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Consistency does not aid detection of feigned symptoms, overreporting does:
Two explorative studies on symptom stability among truth tellers and feigners

Irena Boskovica,b , Lisette Zwaana,b, Victoria Bailliea, and Harald Merckelbacha

aFaculty of Psychology and Neuroscience, Forensic Psychology section, Maastricht University, Maastricht, The Netherlands; bErasmus School
of Social and Behavioural Sciences, Clinical Psychology department, Forensic Psychology section, Erasmus University Rotterdam, Rotterdam,
The Netherlands

ABSTRACT
Practitioners always want to exclude the possibility that a patient is feigning symptoms. Some
experts have suggested that an inconsistent symptom presentation across time (i.e., intraindividual
variability) is indicative of feigning. We investigated how individuals with genuine pain-related
symptoms (truth tellers; Study 1 n¼ 32; Study 2 n¼ 48) and people feigning such complaints
(feigners; Study 1 n¼ 32; Study 2 n¼ 28) rated the intensity of their symptoms across a 5-day
period. In both studies, feigners reported on all 5 days significantly higher symptom intensities
than people with genuine complaints, but the two groups did not differ with regard to symptom
(in)consistency. Thus, persistently inflated, rather than inconsistent, reports of symptom intensity
over time are suggestive of feigning. The implications and limitations of our work are discussed.

KEYWORDS
Consistency heuristic;
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In settings such as psychiatric emergency departments, it is
paramount that, before diagnosing a patient, a clinician con-
siders the possibility that the patient is feigning their com-
plaints (Hong et al., 2019; McDermott & Feldman, 2007).
People might engage in symptom feigning for a variety of
reasons, including financial, legal, or medical benefits (e.g.,
obtaining drugs).1 There is no consensus on the prevalence
of feigning (Young, 2015), with estimates ranging from 0%
to 40%, but researchers agree that rates are higher in foren-
sic settings (e.g., litigation) than in clinical settings
(Bianchini et al., 2005; Greve et al., 2013; Mittenberg
et al., 2002).

Some clinicians have argued that a highly variable, that
is, inconsistent symptom presentation is a red flag of feign-
ing, but this practical guideline has not been researched very
well (Bianchini et al., 2005; McDermott & Feldman, 2007).
The idea that intraindividual variability in symptom reports
points in the direction of feigning, whereas consistent pre-
sentations reflect genuine illness, aligns with the medical
model, according to which symptoms are signs of underly-
ing problems that are stable and permanent unless treated
(Blaney, 2014). It also accords with lay peoples’ beliefs about
deception (Granhag & Str€omwall, 1999). They often assume
that honest individuals are consistent in their reports,

whereas deceptive accounts include many inconsistencies
(i.e., consistency heuristic).

The notion that symptom fluctuations (i.e., inconsisten-
cies) are indicative of feigning is also closely related to the
assumption that people who feign symptoms are not able to
do so in a convincing manner for a prolonged period
(Jelicic et al., 2017). There are, however, well-documented
cases of individuals who were able to engage in convincing
symptom feigning for weeks (van der Heide et al., 2020). A
study on intrainvidual consistency of mental health issues,
specifically trauma symptomatology, even suggested that
feigned symptoms were more consistent over time than
genuine symptoms (Peace et al., 2010).

Another argument against the consistency heuristic is
that symptom reports of genuine patients often fluctuate
(Fishbain et al., 1999). For instance, over the course of
repeated assessments, patients with depression exhibited
fluctuation in their mood and reported “good” and “bad”
days (Rogers et al., 2010). A related phenomenon is regres-
sion to the mean (Morton & Torgerson, 2003): Individuals
who are selected because of their high symptomatology often
tend to report lower symptom levels during follow-up meas-
urements. These considerations are difficult to reconcile
with the notion that examination of the consistency of
symptom reports across multiple occasions might provide
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useful clues for the detection of feigning. Still, the potential
link between intraindividual symptom fluctuation and feign-
ing has not received systematic research attention (Strauss
et al., 1999, 2002).

