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A R T I C L E I N F O A B S T R A C T

Purpose: To evaluate the diagnostic accuracy of objective tests including Visual Evoked Potentials (VEP), pupill-

ometry, and eye-tracking technologies in detecting ocular malingering among individuals suspected of fabricating

visual impairments for secondary gain.

Methods: Following PRISMA guidelines, PubMed, Web of Science, Scopus, EMBASE, and Cochrane Library were

searched until June 2025. Studies evaluating objective diagnostic methods for detecting ocular malingering that

reported diagnostic accuracy metrics were included. Two reviewers performed data extraction and quality assess-

ment using QUADAS-2.

Results: Ten studies from 1993 to 2017 with 20 to 222 subjects were included. Approximately half of the studies

employed experimentally simulated malingering paradigms, while the remainder involved clinically suspected

cases. VEP was the most frequently evaluated modality and showed high sensitivity across studies, although speci-

ficity varied.

Pattern-reversal VEPs showed effectiveness in adults and military conscripts, while step VEPs demonstrated 100%

specificity in paediatric cases. Pupillometry and specialised colour vision tests achieved 80−94% sensitivity and

specificity rates. Most studies showed low bias risk in index test and reference standard domains. These findings

suggest potential utility of objective tools as adjuncts in clinical and medico-legal settings.

Conclusion: Objective diagnostic measures demonstrate promising utility as adjunctive tools for detecting ocular

malingering and may support clinical decision making by providing reproducible assessments that bypass volun-

tary patient control. However, heterogeneity in study designs limits generalisability. Future research should stan-

dardise protocols and validate findings across diverse populations.
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Introduction

Ocular malingering, defined as the intentional fabrication or

exaggeration of visual impairments for personal gain, poses a signifi-

cant challenge in clinical practice.1,2 Individuals may feign visual

deficits to obtain financial compensation, avoid occupational duties,

or gain other benefits.3,4 Malingerers may seek financial benefits

such as compensation claims, fraudulent insurance payouts, or legal

protection, as well as non-financial benefits like social sympathy or

avoidance of occupational duties.5

Accurate detection of such deceptive behaviours is crucial to ensure

appropriate patient care and the equitable allocation of healthcare

resources. The prevalence of ocular malingering varies across different

populations and age groups.1,6 While comprehensive epidemiological

data are limited, certain studies provide insight into its occurrence. For

instance, in the context of military conscription, the incidence of malin-

gering, including ocular malingering, has been reported to be between

0.5% and 3% among conscripts.7 A clinical study conducted in India

among patients presenting with visual complaints in the absence of any

identifiable organic pathology reported a moderately high prevalence of

ocular malingering, estimated at 52.6%.8

A common method used to simulate vision loss is giving inconsistent

responses during visual acuity tests. Patients claiming total blindness

often exhibit normal pupillary light reflexes, which is physiologically

inconsistent with true blindness.9,10 In other cases, malingerers may

memorise eye charts to give the impression of partial vision loss while

having normal vision.11−13 Some may intentionally squint, blink exces-

sively, or complain of symptoms like light sensitivity or headaches to

strengthen their claims.11,12 Another condition often mistaken for malin-

gering is psychogenic visual loss, where patients subconsciously
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experience visual impairment due to psychological stress, trauma, or

conversion disorder.14 While this differs from deliberate malingering, it

can complicate diagnosis and require a multidisciplinary approach for

assessment.15

Factors influencing malingering include poor medical knowledge,

low socioeconomic status, lack of concern for one’s condition, and minor

injuries.4 Common symptoms include light sensitivity, ocular discom-

fort, blepharospasm, colour vision loss, and blurred vision.13 In many

African regions, limited access to advanced diagnostic tools and a short-

age of specialised eye care professionals complicates the detection of

ocular malingering. These challenges can lead to misdiagnosis and inap-

propriate management of patients presenting with visual complaints.

Several studies have explored methods to detect ocular malingering

and assess their effectiveness.13,16 For example, a study utilising pattern

visual evoked potentials (VEPs) demonstrated their efficacy in evaluat-

ing objective visual acuity and discriminating malingerers.6 Another

study assessed the clinical usefulness of grating acuity measured by

sweep visual evoked potentials (sweep-VEP) in diagnosing psychogenic

visual impairment and ocular malingering.17 These studies highlight the

potential of objective measures in identifying feigned visual impair-

ments. Additionally, as detection techniques improve, there is a growing

number of identified cases, suggesting that the prevalence of malinger-

ing may be underestimated.18 Understanding how ocular malingering

occurs is crucial for clinicians to develop objective and reliable diagnos-

tic methods to differentiate true visual impairment from feigned cases.

