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ABSTRACT
Introduction: There is lacking of evidence available in literatures on faking
good in personality and emotional intelligent (EI) tests among medical
school applicants. Thus more research is required to address the faking good
issues in medical context specifically related to student admission.
Objective: This study aimed to estimate the prevalence of faking good in
personality and EI tests during a high stake situation which was during
student selection process. Method: A one-year prospective study was
carried out on a cohort of medical school applicants. Data collection was
carried out at five different intervals; one measurement at pre-selection
(Time 1) and four measurements at post-selection (Time 2 to Time 5). The
USMaP-i and USMEQ-i were used to measure personality and EI. Faking
good was positive if the scores at Time 1 beyond the 95% CI of average
scores of Time 2 to Time 5.Result: The highest prevalence of faking good
among personality traits was in conscientiousness (83.1%) and the lowest
was in openness (74.1%). The highest prevalence of faking good among EI
constructs was in emotional conscientiousness (77%) and the lowest was in
emotional awareness (51.7%). About 1.7% of applicants were not faking
good at any of the personality dimensions while 11.5% of them were not
faking good at any of the EI constructs. About 47.4% faked good at all the
personality dimensions and 33.9% faked good at all the EI constructs.
Conclusion: The prevalence of faking good in the self-reporting personality
and EI tests was high. Certain personality traits and EI constructs were more
susceptible to faking good. The personality test was more susceptible to
faking good than the EI test. Considering the potential positive impacts of
personality and EI on individual performance, alternative ways should be
designed to address the faking good issues.
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Introduction
Student selection is a vital and integral
component to medical schools because the kind
of students recruited at the beginning determine
the kind of doctors produced at the end (1, 2).
Therefore the accurate selection of those who
will perform well either as medical student or
later as doctors is a challenging task for medical
schools (3). Up to date, most of medical schools
make selection of prospective medical students
based on cognitive method such as previous
academic achievement, cognitive ability and
interview performance (1, 3). However, attention
recently has turned to the potential of noncognitive methods such as personality and
emotional intelligent in medical education.
Substantial amount of research has suggested the
existent of favourable associations between
personality and emotional intelligent with
medical students future performance either
academically or psychologically (4-6). Such
promising facts attract medical schools to
include personality and emotional intelligent as
criteria for selecting medical students.
In non-medical setting, the use of personality and
emotional intelligent testing for selection is
widespread and is based on the large body of
literature showing that personality and emotional
intelligent predict job performance, individual
personal wellbeing and career success (4, 5, 7,
8). Furthermore, evidence has shown that such
measures do not have an unfavourable impact on
employees, thus can improve fairness and
acceptability in personal decision making (9).
Research in medical setting is rarer, but studies
have found that emotional intelligent positively
associated with doctor-patient relationship,
increased empathy, empathy and communication
skills, academic performance in specific
component such as clinical diagnostic and
prognostic ability, and improved stress
management skills (4, 5). Likewise, personality
positively associated with psychological health,
career success, academic performance, learning
approach and working approach (4, 6, 8, 10-12).
Despite the encouraging facts, personality and
emotional intelligent are largely relied on selfreport measures that make them vulnerable to
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faking good and this has been the subject of
much concerns and ongoing debates (3, 13, 14).
In general, faking good is broadly referred to a
purposeful attempt to distort or manipulate
responses to psychological test items to make a
desirable impression (3, 13-16). A recent study
found that 62.7% of medical school applicants
had self-enhanced their responses to personality
items (3). Likewise, a study done on job
applicants reported that emotional intelligent
items were also susceptible to faking good either
trait based or ability based tests, however the
trait based test was more susceptible to faking
good than the ability based test (14). So far none
of articles reported faking good in emotional
intelligent test among medical school applicants.
In a nutshell, these facts suggest that there is
lacking of evidence available in literatures on
faking good in personality and emotional
intelligent tests among medical school
applicants. Thus more research is required to
address the faking good issues in medical context
specifically related to student admission. It is
worthy highlighting that faking good to the
psychological tests depends on multiple factors
whereby most of them are related to the context
of the tests were used, for example faking good
is expected to be high during a high stake context
such as the selection process (3, 13, 14).
This study aimed to estimate prevalence of
faking good to personality and emotional
intelligent tests during a high stake situation
which was the final stage of medical student
selection (i.e. interview) in a medical school.
This study was designed to address several
questions which include 1) what is the
prevalence of faking good to personality test
among medical school applicants? 2) What is the
prevalence of faking good to emotional
intelligent test among medical school applicants?
3) Which personality constructs are more
susceptible to faking good? 4) Which emotional
intelligent constructs are more susceptible to
faking good? 5) Which test is more susceptible
to faking good? Based on the literature the
author anticipated that prevalence of faking good
for the tests were high. In addition, personality
and emotional intelligent items were equally
susceptible to faking good.
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Method
Study setting and sample
Ethical approval was obtained from the Human
Ethical Committee of Universiti Sains Malaysia
prior to study start.
This study conducted a one-year prospective
study on the 2010 cohort of medical school
applicants at the School of Medical Sciences,
Universiti Sains Malaysia. The medical school
selected medical students semi-independently
from the Malaysian Ministry of Higher
Education. Selection was based on previous
academic performance (i.e. cumulative grade
point
average
(CGPA)),
psychometric
assessment that was assessed by the Malaysian
University
Selection
Yearly
Inventory
(MUnSYI), and interview performance (i.e. the
final stage of student selection) (1).
All
applicants who were called for the final stage of
selection (i.e. the interview) were invited to
participate in this study. The Universiti Sains
Malaysia Personality Inventory (USMaP-i) (16,
17) and Universiti Sains Malaysia Emotional
Quotient Inventory (USMEQ-i) (15, 18, 19) were
administered to the applicants who agreed and
signed consent to participate in this study
(n=333).
Data Collection
Data collection was carried out at five different
intervals (i.e. time 1 was collected right after the
interview completed and time 2 to time 5 were
collected during medical training) through faceto-face guided self-administered questionnaire.
Time 1 was considered as pre-selection
measurements and Time 2 to Time 5 were
considered as post-selection measurement. They
were clearly informed that the results of this
study would not have any influence on the
interview or selection decision. Each participant
was given an identity code for tracing purposes.
Instructions and information about the study
were given to them.
The successful applicants were then followed up
and their personality and emotional intelligent
Education in Medicine Journal (ISSN 2180-1932)