Currently, the most commonly used tools for the detec-
tion of feigning are Symptom Validity Tests (SVTs). They
either gauge the tendency to overreport symptoms on symp-
tom inventories or the tendency to underperform on simple
cognitive tasks (Merten & Merckelbach, 2013). An example
of the first type of test is the Self-Report Symptom
Inventory (SRSI; Merten et al., 2016). The SRSI taps into
symptom overreporting by comparing individuals’ responses
to two types of items: genuine and implausible symptoms.
Truth tellers are highly specific in their endorsement of
genuine symptoms, whereas people who feign tend to over-
endorse both types of symptoms (Boskovic et al., 2019;
Merten et al., 2016). However, tools such as the SRSI are
usually not administered to one and the same person on
multiple occasions. Here we are interested in whether check-
ing the inconsistency of symptom intensities reported over
time might have value in addition to symptom validity
assessment with, for example, the SRSI.

To explore the connection between (in)consistency and
feigning, we employed experience sampling to monitor
symptom intensity ratings of participants (“truth tellers”)
instructed to report accurately about their transient com-
plaints (Study 1) or chronic symptoms (Study 2) and partici-
pants instructed to feign symptoms over the course of 5 days
(“feigners”). If the consistency heuristic has any merit, one
would expect that truth tellers show less fluctuating symp-
tom intensity reports than feigners. On the last day of test-
ing, we also administered the SRSI. We expected that truth
tellers would endorse fewer symptoms, particularly pseudo-
symptoms, on the SRSI than feigners.

Study 1

Method

Participants
Participants were bachelor students of Maastricht University.
Based on a �G-power analysis (g2¼ 0.37; Peace et al., 2010; a
¼ .05, b ¼ .95) and the five testing moments, the sample size
was set on at least 60 participants, 30 participants for each
group. Originally, 108 participants signed up for the study, of
whom 44 participants (40.7%) with incomplete records (due
to dropping out or missing a day) were excluded.

Our final sample consisted of 64 students (87.5% female),
with an average age of 22 years (SD¼ 2.8; range 18�32). As all
of the students reported experiencing symptoms at the time of
the study, they were randomly assigned to either the truth tell-
ing (n¼ 32) or feigning condition (n¼ 32). Students’ self-
reported English proficiency, measured on a 5-point Likert
scale, was good/extremely good (M¼ 4.40, SD¼ 0.56), and
truth tellers (M¼ 4.63, SD¼ 0.55) did not differ from feigners
(M¼ 4.38, SD¼ 0.55) in this regard, t(62) ¼ 1.80, p ¼ .076.

The study was approved by the standing ethical
committee of Faculty of Psychology and Neuroscience,
Maastricht University.

Procedure
We used an experience sampling approach (Verhagen et al.,
2016): all participants had to report the intensity of their
complaints and to briefly describe these over a 5-day period.
Participants signed up for the study by registering their
email address in a System for Online Training and Research
(SOTO) that automatically sent the emails containing links of
the questionnaires to them on five consecutive days at noon.
After answering demographic questions, students were asked
whether they experienced one of the 10 most common symp-
toms in the last week (Petrie et al., 2014). Participants could
add another physical symptom, or choose the option “None
of the symptoms,” indicating that they did not experience
any of the symptoms in the last week. As only three partici-
pants endorsed this option, their data were not included in
the final data set, and the remaining participants were ran-
domly assigned to the truth telling condition or feigning con-
dition. Truth tellers received instructions to fill in intensity
reports about the target symptom they were currently experi-
encing, whereas the feigning group received instructions to
select a symptom, but this time a target symptom they did
not actually have. Thus, they were not allowed to select any
symptoms they previously reported. Feigners’ instructions
stressed that their task was to convince us that they were
members of the truth telling group, although they were
reporting about symptoms they did not genuinely experience.
Subsequently, both groups filled in the intensity reports of
their target symptom. The intensity of symptoms was rated
using a 10-point scale (0: Totally absent, 10: Extremely high).
Next, participants described their (genuine or feigned) symp-
tom as they were currently feeling it. This was to make par-
ticipants more compliant with their group instructions. At
the end of the questions for each day, participants provided
their personal code to ensure that their data from all five days
could be linked. On the fifth and final day, we administered
the SRSI (Merten et al., 2016) as well as several exit questions
regarding participants’ motivation and experienced difficulty.
Participants in the feigning group were asked if they had a
certain strategy in how they reported the intensity of their
symptom and in how they described their symptom over the
course of five days. Also, participants of both groups were
explicitly asked whether they had tried to be consistent in
their symptom intensity ratings over the five days. Finally, the
debriefing form was provided in which the real purpose of
the study was revealed.

