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We attempted to cross-validate findings from a previous study (Elhai, Gold, Sellers,
& Dorfman, in press) using a clinical sample of combat-related war veterans to distin-
guish genuine from malingered posttraumatic stress disorder (PTSD) on the MMPI–2
(Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 1989). The MMPI–2 scores of
124 male combat war veterans at the PTSD outpatient treatment program of a Vet-
erans Affairs Medical Center were compared with those of 84 adult college students
instructed and trained to malinger PTSD. MMPI–2 overreporting variables examined
were F, |F – Fb|, F – K, F(p), Ds2, O–S, OT, and FBS. A stepwise discriminant analysis
identified F, |F – Fb|, F – K, Ds2, O–S, and OT as the best malingering predictors. A
predictive discriminant analysis yielded good hit rates for the model with impressive
cross-validation results. We assessed cutting scores for the predictors of the model.
We discuss clinical implications for using the MMPI–2 to distinguish malingered
PTSD from combat-related PTSD.

Posttraumatic stress disorder (PTSD) is a significant clinical problem in the mental
health field. Lifetime prevalence estimates for the disorder range from 1 to 14% in
general populations (American Psychiatric Association, 1994; Kaplan, Sadock, &
Grebb, 1994) and as high as 15% in combat veterans, with an additional 11% of vet-
erans in the subclinical range of PTSD (Kulka et al., 1990).
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Often, there may be situations in which PTSD is malingered. Veterans in partic-
ular may malinger PTSD to obtain Veterans Affairs Medical Center (VAMC)
compensation (Resnick, 1997) or treatment (Fairbank, McCaffrey, & Keane,
1985; Smith & Frueh, 1996) or to avoid criminal charges (Resnick, 1997). Resnick
stated that combat-related PTSD can be successfully used as an insanity defense if
it is shown that a crime was committed (a) when the individual was experiencing a
dissociative state because of a flashback, as a survival skill learned in Vietnam; (b)
when the veteran tried to kill himself because of survivor guilt to reunite with his
fellow soldiers killed in combat; or (c) as a result of sensation-seeking behavior to
relive the combat excitement.

Detecting malingered PTSD is extremely difficult and is complicated by sev-
eral points. First, false-positive identification of PTSD malingerers is believed to
be common. Because psychiatric comorbidity is high among veterans with genu-
ine PTSD (Keane & Wolfe, 1990) and symptom overreporting may be an actual
feature of PTSD (Hyer, Fallon, Harrison, & Boudewyns, 1987), genuine PTSD
is sometimes misclassified as malingered. Second, false-negative identification
of malingered PTSD is believed to be common because (a) diagnoses of PTSD
are based almost completely on self-report of symptoms (Resnick, 1997; Sparr
& Pankratz, 1983), (b) PTSD symptom checklists are easily available from na-
tional service organizations (Atkinson, Henderson, Sparr, & Deale, 1982), and
(c) many psychometric scales used to measure PTSD (e.g., the Mississippi
Scale; Keane, Malloy, & Fairbank, 1984) have high face validity and have been
shown to be easily fakeable (Frueh & Kinder, 1994; Lees-Haley, 1989; Lyons,
Caddell, Pittman, Rawls, & Perrin, 1994). Thus, an individual may have the
ability to malinger the correct PTSD symptoms (Resnick, 1997; for a more com-
prehensive review, see Frueh, Cahill, Hamlin, Gold, & Hamner, in press).

In detecting malingering, the Minnesota Multiphasic Personality Inventory
(MMPI; Hathaway & McKinley, 1943) and its revised version, the Minnesota
Multiphasic Personality Inventory–2 (MMPI–2; Butcher et al., 1989), have
served as the standard assessments for many years (Greene, 1997). For the
MMPI, Infrequency (F), Gough’s Dissimulation Scale (Ds), and Gough’s Dis-
simulation Index (F – K) have yielded the largest effect sizes in a malingering
meta-analysis (Berry, Baer, & Harris, 1991). A malingering meta-analysis with
the MMPI–2 demonstrated F, total Obvious minus total Subtle items (O–S), and
F – K to have the largest effect sizes when they were calculated for normal con-
trols and psychiatric comparison groups (Rogers, Sewell, & Salekin, 1994).
However, few studies have been conducted on PTSD simulation with the
MMPI–2.