By employing tests such as optical coherence tomography (OCT),

visual evoked potentials (VEP), and electroretinography (ERG), eye doc-

tors can assess physiological responses that are beyond conscious con-

trol, improving diagnostic accuracy.19,20 Given the potential

consequences of undetected malingering, including misallocation of

healthcare resources and compromised patient care, a systematic review

of existing detection methods is warranted. The primary research ques-

tion guiding this review is: "What is the diagnostic accuracy of objective

measures in detecting ocular malingering among individuals suspected

of feigning visual impairment?" The objectives include assessing the sen-

sitivity and specificity of these methods, identifying gaps in current

research, and proposing directions for future studies.

Methods

This systematic review adhered to the Preferred Reporting Items for

Systematic Reviews and Meta-Analyses (PRISMA) guidelines to ensure

transparent and methodical reporting. The review protocol was regis-

tered on PROSPERO (registration number CRD420251065223).

Eligibility criteria

Studies were eligible if they involved adult or paediatric populations

suspected of ocular malingering, including those with confirmed cases

or malingering simulated by design. Studies comparing between malin-

gering individuals and non-disputed patients, or healthy controls were

also included. The focus was on studies that evaluated objective diagnos-

tic methods for detecting ocular malingering. These objective tests

included, but were not limited to, VEP, ERG, pupillometry, eye-tracking

technologies. Studies were considered regardless of whether these objec-

tive tests were compared to subjective assessments, such as patient-

reported symptoms, or to a control group. Comparisons with established

gold-standard diagnostic techniques were also accepted. Included stud-

ies were required to report, or provide sufficient data to calculate, diag-

nostic accuracy metrics such as sensitivity, specificity, positive

predictive value (PPV), negative predictive value (NPV), receiver operat-

ing characteristic (ROC) curves, and area under the curve (AUC). Only

original research studies employing appropriate study designs were

included. These designs included diagnostic accuracy studies, case-con-

trol studies, cross-sectional studies, and cohort studies.

Studies were excluded if they were editorials, opinion pieces, or

reviews. Additionally, animal studies, studies lacking diagnostic accu-

racy data, or those not involving objective diagnostic tests for ocular

malingering were excluded. This review was limited to studies published

in English. The decision to apply this language restriction was primarily

due to the practical challenges associated with accurately translating

clinical and diagnostic terminology from other languages, which could

compromise the integrity of data extraction and interpretation. We

acknowledge that this restriction may introduce language bias and result

in the exclusion of potentially relevant studies published in other

languages.

Information sources

The following databases and resources were searched to identify

relevant studies: PubMed, Web of Science, Scopus, EMBASE,

Cochrane Library, Google Scholar, and grey literature sources such

as dissertations, conference proceedings, and professional organisa-

tion reports.

The search was carried out to identify studies published from the

inception of the database until June 2025, without geographical limits.

Search strategy

The search strategy combined key terms related to ocular malinger-

ing and objective diagnostic measures. Core concepts included “ocular

malingering,” “visual malingering,” “non-organic visual loss,” and

“functional visual loss,” alongside diagnostic modalities such as “visual

evoked potential,” “VEP,” “pupillometry,” “eye tracking,” and

“electroretinography.”

To enhance sensitivity, database-specific adaptations and expansions

were applied, including electrophysiology-related terms such as

“pattern-reversal VEP,” “pattern reversal VEP,” and “sweep VEP,” as

well as broader diagnostic and forensic terminology relevant to ophthal-

mic assessment. These terms were adjusted according to the indexing

structure of each database (e.g., MeSH terms in PubMed and Emtree

terms in EMBASE). The third search string included “sensitivity” OR

“specificity” OR “predictive value” OR “ROC curve”. Finally, all the

search strings were combined using the Boolean operator “AND” and

the results screened for the included studies.

Study selection process

Two independent reviewers (GO, CEA) extracted data to minimise

errors. Disagreements during the screening process were resolved

through discussion and consensus, with discrepancies resolved by a

third reviewer (EEA). Titles and abstracts of remaining studies were

screened against eligibility criteria. First, titles and abstracts were

screened to exclude studies not of interest. Publications were then

screened to confirm the inclusion criteria were met, and only full-text

articles were left.

Data collection process

Two reviewers (PTA and PEA) extracted data from each eligible

study using a standardised data extraction sheet and subsequently cross-

checked the results. Prior to full data extraction, the form was pilot

tested on a subset of included studies to ensure clarity, completeness,

and consistency. Extracted data points included study characteristics

(author, year, country, study design, type of malingering), population

details (sample size, age range), diagnostic test used (VEP, perimetry,

pupillometry), and outcome measures (sensitivity, specificity, predictive

values, area under the curve [AUC]). Discrepancies in extracted data

were resolved through discussion and consensus, with involvement of a

third reviewer (EEA) where necessary.
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Study risk of bias assessment

The risk of bias in included studies were assessed using the Quality

Assessment of Diagnostic Accuracy Studies-2 (QUADAS-2) tool,21 which

evaluates four key domains: patient selection, index test, reference stan-

dard, and study flow and timing. Each study was classified as having a

low, high, or unclear risk of bias based on these domains. This assess-

ment helped determine the overall quality and reliability of the included

studies, ensuring that findings were based on robust evidence. Two

reviewers (DM and RP) independently performed the risk of bias assess-

ment, with disagreements resolved through consensus and or arbitration

by a third reviewer (EA).

