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ABSTRACT

Background: There is a lack of research on malingering, especially in South Africa. In forensic psychiatry, the accurate
detection of malingering is vital, as failure to do so has significant ethical and legal implications.

Aims: To estimate the prevalence of malingering in the forensic observation setting in South Africa, establish the most
common presentations of malingering, and identify possible individual characteristics that may be associated with malingering.

Methods: The study was a quantitative retrospective analysis with a cross-sectional chart review conducted at Sterkfontein
Psychiatric Hospital in Gauteng, South Africa.

Results: The prevalence of malingering in this study population was 66 of 478 (13,8%) observandi (those persons charged with
a crime deemed to require psychiatric observation). Most of the observandi were accused of serious offences and had a history
of substance use. A personality disorder or trait was noted for 26 of the observandi. The most common clinical presentations of
malingering were cognitive impairment, psychotic symptoms, physical symptoms, and mood symptoms, in that order. Findings
from 23 psychological assessments that were conducted highlight the question of how accurate the diagnosis of malingering
is when based on clinical factors alone.

Conclusions: The prevalence of malingering in this setting is comparable to that reported in other countries. Based on this
study’s findings, more specific and detailed note-keeping is needed to establish precise patterns of malingering. In cases where
malingering of cognitive symptoms is suspected clinically, observandi should be referred to psychological services for a battery

of tests. Further research on malingering is needed to build on the findings and conclusions of this study.
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INTRODUCTION

Malingering is defined as the “intentional production of
false or grossly exaggerated physical or psychological symp-
toms motivated by external incentives such as avoiding mili-
tary duty, avoiding work, obtaining financial compensation,
evading criminal prosecution, or obtaining drugs.”(1) The
DSM-5 lists malingering under “other conditions that may
be a focus of clinical attention.”(1) Malingering is not a
new concept, as evidence of malingering has been recorded
in ancient texts.

It is assumed that illness deception is rare.(2) The accu-
racy of estimated prevalence rates of malingering is chal-
lenging due to the lack of research in this area and the
difficulty in correctly detecting malingering.(3) The prev-

alence of malingering varies by setting and is estimated to

range from 1 % in civil settings (for example, in personal
injury claims and custody battles), 5 % in the military, 10%
to 32 % in forensic settings, and up to 59 % in disability
claims.(3-5)

There are various reasons for malingering in the foren-
sic setting. In pretrial defendants, these include avoiding
criminal responsibility by pleading insanity as a defence,
inducing trial delays (to count as time served), leniency,
and preferential treatment and privileges. Other reasons
include pretrial plea bargaining, mitigation of charges, and
diversion from prison to mental health facilities.(6)

There are three categories of malingering: “pure malin-
gering” (pretending to have a non-existing disorder), “par-
tial malingering” (exaggeration of symptoms experienced),
and “false imputation” (ascribing symptoms to an unrelated
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cause).(7) The clinical presentation of malingering can vary
widely and is classified into three groups, namely mental
illness, cognitive impairment, and medical symptoms.(8)
Behavioural problems, psychosis, mood disorders, suicid-
ality, post-traumatic stress disorder, amnesia, and cognitive
dysfunction are common presentations of malingering.
(9-12) Other presentations of malingering include disso-
ciative identity disorder, non-epileptic seizures, and pain.
(13-15)

In the setting of forensic psychiatry, the accurate detec-
tion of malingering is vital. Incorrect assessment leads to
significant ethical and legal implications, including a lack
of the administration of justice when malingering is missed
and a lack of provision of the required mental health care
for those who are incorrectly classified as malingerers.(16)
'Therefore, knowledge about all aspects of malingering is
imperative for the team responsible for forensic evaluations.

