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INTRODUCTION

In the course of performing forensic psychological
evaluations, consideration of possible malingering
has become routine practice. Thus studies of tools
for detecting or ruling out malingering are of
particular interest to forensic psychologists. The
above-named study by Bury and Bagby (2002)
examined data that potentially could determine
whether a number of MMPI-2 validity scales could
distinguish between 22-year-old college students
(age M = 22.3, SD = 5.2) faking Posttraumatic
Stress Disorder (PTSD) and 40-year-old workers’
compensation claimants (age M = 40.0, SD = 9.34)
who were classified as having “bona fide PTSD”
based on a self report procedure administered by
clinical psychology graduate students and a
master’s level psychometrist whose “interrater
agreement was not formally assessed” (p. 474).

The comments below on this article are organized
as follows:

1. Unfounded presumption of validity and
reliability

2. Does this sample represent a larger
population well enough to permit
generalizations?

3. Confounding of  the  data  by
malingering/exaggeration

4. Conclusion

Unfounded Presumption of Validity and Reliability

In lieu of measuring interrater reliability at
diagnosing PTSD, the diagnostic raters were
supervised by a registered clinical psychologist.
The self-report procedure used as a basis for
diagnosing PTSD was the Structured Clinical
Interview for DSM-IV Axis I Disorders patient
form (SCID-I/P; First, Spitzer, Gibbon & Williams,
1995). One psychologist’s clinical opinion is not a
generally accepted criterion for establishing
reliability or validity of diagnostic procedures in a
research paper, and supervision by a psychologist is
not a substitute for generally accepted methods for
measurement of interrater reliability. Specifically in
connection with the diagnostic procedure used in
this paper, note that according to the SCID senior
author Michael First, in association with the other
authors of the SCID, “The range in reliability [of
the SCID] is enormous, depending on the nature of
the sample and research methodology” (First, 2002,
p. 1). No reliability data were provided for the
methodology used in the study by Bury and Bagby.

As the American Psychological Association Board
of Scientific Affairs Task Force on Statistical
Inference has emphasized, “Naming a variable is
almost as important as measuring it” and a phrase
such as “retrospective self-report of childhood
sexual abuse” is preferable to “childhood sexual
abuse” because “Without such precision, ambiguity
in defining variables can give a theory an
unfortunate resistance to empirical falsification.
Being precise does not make us operationalists. It
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simply means that we try to avoid excessive
generalization” (Wilkinson & Task Force on
Statistical Inference, 1999, p. 5). Following this
recommendation, instead of “bona fide PTSD
claimants” (p. 475), a more descriptive and precise
characterization of the subject of this study would
be “self-reported claims of PTSD from
compensation-seeking claimants.”

The development of symptom validity measures
requires the use of criterion groups that are genuine
(e.g., see Greiffenstein, Baker and Gola, 1994;
Kazdin, 1998).  Therein lies another major
weakness with this study: There is clear evidence
raising questions about the authenticity of the
PTSD group.  The entire PTSD sample consisted of
claimants seeking compensation through Worker’s
Compensation claims.  The authors’ confidence that
the PTSD symptoms were bona fide rests on self-
reported data in a context fraught with biased
reporting and despite evidence of validity problems
indicated by their MMPI-2 data. Compensation
seeking is a notorious confounder in psychological
claims (e.g., see meta-analyses by Binder &
Rohling, 1996; Rohling, Binder, & Langhinrichsen-
Rohling, 1995). Exaggeration and malingering in
compensation contexts have been documented as
problematic specifically with respect to PTSD cases
(e.g., see Campbell & Tueth, 1997; Frueh, Gold,
and de Arellano, 1997) and specifically in cases
studying the MMPI-2 (e.g., see Berry, Wetter, Baer,
Youngjohn, Gass, Lamb, Franzen, MacInnes, &
Bucholz, 1995; Frueh, Hamner, Cahill, Gold, &
Hamlin, 2000; Frueh, Smith, & Barker, 1996;
Youngjohn, Davis, & Wolf, 1997). Malingering is
so frequently an issue in the diagnosis of PTSD in
forensic settings that it is explicitly named in the
differential diagnostic process in DSM-IV (APA,
1994) and DSM-IV-TR (APA, 2000).

