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Objective: The Self-Report Symptom Inventory (SRSI) is a relatively new instrument
to detect symptom exaggeration. It contains a mix of plausible and pseudosymptoms,
the rationale being that people who intend to exaggerate symptoms will overendorse
both types of symptoms, whereas individuals responding truthfully will selectively
endorse primarily plausible symptoms. The present study examined whether there are
any differences in Dutch and French versions of the SRSI as a first step in determining
their psychometric equivalence. Method: Relying on a differential prevalence design,
we compared the Dutch and French SRSI in a mixed sample of compensation-seeking
individuals (n = 226), psychotherapy clients (n = 95), and job selection candidates
(n = 130). Participants were tested at the same bilingual facility and either had a Dutch
language background (n = 263) or a French language background (n = 188). Results:
Internal reliability estimates of SRSI subscales were highly comparable across the two
language groups. Both language groups exhibited a pattern in which compensation-
seeking individuals reported the highest level of pseudosymptoms, psychotherapy
clients an intermediate level, and the job selection subgroup the lowest level. There was
no difference in this regard between the two language backgrounds. Conclusions:
Given the increasing diversity in the cultural backgrounds of clients, it is important for
experts to have different language versions of the same instrument in their toolbox that
possess a comparable quality. Our data show that the Dutch and French SRSI possess
similar psychometric and conceptual features.
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Public Significance Statement

highly diverse backgrounds of patients.

To avoid wrong diagnoses and treatments, it is important to first establish the validity
of self-reported symptoms, mainly by excluding tainted presentations due to, for
example, symptom exaggeration. The Self-Report Symptom Inventory (SRSI) is a test
that helps clinicians to identify patients who engage in symptom exaggeration. The
SRSI has been translated in many languages and we found that its Dutch and French
versions did not differ significantly in terms of internal reliability and scores across
different referral groups, which is a first indication that both versions are equivalent.
Establishing equivalence of SRSI language versions is important considering the

Keywords: symptom exaggeration, Self-Report Symptom Inventory, Dutch French

equivalence, differential prevalence
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Sometimes, clinicians suspect that clients exag-
gerate their symptoms and this might be particularly
true in a forensic context (e.g., compensation-
seeking individuals; Bianchini et al., 2006). To
screen for symptom exaggeration, researchers
developed several types of dedicated instruments,
often referred to as symptom validity tests. Widely
used examples are the Structured Inventory of
Malingered Symptomatology (SIMS; Smith &
Burger, 1997) and the Miller-Forensic Assessment
of Symptoms Test (M-FAST; Miller, 2001).
Typically, such instruments list unlikely symptoms
and rest on the assumption that people who
exaggerate their symptoms will overendorse these
items. Although tools such as the SIMS and the
M-FAST have their merits as part of the
evaluation process to identify feigning (see, for
reviews, Detullio et al., 2019; Shura et al., 2022;
Van Impelen et al., 2014), they suffer from two
obvious limitations. First, the majority of their
items allude to extreme forms of psychopathol-
ogy (e.g., psychosis, amnesia) and cover more
prevalent symptom domains (e.g., anxiety and
depression) less well. Second, in these screening
tools, rare, bizarre, or nonexistent symptoms are
overrepresented, making them easily recogniz-
able as bogus items for well-informed or coached
clients, thereby potentially reducing sensitivity in
detecting symptom exaggeration.

With these limitations in mind, Merten et al.
(2016, 2022) developed the 107-item Self-Report
Symptom Inventory (SRSI). Basically, the SRSI
consists of amix of pseudosymptoms and genuine
symptoms, which makes its measurement intention
less obvious. Furthermore, both types of items
cover a broad spectrum of symptoms (e.g., anxiety,

depression, functional neurological symptoms).
Thus, the SRSI is a potentially useful screening
tool for forensic assessments in which more
restricted forms of mental impairment rather than
extreme manifestations of psychopathology are to
be evaluated, as is the case in, for example,
litigation procedures where compensatory da-
mages are sought.

