, the U.S. Supreme Court set standards for establishing competency.  This ruling stated,  

“…it is not enough for the district judge to find that the defendant is oriented to time and 

place and has some recollection of events, but that the test must be whether he has 

sufficient present ability to consult with his lawyer with a reasonable degree of rational 

understanding and whether he has a rational as well as factual understanding of the 

proceedings against him,” (Dusky v. United States, 1960).  

During a CST evaluation, the evaluator must establish that a defendant has both a rational and 

factual understanding of his/her legal case and the ability to assist his/her attorney in the 

preparation of a defense.  Although the presence of psychiatric symptoms is largely unrelated to 

competency, severe psychiatric symptoms, such as a delusional thought process, may affect 

competency in that they could interfere with a defendant’s rational understanding of his/her case.  

However, psychiatric symptoms may or may not interfere with the factual understanding of one’s 

legal situation, which is the backbone of competency.  Due to the fact that Rogers and colleagues 

(1994) reported that nearly one in five individuals undergoing forensic evaluations are 

malingering and that the base rate of malingering for individuals undergoing competency to 

stand trial and sanity evaluations has been shown to be between 20 and 30% (Frederick, 2000; 

Miller, 2001; Mittenberg et al., 2002; Rogers, 1997), it is important to screen for malingering 

during CST evaluations.   

Although there are a variety of ways to assess the malingering of psychiatric symptoms, 

there is limited research on feigning legal or factual knowledge deficits.  Assessing only for 
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malingered psychiatric symptoms may not be enough (Gothard, et al., 1995; Rubenzer, 2011).   

Another strategy of malingering includes feigning legal knowledge deficits (Gothard et al., 1995; 

Rubenzer, 2011).  Intellectual and/or legal knowledge deficits can directly affect competency 

because they could interfere with a defendant’s factual understanding of his/her case.  As such, it 

is important to assess for feigned legal knowledge deficits during a CST evaluation, as 

understanding the charges against a defendant and being able to assist in his/her defense is the 

primary issue related to competency.   

1.3 Screening for Malingering of Non-Psychiatric Symptoms in CST Evaluations 

 As noted previously, the majority of the malingering detection instruments, or symptom 

validity tests, screen for the production of feigned or exaggerated psychiatric symptoms (see 

Duffy, 2011; Rogers, 1997; Rogers 2008; Vitacco, Rogers, Gabel, & Munizza, 2007 for a review 

of these instruments).  This is potentially problematic during CST evaluations because the 

presence of psychiatric symptoms is largely unrelated to competency and none of these 

instruments assess for feigned knowledge deficits.  Even if a defendant is experiencing severe 

psychiatric symptoms, they can still be adjudicated competent if they can demonstrate a rational 

and factual understanding of the charges against him/her.  Other tests focus on malingered 

cognitive deficits, which are also not directly related to competency.  One such instrument is the 

Test of Memory Malingering (TOMM; Tombaugh, 1996).  A unique strength of the TOMM 

(Tombaugh, 1996) is that it has two trials and an optional retention trial. Individuals undergoing 

assessment are provided immediate feedback (that is correct/that is not correct) for each item 

during the two trials.  Therefore, an examinee putting forth good effort should perform better 

(i.e., correctly answer items) on the second trial because it is expected that they will have learned 

some of the information after feedback was provided on first trial. However, individuals 
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motivated to feign may deliberately provide incorrect answers to items during the second trial, 

despite the feedback they received on the first trial (Tombaugh, 1996).  Although its design is a 

considerable strength, the TOMM is not directly related to competency, as it is a memory 

malingering instrument and does not assess for feigning factual knowledge deficits. 

1.3.1 Feigning factual/legal knowledge deficits 

  The feigning of legal knowledge deficits has been largely ignored in the literature and 

may go unnoticed during CST evaluations.  One study compared simulators (i.e., instructed to 

simulate incompetency) to incompetent defendants, competent defendants, and suspected 

malingers (Gothard, et al., 1995). This study found that compared to the incompetent and 

competent defendants, the simulators and suspected malingerers scored significantly higher on 

the Structured Interview of Reported Symptoms (SIRS; Rogers, Bagby, & Dickens, 1992) and 

scored significantly lower on the Georgia Court Competency Test-Mississippi State Hospital 

Version (GCCT-MSH; Johnson & Mullett, 1987) .  This finding suggests that feigning legal 

knowledge deficits is another strategy of malingering during CST evaluations in addition to 

feigning psychiatric or cognitive symptoms.   

One measure that has been specifically designed to assess feigned legal knowledge 

deficits is the Inventory of Legal Knowledge (ILK; Musick & Otto, 2010).  The ILK is a 61-

question, forced-choice test, with a true/false format.  The ILK has been shown to be useful in 

identifying defendants undergoing competency to stand trial evaluations that may be feigning 

legal knowledge deficits as opposed to malingering psychiatric symptoms (Guenther & Otto, 

2010; Otto et al., 2010).  The ILK assesses the defendant’s response style during an evaluation 

and is not a measure of true legal knowledge or competency (Otto et al., 2010).  During an ILK 

administration, the evaluator reads each item of the ILK to the defendant and provides immediate 
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feedback (i.e., “that is correct” or “that is incorrect”) before proceeding on to the next item (Otto 

et al., 2010).  Despite the provision of immediate feedback, the ILK is only administered once.  

Perhaps, similar to the administration of the TOMM, an additional administration of the ILK 

following immediate feedback would improve its ability to differentiate individuals that are 

malingering from individuals that are incompetent to proceed. Additionally, this design could 

shed light on how defendants with intellectual deficits perform on the ILK. For example, if a 

defendant performs better on the second administration of the ILK than the first administration, 

this could rule out the possibility of malingering factual deficits and give support to a true lack of 

knowledge.  The ability to compare performances on the first and second administration of the 

ILK would afford the opportunity to assess this important and understudied issue.  

The ILK manual suggests using the binomial probability estimate of scoring below 

chance or the recommended cut-score of 47 to identify those who may be feigning (Otto et al., 

2010).  The range of chance performance (guessing) on the ILK is reported to be between 24 and 

36, with individuals scoring below 24 exceeding the 95% confidence interval for chance 

performance, thus being suspected of feigning (Otto et al., 2010).  Alternatively, users of the ILK 

may use the recommended cut-score of 47 to make determinations about malingering.  However, 

this cut-score of 47 may be problematic given that individuals in normative and pilot samples 

that were genuinely ITP and not suspected of malingering obtained a mean score on the ILK of 

40.59 (Rubenzer, 2011).  Furthermore, 82% of this group scored below the recommended cut-

score, which indicates a high risk of false positives (Otto et al., 2010).  Indeed, the range of 

scores for this group was 29-55; some of this sample scored below chance (Otto et al., 2010).  

However, this mean score was based on a sample of 17 individuals that were ITP and not 

suspected of malingering.  As such, this small sample size may not be sufficient to draw strong 
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conclusions regarding an optimal cut-score, and follow-up studies with larger sample sizes are 

needed.   

Despite some potential problems with the scoring and administration of the ILK, it has 

other strengths. Indeed, studies have demonstrated that the ILK has a fairly good ability to 

differentiate participants instructed to answer honestly from those instructed to feign limitations 

in their ability to understand and participate in the legal process in both psychiatric and college 

student samples (Guenther & Otto, 2010).  Additionally, good convergent validity has been 

demonstrated between the ILK and the TOMM, the Reliable Digit Span (RDS) test, and the Rey-

FIT (Otto et al., 2011).   Because the ILK identifies those who may not be putting forth their best 

effort during a CST evaluation, the relationship between intelligence and malingering is 

important to study.  An interaction may exist between malingering and intellectual deficits, in 

that a defendant that is intellectually impaired may look like they are feigning legal knowledge 

deficits.  It is possible that a repeated administration of the ILK, following immediate feedback 

for each item, may help with this problem of a potential interaction and provide information 

about the differences between those who are malingering knowledge deficits on the ILK and 

those with intellectual deficits who are administered the ILK.  However, the standardized 

administration of the ILK only includes one administration, despite the immediate feedback 

provision. 

Although the ILK is the only measure available for purchase through a publishing 

company, two other measures of feigned factual knowledge deficits exist.  The Test of 

Malingered Incompetence (TOMI) contains two 25-item scales, General Knowledge (TOMI-G) 

and Legal Knowledge (TOMI-L) (Colwell, Colwell, Perry, Wasieleski, & Billings, 2008).  The 

TOMI-L has been shown to be strongly correlated with both the TOMM and the Rey-FIT and 
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appears to have utility in identifying individuals attempting to feign legal knowledge deficits        

(Colwell et al., 2008; Colwell & Colwell, 2011).  Although it has not yet been published, the 

Test of Competency Evaluation Effort (TO-CEE) appears to have promise in the detection of 

feigned cognitive symptoms as well.  Preliminary studies have reported that the TO-CEE has 

moderate classification accuracy of the TOMM, the Minnesota Multiphasic Personality 

Inventory-2-Restructered Form (MMPI-2-RF) Response Bias Scale (RBS), and the SIRS-2 

(Belfi, Klaver, Tussey, & Green, 2012). 

1.4 Malingering and Intelligence 

The relationship between intelligence and malingering has been the subject of very few 

empirical studies despite the fact that individuals with intellectual deficits have been reported to 

make up four to 10% of U.S. prison populations and most of the studies have focused primarily 

on mental retardation and malingering (Petersilia, 2000).  Because competency involves the 

demonstration of both a rational and factual understanding of one’s legal case, an individual with 

intellectual deficits may exhibit difficulties assisting his/her attorney in the preparation of a 

defense.  These individuals may also have difficulties with malingering tests that assess memory 

and cognitive functioning.  Therefore, it is important to study the relationship between 

intelligence and performance on malingering tests. 