It is problematic to presume the validity of SCID
data in forensic settings, as it is neither difficult nor
unlikely for claimants to endorse PTSD symptoms
in the absence of actually suffering these symptoms
(Lees-Haley, Price, Williams, & Betz, 2001). The
SCID has no built-in safeguards against response
sets such as “yea saying” or malingering, and
untrained persons asked to guess PTSD symptoms
are usually able to do so. For example, Burges and
McMillan (2001), replicating similar findings by
Lees-Haley and Dunn (1994), found that the vast
majority of untrained subjects were able to claim
the symptoms of PTSD merely through uninformed
guessing.  Moreover, it is unreasonable of us as
experts to presume that workers’ compensation

claimants are naïve, as they are likely exposed to
symptom-related information during the course of
pursuing a claim through the workers’
compensation system.  Bury and Bagby were well
aware of this problem with their population and
correctly pointed out that a claimant motivated to
do so “can easily learn what symptoms must be
reported to qualify for the diagnosis” (p. 472).

The claimants’ MMPI-2 scores cast doubt on the
authenticity of their symptoms.  Table 1 of the
study shows the majority of the claimants scored in
ranges associated with exaggeration on MMPI-2
validity scales (F M = 75.6, SD = 22.5; Fb M =
82.4, SD = 24.5) (Butcher, Dahlstrom, Graham,
Tellegen, & Kaemmer, 1989; Butcher, Graham,
Ben-Porath, Tellegen, Dahlstrom & Kaemmer,
2001).  Note too that almost half of the claimants
scored in a range on the F-K of greater than zero,
which Graham suggests as an indication for
considering malingering (1999). The fact that Bury
and Bagby did not use the SCID version with
psychotic screening or mention any psychosis
implies that psychosis is not the explanation for
their elevated F family scores. Moreover, they
explicitly ruled out illiteracy.  In short, the number
of elevated F, Fb, and F-K scores indicates that the
majority of the MMPI-2 profiles produced by those
classified as bona fide PTSD claimants are
exaggerated rather than accurate measures of
psychological symptomatology.

The SCID was administered only to the PTSD
group, and not the analogue faking group.  Because
the study did not include a control group, the reader
has no data with which to assess how effective the
SCID might be at classifying genuine versus
simulated PTSD, even if one were to presume the
PTSD claimants were bona fide. This is a fatal
error. All of the conclusions in this study about
MMPI-2 validity scales rest on the assumption that
simulators and bona fide PTSD victims were
accurately distinguished and sorted into two
separate groups for comparison. Because the SCID
was not administered to the coached group, there is
no way to determine whether the SCID
discriminated claimants from students, and no way
to make any comparison of the base rate of PTSD
symptoms among the groups studied.  As in any
study reaching conclusions about differences
between two groups, measuring both the control
group and the experimental group is essential.

Because this study used an older version of the
SCID, some participants in the PTSD group may
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not meet modern criteria for PTSD, even if one
were to presume hypothetically that their self-report
data were all valid (an assumption with which not
even Bury and Bagby agree).  Presently, Criterion
A, the “gatekeeper” criterion, includes two
requirements: “(1) the person experienced,
witnessed, or was confronted with an event or
events that involved actual or threatened death or
serious injury, or a threat to the physical integrity of
self or others (2) the person's response involved
intense fear, helplessness, or horror” (APA, 1994,
2000).  Looking at the methods section, the reader
learns that the majority of the claimants studied
experienced stressors that were too vaguely defined
to meet Criterion A, thus undermining conclusions
based on symptoms and test data predicated on the
assumption that PTSD was present.

Does this Sample Represent a Larger Population
well enough to Permit Generalizations?

There is further cause for concern about using the
participants in this study as a basis for
generalizations. Although one would expect college
students to have a lower than average number of
lifetime traumatic experiences than the total adult
population due to their age, 62% of this particular
group had a past traumatic event that the authors
indicated would satisfy DSM-IV Criterion A for
PTSD. This is a higher lifetime prevalence than is
reported in epidemiological studies of adults, more
than 75% of whom were older than the average
college student in this study (and thus, other things
being equal, would be expected to have had more
traumatic experiences). For example, Kessler,
Sonnega, Bromet, Hughes, and Nelson (1995)
found that 60.7% of men and 51.2% of women
reported at least one such stressor, a finding similar
to those of previous researchers (e.g., see Kilpatrick
& Resnick, 1992).  Despite the high rate of
exposure of students to Criterion A events, PTSD
was conspicuously absent in the students yet
presumed present in the claimants.