As a reward for participation, each participant had the
option to be paid either 1.5 research credits or a voucher
worth e10. Feigners were also instructed upfront that if they
provided convincing symptom accounts, they would be
entered into a lottery with the opportunity to earn an add-
itional e15.

Materials
Self-Report Symptom Inventory. The Self-Report Symptom
Inventory (SRSI) was developed to screen for symptom
over-reporting (Merten et al., 2016). The SRSI consists of
two main scales: the genuine symptom scale (50 items) and
the pseudosymptom scale (50 items). Each scale contains
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five subscales with 10 items. The genuine symptoms scale
taps into (1) cognitive problems, (2) depression, (3) pain,
(4) nonspecific somatic complaints, and (5) post-traumatic
stress disorder (PTSD)/anxiety. The pseudosymptoms scales
gauge (1) cognitive/memory issues, (2) neurological: motoric
complaints, (3) neurological: sensory complaints, (4) pain,
and (5) anxiety/depression. Two items to measure the a pri-
ori cooperativeness and five items to check consistency (i.e.,
consistency of responses to similar items) are included.
Altogether, the SRSI consists of 107 items, which are all
dichotomous (i.e., true-false). Items that were answered with
“False” were coded as 0 and those answered with “True”
were coded as 1. Cronbach’s alphas for total genuine symp-
toms and pseudosymptoms scores were .94 and .81, respect-
ively. To identify feigning, Merten et al. (2016)
recommended the following cutoff scores for the total pseu-
dosymptoms score: >6 for screening purposes and >9 for
diagnostic purposes.

Analysis
First, a repeated measures Analyses of Variance (ANOVA)
using a 2 (group) x 5 (days) design was performed to ana-
lyze the differences between the symptom intensity reports
of both groups over the five days. Specifically, we examined
whether a significant group x days interaction would
emerge, because such interaction might indicate stronger
consistency in truth tellers than in feigners. In case of sig-
nificant effects, we conducted follow-up t-tests. As we were
interested in whether consistency would be stronger in truth
tellers than in feigners, we also looked at variances in both
samples with the F-statistic [F(x,y) ¼ s2 (honest partici-
pants)/ s2 (feigners)]. We conducted a Multivariate Analyses
of Variance (MANOVA) to investigate whether the groups
performed differently on the (sub)scales of the SRSI. The
data are available on the Open Science Framework platform
https://osf.io/rpzt4/.

Results

Motivation and exit questions
Participants rated their motivation on a 5-point scale (1: Not
at all, 5: A great deal). On average, the participants were
moderately motivated to participate in our study (M¼ 3.36,
SD¼ 0.78). Truth tellers and feigners did not significantly dif-
fer in their motivation, t(62) ¼ .48, p ¼ .64. Furthermore,
participants rated the difficulty of rating and describing their
(genuine or feigned) symptoms on a 5-point scale (1:
Extremely easy, 5: Extremely difficult). On average, partici-
pants found both tasks, rating (M¼ 2.42, SD¼ 0.97) and
describing (M¼ 2.94, SD¼ 1.01), neither easy nor difficult,
and the two groups did not differ in this respect, ts (62) <
1.50, ps > .14. In both groups, an equal proportion of partici-
pants (37.5%) indicated in retrospection that they had tried
to be consistent in their symptom intensity ratings. The
majority of truth tellers stated they compared their ratings
with the ones given the previous day. Feigners were asked
whether they had a certain strategy with rating and describing
their symptom intensity. A little over a third based their
answers on past experiences or chose to display a predeter-
mined course of their symptom, such as getting worse and
then getting better. A list of target symptoms endorsed in
both groups is shown in the Online Supplementary Material.

Symptom intensity ratings
The intensity reports for both groups on all five days are
presented in Figure 1. The critical interaction effect of
groups and days was nonsignificant, F(4, 248) ¼ 1.68, p ¼
.16, gp2 ¼ .04. The main effect of groups reached signifi-
cance, F(1, 62) ¼ 3.15, p < .001, gp2 ¼ .35, due to the
feigners’ higher intensity reports than those of truth tellers.
The main effect of days did not attain significance, F(3.40,
210.25) ¼ 2.52, p ¼ .052, gp2 ¼ .04.