were measured by the USMaP-i and USMEQ-i
respectively at five different intervals;
immediately after the interview (Time 1), and at
2 months (Time 2), 4 months (Time 3), 6 months
(Time 4) and final examination (Time 5) of the
first year medical training. Measurement at the
interview session (Time 1) was considered as
measurement under provocative condition (i.e.
the highest tendency to faking good). The rest of
measurements (Time 2 – Time 5) were
considered as measurements under nonprovocative condition (i.e. the least tendency to
faking good). Data collection was completed
within one year from May 2010 until May 2011.
Instrument
Basic demographic profiles were obtained from
the study subjects using a form (see table 1).
The USMaP-i measures personality traits of the
study subjects. It was developed based the BigFive personality traits that are available on the
public domain of the International Personality
Item Pool (IPIP)(20-23). The five personality
traits were extroversion (Cronbach’s alpha =
0.80), conscientiousness (Cronbach’s alpha =
0.83), agreeableness (Cronbach’s alpha = 0.63),
neuroticism (Cronbach’s alpha = 0.81) and
openness (Cronbach’s alpha = 0.70)(16, 17). Its
validity and reliability among Malaysian medical
students was established (16, 17, 24). It was
found to be a stable tool to measure personality
traits among Malaysia medical students at
different time and occasions(24). It has 60 items
to measure personality and 6 items to measure
faking good (Cronbach’s alpha = 0.83) (16, 17).
Each personality trait consists of 12 items.
The USMEQ-i consists of 39 items to measure
emotional intelligent and 7 items to measure
faking good (Cronbach’s alpha = 0.83) (15, 18).
It measures seven domains of emotional
intelligent which are emotional control
(Cronbach’s alpha = 0.89; 9 item), emotional
maturity (Cronbach’s alpha = 0.82; 8 items),
emotional conscientiousness (Cronbach’s alpha
= 0.83; 5 items), emotional awareness
(Cronbach’s alpha = 0.79; 5 items), emotional
commitment (Cronbach’s alpha = 0.77; 4 items),
emotional fortitude (Cronbach’s alpha = 0.66; 4
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items), and emotional expression (Cronbach’s
alpha = 0.60; 4 items)(15, 18). It was found to be
a stable tool to measure emotional intelligent at
different time and occasions (19).
Faking good
Faking good was determined based on the
average score of Time 2 to Time 5
measurements. The 95% confident interval (CI)
of the average score was calculated for each
personality dimension and emotional intelligent
construct as well as faking index. Participants
who achieved score at Time 1 beyond the 95%
CI scores were considered as positive for faking
good (3).
Statistical analysis
Data were analysed by the Statistical Packages
for Social Sciences version 19 (SPSS 19).
Independent-t, paired-t and repeated measure
ANOVA tests were applied to determine
differences of personality trait and emotional
intelligent scores between non-provocative
(Time 2 - Time 5) and provocative (Time 1)
conditions of the successful applicants. Two
assumptions of the independent-t and paired-t
tests were checked; 1) normal distribution, and
2) homogeneity of variances (25). Three
assumptions of the repeated measured ANOVA