During the psychiatric interview, several features may be
suggestive of malingering, including “crowding of the can-
vas,” atypical and implausible symptoms, the incongruence
of symptom presentation, and drawing attention to symp-
toms.(17) Besides clinical features, various psychological
assessments can enhance the detection of malingering in
the forensic context.(18)

There is a lack of research on all aspects of malinger-
ing globally, but even more so in the South African con-
text. Only one study has been published where the authors
investigated the distinction between malingering and psy-
chiatric disorders in a forensic population. However, this
study had several limitations. In addition to being out-
dated, the focus was on detecting malingering clinically in
a specific ethnic (African) group.(19)

'The current study’s objectives were to estimate the prev-
alence of malingering in the forensic observation setting in
South Affica to establish the most common presentations
of malingering and develop possible characteristics associ-
ated with malingering.

METHODS

The study was a quantitative retrospective analysis
with a cross-sectional chart review. It was conducted at
Sterkfontein Hospital, a South African tertiary-level gov-
ernment psychiatric hospital in Krugersdorp, Gauteng. The
hospital’s Forensic Neuroscience Unit conducts the foren-
sic psychiatric assessments of individuals referred to under
sections 77, 78, and 79 of the Criminal Procedure Act 51
of 1977.(20) Section 77 relates to fitness to stand trial, and
section 78 refers to criminal responsibility at the time of the
alleged offence. Section 79 of the CPA addresses the panel’s
composition concerning the charges’ seriousness. To esti-
mate the prevalence of malingering, the records of all indi-
viduals 18 years and older admitted for forensic psychiatric
observation between 01 January 2018 and 31 December
2019 (a total of 478 individuals) were screened for malin-
gering. These individuals are referred to as observandi in

this study. Subjects below 18 years of age were excluded.
Data were obtained from clinical records, including psy-
chiatric reports in terms of the Criminal Procedure Act,
reports in terms of the Mental Health Care Act,(21) and
clinical files. For this study, the authors defined the presence
of malingering if suspicion or evidence of malingering was
recorded in either of the clinical records as described above.
Of the 478 individuals, 66 met the criteria for malingering,
and further data, including demographic and clinical vari-
ables, were collected and presented in this study. Statistical
data analyses were conducted in R software (version 4.00;
www.R-project.org). The data sets in the study were mostly
categorical variables, so non-parametric analyses were used.
Tests are two-tailed, and the model significance is set at
0.05. The prevalence of malingering is reported as a per-
centage of the total sample size with 95% Cls. Pearson’s
chi-squared (contingency table) tests were used to analyse
whether the types of malingering deviated from chance
(i.e., a null model). Binary post-hoc analyses were con-
ducted on significant variables to detect specific pairwise
outcomes. Data are reported descriptively as mean and SD
for continuous data and counts and parentages for categor-
ical data. Data are presented in charts, tables, or text.

ETHICAL CONSIDERATIONS

Ethical clearance for this study was obtained from the
University of the Witwatersrand Human Research Ethics
Committee.

RESULTS
Prevalence
From 1 January 2018 to 31 December 2019, 478 individu-

als were referred for forensic observation under sections 77,
78, and 79 of the Criminal Procedure Act at Sterkfontein
Hospital, and their clinical records were screened for
malingering. Evidence of malingering was recorded for 66
observandi, indicating a prevalence of 13.8% (Lower CI:
1.1, Upper CI: 1.7). This study describes further findings
about these 66 observandi with malingering. The mean age
of this group was 34.4 (SD = 10.7) years. Table 1 illustrates

the other socio-demographic variables.

Forensic considerations

Most of the observandi with malingering had a foren-
sic history (n = 43, 65.2%). Most of these observandi
were previously charged with minor offences (31) com-
pared to serious offences (17) (some observandi had been
charged previously with both minor and serious offences).
Ten observandi (n = 10, 15.2%) had previous observa-
tions, 4 for the same charge and 6 for a different charge.
Significantly more observandi had serious charges (n
= 46, 70%) than minor ones (N = 28, 42 %), includ-
ing those with serious and minor offences (n = 8.) Most
of the serious charges were for rape or rape of a minor,
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Table 1. Socio-demographic characteristics of 66
observandi with malingering.

