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Empirically based methods of detecting retrospective malingering (i.e., the false 

assertion or exaggeration of physical or psychological symptoms reportedly experienced 

during a prior time period) are needed given that retrospective evaluations are 

commonplace in forensic assessments. This study's main objective was to develop and 

validate a focused, standardized measure of retrospective malingering. This objective was 

addressed by revising the Structured Interview of Reported Symptoms (SIRS), an 

established measure of current feigning. The SIRS' strategies were retained and its items 

modified to produce two new SIRS versions: The Retrospective Structured Interview of 

Reported Symptoms (R-SIRS) and The Concurrent-Time Structured Interview of 

Reported Symptoms (CT-SIRS). Forensic inpatients were used to test the R-SIRS (n = 

25) and CT-SIRS (n = 26) which both showed good internal consistency and interrater 

reliability. The overall effectiveness of the R-SIRS and the CT-SIRS in the classification of 

malingerers and genuine patients was established in this initial validation study. Moreover, 

their classification rates were similar to those obtained by the SIRS. Pending additional 

validation, these measures are expected to increase the quality of forensic evaluations by 

providing the first standardized methods of assessing retrospective malingering 
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CHAPTER I 

INTRODUCTION 

Evaluations of forensic issues in general and detection of feigning in particular have 

increased in sophistication during recent years (Faust, 1995; Kolk, 1992; Rogers, 1997b). 

Still, clinicians are greatly in need of assessment tools that can assist them in facing the 

unique demands of forensic evaluations. The current study sought to address one such 

demand: retrospective malingering in the context of forensic evaluations. Its primary 

objectives were twofold: (a) revision of a malingering measure (i.e., Structured Interview 

of Reported Symptoms [SIRS]; Rogers, Bagby, & Dickens, 1992) for assessment of 

retrospective feigning of mental illness, and (b) its initial validation within the framework 

of insanity evaluations. 

This chapter provides an introduction to retrospective malingering in forensic 

evaluations that is organized into seven sections. The first three sections provide an 

important overview of the topic. These are followed by a synopsis of terms applied to 

response styles and a review of research methods for the assessment of malingering. The 

remainder of the chapter examines clinical methods for the evaluation of malingering. The 

current methods used to assess the retrospective malingering of mental illness are 

reviewed and their limitations are discussed. An in-depth description of the structure and 



psychometric properties of the SIRS, the parent measure of this study, is provided. In 

addition, the underlying strategies of each SIRS scale will be discussed and comparisons 

to other measures will be made. Lastly, this chapter addresses potential covariates to 

malingering (i.e., IQ and impaired executive cognitive functioning) as they relate to 

retrospective malingering. Unless otherwise noted, all discussion of malingering refers to 

feigned symptoms of mental disorders rather than feigned cognitive impairment. 

Overview of Forensic Evaluations 

Mental health professionals are increasingly being called upon to conduct 

psychological evaluations for legal purposes such as insanity, competency to stand trial, 

and competency to be executed (Borum & Grisso, 1995). Forensic evaluations differ in 

significant ways from traditional psychological evaluations and therefore pose unique 

problems for clinicians (see Melton, Petrila, Poythress, & Slobogin, 1997b). Three points 

particularly distinguish forensic psychological evaluations from traditional evaluations: (a) 

the consequences of the evaluation, (b) the retrospective time period of the evaluation, 

and (c) the significance of malingering and other response styles to the forensic 

conclusions. 

The first distinguishing characteristic of forensic evaluations is the seriousness of the 

consequences arising from their conclusions (Grisso & Appelbaum, 1992; Mossman & 

Hart, 1996). Forensic evaluations usually involve weighty issues relating to and affecting 

an individual's physical freedom, freedom of choice, or legal rights (Pollack, Gross, & 

Weinberger, 1982). In contrast, most general psychological evaluations focus on 

identifying problems to be treated clinically and seldom result in restricting an individual's 



freedom. The consequential nature of forensic cases compels clinicians and researchers to 

apply higher than average standards to their work product in order to safeguard the best 

interests of their clients (Committee on Ethical Guidelines for Forensic Psychologists 

1991; Hess, 1987; Melton, Petrila, Poythress, & Slobogin, 1997a). Moreover, clinicians 

should be especially careful to base their forensic opinions on empirically derived 

knowledge and validated assessment tools (Faust, 1995; OglofF, 1990; Owens, 1995). 

The second distinguishing characteristic of forensic evaluations is their often 

retrospective nature. Retrospective evaluations are far more complex and clinically 

demanding than general evaluations. As an example, insanity evaluations require mental 

health professionals to address the defendant's diagnosis at multiple time periods which 

may be far removed from the current time (Rogers, 1986). Indeed, many months or even 

years may pass between the date of an offense and a subsequent insanity evaluation. 

Similarly, years may separate an industrial accident and a subsequent psychological 

evaluation in a personal injury case. In contrast, general psychological evaluations are 

ordinarily only concerned with past diagnoses insofar as such classifications can assist in 

the identification and treatment of an individual's current psychological problems (Melton, 

et al., 1997b). 

The third distinguishing characteristic of forensic evaluations is that malingering is 

more frequently a concern in these assessments than in non-forensic assessments 

(Mossman & Hart, 1996). Obtaining accurate estimates of malingering base rates (forensic 

or otherwise) has proved difficult as it is sometimes under-assessed by clinicians (Rogers, 

1997b). Moreover, prevalence rates vary markedly depending on the referral question and 



clinical setting (Rogers, 1997b). Two recent studies' estimates of malingering ranged from 

a low of 7.4% for nonforensic (Rogers, Sewell, & Goldstein, 1994) to a high of 17.4% for 

forensic evaluatees (Rogers, Salekin, Sewell, Goldstein, & Leonard, 1998), suggesting 

that malingering is more than twice as common in forensic cases as it is in nonforensic 

cases. 

Perhaps what is more interesting than the actual malingering estimates is that their 

variability is markedly different across settings. More specifically, that the standard 

deviations of the estimates is moderate for nonforensic cases (SD = 7.09) and very 

substantial for forensic cases (SD = 14.44; Rogers, Salekin, Sewell, et al., 1998). Thus, 

depending on the setting and considering ± 2 SD, the actual prevalence of malingering in 

fact ranges from a nonexistent 0.0% to an astounding 48.5% (Rogers, Salekin, Sewell, et 

al., 1998). Moreover, Rogers (1986) found that 20.8% of defendants evaluated for an 

insanity defense were either suspected of or found to be malingering, demonstrating that 

dissimulation in retrospective insanity cases is an important concern. 

One reason why malingering is under-assessed may be that some clinicians 

erroneously define malingering as an all-or-none phenomenon (Rogers, 1997b). These 

clinicians may believe that a person either responds with honesty or feigning and does so 

consistently. The response style definitions in the next section illustrate that malingering 

and other response styles are not necessarily all-or-none and can be combined in the same 

person (Rogers, 1997b). These definitions will operationally define the constructs related 

to this study and will introduce the term "retrospective malingering." 



Response Styles 

According to the Diagnostic and Statistical Manual of Mental Disorders - Fourth 

Edition (DSM-IV; American Psychiatric Association, 1994), malingering is the deliberate 

production or marked exaggeration of physical and/or psychological symptoms in order to 

obtain some external goal(s). Within the framework provided by the DSM-IV, malingering 

is differentiated from Factitious Disorder in that Factitious Disorder is motivated solely by 

a desire to be in the sick role in order to meet intrapsychic needs. In contrast, malingering 

is motivated by external incentives and goals. Importantly, the DSM-IV definition does 

not state that all of an individual's symptoms are deliberately produced or exaggerated; on 

the contrary, some symptoms may be genuine. 

An honest response style is utilized when an individual sincerely attempts to respond 

accurately. Attempts at honesty should not be confused with veridicality (Rogers, 1997b). 

Distorted self-perceptions or misunderstanding the examiner's questions can lead to 

inaccurate responses despite the use of an honest response style. 

A defensive response style is the conscious denial or gross minimization of physical 

and/or psychological symptoms (Rogers, 1984). The conscious, and therefore intentional 

nature of this response style should not be confused with the unconscious, unintentional 

intrapsychic defense mechanisms, such as denial or repression. 

An irrelevant response style occurs when an individual is not psychologically engaged 

in the evaluation process and is unconcerned about the accuracy of his or her evaluation 

(Rogers, 1984). This response style may produce inconsistent or random responses that 



have little to no relationship with the individual's actual functioning, symptoms, or 

feelings. 

A hybrid response style is an admixture of any previously described response styles 

(Rogers, 1984). The hybrid response style can be particularly difficult to detect as 

evaluatees may respond honestly to most inquiries and may only malinger when asked 

about a particular topic, such as symptoms of sexual deviance. Thus, the individual's 

response style is not an all-or-none phenomenon. 

Retrospective malingering refers to the false assertion or gross exaggeration of 

physical and/or psychological symptoms that are claimed to have been experienced during 

a prior time period. Whether or not the individual actually malingered symptoms during 

the time period in question is immaterial. Rather, it is only important that the individual is 

currently reporting false or exaggerated symptoms for the past time period. Retrospective 

malingering does not necessitate current malingering. An individual can malinger 

symptoms for specific time periods and not for others. The circumscribed nature of 

retrospective malingering underscores the fact that malingering is not necessarily a stable 

or trait-like phenomenon. 

Overview of Research on Response Styles 

Research on malingering mental illness has made significant advances in recent years 

(Nichols & Greene, 1997) and has improved the quality of forensic evaluations. 

Malingering research is organized into four major components. First, investigators have 

systematically identified and tested specific malingering identification strategies for the 

clinical assessment of dissimulation (Cornell & Hawk, 1989; Geller, Erlen, Kaye, & Fisher, 



1990; Rogers, 1997a) using increasingly elegant study designs and external validation 

criteria (Rogers, 1990; Rogers, 1997c). A number of these specific malingering detection 

strategies will be discussed in detail later in this paper. 

The most noteworthy methodological advances have resulted in greater 

generalizability. For instance, researchers have recognized that some malingerers attempt 

to prepare or to educate themselves prior to evaluation. As a result, studies have been 

designed to test malingerers who are "coached" in particular disorders or who have been 

given information about validity scales (Baer & Sekirnjak, 1997; Baer & Wetter, 1997; 

Baer, Wetter, & Berry, 1995; Lamb, Berry, Wetter, & Baer, 1994; Rogers, Bagby, & 

Chakraborty, 1993; Rogers, Gillis, Bagby, & Montneiro, 1991). Individuals who malinger 

in real life usually have an incentive to do so. Thus, the importance of giving incentives has 

been recognized and study designs changed accordingly (Rogers, 1997c; Rogers, Kropp, 

Bagby, & Dickens, 1992). In addition, researchers are increasingly using a known-groups 

design with actual feigners rather than relying solely on simulation studies (Rogers, 

1997c). 

A second advance is that authors of psychological measures now routinely include 

validity indices that are developed in conjunction with clinical scales, not as afterthoughts 

to test construction (see Rogers, 1997a for a review). For instance, Morey (1991) 

intentionally designed the Personality Assessment Inventory (PAI) to include validity 

indices that were not confounded by overlap with clinical scales. 

A third development is that researchers have developed specialized instruments to 

assess malingering and related response styles. These instruments include the M-Test 
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(Beaber, Marston, Michelli, & Mills, 1985), the Structured Interview of Reported 

Symptoms (SIRS; Rogers, Bagby, & Dickens, 1992), the Portland Digit Recognition Test 

- Computerized (PDRT-C; Rose, Hall, & Szalda-Petree, 1995), and the Structured 

Inventory of Malingered Symptomatology (SIMS; Smith & Burger, 1997). The 

development of these measures has increased understanding of malingering. Moreover, 

detection of malingering is more standardized as a result of these efforts. 

A fourth improvement is that explanatory models of malingering and defensiveness 

have been postulated and empirically tested (Heilbrun, Bennett, White, & Kelly, 1990; 

Pankratz & Erickson, 1990; Rogers, 1984; Rogers, 1990; Rogers & Salekin, 1998, 

Rogers, Salekin, Sewell, et al., 1998; Rogers, et al., 1994). The model that appears to be 

most useful in conceptualizing and managing malingering is Rogers' (1990) adaptational 

model. This model views malingering as an adaptive response that is engaged in when the 

individual is in an adversarial situation, feels the stakes are high and does not feel that 

there are other alternatives. This model explains why malingering occurs in a way that is 

both conceptually sound and minimizes countertransferance. 

Retrospective Evaluations and Malingering 

An area of malingering that has not received any research attention is the malingering 

of retrospective symptoms of mental illness. This oversight is surprising given that (a) 

retrospective evaluations and potential malingering are highly relevant to forensic 

assessments and (b) retrospective evaluations are integral to several lines of important 

research. For instance, insanity evaluations can occur long after a crime has been 

committed and research on schizophrenia has often involved retrospective evaluations. 



Although retrospective malingering has been overlooked, retrospective assessment of 

mental illness symptoms has not. 

Indeed, retrospective symptom reporting has also been central to many lines of 

research. For instance, research participants have been asked to make retrospective 

reports of anxiety (Chisholm, Jung, Cumming, & Fox, 1990), affective experiences (Boyle 

& Grant, 1993; Fredrickson & Kahneman, 1993), general psychological health (Dua, 

1996), physical health (Dua, 1996; Lacroix & Barbaree, 1990), symptoms of attention 

deficit disorder (Biederman, Faraone, Knee, & Munir, 1990), posttraumatic amnesia 

(King, Crawford, Wenden, Moss, Wade, & Caldwell, 1997), childhood trauma (Gallahger, 

Flye, Hurt, & Stone, 1992), and symptoms of Alzheimer's disease (Bolger, Strauss, & 

Kennedy, 1998). Thus, retrospective symptom reporting is not uncommon in research and 

is important to clinical practice, especially forensic clinical practice. 

Haefner, Riecher-Roessler, Hambrecht, and Maurer (1992) recognized that a 

retrospective instrument was needed to test widely discussed hypotheses regarding the 

course of schizophrenic disorders. These researchers developed the Interview for the 

Retrospective Assessment of the Onset of Schizophrenia (IRAOS), which is a semi-

structured retrospective interview. The IRAOS is designed to assess the early course of 

schizophrenia and has been utilized in a number of schizophrenia studies (Eggers & Bunk, 

1997; Haefner, et al., 1992; Hambrecht, 1997; Hambrecht & Haefner, 1997; Hambrecht, 

Haefner, & Loeffler, 1994; Maurer & Haefner, 1996). The IRAOS assesses time of first 

occurrence, presence, and temporal course of schizophrenic and affective symptoms. 
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The IRAOS can be completed by the target person or an informant (Hambrecht, 

1997). Two recent studies involving the agreement rate between patients and their 

significant others on the IRAOS showed high agreement rates between patients and 

significant others for symptoms that usually manifest as overt behavior such as, substance 

abuse, suicidal behavior, parental and marital role deficits, and paranoid delusions 

(Hambrecht & Haefner, 1997; Hambrecht, et al., 1994). In contrast, the IRAOS showed 

low agreement rates between patients and significant others for symptoms that are 

experienced more internally such as, depression, anxiety, and perceptual and thought 

disorder symptoms. These results highlight the fact that informants can be helpful, but that 

a lack of concordance on certain symptoms between a patient and an informant is likely to 

occur. Especially relevant to insanity evaluations was the lack of concordance for many 

psychotic symptoms. 

Other measures that can be used to look at retrospective symptoms of mental illness 

include the Schedule of Affective Disorders and Schizophrenia (SADS; Spitzer & 

Endicott, 1978) and the Diagnostic Interview Schedule, Version Ill-Revised (DIS-III-R; 

Robins, Helzer, Cottier, & Goldring, 1989). These instruments have also been used to 

study the presence and course of disorders such as schizophrenia. Interested readers 

should consult Rogers (1995) as he provides an excellent and comprehensive overview of 

these instruments. The methods used to assess retrospective malingering are reviewed 

next. 
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Assessment Methods for Retrospective Malingering 

Despite its importance, few methods of detecting retrospective malingering have been 

formalized and no assessment tool has been developed for this purpose. The four main 

methods currently used to assess retrospective malingering are: (a) inferences from 

instruments measuring current response styles, (b) the SADS (Spitzer & Endicott, 1978), 

(c) reliance on clinical judgment, and (d) corroborative data from informants. While these 

methods can be useful, each has significant drawbacks. The four methods and their 

limitations are outlined below. 

The first method of detecting retrospective malingering is extrapolation from 

assessments of current malingering. Clinicians have used instruments that measure current 

response styles to infer an evaluatee's response style for past symptoms. This method 

assumes that an individual's current symptom response style is directly related to his/her 

response style when asked about past symptoms. Current symptom malingering may be 

highly correlated with past symptom malingering. However, no research studies have been 

conducted to test this assumption. 

Malingering is not static, but is situationally specific; it is likely to occur when the 

situation is perceived as adversarial (Rogers, 1997d; Walters, 1988). Likewise, the type of 

incentive (positive versus negative) for malingering (Rogers & Cruise, 1998) and the 

potential malingerer's cost-benefit analysis (Rogers, Salekin, Sewell, et al., 1998) can 

affect malingering performance. Thus, an individual may try to avoid responsibility for 

their past actions by malingering past symptoms, but may try to gain their freedom by 
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being honest about their lack of current symptoms. In this case, reliance on assessment of 

current malingering would be misleading. 

Reliance on assessment of current malingering would also be misleading in a case 

where a person with genuine mental illness at the time of a crime malingered current 

symptoms because they feared that past symptoms would not be believed in the absence of 

current symptoms (Resnick, 1997). Furthermore, an individual may manifest a hybrid 

response style (Rogers, 1984) that is time-dependent such that the response style utilized 

for retrospective symptoms is different than the response style used for current symptoms. 

Consequently, just as malingering should not be viewed from an either/or perspective 

(Rogers, et al., 1994), inferences of retrospective malingering should not be made from 

the finding that an individual is currently feigning unless supporting evidence is present. 

Instead, a finding of current malingering should simply be one piece of data in a 

multimethod evaluation process. Moreover, the underlying premise of this method remains 

untenable because it is unsubstantiated. 

The second method used to investigate retrospective malingering is through the use of 

the SADS, an instrument designed to simultaneously assess current and past mood and 

psychotic symptoms (Endicott & Spitzer, 1978). Interpretation of the retrospective results 

is quite subjective as the SADS lacks clear retrospective malingering indices. SADS 

malingering indices were formulated by Rogers (1997d) to evaluate response consistency, 

over-endorsement of symptoms, and unusual symptom combinations. This work is 

summarized in the analysis of detection strategies section of this paper. However, these 
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indices are not good malingering indicators as they combine queries about the past and 

present in order to evaluate response styles. 

As a result, these indicators erroneously treat response styles as stable or trait-like 

phenomenon and therefore confound the response style assessment. Thus, these indicators 

cannot be used to make clear statements concerning either current or retrospective 

malingering. Still, the SADS can be useful in retrospective evaluations if clinicians use 

patterns in SADS item answers as adjuncts to other retrospective malingering detection 

methods. 

The third method used in detecting retrospective malingering is a reliance on "clinical 

judgment" rather than objective data. There is much to be said about the value and 

importance of clinical experience. However, research has shown that clinical judgment is 

frequently in error (Rogers 1986, 1995; Rosenhan, 1973; Ward, Beck, Mendelson, Mock, 

& Erbaugh, 1962), that clinicians overvalue or distort certain clinical information (Rogers, 

1986), and clinicians are often overconfident about their clinical judgement (Smith & 

Dumont, 1997). 

Although fraught with methodological constraints, Rosenhan's (1973) classic study 

underscored the problematic nature of clinical judgement. This study evaluated clinical 

judgement for the detection of malingering. Rosenhan utilized pseudopatients who 

presented to psychiatric hospitals feigning a single psychiatric symptom. Despite 

conducting their usual clinical interviews, hospital staff failed to recognize that these 

pseudopatients were malingering. This recognition failure has been interpreted as being 

indicative of clinicians' inability to identify malingering. Yet, many researchers have 
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soundly criticized such interpretations of Rosenhan's work. In fact, some researchers hold 

that Rosenhan's studies were nebulously designed and the resulting interpretations were 

rudimentary at best and unfounded at worst. Still, Rosenhan's work has important 

implications whether or not his interpretations are well substantiated. First, his work 

suggests that truth in the self-reporting of psychological symptoms cannot be assumed. 

Yet over 30 years later, many clinicians continue to naively assume that the client's self-

report is honest until it is proved otherwise (usually by happenstance; Rogers, 1997b). 

Second, Rosenhan's work suggests that relying on clinical judgement to detect 

malingering results in misjudgments. 

The fourth and last retrospective malingering detection method that has been 

employed involves interviews with individuals who knew and/or observed the evaluatee's 

behavior at the time in question (Melton, et al., 1997b). Informants can be a valuable way 

to corroborate information and should be utilized when possible. Unfortunately, honest 

and reliable informants often cannot be identified. Moreover, informants can only reliably 

report symptoms or behaviors that they have observed or have been informed of. 

Informants are less aware of more internally experienced symptoms, such as perceptual 

and thought disorder symptoms (Hambrecht & Haefner, 1997). Yet, these symptoms are 

critical to forensic evaluations. 

The lack of empirically tested methods for identifying retrospective malingering is 

disturbing, given that past symptoms are highly consequential to forensic examinations, 

such as insanity, sentencing, and personal injury evaluations. Indeed, determining the 

accuracy of the defendant's presentation and the establishment of a retrospective diagnosis 
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are two of the most important aspects of insanity evaluations (Rogers, 1986). Rogers 

(1986) stressed that an accurate and comprehensive description of a defendant's 

psychological functioning both at the time of the offense and currently is necessary to 

facilitate the assessment process and subsequent conclusions. Moreover, Rogers pointed 

out that separate clinical descriptions aids the triers-of-fact in understanding how a 

defendant can present differently (either more or less psychologically disturbed) now than 

they did at the time of the offense. In summary, empirically based, actuarial methods of 

detecting retrospective malingering are needed. 

Objectives of the Study 

The main objective of this study was the development and validation of a focused, 

standardized measure of retrospective malingering which is effective regardless of whether 

current symptoms are malingered. This objective was addressed by revising an established 

instrument of current malingering. Due to its many strengths, the Structured Interview of 

Reported Symptoms (SIRS) was used as a basis for the development of two retrospective 

SIRS versions: The Retrospective Structured Interview of Reported Symptoms (R-SIRS) 

and The Concurrent Time Structured Interview of Reported Symptoms (CT-SIRS). The 

SIRS' strategies were retained, and its items were modified to produce these two new 

versions. The functional differences of the three SIRS versions are contrasted in Table 1. 

Table 1 illustrates the different functions served by the three SIRS versions. For 

instance, the SIRS is limited to evaluating an individual's current response style when 

reporting current symptoms. Similarly, the R-SIRS is limited to evaluating an individual's 

current response style when reporting previously experienced symptoms. In contrast, the 
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Table 1 

Functional Differences Between the SIRS. R-SIRS. and CT-SIRS 

SIRS R-SIRS CT-SIRS 

Time Focus Current Past Current and Past 

Purpose Evaluate malingering Evaluate malingering of Simultaneously 

of current symptoms past symptoms during a evaluate malingering of 

discrete time period current and past 

symptoms during a 

discrete time period 

Example In the middle of In the middle of talking In the middle of talking 

Question talking to people, do to people during to people during 

you sometimes begin , did vou , did you 

to rhyme your words? sometimes begin to sometimes begin to 

rhyme your words? rhyme your words? 

Do you now? 

Structured Interview of Reported Symptoms; CT-SIRS = Concurrent Time Structured 
Interview of Reported Symptoms. 

CT-SIRS simultaneously evaluates the respondent's current reports of current and past 

symptoms. 
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Although the R-SIRS and CT-SIRS have somewhat different functions, they are 

intended to meet the same general goals. Obviously, the first goal is to increase confidence 

in the accuracy of clinician's retrospective malingering classifications. The second goal is 

to increase the number of quality, standardized tools clinicians have available when 

conducting criminal responsibility assessments (Rogers & Ewing, 1989) or other 

assessments where retrospective reports are at issue. 

The third goal of the R-SIRS and CT-SIRS is to expedite retrospective malingering 

evaluations in order to save both the individual and society time, money and energy, which 

may be better spent elsewhere. Given the low rates of insanity acquittals (Callahan, 

Steadman, McGeevy, & Robbins, 1991), an accurate and time-efficient determination of 

malingering and subsequent confrontation may serve the defendant's best interests in that 

it invites and urges the defendant to engage in a more realistic appraisal of their situation 

(Kolk, 1992). Such a confrontation may in turn serve the community's interests by 

allowing the criminal justice system to more effectively operate thereby saving tax dollars 

by the cessation, reduction, or alteration of mental health services provided to malingerers. 

The layout, psychometric properties, and detection strategies of the SIRS are 

reviewed in the next section. Particular attention is paid to reviewing the literature 

concerning the SIRS. 

The Structured Interview of Reported Symptoms (SIRS) 

A thorough description and analysis of the SIRS is warranted given that it is the basis 

of the research measures that were a focus of this study. This section provides such an 

analysis and is composed of three subsections. The layout and structure of the SIRS, 
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including a brief description of the SIRS response style detection strategies are described 

in the first subsection. The psychometric properties of the SIRS are considered in the 

second subsection. The evaluation methods of scales that use strategies similar to those of 

the SIRS are compared and contrasted with those of the SIRS scales in the third and last 

subsection. At the conclusion of this chapter, the reader will be intimately familiar with the 

SIRS and will have a good understanding of the SIRS and how it is distinguished from 

similar scales. 

Layout of the SIRS 

The SIRS is a 172-item structured interview published in 1992 (Rogers, Bagby, & 

Dickens, 1992) and is the most comprehensive measure designed to assess current 

malingering and other related response styles. It is designed as a structured interview that 

standardizes the assessment process and allows for the assessment of strategies not 

possible in written measures (Rogers, Bagby, & Dickens, 1992). Moreover, the SIRS' 

structured interview format increases clinician's multimethod capabilities which is 

important since some individuals may respond differently to different modes of 

presentation (Rogers, Gillis, Dickens, & Bagby, 1991). 

Rogers, Bagby, and Dickens (1992) set out to develop a measure that utilized specific 

detection strategies, catalogued by Rogers (1984) in his review of the malingering 

literature. The final version of the SIRS contains eight primary scales and five 

supplementary scales, which have little scale overlap (Rogers, Gillis, Dickens, et al., 

1991). Thus, clinicians can be confident that the SIRS is using a number of different 

strategies to classify respondent's response styles and is therefore not relying on any one 
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strategy to identify malingerers. To assess these strategies the SIRS also employs different 

types of inquires. 

Types of Inquiries 

SIRS test items take one of three forms: detailed, general, or repeated inquiries 

(Rogers, 1997d). Detailed inquiries address four detection strategies, each with its own 

scale: Selectivity of Symptoms, Severity of Symptoms, Blatant Symptoms, and Subtle 

Symptoms (Rogers, Bagby, & Dickens, 1992). Evaluatees are queried about specific 

symptoms in the detailed inquiries sections and are asked if endorsed symptoms are 

unbearable or extreme. The detailed inquiries forces the evaluatee to quickly make 

multiple decisions, such as whether or not they should endorse a symptom, perceive a 

symptom as a "problem," or endorse a symptom as being "extreme" (Rogers, Bagby, & 

Dickens, 1992). 