Elhai et al. (in press) compared a group of college students instructed and
trained to malinger PTSD with a clinical comparison group consisting of PTSD-
diagnosed adult survivors of child sexual abuse. The most effective predictors of
malingering found were Infrequency–Psychopathology (F(p)), F – K, and O–S. In
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this investigation, we attempted to cross-validate Elhai et al.’s study with a new
clinical comparison group. Specifically, in this study, we compared data from
Elhai et al.’s college simulation group with a sample of combat war veterans with
PTSD diagnoses at an outpatient VAMC program for PTSD treatment. The same
comprehensive analyses were used here on the basis of experts’ recommendations
(e.g., Graham, Watts, & Timbrook, 1991; Rogers, 1997), including discriminant
analyses and cutting-score examination.

METHOD

Participants

Undergraduate college students. Data for the college simulation group
were taken from Elhai et al.’s (in press) investigation, in which the sample con-
sisted of 84 undergraduate participants (27 men and 57 women) enrolled in intro-
ductory psychology courses. These students, who were at least age 18 and were
attending community college in the suburbs of a large metropolitan area of the
southeastern United States, served as participants in the instructional (i.e., experi-
mental) condition. These individuals were not screened for the presence of a trauma
history or PTSD symptoms to retain a more heterogeneous and generalizable sam-
ple of participants (because even actual malingerers of PTSD may have genuine
trauma histories or some degree of PTSD). The students ranged in age from 18 to 69
years, with a mean age of 29.77 (SD = 9.81). Number of years of education com-
pleted ranged from 9 to 22, with an average of 13.57 years (SD = 1.84). Additional
demographic information can be found in Table 1.

PTSD combat war veteran patients. The PTSD clinical comparison sam-
ple was drawn from archival data of 124 male patients diagnosed with PTSD.
These individuals constituted a subgroup of patients from a larger sample previ-
ously reported on in published research studies (e.g, Frueh, Gold, & de Arellano,
1997; Frueh, Smith, & Barker, 1996). Patients in this larger sample were age 18
and older and presented to a VAMC outpatient program for treatment of PTSD
as a result of combat experience. The larger patient sample completed a full
evaluation for treatment, but only those diagnosed with PTSD were included in
this study. The treatment program’s services were provided at a VAMC in a me-
dium-sized southeastern U.S. city.

The clinical sample was diagnosed according to the Diagnostic and Statistical
Manual of Mental Disorders (3rd ed., rev. [DSM–III–R]; American Psychiatric
Association, 1987) by a clinical team consisting of a clinical psychologist, a
predoctoral psychology intern, a social worker, and a psychiatrist. All PTSD diag-
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noses were reached by team consensus after a thorough evaluation, which included
a chart review, a psychosocial history interview, a military history interview, and
either the Clinician-Administered Posttraumatic Stress Disorder Scale (Blake et
al., 1990) or the PTSD module of the Structured Clinical Interview for DSM–III–R
(Spitzer, Williams, Gibbon, & First, 1990). Additional (nonmutually exclusive)
Axis I diagnoses were provided on the basis of nonstandardized clinical interviews
and included affective (mood: 76%), current substance abuse (39%), anxiety
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TABLE 1
Student and Patient Group Demographics

Characteristic
Students:

Fake PTSD (%)a
Patients:

Genuine PTSD (%)b

Demographic variable
Ethnicity

White 46 56
Black 32 40
Other 21 3

Relationship status
Single 55 8
Married 39 62
Previously married 6 30

Annual household income
< $10,000 5 48
$10,000–19,999 16 31
$20,000–29,999 24 13
$30,000–39,999 16 3
> $40,000 40 5

Employment status
Part time 17 4
Full time 73 27
Unemployed 10 69

Patient combat veteran characteristics
Branch of military served

Army 66
Navy 5
Air Force 9
Marines 20

War era
World War II 2
Korea 4
Vietnam 92
Persian Gulf 2

Currently seeking VAMC compensation 46
Previous history of sexual or physical abuse reported 73

Note. PTSD = posttraumatic stress disorder; VAMC = Veterans Affairs Medical Center.
an = 84. bn = 124.



(35%), and psychotic (7%) disorders. The MMPI–2 was part of the standard evalu-
ation, and diagnoses were made independent of MMPI–2 results.

In the outpatient group, ages ranged from 28 to 74, with a mean of 45.71 years
(SD = 6.54). Number of years of education completed ranged from 0 to 19 (M =
12.28 years, SD = 2.71). Additional demographic information and military history
characteristics for these participants (in percentages) is listed in Table 1.