Variables Count Percent P-value
Gender <0.001
Female 8 12.1%

Males 58 87.9%

Marital status <0.001
Co-habiting 6.1%

Divorced 2 3.0%

Married 12.1%

Single 50 75.8%

Widowed 2 3.0%

Employment <0.001
Employed 23 34.8%

Grant 7 10.6%

None 36 54.5%

Schooling <0.001
Mainstream 61 92.4%

No formal schooling 1 1.5%

Remedial 1 1.5%

Special Education 3 4.5%

Level of education <0.001
Primary school 50 75.8%

Secondary school 9 13.6%

Tertiary qualification 5 7.6%

No formal schooling 1 1.5%

Length of stay <0.001
Extended (longer than 9 13.6%

30 days)

Shortened (shorter than 2 3.0%

30 days)

Standard (30 days) 55 83.3%

assault with the intent to cause grievous bodily harm,
attempted murder, and murder. Most minor offences were
theft, malicious injury to property, housebreaking, and
contravening of a protection order. Some observandi had
multiple charges against them.

Regarding findings under sections 77, 78, and 79 of the
CPA, of the 66 observandi with malingering, only one was
found unfit to stand trial and not criminally responsible,
with an additional one found not fit to stand trial and
two found not responsible. Malingering was noted in the
psychiatric court reports of significantly fewer observandi
(n:21, 32%) compared to those where it was not docu-

mented (n = 45, 68%).

Personality disoder
12

10

M Antisocial personality disorder traits

Personality disorder/Traits

M Antisocial personality disorder

Borderline personality disorder Borderline Personality disorder traits

H Other

Figure 1: Types of personality disorder or traits in 26
observandi at Sterkfontein Hospital (including patients with
multiple diagnoses).

Clinical considerations

Significantly more observandi had a history of psychoac-
tive drug use (n = 59, 89%) than those without (n = 7,
11%). Cannabis and alcohol were the most frequently used.
The presence of a psychiatric history was not clinically
significant, and the most common previous diagnoses
included mood and psychotic disorders. Of the observandi,
32 reported a history of suicide attempts (48.5%) in com-
parison with 34 who did not (51.5%). Significantly fewer
observandi were diagnosed with a mental illness according
to their assessment diagnoses (n = 25, 37.9%) than those
that did not (n = 41, 62.1%; p = 0.049). The most prom-
inent disorders that were diagnosed were psychotic disor-
ders (n = 17) and mood disorders (n = 10), followed by
post-traumatic stress disorder (n = 2), and substance with-
drawal (n = 1). A psychoactive substance use disorder was
documented under the assessment diagnosis in 36 (56.1%)
of the 66 observandi, and three were diagnosed with an
intellectual disability or impairment. Of the 66 observa-
tions, 26 were noted to have a personality disorder or traits,
as illustrated in Figure 1.

The clinical presentation in the 66 observandi, includ-
ing cognitive impairment, psychosis, mood, and medi-
cal or physical symptoms of malingering, is illustrated in
Table 2. Some had multiple symptoms within one pres-
entation and symptoms from more than one group of clin-
ical presentations.

Assessments performed

Psychological testing was done on 26 (39,4%) of the 66
observations. Adequate assessment results regarding malin-
gering were available in 21 observandi. Table 3 summarises
the types of psychological evaluations that were performed.
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Table 2. Clinical presentation

Table 3. Psychological Testing performed on 21 of the 66
observandi with malingering