General inquiries concern general psychological problems, specific symptoms, and 

symptom patterns (Rogers, 1997d). Many of the general inquiries are constructed as two-

part questions such that the second portion of the item is not administered if the first 

portion is not endorsed (Rogers, Bagby, & Dickens, 1992). One type of divided inquiry is 

used to rule out legitimate symptom endorsement, such as may be produced by drugs or 

alcohol. The second type of divided inquiry minimizes the transparency of some items that 

have a bizarre content. Reducing the transparency minimizes the likelihood that the SIRS 

will irritate bona fide patients with questions that are clearly designed to test the veracity 

of their self-report. 
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Repeated inquiries are inquiries that are re-administered following a time delay and 

are used to determine response consistency (Rogers, 1997d). Sections of the SIRS' 

inquiry types are alternated such that one type of inquiry is not presented for long before 

another inquiry type is employed. This pattern likely prevents boredom and makes it more 

difficult for the evaluatee to keep track of his or her answers, thus maximizing the 

effectiveness of the repeated inquiries. 

SIRS Scales and Strategies 

The SIRS is comprised of eight primary scales and five supplementary scales (Rogers, 

Bagby, & Dickens, 1992). Primary scales consistently differentiated feigners and honest 

responders across multiple validation studies utilizing contrasted group designs (Rogers, 

1997d). Primary scales are used to describe response styles and to classify individuals as 

being honest or as feigning. Supplementary scales are primarily used to describe response 

styles. 

A description of the SIRS scales and the corresponding psychometric properties of 

each scale as reported by Rogers, Bagby, and Dickens (1992) is provided in Table 2. 

Alpha coefficients were calculated by combining data from two studies (see Rogers, Gillis, 

Dickens, et al., 1991; Rogers, Gillis, & Bagby, 1990) totaling 217 participants. Weighted 

mean reliability coefficients were calculated by combining and weighting data from two 

studies (N = 27 for study 1; N = 10 for study 2) (see Rogers, Gillis, Dickens, et al., 1991; 

Rogers, Kropp, et al., 1992). Note that Table 2 provides the alpha coefficient and 

interrater reliability for all but three scales (SEL, SEV and INC). Computing an alpha 

coefficient for these scales is inappropriate since the scale scores are obtained by summing 
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a number of diverse items. Thus, only the interrater reliability coefficients are provided for 

these scales. 

Table 2 

Description of SIRS Scales and Their Psychometric Properties 

Scale Alpha Reliability Scale strategy 

Primary Scales 

RS .85 .98 Psychiatric symptoms that occur very infrequently 

in psychiatric patients 

SC .83 .97 Pairs of common psychological symptoms that rarely 

occur together 

IA .89 .96 Extreme psychotic symptoms that are so preposterous 

or absurd that their authenticity is highly improbable 

BL .92 .95 Over-endorsement of obvious indicators of mental 

illness 

SU .92 .96 Over-endorsement of everyday problems 

SEV 1.00 Excessive numbers of symptoms reported as unbearably 

severe 

SEL 1.00 Over-endorsement of a broad range of symptoms 

RO .77 .91 Discrepancy between self-reported speech and body 

movement patterns and clinical observations 

(Table continued) 
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(Table continued) 

Supplementary Scales 

DA .75 .96 

DS 

SO 

OS 

INC 

.82 

.66 

.77 

.99 

.93 

.96 

.99 

Self-report of honesty 

Measures defensive denial of commonly experienced 

negative symptoms (not malingering) 

Symptoms with an atypical course 

Endorsement of symptoms reported to be experienced in 

an unrealistically specific manner 

Inconsistent responding across identical items 

Note. Data were compiled from Rogers, Bagby, and Dickens (1992). Scales SEV, SEL, 
and INC are derived by arithmetic summing; therefore, alpha coefficients are 
inappropriate. SIRS = Structured Interview of Reported Symptoms; RS = Rare 
Symptoms; SC = Symptom Combinations; IA = Improbable or Absurd Symptoms; BL = 
Blatant Symptoms; SU = Subtle Symptoms; SEL = Selectivity of Symptoms; SEV = 
Severity of Symptoms; RO = Reported vs. Observed; DA = Direct Appraisal of Honesty; 
DS = Defensive Symptoms; OS = Overly Specified Symptoms; SO = Symptom Onset; 
INC = Inconsistency of Symptoms. 

SIRS Psychometric Properties 

Reliability 

Internal Reliability. The alpha coefficients reported in Table 2 indicate that the internal 

reliability of the SIRS is good. In fact, the mean alpha coefficients were .86 for the 

primary scales and .75 for the supplementary scales (Rogers, Gillis, Dickens, et al., 1991; 

Rogers, Kropp, et al., 1992). These coefficients indicate that the SIRS has more than 

adequate internal reliability. 
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Interrater Reliability. The SIRS demonstrated exceptionally high interrater reliability 

regardless of the professional level of raters. Combining data from two studies (Rogers, 

Gillis, Dickens, et al., 1991; Rogers, Kropp, et al., 1992) which utilized raters whose 

professional training varied from B.A. level research assistant (n = 1) to more experienced 

doctoral interns and Ph.D. psychologists (n = 6), the weighted mean interrater reliability 

coefficients of the SIRS were found to be .97 for both the primary scales and the 

supplementary scales. 

Perhaps even more impressive is the interrater reliability coefficients obtained in a 

small 1991 study by Linblad (cited in Rogers, 1995) which used five undergraduate 

research assistants who had no prior clinical training and who were blind both to the 

purpose of the SIRS and to the study. In Linblad's study, the median interrater reliability 

coefficient was .95 thus showing that the SIRS demonstrates excellent interrater reliability, 

even when administered by trained non-professionals. 

Standard Error of Measurement. The authors of the SIRS calculated the standard 

error of measurement (SEMS) in order to evaluate the reliability of individual scores based 

on particular criterion groups (Rogers, Bagby, & Dickens, 1992). Rogers et al. expected 

the SEMS to be lower for honest respondents (clinical or nonclinical) than for feigners 

(whether simulators or suspected malingerers) since honest respondents were expected to 

evidence greater response consistency than feigners. This hypothesis was confirmed. 

Honest respondents had relatively low average SEMs (clinical SEMs =1.51; nonclinical 

SEMs =1.19) while feigners had higher SEMs (malingerers SEMs = 2.64; simulators SEMs 
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= 2.38). Therefore, the performance of feigners on the SIRS was more variable than was 

the performance of honest respondents. 

Validity 

Criterion-Related Validity. Criterion-related validity is the degree to which an 

instrument estimates a form of behavior or criterion (e.g., malingering of psychotic 

symptoms) that is external to the instrument itself (Carmines & Zeller, 1979). Concurrent 

validity, a form of criterion-related validity, is the correlation between an experimental 

measure and an established measure (e.g., the correlation between a new measure of 

malingering and the SIRS, an established malingering measure; Carmines & Zeller, 1979). 

Studies that test an instrument's ability to distinguish between criterion groups (e.g., 

feigning and non-feigning) address an instrument's criterion-related validity and are vital 

to the validation of test measures. 

Two study designs have been used to validate instruments, the simulation design and 

the known-groups design. Simulation studies allow for greater experimental rigor than do 

known-groups designs in that the researchers "control" when participants malinger and 

can even add to the design by "coaching" participants about how mental illness is usually 

manifested or how to avoid dissimulation detection (Rogers, 1995). However, it is not 

always clear how well a simulation study generalizes to real world malingering. In 

contrast, increased generalizability is the strength of known-group design studies since 

they utilize participants who are known to be malingering (Rogers, 1995). Unfortunately, 

accurately identifying malingerers and securing their research participation can be 

extremely problematic. 
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Rogers, Bagby, and Dickens (1992) encouraged the use of both designs when 

validating measures in order to provide the best possible test of a measure's construct 

validity and discriminant ability. Studies that address the discriminant validity (criterion-

related validity) of the SIRS are presented in Table 3. 

Table 3 identifies participants in each sample according to whether the sample is a 

clinical, nonclinical, or a correctional sample, thus allowing the reader to consider issues of 

generalizability, discussed in a later section, and statistical power related to sample size. 

Each sample in Table 3 is also labeled by condition such that samples of participants who 

were instructed to answer the SIRS honestly are so denoted. Samples that were instructed 

to simulate mental illness are labeled according to whether or not they were "coached" or 

"non-coached" and sample participants who were "known malingerers" or "suspected 

malingerers" are likewise differentiated. Lastly, Table 3 presents the correct classification 

rates obtained in each study. 

The correct classification rates presented in Table 3 show that the SIRS has met the 

methodological criterion put forth by Rogers, Bagby, and Dickens (1992); it has 

consistently differentiated between feigners and honest respondents in both simulation and 

known-groups design studies. Moreover, the fact that the SIRS has consistently 

differentiated between feigners and honest respondents in both published and unpublished 

studies shows that the SIRS has ample criterion-related validity. 

Convergent validity. The convergent validity of the SIRS has been demonstrated with 

measures that have been widely used in malingering evaluations including the M-Test 

(Beaber, et al., 1985), the PAI (Morey, 1991), and the Minnesota Multiphasic Personality 
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Inventory-2 (MMPI-2; Butcher, Dahlstrom, Grahm, Tellegen, & Kaemmer, 1989). The 

results of these studies are briefly reviewed below. 

Rogers, Gillis, Dickens, et al. (1991) conducted the first study of the SIRS' 

convergent validity. These investigators compared the SIRS primary scales with the 

MMPI fake-bad indicators (i.e., F, F-K, Dsr, OvS, and CR). The comparisons revealed 

robust correlations between the compared indices of the two measures. In fact, 97 .5% of 

the correlations were greater than .60, while 75.0% of the correlations exceeded .70. 

In the second convergent validity study, Rogers, Bagby, and Dickens (1992) 

compared correlations between the SIRS and the M-Test scales (Beaber, et al., 1985). 

The M-Test is a brief self-administered true/false malingering screening instrument. As 

expected, the SIRS exhibited modest correlations with the two dissimulation scales (C and 

M) of the M-Test, thus demonstrating the convergent validity of the SIRS with the M-

Test. 

Lastly, the convergent validity of the SIRS was demonstrated by Ustad (1996). Using 

a sample of 122 inmates that were referred for psychological consults, Ustad investigated 

the convergent validity of the SIRS primary scales with the Rule-In and Rule-Out scales of 

the M-Test (Beaber, et al., 1985) and the NEM scale of the Personality Assessment 

Inventory (PAI; Morey, 1991). Convergent validity of the SIRS was established in Ustad's 

study for the Rule-In scale (M r = .58), Rule-Out scale (M r = .60), and NIM scale (Mr = 

.58). 

SIRS Factor Structure. Rogers, Bagby, and Dickens (1992) conducted separate 

principal components analysis (PCA) with varimax rotation for feigners and for honest 
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respondents in order to determine if the SIRS represented the same dimensions for both 

groups. Factor 1 in the feigning group was described as representing general Feigning and 

accounted for 49.5% of the variance with its highest loadings coming from the Primary 

scales (>.60). Factor 2 was named Defensiveness and Factor 3 was named 

Inconsistent/Dishonest. Factors 2 and 3 accounted for approximately 16.0% and 10.0% of 

the variance respectively. 

In contrast, the honest respondents' PCA factor structure contained somewhat 

different dimensions (Rogers, Bagby, & Dickens, 1992). Factor 1 accounted for 

approximately 50.0% of the variance and was conceptualized by these researchers as 

Feigning with the Denial of Negative Attributes. Factor 2 was named Bizarre Feigning and 

Factor 3 was named Inconsistent/Dishonest (corresponding to Factor 3 with feigners). The 

latter two factors accounted for approximately 14.0% and 10.0% of the variance 

respectively (Rogers, Bagby, & Dickens, 1992). 

Rogers, Bagby and Dickens (1992) interpreted the above factor structures to mean 

that feigning is separate and discernible from both defensiveness and irrelevant responding 

in malingering groups. In contrast, these researchers found that Factor 1 of honest 

respondents tends to be a blend of feigning and defensive response styles. 

Generalizabilitv. It is important to consider issues of generalizability when validating 

assessment measures. For example, a test may not generalize across populations (e.g., 

college students and community participants) or settings (e.g., forensic and nonforensic). 

As for the SIRS, it has demonstrated generalizability across many sociodemographic and 

experimental variables. For example, generalizability of the SIRS has been demonstrated 
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for: gender (Rogers, Bagby, & Dickens, 1992); race (Connell, 1991); correctional vs. non-

correctional setting (Connell, 1991; Gothard, 1993; Kurtz & Meyer, 1994; Rogers, Bagby, 

& Dickens, 1992; Rogers, Gillis, Bagby, et al., 1991; Rogers, Kropp, et al., 1991); 

psychopathy (Kropp, 1992); antisocial personality disorder (Rogers, Kropp, et al., 1991); 

coached simulators (Rogers, Gillis, Bagby, et al., 1991; Rogers, Kropp, et al., 1992; Kurtz 

& Meyer, 1994); and Axis I vs. Axis II clinical status (Linblad, 1991). 

Preliminary evidence of the SIRS' generalizability to adolescents and mentally 

retarded individuals has been provided by two recent studies. In the first study, Rogers, 

Hinds and Sewell (1996) found that the SIRS can be used as corroborative data of 

malingering in adolescent populations, but should not be the primary determinant of 

malingering. In the second study, Hayes, Hale, and Gouvier (1996) found preliminary 

evidence that the SIRS can successfully discriminate between mentally retarded individuals 

who respond honestly and individuals who are malingering mental retardation. 

Taken together, the above studies support the SIRS as a reliable and valid measure of 

malingering and other response styles. Moreover, these studies show that the SIRS has a 

growing body of supportive literature. Attention is now directed towards an analysis of 

malingering detection strategies used by the SIRS 

Analysis of Detection Strategies 

This section will provide the reader with an understanding of the malingering 

detection methods used by the SIRS, R-SIRS, and CT-SIRS. Each SIRS scale was 

developed with a particular malingering detection strategy in mind. The SIRS response 

style detection strategies are presented and the rationale underlying each strategy is 
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discussed. This section compares and contrasts the ways psychological instruments that 

use strategies similar to those used by the SIRS define and evaluate strategies common to 

the SIRS. Furthermore, the strengths and weakness of the varying definitions and 

evaluation methods are discussed and analyzed. 

Primary Scales 

Rare Symptoms 

Some symptoms, although legitimate, are rarely reported or seen in clinical practice. 

Consequently, one approach to malingering detection is identifying respondents who 

endorse unusual numbers of rare symptoms. All individuals are expected to endorse a few 

symptoms that are clinically rare be it because they actually experience a few rare 

symptoms, are inattentive during testing, misinterpret test questions, or because they 

engage in what Morey (1996) terms "idiosyncratic" responding. Malingerers on the other 

hand, tend to endorse high numbers of atypical symptoms as they are often unaware of the 

frequency with which these uncommon psychiatric symptoms occur. Thus, dissimulation is 

believed to increase in likelihood as the number of reported rare symptoms increases. 

Identifying unusually high reports of rare symptoms is the strategy used by the Rare 

Symptoms (RS) scale of the SIRS (Rogers, Bagby, & Dickens, 1992). Five scales from 

three other measures also use a rare symptom type strategy. Yet, despite having a similar 

underlying strategy, how scales operationalize and evaluate the rare symptom strategy 

differs between scales in at least four major ways. 

The first issue that differentiates rare symptom scales concerns the type of 

populations used to develop and validate the scales. The normative sample affects rare 
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symptom scales in two critical ways, item selection and determination of expected scores. 

Thus, it is important to understand that psychiatric patients tend to endorse symptoms that 

community samples rarely endorse (Arbisi & Ben-Porath, 1995; Butcher et al., 1989). 

Their experiences, and perhaps more importantly, their perceptions of themselves and the 

world, are often quite different than that of non-psychiatric individuals (Arbisi & Ben-

Porath, 1995; Grillo, Brown, Hilsabeck, Price, & Lees-Haley, 1994). Consequently, it is 

not surprising that the types of symptoms identified as rare by a scale developed with a 

community sample may be different than those identified as rare when a psychiatric sample 

is used. Furthermore, by definition, the overall frequency of symptom endorsement will be 

higher for psychiatric samples (Grahm, Watts, & Timbrook, 1991). 

Unacceptably high misclassification rates occur when, (a) items are considered rare 

based only on a community sample and (b) cut scores developed with community samples 

are applied to psychiatric respondents without additional validation (Faust & Ackley, 

1998; Grahm, et al., 1991; Routhke & Friedman, 1994). Studies utilizing clinical samples 

illustrate that the optimum cut scores for psychiatric and non-clinical respondents often 

differ (Bagby et al., 1998; Gothard, Viglione, Meloy, & Sherman, 1995; Graham, Watts, 

& Timbrook, 1991). 

The MMPI-2 norms for nonclinical persons indicate that the optimum cut score for 

the F scale is 11. Yet the optimum cut score for clinical samples has been placed at 17 

(Bagby, Rogers, Buis, & Kalemba, 1994), 23 (Graham, et al., 1991), and 28 (Rogers, 

Bagby, & Chakraborty, 1993). Thus, clinical samples require a score that is from 50.0%, 

to more than 100.0% greater than that of community samples on the F scale. These studies 
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show that psychiatric respondents tend to require higher cutting scores. Moreover, 

another reason that clinical samples should be used when developing and validating 

malingering scales is that the clinician's task in clinical practice is usually to distinguish 

malingerers from bona fide patients, not from normal individuals (Faust & Ackley, 1998; 

Rogers, Sewell, & Salekin, 1994). 

Only two rare symptom strategy scales were developed with both community and 

psychiatric samples; the RS scale of the SIRS and the MMPI-2's Fp (Psychiatric F) scale. 

The 27 item Fp scale was developed by Arbisi and Ben-Porath (1995) specifically to 

address the psychometric problems posed by the MMPI-2's F scale when used with 

psychiatric patients. Their initial validation study indicated that the Fp scale is promising as 

it added incremental validity to the F scale in discriminating between individuals 

dissimulating mental illness and psychiatric patients and also showed that the 

discriminability of the Fp scale surpassed that of the F scale (Arbisi & Ben-Porath, 1995). 

Other studies have supported the use of the Fp scale, but generally have not found it to 

surpass F (see Nicholson, et al., 1997 for a review). The likelihood that the RS and Fp 

scales represent truly infrequent items is increased since they included psychiatric patients 

in their development and since it is unlikely that non-psychiatric respondents endorse 

symptoms rarely endorsed by psychiatric respondents. 

In contrast to the RS and Fp scales, the F (Infrequency), Fb (Back F score), and 

the Negative Impression (NIM) scales were developed using only community samples. 

The F scale is used to determine the overall validity of the MMPI-2, the Fb scale is used to 

determine the validity of MMPI-2 content scales, and the NIM scale is used to determine 
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unusually negative cognitive styles on the PAI (Grahm, 1993). As would be expected, 

psychiatric patients tend to score higher on these scales (Grahm, et al., 1991), which 

suggests that these scales are not measuring endorsement of actual "rare" symptoms for 

psychiatric respondents. 

Morey's (1991) recognition of this important issue is reflected in how he 

represents elevations of the NIM scale of the PAI. Morey is quite forthright about the 

NIM scale's limitations and appropriate use. He cautions users that this scale was 

developed with a community sample and psychiatric patients typically score higher on the 

NIM scale than do community samples. He advises that elevated NIM scale scores can be 

a function of malingering, but he stresses that NIM scores are confounded with other 

things such as psychopathology and negative cognitive styles commonly seen with 

particular disorders (e.g., depression, paranoia). Moreover, Morey (1996) clearly holds 

the NIM scale out to be more reflective of the respondent's worldview and cognitive style 

rather than actual malingering. 

The authors of the MMPI-2 also admit that, aside from malingering, F and Fb scale 

elevations can result from psychopathology, random responding, or poor reading ability 

(Butcher, et al., 1989). However, in contrast to the PAI manual's discussion of the NIM 

scale, these alternative interpretations are not discussed in much detail in the MMPI-2 

manual. 

Rogers (1997d) conducted a study which nicely illustrates that determining which 

symptoms are actually rare is complicated by the type of population considered. Rogers 

examined the utility of the rare symptom strategy with the SADS by combining data from 
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university based forensic clinics (Rogers, 1988b), actively psychotic patients from a partial 

hospitalization program (Duncan, 1995), and inmates referred for psychological evaluation 

(Ustad, 1996). Ten items were identified from the SADS as being endorsed by < 5.0% of 

both the forensic and jail referrals and were therefore considered "rare. However, six of 

the ten items were not at all rarely endorsed by schizophrenic patients (14.4% to 56.7%) 

showing that these "rare symptoms" were population dependent. Their use caused an 

unacceptably high percentage of patients in the active phase of schizophrenia to be 

misclassified. Thus, Rogers (1997d) recommended against utilizing the rare symptom 

strategy with the SADS. 

Rogers (1997d) work underscores three very important points. First, rare 

symptoms are valid as such only for the populations used to identify them as rare unless 

they are shown to generalize to other populations. Second, it is vital for researchers to 

clearly identify the populations on which a scale has been validated. Third, it is incumbent 

upon clinicians to understand the limitations of a scale when used with a particular 

population. 

Unfortunately, it is not always easy to understand what populations an instrument 

was normed on or what populations are included in a particular study. For example, are 

"clinical samples" a mix of neurotic, psychotic and personality disordered folks at mental 

health clinics in general? Are they inpatients? Terms such as, "clinical population," 

"psychiatric patients," and "inpatients" are used inconsistently. "Clinical population" can 

mean either in- or outpatient, as can "psychiatric patients." Yet, there are significant 

differences in individuals whose disorders are so severe that they must be hospitalized and 
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those that are merely neurotic or can be maintained outside the hospital. Clarity may be 

obtained if generic terms are discarded in favor of descriptors that are more informative 

such as, "forensic inpatients," "psychiatric inpatients," "mixed inpatients and outpatient 

clinical sample," or "non-psychotic, psychiatric outpatients." 

The second major issue that distinguishes rare symptom scales is the criteria used to 

determine which items are "rare." The SIRS authors describe the rare symptom strategy of 

the RS scale as "bona fide symptoms that occur infrequently in psychiatric patients" 

(Rogers, Bagby, Dickens, 1992). Unfortunately, other than explaining that items were 

screened for validity by "malingering experts," Rogers, Bagby and Dickens do not explain 

the criteria used to identify symptoms as "rare." Similarly, it is unclear how Morey (1991) 

operationalizes low endorsement rates on the Negative Impression (NIM) scale of the 

PAI. Morey simply states that this scale contains items that "suggest an exaggerated 

unfavorable impression or malingering, and have relatively low endorsement rates among 

clinical subjects." 

Several scales, the F, Fb, and Fp scales, have taken what looks like a clearer and 

more openly quantitative tactic to defining rare symptoms. For instance, the Fp scale 

defined rare symptoms as items that were endorsed by 20.0% or fewer respondents from 

three separate samples. Although the wisdom of using a 20.0% cutoff criterion could be 

debated, at least the criteria for selecting rare items for the Fp scale is clear and 

quantitative. 

Similarly, the MMPI-2 manual defines "rare" symptoms for both the F and Fb 

scales as those items endorsed by less than 10.0% of the normative sample (Butcher, et al., 
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1989). However, it takes an observant reader to recognize that only Fb items were 

selected using the updated MMPI-2 sample. In contrast, F scale items were selected using 

the original MMPI sample of farmers and rural laborers who lived in Minnesota in the 

1940's., All but four F scale items which had objectionable content were retained on the 

MMPI-2 so that continuity would be maintained between versions. Yet, many of these 

items exceeded the 10.0% endorsement criterion for the MMPI-2 sample. Thus, the F 

scale is not really defined in a clear, quantitative manner. 

The third major way rare symptom scales can be distinguished is by their content. 

The content of rare symptom strategy scales is variable in terms of what is represented by 

the items (i.e., psychiatric symptoms, political beliefs, and personal values). For example, 

the RS scale items represent actual symptoms that are generally psychotic in nature and 

that concern the respondent exclusively. 

The F and Fb scales include similar types of items, but also include items relating 

to the individual's family life, feelings toward family, political opinions, antisocial behavior, 

choice of reading material, feelings toward children, and belief about what children should 

be told about sex. Thus, the content of the RS scale is entirely concerned with rare 

symptoms experienced by the respondent while the F and Fb scales are concerned with a 

mix of rare symptoms and a broad array of rarely endorsed, non-svmptom items. When 

conducting malingering evaluations, it is far more informative to know that an evaluatee 

over-endorses psychiatric symptoms that are rare than to know that they over-endorse 

unusual attitudes. 
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The fourth major difference in rare symptom scales is scale overlap. Almost half 

(28 items out of 60) of F scale items are shared with clinical scales, with one-third of F 

scale items coming from psychosis related scales. Indeed, fifteen F scale items come from 

scale 8 (schizophrenia) and nine items come from scale 6 (paranoia) indicating that the F 

scale's rare symptom strategy is significantly confounded by actual psychopathology. 

Furthermore, honestly responding paranoid schizophrenics are almost guaranteed to have 

elevated F scale scores. Thus, this so-called "validity scale" can be elevated due to either 

honestly reported psychopathology or malingering. 

Also of minor interest is that two F scale items are from the femininity portion of 

scale 5. Perhaps femininity is becoming rare? An alternative explanation is found in the 

scale construction of the MMPI. An item had to be endorsed by mainly women to become 

a femininity item. Even then, the item would only have been endorsed by some of the 

women. This means that only a minority of the validation sample endorsed these items. As 

a result, these items loaded on the F scale as being items that were rarely endorsed. Thus, 

it seems that F scale items are not uniquely rare if one quarter of them appear on scale 8 

and a good deal more appear on other clinical scales. 

Other MMPI-2 scales suffer from problems with scale overlap. Twenty-six percent 

of Fp items are taken from Scale 8, as are 22.5% of Fb items. Similarly, the Fp scale 

overlaps 29.6% with the basic clinical scales (Rogers, Sewell, & Salekin, 1995). 

Overlap between scales is a confound that can make test results ambiguous and lead 

to faulty conclusions. Consequently, scale overlap with clinical scales must be considered 

when interpreting and evaluating validity scales. Rare symptom strategy scales that do not 
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suffer from problems with scale overlap include the RS scale of the SIRS and the NIM 

scale of the PAL 

Three other scales may be mistaken as rare symptom scales and are therefore 

mentioned briefly here. The MCMI-III contains a Validity Index scale, which is comprised 

of three non-bizarre rarely endorsed items. However, the Validity Index is designed to 

identify random or confused responding and is not validated as a malingering scale. 

Similarly, the Infrequency (INF) scale of the PAI is used solely to detect random or 

careless responding (Morey, 1991) and the Communality (Cm) scale of the California 

Personality Inventory-Revised (CPI-R; Gough, 1987) can indicate malingering, but is 

mostly used as a validity scale indicating random responding (Gough, 1957). 

Symptom Combinations 

Another approach to malingering detection is identifying respondents who endorse 

peculiar combinations of symptoms. Feigners tend to present highly unusual clinical 

pictures that do not appear to fit known diagnostic categories. In fact, they often indicate 

that they experience a variety of symptoms that generally are not manifested in the same 

person at the same time. For instance, it is very unusual to observe social withdrawal in 

individuals experiencing the "high" of a mania. Yet, a feigner may report experiencing 

these symptoms simultaneously. 