Procedure

The following is the procedure that was used in the original Elhai et al. (in press)
study for the experimental group. Undergraduate participants, together in four sep-
arate groups, were given packets of papers with precoded participant numbers
printed, including an informed consent form and a demographic questionnaire. Af-
ter completing these packets, training materials, which consisted of PTSD informa-
tion to be read and studied and a worksheet to help students master the information
and to help them pass a quiz about PTSD, were distributed. Participants were in-
formed that those who passed the quiz would be eligible to complete the MMPI–2
as if they had PTSD. Participants were also told that in addition to receiving extra
credit, they would be offered a monetary incentive of $50 (first place), $30 (second
place), and $10 (third place) awards for the three best fakers of PTSD.

The training materials included clear descriptions of symptoms and behaviors
of PTSD with several case studies available to laypeople and adapted from various
popular abnormal psychology textbooks and the Diagnostic and Statistical Man-
ual of Mental Disorders (4th ed.; American Psychiatric Association, 1994). Thirty
minutes were allotted for studying the information and completing the PTSD
worksheet. After participants finished, the materials and the worksheet were re-
moved, and a 10-question true–false quiz based on material content was adminis-
tered. The experimenter then collected and scored all quizzes, informing all
participants that they had passed the quiz and could complete the MMPI–2. At this
point, students were given MMPI–2 test booklets and answer sheets with precoded
research numbers in a group administration and were asked to complete the
MMPI–2; they were given the following instructions (twice during testing), inte-
grated from Bagby et al. (1997); Sivec, Hilsenroth, and Lynn (1995); and Wetter,
Baer, Berry, Smith, and Larsen (1992):

In this experiment we are interested in how well people can pretend to have
posttraumatic stress disorder (PTSD). Please read the instructions printed on
the first page of the test booklet (the standard instructions). However, when
completing the test, instead of responding to the items on the basis of the in-
structions asking you to answer honestly, we would like you to answer the
questions as if you have the experiences of PTSD, described in the informa-
tion packet. Your goal is to deceive a psychological examiner by pretending
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that you have PTSD. Imagine that you are attempting to convince this exam-
iner, by virtue of your test results, that you are sufficiently disturbed with
PTSD to: (a) obtain money for your psychological problems, such as in a law-
suit against a person or company you claim hurt you psychologically or for
mental disability from Social Security funds; or (b) avoid prosecution for a
crime. Do your best to be sure that the examiner cannot detect that you have
faked these symptoms. You want to play the role in a convincing and believ-
able manner, so that your overall test performance is indistinguishable from
that of a person suffering from PTSD.

Following previous recommendations (Bagby, Buis, & Nicholson, 1995;
Bagby et al., 1997), MMPI–2 data from participants in either the experimental
or comparison conditions were excluded from analyses if True Response Incon-
sistency scale (TRIN) or Variable Response Inconsistency scale (VRIN) raw
scores were greater than or equal to 18, or Cannot-Say scores were greater than
or equal to 30. These criteria resulted in the exclusion of 5 students and no clini-
cal participants. Additionally, although we decided that we would not use in the
analyses data from students who scored less than 70% on the PTSD quiz, no stu-
dents met this exclusionary criterion. Thus, the remaining 79 student PTSD sim-
ulators (24 men and 55 women) and 124 PTSD men patients served as the
overall sample for this study.

We decided a priori that the difference in instructional sets between groups
(honest responding vs. simulation of PTSD) in this study should preclude the
need to assure comparability between the groups. In fact, we found no previous
malingering studies demonstrating that demographic differences affect feigning
patterns, and therefore, we conducted no formal analyses to assess for such dif-
ferences here.

Analyses

We conducted a stepwise discriminant function analysis to assess the fake-bad in-
dexes that best predict malingering, using Infrequency (F), the absolute value of In-
frequency minus Infrequency–Back Side (|F – Fb|), Gough’s Dissimulation Index
(F – K), Infrequency–Psychopathology (F(p)), Gough’s Dissimulation Scale for
the MMPI–2 (Ds2), total Obvious minus total Subtle items (O–S), Total Obvious
items (OT), and the Fake Bad Scale (FBS) as predictor variables, and group status
as the criterion variable. We used the default alpha level of .15 for a given variable
to enter and stay in the model. Next, we performed a predictive discriminant analy-
sis using the model derived from the analysis above and cross-validated it with a
jackknifed Mahalanobis D2 procedure.