Cognitive impairment 43 65%
Memory impairment 36 84%
Current/general 15
memory impairment
For the offence 13
Both current/general 8

memory impairment &
amnesia for the offence

Otbher cognitive symptoms 28 65%

Both memory and other cognitive 21
symptoms

Psychosis 32 48 %

Auditory Hallucinations 29 91%
Visual Hallucinations 11 34%
19%
16%

Grandiose Delusions

Persecutory Delusions

3%
13%
6%

Somatic Delusions

Thought Form Disorder
Unclear/unspecified psychotic
symptoms

More than 1 of the above psychotic 14 44%

sympto ms

6
5
Bizarre Delusions 5 16%
1
4
2

Medical/Physical Symptoms 9 14 %

Unspecified
Epilepsy
Pain
Insomnia

Other medical symptoms

W [ O NN

Mood Symptoms 12%

Suicidal ideation
Bipolar Disorder
Depression
Unspecified

=N N W

Other Malingering Patterns 7 11%

Hyperactivity, mutism, abnormal posture and motor behaviour,
yp p

post-traumatic stress disorders, panic attacks, and vague symp-
toms of mental illness.

Multiple Presentations

More than one clinical presentation 23 35%

Regarding the assessment on malingering, evidence was
found in 13 observandi during the psychological evaluation
and no evidence was found in 8.

Psychological Test Done Count (n)
Total 21
Minnesota Multiphasic Personality Inventory-2 5

Forensic Neurocognitive Symptom Validity Assessment Report
Total of patients referred 15
Individual Tests Administered

The Rey Fifteen Item Test 12
The Force Choice Test 13
The Ravens Standard Progressive Matrices 13

Test Of Memory Malingering (TOMM)
Immediate Recall Test
Modified Mini-Mental State Test

Millon Clinical Multi-Axial Inventory -3
(MCMI-III)

Wechsler Adult Intelligent Scale- IV (WAIS-1V/)
Subtests of WAIS-IV

Other tests performed

W R RN

N

Total number of patients 4

DISCUSSION

The prevalence of malingering in this study population
(13,8 %) is in keeping with the literature.(5) The socio-de-
mographic profile of the observandi is generally consistent
with the findings of other studies. There was a male pre-
dominance, and the mean age of subjects was 34.4 years.(9)
Primary school was the highest level of education for most
of the observandi, which corresponds with the lower level
of education for malingerers reported in the literature.(9)

A significant number of observandi (65.2 %) had a
forensic history. Although there is a paucity of research
on how this is linked to malingering, it corresponds with
findings reported in another study in the same setting.(22)
As the severity of the charge might be perceived as linked
to the prospective sentence length if found guilty, it may
be a valuable measure of incentive for malingering. Most
of the defendants in this study were charged with serious
offences, corresponding to findings in a sample of indi-
viduals admitted to a state hospital to recover after being
found not competent.(23) However, there is conflicting
evidence regarding the association between the severity of
the charges against individuals and malingering.(9)

A known psychiatric history seemed insignificant in
this study; this contrasts with 87% of malingerers who had
either a history of prior inpatient (the majority) or out-
patient psychiatric treatment.(24) A significant number of
the observandi had a history of substance use. Little lit-
erature is available on the association between substance



Malingering in Awaiting Trial Defendants in South Africa: Prevalence, Patterns and Associative Factors 49

use and malingering. However, the rate of cannabis use was
much higher in this forensic population than was reported
in the general population, which is consistent with findings
of a higher rate of substance abuse in forensic psychiatric
patients and that alcohol and cannabis use increases the
risk of criminal and violent behaviour.(25) The high rate
of substance use for this specific population was consistent
with the literature.(22)

The most prominent personality disorder or trait was
anti-social personality disorder. This is an expected find-
ing, as anti-social personality disorder has been linked to an
increased risk of violence.(26) There are conflicting results
about the association between anti-social personality disor-
der and malingering in the available literature.(27,28)

As malingering does not impact fitness to stand trial and
criminal responsibility, the forensic findings in this study
are expected. Malingering was only noted in 21 (31.8%) on
the psychiatric report in terms of the Criminal Procedure
Act. 'This may reflect a reluctance by the psychiatrists to
note malingering on the documents provided for the courts,
and the reason for this could be a topic for further research.
It may be that malingering holds a negative connotation,
and they fear it will impact a judge’s view of an individual,
influencing their verdict and sentencing in the future.