The Symptom Combinations (SC) scale of the SIRS relies on this malingering 

detection strategy (Rogers, Bagby, & Dickens, 1992). The items that comprise the SC 

scale inquire about common mood and psychotic symptoms. While individually common, 

they are not usually experienced together. Thus, the SC scale identifies respondents that 
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report unlikely pairings of symptoms. Only one other scale, the Symptoms Combinations 

scale of the SADS, utilizes this same strategy. 

Rogers (1997d) developed the SADS Symptoms Combinations scale using data 

from university based forensic clinics, jail referrals, and schizophrenic patients. Rogers 

reported that symptom combinations were selected for inclusion if each symptom pair was 

endorsed by < 30.0% of the forensic sample and the two symptoms rarely occurred 

together (i.e., < 10.0%). This resulted in the identification of 12 item pairs. Three 

additional pairs were added that met the same inclusion criteria for jail referrals and 

patients with schizophrenia but that did not meet criteria for the forensic sample. Cross 

validation with the jail referrals and patients with schizophrenia showed that five of the 

original 12 pairs could not withstand cross validation using the specified criteria. This 

means that eight of the 15 items did not meet inclusion criteria for all three validation 

samples. Rogers justified the retention of these items by noting that < 15.0% of the overall 

sample exceeded the criterion. An optimum cut score of two or more symptom 

combinations resulted in an 80.0% hit rate with 22.1% false positives and 18.2% false 

negatives. 

Despite respectable overall hit rates, the SADS Symptoms Combinations scale is 

concerning on several accounts. A major concern is that symptom pairs do not appear to 

represent unusual combinations of symptoms. Rogers (1997d) pointed out that knowledge 

of this strategy would not assist anyone in manipulating this scale since uncommon 

symptom pairs are difficult to recognize. He argued that this is a clinically advantageous 

strategy given that pair combinations are not necessarily rational or obvious. Examination 
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of the symptom combination items leads me to agree that they are very difficult to 

recognize. For instance, one symptom combination pair includes (a) agitation at the worst 

point in the last episode and (b) discouragement, pessimism, and hopelessness during the 

past week. It is indeed difficult to understand why it would be unusual to experience 

discouragement following agitation. Symptom pairs that are not obvious may be more 

difficult to fake because they lack face validity, but symptom pairs must be still be shown 

to have construct validity. 

A second concern is the issue of time periods. The SADS Symptom Combination 

scale purports to identify symptoms that rarely occur together (Rogers, 1997d). However, 

14 of the 15 Symptom Combination pairs relate to items representing discrepant time 

periods (e.g., past week vs. worst period in the last episode). Thus, the evaluatee is 

actually not indicating that symptoms co-occur. Moreover, it is difficult to understand 

how endorsement of items representing discrepant time periods, rare as their co-

endorsement may be, is indicative of feigning. 

It is imperative that we develop instruments and scales that are empirically 

validated. However, they must also make rational sense, especially in cases were the 

stakes are high, such as in malingering evaluations. Moreover, scale development must 

include relevant item content (Jackson, 1971). Using purely actuarial methods in such 

endeavors seems unwise even if purely actuarial methods yield scales that appear to 

accurately classify respondents. While it is true that rationally derived content scales do 

not always improve malingering classification rates (Greene, 1997), the SADS Symptom 
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Combination scale illustrates the problems inherent in using purely empirical validation 

methods and accentuates the need for scales to also be rationally validated. 

Improbable or Absurd Symptoms 

Many malingerers have little to no understanding of mental illness. They may view 

mental illness in such an unsophisticated manner that they endorse symptoms that are 

outrageous and are unlikely to be true. Such individuals may take an "if it sounds crazy, 

it's me" approach to symptom endorsement, never realizing the limits of genuine 

disorders. As a result, malingerers can sometimes be detected by their endorsement of 

bizarre symptoms, such as feeling compelled to cross their fingers before crossing a road, 

deception 

The Improbable or Absurd Symptoms (IA) scale of the SIRS uses such a strategy. 

Items on the IA scale inquire about the presence of extreme, psychotic symptoms that are 

so preposterous or absurd that their authenticity is highly improbable (Rogers, Bagby, & 

Dickens, 1992). No doubt, the outlandish IA items certainly sound "crazy." A major 

strength of the IA scale of the SIRS is that Rogers, Bagby and Dickens (1992) took 

special care with IA items on two accounts. First, where appropriate, they ruled out the 

possibility of item endorsement being confounded by drug use. Thus, the item was not 

counted as being endorsed if the individual stated that they only experienced the symptom 

when under the influence of a substance. Second, Rogers and colleagues took pains to 

minimize possible negative respondent reactions by limiting their exposure to IA items, 

which are bizarre by definition. This precaution was accomplished using divided questions 

which were described in an earlier section of this chapter. 
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Rogers, Bagby, and Dickens (1992) drew a parallel between IA scale and the 

Debasement (DEB) scale of the MCMI. However, the requisite bizarreness or absurdity of 

the improbable or absurd strategy is missing according to Millon's (1987) description of 

the DEB scale. He described the DEB scale as being designed to identify attempts "to 

look bad" or "accentuate their psychological anguish." Millon's description of the DEB 

scale is based on how the scale was developed. DEB items were selected for scale 

inclusion if they were (a) endorsed by at least nine of 12 graduate students who were 

asked to present their worst side and appear psychologically distressed and (b) the 

dissimulating students endorsed the item statistically more often than did psychiatric 

populations (Millon, 1987). 

A review of DEB items indicates that this scale does not rely on an improbable or 

absurd strategy. Rather, it actually concerns an assortment of problems that represent an 

unhealthy mental state such as, low self-esteem, feelings of alienation, mood swings, 

suspiciousness, mental confusion, and a desire to hurt others. The DEB is most accurately 

classified as a blatant symptom scale, which is the strategy discussed next. 

Blatant Symptoms 

Many malingerers over-endorse symptoms that are stereotypical of severe mental 

illness or are obvious indicators of emotional turmoil. Thus, the over-endorsement of 

clearly apparent symptoms of mental illness is often used to detect dissimulation. An 

example is the Blatant Symptoms (BL) scale of the SIRS. BL items reflect symptoms that 

"untrained individuals would identify as indicative of major mental illness" (Rogers, 

Bagby, Dickens, 1992). Blatant symptom scales have been developed for the MMPI-2. 
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However, they are generally not used as independent dissimulation detection scales, but 

are used in conjunction with subtle scales as discussed below. Also, as previously 

discussed, the MCMI-II's DEB scale could possibly be considered a blatant symptom 

scale. Nevertheless, no other measure uses a pure form of the blatant symptom strategy. 

Subtle Symptoms 

Malingerers who utilize the primitive malingering strategy of excessive symptom 

endorsement do not always limit their endorsement to obvious symptoms of mental illness. 

Instead, they may also endorse items that represent problems that are not stereotypically 

associated with mental illness. According to Rogers, Bagby, and Dickens (1992), the 

Subtle Symptoms (SU) scale of the SIRS capitalizes on this over-endorsement response 

style and is composed of items that "untrained individuals would see as everyday problems 

and not indicative of mental illness." However, this definition is problematic as these items 

were initially generated by clinicians and were classified as subtle by clinicians using the 

above "untrained individuals" definition. Thus, the subtlety of SU items has not actually 

been tested using untrained individuals. As will be seen, other scales that employ subtle 

items have been criticized concerning the types of raters used to classify items as being 

subtle. 

Several malingering detection methods have also been devised for the MMPI that 

utilize subtle symptoms, but do so in conjunction with blatant symptoms. For example, the 

Wiener-Harmon Subtle-Obvious Subscales (S-O; Wiener, 1948) subdivided Scales 2, 3, 4, 

6, 8, and 9 into five obvious and five subtle subscales. Obvious items were considered to 

be easy to detect as mental illness as compared to subtle items, which were considered to 
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be relatively difficult to detect as reflecting emotional disturbance (Wiener, 1948). Two 

scoring methods have been used: (a) low scores on subtle scales compared to obvious 

scales and (b) differences in total T-scores for the five pairs of subscales (Graham, 1993). 

Use of the S-0 subscales has been criticized summarily because of the subtle 

subscales (Greene, 1997; Rogers, Gillis, Dickens, et al., 1991). The first and most basic 

criticism is that the subscales' definition of item subtlety is flawed (Ward, 1986). This 

premise is supported by six points. 

1. Dush, Simons, Piatt, Nation and Ayres (1994) pointed out that "subtle" items are 

based on clinicians' and not patients' conceptualizations. They suggested that patient 

opinions of subtlety may be more relevant in conceptualizing and identifying subtle 

items for clinical applications. 

2. Jackson (1971) asserted that the subtle items were not subtle at all, but were simply 

identified by chance in the original item analysis and would not have been retained had 

cross-validation occurred. A study by Weed et al. (1990) seems to support this 

premise. Weed and colleagues replaced the Subtle items from the O-S index with 

random items. The effect size of the random items was not significantly different than 

that of the standard O-S index. These authors interpreted these results as evidence that 

that subtle items simply introduce random variance. 

3. Bagby, Buis, and Nicholson (1995) asserted that the low, and sometimes negative, 

correlations between subtle and obvious scales originally reported by Wiener (1948) 

indicate that these scales were not assessing the same constructs. 



46 

4. Many subtle items are keyed in the opposite direction of psychopathology 

(Dannenbaum & Lanyon, 1993). 

5. Studies consistently find the expected pattern of responding (high obvious / low 

subtle) for individuals instructed to fake-bad, but find a paradoxical pattern of low 

obvious / high subtle endorsement for individuals instructed to fake-good (Bagby, et 

al., 1995; Dannenbaum & Lanyon, 1993; Timbrook et al., 1993). This suggests that 

subtle items may actually appear to test takers to be representing socially desirable 

attitudes or behaviors (Greene, 1989). 

6. Subtle items lack convergent and discriminant validity in that subtle items have not 

been found to be highly correlated with external measures of the Scales' characteristics 

and studies have not firmly concluded that subtle scales can differentiate between 

groups as expected (see Hollrah, Schlottmann, Scott, & Brunetti, 1995 for a review). 

Beyond conceptual issues, subtle-obvious subscales have been criticized in the 

selection of cut scores. It is unknown whether or not similar score differences within 

subtle-obvious subscale T-scores have similar meanings (e.g., a 30 point difference has the 

same meaning on Scale 3 and 8; Greene, 1997). In addition, research has indicated that 

subtle-obvious Total T-score differences provide little to no information beyond that 

already provided by the usual validity indices (Nicholson, Mouton, et al., 1997; Timbrook, 

et al., 1993). There are no firmly established criteria for determining significant differences 

between subtle and obvious subscales. Moreover, cut scores for Total T-score differences 

of subtle-obvious subscales have varied markedly from +106 (Rogers, Bagby, et al., 

1993), +160 (Sivec et al., 1994), +169 (Bagby, Rogers, & Buis, 1994), +179 (Bagby, et 
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al., 1994) to +200 (Fox, Gerson, & Lees-Haley, 1995). Given that there are significant 

concerns, Greene (1997) advocates using the difference between obvious and subtle 

subscales as indices of item endorsement accuracy rather than as a specific malingering 

detection method. 

Dannenbaum and Lanyon (1993) recently tried to develop a new MMPI-2 subtle-

obvious scale called the Deceptive-Subtle (DS) scale. The DS scale was initially validated 

with a non-clinical sample. However, the DS scale did not distinguish clinical respondents 

from feigners in a follow-up validation study conducted by Bagby et al. (1998). These 

findings place the credibility of the DS scale is in doubt and support the earlier contention 

that scales perform differently for clinical and nonclinical samples. 

Aside from faulty conceptualizations of subtle symptoms, some subtle-obvious 

subscale problems may be related to differences in how malingerers approach the task of 

feigning. It may be that a subset (or population type) of malingerers take a general over-

endorsement approach that elevates both obvious and subtle subscales that renders 

comparisons of subtle and obvious subscales uninformative. However, another subset of 

malingerers may endorse only items that are obvious symptoms, thus making differences in 

subtle and obvious subscales quite telling for these individuals. Moreover, such a pattern 

would explain some of the variability in the utility of subtle-obvious methods. 

Severity of Symptoms 

Many malingerers report the severity of their symptoms to be excessively high. In 

fact, the number of unbearably severe symptoms endorsed by some malingerers would 

render them unable to present for testing if they were true. Thus, identifying individuals 
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who represent their symptoms as extraordinarily severe is another malingering detection 

technique. 

The Severity of Symptoms (SEV) scale of the SIRS makes use of this strategy 

(Rogers, Bagby, & Dickens, 1992). The SEV scale is calculated by summing the number 

of BL and SU items that are endorsed as being severe or unbearable. This scale is nicely 

designed so that respondents are only asked about the severity of symptoms that they have 

previously endorsed. Therefore, information is separately obtained about (a) the presence 

of symptoms and (b) the intensity of endorsed symptoms. 

The SADS is the only other measure with which this strategy has been employed. 

Rogers (1997d) used the previously described samples to develop the SADS Symptom 

Severity index, which is used only as an indicator that malingering should be further 

evaluated. This index analyzes the frequency with which SADS items are endorsed as 

severe or extreme. Rogers computed cut scores that represent the top 5.0% and 1.0% of 

the sample for: (a) the current episode and the last week combined, and (b) the last week 

only. Application of these cut scores resulted in many false negatives with only 22.7% of 

malingerers being identified when the current episode and last week were combined. 

Better results were realized (36.4% of malingerers identified) when only the last week was 

considered. Still, the poor positive predictive power of the SADS Symptom Severity index 

places in doubt its validity and utility. 

Although, the severity of symptoms strategy has been operationalized only for the 

SIRS and the SADS, the PAI has the potential to utilize this strategy. Indeed, Rogers, 

OrdufF, and Sewell (1993) suggested that the PAI's four gradations of item endorsement 
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(i.e., false, slightly true, mainly true, and very true) are easily lent to developing a severity 

scale. Researchers may want to explore developing this strategy when conducting future 

PAI malingering research. 

Selectivity of Symptoms 

Rather than attempting to feign symptoms associated with a specific disorder, 

malingerers, especially naive malingerers, often take an overly broad and indiscriminant 

approach to symptom endorsement (Nichols & Greene, 1997; Rogers, Sewell, Morey, & 

Ustad, 1996). In other words, they endorse an inordinate number of symptoms without 

regard to symptom type. The Selectivity of Symptoms (SEL) scale of the SIRS uses this 

strategy, which is conceptualized as the over-endorsement of symptoms related to multiple 

disorders (Rogers, Bagby, & Dickens, 1992). The SEL scale is the sum of the 32 Detailed 

Inquiries whose items represent a range of symptoms that include psychosis, depression, 

anxiety, and mania. 

The selectivity-of-symptoms strategy has also been utilized with the SADS and the 

MMPI. For example, this strategy has been applied to the MMPI-2 Lachar and Wrobel 

critical items (Lachar & Wrobel, 1979) and the Koss and Butcher critical items (Koss, 

Butcher, & Hoffman, 1976). Critical items have high face-validity indicating 

psychopathology and are defined as items that represent problems that require careful 

scrutiny if answered in the deviant direction (Graham, 1993). High endorsement of these 

items could indicate nonselective, over-endorsement of symptoms. Alternatively, critical 

item indexes could also be classified as a blatant symptom strategy given their obvious 
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association with psychopathology. Either way, their use must be tempered by an 

understanding of their limitations as malingering indicators. 

Critical-item index limitations include the possibility that many critical items are 

not items that should be considered critical after all. Greene (1997) pointed out that the 

typical individual (50th percentile) endorses 15 of the Lachar and Wrobel critical items and 

10 of the Koss and Butcher critical items. The fact that average individuals endorse these 

items at such rates places doubt on how "critical" these items are. A second limitation of 

critical-item indexes in the classification of malingerers is that cut scores have not been 

well established. Third, both critical item indexes overlap considerably with the F scale 

and, therefore, may not provide any more information than is already provided by the F 

scale (Grahm, 1993). 

The MMPI-2's F and Fb scales are held out as infrequency or rare symptom scales. 

However, examination of their far ranging content suggests that they may be more 

accurately regarded as selectivity-of-symptoms scales. For example, the F scale surveys 19 

diverse content areas including paranoid thinking, antisocial attitudes or behavior, 

hostility, and poor physical health. Seen in this light, previously discussed concerns about 

scale overlap and frequency of item endorsement are not an issue. This because the 

selectivity-of-symptoms strategy does not require scales to be comprised of rarely 

endorsed items. Moreover, scale overlap is not concerning since the selectivity-of-

symptoms strategy is meant to identify individuals who take an overly broad approach to 

symptom endorsement, which can include endorsing symptoms from multiple clinical 

scales. 
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Rogers (1997d) used the selectivity-of-symptoms strategy to develop the 

Indiscriminant Symptom Endorsement index for the SADS, which is meant to identify 

respondents that should be further assessed for malingering. Cut scores were calculated 

for the SADS I combined time periods (i.e., past week and worst period of the last 

episode) and for the time period of the last week. As previously discussed, detection 

methods that combine discrepant time periods are confounded and caution should be 

exercised in interpreting the results of such indexes when conducting malingering 

evaluations. However, using the Indiscriminant Symptom Endorsement index to analyze 

the veracity of an individual's self-report of current time symptoms appears useful in 

determining current symptom malingering. 

Reported vs. Observed Symptoms 

Malingerers sometimes initiate a physical behavior if the interviewer suggests that the 

behavior may be related to mental disorder (Resnick, 1997). The fact that the behavior 

was not present prior to the suggestion indicates a desire to appear disordered. Moreover, 

malingerers' self-reported speech and body movement patterns are sometimes at odds with 

their observable speech and body patterns (Rogers, Bagby, & Dickens, 1992). Thus, 

behavioral self-reports that are contrary to clinical observations can indicate dissimulation. 

The SIRS, with its Reported versus Observed (RO) scale is the only formal 

psychological instrument that was found to use this strategy. The RO scale compares the 

respondent's self-report of speech and body movement patterns with clinical observations 

(Rogers, Bagby, & Dickens, 1992). The SIRS manual describes high RO scores as 

indicating "that the client does not appear to be aware of his or her own speech 
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characteristics or physical movements within the interview setting." They further state that 

item ratings of "2" are almost never seen in bona fide client protocols. Examination of RO 

items and scoring instructions suggests that this scale is more complex than the SIRS 

manual description reveals. 

High RO scales indicate either fallacious behavioral self-reports, the sudden 

appearance or worsening of suggested symptoms, or both. Correct RO interpretations can 

be determined by analyzing what produced scale elevations. Since items are scored "2" 

only when the inquired behavior suddenly appears or worsens and since bona fide patients 

almost never receive item scores of 2; RO scale elevations due in whole or part to item 

scores of 2 indicate the deliberate production of suggested symptoms and is likely a strong 

indicator of malingering. Scale elevations mostly produced by item scores of "1" are 

indicative of inaccurate self-reports of behavior that can be due to deliberate, false 

representation of behavior or simply a lack of self-awareness. Thus, interpretations of 

elevations due to item scores of 1 are less clear-cut in their interpretation. 

Supplementary Scales 

Direct Appraisal of Honesty 

The simplest and most direct way to discover something about someone is to ask the 

person. Surprisingly enough, Rogers, Bagby, and Dickens (1992) found that a number of 

malingerers admit to dissimulation when directly asked. Accordingly, one approach to 

assessing malingering is to ask the respondent if they are honest. 

The Direct Appraisal of Honesty (DA) scale of the SIRS takes this simple 

approach. It directly asks respondents about the honesty and completeness of their self-
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reports; especially the self-reports made to mental health professionals. The SIRS is 

unique in that it is the only measure that takes such a direct approach to appraising 

respondents' honesty. 

Defensive Symptoms 

The SIRS supplementary scales include the Defensive Symptoms (DS) scale, 

which is meant to measure defensiveness or minimization of symptoms (Rogers, Bagby, & 

Dickens, 1992). The focus of this project is on the identification of response styles related 

to malingering. Although many scales have been developed to identify defensiveness, the 

defensiveness literature is vast and is beyond the scope of this paper. Consequently, only 

the DS scale will be described here. The DS scale items concern common problems, 

worries, and situations that are encountered or experienced to some extent by most 

individuals. The SIRS authors conceptualized low DS scorers as individuals who use a 

defensive response style and who tend to deny commonly experienced negative symptoms 

(Rogers, Bagby, & Dickens, 1992). 

Symptom Onset 

Aside from symptoms that result from unexpected trauma or drug use, symptoms 

of mental illness do not usually appear or disappear suddenly. Instead, psychiatric 

symptoms tend to have a gradual onset and remission. The symptom course described by 

malingerers is often atypical since they are unaware of the normal course of psychiatric 

symptoms. As a result, malingerers can sometimes be detected through identification of 

unusual reports of symptom onset. 



54 

The SIRS is the only psychological instrument that has formalized this strategy. 

The Symptom Onset (SO) scale of the SIRS attempts to identify individuals who report an 

uncharacteristically sudden onset of psychological impairment (Rogers, Bagby, & 

Dickens, 1992). The SO scale failed to consistently differentiate honest respondents from 

feigners across validation studies. Close examination of the content of the scale items 

offers several hypotheses concerning the relatively poorer performance of the SO scale. 

First, some patients may actually have had a sudden onset of symptoms. Indeed, 

Rogers, Bagby, and Dickens (1992) wisely cautioned users that a precipitating trauma 

could inflate this scale. Second, the scale contains only two items. Third, accurate item 

responses require respondents to have a degree of insight and self-awareness about their 

problems that is uncharacteristic of many psychiatric patients. Accuracy requires insight 

that a problem is a problem (patients are notorious for ignoring symptoms until forced to 

do otherwise) and an awareness of the problem's onset and cessation. Fourth, the wording 

of items is ambiguous as to what time period is being inquired about. Respondents may 

believe SO items concern their latest episode of emotional disturbance rather than the 

entire course of their disorder. This particular problem is not an issue for retrospective 

versions of the SIRS since each retrospective item is anchored in a specific time period. 

Overly Specified Symptoms 

Given their naivete of usual symptom courses, malingerers may endorse items that 

present symptoms with an unrealistic degree of precision. Thus, another approach to 

malingering detection is the identification of individuals who endorse symptoms with an 

unusual degree of specificity. 
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The SIRS uses this strategy with the Overly Specified Symptoms (OS) scale. The 

OS scale defines overly specified symptoms as common psychiatric symptoms that are 

quantified in an overly precise manner (Rogers, Bagby, & Dickens, 1992). For instance, an 

OS item may ask the respondent if he or she experiences a particular symptom at a specific 

time (e.g., at three o'clock each day) or for a specific duration (e.g., exactly 30 minutes). 

Although Rogers and colleagues (1992) reported that very high OS scores were produced 

by a minority of feigners (25.0%), no honest respondents had elevated OS scores which 

shows that the OS scale is a strong indicator of malingering despite its supplementary 

scale status. 

Inconsistency of Symptoms 

Malingerers are frequently inconsistent in their responses to even very similar 

questions because they often have trouble recalling which symptoms they have endorsed. 

Consequently, response consistency is often used as a malingering detection strategy. 

However, care must be taken in attributing causality to inconsistent responding, as 

patients who are severely disordered or decompensated may also be inconsistent in their 

responses. In addition, there is a significant difference between the inconsistent responding 

associated with malingering and the random responding associated with other issues, such 

as disorientation or a lack of investment in the task. 

Identifying inconsistency is the root of the strategy used by the SIRS Inconsistency 

of Symptoms (INC) scale. The INC scale is comprised of the Repeated Inquiries items, 

which are each administered twice (Rogers, Bagby, & Dickens, 1992). Thus, the INC 

scale determines inconsistency through discrepant responses to the exact same items. The 
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use of duplicate items is a strength of the INC scale as it prevents response variability due 

to misunderstanding particular questions since, even if the question is misunderstood, 

honest respondents should answer identical questions similarly. In contrast, all other 

inconsistency scales determine response variability through discrepant responses to items 

of similar or opposite content and are therefore vulnerable to inflated scores due to 

question misinterpretation. 

One such scale is the MMPI-2's True Response Inconsistency Scale (TRIN). This 

scale indicates a respondent's tendency to respond inconsistently by giving indiscriminant 

true responses or indiscriminant false responses on 23 pairs of items that are opposite in 

content (Butcher et al., 1989). The TRIN has several other weaknesses aside from 

measuring inconsistency via opposite items. Namely, there is virtually no published 

research on the TRIN and scoring criteria are vague (Greene, 1997). In fact, the only 

scoring guidelines are that very high or very low scores reflect aberrant responding 

(Greene, 1997). 

The Variable Response Consistency Scale (VRIN) of the MMPI-2 also uses a 

response inconsistency strategy. It consists of 67 pairs of items with either similar or 

opposite content. Notwithstanding problems with item types, this scale's effectiveness as a 

malingering detection strategy is limited for several reasons. First, optimal cut scores have 

not been established for the VRIN (Greene, 1997). Second, the VRIN scale appears to be 

more effective in identifying random responding than malingering. Indeed, Wetter, Baer, 

Berry, Smith, and Larsen (1992) examined the effectiveness of the VRIN scale and found 

it useful in identifying random responding, but not effective in detecting malingering in 
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college students instructed to simulate mental illness. Moreover, Wetter et al. found that 

honest respondents and malingerers obtained approximately average T scores while 

random responders obtained T scores around 98. Results such as these has led Grahm 

(1993) to assert that the VRIN's utility is likely limited to identifying random responders 

rather than malingerers because malingerers respond consistently to the VRIN scale's 

content. 

Lastly, Rogers (1997d) developed the Contradictory Symptoms (CS) index for the 

SADS which is intended to evaluate inconsistency. The CS contains seven rationally 

identified item pairs of opposite content that are mostly mood related. The two 

weaknesses of the CS are that discrepant items (rather than using the same item) are used 

to evaluate consistency and that item content is extremely restricted. The SADS is used 

primarily to evaluate mood and schizophrenic disorders. The limited scope of the SADS 

likely means that malingerers have an easier time remaining consistent as their attention is 

not spread across multiple content areas. 

This section provided an in-depth overview of the SIRS' layout and psychometric 

properties. Moreover, this section considered the rationale behind SIRS strategies and 

contrasted how strategies are conceptualized and evaluated by the SIRS compared to 

other scales that use similar strategies. Clinicians should be aware of the limitations of the 

particular instruments and scales that they use. The next section provides a description of 

the retrospective versions of the SIRS that were the focus of this study. 
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Retrospective Versions of the SIRS 

The layout of the R-SIRS and CT-SIRS closely parallel that of the SIRS. These 

versions use the same strategies categorized by Rogers (1984) and utilized by the SIRS. 

Likewise, both the R-SIRS and CT-SIRS employ repeated, detailed, and general inquiries 

and are presented in the same order as inquires on the SIRS. However, unlike the SIRS 

and R-SIRS, the CT-SIRS duplicates each question so that items are administered for both 

a predefined past time period (PTP) and for the current time period (CTP). 

The form and content of the SIRS was essentially maintained. However, R-SIRS 

inquires and the PTP inquiries of the CT-SIRS were changed to past tense. All PTP 

inquiries are preceded by a reminder that the inquiry is concerning a past time (e.g., the 

week of the alleged offense for which the evaluatee is charged) that is mutually defined by 

the examiner and evaluatee. Together, the examiner and evaluatee decide what they will 

call the PTP (e.g., "that bad time in August 1996" or "the week of the arrest last April") 

so that a common reference point is developed and confusion is minimized. 