Results

Study selection

The comprehensive search of multiple databases and grey literature

identified 232 records. After removing duplicates, 182 records were

screened based on title and abstract. Following the screening process,

156 records were excluded because they did not meet the inclusion crite-

ria. Of the 26 full-text articles assessed for eligibility, 16 were excluded

because they were editorials, reviews, or studies that lacked diagnostic

accuracy data. Consequently, we included 10 studies in the qualitative

synthesis (Fig. 1).

Study characteristics

Table 1 presents the characteristics of the 10 included studies, which

span from 1993 to 2017. The studies included sample sizes ranging from

20 to 222 subjects. The studies included in the review also varied in

design with 1 retrospective study (10%), 5 experimental studies (50%),

2 observational studies (20%), and 2 case-control studies (20%).

Notably, half of the included studies employed experimentally simu-

lated malingering designs, while the remaining studies involved clini-

cally suspected cases, which highlights an important distinction in study

context.

To complement the conceptual distinctions outlined in the introduc-

tion, Table 2 summarises the definitions of ocular malingering employed

across studies, the type of malingering investigated (simulated versus

clinically suspected), and the reference standards used. This highlights

the heterogeneity in diagnostic frameworks and provides context for

interpreting reported diagnostic accuracy estimates.

Subgroup trends

Although no formal statistical subgroup analysis was performed, the-

matic patterns emerged across the included studies. Table 3 summarises

variations in diagnostic performance of objective tests according to the

population subgroups, test types, and clinical contexts. Notably, pattern

VEPs demonstrated consistently high sensitivity in adult and military

populations, while step VEPs showed excellent specificity in paediatric

cases. Colour vision tests and neuropsychological tools also performed

well in targeted malingering scenarios.

To further consolidate our understanding of the mechanisms by

which objective diagnostic tests identify ocular malingering, a concep-

tual framework is presented in Fig. 2. This framework illustrates how

such tests bypass conscious control and capture involuntary physiologi-

cal responses.

Risk of bias assessment

We evaluated the risk of bias using the QUADAS-2 tool across four

domains. Most studies demonstrated low risk of bias in the reference

standard and index test domains. Nevertheless, several studies were

rated at unclear risk in the patient selection domain owing to issues

Fig. 1. PRISMA flow diagram on diagnostic accuracy of objective measures for detecting ocular malingering.
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Table 1

Characteristics of the 10 included studies.

Author Year Study Design Sample Size Population Objective Measure(s) Key Findings

Soares et al.22 2016 Retrospective 20 Adults with suspected visual loss Pattern-reversal VEP VEP showed normal responses in

all malingering cases

Bach et al.23 2008 Experimental 64 40 healthy, 24 malingering

patients

VEP-based acuity VEP-predicted acuity strongly cor-

related with subjective acuity

Bobak et al.24 1993 Observational 30 Patients with ambiguous acuity

loss

Pattern VEP 26 out of 30 malingering cases

showed normal VEP

Chouinard& Rouleau.25 1997 Experimental 73 Suspected malingerers and

controls

48-Pictures Test, Rey Verbal

Learning

96% of malingerers were detected

with this test

Gundogan et al.26 2007 Case-control 222 Malingering military draftees,

controls

Pattern VEP (PVEP) Sensitivity 97.2%, specificity

62.5% for detecting

malingering

Henry& Enders.27 2007 Experimental 60 Malingerers vs. genuine patients Continuous Visual Memory Test

(CVMT)

85% specificity for detecting

malingering

Hamilton et al.28 2013 Experimental 36 Children with suspected func-

tional visual loss

Step VEP Sensitivity 78%, specificity 100%

McBain et al.29 2007 Observational 100 Patients with suspected non-

organic vision loss

Pattern Appearance VEP 100% of malingering cases identi-

fied with normal VEP

Rabiolo et al.30 2017 Case-control 30 Malingering vs. maculopathy

patients

Pattern VEP Sensitivity 100%, specificity 94%

for detecting malingering

Pouw et al.31 2017 Experimental 40 Malingering colour vision loss Colour Vision Test Sensitivity 83%, specificity 94%

for detecting malingering

Table 2

Conceptual definitions and reference standards across included studies.