Means and standard deviations are provided in Table 1.
Follow-up independent t-tests indicated that on all five days,
feigners provided significantly higher intensity reports than

Figure 1. Mean symptom reports for truth tellers (n¼ 32) and feigners (n¼ 32) across the 5-day period (Study 1). Error bars are 95% Confidence Intervals (CIs).
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truth tellers (all ts > 2.37, all ps < 0.05, all Cohen’s ds
> 0.59).

We compared symptom fluctuation in both groups and
conducted an F test (cf. supra). Symptom variability was
relatively similar in both groups, F’s (31) < 1.32 (with crit-
ical F value being 1.84 for p ¼ .05).

Symptom reports on the SRSI
The SRSI scores of both groups are presented in Table 2.
The feigning group endorsed significantly more genuine and
pseudosymptoms than the truth telling group.

Discussion

Truth tellers reported lower symptom intensities on all five
days, and endorsed fewer symptoms on the SRSI than feign-
ers. Also, we found no indication that truth tellers were
more consistent in their symptom presentation than feign-
ers. Two potential limitations of this study are (1) the possi-
bility that the genuine target symptoms we examined were
short-term; thus, they might have largely disappeared during
the testing period, and (2) the fact that feigning participants
were symptomatic but were only lying about the type of
symptoms that they experienced. With these considerations
in mind, we designed Study 2, in which we included partici-
pants with chronic symptoms in the truth telling condition,

whereas asymptomatic participants were assigned to the
feigning group.

Study 2

Method

Participants
In this study, participants who reported any chronic symp-
tom were assigned to the truth telling group, whereas the
feigning condition consisted of a nonsymptomatic sample.
As we were not able to anticipate how many participants
would finish the study on all five days, we recruited 113 par-
ticipants. Forty-three participants (38.09%) were excluded
because they provided incomplete data, withdrew, or indi-
cated they had a symptom which did not meet the chronic
requirements (see Procedure below). Our final sample con-
sisted of 70 participants. Most of our sample was female
(78.6%). The truth telling group with chronic complaints
consisted of 42 participants, whereas the feigning group
(participants without any complaints) included 28 partici-
pants. The average age of participants was 23 years
(SD¼ 3.9; range: 18–34), and their reported English profi-
ciency was extremely good (M¼ 4.43, SD¼ 0.67). Truth tell-
ers (M¼ 4.33, SD¼ 0.72) did not differ from feigners
(M¼ 4.61, SD¼ 0.56) in this respect, t(68) ¼ 1.68, p ¼ .10.

The study was approved by the standing ethical commit-
tee of Faculty of Psychology and Neuroscience,
Maastricht University.

Procedure
The same procedure as for Study 1 was employed, however,
with slight adjustments. In Study 2, we incorporated a cri-
terion for chronicity: Experiencing a physical symptom at
least three times a week for the past three months. We
assessed this criterion using participants’ self-report. Thus,
participants who reported having symptoms, but who did
not meet this criterion were excluded. Further, as the

Table 1. Means and standard deviations of symptom intensity reports on all
five days, with t-test results.

Truth tellers Feigners

t-test
p Cohen’s d

N
32 32

df¼ 68Days M (SD) M (SD)

Day 1 3.88 (2.30) 5.31 (2.55) 2.37 <.05 0.59
Day 2 2.63 (2.39) 5.63 (2.08) 5.36 <.001 1.34
Day 3 2.53 (2.44) 5.25 (2.27) 4.62 <.001 1.15
Day 4 2.44 (2.98) 5.25 (2.68) 3.97 <.001 0.99
Day 5 2.53 (2.38) 4.41 (2.71) 2.94 <.01 0.74

Table 2. SRSI subscales scores of Truth tellers and Feigners.