The psychometric qualities of the German
SRSI have been well researched (Merten et al.,
2019; see also Giromini et al., 2022). Merten et al.
(2016) reported for their mixed sample of forensic
patients and normal population participants (N =
367) internal reliabilities that were satisfactory,
with Cronbach as > .90 for both the pseudo-
symptoms and genuine symptoms scales. The
test—retest stability over a period of 2 weeks in a
subsample (n = 30) was r = 0.81 and » = 0.91 for
pseudosymptoms and genuine symptoms, respec-
tively. Furthermore, the authors found a correlation
of r=.82 between SIMS scores and the number of
endorsed SRSI pseudosymptoms, which sup-
ports the convergent validity of the SRSI. More
recent research, summarized in Merten et al.
(2022), replicates the substantial correlation
between the number of endorsed SRSI pseudo-
symptoms and scores on concurrent symptom
validity tests or indices (e.g., SIMS, the F-r index
of Minnesota Multiphasic Personality Inventory—
2—-Restructured Form; Ben-Porath & Tellegen,
2008), with rs typically being in the .70
—.85 range.

Based on an aggregated data set, Merten et al.
(2016, 2022) recommended two different cutoff
values to detect symptom exaggeration, depend-
ing on the circumstances. For screening purposes,
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they recommended a cutoff of >six pseudo-
symptoms (sensitivity = .83; specificity = .91;
likelihood ratio [LR] = 9.31). For psychodiag-
nostic standard purposes, they proposed to use the
higher threshold of >nine pseudosymptoms
(sensitivity = .62; specificity = .96; LR = 13.73).

Making psychological tests available in multi-
ple languages is important to ensure that
psychologists in various countries have access
to accurate tools for their psychological assess-
ment. Moreover, as the numbers of expats and
immigrants continue to rise, forensic and clinical
experts are increasingly faced with clients who
have different cultural and language backgrounds
(e.g., Franzen et al., 2022; Merten et al., in press;
Weiss & Rosenfeld, 2012, 2017). To accurately
assess these clients, it is crucial to use carefully
translated measures, including symptom validity
tests such as the SRSI. The SRSI has been
translated in 10 different languages, among which
Dutch (e.g., Van Helvoortet al., 2019) and French
(e.g., Geurten et al., 2018), with the translated
versions of the German SRSI being the result of
fine-tuning and adjustments through systematic
comparison between original and back-translated
versions.

Previous research that focused exclusively on
either the Dutch or French SRSI has yielded
promising results. For example, Van Helvoort
et al. (2019) administered the Dutch SRSI to
forensic patients and students instructed to feign
symptoms. These researchers concluded that the
pseudosymptoms scale of the SRSI is insensitive
to actual psychopathology. They also concluded
that with the cutoff of >nine pseudosymptoms,
this scale discriminates fairly good between
honest and feigning participants (area under
the curve [AUC] = .98). Geurten et al. (2018)
conducted factor analyses on the French SRSI in
healthy adults and found a two-factor solution
corresponding to genuine and pseudosymptoms.
They found the genuine and pseudosymptoms scales
to possess good internal reliabilities (Cronbach as >
0.85). These researchers tested discriminatory power
by administering the SRSI to several groups of
healthy controls and patients, as well as healthy
participants instructed to feign cognitive impair-
ments. The SRSI pseudosymptom scale differ-
entiated reasonably well between controls and
instructed feigners, with AUCs being in the range
of 0.81-0.93.

Although studies focusing on translated ver-
sions are a first step in establishing the equiva-
lence of original and translated instruments (e.g.,
Weiss & Rosenfeld, 2012), they are not sufficient.
A next and necessary step would be to collect
normative data across groups with different
language backgrounds and systematically com-
pare these data. Two instructed feigning studies
were conducted with bilingual participants to
directly compare the test performance of different
language versions of the SRSI. Thus, Giger and
Merten (2019) showed that the original German
and French versions of the SRSI produced a
highly comparable pattern in Swiss bilingual
participants. Similarly, in their study with bilin-
gual participants, Dandachi-FitzGerald et al.
(in press) used a Bayesian inference approach
and found evidence in favor of equivalence
between the Dutch and German versions of
the SRSIL.