  Many research participants with intellectual deficits score in the feigning range on 

malingering tests, even when instructed to perform optimally (Hayes, Hale, & Gouvier, 1997; 

Hurley & Deal, 2006; Weiss, Rosenfeld, & Farkas, 2011).  Unfortunately, most of the studies 

examining malingering and intelligence use participants with mental retardation instead of those 

with a range of intellectual deficits.  Weiss and colleagues (2011) administered the SIRS and 

SIRS-2 to a sample of 43 individuals with genuine intellectual disabilities.  Results from this 
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study indicated that over 40% of the sample was misclassified as likely feigning using the total 

score on the SIRS and 7% of the sample was misclassified using the total score on the SIRS-2 

(Weiss et al., 2011).   Hayes and colleagues (1997) administered three malingering tests to 

individuals who had diagnoses of mental retardation and were not identified as malingering and 

those who had diagnoses of mental retardation and had previously been identified as 

malingering.   Results from this study indicated that the malingering group performed better (had 

fewer errors and superior memory scores) than the non-malingering group; leading the authors to 

conclude that many malingering instruments should not be used to detect malingering with 

defendants with mental retardation (Hayes et al., 1997).   In a similar study, Hayes and 

colleagues (1998) administered the SIRS to forensically-committed hospital residents that had 

received diagnoses of mental retardation and had been identified by their treatment team as either 

malingering or not malingering (Hayes, Hale, Gouvier, 1998).  Results indicated that the SIRS 

accurately classified 95% of the sample and when other tests of malingering were added to the 

analysis, all of the participants were correctly classified (Hayes et al., 1998).  The authors 

attributed the discrepancy in results of the 1997 to the malingering identifications made by the 

treatment team (Hayes et al., 1998).  In another study, participants with a mental retardation 

diagnosis scored above the malingering cut-score on the SIRS, the TOMM, and the REY-FIT 

(Hurley & Deal, 2006).  Only the Rey Dot Counting Test was shown to be a reliable measure of 

malingering in this sample of participants with a diagnosis of mental retardation (Hurley & Deal, 

2006).  Individuals with intellectual deficits may also perform similarly to malingerers on the 

ILK but, to date, there is no information provided in the ILK manual with the exception of a 

warning to the administrator, “The ILK has not been specifically validated for use with 

intellectually or cognitively impaired populations; therefore, caution should be used when 
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interpreting results produced by defendants with mental retardation or other significant cognitive 

deficits” (Otto et al., 2010, p. 7).   

Although this line of research is promising in revealing the relationship between 

malingering and mental retardation, much less is known about the relationship between general 

intelligence and malingering. It is clear that individuals with mental retardation have problems 

related to competency as well as performing in the feigning range on many malingering tests.  

However, the issue of how the range of intellectual functioning relates to performance on 

malingering tests has been largely ignored.  One study by Pelfrey (2004) demonstrated that 

higher general intelligence scores increased the odds of escaping detection for graduate students 

instructed to feign insanity.  However, to our knowledge, no studies have examined the 

relationship between intelligence and malingering using a naturalistic sample, rather than 

graduate students instructed to simulate malingering. 

1.5 The Current Study 

The current study aimed to improve the detection of malingered factual knowledge 

deficits by attempting to improve the predictive validity of the ILK, the most commonly used 

instrument to detect this type of malingering, and examining the relationship between 

intelligence and performance on the ILK. This study also examined the relationship between 

intelligence and performance on the ILK to determine whether certain items on the ILK were 

inappropriate for individuals with intellectual deficits. The current study also aimed to address 

the predictive validity concerns of the ILK by reevaluating the cut-score provided in the 

professional manual.   

Primary Goals/Hypotheses: 
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1.) It was predicted that there would be statistically significant differences in the mean score 

on the second administration of the ILK, following immediate feedback, between 

individuals who are ITP and not suspected of malingering and individuals suspected of 

feigning legal knowledge deficits. Specifically, it was predicted that individuals who are 

ITP and not suspected of malingering would perform significantly better on the second 

administration of the ILK than the first administration than individuals suspected of 

feigning legal knowledge deficits.   

2.) Receiver Operating Characteristics (ROC) analysis were utilized to examine the 

recommended cut-score of 47 of the ILK manual and try to improve upon the specificity 

and sensitivity of the instrument to detect feigning.   

3.) It was hypothesized that there would be a significant relationship between intelligence 

and performance on the ILK such that as IQ scores decreased, certain individual items on 

the ILK would not be appropriate for use.  
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CHAPTER TWO 

METHODS 

2.1 Participants 

Five groups of participants were recruited for the present study.  Two groups of 

participants were recruited from a state psychiatric hospital which houses residents who have 

been adjudicated incompetent to proceed (ITP).    Group one (n=65) included 59 male and 6 

female psychiatric state hospital residents that had been adjudicated ITP and were not suspected 

of malingering based on the results of a malingering test (M-FAST) and psychologist ratings 

(described in the measures section).  Group two (n=65) included 61 male and 4 female 

psychiatric state hospital residents that have been adjudicated ITP and were suspected of 

malingering based on the results of a malingering test (M-FAST) and psychiatrist ratings 

(described in the measures section).  The remaining three of the groups consisted of 

undergraduate students recruited from a large, southeastern university.  Group three (n=65) 

included 21 male and 44 female undergraduate students who were asked to complete the 

measures honestly.  Group four (n=65) included 17 male and 48 female undergraduate students 

who were provided with a scenario (described in the procedures section) and asked to simulate 

malingered symptoms of a mental illness.  Group five (n=65) included 13 male and 52 female 

undergraduate students who were provided with a scenario (described in the procedures section) 

and asked to simulate malingered incompetence.   

2.2 Measures 

2.2.1 The ILK 

 The Inventory of Legal Knowledge (ILK; Musick & Otto, 2010) is a 61-question, 

true/false, measure that assesses a defendant’s response style during a competency to stand trial 
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evaluation (Otto et al., 2010).  Although it contains questions about legal knowledge, the ILK is 

not a measure of the defendant’s true legal knowledge or of their level of competency.  Instead, it 

identifies those defendants that may be feigning deficits in legal knowledge.  During an ILK 

administration, the clinician reads the items to the examinee who is directed to answer “true” or 

“false.”  The clinician then provides immediate feedback to the examinee whether s/he answered 

correctly or incorrectly.  The ILK is only administered one time during standard administrations. 

The ILK has been shown to demonstrate adequate internal consistency (α= 0.88) and test-

retest reliability (r=0.76).  A pilot study was conducted to determine the effectiveness of the ILK 

total score in discriminating between feigned and honest response styles (Otto et al., 2010).  

Included in the normative sample for the ILK were 100 community psychiatric inpatients and 99 

insanity acquittee (NGRI) forensic hospital residents.  Both groups were instructed to either fake 

bad or answer honestly.  In the current study, the ILK was administered twice to all groups of the 

sample. The ILK demonstrated excellent internal consistency in the current sample (α=0.96). 

2.2.2 The M-FAST   

The Miller Forensic Assessment of Symptoms Test (M-FAST; Miller, 2001) is 25-item 

malingering screener, developed to provide an estimate of the probability that the individual is 

feigning psychiatric symptoms.  The M-FAST has been shown to demonstrate good levels of 

internal consistency in psychiatric samples (α=0.93) and test-retest reliability (r=0.92) The M-

FAST has been shown to be highly correlated with the SIRS and has good predictive power in 

both male and female clinical samples (Miller, 2001). The M-FAST has also been shown to have 

good validity in a sample of criminal defendants that were currently ITP (Miller, 2004).  The M-

FAST was designed to be a brief malingering screener and has been shown to perform 

exceptionally well (sensitivity =1.00, Negative Predictive Power=1.00) when the SIRS is used as 
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the external criterion variable (Vitacco et al., 2007).  The M-FAST was administered to all 

participants and used as an independent measure of psychiatric malingering.  The M-FAST total 

score was used to group the samples into genuine and malingering groups.  The professional 

manual suggests that at a cut-score of six or greater, the M-FAST has Negative Predictive Power 

(NPP) of 0.97, Positive Predictive Power (PPP) of 0.68, specificity of 0.83, and sensitivity of 

0.93 for clinical samples (Miller, 2001).  This cut-score was utilized to identify individuals in the 

suspected of malingering group in hospital residents and simulated malingering undergraduates.  

In the current study, the M-FAST demonstrated an excellent level of internal consistency 

(α=0.95). 

2.2.3 The Shipley-2 Vocabulary subtest 

The Shipley Institute of Living Scale (Shipley-2; Shipley, Gruber, Martin, & Klein, 2009) 

is a quick assessment of intellectual ability and has a 10 minute time limit.   Participants were 

administered the 40-item vocabulary subtest of the Shipley-2.  The Vocabulary subtest requires 

the participant to read a target word and then circle the word, from four choices, that represents 

the best synonym for the target word.   The Shipley-2 was developed during the re-

standardization of the original Shipley Institute of Living Scale from 1940.  Because only the 

vocabulary subtest was utilized in the current study, the following psychometric properties only 

apply to this particular subtest.  The internal consistency for adult samples has been shown to 

range from 0.85 to 0.92 and the test-retest reliability for adults is 0.94 (Shipley et al., 2009).  The 

Shipley-2 has demonstrated good concurrent validity with the Wechsler Adult Intelligence Scale 

(WAIS-III); demonstrating a correlation between the Shipley-2 and the Verbal Comprehension 

Index (VCI) of 0.76 and a correlation between the Shipley-2 and the Full Scale Intelligence 

Quotient (FSIQ) of 0.80 (Shipley et al., 2009).  The Shipley-2 has the ability to distinguish 
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individuals with a cognitive deficiency to those without (Shipley et al., 2009).  Further, the 

professional manual cites studies which found the Shipley-2 can be used effectively to measure 

cognitive ability in individuals with mental illnesses as well as incarcerated samples (Shipley et 

al., 2009).   

2.2.4 Psychologist ratings 

For the samples recruited from the state psychiatric hospital, each participant was rated by 

their psychologist to the degree they were suspected of malingering.  The psychologist rating 

consisted of the following question: “To what degree do you believe this resident is 

feigning/malingering? 1=Not malingering, 2=Probably not malingering, 3=Possibly malingering, 

4=Probably malingering, 5=Definitely malingering.” 

2.2.5 Demographic information for hospital sample 

The hospital charts for the samples comprised of state psychiatric hospital residents were 

reviewed to obtain information regarding each participant’s age, race, ethnicity, and level of 

education.  The age of the hospital sample ranged from 18 to 71, with a mean age of 38.22 years 

(SD=13.22).  In terms of race, 50.8% were listed as African American and 49.2% were listed as 

White.  As the hospital did not list ethnicity in the medical records, the percentage identifying as 

Hispanic was unknown.  The level of education ranged from one year to 17 years.  The mean 

level of education was 10.35 years (SD=2.72). 