Optimal cutting scores for the significant predictors of the resulting model were
examined to distinguish simulators from genuine patients, and respective sensitiv-
ity, specificity, positive predictive power (PPP), negative predictive power (NPP),
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and overall diagnostic power (ODP) rates were presented. Additionally, we calcu-
lated PPP, NPP, and ODP estimates for the predictive discriminant analysis, cross-
validated discriminant analysis, and significant individual predictors. We used T
scores for all analyses because of the combination of male and female participants,
except for F – K, for which we used raw scores.

RESULTS

Descriptive Data

Descriptive information on fake-bad scores is presented in Table 2. Mean fake-bad
scores were higher for the simulator group than for the clinical group for every scale

MALINGERED POSTTRAUMATIC STRESS DISORDER 455

TABLE 2
Means, Standard Deviations, and R2 Values for MMPI–2 Fake-Bad

Indicators, Validity, and Clinical Scales (T Scores) by Group

Students: Fake PTSDa
Patients:

Genuine PTSDb

Scale M SD M SD R2

F 112.15 17.12 93.50 21.60 .173**
|F – Fb| 19.77 18.55 11.49 11.90 .063**
F – Kc 24.16 15.85 10.90 11.13 .205**
F(p) 98.02 26.21 74.12 22.01 .196**
Ds2 100.40 17.99 87.16 13.11 .156**
O–S 221.80 80.68 196.14 74.34 .026*
OT 454.30 70.22 434.10 63.09 .022*
FBS 82.01 14.05 83.29 14.11 .002
L 55.30 10.92 53.06 9.63 —
K 38.51 9.03 37.49 7.47 —
1 80.15 15.23 68.94 14.91 —
2 86.56 14.45 84.57 11.26 —
3 77.34 15.27 76.48 14.82 —
4 84.75 13.01 65.21 13.31 —
5 61.16 10.52 50.02 7.71 —
6 97.65 21.19 85.35 19.66 —
7 87.20 13.32 66.44 15.03 —
8 104.33 17.93 78.96 20.41 —
9 65.52 12.19 58.39 13.19 —
0 74.09 11.07 71.83 10.06 —

Note. MMPI–2 = Minnesota Multiphasic Personality Inventory–2; PTSD = posttraumatic stress
disorder.

an = 79. bn = 124. cDenotes raw scores.
*p < .05. **p < .01.



except FBS. Table 2 displays the patient and simulator mean profiles on clinical
and validity scales.

Discriminant Analyses With Fake-Bad Indicators

The stepwise discriminant analysis yielded several variables—F – K, OT, F, |F – Fb|,
Ds2, and O–S—as those that maximize separation between the PTSD simulation and
patient conditions. Table 3 presents a summary of the stepwise discriminant analy-
sis. The overall average squared canonical correlation of the model was .45, indi-
cating that, taken together, these six variables share a moderately large canonical
correlation (.67) in predicting malingering, accounting for 45% of its variance. The
data in Table 2 demonstrate that although F – K, OT, F, |F – Fb|, Ds2, and O–S
served as the best predictors of malingering, achieving predictive utility above that
of the other variables, most fake-bad indexes (except O–S, OT, and FBS) were sig-
nificant predictors individually (p < .01, to control for multiple comparisons).

Next, we performed a predictive discriminant function analysis using the model
yielded by the stepwise analysis (F – K, OT, F, |F – Fb|, Ds2, and O–S). On the ba-
sis of the correlations between the discriminant function and the individual fake-
bad indicators, F – K was most related to the discriminant function (r = .560), fol-
lowed by F (r = .510), and Ds2 (r = .474), with very small correlations from |F – Fb|
(r = .287), O–S (r = .181), and OT (r = .166). Standardized canonical coefficients,
in decreasing order, were 1.030 (F – K), 0.693 (F), 0 .581 (Ds2), 0.330 (|F – Fb|),
–0.635 (O–S), and –1.10 (OT). With the exception of |F – Fb|, because the canoni-
cal coefficients are relatively high (with absolute values > 0.5), it can be inferred
that these fake-bad variables are not redundant with one another in predicting ma-
lingering. It is interesting that the negative canonical coefficients of O–S and OT
indicate that, in the presence of the other significant predictors, both O–S and OT
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TABLE 3
Summary of Stepwise Discriminant Analysis