test were checked; 1) normality of residual, 2)
homogeneity of variances, and 3) compound
symmetry by Mauchly’s test of sphericity (25).
Intra-class correlation (ICC) analysis was
performed to determine level of agreement
between measurements at different intervals. The
ICC coefficient value less than 0.2 was
considered as poor agreement, 0.21 to 0.40 was
considered as fair agreement, 0.41 to 0.60 was
considered as moderate agreement, 0.61 to 0.80
was considered as good agreement and 0.81 to
1.0 was considered as very good agreement (2628).
Pearson correlation was performed to determine
the forms of correlation between the scores at
Time 1 with the average scores of Time 2 to
Time 5. In general, the correlation coefficient
lesser than or equal to 0.20 was considered as
weak correlation, more than 0.2 but lesser than
0.8 was considered as moderate correlation, and
equal to or more than 0.8 was considered as
strong correlation (29, 30).
Result
Majority of the successful applicants were
female, non-Malay, from matriculation stream,
originated from urban areas and aged around 19
(Table 1).

Table 1: Demographic profile

Sex, n (%)
Race, n (%)
Entry qualification, n (%)

Residency status, n (%)
Age, Mean (SD)
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Male
Female
Malay
Non-Malay
Matriculation
High School Certificate
Diploma
Urban
Rural

Accepted applicants
(N=177)
58 (32.8)
119 (67.2)
81 (45.8)
96 (54.2)
129 (72.9)
32 (18.1)
16 (9)
115 (65)
62 (35)
19.27 (0.89)