Additional demographic information was collected for the hospital sample, including 

diagnoses, the number of days spent in the hospital during the present hospitalization, whether or 

not they had been prescribed psychotropic medication and medication compliance, their privilege 

status in the institution (level of freedom of movement), whether or not they were enrolled in 

competency classes, and their current charge(s).    
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2.2.5.1 Diagnoses.  Nearly every hospital resident had several psychiatric diagnoses. 

Most participants (66.9%) had been diagnosed with a thought disorder (Schizophrenia, 

Schizoaffective Disorder, or Psychotic Disorder Not Otherwise Specified).  Mood disorders were 

diagnosed in 27.7% of the sample and included Major Depression, Mood Disorder Not 

Otherwise Specified, and Bipolar Disorder.  Just over 70% were diagnosed with at least one 

substance use disorder, with the most frequent diagnosis being Polysubstance Dependence 

(49.2%).  Nearly 37% were diagnosed with Antisocial Personality Disorder (ASPD) or a Rule-

Out diagnosis of ASPD while 8.1% were diagnosed with a different personality disorder 

including Borderline Personality Disorder, Schizotypal Personality Disorder, and Personality 

Disorder Not Otherwise Specified.  In terms of malingering, 2.3% were diagnosed with 

malingering and 14.6% were given a Rule-Out diagnosis of malingering.  Nearly 7% had a 

Cognitive Disorder or Dementia, 0.8% had Mild Mental Retardation and 5.8% had Borderline 

Intellectual Functioning.   

 2.2.5.2 Number of days hospitalized.  For the current hospitalization, the length of stay 

ranged from two days to 456 days and the mean number of days was 63.91 days (SD=84.97). 

 2.2.5.3 Psychotropic medication.  Nearly 86% of the sample was prescribed 

psychotropic medication at the time of their participation in the study.  Seventy percent of the 

hospital residents’ medication regime included an antipsychotic, 33.1% included an 

antidepressant, 30.8% included a mood stabilizer, and 31.5% included anti-anxiety medication.  

Of those prescribed psychotropic medication, 17.1% refused more than two doses of medication 

in the past 90 days. 

 2.2.5.4 Privilege status.  Over 80% of the participants were listed as general forensic, 

meaning they were confined to a locked unit and allowed to walk with their unit to their classes. 
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Additionally, 17.7% were listed as a high risk for aggressive and assaultive behavior to others 

and 0.8% were listed as maximum risk and confined in a solitary unit. 

 2.2.5.5 Competency classes.  Competency restoration classes were conducted in a group 

format and consisted of instruction on basic legal terminology, a defendant’s role in the 

courtroom, and other materials necessary to competency.   Nearly 84% were enrolled in 

competency classes at the time of their participation in the study.  Most residents were also 

enrolled in other classes, such as substance abuse classes, horticulture, recreation, physical 

education, etc.   The range of number of classes enrolled in was zero to six, with the mean 

number of classes being 2.84 (SD=1.53).   

 2.2.5.6 Severity of crime.  Severity of crime was calculated using the Florida 

Department of Corrections (2012) Florida Offense Severity Ranking Chart.  This chart lists every 

offense code in Florida and assigns it a number from one (least severe) to 10 (most severe).  An 

example of a one level offense is Possession of Cannabis and example of a level 10 offense is 

“Kidnapping; inflict bodily harm upon or terrorize victim.”  Because most of the hospital 

residents had multiple charges, each individual charge was assigned a number from one to 10 on 

this offense severity ranking scale.  Each participant’s most serious offense was identified.  The 

sample obtained a mean severity rating of 5.89 (SD=2.05) for their most serious charge.  The 

most serious crime in the sample was murder, which included 5.4% of the sample. 

2.2.6 Demographic information for undergraduate sample  

The groups comprised of undergraduate students completed a demographics questionnaire 

which assessed their age, birthday, race, ethnicity, and level of education.  The age of the 

undergraduate sample ranged from 18 to 33, with a mean age of 19.51 (SD=2.23).  In regards to 

race, 77.4% identified as White, 17.4% identified as African American, and the remaining 5.2% 
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identified as Asian Indian, Indian/Alaskan, Filipino, or Pakistani.  Nearly 17% of the sample 

identified as being Hispanic.  The range of education was 13 years (college freshman) to 16 

years (college senior), with the mean level of education being 14.08 years (SD=1.13). 

2.3 Procedure 

Both the university’s and the hospital’s Institutional Review Board’s (IRB) Human 

Subjects Committee approved the study protocol.  All participants were treated in accordance 

with both committees.  Refer to Appendix A for the IRB approval letters and Appendix B for the 

approved consent forms. 

2.3.1 Psychiatric hospital sample 

The hospital residents were recruited based on their legal status of incompetent to 

proceed (ITP).  The procedures for groups one (ITP hospital residents, not suspected of 

malingering) and two (ITP hospital residents, suspected of malingering) were identical.  As part 

of their routine hospital psychological examination, hospital admissions that had been 

adjudicated ITP were administered one administration each of the ILK and the M-FAST by the 

primary investigator.  Upon completion of these measures, the primary investigator introduced 

herself as a graduate student and asked the resident if s/he would be willing to sign a consent 

form to have his/her de-identified responses used and complete two additional measures for a 

study examining the relationship between mental illness and legal knowledge.  Those residents 

that did not consent were not a participant in the study and no demographic information was 

collected.  Out of 164 residents approached, 34 (3 female and 31 males) declined to consent to 

the study.  Residents that gave their written consent were then administered an additional 

administration of the ILK and administered the Shipley-2.  The amount of time between the two 

administrations of the ILK was recorded.  The mean amount of time was 73.52 seconds 
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(SD=16.69) and time ranged from 32 to 118 seconds.  De-identified psychological ratings for 

consenting residents were collected and a chart review was conducted for consenting residents. 

2.3.2 Undergraduate sample 

The undergraduate university samples were recruited from the research pool of general 

psychology students.  Students were invited into the lab, individually, to participate in a study 

entitled, “Mental illness and legal knowledge,” and received one credit in exchange for their 

participation.  All participants signed a consent form agreeing to the use of their de-identified 

responses in this project.  The undergraduate sample was randomized into one of three groups, 

using a random-number table.   

 2.3.2.1 Group three (honest responders).  Group one was invited into the lab and asked 

to complete the measures administered by graduate and undergraduate research assistants.  They 

were asked to complete the measures honestly, given the standard directions for each test, but 

were not given any further instructions.  

 2.3.2.2 Group four (simulated malingerers).   Group two was invited into the lab and 

provided with and read the following scenario.   

I want you to imagine that you have been arrested and charged with a felony charge of 

Battery against a Law Enforcement Officer.  Your public defender informs you 

that if you had symptoms of a mental illness and these symptoms were obvious 

while you were in jail or while being evaluated, it is likely that your charges could 

be dropped and you would be released from jail.  Please answer the following 

questions in such a way that the evaluator will know that you are mentally ill and 

your charges will be dropped.   
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The participants were then asked to complete the study measures, given the standard 

directions for each test, and were reminded of their scenario before the administration of each 

measure. 

 2.3.2.3 Group five (simulated incompetent).   Group three was invited into the lab and 

provided with and read the following scenario:   

I want you to imagine that you have been arrested and charged with a felony charge of 

Battery against a Law Enforcement Officer.  Your public defender informs you 

that if you are INCOMPETENT to stand trial it is likely that your charges could 

be dropped and you would be released from jail.  If a person is INCOMPETENT 

to stand trial, this means that for some reason they have been judged to not have 

the ability to understand what is going on or to cooperate with their attorney.  If a 

person is COMPETENT to stand trial, this means they can go to court, understand 

what is going on, and cooperate with their attorney.  You should pretend to be 

INCOMPETENT on all of the questions you are being asked here today.    Please 

answer the following questions in such a way that the evaluator will know that 

you are Incompetent and your charges will be dropped.   

The participants were then asked to complete the study measures, given the standard directions 

for each test, and were reminded of their scenario before the administration of each measure. 

2.4 Data Analytic Procedure 

2.4.1 Identification of groups 

First, the sample of hospital residents and undergraduate students were placed into 

groups.  In the hospital sample, the suspected of malingering group (group two) was 

operationally defined as participants scoring a six or greater on the M-FAST.  The non-
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malingering group (group one) was operationally defined as individuals scoring below a six on 

the M-FAST.  The hospital residents were identified into the non-malingering group or the 

suspected of malingering group after all measures were completed.   

The undergraduate students were randomly assigned to the honest group, the simulated 

malingering group, or the simulated incompetent group.  The honest group (group three) 

consisted of the undergraduate students directed to answer the measures honestly.  The simulated 

malingering group (group four) consisted of the undergraduate students given the scenario and 

asked to simulate malingering.   The incompetent group (group five) consisted of the 

undergraduate students given the scenario and asked to simulate incompetence. 
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CHAPTER THREE 

RESULTS 

Descriptive statistics for each sample on all study variables can be found in Table 1. Table 2 

includes the correlations between all measures of the study.  

3.1 Description of the Samples 

3.1.1 Hospital sample 

All residents in the hospital sample had been adjudicated ITP.  The hospital groups did 

not differ from each other in terms of gender (χ
2
 (1) =0.43, p=.51) or race (χ

2
 (1) =1.11, p=.29).  

The hospital residents in the honest group had significantly higher levels of education (M=10.86, 

SD=2.32), than those in the suspected of malingering group (M=9.85, SD=3.00), F(1,129) = 

4.66, p = .03.  The hospital residents in the honest group (M=41.85, SD=13.69) were 

significantly older than those in the suspected of malingering group (M=34.60, SD=11.76), 

F(1,129) = 10.48, p <.01.  There were no differences between the groups on diagnoses of thought 

disorders (χ
2
 (1) =0.03, p=.85), mood disorders (χ

2
 (1) =0.15, p=.70), substance use disorders (χ

2
 

(1) =0.15, p=.70), Antisocial Personality Disorder (χ
2
 (1) =2.11, p=.15), cognitive disorders (χ

2
 

(1) =1.07, p=.30), or malingering (χ
2
 (1) =.34, p=.56).  However, the residents in the suspected of 

malingering group (23.9%) were significantly more likely to be given a rule-out diagnosis of 

malingering than those in the honest group (4.8%), χ
2
 (1) =9.51, p=.002.  There were no 

differences between the groups with regard to prescribed antipsychotic (χ
2
 (1) =0.92, p=.34), 

anti-anxiety (χ
2
 (1) =0.04, p=.85), or mood stabilizing medications (χ

2
 (1) =1.30, p=.25).  