Truth tellers Feigners

F(1,62) p Cohen’s d

32 32

N M (SD) M (SD)

Genuine symptom scales
Cognitive 2.13 (2.33) 2.47 (2.66) 0.30 .58 0.14
Depressive 1.84 (1.63) 3.09 (2.28) 6.38 <.02 0.64
Pain 0.97 (1.26) 3.41 (3.05) 17.51 <.01 1.06
Nonspecific somatic 3.56 (3.10) 5.06 (3.16) 3.67 .06 0.48
PTSD/anxiety 1.19 (1.80) 2.09 (2.51) 2.76 .10 0.42
Total 9.69 (7.77) 16.13 (11.3) 7.02 <.02 0.67

Pseudosymptom scales
Cognitive/memory 0.44 (0.72) 1.00 (1.16) 5.42 <.05 0.88
Motor 0.16 (0.45) 0.81 (1.06) 10.40 <.01 0.82
Neurological: sensory 0.44 (0.76) 1.16 (1.82) 4.27 <.05 0.52
Pain 0.22 (0.49) 0.81 (1.18) 6.95 <.02 0.67
Anxiety/depression 0.50 (0.84) 1.00 (1.48) 2.76 .10 0.42
Total 1.75 (1.81) 4.78 (4.56) 12.19 <.01 0.88

Cutoff points Fail Pass Fail Pass
>9 of pseudosymptoms 0% 100% 15% 85%
>6 of pseudosymptoms 0% 100% 31% 69%

Note. SRSI¼ Self-Report Symptom Inventory; PTSD¼ post-traumatic stress disorder. Area under the curve (AUC) ¼ .685.
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participants of the feigning group were asymptomatic, they
were informed about the truth telling condition (symptom-
atic participants with chronic complaints) and asked to con-
vince us that they were members of that group. Except for
these elements, the procedure of Study 2 was similar to that
of Study 1.

Materials
Self-Report Symptom Inventory. In this study, we also
included the SRSI (Merten et al., 2016) on the last day of
testing. Cronbach’s alphas of the genuine symptom scale and
pseudosymptoms scale were .90 and .91, respectively.

Analysis and design
The data analytic approach was similar as that in Study 1.
We also combined the data from both studies to explore
further reporting style between truth telling participants who
passed the SRSI cutoff point and feigners who were detected
by the SRSI.

Results

Motivation and exit questions
On the final day, each participant evaluated their motivation
and difficulty when providing descriptions and symptoms
intensity on a five-point scale (1: None at all, 5: A great
deal). All participants were moderately motivated (M¼ 3.66,
SD¼ 0.83). Truth tellers, M¼ 3.64, SD¼ 0.82, and feigners,
M¼ 3.68, SD¼ 0.86, reported similar levels of motivation,
t(68) ¼ .17, p ¼ .86. Providing symptom descriptions was
reported to be moderately difficult (M¼ 3.06, SD¼ 1.13),
and truth tellers, M¼ 2.9, SD¼ 1.19, did not statistically dif-
fer from feigners, M¼ 3.29, SD¼ 1.01, t(68) ¼ 1.30, p¼ .20.
Similarly, rating symptom intensity was reported to be mod-
erately difficult, M¼ 2.90, SD¼ 1.09, and truth tellers,

M¼ 2.86, SD¼ 1.18, did not differ from feigners, M¼ 3.29,
SD¼ 1.01, t(68) ¼ 1.57, p ¼ .12.

Both groups were asked whether they had tried to be
consistent across the five days. In total, 54.8% (n¼ 23) of
truth tellers and 46.4% (n¼ 13) of feigners selected “Yes.”
Participants in the feigning group were asked whether they
had adopted a certain strategy when completing the task.
Half of the feigning group (50%) declared having a certain
strategy when reporting the intensity of their symptoms. In
retrospect, feigners were said to be inclined to report their
symptoms from past experience (i.e., embedded lies) or to
avoid too extreme or exactly the same scores. For example,
one participant said about his/her symptom intensity ratings:
“Keep them within a mid to high range, not the same every
day.” Type of symptom endorsed in both groups is shown
in the Online Supplementary Material.

Symptom intensity ratings
Figure 2 displays the results of the symptom intensity
reports across all five days for both the truth telling and
feigning group.

The critical interaction effect of groups and days was
nonsignificant, F(4, 272) ¼ .28, p ¼ .89, gp2 ¼ .04. The
main effect of group was significant, with the feigning group
reporting higher intensity scores, F(1, 68) ¼ 20.66, p < .001,
gp2 ¼ .23, whereas the main effect of days was nonsignifi-
cant, F(4, 272) ¼ 2.01, p ¼ .094, gp2 ¼ .03.