Variable

Step In Out Partial R2 Wilks’s λ
Average Squared

Canonical Correlation F(1, 201)

1 F – K — .205 0.795 .205 51.695***
2 OT — .199 0.637 .363 49.623***
3 F — .039 0.613 .387 7.976**
4 |F – Fb| — .057 0.578 .422 12.054***
5 Ds2 — .037 0.557 .443 7.356**
6 O–S — .013 0.550 .450 2.548*

*p < .15. **p < .01. ***p < .001.



discriminate patients from student malingerers in the direction opposite from what
was expected (i.e., O–S and OT are negatively related to malingering). Also, al-
though they were found to be part of the best set of predictors, O–S and OT do not
significantly predict malingering individually. The interested reader may refer to
Table 4 for the discriminant function equation.

Of thesetofbestpredictorsofmalingering,F–Kyielded thehighestdiscriminant
function–variable correlation and the second highest canonical coefficient and
would, therefore, appear tobe thebestof thesepredictors.FandDs2 alsoappear tobe
quite good predictors, as they had impressive function–variable correlations and ca-
nonical coefficients. As demonstrated in Table 5, 80% of PTSD malingerers were
correctly identified (sensitivity) by the discriminant function, whereas 86% of
PTSD patients were correctly identified (specificity). ODP was .84, demonstrating
that the function adequately diagnoses patients and malingerers.
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TABLE 4
Discriminant Function Equations

Group Equation

Malingering group .32725(F) + .14642(|F – Fb|) – 1.56994(F–K) + 1.18596(Ds2) + .76688(OT) –
.61165(O–S) – 166.36392(Constant)

PTSD patient group .26317(F) + .10028(|F – Fb|) – 1.71438(F–K) + 1.11533(Ds2) + .79764(OT) –
.59640(O–S) – 166.75348(Constant)

Note. PTSD = posttraumatic stress disorder. An individual’s predictor T scores (raw score for F–K)
are entered into each of the equations. The equation that yields the larger numerical result for the
individual corresponds to the group within which he or she is predicted to be assigned.

TABLE 5
Classification Table

Actual Group

PTSD Fakers PTSD Patients

Measure and Predicted Group n % n %

Predictive discriminant functiona

PTSD fakers 63 79.8b 17 13.7
PTSD patients 16 20.3 107 86.3c

Cross-validation procedured

PTSD fakers 63 79.8b 18 14.5
PTSD patients 16 20.3 106 85.5c

Note. PTSD = posttraumatic stress disorder.
aPositive predictive power (PPP) = .79; negative predictive power (NPP) = .87; overall diagnostic

power (ODP) = .84. bPercentage denotes sensitivity. cPercentage denotes specificity. dPPP = .78; NPP =
.87; ODP = .83.



To assess the stability of the classification rates of the predictive discriminant
function, we cross-validated the model of predictors with a jackknifed Mahalanobis
D2 procedure that conducts as many discriminant analyses as there are participants,
excluding a different participant each time to simulate cross-validation with new
samples. As displayed in Table 5, the true-positive rate of the model did not change,
and its false-negative rate only slightly declined (by 1%) in cross-validation, yield-
inganODPof .83(incomparison to theoriginaldiscriminantanalysisODPof .84).

Because VAMC studies have demonstrated that veterans seeking VAMC com-
pensation evidence more symptomatic presentations than non-compensation-seek-
ing veterans (Frueh et al., 1997; Frueh et al., 1996), we further examined the clinical
sample’s subset of compensation-seeking veterans. In fact, the cross-validated
discriminant function analysis correctly classified 83.9% of the compensation-
seekingveteransasPTSDpatients,misclassifyingonly16.1%asmalingerers; this is
very comparable to the classification results of the veteran sample in general.

Classification According to Cutting Scores

Table 6 presents the percentages of PTSD simulators correctly classified (i.e., sen-
sitivity) and PTSD patients correctly classified (i.e., specificity), as well as PPP,
NPP, and ODP rates for the fake-bad predictors derived from the stepwise analysis
at optimal cutting score values. Cutting scores were not provided for |F – Fb|, OT, or
O–S, however, because these scales did not achieve sensitivity or specificity rates
above 60% at any cutting-score level.