Not accepted
applicants, (N=156)
64 (41)
92 (59)
53 (34)
103 (66)
112 (71.8)
38 (24.4)
6 (3.8)
107 (68.6)
49 (31.4)
19.26 (0.61)
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Level of agreement between the measurements
of personality dimensions obtained at Time 1 and
those of the same dimensions at Time 2 to Time
5 are summarized in Table 2. Likewise,
correlations between measurements of the
dimensions at Time 1 and average score (i.e.
Time 2 to Time 5) are summarized in Table 2.
The ICC (i.e. ranged between 0.44 and 0.56) and
Pearson correlation (i.e. ranged between 0.43 and
0.67) coefficient values showed that a degree of
construct validity was stabled across multiple
measurements (Table 2). The ICC coefficient
values were relatively improved after removal of
the Time 1 measurement in the ICC analysis (i.e.
ranged between 0.54 and 0.66); indicating the
construct validity becomes more stable after
removal of Time 1 measurement.
Independent-t test was performed to assess the
differences between accepted and not accepted
applicants on each personality dimension as well
as the FIP construct. None of the dimensions
achieved significant differences except the
openness dimension (Table 2). It appears that
accepted applications significantly had higher
level of openness trait than those who were not
accepted.
Repeated measure ANOVA (within-subject) was
performed to assess the differences on each
personality dimension as well as the FIP
construct across multiple measurements (Table
2). Results showed that all dimensions achieved
significant differences. The post-hoc comparison
tests showed pre-selection measurements (i.e.
Time 1) were significantly higher than the post-
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selection measurements (i.e. Time 2 to Time 5)
except neuroticism dimension which was lower.
These results indicated that there were
significant discrepancies between measurements
of personality dimensions at pre-selection (i.e.
Time 1) and post-selection (i.e. Time 2 to Time
5).
Paired-t test was performed to assess differences
between pre-selection (i.e. Time 1) and the
average score of post-selection measurements
(i.e. Time 2 to Time 5). Results showed that
measurements of all personality dimensions as
well as FIP construct at pre-selection were
significantly higher than the average score
except neuroticism construct which was lower
(Table 2). These results support the significant
discrepancies between measurements of
personality dimensions at pre-selection and postselection.On further analysis, we found that 1.7%
(n=3) of them were not self-enhanced (i.e. not
faking good) at any of the personality
dimensions, 50.9% (n=88) of them faked good at
least at one of the personality dimensions but not
all, and 47.4% (n=82) of them faked good at all
of the personality dimensions (Table2). Overall
prevalence of faking good for personality
dimensions ranged between 74.1% and 83.1%.
The highest prevalence was in conscientiousness
dimension and the lowest was in openness
dimension. Approximately 98.3% of the
accepted applicants faked good on at least one of
the personality dimensions.
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Table 2: Pre- selection (Time 1) and post-selection (Time 2 to Time 5) mean scores of accepted applicants
with independent-t, paired-t, one-way repeated measure ANOVA, intra-class correlation and Pearson
correlation results. Time 1 scores of applicants who were not accepted are provided for comparison.
E
Mean (SD)
0.52

C
Mean (SD)
0.51

A
Mean (SD)
0.44

N
Mean (SD)
0.53

O
Mean (SD)
0.56

FIP
Mean (SD)
0.46

0.62

0.64

0.54

0.66

0.64

0.62

ICC across Time 1 to
Time 5
ICC across Time 2 to
Time 5
Pearson correlation
coefficient between
Time 1 and Average
scores (accepted)
Time 1, not accepted

0.58

0.58

0.45

0.55

0.67

0.43

36.01 (7.42)

38.77 (6.19)

37.61 (5.05)

12.20 (7.05)

35.21 (6.35)

20.38 (3.17)

Time 1, accepted

37.17 (5.95)

39.79 (5.52)

38.57 (4.34)

10.84 (6.18)

37.09 (5.61)

20.79 (2.49)

Time 2, accepted

32.40 (6.55)

33.73 (6.52)

35.55 (5.36)

16.50 (7.25)

33.28 (6.86)

17.88 (3.43)

Time 3, accepted

32.40 (6.55)

33.73 (6.52)

35.55 (5.36)

16.50 (7.25)

33.28 (6.86)

17.88 (3.44)

Time 4, accepted

33.14 (7.10)

34.89 (6.86)

35.29 (6.30)

14.93 (7.51)

33.41 (7.35)

17.98 (3.36)

Time 5, accepted

32.11 (7.24)

32.80 (7.44)

33.34 (6.75)

16.84 (7.67)

31.83 (6.90)

17.12 (4.03)

Average score (Time 2
to Time 5)
t-statistics a
p-value a
F-statistics b
p-value b
t-statistics c
p-value c
Candidates with scores
at Time 1 outsides the
95% CI of the average
score, n (%)

32.59 (5.88)

33.76 (5.92)

34.98 (4.91)

16.13 (6.42)

32.99 (6.01)

17.79 (2.94)

-1.57
0.116
36.35
< 0.001
10.68
< 0.001

-1.58
0.114
66.19
< 0.001
14.02
< 0.001

-1.84
0.067
34.77
< 0.001
9.95
< 0.001

1.87
0.063
48.89
< 0.001
-0.90
0.369

-2.85
0.005
30.19
< 0.001
10.21
< 0.001

-1.30
0.194
54.19
< 0.001
12.56
< 0.001

131 (76.6)