In the present study, we compared the Dutch
and French versions in a mixed sample of Belgian
participants who either spoke Dutch or French
and who were referred to the same bilingual
assessment facility either to undergo psycho-
diagnostic evaluation in the context of compen-
satory damages procedures, psychotherapeutic
treatment, or job recruitment. We expected the
two language versions to possess similar internal
reliabilities for the pseudosymptoms and genuine
symptom scales. Most importantly, we expected
the two language groups to exhibit a similar
pattern of differential prevalence of symptom
exaggeration. The differential prevalence approach
(e.g., Nijdam-Jones & Rosenfeld, 2017) is based on
the notion that symptom exaggeration will be more
prevalent in forensic groups (e.g., litigating
participants) than in nonforensic participants
(e.g., psychotherapy clients), whereas in other
samples (e.g., job evaluees), it will be nearly
absent because they have an incentive for
symptom denial rather than symptom exaggera-
tion. Finding such a differential prevalence
pattern would support the rationale on which
the SRSIrests and finding a similar pattern across
two language versions of the test would support
the conceptual equivalence of its translated
versions. Practically, it would mean that the
corpus of psychometric data obtained with one
language version of the SRSI bears also relevance
to the other language version.
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Method

Participants

Participants (N = 477) were recruited at
Mediter Center, a facility specialized in (neuro)-
psychological assessment and outpatient psycho-
therapy, located in Halle, Belgium. Given the
bilingual nature of Belgian society, both Dutch-
and French-speaking individuals are referred to
the center. They are referred for various reasons,
which mainly relate to assessments of neuropsy-
chological impairments in the context of insur-
ance claims (i.e., compensation-seeking group),
assessments prior to psychotherapeutic treatment
(i.e., psychotherapy group), or assessments in the
context of job selection and recruitment (i.e., job
selection group). In the present study, a consecu-
tive series of 477 participants were tested with the
SRSI (see below) as part of the psychodiagnostic
assessment. Depending on the precise referral
question, this assessment consisted of various
other psychometric tools (e.g., clinical scales, the
Minnesota Multiphasic Personality Inventory—2—
Restructured Form). The data obtained with these
other tools will not be considered here. Records
with more than five missing SRSI items were
excluded from the analysis (n = 20, all in the
compensation-seeking group). Six participants
manifested a lack of cooperation on the SRSI
control items (see below): five in the compensation-
seeking group and one in the job selection group.

Table 1

DANDACHI-FirzGERALD, DE PAGE, AND MERCKELBACH

These participants were also excluded from the
analysis. There were no obvious cases of random/
careless responding on the SRSI control items,
leaving 451 participants in the final sample. The
study was approved by a standing ethical committee
of the Vrije Universiteit Brussel (VUB-Ref 2020-
527). Table 1 summarizes demographic back-
ground data of the sample broken down by
language and referral question.

The men—women ratio was not similar across
groups, y(2) = 57.21, p < .001, = .32. The job
selection group had a higher proportion of men than
women compared with either the compensation-
seeking, y*(1) = 52.81, p < .001, = .39, or the
psychotherapy group, ¥*(1) = 39.39, p < .001,
n = .42. Men—women distribution was, however,
similar in the compensation-seeking and psycho-
therapy groups, x*(1)=.003, p=.95,1<.01. Also, a
one-way analysis of variance (ANOVA) revealed a
statistically significant difference in age across
groups, F(2, 447) = 175.06, p < 001, n* = 44.
Tukey’s honestly significant difference test for
multiple comparisons indicated that as group,
compensation-seeking individuals were signifi-
cantly older than psychotherapy clients, p <.001,
95% CI [4.19, 10.41] who, in turn, were older
than job selection candidates, p < .01, 95% CI
[11.12, 18.00].