Besides the CTP inquiries of the CT-SIRS, the only sections that are not changed to 

past tense on the R-SIRS and CT-SIRS are sections that ask the evaluatee to rhyme words 

and produce word opposites. These items remain in present tense because they cannot be 

administered retrospectively. It should be noted that these items are not part of any SIRS 

scale; instead, they are used as distracter tasks and to determine if the person is presenting 

himself or herself as so grossly impaired that they cannot accurately complete simple 

cognitive tasks. These items only affect the scoring of the SIRS if the total score is 
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calculated. The next section of this chapter considers cognitive functioning in relation to 

malingering. 

Cognitive Factors 

Three cognitive factors that may play a role in an individual's ability to malinger, or 

more specifically, the R-SIRS' and CT-SIRS' ability to detect malingering are: intelligence 

level, executive cognitive functioning, and executive dyscontrol. Moreover, low IQ and 

impairments in cognitive functioning are prevalent in forensic populations. This study 

sought to clarify the relationship between these cognitive factors and performance on the 

R-SIRS and CT-SIRS. 

The first cognitive factor addressed in this study was intelligence. Research has not 

yet adequately addressed the relationship between an individual's intelligence level and 

their ability to malinger (Hayes, Hale, & Gouvier, 1997). Moreover, the increased 

cognitive demands of retrospective malingering over current symptom malingering may 

make intellectual and cognitive abilities especially important to retrospective malingering. 

Indeed, a feigning individual must decide: (a) what symptoms to "recall," (b) what 

symptoms should be endorsed, (c) what symptoms to endorse now versus retrospectively, 

and (d) what intensity of symptoms should be reported. These complex decisions must be 

considered in addition to tracking previously answered questions for two time periods 

(retrospective and current) if response consistency is to be maintained. Thus, successful 

retrospective malingering may be too cognitively challenging for those of lower 

intelligence. 
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On the other hand, less intelligent respondents may avoid dissimulation detection by 

utilizing simpler malingering strategies. Humans have a great capacity for adapting to their 

limitations. Individuals with limited intelligence may recognize that they function better 

when they have less of something to deal with or to track. As a result, they may limit 

symptom endorsement to items that concern the one or two symptoms they consider to be 

most "crazy." For instance, they may only endorse items that concern auditory 

hallucinations if they believe that the presence of irresistible command hallucinations is 

sufficient evidence of mental illness. Likewise, they may only endorse symptoms of 

paranoia if they believe that their actions can be efficiently and convincingly explained by 

an extreme fear for their life due to a perceived external threat. 

This study sought to address verbal and abstract abilities by exploring the relationship 

between participants' estimated intelligence level and the ability of the R-SIRS or CT-

SIRS to accurately classify participants' malingering status. Intelligence was estimated by 

the Shipley Institute of Living Scale (i.e., Shipley; Shipley, 1940). No specific a priori 

predictions were made as to the relationship of IQ and the measures' ability to detect 

malingering. 

The next cognitive factor considered in this study was executive cognitive 

functioning. Much research has been conducted on the feigning of neuropsychological 

deficits (for reviews, see Frazen & Iverson, 1997; Reynolds, 1998; Rogers, Harrell, & LifF, 

1993), but researchers have not evaluated the effect of actual neuropsychological deficits 

or cognitive abilities on the feigning of mental disorders. This oversight is surprising since 

neurological impairment, especially impairment in executive cognitive functioning, may 
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affect malingering ability and its subsequent detection. Put simply, executive cognitive 

functions are those mental processes responsible for assembling, integrating, and 

organizing simple ideas, movements, and actions into complex, goal-directed behaviors 

(Royall, Mahurin, & Gray, 1992). Moreover, executive cognitive functions involve higher 

order abilities, such as self-monitoring, planning, anticipation, and judgment (Fogel, 1994). 

Abilities related to executive cognitive functioning are likely important to the capacity 

to successfully malinger because these abilities involve planning and self-monitoring. 

Decreased executive cognitive functioning may be especially important to successful 

retrospective malingering on the R-SIRS and CT-SIRS, given the burden of these 

instrument's previously discussed numerous decisional requirements. Conversely, the R-

SIRS and CT-SIRS may misclassify respondents with impaired executive cognitive 

functioning if they tend to use exceptionally simplistic response styles or fail to pay 

attention during testing. The current study examined (a) whether or not individuals with 

impaired executive cognitive functioning were accurately classified by the R-SIRS or the 

retrospective CT-SIRS and (b) whether retrospective malingering was more detectable by 

these instruments as executive functioning decreased. 

Executive cognitive functioning may be especially important to retrospective 

malingering when the individual is not malingering current symptoms. For example, a male 

defendant falsely claims that he was mentally ill at the time of a crime but is now mentally 

healthy. Individuals who respond to CTP queries honestly but malinger PTP queries may 

feel a pull towards reality that interferes with successful retrospective malingering This 

consideration may be especially true for those whose executive cognitive functioning is 
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impaired. Alternatively, these individuals may increase PTP symptom exaggeration in 

order to differentiate the two time periods and may therefore be more easily detected by 

the CT-SIRS. The current study used the EXIT (Mills, Taylor, Taylor & Royall, 1993) to 

examine (a) if the CT-SIRS was able to detect retrospective malingering more easily when 

individuals answer CTP queries honestly and (b) if so, whether this effect was stronger for 

individuals with impaired executive cognitive functioning. 

Executive dyscontrol, or impaired executive cognitive functioning, is considered an 

essential feature of dementia regardless of etiology (Burns, Jacoby, & Levy, 1990). 

However, although this tenet is not without controversy, some researchers hold that 

behavior is affected differently in individuals who have a subcortical versus a cortical 

dementia (Salloway, 1994). These researchers believe that subcortical dementias lead to 

apathetic behavior while cortical dementias lead to impulsive behavior (Royall, et al., 

1993). Royall et al. (1993) recognized that these subtypes could facilitate the appropriate 

pharmacological and behavioral treatments for demented patients. Therefore, these 

researchers created the QED, which is designed to be used in conjunction with the EXIT 

to arrive at a dementia typology. The QED is a clinically based checklist that 

operationalizes the qualitative assessment of dementing illnesses by discriminating between 

subcortical (apathy) and cortical (impulsive) symptoms. 

These same subtypes, apathetic and impulsive, may be useful in understanding 

impaired individuals' malingering patterns. For instance, impulsivity may hinder individuals 

from successful malingering as impulsive persons may be less able to track previous 

answers or remain focused on specific strategies. On the other hand, apathetic individuals 
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may find it difficult to expend and sustain the effort necessary to successfully malinger. 

Thus, this study examined whether the accuracy of the R-SIRS and CT-SIRS increased 

with the presence of apathy or impulsivity as conceptualized by the QED. 

This section outlined three components that this study explored aside from the 

detection of retrospective malingering: the relationship between malingering and 

intellectual ability, executive cognitive functioning, and executive dysfunction subtype. 

This study examined how the R-SIRS and CT-SIRS performed when impairments in these 

areas were present. Next, the rationale for choosing this study's sample selection is 

explained and the specific research questions addressed by this study are delineated. 

Rationale for the Study 

Ecological validity is extremely important when conducting malingering research in 

general and is particularly important when validating malingering instruments (Rogers, 

1997c). Malingering research must utilize the samples that are most likely to be assessed 

for malingering if it is to have ecological validity. This point is especially important since 

the characteristics, motives, and strategies used by malingerers likely vary widely between 

populations (e.g., college students versus psychologically sophisticated inmates; Nichols & 

Greene, 1997; Rogers, 1997c; Rogers, Sewell, et al., 1996). Consequently, Rogers 

(1997c) strongly suggested that malingering research studies increase generalizability by 

utilizing psychiatric and correctional participants instead of college students. Sampling 

from these populations increases the ecological validity of malingering studies, which may 

improve the accuracy of detection methods (Rogers & Cruise, 1998). Moreover, utilizing 
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psychiatric and correctional participants provides a sounder base of literature (Rogers, 

1997b). 

This study was conducted with inpatients remanded to a forensic maximum-security 

psychiatric hospital so that the generalizability of the R-SIRS and CT-SIRS to these 

common forensic populations was maximized. As a forensic inpatient sample, respondents 

were able to draw on their personal experiences with the judicial system and mental illness 

(either their own mental disorders or observations of others within the hospital). 

Validating the R-SIRS and CT-SIRS with this sample increased the likelihood that these 

measures generalize to real-world situations and provided for a stringent test of these 

measures' abilities to detect malingerers. 

The field of forensic psychology has exploded in recent years with forensic 

assessments being a major focus of the field's growth. It is therefore imperative that the 

demand for forensic assessments be met with the development of high quality assessment 

instruments. This study was intended to meet this challenge through the development and 

validation of the R-SIRS and CT-SIRS. Moreover, the lack of a focused instrument to 

evaluate retrospectively reported symptoms of mental illness combined with the need for 

the development of high quality assessment instruments made this study an important 

endeavor. 

Research Questions 

1. Can the R-SIRS differentiate between honest reports and malingered reports of past 

symptoms? 
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2. Can the CT-SIRS differentiate between honest reports and malingered reports of past 

symptoms? 

3. Is there a difference in the performance of the R-SIRS and CT-SIRS that would 

indicate one instrument is a more accurate indicator of retrospective malingering? 

4. Can the R-SIRS or CT-SIRS accurately classify the feigning of retrospective mental 

illness by mentally challenged individuals whose estimated IQ is less than 70? 

5. Does the accuracy of the R-SIRS or CT-SIRS decrease as evaluatees' intellectual 

functioning increases thereby indicating that successful retrospective malingering is 

associated with greater intellectual ability? 

6. Can the R-SIRS or CT-SERS accurately classify individuals with impaired executive 

cognitive functioning as malingering or honest? 

7. Does the hit rate of the R-SIRS or CT-SIRS decrease as evaluatees' executive 

functioning increases, indicating that successful retrospective malingering is associated 

with better executive cognitive functioning? 

8. Is the CT-SIRS more accurate at detecting retrospective malingering when 

respondents also malinger current symptoms? 

9. If the CT-SIRS is more accurate at detecting retrospective malingering when 

respondents also malinger current symptoms (see Research Question #8), is the effect 

larger for individuals with impaired executive cognitive functioning? 

10. Does the hit rate of the R-SIRS and CT-SERS evidence increased accuracy when 

apathy or impulsivity increases? 



CHAPTER II 

METHOD 

Design 

This study was a mixed within- and between-groups design. Participants were 

randomly assigned to complete either the R-SIRS or CT-SIRS under two conditions (i.e., 

honest and feigning) that were separated by at least a one-day interval. Different 

instructions were presented for each condition for the two administrations. An interrater 

reliability study of both measures was conducted. 

Order of Administration. The conditions (malingering and honest) were 

counterbalanced in order to minimize the ordering effects. In addition, both experimental 

measures were divided into two equal parts (A and B) and were administered in a 

counterbalanced manner. 

Debriefing. Rogers (1997d) strongly urged that researchers conduct debriefings 

following dissimulation research in order to determine how well the participant recalls the 

instructions, what the instructions meant to the participant, and how well the participant 

complied with the instructions. Moreover, Rogers suggested that participants be queried 

about what strategies they attempted to use in their efforts to malinger and how they 
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perceived their malingering performance. Accordingly, participants in this study were 

questioned using a debriefing protocol found in Appendix A. 

Participants 

Participant selection and inclusion criteria. Participants in this study were individuals 

remanded to the maximum-security forensic hospital in Texas, Vernon State Hospital 

(VSH). All participants were treated in accordance with the "Ethical Principles of 

Psychologists and Code of Conduct" (American Psychological Association, 1992). 

Institutional Review Board (IRB) permission for conducting this study was obtained from 

both the University of North Texas (UNT) and VSH. 

Individuals committed to VSH who met the following inclusion criteria were asked to 

participate in the study: (a) must have English as the participant's primary language so that 

comprehension problems due to language mastery would not confound the data; (b) must 

have scored below the cut score (i.e., in the non-malingering range) on the M-Test, a brief 

measure of possible malingering; (c) must not have been suspected of malingering by the 

participant's treatment team at the time of study; (d) must not have previously been 

administered a SIRS. 

The second, third, and fourth inclusion criteria were intended to eliminate individuals 

who may have been malingering as a part of their symptom presentation. Eliminating 

potential malingerers was necessary so that (a) the integrity of the simulation design was 

maintained and (b) the ability of VSH to identify malingerers was not hampered. 

Regarding the latter point, patients in this setting can be motivated to malinger their 

clinical presentation to hospital staff (e.g., an individual charged with murder may 
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malinger in order to remain at VSH which they see as less aversive or threatening than 

prison). Identifying malingerers is an important function of the hospital staff and is often 

accomplished through the use of the SIRS. Eliminating these individuals from the study 

reduced the likelihood that potential malingerers would be exposed to "SIRS-like" 

questions. In addition, this exclusion eliminated any risk of coaching based on research 

participation. 

Sampling procedure. A consecutive sampling procedure was employed in that all 

patients who met the inclusion criteria were asked to participate in the study. Patient 

charts were reviewed in order to identify patients who had been administered the SIRS. 

These patients were eliminated from the potential participant list. Treatment teams were 

sent lists of potential participants and were asked to identify both potential malingerers 

and those patients for whom English is not their primary language. These individuals were 

then eliminated from participation. Usually the treatment team physician reviewed the 

eligibility of patients, although social workers and psychologists also participated in this 

process. All remaining patients were invited to participate. 

Informed consent. Participants were given a written copy of the informed consent (see 

Appendix B) which was read to them to ensure that all information was covered. This 

form is written in simple, easy to understand language. It explained the research topic, 

anticipated risks, possible benefits, duration, and the tasks that the patient would be asked 

to complete. The voluntariness of participation was stressed both verbally and on the 

informed consent form. Patients were under no obligation to participate in the study and 

could withdraw from the study at any time for any reason. Regarding confidentiality, 
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patients were assured that no information pertaining to or resulting from their participation 

in the study, including a refusal to participate, would be entered into their charts or other 

records. 

Patients were informed of the appropriate persons to contact at VSH and UNT should 

they wish to discuss the study or express their concerns. Contact person's names and 

phone numbers were listed on the informed consent form, which was given to each 

participant for their records. As a final procedure to ensure that participants understood 

the informed consent, patients were asked to explain the meaning of the form in their own 

words. Participants who did not clearly understand the consent form were not permitted to 

volunteer regardless of their apparent willingness to do so. 

Incentives for participation. During the initial contact, participants were informed that 

participation in the study would result in incentives credited to their patient account as 

follows: $3.00 for participating in the first testing session; $3.00 for the second testing 

session; and a bonus of $4.00 if they were able to successfully malinger mental illness in a 

manner that avoided detection. Given the difficulty in defining "successful malingering," 

all participants who completed the study received the bonus without regard to their actual 

performance. This incentive amount was significant since many participants did not have 

an income and $10.00 was equal to several weeks work in the sheltered workshop for 

some participants. 

Anonvmitv of data. The legal position of many forensic inpatients was recognized, 

especially those who are deemed incompetent to stand trial. Adverse legal affects could 

occur if prosecutors interpreted successful malingering on the research measures as 
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evidence of competence to stand trial, or worse yet, evidence of actual malingering. Thus, 

in order to protect participants' privacy and legal interests, participants were assigned a 

research number. Research numbers were not linked to patient names so that data can not 

be retrieved for a particular patient. This safeguard means that information obtained 

during the course of this research project could not be used as evidence in court since it is 

impossible to identify participants. This method allows valuable research to be 

accomplished while protecting the participants' legal interests. 

Measures 

Demographic Questionnaire (DOY The demographic questionnaire is a brief 

questionnaire constructed for this study (see Appendix C). A portion of the DQ is orally 

administered with the remainder being completed from chart information. The DQ covers 

sociodemographic variables, such as age, sex, ethnicity, both prior and usual 

occupation(s), and highest education level attained. The DQ also covers mental health and 

legal history with such variables as working diagnosis, number of psychiatric 

hospitalizations, date admitted to VSH, date of alleged crime, elapsed time since date of 

crime, and family history of mental illness. Participant provided information was 

augmented by chart reviews for corroboration and in order to collect missing information. 

M-Test. The M-Test is a 33 item true-false screening measure developed by Beaber, 

et al. (1985). The M-Test is designed to detect the feigning of psychotic symptoms and is 

comprised of three question types: that inquire about (a) atypical attitudes that are not 

associated with mental illness, (b) symptoms common to schizophrenia, and (c) bizarre 

and unusual symptoms that are unlikely to be genuine. This study utilized the Rule-In 
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(option B) and Rule-Out criteria developed by Rogers, Bagby, and Gillis (1992). 

According to these researchers, the estimates of internal reliability (KR-20 coefficients) 

were excellent for both the Rule-Out (r = .85) and Rule-In (r = .87) scales. Although it 

was estimated (Rogers, Bagby, & Gillis, 1992) that Rule-In Option B would prevent 

almost 30.0% of bona fide patients from participating in the study, this option was chosen 

over Rule-In Option A due to its exclusion of almost all malingerers (95 .2%). As 

discussed earlier, accurate group assignment (e.g., genuine patients as honest controls) is 

critical to the simulation design. 

Shipley Institute of Living Scale (ShipleyY The Shipley is a well known 60 item 

instrument designed to estimate intellectual functioning for individuals 14 years old and 

older (Shipley, 1940). The Shipley consists of two self-administered subtests: Vocabulary 

and Abstraction. The Vocabulary subtest consists of 40 multiple-choice items while the 

Abstraction subtest consists of 20 items that require the evaluatee to complete blanks in 

order to conclude a series. Following standard instructions, evaluatees are limited to ten 

minutes per subtest, which includes the time needed to read the directions. The scores on 

these subtests are combined into a Total Score which produces an IQ estimate that is 

highly correlated with the WAIS-R Full Scale IQ (r = .85; Kaufman, 1990). 

Executive Interview (EXITV The EXIT is a 25 item semi-structured interview that 

was originally developed by Royall, et al. (1992). This instrument is designed to assess 

executive cognitive functioning (ECF) including such abilities as self-monitoring, planning, 

anticipation, and judgment. The EXIT evaluates ECF by examining the behavioral 

sequelae associated with executive dyscontrol (Royall et al., 1993). The EXIT takes 
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approximately 15 minutes to complete and is scored from 0 to 50 with higher scores for 

greater executive dyscontrol. High interrater reliability (r = .90) and internal consistency 

(Cronbach's a = .87) has been demonstrated (Royall et al., 1992). Convergent validity 

(Royall et al., 1992) has been shown with elderly patients' EXIT scores correlating with 

Trail Making Part A (r = .73), Trail Making Part B (r = .64), the Test of Sustained 

Attention (Time, r = .82; Errors, r = .83) and the Wisconsin Card Sorting Test (r = .52). 

Moreover, the EXIT differentiates between organic and nonorganic individuals and has 

been found to be more sensitive at detecting subtle cognitive impairment than other 

standard measures of cognitive impairment, such as the MMSE (Mills et al., 1993). The 

EXIT has the benefit of independence from specific diagnostic categories and psychotic 

symptomatology (Mills et. al., 1993) and can be used in conjunction with the Qualitative 

Evaluation of Dementia (QED; Royall et al., 1993). 

Qualitative Evaluation of Dementia (OED Y The QED is a brief, 15 item clinically 

based checklist that operationalizes the qualitative assessment of dementing illnesses by 

discriminating between subcortical (apathy) and cortical (impulsive) symptoms (Royall et 

al., 1993). Each item represents a behavioral, social, cognitive, or motor skills domain; 

these include memory, orientation, language, speech, frontal release, judgment, symbol 

reproduction, praxis, gait, mood, behavioral activity, personal care, and community affairs. 

Items are rated 0, 1, or 2 with 0 representing subcortical symptomatology, 1 representing 

normal functioning, and 2 representing cortical symptomatology. Items that cannot be 

rated due to a lack of information are scored "N/A" and assigned a value of 1. Total 

scores range from "0 = an entirely subcortical presentation" to "30 = an entirely cortical 
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presentation." A total score of 15 would indicate an unimpaired individual who performed 

well in each domain. A qualitative typology of dementia can be obtain by using the QED 

by itself when dementia is known to be present or by mapping QED scores with EXIT 

scores when dementia has not previously been established. The QED's internal consistency 

(Cronbach's a = .69) is adequate and interrater reliability is excellent (r = .93; Royall et 

al., 1993). 

Retrospective Structured Interview of Reported Symptoms (R-SIRS I The R-SIRS 

is a research version of the Structured Interview of Reported Symptoms (SIRS; Rogers, 

Bagby, & Dickens, 1992) designed to evaluate an individual's current response style when 

reporting symptoms of mental illness reportedly experienced during a predefined past time 

period. The R-SIRS is a multiple-strategy, structured interview that is comprised of 172 

items, which except for time orientation, are identical to the SIRS items. 

Concurrent Time Structured Interview of Reported Symptoms (CT-SIRSY The CT-

SIRS is a research version of the Structured Interview of Reported Symptoms (SIRS; 

Rogers, Bagby, & Dickens, 1992) designed to concurrently evaluate an individual's 

response style when reporting symptoms of mental illness during (a) a predefined past time 

period and, (b) the current time period. The CT-SIRS is comprised of 340 items and is a 

multiple-strategy, structured interview. 

Debriefing Protocol (DPY The DP is a six item orally administered questionnaire 

that was constructed for this study and is based on debriefing questions suggested by 

Rogers (1997d). The DP focuses on the participant's: (a) recall and understanding of the 

instructional set, (b) perceived success, (c) ability to maintain an awareness of malingering 
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instructions throughout testing, and (d) any explicit malingering strategies (e.g., over-

endorsement and endorsement of psychotic symptoms). In addition, the DP questions CT-

SIRS participants about their motivations for their chosen response style for the current 

portion of the CT-SIRS in the malingering condition. 

Procedure 

A psychological technician or research assistant administered the M-Test to 

participants. Those who exceeded the cut score1 on the M-Test for potential malingering 

were eliminated from the participant pool. All participants had been told that there were 

more volunteers than were needed for the study and therefore patients would be randomly 

chosen to participate in the study. This subterfuge protected the confidentiality of potential 

participants; their treatment staff were unaware of the reasons for their exclusion as 

participants could have been excluded for any of the reasons outlined earlier in this chapter 

or by their own refusal to participate. 

Remaining participants were administered the Shipley by research assistants or 

psychological technicians. Next, participants were randomly assigned to the R-SIRS or 

CT-SIRS conditions, and the Demographic Questionnaire was administered.2 The 

sequence of procedures within the two experimental conditions is outlined in Table 4. A 

1 A large number of potential participants exceeded the cut score on the M-Test and were therefore 
excluded from study participation. Unfortunately, exact statistics were not maintained However, the 
author believes that the M-Test may lack specificity with this population and its utility should be further 
evaluated. 
2 Originally, the study was designed so that one researcher provided participants with the instructional set 
for each session and another researcher administered the measures. Thus, the person administering the R-
SIRS or CT-SIRS was masked to the condition (malingering or honest). Unfortunately, lack of research 
resources made it impossible to maintain this procedure. Consequently, one researcher read the 
instructions and administered research measures to most participants. 
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doctoral-level clinical psychology student who was trained in structured interviewing, 

administered the R-SIRS and CT-SIRS. Then, either the doctoral student or a research 

assistant administered the Debriefing Protocols. Finally, the EXIT and QED were 

administered within 14 days of initial testing by a psychiatrist who has extensive clinical 

and research experience with these cognitive measures. 

Table 4 

Sequence of Procedures Within the Two Experimental Conditions 

R-SIRS CT-SIRS 

Session I 

Define retrospective time period 

Instruct to answer honestly 

Administer R-SIRS 

Minimum interval of one day 

Session II 

Define retrospective time period 

Instruct to feign 

Session I 

Define retrospective time period 

Instruct to answer honestly 

Administer CT-SIRS 

Minimum interval of one day 

Session II 

Define retrospective time period 

Instruct to feign retrospective portion; 

Participant chooses response style 

used for the current symptoms and 

informs the researcher 

(Table continued) 
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R-SIRS CT-SIRS 

(Table continued) 

Five minute break to develop feigning 

strategy 

Participants are reminded of 

instructions 

Administer R-SIRS 

Participant is debriefed 

Five minute break to develop feigning 

strategy 

Participants are reminded of 

instructions 

Administer CT-SIRS 

Participant is debriefed 

R-SIRS Condition 

During one of the R-SIRS condition sessions, participants were asked to honestly 

answer the R-SIRS according to how they felt the week surrounding their alleged crime. 

As shown in Table 4, the date of the alleged crime was ascertained and the researcher and 

participant named the time period so that it could be easily referred to (e.g., "that bad time 

in August 1996"; "the week of the arrest last April"). Naming this time period reduced 

confusion and served to keep the participant oriented to the time period in question. The 

researcher then read the following instructions to participants: 

In this study you are asked to take a test that asks questions about the time 

you allegedly committed the crime for which you are charged - whether or 

not you actually committed the crime. Think back to that time which is the 

time period we agreed to call . Recall how you felt, acted, and 

thought during . Recall the things you did or did not do during 
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_, such as work, school, visiting friends and family, and other 

activities. Try to remember what you and your life was like during 

Whether or not you still feel or think the same, recall what emotions you 

felt then and what you believed. Answer the test as honestly as you can 

according to how you felt during . 

Upon the completion of the R-SIRS, participants were thanked and asked if they had 

any questions or concerns which were addressed before the participant left the session. An 

appointment for the second session was made and participants were advised when their 

patient account would be credited. 

The second session of the R-SIRS condition was conducted after at least a one-day 

delay (M = 2.00, SD = 1.98). Participants were again asked to take the R-SIRS. However, 

at this session they were asked to malinger retrospective mental illness for the time that 

they allegedly committed the crime. Participants were instructed to answer the test in a 

manner that would convince the examiner that they were mentally ill during that time, 

whether or not they actually were mentally ill. The retrospective time period was once 

again defined and the participants were given the following instructions that were modeled 

after instruction sets used by Beetar and Williams (1995) and Rogers, Gillis, et al. (1990): 

In this part of the study, you are asked to answer the test in a way that 

you believe will convince the test administrator that you were crazy or 

legally insane during . Try to convince the examiner that your mental 

illness was so severe that it affected your thoughts, emotions, and daily 
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activities during . This may sound easy, but the hard part will be 

convincing the test administrator that you are not faking and actually were 

mentally ill. This will take some skill on your part. 

To make this more realistic, I would like you to imagine that you were 

allowed to stay at VSH or even go home if you can convince the test 

administrator that you were insane at the time that the alleged crime was 

committed. Imagine that you will go to prison if you are not convincing 

and are found to be sane. This test is made to catch people who are not 

being truthful about being mentally ill. Your goal is to "beat" the test so 

that you can avoid prison. Although this is only for a research experiment, 

please try to get into the role as much as possible. Try to be believable and 

convincing. If you are successful at faking insanity you will have an 

additional $4.00 placed in your patient account. 

Before beginning this part of the experiment, I would like you to take a 

break and think about how tests catch people who are faking mental illness 

or insanity. Think about what strategies you will use to appear insane. You 

will be asked about your strategies later. 