143 (83.1)

132 (77.6)

140 (81.4)

126 (74.1)

142 (82.1)

Time 1 was measured right after interview (i.e. provocative condition); Time 2 to Time 5 were considered as during the medical training
(i.e. non-provocative condition)
E = extroversion, C = Conscientiousness, A = agreeableness, N = neuroticism, O = openness, FIP = faking index for personality, SD =
standard deviation, CI = confident interval, ICC = intra-class correlation coefficient
a
the independent-t test was performed at Time 1 between accepted and not accepted applicants
b
the one-way repeated measure ANOVA between Time 1 to Time 5. Corrected with Greenhouse-Geisser
c
the paired-t test between Time 1 accepted and Average (Time 2 to Time 5)
ICC: two-way mixed (absolute agreement), single measure.
95% CI for the average score (Time 2 to Time 5): E (31.68, 33.50; N = 162); C (32.85, 34.67; N = 162); A (34.22, 35.74; N = 162); N
(15.14, 17.12; N = 161); O (32.06, 33.92; N = 161); FIP (17.33, 18.25; N = 159).
Each personality trait ranged from 0 to 48.
The FIP score ranged from 0 to 24
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Table 3: Pre- (Time 1) and post-selection (Time 2 to 5) mean scores of accepted applicants independent-t,
paired-t, one-way repeated measure ANOVA, intra-class correlation and Pearson correlation results. Time
1 scores of applicants who were not accepted are provided for comparison
E1
Mean
(SD)
ICC across Time 1 to
Time 5
ICC across Time 2 to
Time 5
Pearson
correlation
coefficient
between
Time 1 and Average
scores (accepted)
Time 1, not accepted
Time 1, accepted
Time 2, accepted
Time 3, accepted
Time 4, accepted
Time 5, accepted
Average score (Time 2
to Time 5)
t-statistics a
p-value a
F-statistics b
p-value b
t-statistics c
p-value c
Candidates with scores
at Time 1 outsides the
95% CI of the average
score, n (%)

E2
Mean
(SD)

E3
Mean
(SD)

E4
Mean
(SD)

E5
Mean
(SD)

E6
Mean
(SD)

E7
Mean
(SD)

FIE
Mean
(SD)

0.56

0.52

0.49

0.51

0.53

0.54

0.45

0.52

0.60

0.58

0.57

0.59

0.59

0.56

0.51

0.57

0.62

0.57

0.52

0.48

0.52

0.66

0.51

0.58

28.72
(5.18)
29.28
(4.73)
26.82
(5.48)
26.82
(5.48)
28.85
(5.34)
27.92
(6.05)
27.51
(4.77)

27.01
(4.08)
27.80
(3.41)
26.34
(3.91)
26.34
(3.91)
26.68
(4.25)
25.55
(4.91)
26.18
(3.57)

17.34
(2.51)
17.82
(2.21)
16.75
(2.66)
16.75
(2.66)
16.60
(2.78)
15.98
(3.27)
16.50
(2.38)

15.72
(2.99)
16.38
(2.76)
15.74
(3.01)
15.74
(3.01)
16.30
(2.96)
15.82
(3.27)
15.89
(2.57)

12.48
(2.46)
13.10
(2.15)
12.36
(2.49)
12.36
(2.49)
12.96
(2.40)
12.60
(2.70)
12.56
(2.15)

12.85
(2.28)
13.34
(2.03)
12.61
(2.41)
12.61
(2.41)
12.88
(2.38)
12.62
(2.60)
12.63
(2.05)

14.50
(1.83)
14.69
(1.50)
14.21
(1.94)
14.21
(1.94)
13.77
(2.05)
13.17
(2.42)
13.81
(1.70)

22.48
(4.00)
23.27
(3.41)
21.50
(3.72)
21.50
(3.72)
22.68
(3.90)
21.89
(4.39)
21.81
(3.31)