In the compensation-seeking group, the most
frequent referral questions had to do with work-
related mental health concerns (e.g., burnout),
psychosomatic complaints, compensation for mild

Background Information of Sample Broken Down By Language and Referral Group

Dutch (n = 263)

French (n = 188) Full sample (N = 451)

Background characteristic® n/M %ISD n/M 9%/SD nlM %ISD
Compensation seeking 145 55.1 81 43.1 226 50.1
Gender
Women 72 49.7 43 53.1 115 50.9
Men 73 50.3 38 46.9 111 49.1
Age 46.26 11.15 45.26 10.59 45.78 10.96
Psychotherapy 55 20.9 40 21.3 95 21.1
Gender
Women 28 50.9 20 50.0 48 50.5
Men 27 49.1 20 50.0 47 49.5
Age 23.48 9.07 24.33 8.16 23.92 8.59
Job application 63 239 67 35.6 130 28.8
Gender
Women 8 12.7 8 11.9 16 12.3
Men 55 87.3 59 88.1 114 87.7
Age 39.05 14.18 36.48° 13.92° 37.98° 14.11°

2 For referral group and gender, the 1 and % are given; for age, the M and SD are given. °Based on n = 187 and n = 450,

respectively, because one participant did not indicate age.
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DETECTING SYMPTOM EXAGGERATION 5

head injury due to an accident, or the presence of
trauma-related symptoms due to victimization. The
most frequent referral reasons for the psychotherapy
group were depression, problematic personality
features, occupational stress, psychotic symptoms,
anxiety disorders, and marital problems. The job
selection group mainly consisted of individuals who
had applied for high skills jobs (e.g., pilots).

Self-Report Symptom Inventory

The SRSI (Merten et al., 2016, 2019) contains
107 items with a true-or-false response format.
Items describe symptoms- and health-related
issues. The SRSI was constructed with a focus on
item formulation that utilizes a simple syntactic
and semantic structure, avoiding complexities
such as double negatives, conditional clauses,
ambiguities, and similar issues. This ensures that
individuals with a reading proficiency equivalent
to a secondary school diploma level and without
intellectual disabilities can easily understand and
answer the items (Merten et al., 2019). It takes
approximately 15 min to complete the instru-
ment. The SRSI includes two main scales. One
taps into plausible complaints (i.e., genuine
symptoms; e.g., items of the following type
“Feeling no interest in things”)." The other main
scale lists unlikely symptoms (i.e., pseudosymp-
toms; e.g., items of the following type “On a scale
from O [no headache] to 10 [maximum head-
ache], my headaches are at “10” almost all the
time”). The two main scales each include five
subscales, with every subscale consisting of 10
items that cover either genuine or pseudosymp-
toms in specific domains. The subscales of the
genuine symptoms main scale are: cognitive
problems, depression, pain, nonspecific somatic
complaints, and posttraumatic stress disorder/
anxiety. Those of the pseudosymptoms main
scale are: cognitive/memory problems, neurolog-
ical motoric complaints, neurological sensory
complaints, pain, and anxiety/depression. The
range of possible subscale scores varies between
0 and 10 for each of the 10 subscales, and between
0 and 50 for the two main scales. The SRSI
contains an additional seven items, of which two
check cooperativeness and five serve as a check on
random/careless responding. In the present study,
Flemish participants were administered the Dutch
version of the SRSI, whereas French-speaking
participants from Bruxelles and Wallonia
received the French version.

Data Analysis

We sought to answer two questions. First, do
the Dutch and French SRSI versions produce
similar internal reliabilities across the three
referral groups (i.e., compensation seeking,
psychotherapy, job selection)? Accordingly, we
computed Cronbach as and average interitem
correlations for main scales across groups and
compared language versions with each other.
Second, do the Dutch and French versions exhibit
a similar pattern of genuine and pseudosymptom
scores across the three groups? To address this
issue, we conducted a 2 (Language: Dutch vs.
French) x 3 (Referral Groups) X 2 (Symptoms:
Genuine Symptoms vs. Pseudosymptoms) ANOVA
on the SRSI data, with repeated measures on
the last factor. The absence of a main effect of
language or the absence of an interaction effect
with language would provide initial support for the
equivalence of Dutch and French versions. The
presence of a significant interaction of groups and
symptoms could reflect a differential prevalence
pattern and in case it would occur, we planned to
conduct follow-up 7 tests to determine whether
compensation-seeking individuals, indeed, had
the highest level of pseudosymptoms, psycho-
therapy clients an intermediate level, and job
selection candidates the lowest level. As a further
step, we looked at the proportion of participants in
each subgroup who scored above the standard
cutpoint of nine pseudosymptoms, expecting that
irrespective of the language of administration,
this proportion would be the highest in the
compensation-seeking group, intermediate in
psychotherapy clients, and lowest in the job
selection candidates. We evaluated group differ-
ences with Fisher’s exact probability tests.