Table 3 shows the means and standard deviations on all
testing days. Follow up t-tests indicated that feigners scored
significantly higher than truth tellers on all five days (ts >

2.60, ps < .012). For all days, Cohen’s ds were indicative of
medium to large effect sizes (> .60 and < .85).

Using the F test (cf. supra) for evaluating differences in
intraindividual variability, we found that the variance of inten-
sity scores did not significantly differ between groups, Fs (27,
41) < 1.45 (with critical F value being 1.78 for p ¼ .05).

Figure 2. Mean symptom reports for truth tellers (n¼ 48) and feigners (n¼ 28) across the 5-day period (Study 2). Error bars are 95% CIs.
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Self-Report Symptom Inventory results
Looking at the p values, there were no statistically significant
differences between truth tellers and feigners with regard to
genuine symptoms (p ¼ .052), but truth tellers endorsed sig-
nificantly fewer pseudosymptoms than feigners (see Table
4). However, the reported effect sizes indicate moderate dif-
ferences between the two groups on both genuine and
implausible symptom scales.

Explorative analyses with merged data from Study 1 and
Study 2
To increase the power, we merged the data from Study 1
and Study 2 (N¼ 134) and re-ran the main analyses. First,
we carried out a repeated measures ANOVA with groups
(2), days (5), and study (Study 1 vs. Study 2) as factors. The
interaction effect between groups, days, and study remained
nonsignificant, F(4, 127) ¼ 1.12, p ¼ .35, gp2 ¼ .03, as well
as the critical interaction of groups and days, F(4, 127) ¼
1.54, p ¼ .19, gp2 ¼ .04. The main effect of group was sig-
nificant, F(1, 130) ¼ 53.21, p < .001, gp2 ¼ .29, and so was
the main effect of days, F(4, 127) ¼ 3.01, p ¼ .021, gp2 ¼
.08. The effect of study was not significant, F(1, 130) ¼ .89,
p ¼ .35. gp2 ¼ .007. Figure 3 displays the results of the
symptom intensity reports across all five days for both the
truth telling and feigning group. Using the F test, we found
that the intraindividual variance of intensity scores did not

significantly differ between groups, Fs (73, 59) < 1.10 (with
critical F value being 1.53 for p ¼ .05).

As the interaction between the group and days was insig-
nificant, to inspect the main effect of group, we calculated
the total mean of intensity ratings ((Intensity day
1þ Intensity day 2þ Intensity day 3þ Intensity day
4þ Intensity day 5) / 5), and looked at group differences.
The results showed that feigners (Mtotal¼ 5.27, SD¼ 1.41)
produced overall significantly higher intensity scores than
truth tellers (Mtotal¼ 3.22, SD¼ 1.83), t(132) ¼ 7.07, p <
.001, Cohen’s d¼ 1.25.

Second, we compared the groups on their SRSI scores.
Results showed that truth tellers endorsed significantly fewer
symptoms from both genuine symptom scale and pseudo-
symptom scale than feigners (see Table 5).

Discussion

The results of our studies can be summarized as follows:
First, neither in Study 1 nor in Study 2 was there a signifi-
cant interaction that emerged between the intensity scores
of the groups and days of testing, meaning that truth tellers
and feigners manifested similar levels of (in)consistency.
Two robust differences between feigners and truth tellers
were evident in both studies. For one thing, feigners
reported higher levels of symptom intensity ratings than did
(symptomatic) truth tellers. Also, feigners endorsed more
often both genuine and implausible symptoms of the SRSI
than truth tellers. Apparently, the tendency to exaggerate
symptoms, including atypical and unlikely symptoms, rather
than an inconsistent pattern of reporting characterizes feign-
ing, a conclusion that is in accordance with the broader lit-
erature (Frueh et al., 1997; Merckelbach et al., 2017; Merten
et al., 2016; Strauss et al., 1999, 2002). Relatedly, when par-
ticipants were asked whether they intentionally produced
consistent scores, similar proportions of truth tellers and
feigners responded positively, showing that the consistency
heuristic appeals to people with genuine complaints, but

Table 3. Means and standard deviations of symptom intensity scores on all
five days, including independent t-test results.