However, those in the suspected of malingering group were significantly more likely (49.3%) to 

be prescribed antidepressants than those in the honest group (15.9%), χ
2
 (1) =16.34, p<.01.  

There were also no differences between the groups on the number of classes in which the 
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resident was enrolled (F(1,129) = 2.06, p = .15) or the enrollment in court education classes (χ
2
 

(1) =0.06, p=.81).  While there were no differences in the number of charges one had (F(1,129) = 

1.03, p = .31), the residents in the suspected of malingering group had a more severe crime rating 

(M=6.31, SD=2.08) than those in the honest group (M=5.48, SD=1.95), (F(1,129) = 5.50, p = 

.02).  Finally, there were no differences between the groups on the level of freedom of movement 

within the hospital (χ
2
 (2) =2.43, p=.30).   

3.1.2 Undergraduate sample 

The undergraduate groups did not differ on any of the demographic variables, including 

gender (χ
2
 (2) =2.55, p=.28), race (χ

2
 (10) =7.91, p=.64), ethnicity (χ

2
 (2) =0.68, p=.72), age 

(F(2, 192) = 0.93, p = .40), or level of education (F(2,194) = 0.03, p = .97).   

3.2 ILK Performance between Groups 

To determine if there was a significant difference in performance between individuals in the 

non-malingering group and those in the suspected of malingering group in the hospital sample 

and between those individuals instructed to answer honestly and those in the simulated 

malingering groups in the college sample on the repeated administration of the ILK, analyses of 

covariance (ANCOVA) were conducted.  This was done by comparing mean scores separately 

(i.e. the two hospital samples compared to one another and the three university samples 

compared to each another).  It was predicted that those in the non-malingering group and those in 

the undergraduate sample instructed to answer honestly would obtain significantly higher mean 

scores on the second administration of the ILK than those in the suspected of malingering group 

and the simulated malingering groups.  That is, the individuals in the non-malingering groups 

would perform significantly better (answer more questions correctly) on the second 

administration than the first administration of the ILK than those in the suspected of or 
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simulating malingering groups.  Covariates in these analyses included the Shipley-2 IQ score and 

the amount of time it took to read the consent form to the hospital residents.   

3.2.1 Hospital sample 

When controlling for IQ score, individuals in the honest group obtained significantly 

higher mean scores on the first administration of the ILK than those in the suspected of 

malingering group,   F(2, 127) = 39.98, p< .001, ηp
2
 = .24.  Those in the honest group obtained 

an estimated marginal mean of 52.53 (SE=1.11) while those in the suspected of malingering 

group obtained an estimated marginal mean of 42.58 (SE=1.11.)  An ANCOVA was performed 

to detect if there were statistically significant differences in the mean score on the second 

administration of the ILK, following immediate feedback, between individuals who were not 

suspected of malingering and individuals who were suspected of malingering.  When controlling 

for IQ score and time between ILK administrations, individuals in the honest group obtained 

significantly higher mean scores on the second administration of the ILK than the suspected of 

malingering group (F(3, 126) = 36.16, p< .001, ηp
2
 = .22). The honest group obtained an 

estimated marginal mean of 54.96 (SE=1.23) and those in the suspected of malingering group 

obtained an estimated marginal mean of 44.47 (SE =1.23).  However, when the initial 

administration of the ILK was added as a covariate, this relationship was no longer significant, 

F(4, 125) = 0.15, p=.70, ηp
2
 = .001.                                                                                                           

3.2.2 Undergraduate sample 

When controlling for IQ score, individuals in the honest group obtained significantly 

higher mean scores on the second administration of the ILK than those in the simulated 

malingering group and those in the simulated incompetent group F(3, 191) = 26.39, p< .001, ηp
2
 

= .22.  Those in the honest group obtained an estimated marginal mean of 47.54 (SE=1.68) while 
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those in the simulated malingering group obtained an estimated marginal mean of 37.68 

(SE=1.39) and those in simulated incompetent group obtained an estimated marginal mean of 

29.67 (SE=1.47).    Post-hoc pairwise comparisons indicated that each group was significantly 

different from each other group.  This finding remained significant when the initial 

administration of the ILK was added as a covariate, such that individuals in the honest group 

obtained significantly higher mean scores on the second administration of the ILK than those in 

the simulated malingering group and simulated incompetence group F(4,190) =17.09, p< .001, 

ηp
2
 = .15.  Those in the honest group obtained an estimated marginal mean of 46.18 (SE=1.62), 

those in the simulated malingering group obtained an estimated marginal mean of 36.96 

(SE=1.33), and those in simulated incompetent group obtained an estimated marginal mean of 

31.74 (SE=1.46).    Post-hoc pairwise comparisons also indicated that each group was 

significantly different from one another.                                                                                                                    

3.3 Receiver Operating Characteristics for Optimal Cut-Scores on the ILK 

Receiver operating characteristics (ROC) analysis were used to examine the cut-score 

recommended in the ILK manual and try to improve upon the specificity and sensitivity of the 

instrument to detect feigning.  ROC analysis is the best method to determine the ideal cut-point 

when a continuous scale must be dichotomized (Gönen, 2006; Streiner & Cairney, 2007).   The 

Area Under the Curve (AUC) statistic gives the classification utility of a test (Otto et al., 2010; 

Streiner & Cairney, 2007).  An AUC can range from 0 to 1; with AUCs between 0.50 and 0.70 

having low classification accuracy, those between 0.70 and 0.90 having moderate classification 

accuracy, and high classification accuracy for those over 0.90 (Fischer, Bachmann, & Jaeschke, 

2003; Streiner & Cairney, 2007).   Sensitivity is the ability of the test to accurately classify 

malingerers as malingering and specificity is accurately classifying those answering honestly as 
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not malingering (Streiner & Cairney, 2007). For example, according to the ILK manual (Otto et 

al., 2010), the AUC value reflects the probability that anyone feigning deficits in legal 

knowledge will obtain an ILK total score lower than anyone who is not feigning deficits, 

sensitivity is the percentage of those instructed to fake bad and being correctly identified as 

malingering, specificity is the percentage of participants answering honestly and being correctly 

identified as answering honestly, the positive predictive power (PPP) is the percentage of persons 

identified as feigning who are feigning, and the negative predictive power (NPP) is the 

percentage of persons identified as not feigning who are not feigning.  The current study utilized 

both the M-FAST total scores and the psychologist ratings as the independent criterions for 

identifying suspected malingerers in two separate ROC analyses.  

3.3.1 Hospital sample 

3.3.1.1 M-FAST ROC Analyses.  The ILK yielded a ROC-Area Under the Curve (AUC) 

value of .79 (moderate classification accuracy) when tested against the M-FAST total score of 

six and greater being classified as malingering.  At the recommended cut-score of 47, sensitivity 

and specificity of the ILK in detecting malingering were .57 and .86, respectively.  In other 

words, at the cut-score of 47, the ILK correctly classified 57% of the sample as malingering as 

ascertained by the M-FAST while appropriately identifying 86% of the sample that was not 

classified as malingering on the M-FAST.  However, this also implies that 43% of the residents 

that were shown to be malingering on the M-FAST were not identified by the ILK (false 

negatives), whereas 14% of those who were not shown to be malingering on the M-FAST were 

identified as malingering on the ILK (false positives).  Table three reflects the sensitivity and 

specificity values across all possible cut-scores on the ILK.  Rubenzer (2011) suggests that a 

false positive rate in malingering tests not exceed 5%; thus this cut-score needs to be 
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reexamined.  At a cut-score of 33, sensitivity and specificity of the ILK in detecting malingering 

were .25 and .98, respectively.  In other words, at the cut-score of 33, the ILK correctly classified 

25% of the sample as malingering as ascertained by the M-FAST while appropriately identifying 

98% of the sample that was not classified as malingering on the M-FAST.  However, this also 

implies that 75% of the residents that were shown to be malingering on the M-FAST were not 

identified by the ILK (false negatives), whereas 2% of those who were not shown to be 

malingering on the M-FAST were identified as malingering on the ILK (false positives).  At a 

cut-score of 40, sensitivity and specificity of the ILK in detecting malingering were .38 and .97, 

respectively.  In other words, at the cut-score of 40, the ILK correctly classified 38% of the 

sample as malingering as ascertained by the M-FAST while appropriately identifying 97% of the 

sample that was not classified as malingering on the M-FAST.  However, this also implies that 

62% of the residents that were shown to be malingering on the M-FAST were not identified by 

the ILK (false negatives), whereas 3% of those who were not shown to be malingering on the M-

FAST were identified as malingering on the ILK (false positives).   

3.3.1.2 Psychologist ratings ROC analyses.  ROC analyses were used to evaluate the 

recommended cut-score of 47 on the ILK.  The criterion variable for this analysis was 

malingering or not malingering as rated by the psychologist.  This scale was dichotomized into 

malingering (psychologist rated the resident as a 5, definitely malingering, or a 4, probably 

malingering) and not malingering (psychologist rated the resident as a 2, probably not 

malingering, or a 1, not malingering). Eighteen residents were dropped from this analysis due to 

being rated a 3 (possibly malingering).  The ILK yielded a ROC AUC value of .73 (moderate 

classification accuracy) when tested against the psychologist ratings.   
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At the recommended cut-score of 47, sensitivity and specificity of the ILK in detecting 

malingering were .63 and .78, respectively.  In other words, at the cut-score of 47, the ILK 

correctly classified 63% of the sample as malingering as ascertained by the psychologist rating 

while appropriately identifying 78% of the sample that was not classified as malingering by the 

psychologist.  However, this also implies that 37% of the residents that were rated as 

malingering by the psychologist were not identified by the ILK (false negatives), whereas 22% 

of those who were not shown to be malingering on the M-FAST were identified as malingering 

on the ILK (false positives).  Table four reflects the sensitivity and specificity values across all 

possible cut-scores on the ILK.  At a cut-score of 33, sensitivity and specificity of the ILK in 

detecting malingering were .29 and .95, respectively.  In other words, at the cut-score of 33, the 

ILK correctly classified 29% of the sample as malingering as ascertained by the psychologist 

while appropriately identifying 95% of the sample that was not classified as malingering by the 

psychologist’s rating.  However, this also implies that 71% of the residents that were shown to be 

malingering on the M-FAST were not identified by the ILK (false negatives), whereas 5% of 

those who were not shown to be malingering on the M-FAST were identified as malingering on 

the ILK (false positives).  At a cut-score of 40, sensitivity and specificity of the ILK in detecting 

malingering were .42 and .89, respectively.  In other words, at the cut-score of 40, the ILK 

correctly classified 42% of the sample as malingering as ascertained by the psychologist’s rating 

while appropriately identifying 89% of the sample that was not classified as malingering by the 

psychologist.  However, this also implies that 58% of the residents were rated to be malingering 

by the psychologist were not identified by the ILK (false negatives), whereas 11% of those who 

were not rated to be malingering by the psychologist were identified as malingering on the ILK 

(false positives).   
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3.3.2 Undergraduate sample 

ROC analyses were run separately for the honest and simulated malingering groups and 

the honest and simulated incompetence groups with the M-FAST used as the criterion variable.   