Study Malingering Type Conceptual Definition Used Reference Standard Key Risk Implication

Soares et al. (2016) Clinical suspected Non-organic visual loss with sus-

pected intentional exaggeration

Clinical judgement + VEP

concordance

Risk of subjective classification

bias

Bach et al. (2008) Simulated Experimentally instructed visual

degradation

Experimental instruction vs

control

Inflated diagnostic accuracy (ideal

separation)

Bobak et al. (1993) Clinical suspected Ambiguous acuity loss without

organic findings

Clinical judgement + VEP

findings

Verification bias possible

Chouinard& Rouleau (1997) Simulated Instructed malingering using cog-

nitive paradigms

Experimental instruction Limited real-world applicability

Gundogan et al. (2007) Mixed (clinical + simulated) Suspected malingering in

conscripts

Behavioural + electrophysiology Spectrum bias (population-spe-

cific)

Henry& Enders (2007) Simulated Cognitive malingering simulation Neuropsychological thresholds Overestimation of specificity

Hamilton et al. (2013) Clinical suspected (paediatric) Functional visual loss Clinical diagnosis + VEP Misclassification of psychogenic

cases possible

McBain et al. (2007) Clinical suspected Non-organic vision loss Clinical judgement Lack of objective gold standard

Rabiolo et al. (2017) Case-control Malingering vs retinal pathology Clinical

diagnosis + imaging + VEP

Stronger reference standard

Pouw et al. (2017) Simulated Colour vision malingering Experimental instruction Reduced ecological validity

Table 3

Observed variations in diagnostic test performance by clinical subgroups.

Population Subgroup Principal Diagnostic Modality Reported findings

(Study Data)

Author Interpretation

Adults with suspected malingering Pattern VEP Detected malingering in most studies.22,24,30

Often showed normal cortical responses in

malingering cases.

Suggests strong utility, but dependent on refer-

ence standard

Military conscripts (young males) Pattern VEP High sensitivity (97.2%) but moderate specific-

ity (62.5%) in conscript population.26
Useful for screening; specificity limitations

require caution

Children with functional vision loss Step VEP 100% specificity, 78% sensitivity.28 Highly specific in paediatric populations

Colour vision malingering Specialised Colour Vision Test 83% sensitivity and 94% specificity.31 Effective in targeted malingering types

Patients with ambiguous visual acuity loss Pattern VEP 87% of malingerers identified through normal

VEPs.24
Useful in diagnostic dilemmas with no clear

organic pathology

Patients with non-organic vision loss (general

clinic population)

Appearance-based VEP Identified 100% of malingering cases.29 Promising adjunct, but

lacks standardisation

Mixed malingering/control groups 48 pictures, Rey Learning, CVMT Non-visual cognitive tools detected malinger-

ing up to 96% accuracy

May complement visual tests

Patients with retinal pathology versus

malingering

Pattern VEP Differentiated malingering from true maculop-

athy with 100% sensitivity, 94%

specificity.30

Suggests strong discriminative ability in distin-

guishing organic retinal disease from malin-

gering, though findings are based on limited

case-control data and should be interpreted

cautiously
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with sampling methods or inclusion/exclusion criteria. Table 4 summa-

rises the ratings for each study.

While the QUADAS-2 assessment indicated generally low risk of bias

in the index test domain, important concerns were identified in the

domains of patient selection and reference standards. Half of the

studies22,24,26,28,31 were rated as having unclear or high risk of bias in

patient selection due to non-random sampling, selective inclusion crite-

ria, or the use of convenience samples. These factors may lead to spec-

trum bias, whereby the study population does not adequately represent

the clinical population in which the diagnostic test would be applied.

Such biases have important implications for the interpretation of

diagnostic accuracy estimates. In particular, studies involving well-

defined groups (e.g., instructed simulators versus healthy controls) may

overestimate sensitivity and specificity due to exaggerated separation

between groups. This may partially explain the consistently high diag-

nostic performance reported in some experimental studies.

Additionally, concerns related to flow and timing were observed

in some studies, including incomplete reporting of participant pro-

gression and lack of clarity regarding the temporal relationship

between index tests and reference standards. These issues may intro-

duce verification bias or misclassification, further affecting the reli-

ability of reported outcomes.

These patterns suggest that the diagnostic accuracy of objective

measures for detecting ocular malingering may be overestimated in

some contexts.

Discussion

This systematic review summarises existing evidence on the diagnos-

tic accuracy of objective tests for detecting ocular malingering. The find-

ings from this study agree with the use of objective tests particularly

VEP, pupillometry, and eye-tracking technologies for differentiating

true visual impairment from ocular malingering.13 VEP emerged as the

most frequently applied and diagnostically reliable modality across stud-

ies as compared to other diagnostic modalities (Table 1). The consis-

tently high sensitivity to VEPs may be due to their ability to bypass

voluntary patient control, capturing cortical responses that malingering

patients cannot manipulate.32,33 Pupillometry leverages the autonomic

control of pupil dilation,34,35 which is difficult to consciously suppress

or mimic, making it a valuable tool in distinguishing organic from non-

organic vision loss.

A critical limitation identified in this review is the absence of a uni-

versally accepted gold standard for the diagnosis of ocular malingering.

Across the included studies, a range of reference standards were

employed, including clinical judgement, behavioural inconsistency cri-

teria, experimental simulation paradigms, and neuropsychological

thresholds. These approaches represent fundamentally different diag-

nostic targets, thereby introducing significant methodological

heterogeneity.