Adjusted PPP, NPP, and ODP Estimates

Although the base rate of malingered PTSD is unknown because knowing the base
rate would require the confessions of PTSD malingerers, one study provided an es-
timate of about 20% in VAMC settings (Gold, Frueh, Chobot, & Brady, 1996). Ta-
ble 7 provides PPP, NPP, and ODP estimates, adjusting for a 20% base rate of
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TABLE 6
Percentage of PTSD Fakers and PTSD Patients Correctly Classified and

PPP, NPP, and ODP Rates (for Optimal Cutoff Scores)

Scale Cutoff Students (%) Patients (%) PPP NPP ODP

F –K ≥ 17 71 69 .59 .79 .69
F ≥ 120 75 77 .68 .83 .76
Ds2 ≥ 97 67 73 .62 .78 .71

Note. PTSD = posttraumatic stress disorder; PPP = positive predictive power; NPP = negative
predictive power; ODP = overall diagnostic power.



malingered PTSD. These estimates are provided for the predictive discriminant
function, cross-validated discriminant function, and the individual predictors F –
K, F, and Ds2.

DISCUSSION

Overall, six variables (F – K, OT, F, |F – Fb|, Ds2, and O–S) best predicted differ-
ences between PTSD patients and simulators. Of these fake-bad indicators, it
seems that F – K was the most effective predictor, followed closely by F and Ds2.
These results are somewhat consistent, yet somewhat inconsistent, with those of
Elhai et al. (in press).

First, in this investigation we found F – K to be one of the best predictors of
PTSD malingering. MMPI and MMPI–2 malingering meta-analyses support F – K
as one of the best predictors of malingered profiles, usually second only to F
(Berry et al., 1991; Rogers et al., 1994). Consistent with Elhai et al.’s (in press) re-
sults, F – K was superior to F in making malingered PTSD predictions in this
study. However, in the past, F – K has not shown to predict malingering better than
F, in simulator–honest comparisons of the MMPI (Berry et al., 1991) or in simula-
tor–patient comparisons of the MMPI–2 (Rogers et al., 1994).

In this study, we did find F to be one of the best predictors of malingered PTSD,
supporting years of research consistently demonstrating F as a significant predic-
tor of malingering across patient–simulator studies (and, in nearly all cases, the
best predictor; Berry et al., 1991; Rogers et al., 1994). This finding was in contrast
to Elhai et al.’s (in press) study, in which F differed between groups but was not a
significantly better predictor of PTSD malingering than other fake-bad indexes.
Because of combat veterans’ notoriously high F scores (Frueh et al., in press), it is
surprising that F helped to maximize differences between groups.
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TABLE 7
PPP, NPP, and ODP Estimates Adjusted for a 20% Base Rate

20% Base Rate

Measure PPP NPP ODP

Discriminant function .59 .95 .85
Cross-validated discriminant function .59 .95 .85
F – K .36 .90 .69
F .45 .92 .77
Ds2 .39 .90 .72

Note. PPP = positive predictive power; NPP = negative predictive power; ODP = overall diagnostic
power.



Ds2 also emerged as one of the best predictors of simulated PTSD. Several stud-
ies have supported its utility as a fake-bad indicator. Although Berry et al.’s (1991)
meta-analysis found the original Dissimulation Scale (Ds) to be one of the best
fake-bad indexes across malingering studies, Rogers et al.’s (1994) meta-analysis
of MMPI–2 simulation studies did not find such strong support for Ds2. Elhai et al.
(in press) concluded that Ds2 was not effective as a malingering predictor, al-
though our results suggest otherwise.

Other significant PTSD malingering predictors were O–S and OT. Several re-
search studies (summarized by Rogers et al., 1994) found that O–S is very effec-
tive in the detection of malingering. In fact, it has been demonstrated that OT is
crucial to the malingering predictions of O–S (Bagby et al., 1997; Sivec, Lynn,
& Garske, 1994). Despite strong support for its use, however, O–S has received
harsh criticism arguing against its use in identification of overreported profiles
(Bagby et al., 1995; see Greene, 1997, for a review). Although the effectiveness
of O–S was replicated by Elhai et al.’s (in press) similar discovery, Elhai et al.
did not find strong support for the utility of OT. It should be noted that this study
revealed that although student malingerers on average scored higher than pa-
tients on O–S and OT (see Table 2), the opposite effect was found when O–S
and OT were in the presence of the rest of the variables in the predictive
discriminant function.

|F – Fb| proved to be a significant predictor of malingered PTSD, thus not pro-
viding support for Elhai et al.’s (in press) finding. The rationale behind the use of
|F – Fb| is that malingerers may find it difficult to maintain their fabricated re-
sponse sets throughout a long assessment such as the MMPI–2 (Pensa, Dorfman,
Gold, & Schneider, 1996; Resnick, 1997). We know of only one other investiga-
tion (Pensa et al., 1996) that compared patients and simulators on |F – Fb|, and this
measure did show promise in detecting malingering.