The instructions for the second session of the R-SIRS condition were read to the 

participant five minutes prior to the actual administration of the R-SIRS. The participant 

remained in the examination room during this time to ensure, to the extent possible, that 

the participant utilized the time as intended. This preparation gave the participant time to 
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devise a malingering strategy and therefore provided a more stringent test for the R-SIRS 

and CT-SIRS (Rogers, 1997d; Rogers, Bagby, et al., 1993). 

Following the preparation time, the participant was again read the above 

instructions, except for the last paragraph. The R-SERS was administered, and the 

participant was debriefed and thanked for their participation. 

CT-SIRS Condition 

As illustrated in Table 4, the procedures in the CT-SIRS condition paralleled those 

described in the R-SIRS condition with two key differences. First, participants were 

administered the CT-SIRS instead of the R-SIRS. Second, participants were asked to 

feign the retrospective portion of the CT-SIRS during the malingering condition, but were 

allowed to choose the response style that they would utilize for the portion of the CT-

SIRS that asked about current symptoms. Bagby, Rogers, Buis, and Kalemba (1994) 

suggested that giving participants choices about the condition they would be in would 

increase motivation and performance on the task. Appendix D contains the full text of the 

CT-SIRS condition's instructional sets. 
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RESULTS 

Sample Screening 

Four hundred sixty-eight forensic inpatients were screened for this study. Of these, 

63 met the inclusion/exclusion criteria and agreed to participate. Thirty-two inpatients 

were randomly assigned to take the R-SIRS and thirty-one were assigned to the CT-SIRS. 

Of these, seven R-SIRS and five CT-SIRS participants were excluded from data analysis 

for reasons delineated in Table 5. 

As indicated in Table 5, three R-SIRS and one CT-SIRS participant were excluded 

because debriefing revealed that they used honesty as their only strategy for "fooling the 

test" during the simulation condition. These participants believed that they were "crazy" 

at the time of their respective charges. They felt that telling the truth would indicate 

insanity and would also avoid a malingering classification. This approach was a wise 

strategy, considering the instructions given to these participants. As previously noted, 

they were asked to answer the test in a way that would convince the administrator that 

they were insane at the time of the crime and were offered a bonus for a convincing 

performance. 

80 
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Table 5 

Rationale for Participant Exclusion 

Exclusion reason Number excluded 

R-SIRS 

Inability to understand/follow instructions 

Discharged before testing completed 

Used honesty as their only malingering strategy 

CT-SIRS 

Inability to under stand/follow instructions 

Discharged before testing completed 

Used honesty as their only malingering strategy 

Malingered both sessions 

Honest both sessions 

3 

1 

3 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms; CT-SIRS 

Concurrent Time Structured Interview of Reported Symptoms. 

Although these participants were following the instructions given them, including 

their data in the analyses would not provide an adequate test of the R-SIRS and CT-SIRS. 

The R-SIRS and CT-SIRS are designed to distinguish honest respondents from 

malingering respondents, not honest respondents from honest respondents. Therefore, 

these subjects were dropped from the analyses leaving a total of 25 participants in the 

final R-SIRS sample and 26 participants in the CT-SIRS sample. Unfortunately, these 
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small sample sizes resulted in an inadequate variable-to-subject ratio for some analyses. 

The modest sample sizes reduced the power of other analyses. 

Sample Characteristics 

Table 6 contains the analysis of variance (ANOVA) results that showed that there 

were absolutely no significant differences between the R-SIRS and CT-SIRS groups for 

age, education, or psychiatric hospitalizations. Table 7 presents chi-square analysis on the 

remaining sample characteristics. Most participants were admitted to the hospital as 

Incompetent to Stand Trial or Not Guilty By Reason of Insanity. A small number of 

participants were admitted as Manifestly Dangerous. Some categories (i.e., reason 

hospitalized, race, employment) were collapsed as the cell sizes did not meet the 

expected frequencies for the Chi Square analyses. The two groups did not differ 

significantly by participant admission type, gender, racial composition, or type of usual 

employment. 

Table 6 

Sample Characteristic Univariate Comparisons of R-SIRS and CT-SIRS Participants 

Sample characteristic R-SIRS CT-SIRS F g 

Age 35.52(8.79) 35.24(12.58) .01 .93 

Education 11.00(2.66) 11.69(3.26) .69 .41 

Psychiatric hospitalizations 6.71 (7.02) 4.92 (5.70) .96 .33 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms; CT-SIRS 

Concurrent Time Structured Interview of Reported Symptoms. 
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Table 7 

Chi Square Comparisons of R-SIRS and CT-SIRS Sample Characteristics 

Sample characteristic R-SIRS CT-SIRS x2 E 

Reason hospitalized 

Incompetent to stand trial 15(60.0%) 18(69.2%) 

NGRI / manifestly dangerous 10 (40.0%) 8 (30.8%) .48 .35 

Gender 

Males 20 (80.0%) 20 (76.9%) 

Females 5 (20.0%) 6(23.1%) .07 .79 

Race 

Caucasian 12 (48.0%) 16(61.5%) 

Non-Caucasian 13 (52.0%) 10 (38.5%) .93 .40 

Employment 

Blue collar / never employed 22 (88.0%) 22 (84.6%) 

White collar 3 (12.0%) 4 (15.4%) .12 .52 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms; CT-SERS = 
Concurrent Time Structured Interview of Reported Symptoms; NGRI = Not Guilty By 
Reason of Insanity; the number in parenthesis is the sample (i.e., column) percentage. 

A summary of R-SIRS and CT-SIRS respondents' chart diagnoses is described in 

Appendix E. Substance abuse disorders were the most frequently diagnosed disorders 

followed by psychotic disorders. Some respondents had multiple diagnoses. Thus, the 

total number of diagnostic categories is greater than the sample size. 
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Scale Refinements 

Seven of the eight original SIRS scales and all five supplementary scales were 

retained for analysis in the retrospective SIRS versions. The RO scale was dropped1 from 

the R-SIRS and CT-SIRS as this scale is not appropriate for retrospective evaluations. 

The RO scale asks if the individual exhibited particular physical behaviors during the 

retrospective time in question. RO items cannot be meaningfully scored retrospectively 

because they require the observation of the evaluatee's physical behavior during the past. 

Next, item-to-scale correlations were computed for the R-SIRS and retrospective 

CT-SIRS on their respective simulation condition data and on the combined data of the 

simulation and honest conditions. Test items with corrected item-scale correlations of < 

.20 for either data set (i.e., simulation or combined simulation and honest data sets) were 

dropped in order to maximize scale homogeneity. This refinement resulted in one item 

being dropped from the R-SIRS primary scales (i.e., item 97 from SU) and three items 

being dropped from R-SIRS supplementary scales (i.e., item 37 from DA, and items 123 

and 137 from the DS scale). The corrected R-SIRS item-scale correlations for both 

primary and secondary scales were recomputed and are presented in Table 8. As a result 

of this criterion, three items were dropped from the retrospective CT-SIRS primary scales 

(i.e., items 121 and 305 from RS and item 301 from the SC scale) and two items were 

dropped from the DA supplementary scale (i.e., items 67 and 73). With items dropped, 

the corrected CT-SIRS item-scale correlations were recomputed and are presented in 

Table 9. 

1 RO scale information is included in some Tables purely for informational reasons. Its use is strongly 
discouraged as it is not appropriate for retrospective evaluations. 
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Table 8 

Alpha Reliability Coefficients and Mean Item-Scale Correlations for the R-SIRS Scales 

for Simulators and Total Sample 

Scale 
Number 
of items 

Alpha 
Mean item-scale 

correlations 
Scale 

Number 
of items Simulators Total 

sample 
Simulators Total 

sample 

Primary scales 

RS 8 .89 .85 .49 .41 

SC 10 .85 .87 .36 .39 

IA 7 .86 .89 .47 .54 

BL 15 .91 .91 .40 .41 

SU 16 .92 .91 .40 .39 

ROa 12 .92 .90 .48 .44 

Secondary scales 

DA 7 .86 .84 .47 .42 

DS 17 .87 .87 .29 .28 

OS 7 .88 .88 .51 .52 

SO 2 .40 .49 .25 .32 

Note. Scales SEV, SEL, and INC are derived by arithmetic summing. Therefore, 
measures of internal consistency are inappropriate. R-SIRS = Retrospective Structured 
Interview of Reported Symptoms; RS = Rare Symptoms; SC = Symptom Combinations; 
IA = Improbable or Absurd Symptoms; BL = Blatant Symptoms; SU = Subtle 
Symptoms; RO = Reported vs. Observed; DA = Direct Appraisal of Honesty; DS = 
Defensive Symptoms; OS = Overly Specified Symptoms; SO = Symptom Onset; Total 
sample = the simulation and honest data sets combined. 
"Included for informational reasons only. 
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Table 9 

Alpha Reliability Coefficients and Mean Item-Scale Correlations for the Retrospective 

CT-SIRS Scales for Simulators and Total Sample 

Number Alpha 
Mean item-scale 

correlations 

Scale of items Simulators Total 
sample 

Simulators Total 
sample 

Primary scales 

RS 7 .73 .83 .31 .44 

SC 9 .73 .81 .23 .31 

IA 7 .83 .86 .41 .47 

BL 15 .91 .92 .40 .43 

SU 17 .89 .90 .32 .33 

ROa 12 .91 .88 .46 .39 

Supplementary scales 

DA 6 .90 .88 .60 .55 

DS 19 .87 .87 .27 .27 

OS 7 .83 .86 .42 .47 

SO 2 .60 .61 .43 .43 

Note. Scales SEV, SEL, and INC are derived by arithmetic summing. Therefore, 
measures of internal consistency are inappropriate. CT-SIRS = Concurrent Time 
Structured Interview of Reported Symptoms; RS = Rare Symptoms; SC = Symptom 
Combinations; IA = Improbable or Absurd Symptoms; BL = Blatant Symptoms; SU = 
Subtle Symptoms; RO = Reported vs. Observed; DA = Direct Appraisal of Honesty; DS 
= Defensive Symptoms; OS = Overly Specified Symptoms; SO = Symptom Onset; Total 
sample = the simulation and honest data sets combined. 
"Included for informational reasons only. 
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Data Screening 

The data were examined prior to data analysis for accuracy of data entry, missing values, 

and need for data transformation. No missing data were found within the R-SIRS or CT-

SIRS. However, difficulties were identified between the distributions of some variables 

and the assumptions of multivariate analysis. The nature of the construct being measured 

is one of extremes. For instance, malingerers often endorse large numbers of items 

resulting in high scale scores. On the other hand, individuals answering items honestly 

often have extremely low scale scores. As a result, the dependent variable scales are 

frequently bimodal and do not generally meet assumptions of normality. Since this is 

expected and indeed desired, attempts to transform the data are statistically and clinically 

inappropriate. Instead, non-parametric tests were used to confirm univariate tests and 

ensure that the non-normality of the data did not skew results. 

Another area of concern with this data set arose with the desire to conduct 

discriminant analysis. The within-subjects, repeated measures design of the study violates 

the important assumption of independence of observations inherent in discriminant 

analysis. This violation causes the standard error for the Sums of Squares to be 

overestimated, which in turn, underestimates the correct classification rate. It was decided 

that obtaining an estimate, albeit an underestimate, of the classification ability of the R-

SIRS and CT-SIRS was necessary. The reader is cautioned to recognize the limitations of 

the discriminant analyses reported below. 
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Ordering Effects 

Two types of ordering effects were examined in this study. The order of 

administration and the order of condition were counterbalanced so that their effects on 

the CT-SIRS and R-SIRS could be examined. The effects of ordering the two halves (part 

A, then part B versus part B followed by part A) of each measure and the effects of 

ordering conditions (honest, simulation versus simulation, honest) were explored through 

t-tests subjected to the Bonnferroni correction for family-wise Type I error (alpha = .05). 

Order of administration did have an effect on some mean primary scale scores for 

the R-SIRS. Participants in the simulation condition had significantly higher scores on 

two supplementary scales; the DA (t [23] = 2.36, g = .03) and SO (t [23] = 2.88, g = .01) 

scales with the AB order of presentation. In contrast, the order of condition did not make 

for significantly different R-SIRS scale scores. As was the case with the SIRS (Rogers, 

Bagby, & Dickens, 1992), it appears that the R-SIRS should maintain an AB format as it 

helps to differentiate honest respondents from malingerers. 

Order of administration also had an effect on two retrospective CT-SIRS mean scale 

scores. Participants in the honest condition had significantly higher scores on the SC (t 

[24] = 2.31, g = .03) and DS (t [24] = 2.17, g = .04) scales with the BA order of 

presentation. These results indicate that the AB order of administration should be 

maintained for the retrospective CT-SIRS to avoid artificially inflating scale scores of 

honest respondents. 

The order of condition also had an impact on the retrospective CT-SIRS. The order 

of condition impacted two of the retrospective CT-SIRS mean scale scores when 
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participants were simulating malingering. Those who were in the simulation condition 

first scored significantly higher on the BL (t [24] = 2.09, g = .05) and SEV (t [24] = 2.46, 

g = .02) scales when asked to malinger than those who were in the honest condition first. 

These findings suggest that telling the truth first decreases BL and SEV scores. 

Moreover, these findings indicate that counterbalancing is important in this type of 

malingering research. 

Reliability 

Internal Consistency 

Alpha coefficients were computed from the simulation condition data as well as 

from the combined simulation and honest condition data. The alpha coefficients for the 

revised scales of the R-SIRS and CT-SIRS are presented in Tables 8 and 9. Alpha 

coefficients for the SEL, SEV and INC scales were not calculated because they are the 

products of arithmetic summing and as such, are inappropriate for calculating alpha 

coefficients. 

The mean alpha coefficients for the R-SIRS are .88 for the primary scales in both 

the simulation and combined conditions and .75 and .77 respectively for the 

supplementary scales. Only the R-SIRS SO scale, which is comprised of just 2 items, 

exhibited unsatisfactory internal reliability with an alpha of .40. Such a low alpha 

suggests that this scale lacks homogeneity and should not be utilized with this measure. 

All other R-SIRS primary and supplementary scales evidenced excellent internal 

consistency (greater than or equal to .85). 
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The mean alpha coefficients for the retrospective CT-SIRS are .81 and .86 

respectively for the primary scales in the simulation and combined conditions. The 

internal consistency of the RS and SC scales are somewhat lower than the other scales. 

The retrospective CT-SIRS supplementary scales averaged .80 for both conditions. Thus, 

the overall retrospective CT-SIRS internal consistency was quite good. 

Interrater Reliability 

Two raters (one Ph.D. student and one B.A. level research assistant) were used to 

examine the interrater reliability of the R-SIRS (11 cases) and CT-SIRS (12 cases). Rater 

training included several practice administrations of each measure. Raters alternated roles 

between being the active interviewer-rater and passive observer-rater such that each rater 

administered a minimum of ten protocols. 

The interrater reliabilities were exceptional for both the R-SIRS and CT-SIRS and 

are presented in Table 10. The mean interrater reliability for the R-SIRS was 1.00 with a 

range from .99 to 1.00. The mean interrater reliability for the retrospective portion of the 

CT-SIRS was 1.00 with a range from .99 to 1.00 and the mean interrater reliability of the 

current portion of the CT-SIRS was .99 with a range from .95 to 1.00. Thus, both 

measures can be rated reliably by different raters and raters do not need to be highly 

trained. 

Analysis of the Research Questions 

Research Question 1 Can the R-SIRS differentiate between honest reports and 

malingered reports of past symptoms? 
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Table 10 

Interrater Reliabilities for the R-SIRS and CT-SIRS Scales 

CT-SIRS CT-SIRS 
Scales R-SIRS retrospective current 

Primary scales 

RS 1.00 1.00 1.00 

SC 1.00 1.00 1.00 

IA 1.00 1.00 1.00 

BL 1.00 1.00 1.00 

SU 1.00 1.00 1.00 

SEL 1.00 1.00 1.00 

SEV 1.00 1.00 1.00 

Supplementary scales 

DA 1.00 1.00 1.00 

DS .99 1.00 1.00 

OS .99 .99 .95 

SO 1.00 1.00 1.00 

INC 1.00 .99 .95 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms; CT-SIRS = 

Concurrent Time Structured Interview of Reported Symptoms; RS = Rare Symptoms; SC 

= Symptom Combinations; IA = Improbable or Absurd Symptoms; BL = Blatant 

Symptoms; SU = Subtle Symptoms; SEL = Selectivity of Symptoms; SEV = Severity of 

Symptoms; DA = Direct Appraisal of Honesty; DS = Defensive Symptoms; OS = Overly 

Specified Symptoms; SO = Symptom Onset; INC = Inconsistency of Symptoms. 
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For the sake of completeness, this research question was examined in a number of 

ways. First, multivariate and univariate tests of the R-SIRS scales were performed. 

Second, discriminant function analyses were conducted. These first two types of analyses 

were necessary in order to demonstrate differences for the R-SIRS by condition. Third, 

the classification rate of the R-SIRS was calculated when SIRS cut-scores and criteria 

were employed. Fourth, the classification rate of the R-SIRS was calculated when R-

SIRS specific cut-scores were developed and applied. These last two analyses were 

necessary in order to determine the R-SIRS' effectiveness when cut scores are used such 

as they would be in clinical practice. 

This research question was first examined using a two-way within-subjects 

multivariate analysis of variance (MANOVA) with seven dependent variables: the RS, 

SC, IA, BL, SU, SEL, and SEV scales. The independent variable was condition 

(simulation and honest). The total N was 25. 

With the use of Wilks' criterion, the combined DVs were significantly affected by 

condition, Wilks' Lambda = .33, F (7, 18) = 5.33, g = .002. The results reflected a strong 

difference between simulated and honest conditions. The combined DVs accounted for a 

substantial proportion of the variance (t|2 = 68) 2 The observed power was .98. 

Univariate tests revealed that all seven R-SIRS primary scales were able to 

discriminate between respondents' malingered and honest responses. Table 11 contains 

the F values and observed power of each R-SIRS scale, including the supplementary 

scales. Supplementary scales were not entered into the MANOVA, but were tested 
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independently. On a univariate basis, supplementary scales DA, DS, and OS 

differentiated between respondents when simulating malingering versus honest, but 

scales SO and INC did not. Table 12 presents the mean scale scores, standard deviations, 

and effect sizes for the R-SIRS scales. Inspection of the effect sizes of the SO (t|2 = .05) 

and INC (rj2 = .06) scales indicated that these scales failed to reach significance because 

they had little affect as retrospective malingering scales in this study. Given the miniscule 

effect sizes it is unlikely that nonsignificance was the result of a small sample size. 

Moreover, the low internal reliability of the SO scale (alpha coefficient = .40) may 

contribute to this scales' ineffectiveness. 

2 Eta squared (if) was selected as an indicator of strength of association between the D Vs and I Vs because 
it does not assume that the relationships between the predictor variables and criterion variable are linear. 
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Table 11 

Differences on the R-SIRS Scales Between Honest and Malingered Protocols 

Dependent 
variable ss 

Univariate 
F df E 

Observed 
power 

Primary scales 

RS 288.00 21.87 1,24 .001 1.00 

SC 578.00 23.24 1,24 .001 1.00 

IA 392.00 33.13 1,24 .001 1.00 

BL 1425.78 28.74 1,24 .001 1.00 

SU 1003.52 15.58 1,24 .001 1.00 

SEL 1123.38 26.61 1,24 .001 1.00 

SEV 1404.50 20.94 1,24 .001 .99 

ROa 250.88 27.11 1,24 .001 1.00 

Supplementary scales 

DA 128.00 8.70 1,24 .007 .81 

DS 619.52 11.69 1,24 .002 .91 

OS 224.72 16.58 1,24 .001 .97 

SO 2.00 1.20 1,24 .284 .18 

INC 13.52 1.41 1,24 .246 .21 

Symptoms; SC = Symptom Combinations; IA = Improbable or Absurd Symptoms; BL = 
Blatant Symptoms; SU = Subtle Symptoms; SEL = Selectivity of Symptoms; SEV = 
Severity of Symptoms; RO = Reported vs. Observed; DA = Direct Appraisal of Honesty; 
DS = Defensive Symptoms; OS = Overly Specified Symptoms; SO = Symptom Onset; 
INC = Inconsistency of Symptoms. 
"Included for informational reasons only. 
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Table 12 

Mean Scale Scores. Standard Deviations, and Effect Sizes of Respondents in Simulation 

and Honest Conditions on the R-SIRS Scales 

R-SIRS scale 
Simulation 
condition 

Honest 
condition F y\2 

Primary scales 

RS 7.04 (5.86) 2.24 (2.40) 21.87 .48 

SC 9.20 (6.53) 2.40 (2.66) 23.24 .49 

IA 6.08 (5.18) .48 (1.05) 33.13 .58 

BL 17.24 (9.40) 6.56 (5.13) 28.74 .55 

SU 19.00 (9.73) 10.04 (7.00) 15.58 .39 

SEL 20.16(8.93) 10.68 (6.03) 26.61 .53 

SEV 16.92 (10.06) 6.32 (5.85) 20.94 .47 

ROa 4.92 (4.50) 9.40 (2.38) 27.11 .53 

Supplementary scales 

DA 5.28 (5.06) 2.08 (2.87) 8.70 .27 

DS 21.00 (9.43) 13.96 (8.43) 11.69 .33 

OS 5.28 (5.13) 1.04(1.17) 16.58 .41 

SO 2.88 (1.42) 2.48 (1.66) 1.20 .05 

INC 5.96 (4.50) 4.92 (3.32) 1.41 .06 

Interview of Reported Symptoms; RS = Rare Symptoms; SC = Symptom Combinations; 
IA = Improbable or Absurd Symptoms; BL = Blatant Symptoms; SU = Subtle 
Symptoms; SEL = Selectivity of Symptoms; SEV = Severity of Symptoms; RO = 
Reported vs. Observed; DA = Direct Appraisal of Honesty; DS = Defensive Symptoms; 
OS = Overly Specified Symptoms; SO = Symptom Onset; INC = Inconsistency of 
Symptoms. 
"Included for informational reasons only. 
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As explained earlier, data transformations are inappropriate. Still, the difficulties 

caused by violating assumptions of normality and homogeneity of variance were 

recognized. Thus, after running the repeated measures MANOVA and univariate tests, 

results were confirmed with the Wilcoxon Ranks Test. The Wilcoxon is a nonparametric 

test that does not have to satisfy the assumptions that govern parametric tests. These 

analyses confirmed the results of the univariate tests and are reported in Table 13. 

Table 13 

Wilcoxon Rank Comparisons of R-SIRS Simulation and Honest Conditions' Primary 

Scale Distributions 

Scales 

Difference RS SC IA BL SU SEL SEV 

z -3.41 -3.62 -3.64 -3.86 -3.09 -3.71 -3.46 

Significance .001 .001 .001 .001 .003 .001 .001 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms; RS = Rare 
Symptoms; SC = Symptom Combinations; IA = Improbable or Absurd Symptoms; BL 
Blatant Symptoms; SU = Subtle Symptoms; SEL = Selectivity of Symptoms; SEV = 
Severity of Symptoms. 

Next, a direct discriminant function analysis was performed using the seven R-SIRS 

primary scales as predictors for condition membership (simulation vs. honest). All scales 

passed the tolerance test3 of multicollinearity and were retained in the discriminant 

The tolerance test is a statistic used to determine the degree to which the independent variables are 
linearly related to one another (multicollinear). A variable with very low tolerance contributes little 
information to a model, and can cause computational problems. 
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function which showed a strong difference between groups, Wiiks' Lambda = .56, x* (7, 

N = 50) = 25.91, p = .001. The loading matrix of pooled within-groups correlations 

between predictors and the discriminant function is presented in Table 14. Scales are 

ordered by the absolute size of their correlation within the function. These correlations 

suggest that the seven scales are robust predictors of malingering versus honest status. 

Moreover, the IA scale was the best predictor. 

Table 14 

Results of Discriminant Function Analysis of R-SIRS Primary Scales 

Scale Correlations of scales with discriminant functions 
IA .86 

BL .81 

SC .78 

SEL .71 

SEV .74 

RS .62 

SU .61 

Canonical R .66 

Wilks' Lambda .56 

standardized canonical discriminant function provide an estimate of each scale's 
discriminability. Variables ordered by absolute size of correlation within function. R-
SIRS = Retrospective Structured Interview of Reported Symptoms; IA = Improbable or 
Absurd Symptoms; BL = Blatant Symptoms; SC = Symptom Combinations; SEL = 
Selectivity of Symptoms; SEV = Severity of Symptoms; RS = Rare Symptoms; SU = 
Subtle Symptoms. 
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Discriminant analysis classification rates of the R-SIRS are shown in Table 15. The 

negative predictive power of the R-SIRS was greater than the positive predictive power. 

Of the 50 protocols, 100.0% of the honest protocols and 68.0% of the malingered 

protocols were correctly classified for a total hit-rate of 84.0%. These results suggest that 

the R-SIRS is more likely to misclassify malingering respondents as being honest than it 

is to misclassify honest respondents as being malingers. Moreover, these analyses 

indicate that the ability of the R-SIRS to differentiate between honest and malingered 

reports of past symptoms is clinically useful. 

Table 15 

Cla ssification of R-SIRS Respondents When Simulating Malingering and When Honest 

hv a Direct Discriminant Analysis 

Actual group 

Predicted group Honest Simulation 

Honest 25 (100.0%) 0(0%) 

Simulation 8 (32.0%) 17 (68.0%) 

Note. The canonical correlation = .66, Wilks' Lambda = .79, and g — .001. Overall hit 
rate is 84.0%. R-SIRS = Retrospective Structured Interview of Reported Symptoms. 

Cut-Score Classification 

The clinical application of psychological measures requires that cut scores be 

developed. Cut-score development was problematic for the current study for several 

reasons. First, the data in this study are somewhat optimized in that a malingering 
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screening measure (i.e., M-Test) was used to eliminate potential malingerers from the 

study. The use of the M-Test resulted in the elimination of a larger than expected number 

of potential participants and may have over-restricted the sample, thus altering the 

observed response pattern. 

The second reason cut-score development was problematic for the current study was 

its small sample size. Cut-score classification rates usually decrease when applied to 

samples other than the development sample (DeVellis, 1991). Therefore, cut-scores are 

best developed in a two-stage process in which criterion groups are divided into 

calibration and cross-validation samples. Cut-scores are determined using the calibration 

sample and are tested against the cross-validation sample. This procedure requires a 

larger sample than was obtained in the current study and could therefore not be 

accomplished. 

These concerns were addressed by examining the classification rates of the research 

measures when the cut-scores and classification criteria established by Rogers, Bagby, 

and Dickens (1992) for the SIRS were used. Using SIRS cut-scores reduces the 

likelihood of over-fitting the data and should provide for more conservative accuracy 

estimates than would measure specific cut-scores that are developed solely on this data 

set. Measure specific cut-scores were also developed and tested as a basis for comparison 

with SIRS cut-score classification rates and as a basis for future research. 

Classification using SIRS cut-scores. Rogers, Bagby, and Dickens (1992) suggested 

that malingering classifications should reflect appropriate levels of confidence. Thus, 

they recommended a two-tiered model of classification developed by Rogers (1988) in 
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which malingerers were classified as "probable" or "definite" malingerers. Due to the 

seriousness of misclassification consequences, Rogers, Bagby, and Dickens (1992) 

advocated making the criteria for these classifications stringent. They required the 

probable classification to have a <10.0% false positive rate and the definite classification 

to have 0% false positives. This means that the definite classification would almost never 

identify honest respondents as being malingerers. 