3.3.2.1 Simulated malingering.  The ILK yielded an ROC-AUC value of .74 (moderate 

classification accuracy) when tested using the known groups of honest and simulated 

malingering.  At the recommended cut-score of 47, sensitivity and specificity of the ILK in 

detecting malingering were .35 and .97, respectively.  In other words, at the cut-score of 47, the 

ILK correctly classified 35% of the sample as malingering that were assigned to the simulated 

malingering groups while appropriately identifying 97% of the sample that was not assigned to 

the malingering group.  However, this also implies that 65% of the students that were assigned to 

the group were not identified by the ILK (false negatives), whereas 3% of those assigned to the 

honest group were identified as malingering on the ILK (false positives).  Table three reflects the 

sensitivity and specificity values across all possible cut-scores on the ILK.  At a cut-score of 33, 

sensitivity and specificity of the ILK in detecting malingering were .20 and .98, respectively.  In 

other words, at the cut-score of 33, the ILK correctly classified 20% of the sample as 

malingering while appropriately identifying 98% of the sample that was not assigned to the 

malingering group.  However, this also implies that 80% of the students assigned to the 

malingering group were not identified by the ILK (false negatives), whereas 2% of those who 

were in the honest group were identified as malingering on the ILK (false positives).  At a cut-

score of 40, sensitivity and specificity of the ILK in detecting malingering were .28 and .98, 

respectively.  In other words, at the cut-score of 40, the ILK correctly classified 28% of the 

sample as malingering while appropriately identifying 98% of the sample.  However, this also 

implies that 72% of the students in the simulated malingering group were not identified by the 
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ILK (false negatives), whereas 2% of those in the honest group were identified as malingering on 

the ILK (false positives).   

3.3.2.2 Simulated incompetence.  The ILK yielded an ROC-AUC value of .88 

(moderate classification accuracy) when tested using the known groups of honest and simulated 

incompetence.  At the recommended cut-score of 47, sensitivity and specificity of the ILK in 

detecting malingering were .69 and .97, respectively.  In other words, at the cut-score of 47, the 

ILK correctly classified 69% of the sample as malingering that were assigned to the simulated 

incompetence groups while appropriately identifying 97% of the sample that was not assigned to 

the malingering group.  However, this also implies that 31% of the students that were assigned to 

the incompetent group were not identified by the ILK (false negatives), whereas 3% of those 

assigned to the honest group were identified as malingering on the ILK (false positives).  Table 

three reflects the sensitivity and specificity values across all possible cut-scores on the ILK.  At a 

cut-score of 33, sensitivity and specificity of the ILK in detecting malingering were .49 and .98, 

respectively.  In other words, at the cut-score of 33, the ILK correctly classified 49% of the 

sample as malingering while appropriately identifying 98% of the sample that was not assigned 

to the incompetent group.  However, this also implies that 51% of the students assigned to the 

incompetent group were not identified by the ILK (false negatives), whereas 2% of those who 

were in the honest group were identified as malingering on the ILK (false positives).  At a cut-

score of 40, sensitivity and specificity of the ILK in detecting malingering were .60 and .98, 

respectively.  In other words, at the cut-score of 40, the ILK correctly classified 60% of the 

sample as malingering while appropriately identifying 98% of the sample.  However, this also 

implies that 40% of the students in the simulated incompetent group were not identified by the 
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ILK (false negatives), whereas 2% of those in the honest group were identified as malingering on 

the ILK (false positives).   

3.4 Intelligence and Malingering 

To determine if certain items of the ILK were related to IQ, partial correlations between 

the ILK and the IQ score were performed, controlling for age, gender, race, and level of 

education.  These correlations were rank ordered to which items perform poorly when 

administered to individuals with low IQs.  This analysis only included data from the honest 

groups of the hospital and undergraduate samples and only the first administration of the ILK.  

Intelligence, as rated by the Shipley, was positively correlated with scores on the first 

administration of the ILK, Pearson’s correlation=.38, p<.001.  Partial correlations were 

performed between the Shipley IQ score and each individual item of the first administration of 

the ILK to determine the relationship between intelligence and individual ILK items.  Gender, 

age, race, and years of education were held constant in these analyses.  Table 5 includes a rank-

order list of the correlations for each of the 61 items of the ILK. Due to the multiple 

comparisons, individual ILK item correlations were rank-ordered to examine which items had 

the strongest associations with IQ.  The two highest correlations included, number 12
1
: “If the 

defendant testifies, he only has to answer questions from his lawyer,” r=0.34, and number 34
1
: 

“The prosecutor can force the defendant to testify,” r=0.34.    
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CHAPTER FOUR 

DISCUSSION 

The first of several aims of the current study tested the hypothesis that adding an 

additional administration of the ILK, after the standard immediate feedback, would increase the 

validity of the instrument to identify those motivated to feign factual knowledge deficits.  The 

tests of the first hypothesis produced mixed results.  Adding a second administration of the ILK 

did not produce significantly different mean scores in the hospital sample between those in the 

honest group and those in the suspected of malingering group when controlling for the initial 

administration of the ILK. At the recommended cut-score of 47 provided in the ILK manual, 

61.5% of the individuals in the suspected of malingering group scored below the cut-score on the 

first administration of the ILK and 53.8% in this group scored below the cut-score on the second 

administration.  Additionally, only 23.1% of the individuals in the suspected of malingering 

hospital sample scored worse on the second administration of the ILK than the first 

administration.  Of note, 13.8% of those in the honest group in the hospital sample performed 

worse on the second administration of the ILK than the first administration.  There are several 

possible explanations for the decrement in performance on the second administration.  Due to the 

number of measures administered, fatigue and boredom could have played a large part.  

Additionally, administering the instrument two times in a row could have confused the 

participants.  Despite being provided with immediate feedback on their performance during the 

initial administration of the ILK, participants may have believed that the second administration 

was related to their performance on the first administration and thus changed their answers. 

  It may be important to consider that nearly 84% of the hospital sample was enrolled in 

competency restoration classes at the time of their participation in the study, suggesting that a 
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large percentage of the sample had at least a minimal amount of exposure to competency 

restoration training.  Interestingly, enrollment in competency classes was weakly but 

significantly related to performance on the second administration of the ILK (r=0.19, p=.04) but 

not to the first administration (r=0.14, p=.11).  Perhaps hearing the questions twice and getting 

immediate feedback on their answers was somehow related to remembering the materials learned 

during competency restoration training.  That is, the combination of competency classes and 

feedback on performance may have prompted better recall for the second administration of the 

ILK.  Additionally, due to the legal knowledge nature of the ILK, the competency classes likely 

had an impact on performance on the ILK.  This is supported by the failure of the M-FAST total 

score to correlate with enrollment in competency classes (r=0.02, p=.87) and demonstrates that 

legal knowledge training in competency classes impacted the scores on the ILK and was not 

related to performance on the M-FAST. 

The results indicate that there was a moderate relationship between the ILK and the M-

FAST, suggesting that the presence of malingering would impact both the ILK and M-FAST 

results.  However, despite their malingering status based on elevated scores on the M-FAST, the 

results of this study suggest that not everyone malingering psychiatric symptoms is also feigning 

factual knowledge deficits.  Although the hypothesis that those in the hospital sample suspected 

of malingering would perform worse on the second administration of the ILK than the first was 

not supported, interesting findings were observed in the groups of students simulating 

malingering and incompetence.  Students in the simulated incompetent group performed 

significantly worse on both administrations of the ILK than did the honest and the simulated 

malingering participants.  In fact, administering the ILK twice appeared to make both the 

students in the simulated malingering and simulated incompetence groups perform worse on the 
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second administration of the ILK than those in the honest condition.  This suggests that two 

administrations of the ILK may have clinical utility in distinguishing individuals who are 

feigning legal knowledge deficits from those who are incompetent and not feigning.  However, 

as with any simulated group, it is questionable whether these individuals are behaving similarly 

to patients.  Because this hypothesis was only supported in the student simulation sample and not 

in the patient sample, further study is required, as described below. 

A recent critique citing concerns about the psychometric properties of the ILK 

(Rubenzer, 2011) noted that the ILK has been shown to have an unacceptable level of false 

positives.  In order to address this critique, receiver operating characteristics (ROC) analyses 

were conducted to re-examine the recommended cut-score of 47.  Rubenzer (2011) has suggested 

that the false positive rate in malingering tests not exceed five percent.  With this in mind, 

possible cut-scores were examined, and statistics were provided for cut-scores of 47, 40, and 33.  