Truth tellers Feigners

t-test
p Cohen’s d

N
42 28

df¼ 68Days M (SD) M (SD)

Day 1 4.26 (2.51) 5.75 (2.08) 2.60 .012 .60
Day 2 3.16 (2.10) 4.89 (2.37) 3.19 .002 .62
Day 3 3.45 (2.36) 5.57 (2.48) 3.60 .001 .85
Day 4 3.45 (2.57) 5.17 (2.69) 2.70 .009 .69
Day 5 3.42 (2.70) 5.50 (2.71) 3.13 .003 .72

Table 4. Means of symptoms from SRSI subscales for both groups.

Truth tellers Feigning group

F(1, 68) p Cohen’s d

42 28

N M (SD) M (SD)

Genuine symptom scales
Cognitive 2.30 (2.47) 3.68 (3.17) 4.09 .047 0.49
Depressive 2.50 (2.14) 3.07 (2.36) 1.18 .281 0.26
Pain 3.12 (1.89) 4.57 (3.30) 5.46 .022 0.56
Nonspecific somatic 5.02 (3.23) 6.68 (2.86) 4.81 .032 0.53
PTSD/anxiety 2.21 (2.16) 1.46 (1.77) 2.01 .161 0.34
Total 15.01 (8.82) 19.46 (9.40) 3.91 .052 0.48

Pseudosymptoms scales
Cognitive/memory 0.71 (1.13) 1.92 (2.26) 8.85 .004 0.72
Neurological: Motoric 0.36 (0.76) 0.82 (1.54) 2.81 .098 0.41
Neurological: Sensory 0.81 (1.31) 1.21 (1.64) 1.31 .257 0.28
Pain 0.67 (1.14) 1.32 (1.70) 3.73 .058 0.47
Anxiety/depression 1.00 (1.64) 1.25 (1.80) 0.36 .549 0.14
Total 3.55 (4.53) 6.54 (7.38) 4.41 .039 0.51

Cutoff points Fail Pass Fail Pass
>9 of pseudosymptoms 12% 88% 21% 79%
>6 of pseudosymptoms 19% 81% 28% 72%

Note. PTSD¼ post-traumatic stress disorder. Area under the curve (AUC) ¼ .637. One-way analysis of variance (ANOVA) results are also displayed.
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also to feigners. In Study 2, approximately half of both
groups confirmed that they tried to provide consistent
scores, which confirms the omnibus presence of consistency
heuristic (Granhag & Str€omwall, 1999).

Second, the SRSI did not perform as good as expected.
Feigners endorsed significantly more often unlikely symp-
toms than truth tellers, which is in line with previous
research (Merten et al., 2016; van Helvoort et al., 2019). Yet,
looking at the effect sizes, these differences were modest,
and the feigning group also endorsed more plausible symp-
toms than the control group did. Hence, the detection rates,
based on the endorsement of pseudosymptoms, were below
the chance level (15�31%). These low detection rates corres-
pond well with previous studies in which SRSI had relatively
low sensitivity in detecting feigned pain (Boskovic et al.,
2019). Yet, pain-related symptoms were precisely the most
often chosen type of complaint among our feigning partici-
pants. Another, perhaps more plausible explanation for the
low sensitivity might be that the SRSI was administered on

the last day. Thus, feigners’ strategy to imitate recovery or
to intentionally lower the scores toward the end of testing
might have suppressed sensitivity. However, we cannot
exclude a possibility is that our participants were not fully
compliant with the study instructions. Another issue con-
cerns the SRSI false positive outcomes. When the control
group reported short-term symptoms (Study 1), there were
no false positives; however, once participants with chronic
symptoms were included, the false positive rate was above
12% (Study 2), indicating a possible limitation of SRSI’s util-
ity in patients with chronic complaints.

Finally, to ensure the reliability of our findings, we re-ran
the main analyses on collapsed data set from both studies.
The results were in accordance with the previously described
findings, once again confirming that amplifying the intensity
scores on all testing days (i.e., overreporting) was feigners’
dominant report strategy.

In sum, our findings indicate that consistency per se is
not a defining feature of genuine symptom reporting, just as

Figure 3. Mean symptom reports for truth tellers (n¼ 74) and feigners (n¼ 60) across the 5-day period (Study 1 & Study 2). Error bars are 95% CIs.