-1.04
0.300
18.63
< 0.001
5.66
< 0.001

-1.91
0.057
15.35
< 0.001
6.44
< 0.001

-1.85
0.065
20.75
< 0.001
7.34
< 0.001

-2.12
0.035
5.02
0.001
3.09
0.002

-2.44
0.015
6.39
0.001
3.11
0.002

-2.11
0.035
8.07
< 0.001
5.70
< 0.001

-1.04
0.300
26.00
< 0.001
6.91
< 0.001

1.95
0.052
14.29
< 0.001
5.37
< 0.001

103 (59.2)

113 (64.9)

134 (77.0)

90 (51.7)

110 (63.2)

120 (69)

114 (65.5)

110 (63.2)

Time 1 was measured right after interview (i.e. provocative condition); Time 2 to Time 5 were considered as during the medical training
(i.e. non-provocative condition)
E1 = emotional control, E2 = emotional maturity, E3 = emotional conscientiousness, E4 = emotional awareness, E5 = emotional
commitment, E6 = emotional fortitude, E7 = emotional expression, TEI = total emotional intelligent, FIE = faking index for EI, SD =
standard deviation, CI = confident interval, ICC = intra-class correlation coefficient
a
the independent-t test was performed at Time 1 between accepted and not accepted applicants
b
the one-way repeated measure ANOVA between Time 1 to Time 5. Corrected with Greenhouse-Geisser
c
the paired-t test between Time 1 accepted and Average (Time 2 to Time 5)
ICC: two-way mixed (absolute agreement), single measure.
95% CI for the average score (Time 2 to Time 5): E1 (26.76, 28.25; N = 159); E2 (25.62, 26.73; N = 159); E3 (16.13, 16.87; N = 163); E4
(15.49, 16.28; N = 163); E5 (12.22, 12.89; N = 159); E6 (12.31, 12.95; N = 159); E7 (13.55, 14.07; N = 163); FIE (21.29, 22.33; N = 157)
Range of score: E1 = 0-36; E2 = 0-32; E3 = 0-20; E4 = 0-20; E5 = 0-16; E6 = 0-16; E7 = 0-16; TEI = 0-156; FIE = 0-28
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Level of agreement between the measurements
of emotional intelligent constructs measured at
Time 1 and those of the same constructs at Time
2 to Time 5 are summarized in Table 3.
Likewise, correlations between measurements of
the personality constructs at Time 1 and average
score (i.e. Time 2 to Time 5) are summarized in
Table 3. The ICC (i.e. ranged between 0.45 and
0.56) and Pearson correlation (i.e. ranged
between 0.48 and 0.66) coefficient values
showed that its construct validity was stabled
across multiple measurements (Table 3). The
ICC coefficient values were relatively improved
after removal of the Time 1 measurement in the
ICC analysis (i.e. ranged between 0.51and 0.60);
indicating the construct validity becomes
relatively more stable after removal of Time 1
measurement.
Independent-t test was performed to assess the
differences between accepted and not accepted
applicants on each emotional intelligent
construct as well as the FIE construct. None of
the constructs achieved significant different
except the E4 (emotional awareness), E5
(emotional commitment) and E6 (emotional
fortitude) constructs (Table 3). It appears that
accepted applications significantly had higher
level of E4, E5 and E6 than those who were not
accepted.
Repeated measure ANOVA (within-subject) was
performed to assess the differences on each
personality construct as well as the FIE construct
across multiple measurements (Table 3). Results
showed that all constructs achieved significant
differences. The post-hoc comparison tests
showed measurements at Time 1 were
significantly higher than the measurements at
post-selection (i.e. Time 2 to Time 5). These
results indicated that there were significant
discrepancies between measurements of
emotional intelligent constructs at Time 1 and
post-selection (i.e. Time 2 to Time 5).
Paired-t test was performed to assess differences
between Time 1 and the average score of Time 2
to Time 5. Results showed that measurement of
all emotional intelligent constructs as well as FIP
construct at Time 1 significantly higher than the
Education in Medicine Journal (ISSN 2180-1932)