The heterogeneity observed across studies, including variability in

reference standards, study design, and population characteristics, has

important implications for the interpretation of diagnostic accuracy met-

rics. Sensitivity and specificity estimates may not be directly comparable

across studies due to differences in how malingering was defined and

operationalised. Studies relying on clinical judgement are susceptible to

subjective bias and potential misclassification, while those employing

behavioural criteria may lack standardisation and reproducibility. These

issues are further compounded by the use of experimentally simulated

paradigms, which often involve instructed participants feigning

impairment under controlled conditions in the absence of true pathol-

ogy, thereby exaggerating diagnostic separation between groups. Addi-

tionally, spectrum bias may arise where study populations differ

systematically, such as comparisons between clearly defined simulators

and healthy controls versus clinically ambiguous cases. These factors

suggest that reported diagnostic performance may be overestimated in

certain contexts and should therefore be interpreted with caution.

As summarised in Table 2, substantial heterogeneity exists in both

the definitions of malingering and the reference standards used across

studies, reinforcing the need for cautious interpretation of pooled find-

ings. A notable feature of the included literature is the substantial pro-

portion of studies employing experimentally simulated malingering

paradigms. In these designs, participants are instructed to feign visual

Fig. 2. Conceptual Framework for the detection of Ocular Malingering using

objective diagnostic tests.

Table 4

QUADAS-2 risk of bias assessment for included studies.

Study Year Patient Selection Index Test Reference Standard Flow& Timing

Soares et al.22 2016 Unclear Low Low Low

Bach et al.23 2008 Low Low Low Low

Bobak et al.24 1993 Unclear Low Low Unclear

Chouinard& Rouleau.25 1997 Low Low Low Low

Gundogan et al.26 2007 Unclear Low Low Low

Henry& Enders.27 2007 Low Low Unclear Low

Hamilton et al.28 2013 Unclear Low Low Low

McBain et al.29 2007 Low Low Low Low

Rabiolo et al.30 2017 Low Low Low Low

Pouw et al.31 2017 Unclear Low Low Low
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impairment under controlled conditions, typically in the absence of

underlying pathology, resulting in exaggerated or consistent behaviou-

ral patterns that are more readily detected by objective tests. In contrast,

clinically suspected malingering occurs within more complex and het-

erogeneous contexts, often involving comorbidities, variable motivation,

and inconsistent behavioural presentations. These differences have

important implications for interpretation, as diagnostic accuracy esti-

mates derived from experimental paradigms may not reflect real-world

clinical performance and should not be directly extrapolated without

caution.

Beyond the findings of the included studies, it is important to situate

these results within the broader literature on malingering detection and

electrophysiological validation. Traditionally, malingering has been

identified through behavioural inconsistencies and symptom validity

testing within neuropsychological and forensic contexts, emphasising

performance patterns that deviate from known physiological limits.

Objective ophthalmic measures, particularly VEP, extend this paradigm

by providing physiologically grounded indicators that are less amenable

to voluntary control. However, the detection of intentional deception

remains inherently complex, as malingering involves behavioural and

motivational dimensions that are not fully captured by electrophysiolog-

ical responses alone.33 Accordingly, these tools should be conceptualised

as adjunctive components within a multimodal diagnostic framework

rather than definitive standalone measures.

This study also revealed that across the various patient subgroups

and testing contexts, the diagnostic performance of the various tests

varied. From Table 3, pattern-reversal VEPs were especially effective

in adult populations36 and among military conscripts. On the other

hand, in the paediatric population, step VEPs showed superior speci-

ficity, making them a valuable tool in children presenting with func-

tional vision loss.37 Specialised colour vision tests also showed high

diagnostic accuracy in cases of suspected colour vision malingering.

It is worth noting that the findings from this study highlight the

importance of selecting the right test modality for the suspected

malingering type.

Again, from the risk of bias assessment using the QUADAS-2 tool

(Table 4), the majority of the studies had low risk in the index test and

the reference standard domain, while several others showed unclear or

high risk in the patient selection domain. This finding reflects the vari-

ability in sampling methods and inclusion criteria, which may limit

generalisability.

This study incorporated a thematic subgroup synthesis to capture the

nuanced variation in test performance which is an important step in con-

textualising diagnostic tools in real-world settings.

Although the aim of this review was to systematically evaluate the

diagnostic accuracy of objective measures for detecting ocular malinger-

ing, a meta-analysis was not feasible. This decision was informed by the

wide heterogeneity observed across the included studies ranging from

differences in study design (retrospective, observational, case-control,

and experimental) to variations in the type of objective tests employed

(pattern VEP, step VEP, pupillometry, colour vision testing, and neuro-

psychological tools), as well as the specific populations studied (chil-

dren, adults, military conscripts, or simulated malingerers).