The most common clinical presentation was cognitive
impairment, followed by psychotic symptoms, physical
symptoms, mood symptoms, and other patterns. This find-
ing is partly consistent with the literature.(9) Symptoms of
more than one type of psychiatric disorder were present in
about a third of the presentations, providing perhaps a good
illustration of how “crowding the canvas” could be highly
suggestive of malingering and is consistent with findings
from another study.(9,17) The rate of multi-symptom
presentations might have been higher if all the presenting
symptoms were documented under evidence of malinger-
ing in the report in terms of the Mental Health Care Act.

'The high rate of cognitive symptoms as part of the clini-
cal presentation is in keeping with the findings in the liter-
ature.(9) Cognitive presentations in this study were divided
into memory impairment (the most common presentation)
and other cognitive symptoms. About a third of the sub-
jects attempted to malinger amnesia specifically for the
offence.

'The most common psychotic symptoms that were pres-
ent were auditory hallucinations, followed by visual hallu-
cinations and delusions, a finding that is consistent with
findings in the literature.(7,9,24) There are conflicting
opinions on whether disorders of thought processes can
be included as clinical indicators of malingered psychosis.
(9,29) One study reported that thought process distur-
bances could be malingered but at a lower rate, consistent
with the findings of this study.(9)

The presence of mood symptoms (including suicidal ide-
ation) as part of the clinical presentation of malingering was
much lower than found in the literature.(9,24) In addition,
the low rate of documented malingered suicidal ideation

is inconsistent with the high rate of a history of suicidal
ideation and suicidal attempts reported by the observandi.

About 40 % of the observandi were referred for psycho-
logical testing, including 53 % of the individuals who pre-
sented with cognitive symptoms. The reason for the low
referral rate could be the lack of staff and resources, and
perhaps the team felt confident that malingering was evi-
dent from a clinical perspective and that no further vali-
dation was needed. The neurocognitive symptom validity
assessments (which included three or more different tests)
were primarily used in this setting, followed by the MMPI-
2. The results of the psychological evaluation indicated
that where malingering was suspected based on clinical
grounds, 62 % were in keeping with the clinical suspicion
of malingering. Although this result might be insignificant
due to the small sample, it still raises the question of exactly
how accurate the diagnosis of malingering is when based
on clinical factors alone. Additionally, although psycholog-
ical assessments help detect malingering with some accu-
racy, it is not foolproof,(18) and this may explain the results
of psychological assessments that did not show evidence of
malingering for 8 of the observandi. For about half of the
individuals who were referred for the psychological eval-
uation, a malingering battery was used; this can be more
accurate than using only a single test.(30)

LIMITATIONS

'This was a retrospective study; thus, incomplete or unavail-
able data could have impacted the results. Also, multiple
symptoms were documented at times during the admis-
sion period. However, where malingering was suspected or
confirmed, the symptoms thought to have been malingered
were not specified. This and the small sample size could
have led to false negatives. The study was conducted at one
forensic unit in a particular population, and conclusions
drawn from this study may not apply to other settings.

CONCLUSION & RECOMMENDATIONS

The prevalence of malingering in this setting is compara-
ble to that reported in other countries, and this reflects our
ability to detect and record if malingering is suspected with
some accuracy. There should be a higher index of suspi-
cion in observandi with more than one clinical presenta-
tion. More detailed note-keeping is required to establish
precise malingering patterns; perhaps a symptom presenta-
tion checklist in the forensic setting could be helpful in
this regard. Considering the high rate of cognitive pres-
entations and findings that the diagnosis of malingering on
clinical factors alone might not be highly accurate, in cases
where malingering of cognitive symptoms is suspected
clinically, observandi should be referred to psychological
services for a battery of tests. Further research on malin-
gering in this setting and other forensic settings in South
Africa is needed to build on the findings and conclusions
of this study.
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