Table 5. Means of symptoms from SRSI subscales for both groups. One-way ANOVA results also displayed.

Truth tellers Feigning group

F(1, 132) p Cohen’s dN

74 60

M (SD) M (SD)

Genuine symptom scales
Cognitive 2.23 (2.39) 3.03 (2.95) 3.030 .084 0.28
Depressive 2.20 (1.96) 3.08 (2.29) 5.720 .020 0.40
Pain 2.19 (1.95) 3.95 (3.19) 15.370 <.001 0.66
Nonspecific somatic 4.39 (3.23) 5.81 (3.10) 6.650 .011 0.46
PTSD/anxiety 1.74 (2.07) 1.80 (2.20) 0.023 .878 0.00
Total 12.75 (8.75) 17.68 (10.52) 8.750 .004 0.50

Pseudosymptoms scales
Cognitive/ memory .60 (.97) 1.44 (1.80) 11.720 .001 0.59
Neurological: Motoric .27 (.65) .81 (1.29) 10.080 .002 0.55
Neurological: Sensory .65 (1.11) 1.18 (1.72) 4.700 .032 0.35
Pain .47 (.94) 1.05 (1.45) 7.690 .006 0.46
Anxiety/ depression .78 (1.36) 1.11 (1.62) 1.660 .200 0.20
Total 2.77 (3.70) 5.60 (6.05) 11.070 .001 0.59

Cutoff points Fail Pass Fail Pass AUC
>9 of pseudosymptoms 7% 93% 18% 82% 0.654
>6 of pseudosymptoms 11% 89% 30% 70%

Notes. SRSI ¼ Self-Report Symptom Inventory; PTSD ¼ post-traumatic stress disorder.
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inconsistency is not typical for feigning. The most outstand-
ing characteristic of feigners is their tendency to over-report
the intensity of symptoms up to a level that exceeds the
intensity levels of those with genuine complaints, an obser-
vation that has been often described in the extant literature
(Sherman et al., 2020). The take home message for clinicians
is that consistency and its counterpart (i.e., inconsistency)
does not provide a reliable cue to genuine or deceptive
symptom reporting. In other words, as things stand, clini-
cians are well advised to avoid the consistency heuristic in
symptom validity assessments of their patients.

Several limitations of our work need to be addressed. First,
our studies relied on the experience sampling method (ESM)
with help of online tools. Perhaps, participants would have
provided different symptom intensity reports had we tested
them in a face-to-face situation. However, by using the online
tools, we could ensure that participants reported their intensity
scores on approximately similar times of the day. Second, the
incentives we offered cannot fully imitate the attractiveness of
real-life benefits feigners want to obtain. Thus, the ecological
validity of this research is limited. Yet, our findings do provide
a proof of principle (i.e., the consistency heuristic is not neces-
sarily helpful in detecting feigning) that might also apply to
individuals who intentionally feign symptoms. Third, our
instructions for the feigning condition were possibly too direct
and did not include a background story to which students
could relate and that could motivate students to feign in a
sophisticated way. Also, we recruited students, who might dif-
fer in their responses from actual patients. Specifically, actual
patients might rate the intensity of their symptoms higher,
making them less distinguishable from feigners’ reports.
Hence, the generalizability of our findings is limited.
Furthermore, it may be the case that the 5-day period of
tracking participants’ responses was not long enough to cap-
ture the typical intraindividual response variations that might
occur over a longer period. Thus, future studies may want to
adopt an approach in which response patterns of patients over
a longer period of time are compared to instructed feigners.
Another limitation is that we focused on one particular form
of inconsistency: intraindividual variability in symptom inten-
sity reports. Obviously, there are other types of inconsistent
symptom presentation. For example, feigners’ recall perform-
ance might be better than their recognition performance or
they might generate more correct answers to difficult than to
easy items. Similarly, there is evidence to suggest that feigners
respond with more variability to repeatedly administered
symptom validity tests than do honest participants (Strauss
et al., 1999, 2002). Our results suggest that intraindividual
variance in symptom reports do not provide a clue to feign-
ing, yet, looking into inconsistency in test scores might be a
promising research avenue.
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