Rogers, Bagby, and Dickens (1992) found that malingering classifications were best 

made based on elevations of three or more scales or any one scale in the definite range. 

Thus, these were the criteria used in the current study. Table 16 presents the R-SIRS 

classification rates when the SIRS cut-scores are utilized. The overall accuracy rate of the 

R-SIRS using SIRS cut-scores and a criterion of three or more elevated scales or any one 

scale in the definite range was 76.0%. This means that the R-SIRS was able to distinguish 

between simulators and honest respondents at clinically useful rates when SIRS cut-

scores were utilized. 

Table 16 

R-SIRS Classification Rates Based on SIRS Cut-Scores 

Actual group 

Predicted group Honest Simulation 

Honest 21 (84.0%) 8 (32.0%) 

Simulation 4 (16.0%) 17(68.0%) 

Structured Interview of Reported Symptoms. Overall hit rate = 76.0%. 
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Classification using R-SIRS specific cut-scores. The modified classification criteria 

suggested by Rogers, Bagby, and Dickens (1992) and discussed earlier, was used as 

guidelines for developing R-SIRS specific cut-scores. The resulting R-SIRS cut-scores 

are reported in Table 17. Table 18 denotes the accuracy of R-SIRS feigning classification 

for simulators and honest respondents based on elevations of a single primary scale. 

Honest respondents were correctly classified at very high rates (92.0% to 96.0%). The 

overall accuracy of single primary scales scoring in the probable or higher range was 

significantly better than chance (68.0% to 78.0%). 

Table 17 

R-SIRS Recommended Primary Scale Cut-Scores for the Classification of Feigners 

Scale Probable Definite 

RS 6-10 >10 

SC 7-9 >9 

IA 3-4 >4 

BL 16-18 >18 

SU 21-25 >25 

SEV 16-20 >20 

SEL 19-24 >24 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms; BL = Blatant 
Symptoms; SEL = Selectivity of Symptoms; SC = Symptom Combinations; SEV = 
Severity of Symptoms; IA = Improbable or Absurd Symptoms; SU = Subtle Symptoms; 
RS = Rare Symptoms. 
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Table 18 

Percent Accuracy of R-SIRS Feigning Classification for Simulators and Honest 

Respondents Based on a Single Primary Scale 

Scale Correct honest Correct simulators Overall accuracy 

RS 92 56 74 

SC 92 56 74 

IA 96 60 78 

BL 92 60 76 

SU 92 44 68 

SEV 92 52 72 

SEL 92 64 78 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms; BL = Blatant 

Symptoms; SEL = Selectivity of Symptoms; SC = Symptom Combinations; SEV = 

Severity of Symptoms; IA = Improbable or Absurd Symptoms; SU = Subtle Symptoms; 

RS = Rare Symptoms. 

The R-SIRS classification rates based on R-SIRS developed cut-scores and a 

combination of R-SIRS scale scores in the probable or any scale in the definite range is 

listed in Table 19. Rogers, Bagby, and Dickens (1992) found that malingering 

classifications were best made based on elevations of three or more scales so that false 

positives were minimized. This also appears to be the case with the R-SIRS. The false 

positive rate based on elevations of two scales was an unacceptable 16.0%, but dropped 
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to 4.0% when the three scale rule was invoked. Using this criteria, the R-SIRS 

misclassified only one respondent (false positive) and missed 9 respondents who were 

malingering. Thus, a clinically useful 80.0% hit rate was obtained. 

Table 19 

R-SIRS Classification Rates Based on R-SIRS Cut-Scores 

Actual group 

Number of scales Honest Simulation Accuracy 

> 2 elevated scales or 1 in definite range 21 (84.0%) 17 (68.0%) 76.0% 

> 3 elevated scales or 1 in definite range 24 (96.0%) 16 (64.0%) 80.0% 

>4 elevated scales or 1 in definite range 24 (96.0%) 16 (64.0%) 80.0% 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms. 

Research Question 2: Can the CT-SIRS differentiate between honest reports and 

malingered reports of past symptoms? 

Analyses related to this research question paralleled the analyses of Research 

Question #1. First, multivariate and univariate tests of the CT-SIRS scales were 

performed. Second, discriminant function analyses were conducted. Third, the 

classification rates of the CT-SIRS with SIRS cut-scores and criteria were calculated. 

Lastly, the classification rates of the CT-SIRS with CT-SIRS specific cut-scores were 

calculated. 
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This research question was first examined using a two-way within-subjects 

multivariate analysis of variance (MANOVA) with seven dependent variables: the RS, 

SC, IA, BL, SU, SEL, and SEV scales. The independent variable was condition 

(simulation and honest). The total N was 26. 

With the use of Wilks' criterion, the combined DVs were significantly affected by 

condition, Wilks' Lambda = .49, F (7, 19) = 8.62, p = .001. The results reflected a strong 

association between condition (simulation vs. honest) and the combined DVs, r|2 = .76 

with an observed power of 1.00. 

Univariate tests showed that the seven retrospective CT-SIRS primary scales were 

able to discriminate between respondents' malingered and honest responses. The F values 

and observed power of both primary and supplementary retrospective CT-SIRS scales are 

presented in Table 20. Supplementaiy scales were tested independently as they were not 

entered into the MANOVA. All retrospective CT-SIRS scales, primary and 

supplementary scales included, differentiated between respondents when simulating 

versus honest on a univariate basis. Table 21 presents the mean scale scores, standard 

deviations, and effect sizes for retrospective CT-SIRS scales. 

Due to violations of normality and homogeneity of variance, Wilcoxon Ranks Tests 

were used to confirm univariate test results. These analyses confirmed the results of the 

univariate tests and are reported in Table 22. 
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Table 20 

Tests of Retrospective CT-SIRS Scales 

Dependent 
Variable s s 

Univariate 
F df 

Observed 
power 

Primary scales 

RS 393.25 44.84 1,25 .001 1.00 

SC 480.08 30.47 1,25 .001 1.00 

IA 310.17 25.99 1,25 .001 1.00 

BL 1707.77 36.86 1,25 .001 1.00 

SU 848.08 15.59 1,25 .001 .97 

SEL 1340.31 31.59 1,25 .001 1.00 

SEV 1240.69 19.85 1,25 .001 .99 

ROa 169.92 20.41 1,25 .001 .99 

Supplementary scales 

DA 120.02 8.14 1,25 .011 .78 

DS 769.23 15.61 1,25 .002 .97 

OS 267.77 25.53 1,25 .001 1.00 

SO 24.92 11.31 1,25 .003 .90 

INC 54.02 8.52 1,25 .007 .80 

Note. CT-SIRS = Concurrent Time Structured Interview of Reported Symptoms; RS = 
Rare Symptoms; SC = Symptom Combinations; IA = Improbable or Absurd Symptoms; 
BL = Blatant Symptoms; SEL = Selectivity of Symptoms; SEV = Severity of Symptoms; 
SU = Subtle Symptoms; RO = Reported vs. Observed; DA = Direct Appraisal of 
Honesty; DS = Defensive Symptoms; OS = Overly Specified Symptoms; SO = Symptom 
Onset; INC = Inconsistency of Symptoms. 
included for informational reasons only. 
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Table 21 

Mean Scale Scores. Standard Deviations, and Effect Size of Respondents in Simulation 

and Honest Conditions on the Retrospective CT-SIRS Scales 

Retrospective 
CT-SIRS scale 

Simulation 
condition 

Honest 
condition F n2 

Primary scales 

RS 7.12(3.82) 1.62(2.33) 44.84 .64 

SC 8.19(4.83) 2.12(2.30) 30.47 .55 

IA 5.50 (4.69) .62 (1.36) 25.99 .51 

BL 17.77 (8.76) 6.31 (4.61) 36.86 .60 

SU 19.81 (8.42) 11.73 (7.25) 15.59 .38 

SEL 22.19(7.64) 12.04(5.50) 31.59 .56 

SEV 16.15(10.55) 6.38 (5.86) 19.85 .44 

ROa 3.92 (3.92) 7.54 (3.09) 20.42 .45 

Supplementary scales 

DA 4.85 (4.81) 1.81 (2.88) 8.14 .25 

DS 28.88 (8.93) 21.19(9.39) 15.61 .38 

OS 5.31 (4.83) .77(1.27) 25.53 .51 

SO 3.15(1.41) 1.77(1.63) 11.31 .31 

INC 5.85 (3.99) 3.81 (2.64) 8.52 .25 
Note. Numbers in parenthesis are standard deviations. CT-SIRS = Concurrent Time 
Structured Interview of Reported Symptoms; RS = Rare Symptoms; SC = Symptom 
Combinations; IA = Improbable or Absurd Symptoms; BL = Blatant Symptoms; SEL = 
Selectivity of Symptoms; SEV = Severity of Symptoms; SU = Subtle Symptoms; RO = 
Reported vs. Observed; DA = Direct Appraisal of Honesty; DS = Defensive Symptoms; 
OS = Overly Specified Symptoms; SO = Symptom Onset; INC = Inconsistency of 
Symptoms. 
"Included for informational reasons only. 
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Table 22 

Wilcoxon Rank Comparisons of Retrospective CT-SIRS Simulation and Honest 

Conditions' Primary Scale Distributions 

Scales 

Difference RS SC IA BL SU SEL SEV 

Z -4.13 -3.80 -3.80 -4.00 -2.98 -3.78 -3.18 

Significance .001 .001 .001 .001 .003 .001 .001 

Note. CT-SIRS = Concurrent Time Structured Interview of Reported Symptoms; RS = 

Rare Symptoms; SC = Symptom Combinations; IA = Improbable or Absurd Symptoms; 

BL = Blatant Symptoms; SU = Subtle Symptoms; SEL = Selectivity of Symptoms; SEV 

= Severity of Symptoms. 

Next, a direct discriminant function analysis was performed using the seven 

retrospective CT-SIRS primary scales as predictors for condition membership (simulation 

vs. honest). All scales passed the tolerance test and were retained in the discriminant 

function. The discriminant function showed a strong association between groups and 

predictors, Wilks' Lambda = .49, %2 (7, N = 50) = 33.06, g = .001. 

The loading matrix of pooled within-groups correlations between predictors and the 

discriminant function is presented in Table 23. Correlations are ordered by the absolute 

size of their correlation within the function. These correlations suggest that the seven 

scales are good predictors of malingering versus honest status with RS scale being the 

best predictor and SU being the least effective predictor. 
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Table 23 

Results of Discriminant Function Analysis of Retrospective CT-SIRS Primary Scales 

Scale 

Correlations of scales with 

discriminant functions 

RS 

BL 

SC 

SEL 

IA 

SEV 

SU 

Canonical R 

Wilks' Lambda 

.87 

.82 

.80 

.77 

.71 

.57 

.52 

.71 

.49 

Note. Pooled within-groups correlations with the discriminating variables and 

standardized canonical discriminant function provide an estimate of each scale's 

discriminability. Variables ordered by absolute size of correlation within function. CT-

SIRS = Concurrent Time Structured Interview of Reported Symptoms; RS = Rare 

Symptoms; BL = Blatant Symptoms; SC = Symptom Combinations; SEL = Selectivity of 

Symptoms; IA = Improbable or Absurd Symptoms; SEV = Severity of Symptoms; SU = 

Subtle Symptoms. 

The retrospective CT-SIRS classification rates are shown in Table 24. As was the 

case with the R-SIRS, the negative predictive power of the retrospective CT-SIRS was 
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greater than the positive predictive power. Of the 52 protocols, 92.0% of the honest 

protocols and 81.0% of the malingered protocols were correctly classified for a total hit-

rate of 86.5%. As is preferred, the retrospective CT-SIRS misclassifies only a very small 

proportion of honest respondents. Moreover, these analyses suggest that the CT-SIRS 

could be clinically useful in assisting examiners in identifying retrospective malingering. 

Table 24 

When Honest bv a Direct Discriminant Analysis 

Predicted group 

Actual group 

Honest Simulation 

Honest 

Simulation 

24 (92.3%) 

2 (7.7%) 

5 (19.2%) 

21 (80.8%) 

Note. The canonical correlation = .71, Wilks' Lambda = .49, and g = .001. Overall hit 

rate = 86.5%. CT-SIRS = Concurrent Time Structured Interview of Reported Symptoms. 

Only 15 respondents chose to malinger the current portion of the CT-SIRS during 

Condition 2. Thus, the sample size was too small to determine the discriminant ability of 

the current portion of the CT-SIRS. 

Classification using SIRS cut-scores. The classification ability of the CT-SIRS was 

tested using the scoring and criteria developed for the SIRS by Rogers, Bagby, and 

Dickens (1992). Table 25 presents the CT-SIRS classification rates when the SIRS cut-
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scores are utilized. The overall accuracy rate of the CT-SIRS using SIRS cut-scores and a 

criterion of three or more elevated scales or any one scale in the definite range was 

77.0%. Thus, the CT-SIRS was able to distinguish between simulators and honest 

respondents at clinically useful rates when SIRS cut-scores were utilized. 

Table 25 

CT-SIRS Classification Rates Based on SIRS Cut-Scores 

Actual group 

Predicted group Honest Simulation 

Honest 21 (81.0%) 7 (27.0%) 

Simulation 5 (19.0%) 19 (73.0%) 

Note. CT-SIRS = Concurrent Time Structured Interview of Reported Symptoms; SIRS 

Structured Interview of Reported Symptoms. Overall hit rate = 77.0%. 

Classification using CT-SIRS specific cut-scores. CT-SIRS specific cut-scores were 

also developed and are reported in Table 26. The accuracy of CT-SIRS feigning 

classification for simulators and honest respondents based on elevations of a single 

primary scale is denoted in Table 27. As was the case with the R-SIRS, honest 

respondents were correctly classified at very high rates (92.0% to 96.0%). The overall 

accuracy of single primary scales scoring in the probable to definite range was 

significantly better than chance (67.0% to 81.0%). 
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Table 26 

CT-SIRS Recommended Primary Scale Cutting Scores for the Classification of Feigners 

Scale Probable Definite 

RS 5-10 >10 

SC 7-8 >8 

IA 3-6 >6 

BL 14 >14 

SU 23-27 >27 

SEV 17-19 >19 

SEL 20-21 >21 

Note. CT-SIRS = Concurrent Time Structured Interview of Reported Symptoms; BL = 

Blatant Symptoms; SEL = Selectivity of Symptoms; SC = Symptom Combinations; SEV 

= Severity of Symptoms; IA = Improbable or Absurd Symptoms; SU = Subtle 

Symptoms; RS = Rare Symptoms. 

The CT-SIRS classification rates based on CT-SIRS developed cut-scores and a 

combination of CT-SIRS scale scores in the probable or any scale in the definite range is 

listed in Table 28. When malingering classifications were made based on elevations of 

three or more scales or any one scale in the definite range, the CT-SIRS misclassified two 

honest respondents (false-positives) and missed seven respondents who were simulating 

malingering. Thus, a clinically useful 83.0% hit rate was obtained. 
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Table 27 

Accuracy of CT-SIRS Feigning Classification for Simulators and Honest Respondents 

Based on a Single Primary Scale 

Scale Correct honest Correct simulators Overall accuracy 

RS 96 69 81 

SC 96 65 79 

IA 96 65 79 

BL 96 58 75 

SU 92 47 67 

SEV 96 50 71 

SEL 92 65 77 

Note. CT-SIRS = Concurrent Time Structured Interview of Reported Symptoms; BL = 
Blatant Symptoms; SEL = Selectivity of Symptoms; SC = Symptom Combinations; SEV 
= Severity of Symptoms; IA = Improbable or Absurd Symptoms; SU = Subtle 
Symptoms; RS = Rare Symptoms. 

Table 28 

CT-SIRS Classification Rates Based on CT-SIRS Cut-Scores 

Number of scales 

Actual group 

Honest Simulation Accuracy 

> 2 elevated scales or 1 in definite range 24 (92.0%) 21 (81.0%) 87.0% 

> 3 elevated scales or 1 in definite range 24(92.0%) 19(73.0%) 83.0% 

>4 elevated scales or 1 in definite range 26 (100.0%) 19 (73.0%) 87.0% 

Note. CT-SIRS = Concurrent Time Structured Interview of Reported Symptoms. 
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Research Question 3. Is there a difference in the performance of the R-SIRS and 

CT-SIRS that would indicate one instrument is a more accurate indicator of retrospective 

malingering? 

This research question was analyzed by inspecting effect sizes and classification 

rates of the two instruments. In order to ease comparisons, the overall and individual 

scale effect sizes for the R-SIRS and CT-SIRS are presented in Table 29. The largest 

difference in primary scale effect sizes is found in the RS scale (.48 versus .64). The 

effect sizes of the remaining primary scales are roughly similar with the mean primary 

scale effect size being .49 for the R-SIRS and .52 for the retrospective CT-SIRS. Wilks 

Lambda scores were also similar with R-SIRS Wilks Lambda = .56 and the CT-SIRS 

Wilks Lambda = .49; this indicated that the CT-SIRS accounted for slightly more of the 

variance (44.0% vs. 51.0%). 

The largest differences between the two measures' effect sizes are in favor of the 

CT-SIRS and come from supplementary scales SO and INC. These scales were not useful 

with the R-SIRS, but were useful with the retrospective CT-SIRS. These scales are not 

included in the multivariate analyses and therefore did not impact the difference in the 

multivariate effect sizes. The mean effect size of the supplementary scales is .22 (R-

SIRS) and .34 (retrospective CT-SIRS). 

Overall, the retrospective CT-SIRS had a larger multivariate effect size (.76) than 

the R-SIRS (.68) suggesting that the CT-SIRS may be a slightly better retrospective 

malingering measure than the R-SIRS. However, the significance of this difference is 

questionable as the accuracy rates of the two measures are very similar whether SIRS cut-
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Table 29 

Comparison of R-SIRS and Retrospective CT-SIRS Effect Sizes 

Source R-SIRS scale rj2 CT-SIRS scale r|2 Difference 

MANOVA .68 .76 .08 

Primary scales 

RS .48 .64 .16 

SC .49 .55 .06 

IA .58 .51 .07 

BL .55 .60 .05 

SU .39 .38 .01 

SEL .53 .56 .03 

SEV .47 .44 .03 

Supplementary scales 

DA .27 .25 .02 

DS .33 .38 .05 

OS .41 .51 .10 

SO .05 .31 .26 

INC .06 .25 .19 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms; CT-SIRS = 
Concurrent Time Structured Interview of Reported Symptoms; RS = Rare Symptoms; SC 
= Symptom Combinations; IA = Improbable or Absurd Symptoms; BL - Blatant 
Symptoms; SU = Subtle Symptoms; SEL = Selectivity of Symptoms; SEV = Severity of 
Symptoms; DA = Direct Appraisal of Honesty; DS = Defensive Symptoms; OS = Overly 
Specified Symptoms; SO = Symptom Onset; INC = Inconsistency of Symptoms. 
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scores (R-SIRS = 76.0%; CT-SIRS = 77.0%) or measure specific cut-scores (R-SIRS = 

80.0%; CT-SIRS = 83.0%) are utilized. 

Research Question 4. Can the R-SIRS or CT-SIRS accurately classify the feigning 

of retrospective mental illness by mentally challenged individuals whose estimated IQ is 

less than 70? 

This research question could not be analyzed since the lowest obtained estimated IQ 

score was 81. However, the relationship between the performance of the two instruments 

and intellectual functioning is explored in Research Question 5. 

Research Question 5. Does the accuracy of the R-SIRS or CT-SIRS decrease as 

evaluatees' intellectual functioning increases thereby indicating that successful 

retrospective malingering is associated with greater intellectual ability? 

This research question was initially examined via rho correlations for the R-SIRS. 

The mean R-SIRS IQ was 97.57 with a standard deviation of 9.26. IQ scores ranged from 

81 to 116. A correlation between the correct classification of a case by the MANOVA 

analyses of the R-SIRS and respondents' IQ score was not significant (r = -.02, p = .88). 

Likewise, a correlation between the R-SIRS correct classification of a case using SIRS 

cut-scores and criteria was also not significant (r = .03,2 = .82). Moreover, correlations 

between the individual R-SIRS primary scales and IQ scores were not significant. 

Next, cases were divided into four groups according to their interquartile score. 

Table 30 lists the number of R-SIRS cases that were hits and the number of cases that 

were misses (according to the MANOVA analyses) for each quartile group. The correct 

classification rates of IQ quartile groups were compared by a Chi-square analysis. No IQ 
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group was more accurately classified than another IQ group, x2 (3, N = 46) = .59, g = .90. 

These results suggest that the overall accuracy of the R-SIRS does not fluctuate with an 

evaluatee's level of intellectual functioning between borderline and bright normal IQs. 

Table 30 

R-SIRS Hit and Misses bv Ouartile Based on 10 Scores 

Ouartiles based on intellectual functioning 

First Second Third Fourth 

Hit 11 9 10 8 

Miss 3 1 2 2 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms. First quartile 
= lowest; fourth quartile = highest. 

Analysis of this research question for the CT-SIRS paralleled that of the R-SIRS. 

The mean CT-SIRS IQ was 96.70 with a standard deviation of 11.55. IQ scores ranged 

from 81 to 125. A rho correlation between the correct classification of a case by the 

retrospective CT-SIRS (as determined by the MANOVA analyses) and respondents' IQ 

scores was not significant (r = -.03, g = .86). Likewise, a correlation between the CT-

SIRS correct classification of a case using SIRS cut-scores and criteria was not 

significant (r = .19, p = .21). However, the INC scale possessed a significant negative 

correlation with IQ in the simulation condition (r = -.45, g = .03) and also approached 

significance in the honest condition (r = -.38, g = .07). These findings indicate that there 

were greater levels of inconsistent responding with lower IQs in the simulation condition, 

and perhaps in the honest condition. 
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Next, CT-SIRS cases were divided into four groups according to interquartile 

rankings of IQ scores. Table 31 lists the number of CT-SIRS cases that were hits and the 

number of cases that were misses (according to the MANOVA analyses) for each 

quartile. The retrospective CT-SIRS correct classification rates for the IQ quartiles were 

compared by a Chi-square analysis. No IQ group was classified at a significantly 

different rate than any other IQ group, x2 (3, N = 46) = .29, p = .96. Thus, these analyses 

indicate that the overall accuracy of the retrospective CT-SIRS does not fluctuate with IQ 

level between borderline and superior IQs, but that scores on the INC scale do. 

Table 31 

CT-SIRS Hit and Misses bv Quartile Based on 10 Scores 

Quartiles based on intellectual functioning 

First Second Third Fourth 

Hit 14 7 13 7 

Miss 2 1 1 1 

Note. CT-SIRS = Concurrent Time Structured Interview of Reported Symptoms. First 
quartile = lowest; fourth quartile = highest. 

Research Question 6. Can the R-SIRS or CT-SIRS accurately classify individuals 

with impaired executive cognitive functioning as malingering or honest? 

The R-SIRS sample was divided into two groups in order to examine this research 

question. The Cognitively Intact group was composed of individuals who scored 13 and 

below on the EXIT. The Cognitively Impaired group was composed of individuals who 

scored 14 and above on the EXIT. This resulted in 10 R-SIRS respondents being 
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identified as Cognitively Intact and 14 respondents being identified as Cognitively 

Impaired. The sample was too small to perform discriminant analysis. 

Instead, this research question was examined by comparing the accuracy rates of the 

Cognitively Intact and Cognitively Impaired groups when SIRS cut-scores and the 

criterion of three or more scales in the probable range or any scale in the definite range 

indicating malingering were utilized. The results are presented in Table 32. This criterion 

resulted in the R-SIRS having an accuracy rate of 70.0% for the Cognitively Intact group 

and 79.0% for the Cognitively Impaired group. Thus, R-SIRS can accurately classify a 

respondent whose executive cognitive functioning is impaired and does so at clinically 

useful rates. 

Table 32 

R-SIRS and CT-SIRS Accuracy Rates (When SIRS Cut-Scores and Criteria are Used) for 

Cognitively Intact and Cognitively Impaired Respondents 

True-positives True-negatives Accuracy rate 

R-SIRS 

Cognitively intact 80.0% 60.0% 70.0% 

Cognitively impaired 86.0% 71.0% 79.0% 

CT-SIRS 

Cognitively intact 82.0% 65.0% 74.0% 

Cognitively impaired 88.0% 100.0% 94.0% 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms; CT-SIRS = 
Concurrent Time Structured Interview of Reported Symptoms. 
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Retrospective CT-SIRS respondents were divided into Cognitively Impaired (n = 8) 

and Cognitively Intact groups (n = 17) as explained in the analysis of the R-SIRS. Using 

SIRS cut-scores and a criteria of three or more elevated scales or any scale in the definite 

range indicating malingering, the CT-SERS had a 74.0% accuracy rate for the Cognitively 

Intact group and a 94.0% accuracy rate for the Cognitively Impaired group. These results 

are presented in Table 32. Hence, as was the case with the R-SIRS, the CT-SIRS can 

accurately classify a respondent whose executive cognitive functioning is impaired and 

does so at clinically useful rates. Moreover, the CT-SIRS appears to be more accurate 

when used with cognitively impaired individuals. 

Research Question 7. Does the hit rate of the R-SIRS or CT-SIRS decrease as 

evaluatees' executive functioning increases, indicating that successful retrospective 

malingering is associated with better executive cognitive functioning? 

A point-biserial correlation between the correct classification of a case (as 

determined by the MANOVA analyses) by the R-SIRS and total EXIT scores was used to 

explore this research question. The correlation was not significant (r = -.08, g = .58). Nor 

was a correlation between EXIT scores and the R-SIRS hit rate when SIRS cut-scores 

and a criteria of three or more elevated scales or any scale in the definite range indicating 

malingering was used (r = -. 14, p = .34). Thus, the hit rate of the R-SIRS did not fluctuate 

significantly with respondents' level of executive cognitive functioning. 

Similarly, a point-biserial correlation between the correct classification of a case by 

the retrospective CT-SIRS and total EXIT score was not significant (r = .05, p = .74). Nor 

was a correlation between the CT-SIRS correct classification of a case using SIRS cut-
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scores and criteria (r = -.20, p =16). These analyses showed that the hit rate of the 

retrospective CT-SIRS did not fluctuate significantly alongside respondents' level of 

executive cognitive functioning. 

Research Question 8. Is the CT-SIRS more accurate at detecting retrospective 

malingering when respondents also malinger current symptoms? 

This research question was examined by comparing retrospective CT-SIRS' 

accuracy rates for respondents who answered the current CT-SIRS honestly (n = 9) with 

those who simulated (n = 15). SIRS cut-scores and the criterion of three or more elevated 

scales or any scale in the definite range was used to indicate malingering. This criterion 

resulted in an accuracy rate of 72.0% (89.0% True-positive; 67.0% True-negative) for 

respondents who chose to answer the current portion of the CT-SIRS honestly when 

malingering the retrospective portion and an 87.0% (87.0% True-positive; 73.0% True-

negative) accuracy rate for those who malingered both the current and retrospective 

portions of the CT-SIRS. Thus, it appears that the CT-SIRS was more accurate at 

detecting retrospective malingering when respondents also malingered current symptoms. 

However, this finding should be considered in light of the small sample size. 

Research Question 9. If the CT-SIRS is more accurate at detecting retrospective 

malingering when respondents also malinger current symptoms (Research Question #8); 

is the effect larger for individuals with impaired executive cognitive functioning? 