average score of post-selection measurements
(Table 2). These results support the significant
discrepancy between measurements of emotional
intelligent at Time 1 and post-selection.
On further analysis, we found that 11.5% (n=20)
of them were not self-enhanced (i.e. not faking
good) at any of the emotional intelligent
dimensions, 54.6% (n=95) of them faked good at
least at one of the emotional intelligent
dimensions but not all, and 33.9% (n=59) of
them faked good at all of the emotional
intelligent dimensions (Table 3). Overall, the
prevalence of faking good for emotional
intelligent constructs ranged between 51.7% and
77%. The highest prevalence was in E3
(emotional conscientiousness) and the lowest
was in E4 (emotional awareness). Approximately
88.5% of the accepted applicants faked good on
at least one of the emotional intelligent
constructs.
By looking at the faking index for both
psychological tests, it appears that the percentage
of positive faking index corresponded with the
percentage of faking good of the personality
dimensions and emotional intelligent constructs.
In addition, prevalence of faking good in the
personality dimensions (i.e. 74.1% to 83.1%)
was higher than the emotional intelligent
constructs (i.e. 51.7% to 77%).
In a nutshell, results showed that the prevalence
of faking good in the self-reporting personality
and emotional intelligent tests was high. It
appears the personality test was more susceptible
to faking than the emotional intelligent test.
Discussion
Data showed that the prevalence of faking good
on at least one to personality dimensions (98.3%)
and emotional intelligent constructs (88.5%) was
high among the medical school applicants. In
fact, the prevalence was far greater than the
reported figure by a previous study which was
66.7% (3). One of possible reasons for the
greater figure obtained in this study is due to the
study design. This study repeatedly measured
personality and emotional intelligent of the
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successful applicants for several times at
different intervals, therefore would be more able
and sensitive to detect faking good cases than the
previous study (3) which only measured once at
post-selection. One lesson learnt is that in a
highly competitive setting, medical school
applicants described themselves as having more
favorable personality and emotional intelligent
than they appeared to be throughout one year
later during the first year medical training. In
addition, this fact indicated that selfenhancement occurred despite the applicants
were clearly informed that the tests would not
affect their outcomes for entering medical
school. The author strongly agrees with the view
that self-enhancement or faking good among
medical school applicants would be greater if the
personality and emotional intelligent testing had
been formal criteria of the selection process (3).

previous study based on the personality traits
(i.e. 14.5% to 33.7%) (3). It seems that emotional
conscientiousness was the most vulnerable to
faking and emotional awareness was the least
vulnerable
to
faking.
Emotional
conscientiousness is characterized by emotional
ability of taking responsibility and maintaining
integrity for personal performance, while
emotional awareness is characterized by
emotional ability of knowing and understanding
one’s own and other person feeling (15).
Interestingly, even for emotional intelligent test,
items that related to integrity and responsibility
were susceptible to faking good. Perhaps,
emotional intelligent as well as personality test
should be designed based on ability-based rather
than traits-based because ability-based test was
reported to be less susceptible to manipulation
(14).

The prevalence of faking good between the big
five personality dimensions appears to be varied
that ranged between 74.1% and 83.1%. Whereas,
the figure obtained in this study was far greater
than the figured reported by a previous study
which was between 14.5% and 33.7% (3). One
common finding between this study and the
previous study is that the highest prevalence of
faking good was recorded by conscientiousness
and the lowest was recorded by openness (3).
These facts indicated that, among medical school
applicants, conscientiousness was the most
susceptible personality dimension to faking,
while openness the least susceptible to faking.
One possible reason for applicants described
themselves as consciences person (i.e.
characterized
by
responsible,
organize,
systematic and high integrity) because researches
have shown that conscientiousness is a good
predictor of job performance in various
occupations (8, 31, 32). Thus, if they are seen as
a consciences person, the odds to be selected as
medical student are better.

Data showed that the accepted and not accepted
applicants were equally manipulating their
responses to most items in the personality and
emotional intelligent dimensions. This finding is
consistent with a previous study that reported no
significant discrepancy scores at pre-selection
measurement of the big five personality traits
between accepted and not accepted applicants
(3). This fact suggested that most of medical
school applicants tend to portray themselves as
desirable as possible during selection process.
Interestingly, the faking index (i.e. FIE and FIP)
appeared to correspond to the prevalence of
faking good for both personality and emotional
intelligent dimensions. One lesson learnt from
this fact is that faking good might be uniform
among the applicants; thus, the faking index (i.e.
FIP and FIE) might play an important role for
helping medical schools to make decision since it
appeared to be a sensitive tool to detect faking
good among the medical school applicants
(Table 2 and Table 3). Nevertheless, more
research is required to explore on ways to use the
faking index as a tool for helping medical
schools to make decision during selection
process.