Although F(p) was a significant individual predictor, we did not find strong
utility for it as a predictor of malingered PTSD, in contrast to Elhai et al.’s (in
press) study. Also, consistent with Elhai et al.’s results, FBS was not a strong pre-
dictor of malingered PTSD.

Several limitations and conceptual issues should be addressed. First, re-
sults from discriminant function analyses generally are most stable when the
predictor variables are uncorrelated with each other. However, in our study,
several scales were used as predictors that share item overlap and common
variance (e.g., F, F – K, |F – Fb|, F(p)). Although the scales implemented
here represent the best scales to use in predicting malingering (Berry et al.,
1991; Rogers et al., 1994), the potential violation of discriminant analyses
assumptions must be acknowledged. Second, the validity of this study in part
depends on how well the student PTSD-faking performances represent actual
PTSD malingering performances. That is, there is an implicit assumption that
our findings with experimental PTSD malingerers should generalize to actual
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PTSD malingerers. However, there is no way of knowing how true malinger-
ers prepare or perform for these examinations. Therefore, without external
validation of student PTSD malingering performances, it cannot be deter-
mined if these coached PTSD malingerers adequately represent actual PTSD
malingerers in performance.

Additionally, the validity of this study in part depends on how well the clin-
ical PTSD group represents genuine PTSD patients. However, with previous
research demonstrating that compensation-seeking veterans respond more
pathologically to the MMPI–2 (Frueh et al., 1997; Frueh et al., 1996), and given
the relatively large proportion of compensation-seeking veterans in this study,
we have no way of knowing how well our clinical sample was representative of
genuine PTSD patients. In other words, it is possible that there were malingerers
in our patient sample. However, because veterans have a reputation of appearing
to overreport symptoms, it is reassuring that their fake-bad indexes were signifi-
cantly different from those of the instructed malingerers. Also, it is noteworthy
that of the clinical participants who were seeking compensation, only 17% were
misclassified as malingerers. Last, it must be noted that the experimental and
comparison groups in this investigation appeared to be quite different from each
other in demographic characteristics, potentially contributing to group differ-
ences in response set.

One important clinical implication of this investigation involves MMPI–2 in-
terpretation for combat-related PTSD. Because neither the discriminant function
nor the individual malingering predictors were able to correctly identify malinger-
ers and patients in 100% of cases, we argue that veteran profiles should not be
eliminated as invalid solely on the basis of such a factor as a high F score. Rather,
MMPI–2 validity scales should be used as screening tools, whereby respondents
who obtain above certain cutoffs (e.g., F ≥ 120) should then be given more careful
evaluation to determine the degree to which their psychiatric symptom reports are
genuine.

Future simulation research studies of malingered PTSD among veterans
should include simulation groups that have more generalizability than college
samples. For example, perhaps a group of veterans instructed to feign PTSD
could be compared with veteran patients who genuinely suffer from PTSD. Re-
search should also take into account compensation seeking and should attempt
to purify the clinical comparison sample to decrease the possibility of having a
malingerer in the genuine-PTSD group. Additionally, investigations should aim
to identify characteristics of actual malingering presentations by conducting
known-groups comparison studies with individuals identified as malingerers by
trained malingering professionals. Last, the effects of variables such as which
scenario was chosen by the simulation group’s participants (i.e., obtaining dis-
ability vs. avoiding prosecution) should be examined for effects on faking
performances.
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ERRATUM

Correction to “Cross-Validation of the MMPI–2 in Detecting
Malingered Posttraumatic Stress Disorder”
J. D. Elhai, P. B. Gold, B. C. Frueh, and S. N. Gold

Volume 75, pp. 449–463

In the table on page 452, although the “patient combat veteran characteristics” vari-
able names are accurate, the percentages that correspond to these variables seem to
have been erroneously placed in the “Students” column, instead of the “Patients”
column.
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