This research question was analyzed by comparing the accuracy rates (using SIRS 

cut-scores and the criterion of three or more elevated scales or any scale in the definite 

range to indicate malingering) of the Cognitively Intact and Cognitively Impaired groups 
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for respondents who chose to malinger current symptoms (n = 30). EXIT scores were 

missing for two respondents leaving 14 each in the Cognitively Intact and Cognitively 

Impaired groups. Accuracy rates were identical for both groups (93.0%). Thus, there was 

no difference in accuracy rates for cognitively impaired or intact individuals who 

malingered current symptoms. 

Research Question 10. Does the hit rate of the R-SIRS and CT-SIRS evidence 

increased accuracy when apathy or impulsivity increases? 

R-SIRS respondents were divided into two groups. Respondents scoring 14 and 

below on the QED comprised the apathetic group while respondents who scored 16 and 

above on the QED comprised the impulsive group. Point-biserial correlations between the 

R-SIRS' correct classification of a case (using SIRS cut-scores and the criterion of three 

or more elevated scales or any scale in the definite range to indicate malingering) and the 

QED scores of the two groups were used to examine this research question. Neither the 

correlation between apathy and the R-SIRS (r = .22, g = .39) or the correlation between 

impulsivity and the R-SIRS (r = -. 17, g = .42) was significant. Thus, the R-SIRS hit rate 

did not fluctuate with either apathy or impulsivity. 

CT-SIRS respondents were grouped by QED scores in the same manner as R-SIRS 

respondents and were also analyzed using point-biserial correlations. As was the case 

with the R-SIRS, a correlation between the CT-SIRS' correct classification of a case and 

QED rated apathy (r = -.07, p = .74) was not significant. Nor was a correlation between 

the CT-SIRS' correct classification of a case and QED rated impulsivity (r = .29, g = 

.18). These findings indicate that the accuracy rate of the retrospective CT-SIRS also 
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does not fluctuate with impulsivity or apathy. Thus, neither apathy nor impulsivity aided 

detection. 

Supplementary Analysis 

Education 

Analyses indicated that estimated IQ was not related to the overall hit rate of the R-

SIRS or CT-SIRS. Yet, a respondent's level of education may be related to the research 

measures' accuracy rates. This possibility was first examined via a point-biserial 

correlation between the correct classification of a case by the R-SIRS (using SIRS cut-

scores and the criterion of three or more elevated scales or any scale in the definite range 

to indicate malingering) and education. The correlation was not significant (r = .04, p = 

.80) for this supplementary analysis. Thus, the accuracy of the R-SIRS did not fluctuate 

significantly with educational level. 

Next, cases were divided into three groups: non-high school graduates, high school 

graduates, and those who had at least some post-high school education. Table 33 lists the 

number of R-SIRS cases that were hits and the number that were misses (using SIRS 

scoring) for each education group. The correct classification rates of the education groups 

could not be compared statistically as the expected count of some cells was too low to 

perform Chi-square analysis. However, an interesting pattern can be observed from 

inspecting Table 33. Although 40.0% of the high school graduates were misclassified by 

the R-SIRS, only 18.0% of the non-high school graduates were misclassified, and none of 

the individuals with post-high school education were misclassified. The observed patterns 
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may be an artifact of how the groups were defined. Thus, the relationship between the 

accuracy of the R-SIRS and education level should be explored in future research. 

Table 33 

R-SIRS Hit and Misses bv Education Group 

Education Group 

Non-high school High school Post-high school 

graduates graduates 

_ _ _ _ 

Miss 4 8 0 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms. 

Similar analysis was performed for the CT-SIRS. A point-biserial correlation 

between the correct classification of a case by the retrospective CT-SIRS and education 

was not significant (r = -.13, g = .35). Nor was the pattern seen with the R-SIRS 

education groups observed with the CT-SIRS. Table 34 lists the number of CT-SIRS 

cases that were hits and the number that were misses (using SIRS scoring) for the three 

education groups. It does not appear that the accuracy of the retrospective CT-SIRS is 

related to the education level of respondents. 
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Table 34 

CT-S1RS Hit and Misses bv Education Group 

Education Group 

Non-high school High school Post-high school 

graduates graduates _ _ - _ 
Miss 8 2 2 

Note. CT-SIRS = Concurrent Time Structured Interview of Reported Symptoms. 

Respondents Perception of Accuracy 

In order to determine if the accuracy of respondents' self-perceptions is related to 

their actual performance, point-biserial correlations between accuracy rates (using SIRS 

scoring) and the respondents' degree of self perceived accuracy were conducted. No 

relation was observed between the R-SIRS' hit rate and respondents' self-perceptions (r = 

-.19, p = .19) or between the retrospective CT-SIRS' hit rate and respondents' self-

perceptions (r = .13, j> = .38). Moreover, there was no difference between respondent's 

self-perceptions of accuracy and their actual success rate for the R-SIRS, F (1, 22) = 3 .35, 

g = .08 or the CT-SIRS, F (1, 23) = .73, j> = .40. However, a trend was observed for the 

R-SIRS whereby respondents who were correctly identified as malingering by the R-

SIRS tended to more strongly believe that they had eluded detection than those who had 

not eluded detection. 



CHAPTER IV 

DISCUSSION 

The number of forensic evaluations, both criminal and civil, has increased 

dramatically over the last several decades. Many of these evaluations require clinicians to 

determine the veracity of an evaluatee's current report of past symptoms of mental 

illness. Yet, clinicians have not had a standardized, empirically validated retrospective 

malingering measure with which to accomplish this task. The highly consequential nature 

of forensic evaluations (Grisso & Appelbaum, 1992; Mossman & Hart, 1996) makes this 

deficit especially alarming. Forensic opinions should be based on empirically derived 

knowledge and validated assessment instruments (Faust, 1995; OglofF, 1990; Owens, 

1995). Thus, empirically validated assessment instruments with which to evaluate 

retrospective reports of mental illness are needed. 

The R-SIRS and the CT-SIRS show promise of filling this void and assisting 

clinicians in increasing the quality of forensic evaluations by providing a standardized 

method of assessing retrospective malingering. Both the R-SIRS and CT-SIRS were able 

to distinguish between simulated malingered responses and honest responses of past 

symptoms of mental illness with a forensic psychiatric sample. The performance of these 

measures in the current study strongly suggests that the strategies used to identify 

malingerers of current symptoms can also be used to identify malingerers of retrospective 
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symptoms. Furthermore, the interrater reliabilities of the R-SIRS and CT-SIRS were very 

high, irrespective of professional training. 

The General Performance of the R-SIRS and CT-SIRS 

The overall performance of both the R-SIRS and CT-SIRS proved to be quite 

encouraging in this initial validation study. These instruments showed a good ability to 

discriminate between malingering and honest forensic inpatients in their retrospective 

responses. Indeed, all seven primary scales utilized with the R-SIRS and CT-SIRS 

discriminated between honest and malingering respondents. 

The R-SIRS and CT-SIRS have only seven primary scales because the Reported 

versus Observed (RO) scale is not appropriate for retrospective evaluations and was 

removed from the final R-SERS and CT-SIRS analyses. The RO scale on the SIRS is 

concerned with whether an evaluatee inaccurately reports a behavior as present or absent. 

The RO scale on the R-SIRS and CT-SIRS inquires about the evaluatee's behavior during 

the past time period in question. This scale is inappropriate for retrospective evaluations 

since behavioral observation of the past is impossible and the meaning of the sudden 

beginning of inquired about behaviors is ambiguous in the retrospective evaluation 

context. RO scale data were provided in this study for the sake of completeness. 

However, the use of this scale in clinical practice is not endorsed and is strongly 

discouraged. 

The positive overall performance of the R-SIRS and CT-SIRS are in part due to 

their impressive power levels. Both measures evidenced ample power with primary scale 

power levels being .99 and 1.00 for the R-SIRS and ranging from .97 to 1.00 for the CT-
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SIRS. Power levels of this magnitude are impressive in-and-of themselves, but are 

remarkable in this particular study for two reasons. First, the power levels were 

handicapped by the sample size because a small sample size tends to suppress power. 

Second, the within-subjects design of this study decreased the possibility of observing 

discriminating effects. The standard error for the Sums of Squares is overestimated when 

observations are not independent, as is the case with a between-subjects design. This, in 

turn, underestimates the correct classification rate. Consequently, the effect size, and 

therefore the power, is decreased. The fact that the power levels were so high despite 

these handicaps indicates that the discriminatory powers of the R-SIRS and CT-SIRS are 

strong. 

The overall classification rates obtained by the R-SIRS and CT-SIRS also indicate 

that these measures are clinically useful retrospective instruments regardless of which 

classification rates are considered. For example, discriminant analysis of the combined 

primary scales showed respectable overall classification rates of 84.0% for the R-SIRS 

and 86.5% for the CT-SIRS. Classification rates when cut scores were used were also 

good. The R-SIRS obtained a 76.0% overall hit rate using SIRS scoring and an 80.0% 

classification rate using measure specific cutscores. Similarly, the CT-SIRS obtained a 

77.0% overall classification rate using SIRS scoring and an 83.0% classification rate 

using measure-specific cut scores. 

Two design issues make these classification rates especially encouraging. First, as 

just discussed, the between-subjects design causes the statistical analyses to 

underestimate the true capabilities of the two instruments. The actual overall 
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classification rates of the R-SIRS and CT-SIRS presumably exceed these estimates. 

Replication with a between-groups design would likely show improved overall 

classification rates and would provide better estimates of the true classificatory ability of 

the measures. Second, this study used a psychiatric sample. A psychiatric sample 

generally poses a much more stringent test of a malingering measures' ability to 

differentiate honest and malingered responses than does a non-clinical sample (Rogers, 

1997d). Thus, attaining good classification rates with this population means that more 

confidence can be placed in these estimates. Moreover, using a validational sample from 

a forensic psychiatric population helped to increase the clinical applicability of the R-

SIRS and the CT-SIRS since this study's sophisticated sample was able to draw on their 

personal experiences with the legal system and mental illness (Rogers, 1997d; Rogers & 

Cruise, 1998). 

The R-SIRS and CT-SIRS not only had good overall classification rates, but their 

discriminant analysis also showed that they had highly desirable predictive power 

patterns (Rogers, Bagby, & Dickens, 1992) in that their negative predictive power was 

greater than their positive predictive power. One hundred percent of honest protocols and 

68.0% of malingered protocols were correctly classified by the R-SIRS discriminant 

analysis. Similarly, 92.3% of honest protocols and 80.8% of malingered protocols were 

correctly classified by the CT-SIRS discriminant analysis. Thus, these research measures 

are more likely to misclassify malingering respondents as being honest than to 

misclassify honest respondents as being malingers. This predictive power pattern is 

highly desirable given that misclassifying honest respondents is more egregious than 
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misclassifying malingering respondents and given the highly consequential nature of 

forensic evaluations and malingering classifications (Grisso & Appelbaum, 1992; Hess, 

1987; Melton, Petrila, Poythress, & Slobogin, 1997b; Mossman & Hart, 1996). 

Interestingly, the CT-SIRS was more accurate when respondents malingered both 

past and current time frames than when they were honest about current symptoms and 

malingered retrospective symptoms. Perhaps those who reported being honest about their 

current symptoms experienced a "pull towards reality" when answering retrospective 

questions. This pull may have caused them to endorse fewer items than they otherwise 

would have endorsed. Alternatively, being honest about current symptoms may have 

provided respondents with a reference or anchor that kept them from straying too far 

afield when malingering. This hypothesis is supported by the finding that the CT-SIRS' 

BL and SEV scores were significantly less for those who were in the honest condition 

first and simulation condition second. 

Comparison of the R-SIRS, CT-SIRS, and SIRS 

There is no other retrospective malingering measure with which to compare the R-

SIRS and CT-SIRS. However, the SIRS provides a useful instrument with which to 

compare the R-SIRS and CT-SIRS as it is their parent measure and is the best present 

time malingering instrument available. Accordingly, the performance of the R-SIRS, CT-

SIRS, and SIRS measures are compared in this section. They are compared on reliability 

indices, multivariate effects, classification rates, and individual scale performances. 
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Reliability 

Two of basic indicators of a scale's reliability and soundness are item-to-scale 

correlations and alpha coefficients (DeVillis, 1991). The item-to-scale correlations of the 

R-SIRS, CT-SIRS, and SIRS are presented in Table 35 and the three measure's alpha 

reliability coefficients are presented in Table 36. 

Table 35 

Average Item-Scale Correlations for the R-SIRS. CT-SIRS. and SIRS Scales 

Scale SIRS" R-SIRS CT-SIRS 

Primary scales 

RS .41 .41 .44 

SC .35 .39 .31 

IA .55 .54 .47 

BL .44 .41 .43 

SU .38 .39 .33 

Supplementary scales 
DA .28 .42 .55 

DS .19 .28 .27 

OS .36 .52 .47 

SO .49 .32 .43 

Concurrent Time Structured Interview of Reported Symptoms; SIRS = Structured 
Interview of Reported Symptoms; RS = Rare Symptoms; SC = Symptom Combinations; 
IA = Improbable or Absurd Symptoms; BL = Blatant Symptoms; SU = Subtle 
Symptoms; DA = Direct Appraisal of Honesty; DS = Defensive Symptoms; OS = Overly 
Specified Symptoms; SO = Symptom Onset. 
a Item-to-scale correlations reproduced from Rogers, Gillis, Dickens, and Bagby (1991). 
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Table 36 
i 

Average Alpha Reliability Coefficients for the R-SIRS. CT-SIRS. and SIRS Scales 

Scale SIRS' R-SIRS CT-SIRS 

Primary scales 

RS .85 (8) .85 (8) .83 (7) 

SC .83 (10) .87 (10) .81 (9) 

IA .89 (7) .89 (7) .86 (7) 

BL .92 (15) .91 (15) .92(15) 

SU .92 (17) .91 (16) .90(17) 

Supplementary scales 

DA .75 (8) .84 (7) .88 (6) 

DS .82 (19) .87 (17) .87 (19) 

OS .77 (7) .88 (7) .86 (7) 

SO .66 (2) .49 (2) .61 (2) 

Note. Numbers in parentheses are the number of items comprising the scale. Scales SEV, 
SEL, and INC are derived by arithmetic summing. Therefore, measures of internal 
consistency are inappropriate. R-SIRS = Retrospective Structured Interview of Reported 
Symptoms; CT-SIRS = Concurrent Time Structured Interview of Reported Symptoms; 
SIRS = Structured Interview of Reported Symptoms; RS = Rare Symptoms; SC = 
Symptom Combinations; IA = Improbable or Absurd Symptoms; BL = Blatant 
Symptoms; SU = Subtle Symptoms; DA = Direct Appraisal of Honesty; DS = Defensive 
Symptoms; OS = Overly Specified Symptoms; SO = Symptom Onset. 
a Alpha reliability coefficients reproduced from Rogers, Gillis, Dickens, and Bagby 
(1991). 

Examination of the item-to-scale correlations suggests that the R-SIRS, CT-SIRS, 

and SIRS have very similar item-to-scale correlations for primary scales. However, the 
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R-SIRS and CT-SIRS generally have much better item-to-scale correlations on 

supplementary scales than does the SIRS. Thus, primary scale items on the R-SIRS and 

CT-SIRS tend to be at least as correlated with their respective scales as are SIRS primary 

scale items and R-SIRS and CT-SIRS supplementary scale items are generally better 

correlated with their respective scales than are SIRS items. 

Likewise, the alpha reliability coefficients were remarkably similar for the primary 

scales of the three measures. In general, alphas were robust for all three measure's 

primary scales. As for the supplementary scales, the R-SIRS and CT-SIRS DA, DS and 

OS scales possessed higher alpha reliability coefficients than did the SIRS. Thus, these 

scales on the R-SIRS and CT-SIRS are slightly more homogeneous than they are on the 

SIRS. Perhaps using these strategies in a retrospective manner reduced idiosyncratic 

interpretations of items, which in turn, increased item homogeneity. 

Only the SO scale showed lower alpha reliability coefficients for the R-SIRS and 

CT-SIRS than was shown for the SIRS. In fact, the R-SIRS' SO scale exhibited a much 

lower alpha reliability coefficient than did the SIRS (.49 versus .66). This finding is in 

line with the SO scale's overall poor R-SIRS performance. In contrast, the difference 

between the alpha reliability of the SIRS and CT-SIRS SO scales was minimal (.61 

versus .66). These results indicate that, with the exception of the R-SIRS SO scale, the 

internal reliability of the R-SIRS and CT-SIRS primary and supplementary scales are at 

least as good, if not better than the internal reliability of the SIRS. 

Another basic measure of an instrument's soundness is interrater reliability. The R-

SIRS and CT-SIRS were shown to have good interrater reliabilities despite one rater 
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being relatively unskilled (i.e., bachelor's level). The R-SIRS, CT-SIRS, and SIRS 

interrater reliabilities are presented in Table 37. All of the R-SIRS and CT-SIRS 

interrater reliabilities either met or exceeded the SIRS interrater reliabilities. Taken 

together, the R-SIRS and CT-SIRS item-to-scale correlations, alpha coefficients, and 

interrater reliabilities obtained in this initial validation study suggest that these measures' 

primary and supplementary scales meet or, in the case of some supplementary scales, 

exceed the standards set by the SIRS. However, it is important that these findings are 

confirmed by additional research before firm conclusions can be drawn. 

Multivariate Differences 

Multivariate analyses were not used in the validation of the SIRS. Therefore, the 

SIRS cannot be compared to the R-SIRS and CT-SIRS on a multivariate level. 

Comparison of the multivariate analyses (R-SIRS Wilks' Lambda =.33; CT-SIRS Wilks' 

Lambda = 49) and effect sizes of the R-SIRS and CT-SIRS suggests that the CT-SIRS 

may be a slightly better overall retrospective malingering measure than the R-SIRS. 

However, the significance of the multivariate effect size difference between the R-SIRS 

and CT-SIRS (.08) is questionable. Moreover, the accuracy rates of the two measures are 

almost identical (R-SIRS = 76.0%, CT-SIRS = 77.0%) when SIRS cut scores and a 

criterion of three or more elevated scales is used. On the other hand, in comparison with 

the R-SIRS, the CT-SIRS may have been disadvantaged by participant's freedom to 

choose whether or not to malinger the current symptom portion of the CT- SIRS. Recall 

that the CT-SIRS was more accurate when respondents malingered both past and current 

time frames than when they were honest about current symptoms and malingered 
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Table 37 

Interrater Reliabilities for the SIRS. R-SIRS. and CT-SIRS Scales 

Scales SIRS4 R-SIRS CT-SIRS 

Primary scales 

RS .98 1.00 1.00 

SC .98 1.00 1.00 

IA .98 1.00 1.00 

BL .97 1.00 1.00 

SU .97 1.00 1.00 

SEL 1.00 1.00 1.00 

SEV 1.00 1.00 1.00 

Supplementary scales 

DA .95 1.00 1.00 

DS 1.00 .99 1.00 

OS .97 .99 .99 

SO .93 1.00 1.00 

INC .99 1.00 .99 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms; CT-SIRS = 
Concurrent Time Structured Interview of Reported Symptoms; SIRS = Structured 
Interview of Reported Symptoms; RS = Rare Symptoms; SC = Symptom Combinations; 
IA = Improbable or Absurd Symptoms; BL = Blatant Symptoms; SU = Subtle 
Symptoms; SEL = Selectivity of Symptoms; SEV = Severity of Symptoms; DA = Direct 
Appraisal of Honesty; DS = Defensive Symptoms; OS = Overly Specified Symptoms; 
SO = Symptom Onset; INC = Inconsistency of Symptoms. 
"SIRS reliabilities are the mean of two studies reported in Rogers, Bagby, & Dickens, 
1992. 



135 

retrospective symptoms. This may have placed the CT-SIRS at an unfair disadvantage 

since almost 40.0% of the CT-SIRS sample chose to answer current symptoms honestly. 

It is possible that the CT-SIRS could have better outperformed the R-SIRS had the two 

measures been administered under the same conditions. 

Overall Classification Accuracy 

Table 38 contains the percent classification accuracy of the SIRS, R-SIRS, and CT-

SIRS primary scales by three scoring methods: a) discriminant analysis, b) use of SIRS 

derived cut scores and a criterion of three or more elevated scales, c) use of measure 

specific cut scores and a criterion of three or more elevated scales. Classification rates of 

the three measures were remarkably similar for the discriminant analysis and SIRS 

scoring classification methods. Noteworthy classification rate differences were only 

observed when measure specific cut scores were applied. 

Table 38 

Percent Classification Accuracy of SIRS. R-SIRS. and CT-SIRS bv Various Scoring 

Methods 

Classification method SIRS* R-SIRS CT-SIRS 

Discriminant analysis 89.9 84 86.5 

SIRS scoring 73 76 77 

Measure specific scoring 73 80 83 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms; CT-SIRS = 
Concurrent Time Structured Interview of Reported Symptoms; SIRS = Structured 
Interview of Reported Symptoms. 
"SIRS data taken from Rogers, Bagby, and Dickens (1992). 
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Classification rates favored the R-SIRS and CT-SIRS by as much as ten percentage 

points when measure specific cut scores were used. However, these rate differences may 

be a result of over-fitting the data. As discussed more fully in the Results section, R-SIRS 

and CT-SIRS cut scores were developed using a small and somewhat optimized sample 

and cut scores have yet to be cross-validated. It is likely that classification rates would 

shrink upon cross-validation. 

Nevertheless, the major difference in using R-SIRS and CT-SIRS developed cut 

scores versus SIRS cut scores was that much higher false positive rates occurred with the 

use of SIRS cut scores. Indeed, measure specific cut scores resulted in one false positive 

for the R-SIRS and two false positives for the CT-SIRS. In contrast, SIRS scoring 

resulted in four false positives for the R-SIRS and five false positives for the CT-SIRS. 

The differing classification and false positive rates show that it is important to develop 

measure specific cut scores, especially since making false positive errors is far more 

serious than making false negative errors in malingering classifications (Rogers, Bagby, 

& Dickens, 1992). 

Moreover, no matter how similar the instruments, it would be unwise to blindly 

apply scoring meant for a current malingering instrument to instruments of retrospective 

malingering. Support for this premise comes from comparing the recommended primary 

scale cut scores for the classification of malingerers on the SIRS, R-SIRS, and CT-SIRS 

which are presented in Table 39. Questions of over-fitting the data aside, multiple large 

cut score differences are evident (e.g., BL, SEV, SEL scales) and indicate that the 

measures perform differently and that the cut scores for one measure cannot simply be 
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utilized with another measure. Still, more research is needed in order to determine the 

optimum cut scores for the R-SIRS and CT-SIRS. 

Table 39 

Recommended Primary Scale Cutting Scores for the Classification of Feigners on the R-

SIRS. CT-SIRS. and SIRS 

R-SIRS CT-SIRS SIRS 

Scale Probable Definite Probable Definite Probable Definite 

RS 6-10 >10 5-10 >10 5-8 >8 

SC 7-9 >9 7-8 >8 7-11 >11 

IA 3-4 >4 3-6 >6 6 >6 

BL 16-18 >18 14 >14 11-23 >23 

SU 21-25 >25 23-27 >27 16-25 >25 

SEV 16-20 >20 17-19 >19 10-16 >16 

SEL 19-24 >24 20-21 >21 18-31 >31 

* A J I 7 

Concurrent Time Structured Interview of Reported Symptoms; SIRS = Structured 
Interview of Reported Symptoms; BL = Blatant Symptoms; SEL = Selectivity of 
Symptoms; SC = Symptom Combinations; SEV = Severity of Symptoms; IA = 
Improbable or Absurd Symptoms; SU = Subtle Symptoms; RS = Rare Symptoms. 

One fundamental difference between the SIRS, R-SIRS, and CT-SIRS must be 

considered when comparing their classification rates; that is that the SIRS has eight 

primary scales with which to identify malingering while the R-SIRS and CT-SIRS each 

have only seven primary scales. Consequently, the R-SIRS and CT-SIRS have one less 
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strategy or opportunity to identify malingerers. Moreover, the R-SIRS and CT-SIRS have 

one fewer scales with which to meet the three or more elevated scales criterion employed 

by the three measures. Still, it is encouraging that despite this handicap, the R-SIRS and 

CT-SIRS obtained classification rates quite similar to those of the SIRS. 

Individual Scale Performance 

The performance of the individual scales of the SIRS, R-SERS, and CT-SIRS are 

compared in this section. First, the performance of primary scales in discriminant analysis 

is analyzed. SIRS discriminant analysis data is taken from Rogers, Gillis, and Bagby 

(1990) and is listed in Table 40. These authors supplied correlations for only the highest 

performing SIRS scales. Thus, scales with missing correlations can be assumed to be less 

than the lowest correlation reported by Rogers and colleagues, which is .63. Second, the 

classification accuracy rates of primary scales are compared in this section. Lastly, the 

performance of supplementary scales across measures is considered. 

Primary scales. Table 40 contains correlations from discriminant function analyses 

for the SIRS, R-SIRS, and CT-SIRS. Based on discriminant analysis, BL and SC scales 

are two of the best predictors for all three measures. These findings show that 

endorsement of an unusually high number of obvious symptoms of mental illness and the 

endorsement of symptoms that usually do not occur together are excellent malingering 

detection strategies whether it is current or retrospective symptoms that are malingered. 

These findings also indicate that the simple over-endorsement of symptoms, especially 

psychotic symptoms, appears to be a major strategy employed by malingerers regardless 

of the time frame considered. Moreover, compared to the SADS Symptom Combination 
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Table 40 

Discriminant Function Analysis of SIRS. R-SIRS and CT-SIRS Primary Scales 

Correlations of scales with discriminant functions 

Scale SIRS8 R-SIRS CT-SIRS 

RS .72 .62 .87 

SC .68 .78 .80 

IA .86 .71 

BL .73 .81 .82 

SU 
— 

.61 .52 

SEV .63 .74 .57 

SEL 
— 

.71 .77 

Canonical R .80 .66 .71 

Wilks' Lambda .36 .56 .49 

Note. Pooled within-groups correlations with the discriminating variables and 
standardized canonical discriminant function provide an estimate of each scale's 
discriminability. R-SIRS = Retrospective Structured Interview of Reported Symptoms; 
CT-SIRS = Concurrent Time Structured Interview of Reported Symptoms; SIRS = 
Structured Interview of Reported Symptoms; IA = Improbable or Absurd Symptoms; BL 
= Blatant Symptoms; SC = Symptom Combinations; SEL = Selectivity of Symptoms; 
SEV = Severity of Symptoms; RS = Rare Symptoms; SU = Subtle Symptoms. 
a SIRS data is from Rogers, Gillis, and Bagby (1990). Correlations were not reported for 
all scales, thus some cells are empty. 

scale (Rogers, 1997), the structure of the R-SIRS and CT-SIRS is advantageous in that 

these measures are not confounded by combining discrepant time periods. 

Interestingly, the endorsement of improbable and absurd items on the IA scale was 

the best predictor for the R-SIRS, but was one of the least predictive scales for the SIRS 
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and CT-SIRS. Thus, the IA scale performed best when the respondent only had 

retrospective symptoms to consider. Perhaps respondents are more willing to endorse 

bizarre symptoms when their current mental status is not being questioned. 