Results

The anonymized data file can be found at Open
Science Framework at https://osf.io/kv2x8/.

Demographic Background and SRSI
Symptom Endorsement

For the full sample, age correlated significantly
with the number of endorsed genuine symptoms

"' To ensure test security, the items presented here are for
illustrative purposes only and do not reflect actual items from
the SRSI.
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(r=.56,p < .001, = .32) and with the number
of endorsed pseudosymptoms (» = .34, p < .001,
P2 = .12). For the full sample, men and women
differed with regard to genuine symptoms (Men =
16.17, Myomen = 2437, p < .001, n* = .08) and
pseudosymptoms (M e, = 4.25, Myomen = 6.67,
p < .001, n° = .03). Because younger men were
overrepresented in the job selection group, these
correlations might moderate the outcomes of the
2 X 3 x 2 ANOVA.

Internal Reliability

Table 2 shows internal reliabilities for genuine
and pseudosymptom scales broken down by
language and referral groups. As can be seen,
Cronbach as were mostly satisfactory (>.70), the
exceptions being as for the pseudosymptom
scales in job selection participants, possibly
because these as were suppressed by the excess
of no answers in the context of a dichotomous scale
(e.g., Lissitz & Green, 1975). Most importantly,
Cronbach as were highly comparable across
language groups. Much the same is true for the
mean interitem rs. For both language versions,
average interitem rs were in the range of 0.15-
0.35, which one would expect when higher order
concepts (e.g., “‘symptom exaggeration”) are
targeted (e.g., Clark & Watson, 1995).

Differential Prevalence Pattern

Table 3 gives mean scores of the three groups
and shows proportions of participants scoring
above the cutoff. Scores at the level of the subscales
are provided in the Supplemental Material File. A 2
(Language) X 3 (Referral Groups) X 2 (Symptoms:
Genuine vs. Pseudosymptoms) ANOVA, with

Table 2

repeated measures on the last factor, yielded main
effects of symptoms, F(1, 445) = 1,73891, p <
.001, nz = .80, and referral groups, F(2, 445) =
225.19, p < .001, 0% = .50. As expected, there was
a significant interaction between symptoms and
referral groups, F(2,445)=334.88,p <.001, n2 =
.601. Post hoc Bonferonni analysis revealed that
symptom scores were significantly higher in the
compensation-seeking group than in the psycho-
therapy group, which scored higher than the job
selection group (all ps < .001). Importantly, the
main effect of language fell short of significance,
F(1,445) = .01, p = .927,1> < .01. The same held
for interaction effects with language. Specifically,
there were no significant two-way interactions of
langua%e and symptoms, F(2, 445) = 3.82, p =
.051, n° < .01, or of language and referral group,
F(2,445) = .13, p = .88, > < .01. Neither did the
three-way interaction of language, referral groups,
and symptoms reach significance, F(2,445) =71,
p=.49,1? <.01. Thus, the language version of the
SRSI did not impact the differential pattern of
symptom reporting across the three groups.

Fisher’s exact tests performed on proportions
of participants failing the SRSI (i.e., scoring
above the cutpoint of 9 on the pseudosymptoms
scale) revealed no significant differences between
the Dutch and French SRSI within the separate
referral groups (compensation seeking: p = .47;
psychotherapy: p =.38). On the other hand and in
accordance with the differential prevalence
prediction, the proportion of participants who
failed the SRSI was higher among compensation-
seeking individuals than psychotherapy clients
(p < .01) and higher among psychotherapy
clients than job selection candidates (p < .01).
None of the job selection candidates failed
the SRSI.