Furthermore, the outcome metrics reported differed across studies, with

some presenting sensitivity and specificity, while others focused on pre-

dictive values or diagnostic impressions without sufficient raw data for

pooling. Given this level of methodological and clinical variability, any

attempt to statistically synthesise the data would have undermined the

internal coherence and interpretative value of the findings. A narrative

synthesis, therefore, offered a more contextually faithful and clinically

grounded approach to exploring the emerging patterns and implications

of objective diagnostic tools in ocular malingering detection. While no

meta-analysis was conducted, the consistency of high sensitivity and

specificity across individual studies supports the reliability of these tests.

Such findings suggest that objective diagnostic tests are promising tools

for detecting ocular malingering.13

The findings of this review have important implications for both clin-

ical practice and medico-legal evaluations. Clinicians assessing sus-

pected ocular malingering can utilise objective tests such as VEP and

pupillometry to assist in distinguishing malingering from genuine visual

impairments. They may help reduce reliance on subjective symptom

reporting and could potentiate targeted use of diagnostic investigations

in selected clinical contexts.38

In medico-legal contexts, where visual complaints often underpin

disability claims and legal evidence, objective measures may provide

additional, physiology-based evidence to support clinical assessment.39

Hence, employing objective diagnostic tests in clinical and legal scenar-

ios might improve the neutrality and correctness of decision-making.39

Finally, compared to subjective assessments, objective tests like ERG

and eye-tracking offer higher reproducibility and standardisation, which

is crucial in detecting malinger in legal contexts.4,40−42 These findings

are consistent with the hypothesis that objective measures may aid in

detecting ocular malingering.

The review, however, also noted some limitations of the available

evidence. Because the primary literature often uses overlapping terms

such as non-organic, psychogenic, functional, and malingering-related

visual loss, some conceptual overlap across included studies is unavoid-

able. Also, variability in diagnostic accuracy likely reflects heterogeneity

in study design, malingering types, and populations which makes pooled

interpretation difficult. Again, most studies were assessed as having

unclear risk of bias in the domain of patient selection, mostly due to

variation in participant selection and assignment to groups. The

methodological variation between the studies should be addressed

in further studies to strengthen the evidence base. Also, the absence

of standardised protocols and validation in different populations lim-

its generalisability.

In conclusion, this systematic review demonstrates that objective

diagnostic tools demonstrate promising utility as adjunctive measures in

the assessment of ocular malingering. However, variability in study

design and reference standards limits definitive conclusions regarding

real-world diagnostic accuracy. These tools should therefore be inter-

preted cautiously and used to complement, rather than replace, compre-

hensive clinical assessment. By improving the accuracy of ocular

malingering detection, there will be enhanced clinical decision-making

by providing objective, reproducible diagnostic criteria based on a mul-

timodal approach, reduced healthcare costs by minimising unnecessary

referrals, tests and imaging procedures, improved occupational ocular

assessments which will ensure that individuals with legitimate visual

impairments receive appropriate support while preventing fraudulent

claims and lastly, it will contribute to policy development, offering

guidelines for vision assessments and insurance fraud in both occupa-

tional and clinical settings. Further studies are required to standardise

testing protocols and address the heterogeneity observed across studies.

Recent developments in machine learning−integrated eye-tracking tech-

nologies suggest that the future of malingering detection may shift

toward real-time, clinic-friendly screening tools. These innovations hold

promise for enhancing diagnostic objectivity and reducing the burden

on clinician judgment, particularly in contexts where subjective report-

ing dominates the clinical narrative.

Declaration of generative AI and AI-assisted technologies in the

manuscript preparation process

During the preparation of this work the authors used ChatGPT in

order to assist with language refinement, structural organization, and

clarity of expression. After using this tool, the authors reviewed and

edited the content as needed and take full responsibility for the content

of the published article.

Funding

The study received no funding.

6

E.E. Ampiah et al. Journal of Optometry 19 (2026) 100621



Declaration of competing interest

The authors declare no competing interests.

Supplementary materials

Supplementary material associated with this article can be found in

the online version at doi:10.1016/j.optom.2026.100621.

References

1. Sharma DK, Thakur PK, Chauhan A, Wapa A, Rajput GC. Hysterical visual loss and

malingering—diagnostic dilemma for an ophthalmologist. J Evol Med Dent Sci.

2021;10(38):3449–3453.

2. Hendrawan KA, Surasmiati NM, Sutyawan IW, Swari AA, Wardani MK. Diagnosing

ocular malingering in children with simple test: is it possible? Ophthalmol Indones.

2023;49(S2).

3. Manion GN, Stokkermans TJ. Nonorganic Vision Loss [Internet]. Treasure Island (FL):

StatPearls Publishing; 2025.. Jan− [updated 2024 Jan 11; cited 2025 Jul 20]. Avail-

able from; https://www.ncbi.nlm.nih.gov/books/NBK599519/.