For the hospital sample, ROC analyses were performed using both the M-FAST results and a 

psychologist’s rating of malingering as the independent criterion variables.  Using the M-FAST 

as the criterion variable, it appears that the best cut-score in the sample of hospital residents was 

40, a cut-score which puts the rate of false positives at three percent.  Despite this excellent level 

of specificity, at a cut-score of 40, the sensitivity of the ILK is only .38, indicating that only 38% 

of the sample shown to be malingering on the M-FAST was also identified as malingering on the 

ILK.  Due to the serious nature of incorrectly identifying a defendant as malingering, it is better 

to have an excellent level of specificity than sensitivity.  However, using this cut-score would 

cause a large number of individuals feigning factual knowledge deficits to go undetected.  For 

this reason, it is imperative that the ILK be used as a screener only and as just one data point in 

the determination of malingering. 
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When the psychologist rating was used as the independent criterion variable, the best cut-

score appears to be 33.  This cut-score puts the level of false positives at five percent.  However, 

at a cut-score of 33, the sensitivity of the ILK is only .29, indicating that only 29% of the sample 

rated to be malingering by the psychologist was also identified as malingering on the ILK.  This 

finding suggests potential problems with the psychologist rating variable.  Although the 

psychologists in this study were all licensed clinical psychologists with advanced knowledge on 

malingering, it is possible that they were not very good raters of malingering of factual 

knowledge deficits and this highlights the need for standardized objective measures of feigned 

factual knowledge deficits.  The psychologists at this hospital managed a large caseload of 

patients and rarely had daily contact with each patient.  Other factors may have contributed to the 

lack of concordance between the psychologists’ ratings of malingering and objective measures of 

malingering. For example, it is possible that patients who are malingering change their response 

style based on the situation in which they find themselves.  In addition, their presentation may 

change after speaking to their lawyer or obtaining additional information about their legal cases.  

While the M-FAST was administered a few moments before the ILK administrations in this 

study, the hospital psychologist may have been rating the patient based on behaviors spanning 

several months and not their presentation on the day they were assessed.  An additional issue 

may have been the impact of the experimenter.  Although the principle investigator introduced 

herself as working with the participant’s psychologist, the fact that the researcher was not the 

participant’s psychologist may have been a confound.  That is, if the measures were administered 

by the participant’s psychologist, the results may have been different as the participant may have 

had more external motivation to malinger or feign.  In order to meet the requirements of the IRB, 

after the administration of the M-FAST and the initial ILK, participants were informed of the 
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student status of the researcher and that the results of the second ILK and the Shipley-2 were 

confidential.  This information may well have changed the manner in which participants 

responded. 

In the simulated malingering sample of students, the cut-score of 47 yielded a rate of 

false positives of three percent and correctly classified 37% of the sample as malingering.  In the 

simulated incompetent sample of students, the cut-score of 47 yielded a rate of false positives of 

three percent and correctly classified 69% of the sample as malingering.  This finding is 

promising as it confirms the cut-scores recommended in the ILK manual.  

Taken together, the results from the ROC analyses suggest that further research is 

necessary to determine an optimal cut-score for individuals undergoing a competency evaluation.  

Although the current study utilized two independent criterion measures for identifying 

malingerers, results indicated that not everyone who was shown to be exaggerating psychiatric 

symptoms on the M-FAST were also feigning factual knowledge deficits.  Therefore, further 

research should employ a cognitive malingering test, such as the TOMM (Tombaugh, 1996), and 

other measures of feigned factual knowledge deficits, such as the TONI (Colwell et al., 2008) or 

the TO-CEE (Belfi, et al., 2012) as additional independent criterion measures of malingering.   

The current study also sought to examine the relationship between intelligence and 

malingering.  Although previous research has reported that individuals with mental retardation 

who are not suspected of malingering often score in the malingering range on malingering tests 

(Hayes et al., 1997; Hurley & Deal, 2006; Weiss et al., 2011), no research has examined the role 

of intelligence on performance on the ILK.  Additionally, the majority of the research studying 

malingering and intelligence has focused solely on mental retardation and not across the full 

range of IQ scores.  Results of the current study indicated that when examining only the honest 
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responders, the ILK is moderately associated with intelligence (r=0.38).  However when 

controlling for age, race, level of education, and gender, the correlation between the ILK and 

Shipley IQ score got stronger (r=0.42).  Partial correlations between the 61 questions of the first 

administration of the ILK and the Shipley IQ score were performed, controlling for the above 

demographic factors.  Results indicated that two items of the ILK have medium correlations with 

intelligence.  Interestingly, these items are both related to testifying in court.  The twelfth item
2
: 

“If the defendant testifies, he only has to answer questions from his lawyer,” and the thirty-fourth 

item
2
: “The prosecutor can force the defendant to testify.”   Due to these items’ association with 

intelligence, it would be prudent to drop these items when administering the ILK to individuals 

with below average intelligence.  In the sample of honest responders in both the hospital and 

university groups, 41.5% incorrectly answered ILK item twenty
2
:  “The judge must be told 

everything that the defendant tells the defense attorney.” Although when controlling for race, 

age, gender and level of education, the relationship between item 20 and the Shipley IQ score 

was weak, this item was by far the most frequently missed in the honest sample.   

 The current study was the first independent study of the validity of the ILK by a 

researcher other than the authors of the instrument.  It employed both a naturalistic sample of 

individuals adjudicated ITP in a state forensic hospital as well as a sample of simulated 

malingerers.  Despite these strengths, the current study has some important limitations.  This 

study used a psychiatric malingering screening measure, the M-FAST, to identify those 

individuals who were categorized in the suspected of malingering group.  This assumes that 

individuals who exaggerate psychiatric symptoms are also feigning factual knowledge deficits 
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and it appears that this assumption is not always correct.  It appears that individuals are much 

more likely to exaggerate psychiatric symptoms than to feign factual knowledge deficits.  As 

stated above, future research could employ a cognitive malingering test, such as the TOMM 

(Tombaugh, 1996), and other measures of feigned factual knowledge deficits, such as the TOMI 

(Colwell et al., 2008) or TO-CEE (Belfi et al., 2012), to identify those in the suspected of 

malingering group.  Another important concept noted in this study is that malingering and severe 

mental illness are not mutually exclusive.  That is, it is possible that a large number of people in 

the suspected of malingering group were also experiencing genuine symptoms (see for example 

Conroy & Kwartner, 2006).  Future research would benefit from also adding a group of 

participants that are currently undergoing their initial competency evaluation and have not yet 

been adjudicated competent or incompetent.  This could shed light on how individuals who have 

never been evaluated for competency (a naive sample, unaware of the requirements for 

competency to stand trial) perform on the ILK when they possess external motivation to perform 

poorly.  It may be a common misperception that competency to stand trial is related solely to 

mental illness.  This is incorrect, as other disabilities, such as deafness could contribute to 

incompetency.  Finally, the use of the Shipley-2 to estimate IQ appears to be a limitation of the 

current study.   Despite its excellent psychometric properties, the Shipley-2 appeared to provide 

an extremely low estimate of IQ in the current study.  The mean IQ for the hospital residents in 

the honest group was 69.17.  Given previous studies which reported higher scores for a state 

hospital population (Lesser, 1990; Carbonell, Heilbrun, & Friedman, 1992), these scores may not 

be an accurate representation of their true IQ.  Although it is possible that this particular sample 

was of lower IQ, several hypotheses can be offered for these low scores.  First, the Shipley-2 was 

the final measure to be administered.  This could have caused the participants to become fatigued 
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and not put forth their best efforts.  Additionally, the instructions of the Shipley-2 are for 

participants to complete the measure by his or herself and it was the only measure in which 

participants completed on his or her own.  Finally, in the hospital sample, participants were 

explicitly told that his or her name would not be on this measure and that it was for research 

purposes only.  The absence of the participant’s name on this measure could have impacted their 

performance.  Future research on the relationship between intelligence and performance on 

malingering measures is needed.  Although the Shipley-2 Vocabulary subtest was chosen 

because the other measures of the study were read to the participant and verbal intelligence was 

hypothesized to be important to assess, future research should employ an intelligence measure 

which assesses other constructs of IQ in addition to verbal IQ, such as the Wechsler Abbreviated 

Scale of Intelligence (WASI).   

 Due to the frequency of competency to stand trial evaluations and the fact that they affect 

approximately 60, 000 individuals each year in the United States (Soliman & Resnick, 2010); it 

is of great importance to assess competency accurately.  Little research has focused on feigned 

factual knowledge deficits, despite the fact that having both a factual and a rational 

understanding of one’s case is the definition of competency.  Twenty to 30% of defendants have 

been reported to be malingering during these evaluations (Frederick, 2000; Miller, 2001; 

Mittenberg et al., 2002; Rogers, 1997).  Due to the prevalence of malingering and the costs 

associated with incorrectly classifying one as malingering or being genuine, it is paramount that 

response style during these evaluations be accurately assessed (Kulbarsh, 2009; LoPiccolo et al., 

1999; Singh et al, 2007).  Results of the current study indicated that further research is necessary 

to improve the predictive validity of the ILK.  This study uncovered important differences 

between those suspected of malingering or instructed to simulate malingering and those 
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appearing to answer honestly.  Additionally, this study found that the ILK is moderately related 

to intelligence.  This is an important finding because it is imperative to distinguish those 

individuals motivated to feign knowledge deficits and those who perform poorly due to a limited 

intellectual capacity. 
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APPENDIX A 

IRB APPROVAL FORMS 

The Florida State University 

Office of the Vice President For Research 

Human Subjects Committee 

Tallahassee, Florida 32306-2742 

(850) 644-8673, FAX (850) 644-4392 

 

APPROVAL MEMORANDUM 

Date: 6/11/2012 

To: Emily Gottfried [gottfried@psy.fsu.edu]  

Address: 4301 

Dept.: PSYCHOLOGY DEPARTMENT 

 

From: Thomas L. Jacobson, Chair 

 

Re: Use of Human Subjects in Research 

Increasing the validity of the Inventory of Legal Knowledge (ILK) to detect feigning. 

 

The application that you submitted to this office in regard to the use of human subjects in the 

research proposal referenced above has been reviewed by the Human Subjects Committee at its 

meeting on 04/11/2012. Your project was approved by the Committee. 

 

The Human Subjects Committee has not evaluated your proposal for scientific merit, except to 

weigh the risk to the human participants and the aspects of the proposal related to potential risk 

and benefit. This approval does not replace any departmental or other approvals, which may be 

required. 

 

If you submitted a proposed consent form with your application, the approved stamped consent 

form is attached to this approval notice. Only the stamped version of the consent form may be 

used in recruiting research subjects. 

 

If the project has not been completed by 4/10/2013 you must request a renewal of approval for 

continuation of the project. As a courtesy, a renewal notice will be sent to you prior to your 

expiration date; however, it is your responsibility as the Principal Investigator to timely request 

renewal of your approval from the Committee. 