Cronbach Alphas (o) and Mean Interitem r (SD) for Genuine and Pseudosymptom Scales Broken Down By

Language and Referral Group

Genuine symptoms Pseudosymptoms
Dutch French Dutch French
Mean item Mean item Mean item Mean item
Referral group o r (SD) o r (SD) o r (SD) o r (SD)
Compensation seeking 92 .19 (.15) 92 .20 (.16) 92 .19 (L12) .90 15 (.16)
Psychotherapy 93 .20 (.17) .85 .10 (.22) .88 .14 (.20) .94 31 (.28)
Job selection 73 .08 (.21) .88 .22 (.28) .70 13 (.33) .67 .18 ((33)
Total .96 .33 (.17) .96 34 (.21) 93 21 (1) 93 21 ((13)
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Table 3

Mean (SD) Scores on the Genuine Symptoms and Pseudosymptoms Scale of the SRSI and % SRSI Fail Broken

Down by Language and Referral Group

SRSI fail
Genuine symptoms Pseudosymptoms (pseudosymptoms > 9)
Dutch French Dutch French Dutch French

Referral group n M SD n M SD

n M SD n M SD n % n %

Compensation 145 28.11 10.43 81 28.75 10.36
Psychotherapy 55 20.20 10.77 40 21.05 8.27
Job selection 63 281 275 67 334 414

145 873 811 81 733 682 54 372 26 321
55 4.84 548 40 450 7.04 10 182 4 100
63 027 .8 67 037 095 0 O 0 0

Note. SRSI = Self-Report Symptom Inventory.

Discussion

Given the track record of the SRSI as a
psychometrically sound tool for detecting
symptom exaggeration, there is a need for
more normative data on its different language
versions. The present study builds upon prior
research by Giger and Merten (2019) and
Dandachi-FitzGerald et al. (in press). Giger and
Merten found that the French and German SRSI
produced highly comparable test scores in
Swiss research participants, while Dandachi-
FitzGerald and coworkers demonstrated the
equivalence of the German and Dutch SRSI in
bilingual participants. Our study contributes to
this literature by showing that the Dutch and
French SRSI have highly comparable properties
across three different referral groups. Specifi-
cally, we found that the two versions exhibit
internal reliabilities that are similar and produce
patterns of differential prevalence that are highly
alike. Taken together, our data are a first step in
demonstrating the psychometric and conceptual
equivalence of the Dutch and French SRSI. This
implies that within reasonable bounds (see below),
clinicians may draw upon normative French SRSI
data when they want to interpret a Dutch SRSI
protocol and vice versa. Given the ever-increasing
diversity in clients’ language backgrounds with
which clinicians are confronted, this is good
news. Our data contribute to a psychodiagnostic
toolbox that is geared toward linguistic and
cultural diversity in clients.

Our findings align with estimated base rates
of symptom overreporting in both forensic and
clinical contexts. Estimates of symptom exagger-
ation ranges between 30% and 50% of individuals
involved in litigation or workers’ compensation

procedures (Larrabee et al., 2009; Sherman et al.,
2020), which is consistent with our findings of
compensation-seeking participants who failed
the SRSI (37.25%-32.1%). Moreover, the SRSI
failure rate of 10%-18.2% in psychotherapy
clients is consistent with the estimated base rate
of 15% for symptom overreporting across all
clinical neuropsychological evaluations (Martin &
Schroeder, 2020). Using the SIMS, Dandachi-
FitzGerald et al. (2016) and Bodenburg et al.
(2022) observed similar rates of symptom validity
test failure in clinical patients: 14.1% and 17.6%,
respectively. These findings indicate that symptom
overreporting occurs in clinical (nonforensic)
assessments. Note that symptom overreporting
does not equal malingering as there might be many
reasons why individuals distort their symptom
presentation (Dandachi-FitzGerald et al., 2022).
Apart from hidden agenda’s for obtaining in-
centives (e.g., van Egmond & Kummeling, 2002),
clients might, for example, exaggerate their
symptoms out of fear that treatment will not be
provided if symptoms are perceived as being to
mild (e.g., Tracey et al., 2014).