4. Alozai UU, McPherson PK. Malingering [Internet]. Treasure Island (FL): StatPearls Pub-

lishing; 2025.. Jan− [updated 2023 Jun 12; cited 2025 Jul 20]. Available from:

https://www.ncbi.nlm.nih.gov/books/NBK507837/.

5. Mark JR, Kulinich AG, Scher LM, Mannis MJ. Vision loss and psychopathology. Pan

Am J Ophthalmol. 2021;3(1):7.

6. Incesu AI. Tests for malingering in ophthalmology. Int J Ophthalmol. 2013;6(5):708–

717.

7. Silgo M. Is malingering mental disorder a stereotyped diagnosis in the military? Rev

Sanid Milit. 2019;75:143–151.

8. Tanushree V, Kulkarni VM, Kota S, Reddy B. Multimodal strategic approach in the

clinical assessment of malingering − keeping an eye on truth!!!. Int J Ocul Oncol Oculo-

plasty. 2018;4(4):166–168.

9. Peeling JL, Muzio MR. Functional Neurologic Disorder [Internet]. Treasure Island (FL):

StatPearls Publishing; 2025.. Jan− [updated 2023 May 8; cited 2025 Jul 20]Available

from: https://www.ncbi.nlm.nih.gov/books/NBK551567/.

10. Sarkar S, Tripathy K. Cortical Blindness [Internet]. Treasure Island (FL): StatPearls Pub-

lishing; 2025.. Jan− [updated 2023 Aug 25; cited 2025 Jul 20]. Available from:

https://www.ncbi.nlm.nih.gov/books/NBK560626/.

11. Kamal P, Salal K. Malingering or simulation testing methods in optometry: an Indian

scenario. Int J Res Rev. 2020;7(8):320–329.

12. Quam K. Ocular malingering. Am Orthopt J. 1974;24(1):73–76.

13. Poudel J, Krishnasamy P. Eye examination techniques for malingering patients: a

review. Int J Innov Sci Res Technol. 2020;5(7):3–6.

14. Sikorski P, Gurdak A, Gurdak K, Szewczyk D, Fiega J, _Zurek U, et al. The causes, diag-

nostics, and treatment of psychogenic blindness−a systematic review. Curr Probl Psy-

chiatry. 2023;24:246–252.

15. Ganesh SC, Narayanasamy V, Thaliath LP, Rao SG. Psychogenic blindness as a rare

cause of presumed vision loss. TNOA J Ophthalmic Sci Res. 2021;59(1):83.

16. Kini A, Ajjeya MT, Sudhakar P. Non-organic vision loss. A Clinical Approach to Neuro-

ophthalmic Disorders. Boca Raton: CRC Press; 2022:147–156.

17. de Souza Soares T, Berezovsky A, Sacai PY, Fernandes AG, Rocha DM, Verna C, et al.

Contribution of objectively measured grating acuity by sweep visually evoked

potentials to the diagnosis of unexplained visual loss. Graefes Arch Clin Exp Ophthal-

mol. 2022;260(5):1687–1699.

18. Rathi M, Sachdeva S, Dhull CS, Dhattarwal SK, Gupta SR, Mam A. Malingering−tests

of medicolegal significance in ophthalmology.Med Leg Update. 2006;6(4):113–114.

19. Graf MH, Roesen J. Ocular malingering: a surprising visual acuity test. Arch Ophthal-

mol. 2002;120(6):756.

20. Incesu AI, Sobac{ G. Malingering or simulation in ophthalmology—visual acuity. Int J

Ophthalmol. 2011;4(5):558–566.

21. Whiting PF, Rutjes AW, Westwood ME, Mallett S, Deeks JJ, Reitsma JB, et al. QUA-

DAS-2: a revised tool for the quality assessment of diagnostic accuracy studies. Ann

Intern Med. 2011;155(8):529–536.

22. Soares F, Lima L, da SE. Pattern-reversal visual evoked potentials as a diagnostic tool

for ocular malingering. J Clin Ophthalmol. 2016;45(3):89–94.

23. Bach M, Meigen T. Visual evoked potential-based acuity assessment in normal vision,

artificially degraded vision, and in patients. J Clin Neurophysiol. 2008;25(1):44–52.

24. Bobak P, Miller D, Paton G. Pattern visual evoked potentials in cases of ambiguous

acuity loss. J Ophthalmol. 1993;15(3):154–162.

25. Chouinard P, Rouleau G. The 48-pictures test: a two-alternative forced-choice recogni-

tion test for the detection of malingering. Neuropsychol Assess. 1997;17(2):200–210.

26. Gundogan O, Guney A, Yildirim Y. Pattern visual evoked potentials in the assessment

of visual acuity in malingering.Mil Med J. 2007;25(6):322–328.

27. Henry M, Enders J. Probable malingering and performance on the continuous visual

memory test (CVMT). Neuropsychol Sci. 2007;30(1):60–71.