 

You are advised that any change in protocol for this project must be reviewed and approved by 

the Committee prior to implementation of the proposed change in the protocol. A protocol 

change/amendment form is required to be submitted for approval by the Committee. In addition, 

federal regulations require that the Principal Investigator promptly report, in writing any 



 

44 

 

unanticipated problems or adverse events involving risks to research subjects or others. 

 

By copy of this memorandum, the Chair of your department and/or your major professor is 

reminded that he/she is responsible for being informed concerning research projects involving 

human subjects in the department, and should review protocols as often as needed to insure that 

the project is being conducted in compliance with our institution and with DHHS regulations. 

 

This institution has an Assurance on file with the Office for Human Research Protection. The 

Assurance Number is FWA00000168/IRB number IRB00000446. 

 

Cc: Joyce Carbonell, Advisor 

HSC No. 2012.7959 
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Office of the Vice President For Research  

Human Subjects Committee  

P. O. Box 3062742  

Tallahassee, Florida 32306-2742  

(850) 644-8673 · FAX (850) 644-4392  

RE-APPROVAL MEMORANDUM  

 

Date: 03/21/2013  

 

To: Emily Gottfried <gottfried@psy.fsu.edu>  

 

Address: 4301  

Dept.: PSYCHOLOGY DEPARTMENT  

 

From: Thomas L. Jacobson, Chair  

 

Re: Re-approval of Use of Human subjects in Research:  

 

Increasing the validity of the Inventory of Legal Knowledge (ILK) to detect feigning.  

 

Your request to continue the research project listed above involving human subjects has been 

approved by the Human Subjects Committee. If your project has not been completed by 

03/12/2014, you are must request renewed approval by the Committee.  

 

If you submitted a proposed consent form with your renewal request, the approved stamped 

consent form is attached to this re-approval notice. Only the stamped version of the consent form 

may be used in recruiting of research subjects. You are reminded that any change in protocol for 

this project must be reviewed and approved by the Committee prior to implementation of the 

proposed change in the protocol. A protocol change/amendment form is required to be submitted 

for approval by the Committee. In addition, federal regulations require that the Principal 

Investigator promptly report in writing, any unanticipated problems or adverse events involving 

risks to research subjects or others.  

 

By copy of this memorandum, the Chairman of your department and/or your major professor are 

reminded of their responsibility for being informed concerning research projects involving 

human subjects in their department. They are advised to review the protocols as often as 

necessary to insure that the project is being conducted in compliance with our institution and 

with DHHS regulations.  

 

Cc: Joyce Carbonell, Advisor 

HSC No.  

2013.9983  
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APPENDIX B 

APPROVED CONSENT FORMS 

 

 

 
 

��������	
��������	����	��
�������������	�
���������������
Department of Psychology 

850/644-2040 

850/644-7739 (fax) 

 

 

I freely and voluntarily and without force or coercion, consent for my answers to the measures I 

have completed for The Inventory of Legal Knowledge (ILK), and the Miller Forensic 

Assessment of Symptoms Test (M-FAST), which were administered for Florida State Hospital 

use, to be archived (i.e., to make copies of my answers and place the copies in a file) for use in 

the research project entitled “Mental illness and legal knowledge.” I understand the originals of 

the ILK and the M-FAST are maintained in a file at Florida State Hospital (FSH) per Florida 

State Hospital operating procedures.   

 

I also consent to be administered two more measures (the Shipley-2 and a re-administration of 

the ILK) solely for purposes of this research project.  I understand these measures will not be 

maintained at FSH as they will be given solely for the purposes of this study, not for use at FSH.  

 

I understand I was selected as a possible participant because of my current legal status of 

Incompetent to Proceed. I understand I was asked to read this form and ask any questions I may 

have before agreeing to allow my answers to the original ILK and M-FAST to be archived. 

 

I understand this study is being conducted by Emily Gottfried, who is a graduate student in the 

Department of Psychology, Florida State University. I understand the investigator of this study is 

a volunteer at FSH and is not an employee of FSH.  I understand the investigator is not 

responsible for FSH use of the originals of the ILK and the M-FAST.   

 

Background Information: 

I understand the purpose of this research project is to use data from Florida State Hospital 

residents who are Incompetent to Proceed to answer questions about how mental illness affects 

legal knowledge.   

 

Procedures: 

If I agree to be in this study, I will complete the Shipley-2 and a re-administration of the ILK 

which will take approximately ten minutes.  I understand my name and identifying information 

will not be on either of these measures. 

 
FSU Human Subjects Committee Approved on 3/21/2013. Void after 3/12/2014. HSC # 2013.9983 
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I understand my name and all identifying information from the archived ILK and the M-FAST 

will be removed by the researcher/investigator.    

 

I understand my FSH chart will be used to get MY diagnosis, age, race, the number of days that I 

have been in the hospital, information about my medication, my level at the hospital, whether or 

not I am in competency classes, and my current charge(s). 

 

Risks and benefits of being in the Study: 
I understand there are no known risks of participating in this study, given that my name and 

identifying information will be removed from the archived measures I completed and the current 

Shipley-2 and re-administration of the ILK.  I do not hold the investigator responsible for FSH 

use of the original ILK and M-FAST and understand these measures were administered for FSH 

use, while my archived answers will be used for the study.  If I feel distressed when answering 

these questions, I will seek treatment from my treatment team.  I understand there are no direct 

benefits to me if I participate.  However, I realize this research may benefit others in my situation 

in the future. 

 

Confidentiality: 

  

If you agree to allow your data to be archived for future study, the records of this study will be 

kept private and confidential to the extent permitted by law.  In any sort of article we might 

publish, we will not include any information that will make it possible to identify a subject.  

Research records will be stored securely and only researchers will have access to the records. 

Florida State Hospital staff will not be told whether or not you decided to allow for your 

data to be archived.  Not participating in the study will not affect your treatment or status 

with Florida State Hospital or Florida State University. 

 

None of the questions you answer will have your name on them.  Instead, your responses will be 

identified by a number.  Only the primary researcher will have your name and this will be kept 

separate from your questions.  Once all of the information is collected, the list of names will be 

destroyed.  Your answers to the archived measures and current Shipley-2 and re-administration 

of the ILK will be destroyed after a period of seven years.  The original ILK and M-FAST may 

be retained by FSH staff for a longer period of time.   

 

Voluntary Nature of the Study: 
 

You do not have to participate in this study of having your answers archived for future research.  

If you decide to participate, you can stop at any time and may stop if participation interferes with 

classes or activities.  Not participating or stopping in the middle will not affect your relationship 

with Florida State University or with Florida State Hospital and hospital staff will not be told of 

whether or not you decide to participate.   
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Contacts and Questions: 

The researchers conducting this study are Emily Gottfried, M.S. and Joyce Carbonell, Ph.D.  

You may ask any questions you have now.   

 

If you have a question later, you are encouraged to contact them at gottfried@psy.fsu.edu or 850-

644-1042.  You may also contact Trina Christner-Renfroe, Ph.D. at Florida State Hospital at 

(850)-663-7706 and she will contact the researchers for you. 

 

If you have any questions or concerns regarding this study and would like to talk to someone 

other than the researchers, you are encouraged to contact the FSU IRB at 2010 Levy Street, 

Research Building B, Suite 276, Tallahassee, FL  32306-2742, or 850-644-8633, or by email at 

humansubjects@magnet.fsu.edu. 

 

You will be given a copy of this information to keep for your records. 

 

Statement of Consent: 

 

I have read the above information.  I have asked questions and have received answers.  I consent 

to have my answers archived for future study.  I consent to complete two more measures.  I am 

18 years of age, or older. 

 

 

________________  _________________ 

Signature                                          Date 

 

 

 

 

________________      _________________ 

Signature of Investigator                    Date 
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FSU Behavioral Consent Form 

Mental illness and legal knowledge 

 

You are invited to be in a research study about mental illness and legal knowledge. You were 

selected as a possible participant because of your enrollment in General Psychology. We ask that 

you read this form and ask any questions you may have before agreeing to be in the study. 

 

This study is being conducted by Emily Gottfried, M.S. and Joyce Carbonell, Ph.D., Department 

of Psychology at Florida State University.   

 

Background Information: 

 

The purpose of this study is: to learn about how mental illness affects legal knowledge. 

 

Procedures: 

 

If you agree to be in this study, we would ask you to do the following things: you will be asked 

questions by a researcher and you will also fill out answers to questions on paper.  This study 

should take about one hour or less. 

 

Risks and benefits of being in the Study: 

 

There are no known risks of this study.  There are no direct benefits to you if you participate.  

However, this research may benefit others in your situation in the future. 

 

Confidentiality: 

 

The records of this study will be kept private and confidential to the extent permitted by law.  In 

any sort of report or article we might publish, we will not include any information that will make 

it possible to identify a subject.  Research records will be stored securely and only researchers 

will have access to the records.  

 

None of the questions you answer will have your name on them.  Instead, your responses will be 

identified by a number.  Only the primary researcher will have your name and this will be kept 

separate from your questions.  Once all of the information is collected, the list of names will be 

destroyed.   

 

Voluntary Nature of the Study: 
 

You do not have to participate in this study.  If you decide to participate, you can stop at any 

time.  Not participating or stopping in the middle will not affect your relationship with Florida 

State University.   
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Contacts and Questions: 
 

The researchers conducting this study are Emily Gottfried, M.S. and Joyce Carbonell, Ph.D.  

You may ask any question you have now.  If you have a question later, you are encouraged to 

contact them at gottfried@psy.fsu.edu or 850-644-1042.   

 

If you have any questions or concerns regarding this study and would like to talk to someone 

other than the researcher(s), you are encouraged to contact the FSU IRB at 2010 Levy Street, 

Research Building B, Suite 276, Tallahassee, FL  32306-2742, or 850-644-8633, or by email at 

humansubjects@magnet.fsu.edu. 

 

You will be given a copy of this information to keep for your records. 

 

Statement of Consent: 

 

I have read the above information.  I have asked questions and have received answers.  I consent 

to participate in the study.  I am over the age of 18. 