In line with a priori expectations, job candi-
dates endorsed on average less than one
pseudosymptom, and none of them scored above
the cutoff. Indeed, in order to be considered
eligible for the job, this group had an incentive to
appear psychologically healthy. Obviously, in
this referral group, there is an increased risk of
symptom underreporting and as such it makes
sense to include validity instruments aimed at
detecting faking good response distortions in
the assessment battery (e.g., Brown & Sellbom,
2020). Still, the performance of this subgroup on
the SRSI provides discriminant evidence for the
construct validity of the SRSI as a measure for
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symptom overreporting, and important for the
present study, both language versions produced
similar SRSI patterns in this specific group.

Several limitations of the present study
deserve comment. First and foremost, although
we compared clients with two distinct language
backgrounds, the majority of them were of
European origin. Thus, the psychometric and
conceptual equivalence of the Dutch and French
SRSI that we observed cannot be taken to mean
that SRSI data can be generalized to Dutch- or
French-speaking immigrants with a non-European
background. Importantly, there is more to cross-
cultural validity of psychometric tools than just
their psychometric and linguistic equivalence. For
example, test-taking attitudes may differ across
cultures without this having to do with language
per se (Ardila, 2005). Arguably, these test-taking
attitudes affect normative data obtained with an
instrument such as the SRSI.

Second, and related to inherent limitations of
the differential prevalence approach (Nijdam-
Jones & Rosenfeld, 2017), our data are silent
about the sensitivity and specificity of the Dutch
and French SRSI versions and whether they are
comparable with regard to these features. Deter-
mining such accuracy parameters is essential, but
requires an external criterion for defining symp-
tom exaggeration. Thus, our findings are but a
first, albeit promising, step in systematically
comparing the Dutch and French SRSI. Follow-
up research might want to specifically focus on
sensitivity and specificity of the Dutch and
French SRSI versions using criteria such as a
failure on the SIMS and/or the presence of
external gain motives as proxies of symptom
exaggeration. In passing, we note that not all
studies employing the SRSI have invariably
found excellent specificity and sensitivity coeffi-
cients for this instrument. For example, Boskovic
etal. (2019) observed a heightened false-positive
level of the SRSI in people reporting aversive
high impact experiences, an effect possibly
mediated by fantasy proneness. Furthermore, in
their study on instructed anxiety and pain
feigning, Boskovic et al. (2020) found evidence
to suggest that the SRSI is better at detecting those
who fabricate anxiety symptoms than those who
fabricate pain symptoms.

Third, and related to a more general omission
in the SRSI literature, we required clients to
complete a relatively lengthy subscale of
genuine symptoms (50 items), but did not use
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the potentially clinically relevant information
that this subscale may possess. Clearly, collect-
ing more normative data on the genuine
symptoms scale of the SRSI is imperative and
can be done by relating these data to results of
standard clinical tools (e.g., depressions and
anxiety scales) in participants with psychologi-
cal problems, but without incentive to exagger-
ate those problems.

Last, it is worth noting that many studies
evaluating the SRSI, including our own, have
involved authors of the SRSI. Therefore, future
studies from independent research groups would
be valuable to further validate the utility of
the SRSI.

In sum, our study was a first step in establishing
the psychometric and conceptual equivalence of
the Dutch and French versions of the SRSI, which
might serve as a complementary tool to widely
used symptom validity tests such as the SIMS
and the M-FAST. Our data are encouraging and
indicate thatitis worthwhile to conduct follow-up
research. Yet, the lack of a statistical difference
between the two language versions across referral
groups is a first indication of language versions
equivalence, and additional studies are needed to
examine the evidence in favor of psychometric
equivalence, for example, by using bilingual
participants and employing a Bayesian inference
approach (e.g., Dandachi-FitzGerald et al.,
in press). As well, such future research with
different language versions of the SRSI might
focus on the diagnostic accuracy parameters of
the pseudosymptoms scale and the clinical
information provided by the genuine symptoms
across assessment settings and patient samples.
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