Similarly, the endorsement of rarely experienced symptoms on the RS scale ranked 

as one of the best predictors for the SIRS and CT-SIRS, but ranked as one of the least 

powerful predictors for the R-SIRS. Thus, although the RS scale worked for all three 

measures, it had a larger effect when respondents were queried about current symptoms 

than when they were not. Examination of the RS scale's means and standard deviations 

provides some clues as to why the RS scale operated differently for the R-SIRS and CT-

SIRS (SIRS data was unavailable). 

The R-SIRS and CT-SIRS respondents' mean scale scores on the RS scale in the 

malingering condition were similar (R-SIRS = 7.04; CT-SIRS = 7.12). However, 

respondent's scores on the R-SIRS had greater variability than did respondent's scores on 

the CT-SIRS (R-SIRS SD = 5.86; CT-SIRS SD = 3.82). R-SIRS respondents also scored 

higher on the RS scale when in the honest condition than did CT-SIRS respondents (R-

SIRS = 2.24; CT-SIRS = 1.62). Thus, when asked about rare symptoms, CT-SIRS 

malingering respondents answered more consistently and CT-SIRS honest respondents 

endorsed fewer rare symptoms than did R-SIRS respondents. 

The SU scale was the least predictive scale for the R-SIRS, CT-SIRS and perhaps 

the SIRS (r <63) as the SU scale correlations fell below .70 for all three measures. Thus, 

subtle item scales assist in malingering classification across time frameworks, but are 

relatively weak predictors. Similarly weak findings have often been found with the 



141 

MMPI-2 Subtle and S-0 scales (Graham, 1993). Taken together, these findings suggest 

that subtle strategies in general continue to warrant attention, but may be less fruitful than 

other strategies. 

The SEV scale correlations also fell below .70 for the SIRS and CT-SIRS, but not 

the R-SIRS. Combining current and retrospective symptom queries may have caused CT-

SIRS respondents to endorse fewer items as severe and may account for the variability 

between the R-SIRS and CT-SIRS performance on this scale. Perhaps CT-SIRS' current 

symptom responses kept respondents from getting too far from reality. 

The three measures' primary scales can also be compared based on their 

classification accuracy rates. The classification accuracy rates of the R-SIRS and CT-

SIRS primary scale cut scores were either similar to, or better than the SIRS classification 

accuracy rates, all of which are presented in Table 41. The accuracy rates of the R-SIRS 

and CT-SIRS' RS and BL scales were similar to the SIRS, but all other primary scales 

accuracy rates were higher for the R-SIRS and CT-SIRS than they were for the SIRS. 

This strongly suggests that the R-SIRS and CT-SIRS' retrospective malingering detection 

performance meets or exceeds the standards set by the SIRS for current malingering 

detection. But again, these results must be seen as tentative until they are substantiated by 

additional research, especially since the samples used in this study may not be as 

representative as we would like given that large numbers of potential participants were 

screened out by the M-Test. Moreover, the Wilks Lambda scores listed in Table 40 

indicate that the SIRS accounted for more variance than either the R-SIRS or CT-SIRS 

(64.0%, 44.0%, and 51.0% respectively). 
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Table 41 

Percent Classification Accuracy of R-SIRS. CT-SIRS. and SIRS Primary Scale Cut 

Scores Using Measure Specific Cut Scores 

Scales SIRS4 R-SIRS CT-SIRS 

Primary scales 

RS 78 74 81 

SC 61 74 79 

IA 67 78 79 

BL 77 76 75 

SU 50 68 67 

SEL 55 78 77 

SEV 61 72 71 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms; CT-SIRS = 
Concurrent Time Structured Interview of Reported Symptoms; SIRS = Structured 
Interview of Reported Symptoms; RS = Rare Symptoms; SC = Symptom Combinations; 
IA = Improbable or Absurd Symptoms; BL = Blatant Symptoms; SU = Subtle 
Symptoms; SEL = Selectivity of Symptoms; SEV = Severity of Symptoms. 
"SIRS accuracy rates are adapted from Rogers, Bagby, and Dickens (1992) and are 
calculated by combining the correct classification rates of malingerers and clinical honest 
respondents. 

Supplementary scales. All five supplementary scales discriminated between honest 

and malingering respondents for the CT-SIRS, but the SO and INC scales failed to do so 

for the R-SIRS in this study. However, the three other R-SIRS supplementary scales were 

found to be useful. Rogers, Gillis, Dickens, and Bagby (1991) obtained similar results for 
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the SO scale when developing the SIRS. These researchers found that the SO scale on the 

SIRS failed to differentiate between suspected malingerers and inpatients. 

The failure of the SO scale on the SIRS and R-SIRS may be because psychiatric 

patients do not accurately recall the onset of their symptoms (Eggers & Bunk, 1997; 

Haefner, et al., 1992; Hambrecht, 1997; Hambrecht & Haefner, 1997; Hambrecht, 

Haefner, & Loeffler, 1994; Maurer & Haefner, 1996). Although mental illness usually 

has a gradual onset, bona fide psychiatric patients may not recall their illness as occurring 

gradually. Moreover, it is often seen in clinical practice that patients and their families 

ignore or discount the subtle signs of mental illness until it is impossible to deny that 

symptoms exist. 

It may be that patients perceive that their disorder only began with some specific 

incident (i.e., first hallucination) or a specific time period (i.e., "before I had to drop out 

of school"). They may tend to dichotomize their life as completely mentally healthy 

before some self-identified milestone and, despite symptom free periods, completely 

mentally unhealthy thereafter. If this is the case, symptom onset may not be a good 

strategy for identifying current or retrospective malingerers and may be why this scale 

failed to distinguish between R-SIRS honest and malingering respondents. 

Alternatively, the SO scale may simply need better items, more items, or both. The 

observed power for this scale was a very low .18 for the R-SIRS. Furthermore, the R-

SIRS SO scale had a less than satisfactory internal reliability (alpha coefficient = .40). 

Currently, the SO scale is comprised of only two items. Low item count likely 

contributed to this scale's unsatisfactory internal reliability. In fact, if the discriminability 
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ability of one item is very good and the discriminability of the other is very poor, they 

cancel each other out. Future studies should include additional SO items in the R-SIRS' 

revisions before abandoning this scale. Inclusion of additional items will bolster the 

certainty of conclusions reached concerning the utility of this scale. 

It is also not surprising that the INC scale failed to work for the R-SIRS in this 

study since a clinical sample was utilized. Indeed, the INC scale was also weak for the 

SIRS when used with a clinical sample. Rogers, Gillis, Dickens, et al. (1991) found that 

although the INC scale differentiated between suspected SIRS malingerers and inpatients, 

its effect size was very small (r|2= .09). They observed a much better effect size when the 

SIRS differentiated between simulators and community samples (r|2= .29) which 

illustrates that it was easier for the SIRS' INC scale to differentiate non-clinical than 

clinical malingers. 

Perhaps the INC scale has limited utility with sophisticated malingerers (e.g., 

inpatients) due to their sophistication (see Rogers 1997d for a discussion), but is useful 

with unsophisticated malingerers (e.g., community sample). What is more likely is that 

the higher incidence of impaired executive cognitive functioning and dementia in clinical 

samples results in deleterious effects on memory. Impaired memory could therefore cause 

inflated honest condition INC scale scores for clinical samples, thus minimizing any 

differences between the inconsistency of malingering and the inconsistency of faulty 

memory. 

Whatever the case may be, it is too early to discard the INC scale as the R-SIRS 

has only been tested with sophisticated malingerers. In addition, the R-SIRS and CT-
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SIRS INC scales' non-ambiguous nature (e.g., inconsistency is measured by discrepant 

answers to identical questions) provides these measures with an advantage over similar 

scales used with the MMPI-2. MMPI-2 scales confound the inconsistency of symptoms 

strategy by using items that are opposite in content or item pairs that are worded 

differently from one another (Butcher et al., 1989). Future validation work with the R-

SIRS should include the INC scale despite its less than stellar performance in the current 

study. This is because the R-SIRS is intended for use with both clinical and non-clinical 

respondents, the strategy worked for the CT-SIRS, and because the INC scale is free of a 

significant confound that plagues other measures. 

Why the SO and INC scales worked for the CT-SIRS and not the R-SIRS is 

unclear. What is clear is that compared to the R-SIRS, CT-SIRS respondents endorsed 

fewer items on the SO scale when in the honest condition (R-SIRS = 2.48, SD = 1.66; 

CT-SIRS = 1.77, SD = 1.63) and more items when in the malingering condition (R-SIRS 

= 2.88, SD = 1.42; CT-SIRS = 3.15, SD = 1.41). A similar pattern was not observed 

between the malingering condition R-SIRS and CT-SIRS data for the INC scale. Perhaps 

juxtaposing the two time periods on the CT-SIRS influenced respondents' patterns of 

symptom endorsement on these two scales. 

In summary, the R-SIRS and CT-SIRS compared well to the SIRS in basic scale 

soundness and in discriminatory and classification powers in this initial validation study. 

Moreover, both the R-SIRS and CT-SIRS appear to be promising retrospective 

malingering measures. This is clinically beneficial since some assessment referrals may 

be better suited to one instrument over the other. If the results of the current study are 
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replicated, clinicians will need to decide which measure is most appropriate for a 

particular evaluation. The different advantages of the two measures will therefore need 

consideration. 

For instance, the CT-SIRS has three advantages over the R-SIRS. First, the CT-

SIRS mav be a slightly better retrospective malingering measure than the R-SIRS. 

Second, respondent resistance and animosity may be minimized through the use of the 

CT-SIRS. Both bona fide patients and distrustful respondents may become irritated 

and/or resistant if administered the SIRS and R-SIRS in succession (as would be the 

alternative if both time periods are a focus of attention). These respondents may have 

more time to contemplate the purpose of these instruments and may resent that the 

veracity of their self-report is challenged and may also resent the redundancy in testing. 

Third, utilizing one instrument may simplify and reduce the cost of the dual assessment 

task inherent in retrospective evaluations. 

On the other hand, the R-SIRS' single retrospective time focus may make it the 

measure of choice if only retrospective symptom malingering is at issue. In addition, the 

R-SIRS has the advantage of being easier to administer than the CT-SIRS and there is 

less cause for concern about time period confusion with the R-SIRS. 

Cognitive Factors and the R-SIRS and CT-SIRS 

Intellectual Functioning 

The overall accuracy of the R-SIRS and CT-SIRS was the same for those at higher 

intelligence levels as it was for those at lower intelligence levels. However, the CT-SIRS 

INC scale correlations indicated that inconsistent responding in the malingering condition 
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increased as intelligence level decreased. Moreover, inconsistent responding on the CT-

SIRS tended to increase in the honest condition as IQ decreased. This shows that lower 

IQ respondents may answer more inconsistently than higher IQ respondents regardless of 

whether or not they are responding truthfully. These findings highlight the importance of 

examining the relationship between malingering and intelligence level and indicate that 

impaired intellectual ability may have detrimental effects only on certain malingering 

strategies while having little to no effect on others. 

The relative lack of affect of IQ in the current study can be compared to results 

obtained by Hayes and colleagues (1997). These researchers were surprised to find that 

mentally retarded malingerers had fewer deviant responses on the M-Test and were able 

to outperform non-mentally retarded respondents on a dot-counting task and memory test. 

Thus, these two studies suggest that impaired intellectual functioning does not necessarily 

prevent respondents from malingering adequately. 

Yet, conclusions about intellectual functioning must be tempered by recognition of 

this study's limitations. The IQ range was limited in the current study with participants 

ranging in IQ from 81 to 125. Unfortunately, the restricted IQ range meant that there 

were no participants who had an estimated intelligence level less than 70. Few mentally 

retarded individuals qualified for this study. Those who did, were asked to participate, but 

either refused or could not understand the concept of malingering retrospective 

symptoms. Hence, the ability of the R-S1RS to classify mentally deficient individuals 

could not be established in this study. Thus, it is recommended that future studies again 

address the IQ issue. 
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Executive Cognitive Functioning 

The hit rates of the R-SIRS and CT-SIRS did not fluctuate alongside respondents' 

degree of apathy or impulsivity. Moreover, the R-SIRS and CT-SIRS were both able to 

classify individuals as malingering or honest at clinically useful rates whether or not their 

executive cognitive functioning was impaired. Accuracy rates of impaired and 

unimpaired individuals were roughly similar for the R-SIRS. However, the CT-SIRS was 

more accurate when applied to cognitively impaired individuals (94.0%) than to 

unimpaired individuals (74.0%). 

These findings suggest that the decisional requirements of the R-SIRS do not 

overwhelm respondents whose executive cognitive functioning is impaired, but that the 

complexity of the CT-SIRS may. As discussed in the introduction, multiple decisional 

requirements are inherent in the basic structure of the SIRS. The CT-SIRS increases these 

decisional requirements by requiring respondents to constantly switch their attention 

between current and past time periods. Thus, the CT-SIRS may pose a more formidable 

challenge to a malingerer who is cognitively impaired, at least one who is impaired as 

measured by the EXIT. Future research should further explore the relationship of 

executive cognitive functioning and the accuracy of the R-SIRS and CT-SIRS. 

Study Limitations and Future Directions 

The performance of both the R-SIRS and CT-SIRS was satisfactory in the current 

study despite being tested with a challenging population. Hence, additional validational 

studies of the R-SIRS and CT-SIRS are warranted. Validating a psychological instrument 

with populations that the instrument is most likely to be used with increases the 
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measure's ecological validity (Rogers, 1997d; Rogers & Cruise, 1998). This is why the 

current study utilized a forensic psychiatric sample. However, the R-SIRS and CT-SIRS 

are intended for use with both psychiatric and non-psychiatric populations. 

R-SIRS and CT-SIRS norms that accommodate a wide range of populations should 

be developed. It is recommended that future studies again utilize a forensic psychiatric 

sample, but should also include other populations so that the generalizability of these 

instruments is maximized. Special attention should be given to the performance of the R-

SIRS and CT-SIRS with adolescents since few forensic assessment tools are available for 

this population and they are increasingly a focus of judicial attention. 

Despite intense and prolonged efforts to recruit participants, the current study was 

limited by small sample sizes. One sample-size problem was that the inclusion and 

exclusion criteria, although necessary, greatly limited the potential participant pool. Most 

excluded participants exceeded the cut scores for the M-Test. In fact, an unexpected 

number of potential participants were excluded for this reason. This suggests that the M-

Test may not be an appropriate malingering screening instrument when used with a 

clinical population. Consequently, future studies may wish to use another malingering 

screen that is perhaps more appropriate with clinical populations. 

The second sample size obstacle was that available participants were divided into 

two groups (R-SIRS and CT-SIRS) which restricted the sample size of both the groups. 

Potential participants from this population are finite in number, difficult to gain access to, 

difficult to recruit, and often do not meet all of the inclusion criteria. Thus, attempting to 

validate two measures simultaneously at a single collection site is too onerous a task. It is 
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recommended that future validational studies of the R-SIRS and CT-SIRS use larger 

sample sizes. Perhaps validating only one measure at a time will make this 

recommendation more feasible. 

Unfortunately, the sample size was too small to study how well the current portion 

of the CT-SIRS worked. It is possible that the combining of two time periods on one 

measure caused the current portion of the CT-SIRS to be less effective than the SIRS. 

Consequently, the performance of the current portion of the CT-SIRS must be examined 

by future studies before the CT-SIRS can be endorsed for clinical use. 

The results of this study indicate that counterbalancing conditions (i.e., malingering, 

honest) is important in this type of malingering research. Those who were in the 

malingering condition first and the honest condition second, scored significantly higher 

on the BL and SEV scales when malingering than those who were first in the honest 

condition. These findings suggest that telling the truth first decreases BL and SEV. 

Moreover, these findings indicate that future studies should counterbalance the order of 

condition in order to avoid confounding the data with condition order. 

It is recommended that future studies specifically instruct participants to either 

malinger or answer the current portion of the CT-SIRS honestly when instructed to 

malinger the retrospective CT-SIRS. Allowing participants to choose whether they would 

be honest or malinger current queries caused confusion for participants in this study. It 

also prevented the current study from adequately addressing whether retrospective CT-

SIRS classification rates are affected by respondents current time period response styles 

(i.e., honest, malingering). Consequently, future studies should consider the costs of this 
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design. Randomly assigning participants to be either honest or malinger current time 

period queries while malingering retrospective time periods would reduce confusion and 

increase experimental control. 

Rogers (1997d) strongly urged that researchers conduct debriefings following 

dissimulation research in order to determine participants' understanding (or lack thereof) 

of the instruction sets. The results of the current study confirmed the importance of this 

assertion. Several participants were excluded from this study's analyses as a direct result 

of information obtain during debriefing. For example, debriefing revealed that four 

participants did not understand, or were unable to follow the instructions and another four 

participants were honest during both the malingering and honest conditions. Fortunately, 

these individuals were identified through debriefing and their data were excluded from 

analysis. Thus, it is highly recommended that future studies include debriefing as a 

standard protocol. In addition, attention checks could also be included to determine if 

participants are staying on task. 

Summary 

The lack of a focused instrument to evaluate retrospectively reported symptoms of 

mental illness combined with the need for the development of high quality assessment 

instruments made the present study an important endeavor. The principal purpose of this 

study was the development and validation of the R-SIRS and CT-SIRS as retrospective 

malingering measures. This purpose was accomplished as the overall effectiveness of the 

R-SERS and the CT-SIRS in the classification of malingerers and genuine patients was 

established. Pending additional validation work, these measures are expected to increase 
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the quality of forensic evaluations by providing the first standardized methods of 

assessing retrospective malingering when evaluating an individual's past mental status 

and fiinctioning. 
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Appendix A 

Debriefing Protocol (DP) 

Subject #: Today's Date: 

1. What were you asked to do? 

2. What do these instructions mean to you? 

3a. Faking mental illness in a convincing way is hard work. How successful do you think 

you were at fooling the test? 

(circle one) 1 = Hardly at all 

2 = Not too good 

3 = Somewhat good 

4 = Very good 

5 = Extremely good 

b. Using a percentage from 1 to 100%, how successful do you think you were at 

fooling the test? % 
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4a. It is difficult to remember to fake during the whole time you are taking the test. In 

fact, there may have been times when you forgot to fake. How well were you able to 

remember to fake? 

(circle one) 1 = Hardly at all 

2 = Not too well/good 

3 = Somewhat well/good 

4 = Very well/good 

5 = Extremely well/good 

b. Using a percentage from 1 to 100%, how much of the time do you think you 

remembered to fake? % 

5. What strategies did you use to fool the test? 

6. If completed the CT-SIRS: Why did you choose to fake/answer honestly when 

answering the current symptom portion of the test? 
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Appendix B 

Informed Consent 
Study of Past and Present Symptoms and Problems 

Many of the patients sent to Vernon State Hospital, such as yourself, have undergone the 
stressful experience of being charged with a crime. We want to understand the psychological 
problems you had at the time. This information may help us develop ways of identifying 
individuals who were in need of mental health assistance at a prior time. 

1. Risks: There are no known risks to the study. In other words, it should not hurt you in any 
way. 

2. Procedure: If you are chosen to participate in the study, you will be asked to attend several 
sessions. We will make plans so that you will be released from other programs so that you will 
have plenty of time. The sessions will not all be on the same day so that you will not become 
tired. During these sessions, we will ask you to complete several brief questionnaires that are 
easy to read and participate in several interviews in which you will be asked questions about 
symptoms you may have experienced. 

3. Duration: Besides today, you will only need to participate in the study a few times for a total of 
about three hours. You will see a psychologist and psychiatrist. 

4. Benefits: The real benefit of the study is that it helps us know what problems or symptoms 
people have at the time they allegedly committed a crime. With this knowledge we may be able 
to develop ways of identifying people who could benefit from mental health services. 

5. Privacy: Your name and personal information will be kept private. All information will be 
entered into a computer that will only identify participants by research numbers. Your name 
will not be put into the computer. Neither your doctor nor your treatment team will be shown 
any of your responses. In addition, no personal information will be listed in any publications 
that result from the study. 

6. Withdrawing from the study: You can withdraw from die study at any time for any reason. 

7. Contact persons: You can contact Dr. Mary Ross who is the coordinator at Vernon State 
Hospital (telephone 940-689-5412), Kelly Goodness who is the principal investigator 
(telephone 940-552-9901 extension 4421), or Dr. Richard Rogers (telephone 817-565-2645) 
from the University of North Texas who is supervising this project. 

8. Consultation: You may consult with a member of the Internal Review Board (IRB) at any time 
concerning your treatment and welfare by calling the IRB chairperson at the facility where the 
research has been approved. You may consult with a member of the Public Responsibility 
Committee (PO BOX 1706, Vernon, TX 76385) at any time concerning your treatment and 
welfare. The Public Responsibility Committee is a group of volunteers who work to protect the 
rights and interests of clients. 
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I understand each of the above items relating to the participation of 
in the research project, "Study of Past and Present 

Symptoms and Problems" which is under the direction of Dr. Richard Rogers and I hereby consent 
to my participation in the research project. 

/ / 
(Signature of Participant) (Date) 

I was present at the explanation of the above items to and 
believe that (he / she) understands each of the above items. 

(Signature of Witness) (Date) 
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Appendix C 

Demographic Questionnaire (DQ) 

CHART REVIEW: 

Subject #: Today's Date: I—I I—I / I—I 1—1 / I—1 I—I 

Date first admitted to VSH following the alleged crime: 

Date of alleged crime: (Must be within 2 years of testing) 

Legal Status: 

• • 
Known IQ: • • • Borderline IQ or MR: 1 = Yes 2 = No 

Known Drug User: 1 = Yes 2 = No Drug of Choice: • • 

Gender: 1 = Male 2 = Female Age: 0 0 

Date of Birth: D D / D D / D D 

Ethnicity: 1 = Caucasian 2 = Hispanic American 3 = African American 

4 = Asian American 5 = Native American 6 = Other 

Working Diagnoses: 

(3) D D D . D D ; (4) n • D . D D ; 

( 5 ) D 
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ORAL INTERVIEW: 

1. What is the highest grade you completed in school? • • 

2. What was your usual occupation? What jobs have you had? 

1 = Blue collar 2 = White collar 3 = None 

3 a. Has anyone in your family suffered from a mental illness? 

1 = Yes 2 = No 3 = Don't Know 

b. If yes, who? What did they suffer from? 

• • 4. How many times have you been hospitalized for psychiatric reasons? 

5a. On a scale of 1 to 10 with 1 meaning NOT mentally ill and 10 meaning VERY 

mentally ill, how mentally ill were you at the time of the alleged crime? • • 

b. How mentally ill are you now? • • 

Chart 
Verified* 

Variable Participant 
Accuracy * 

6. What are you currently charged with? - Or - What charges 

were vou found NGRI of? 

7. If the crime involved a victim: Who was the victim in the 

alleged crime? 

8. When did the alleged crime occur? 

9. Why were you admitted to VSH? 
1 = NGRI 2 = Incompetent - Extended 
3 = Incompetent- Temporary 4 = Manifestly Dangerous 

* Scoring: 1 = Yes, 2 = No, 3 = Partial, 4 = Indeterminate or N/A 
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Appendix D 

CT-SIRS Instruction Sets 

CT-SIRS Honest Session Instructions 

In this research study you will be asked to take a test that asks 
questions both about how you feel now and about how you felt during the 
time you allegedly committed the crime for which you are charged -
whether or not you actually committed the crime. This is the time period 
that we agreed to call . Recall how you felt, acted, and thought 
during . Recall the things you did or did not do during , such 
as work, school, visiting friends and family, and other activities. Try to 
remember what you and your life was like during . Whether or not 
you still feel or think the same, recall what emotions you felt then and what 
you believed. Answer this test as honestly as you can according to how you 
feel or felt during the times that you are asked about. 

CT-SIRS Malingering Session Instructions 

In this part of the study you are asked to answer the test in a way that 
you believe will convince the test administrator that you were crazy or 
legally insane during . Try to convince the examiner that your mental 
illness was so severe that it affected your thoughts, emotions, and daily 
activities during . This may sound easy, but the hard part will be 
convincing the test administrator that you are not faking and actually were 
mentally ill. This will take some skill on your part. 

To make this more realistic, I would like you to imagine that you will be 
allowed to stay at VSH or even go home if you can convince the test 
administrator that you were insane at the time that the alleged crime was 
committed. Imagine that you will go to prison if you are not convincing 
and are found to be sane. This test is made to catch people who are not 
being truthful about being mentally ill. Your goal is to "beat" the test so 
that you can avoid prison. Although this is only for a research experiment, 
please try to get into the role as much as possible. Try to be believable and 
convincing. If you are successful at faking insanity you will have an 
additional $4.00 placed in your patient account. 

Besides asking you about the past, recall that this test also asks you 
how you currently feel. You get to choose whether or not you will fake 
current insanity. You can choose to answer current time period questions 
according to how you honestly feel now or you can fake mental illness. If 
you are mentally ill you can choose to fake having a more severe mental 
illness than you actually have. No matter which way you choose to answer 
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questions about the current time period, you will still fake insanity when 
asked about . Do you understand? (Provide further explanation as 
necessary). How are you going to answer questions about how you 
currently feel? Will you be answering current time period questions 
honestly or will you fake current insanity? 

Before beginning this part of the experiment, I would like you to take a 
break and think about how tests catch people who are faking mental illness 
or insanity. Think about what strategies you will use to appear insane. You 
will be asked about your strategies later. 
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Disorder 

Appendix E 

Chart Diagnoses of the Combined R-SIRS and CT-SIRS Samples 

Frequency Percent 

Substance related disorders 

Alcohol related disorders 

Cocaine related disorders 

Amphetamine related disorders 

Hallucinogen-induced mood disorder 

Cannabis related disorders 

Nicotine dependence 

Caffeine intoxication 

Polysubstance dependence 

Other/unknown substance abuse disorder 

Psychotic disorders 

Schizophrenia, paranoid type 

Schizoaffective disorder 

Psychotic disorder due to a general medical condition 

Psychotic disorder NOS 

Mood disorders 

Major depressive disorder 

Bipolar I disorder 

36.0% 

15 

10 

1 

2 

4 

1 

5 

15 

1 

17 

7 

1 

7 

21.0% 

7.0% 

5 (Table continued) 
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Disorder Frequency Percent 

Bipolar disorder NOS 

Depressive disorder NOS 

Anxiety disorders 

Posttraumatic stress disorder 

Factitious disorders 

Factitious disorder w/predominantly psychological signs 

and symptoms 

Impulse control disorders 

Impulse control disorder NOS 

Personality disorders 

Schizotypal personality disorder 

Obsessive-compulsive personality disorder 

Dependent personality disorder 

Antisocial personality disorder 

Narcissistic personality disorder 

Borderline personality disorder 

Personality disorder NOS 

1 

1 

1 

10 

1 

5 

12 

(Table continued) 

1.0% 

1.0% 

1.0% 

21.0% 

(Table continued) 
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Disorder Frequency Percent 

(Table continued) 

Sexual disorders 1.0% 

Pedophilia 1 

Disorders usually first diagnosed in infancv. childhood, or 4.0% 

adolescence 

Mild mental retardation 2 

Borderline intellectual functioning 1 

Learning disorder NOS 3 

Miscellaneous 7.0% 

Noncompliance with treatment 1 

Adult antisocial behavior 6 

No diagnosis/ diagnosis deferred on axis I 4 

Note. R-SIRS = Retrospective Structured Interview of Reported Symptoms; CT-SIRS 

Concurrent Time Structured Interview of Reported Symptoms. 
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