Likewise, the prevalence of faking good between
the emotional intelligent dimensions were varied
that ranged between 51.7% and 77%. The
prevalence was relatively lower than the
personality dimensions found in this study, but
far greater than the prevalence reported by a
Education in Medicine Journal (ISSN 2180-1932)

Based on this study data and the literatures there
are several issues should be considered before
using personality and emotional intelligent as
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formal criteria during selection process. The first
issue is related to the predictive validity of preselection measurements on future performance of
medical students either at personal level or
professional level. Given that the findings of
current study and a previous study (3)
demonstrated that the tests are vulnerable to
faking, even more there is lacking of evidence to
support the predictive values of pre-selection
measurements on future performance of medical
students. Therefore, considering the current
evidence state, medical schools are not
recommended to use personality and emotional
intelligent tests as formal criteria of selection
process. Rather they should experiment the tests
during the selection process to look for potential
predictive values of such tests on medical
students’ performance. The second issue is
related to the roles of faking index in assisting
medical schools to make decision. Although, this
study showed that the faking index appears to be
a sensitive tool to detect faking good among
medical school applicants, but in a high stake
context the use of self-report test including
faking index is not immune to faking problems
(3, 14). Therefore, alternative ways such as
ability-based test should be introduced to address
this challenge. The last issue is related to
whether faking good is likely to affect the
validity of the personality and emotional
intelligent tests particularly in predicting
performance of those ‘faked’ and ‘non-faked’
applicants. Unfortunately there is no absolute
answer to this challenge because literatures are in
disagreement on this issue (3). Therefore the best
way to address this issue is that every medical
school should develop their own data on the
predictive values of such psychological tests in
their own setting through a continuous research.
This study has several limitations that should be
highlighted for interpretation and future research.
The first limitation, the followed up
measurements (i.e. Time 2 to Time 5) was done
on accepted applicants only. Therefore the
researcher could not verify whether the same
pattern of finding occurred in the not accepted
applicants after the selection process. However,
by looking at the feasibility aspect to follow up
those who were not accepted is a very
Education in Medicine Journal (ISSN 2180-1932)

challenging task because it requires a lot of
coordination
between
participants
and
researcher. Second, this study was conducted on
a cohort of medical school applicants which may
not be generalized to other cohorts of medical
school applicants as well as other educational
settings. Therefore, similar follow up should be
done on several cohorts of future medical school
applicants to verify the current results. Third
limitation, the emotional intelligent test used in
this study is relatively new and its validity
against other established instruments is yet to be
established. Therefore, the results obtained may
not be comparable with other studies that used
more established instruments to measure
emotional intelligent. Despite the limitations, this
study had several strengths. First, this study
measured personality and emotional intelligent
for several times over one year of medical
training. Therefore, the personality and
emotional intelligent changes among the
accepted applicants were captured accurately and
therefore the detected faking good among them
could be considered as a valid and reliable
reflection of faking good during selection
process. Second, the personality test was
developed based on the established items
provided by IPIP (23), therefore results obtained
for the personality was comparable to other
studies elsewhere. Last but not least, this study
classify faking good based on the method used
by a previous study (3), thus results obtained can
be directly compared with the previous study.
Considering these limitations and strengths, the
findings in this study should be interpreted with
caution within its context.
Conclusion
The prevalence of faking good in the selfreporting personality and emotional intelligent
tests was high. Certain dimensions of personality
and emotional intelligent were more vulnerable
to faking than other dimensions. The personality
test was more susceptible to faking good than the
emotional intelligent test. Considering the
potential positive impacts of personality and
emotional intelligent on individual performance,
alternative ways should be designed to address
the faking good issues.
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