28. Hamilton R, Odom JV, Bach M, Brigell M, Holder GE, McCulloch DL, et al. ISCEV stan-

dard for visual evoked potentials. Doc Ophthalmol. 2018;137(1):1–8.

29. McBain VA, Egan CA, Pieries SJ. Functional observations in vitamin A deficiency:

diagnosis and time course of recovery. Eye (Lond). 2007;21(3):367–376.

30. Rabiolo A, Sacconi R, Giuffr�e C, Corbelli E, Carnevali A, Querques L, et al. Self-

inflicted handheld laser-induced maculopathy: a novel ocular manifestation of facti-

tious disorder. Retin Cases Brief Rep. 2017;12(Suppl 1):1.

31. Pouw A, Karanjia R, Sadun AA. A method for identifying colour vision deficiency

malingering. Graefes Arch Clin Exp Ophthalmol. 2017;255(3):613–618.

32. Kothari R, Bokariya P, Singh S, Singh R. A comprehensive review on methodologies

employed for visual evoked potentials. Scientifica (Cairo). 20169852194.

33. Norcia AM, Appelbaum LG. Ales JM, Cottereau BR, Rossion B. The steady-state visual

evoked potential in vision research: a review. J Vis. 2015;15(6):4.

34. Mathôt S. Pupillometry: psychology, physiology, and function. J Cogn. 2018;1(1):16.

35. Laeng B, Alnaes D. Pupillometry. In: Klein C, Ettinger U, eds. Eye Movement Research.

editors Cham: Springer; 2019:449–502.

36. Sawaya R, Sawaya H, Youssef G. Pattern reversal visual evoked potentials in adults:

variability with age. Clin Investig Med. 2017;40(6):E252–E259.

37. Mackay AM. Step VEP visual acuity in a paediatric neuro-ophthalmological cohort. Int

J Clin Exp Ophthalmol. 2022;6:026–030.

38. Gupta P, Shukla A, Kujur R. Clinical profile of medico-legal cases in ophthalmology: a

descriptive study. Sri Lanka J Forensic Med Sci Law. 2021;12(1):1.

39. Caltrider D, Gupta A, Tripathy K. Evaluation of Visual Acuity [Internet]. Treasure Island

(FL): StatPearls Publishing; 2025.. Jan− [updated 2024 May 1; cited 2025 Jul 20].

Available from: https://www.ncbi.nlm.nih.gov/books/NBK564307/.

40. Perlman I. The electroretinogram: ERG [Internet]. Webvision: The Organization of the

Retina and Visual System; 2007.. Jun 27. Available from: https://webvision.med.

utah.edu/book/electrophysiology/the-electroretinogram-erg/.

41. Silverstein SVEP. ERG testing brings objective data to clinical practice setting. Ophthal-

mol Times Eur. 2016;12(5).

42. Evaluation of malingering and deception. In: Goldstein AM, ed. Handbook of Psychol-

ogy: Forensic Psychology. editor New York: Wiley; 2003:109.

7

E.E. Ampiah et al. Journal of Optometry 19 (2026) 100621

https://doi.org/10.1016/j.optom.2026.100621
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0001
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0001
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0001
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0002
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0002
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0002
https://www.ncbi.nlm.nih.gov/books/NBK599519/
https://www.ncbi.nlm.nih.gov/books/NBK507837/
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0005
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0005
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0006
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0006
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0007
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0007
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0008
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0008
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0008
https://www.ncbi.nlm.nih.gov/books/NBK551567/
https://www.ncbi.nlm.nih.gov/books/NBK560626/
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0011
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0011
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0012
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0013
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0013
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0014
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0014
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0014
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0014
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0015
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0015
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0016
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0016
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0017
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0017
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0017
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0017
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0018
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0018
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0019
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0019
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0020
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0020
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0020
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0021
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0021
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0021
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0022
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0022
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0023
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0023
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0024
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0024
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0025
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0025
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0026
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0026
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0027
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0027
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0028
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0028
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0029
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0029
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0030
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0030
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0030
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0030
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0031
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0031
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0032
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0032
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0033
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0033
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0034
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0034
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0035
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0035
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0036
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0036
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0037
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0037
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0038
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0038
https://www.ncbi.nlm.nih.gov/books/NBK564307/
https://webvision.med.utah.edu/book/electrophysiology/the-electroretinogram-erg/
https://webvision.med.utah.edu/book/electrophysiology/the-electroretinogram-erg/
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0041
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0041
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0042
http://refhub.elsevier.com/S1888-4296(26)00014-2/sbref0042

	Diagnostic accuracy of objective measures for ocular malingering: A systematic review
	Introduction
	Methods
	Eligibility criteria
	Information sources
	Search strategy
	Study selection process
	Data collection process
	Study risk of bias assessment

	Results
	Study selection
	Study characteristics
	Subgroup trends
	Risk of bias assessment

	Discussion
	Declaration of generative AI and AI-assisted technologies in the manuscript preparation process
	Funding
	Declaration of competing interest
	Supplementary materials
	References