 

 

 

________________  _________________ 

Signature                                          Date 

 

________________  _________________ 

Signature of Investigator                    Date 
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APPENDIX C 

TABLES 

Table 1. Descriptive statistics (means, standard deviations, ranges) for the measures by group 

 

 

 

Measure 

Group 1 

N=65 

M (SD) 

range 

Group 2  

N=65 

M (SD) 

range 

Group 3 

N=65 

M (SD) 

range 

Group 4 

N=65 

M (SD) 

range 

Group 5 

N=65 

M (SD) 

range 

ILK 1 53.00 (6.56) 

31-61 

42.11 (12.02) 

10-61 

 

55.14 (4.92) 

31-61 

45.29 (14.03) 

15-59 

34.55 (16.08) 

3-60 

ILK 2 55.34 (5.92) 

35-61 

44.09 (13.71) 

10-61 

 

58.54 (2.93) 

45-61 

33.28 (17.55) 

7-59 

23.06 (15.25) 

2-54 

M-FAST 1.80 (1.56) 

0-5 

11.65 (4.54) 

6-25 

 

1.03 (1.38) 

0-6 

15.17 (6.85) 

0-25 

16.37 (6.99) 

0-25 

Shipley IQ 

Score 

69.17 (24.30) 

25-113 

63.54 (22.06) 

25-113 

 

106.26 (10.73) 

81-121 

66.77 (24.81) 

35-117 

61.11 (25.11) 

33-120 

Psychologist 

Rating 

2.00 (0.95) 

1-5 

3.18 (1.24) 

1-5 

N/A N/A N/A 

 

Group 1= hospital residents not suspected of malingering; Group 2= hospital residents suspected 

of malingering; Group 3= undergraduate students in the honest condition; Group 4= 

undergraduate students in the malingered mental illness condition; Group 5= undergraduate 

students in the malingered incompetence condition. 

Note: Higher scores on the M-FAST suggest malingering psychiatric symptoms.  Lower scores 

on the ILK suggest an attempt to feign factual knowledge deficits.  Higher scores on the 

psychologist rating scale indicates ratings in the malingering range.   
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Table 2.  Correlations between measures for entire sample 

 1 2 3 4 5 M SD Range 

1. M-FAST Total Score -- 
--- --- --- --- 

9.20 8.18 0-25 

2. ILK (first)  -.52
** 

--- 
--- --- --- 

46.02 13.70 3-61 

3. ILK (second)  -.70
** 

.70
** 

--- 
--- --- 

42.86 18.18 2-61 

4. Shipley IQ Score -.47
** 

.47
** 

.58
** 

-- 
---

 73.37 27.58 25-121 

5. Psychologist Rating .43
**

 -.34
**

 -.42
** 

-.14 -- 2.59 1.25 1-5 

** Correlation is significant at the 0.01 level (2-tailed). 

Note: Higher scores on the M-FAST suggest malingering psychiatric symptoms.  Lower scores on the 

ILK suggest an attempt to feign factual knowledge deficits.  Higher scores on the psychologist rating 

scale indicates ratings in the malingering range.   
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Table 3. Performance of the ILK in predicting M-FAST malingering 

 Hospital Sample Honest and Suspected of 

Malingering 

Student Sample Honest and Simulated 

Malingering 

Student Sample Honest 

and Simulated 

Incompetent 

ILK Cut-

Score 

Sensitivity (True 

Positive) 

Specificity (True 

Negative) 

Sensitivity 

(True 

Positive) 

Specificity (True 

Negative) 

Sensitivity 

(True 

Positive) 

Specificity 

(True 

Negative) 

2.00 - - - - .000 1.000 

6.00 - - - - .015 .985 

9.00 .000 1.000 - -   

10.00 - - - - .031 .969 

11.50 - - - - .046 .954 

12.50 - - - - .077 .923 

14.00 .015 1.000 .000 1.000 .092 .908 

15.50 - - .015 .985 .123 .877 

16.50 - - .031 .969 .169 .831 

17.50 - - .062 .938 .215 .785 

18.50 - - .077 .923 .231 .769 

19.50 .031 1.000 .092 .908 .246 .754 

20.50 - - .108 .892 - - 

21.50 .046 1.000 .123 .877 .262 .738 

22.50 .062 1.000 .138 .862 - - 

23.50 - - - - .292 .708 

24.00 .092 1.000 .169 .831 .323 .677 

25.50 .108 1.000 - - .354 .646 

27.00 .138 1.000 .185 .815 .400 .600 

28.50 .185 1.000 - - .415 .585 

29.50 - - - - .431 .569 

30.00 .215 1.000 .200 .800 .446 .554 

31.50 - - - - .477 .523 

32.50 - - - - .492 .508 

33.00 .246 0.985 .200 .800 .523 .477 
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Table 3. (Continued) Performance of the ILK in predicting M-FAST malingering 

 

 Hospital Sample Honest and Suspected of 

Malingering 

Student Sample Honest and Simulated 

Malingering 

Student Sample Honest 

and Simulated 

Incompetent 

ILK Cut-

Score 

Sensitivity (True 

Positive) 

Specificity (True 

Negative) 

Sensitivity 

(True 

Positive) 

Specificity (True 

Negative) 

Sensitivity 

(True 

Positive) 

Specificity 

(True 

Negative) 

34.50 - - .215 .785 - - 

35.50 .292 0.969 .246 .754 .554 .446 

37.00 .323 0.969 .262 .738 - - 

38.50 .369 0.969 .277 .723 .569 .431 

39.50 .385 0.969 - - .600 .400 

40.50 .385 0.938 - - .600 .400 

41.50 .400 0.938 .292 .708 - - 

42.50 .415 0.938 - - .615 .385 

43.50 .462 0.923 .308 .692 .646 .354 

44.50 .477 0.908 .323 .677 .662 .338 

45.50 .523 0.892 .338 .662 .677 .323 

46.50 .569 0.862 .354 .646 .692 .308 

47.50 .615 0.815 .354 .646 .692 .308 

48.50 .631 0.785 .354 .646 .692 .308 

49.50 .646 0.738 .40 .600 .723 .277 

50.50 .738 0.692 .415 .585 .754 .246 

51.50 .769 0.646 .508 .492 .785 .215 

52.50 .785 0.538 .554 .446 .800 .200 

53.50 .815 0.523 .615 .385 .815 .185 

54.50 .846 0.446 .646 .354 .846 .154 

55.50 .892 0.431 .708 .292 .877 .123 

56.50 .908 0.385 .815 .185 .908 .092 

57.50 .923 0.323 .908 .092 .954 .046 

58.50 .954 0.262 .954 .046 .985 .015 
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Table 3. (Continued) Performance of the ILK in predicting M-FAST malingering 

 Hospital Sample Honest and Suspected of 

Malingering 

Student Sample Honest and Simulated 

Malingering 

Student Sample Honest 

and Simulated 

Incompetent 

ILK Cut-

Score 

Sensitivity (True 

Positive) 

Specificity (True 

Negative) 

Sensitivity 

(True 

Positive) 

Specificity (True 

Negative) 

Sensitivity 

(True 

Positive) 

Specificity 

(True 

Negative) 

59.50 .969 0.169 1.000 0 .985 .015 

60.50 .985 0.062 1.000 0 1.000 0 

62.00 1.000 0 1.000 0 1.000 0 

                             AUC=0.79 AUC=0.74 AUC=0.88 

  



 

57 

 

Table 4. Performance of the ILK for hospital residents in predicting psychologist rating of 

malingering 

ILK Cut-Score Sensitivity (True 

Positive) 

Specificity (True 

Negative) 

9.00 .000 1.000 

14.00 .026 0.974 

19.50 .053 0.947 

21.50 .053 0.947 

22.50 .079 0.921 

24.00 .132 0.868 

25.50 .132 0.868 

27.00 .184 0.816 

28.50 .237 0.763 

30.00 .237 0.763 

33.00 .289 0.711 

35.50 .342 0.658 

37.00 .368 0.632 

38.50 .421 0.579 

39.50 .421 0.579 

41.00 .421 0.579 

42.50 .447 0.553 

43.50 .500 0.500 

44.50 .526 0.474 

45.50 .579 0.421 

46.50 .632 0.368 

47.50 .658 0.342 

48.50 .658 0.342 

49.50 .684 0.316 

50.50 .711 0.289 

51.50 .737 0.263 

52.50 .763 0.237 

53.50 .816 0.184 

54.50 .842 0.158 

55.50 .868 0.132 

56.50 .895 0.105 

57.50 .895 0.105 

58.50 .921 0.079 

59.50 .974 0.026 

60.50 1.000 0 

62.00 1.000 0 

 AUC=0.73 
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Table 5.  Rank-order partial correlations between items of the ILK and the Shipley IQ score, 

controlling for age, race, gender, and education, for participants in the honest groups. 

Ilk item # r correlation 

with IQ score 

p-value 

Total score 0.42 <.01 

12 0.34 <.01 

34 0.34 <.01 

5 0.29 <.01 

38 0.28 <.01 

56 0.28 <.01 

9 0.27 <.01 

50 0.27 <.01 

33 0.26 <.01 

18 0.24 0.01 

17 0.23 0.01 

22 0.23 0.01 

20 0.21 0.02 

25 0.21 0.02 

26 0.21 0.02 

60 0.2 0.03 

48 0.19 0.04 

51 0.19 0.03 

61 0.19 0.04 

3 0.18 0.04 

19 0.18 0.05 

21 0.18 0.04 

59 0.18 0.05 

31 0.17 0.06 

49 0.17 0.05 

46 0.16 0.07 

2 0.15 0.10 

15 0.15 0.09 

30 0.15 0.10 

47 0.15 0.10 

55 0.15 0.09 

11 0.14 0.12 

35 0.14 0.13 

45 0.14 0.11 

58 0.14 0.11 
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Table 5.  (Continued) Rank-order partial 

correlations between items of the ILK and the 

Shipley IQ score, controlling for age, race, 

gender, and education. 

 

Ilk item # r correlation 

with IQ score 

p-value 

28 0.13 0.16 

8 0.12 0.17 

16 0.12 0.20 

6 0.11 0.20 

39 0.11 0.23 

41 0.11 0.24 

4 0.1 0.27 

44 0.1 0.25 

27 0.09 0.33 

42 0.09 0.35 

37 0.08 0.39 

43 0.08 0.37 

53 0.08 0.37 

29 0.07 0.46 

23 0.06 0.52 

10 0.05 0.59 

13 0.05 0.56 

14 0.05 0.58 

32 0.05 0.56 

1 0.04 0.65 

54 0.03 0.72 

7 0.02 0.81 

24 0.02 0.81 

52 0.02 0.80 

36 0.01 0.92 

40 -0.01 0.97 

57 -0.01 0.92 
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