Confounding of the data by
Malingering/Exaggeration

Bury and Bagby accurately acknowledge that the
sample they characterized as “bona fide PTSD
claimants” included data produced by malingering.
For example, they wrote, “it is almost certain that
the PTSD sample included some people who at the
very least exaggerated their symptoms. This is an
inherent limitation in experimental studies that use
compensation-seeking comparison samples,

because many of the patients may be responding
similarly to those research participants instructed
explicitly to feign” (p. 482). They also stated “all
PTSD claimants were seeking continuation or
reinstatement of compensation. In the context of
these incentives, symptom exaggeration is
expected, and the comparatively low classification
rates may be a result of the presence of individuals
in the workplace PTSD comparison sample who
were actually exaggerating or malingering their
condition. Indeed, there is some support for this
observation in the current study…” (p. 483). Given
these observations indicating invalidity in the
PTSD claimants, we need to re-think the
conceptualization of the claimants as “bona fide”.
The authors went on to explain that the range of
scores was comparable between the bona fide
claimants and the fakers, and that the bona fide
claimants displayed an upper limit of T = 120 on
the Fp scale. They conclude, “This suggests that
some of the [bona fide] PTSD claimants were likely
exaggerating their symptoms” (p. 483).  To include
data with such an extreme upper limit of T = 120 in
the “bona fide” (valid) group seems to suggest that
the Fp scale is not a measure of validity, or the data
from claimants with elevated Fp scales would have
been excluded from the bona fide sample.
However, the authors include the Fp in the family
of F scales and single it out as especially valid
when they say, “The family of F scales (i.e., F, Fb,
Fp), particularly Fp, produced consistently high
rates of positive and negative predictive power” (p.
472).

In other words, this study was not based on a group
of claimants who can plausibly be presumed to
have bona fide PTSD. The product of relying so
heavily on self-reported symptoms was
contradictory and circular reasoning. The solution
to this problematic design is to conduct a group
comparison between non-litigating persons seen in
the clinic following unambiguous Criterion A
trauma, versus a sample of compensation seeking
PTSD claimants.  For example, similar
methodology was used to good effect in
Greiffenstein, Baker, Gola, Donders, and Miller
(2002).  They constructed a group of minor head
injury litigants with atypical symptom histories:
Delayed onset of memory complaints, progressive
or f luctuat ing symptom course,  and
autobiographical, procedural and semantic memory
loss.  These authors’ findings were quite different
than those in the present study. For example, their
atypical group scored much higher on the Fake Bad
Scale (FBS) than persons with severe closed head
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injuries who were undergoing rehabilitation and
were not in litigation, and they found the MMPI-2
F scale insensitive to group differences.
Greiffenstein et al. studied a more specialized form
of trauma – head injury – rather than the broad
range of traumas seen in PTSD research.

CONCLUSION

In conclusion, given the questionable validity and
failure to assess the interrater reliability of the
process for defining “bona fide” PTSD, the lack of
a control group on the most critical measure in the
study (the SCID), the evidence of invalidity of the
“bona fide” group (much of which the authors
acknowledge), the vagueness of definition of
Criterion A experiences, the evidence of false
positives, and the uncritical reliance on self-
reported symptoms as a basis for diagnosing PTSD
in the claimants juxtaposed with finding an absence
of PTSD caused by Criterion A stressors in the
student group, the results of this study are
uninterpretable and inconclusive. If anything, to the
extent that MMPI-2 validity scales are capable of
detecting PTSD faking, many of the members of
the bona fide sample should have been treated as
members of a malingering comparison sample. In
summary, the findings of this study neither provide
support for the scales the authors advocate nor
provide evidence arguing against the use of the
scales the authors reject or minimize. The results of
the Bury and Bagby study cannot be relied upon as
a basis for evaluating any of the validity scales.
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