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Abstract
This archival study sought to determine whether psychological reports adequately communicate the results of Symptom 
Validity Tests (SVTs) and Performance Validity Tests (PVTs). We collected reports from a pool of 469 clinical psychologi-
cal and neuropsychological assessments conducted across five Dutch hospitals. To be included, the administered SVT (i.e., 
Structured Inventory of Malingered Symptomatology; SIMS) and/or PVT (Amsterdam Short-Term Memory test, ASTM) 
needed to be either passed or failed. Additionally, we selected reports from psychologists who, prior to conducting the 
assessments, anticipated either problematic or unproblematic validity. A total of 146 reports (57 clinical psychological and 
89 neuropsychological reports), authored by 36 psychologists from five different hospitals, were analyzed. Invalid range 
scores on SIMS and/or ASTM occurred in 48% of the sample. Two researchers independently reviewed and coded reports, 
resolving mismatches through consensus and crosschecking with original test data. The majority of clinical psychological 
reports (89.5%) did not reference the SIMS or accurately describe the SIMS results, despite its use. In contrast, most neu-
ropsychological reports mentioned the SIMS and ASTM, and adequately described their results (77.5%). Approximately 
half of the reports with invalid range scores on these instruments included interpretative statements, often suggesting over-
reporting and/or underperformance. In about one-third of cases, a fail on the validity test was attributed to factors such as 
anxiety, fatigue, depression, or pain. Other cognitive tests and psychological questionnaires were frequently interpreted 
without considering these invalid scores. Treatment recommendations seldom took SVT/PVT fails into account. The find-
ings indicate that a non-negligible number of reports do not accurately report and discuss SVT/PVT results, underscoring 
the need for enhancing the quality and precision of psychological reports concerning validity testing.

Keywords Symptom Validity · Performance Validity · Psychological Reports · Feedback · Structured Inventory of 
Malingered Symptomatology · Amsterdam Short-Term Memory Test

Introduction

In certain settings, such as those related to forensic evalu-
ations, individuals may exhibit a tendency to exaggerate or 
even invent symptoms and/or impairments (Bass & Wade, 
2019). Against this backdrop, there has been a continu-
ous interest in the development and utilization of tools to 
assess the validity of the complaints with which patients 
present. These tools are commonly known as symptom 
validity tests (SVTs) and performance validity tests (PVTs), 
where SVTs assess the tendency to overreport symptoms, 
while PVTs measure the tendency to engage in cognitive 
underperformance.

The professional interest in SVTs and PVTs has been 
driven by three factors. First, empirical research has shown 
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that many SVTs and PVTs may serve as sensitive indicators 
of symptom overreporting and cognitive underperformance, 
respectively. Moreover, these tests often demonstrate suf-
ficient specificity. In other words, only a small fraction of 
individuals with actual cognitive impairment and/or genu-
ine psychopathological conditions exhibit abnormal results, 
that is, they fail1 on SVTs and/or PVTs (e.g., Dandachi-
FitzGerald et al., 2020a; Schroeder & Martin, 2022a). Sec-
ond, the limitations of relying solely on unstructured clinical 
interviews and observations to evaluate the validity of self-
reported symptoms and impairments have become increas-
ingly apparent. Clinical impressions might be prone to bias 
and error and therefore often do not meet the standards for 
evidence-based decision-making (Dandachi-FitzGerald & 
Martin, 2022; Dandachi-FitzGerald et al., 2017; Ng et al., 
2021). Third, although SVTs and PVTs were originally pri-
marily developed for the forensic context, it has become 
clear that symptom overreporting and cognitive under-
performance can transpire in various settings (Dandachi-
FitzGerald, et al., 2020b; Merckelbach et al., 2019). For 
example, in a recent meta-analysis comprising 47 studies 
(Roor et al., 2024), the base rate of failure on a PVT in 
clinical neuropsychological assessments was estimated to 
be approximately 16% (95% CI [13, 19]).

In 2005, the National Academy of Neuropsychol-
ogy positioned that “when a psychological evaluation is 
deemed medically necessary, validity assessment is a medi-
cal necessity” (Bush et al., 2005, p. 419). Since then, the 
informational value of validity assessment tools has been 
stressed in guidelines (e.g., Moore et al., 2021), policy and 
consensus statements of professional psychology organiza-
tions (e.g., Chafetz et al., 2015; Sweet et al., 2021), but their 
importance has also been recognized outside psychology, 
the report of the Institute of Medicine (2015) being a case 
in point. Consistent with this trend, survey studies suggest 
that clinicians are increasingly integrating validity tests 
into their regular clinical assessments, including evalua-
tions conducted outside forensic settings. In an international 
sample of neuropsychologists (N = 654) surveyed by Hirst 
et al. (2017), approximately 71% of the participants were in 
favor of including a validity test in every neuropsychologi-
cal evaluation. In a Northern American sample (N = 316), 
Martin et al. (2015) found that almost 92% of the partici-
pants stated to often or always include a PVT in their clini-
cal assessment. This compares favorably to earlier surveys 
in the United States (Sharland & Gfeller, 2007), the United 
Kingdom (McCarter et al., 2009), and six Western Euro-
pean countries (Dandachi-FitzGerald et al., 2013). In those 
studies, percentages of participants who reported to often 

or always include an SVT and/or PVT in their clinical neu-
ropsychological assessment ranged from 16 to 56%.

The issue of how the results of SVTs and PVTs are pre-
sented in psychological reports is important. Arguably, the 
incremental value of validity assessment tools critically 
depends on accurate interpretation and clear communication 
of results to the patient (e.g., Carone et al., 2010; Martin & 
Schroeder, 2022), their support system (if applicable), and 
the referring party. Meanwhile, the position papers and con-
sensus statements cited above are largely silent about how 
to address the outcome of SVTs and PVTs in psychological 
reports. Insights into this matter can be gleaned from sur-
vey studies where neuropsychologists were asked to choose 
statements they would employ to communicate their findings 
regarding SVT and/or PVT fails (e.g., Dandachi-FitzGerald 
et al., 2013; Hirst et al., 2017; Martin et al., 2015). Surveyed 
clinicians mostly reported a preference for rather neutral 
statements to the effect that test data are invalid, that no firm 
conclusions can be drawn, or that the test results are incon-
sistent with the severity of injury. Respondents rarely opted 
for malingering as a descriptive term, although in the survey 
of Martin et al. (2015), a sizeable minority (i.e., 11% of the 
respondents) said that they used that term in their reports 
“often” or “always” when they believed the test results to 
be indicative of symptom overreporting.

Taking a different approach in a more recent survey, 
Martin and Schroeder (2021) provided neuropsychologists 
(N = 209) with three different case vignettes of patients 
who evidently failed a PVT during neuropsychological 
assessment (i.e., exhibited evidence of cognitive underper-
formance). The neuropsychologists were invited to freely 
describe how they would communicate this test outcome in 
their psychological report. Across the three case vignettes, 
almost all participants (95%—100%) expressed a preference 
for explicitly mentioning the PVT fail. Yet, respondents 
disagreed regarding how to best describe the PVT fail, with 
the most common statements being that “results are invalid, 
inaccurate or unreliable”; “results indicate poor or variable 
effort”; and “results show a poor or variable engagement”, 
but none of those interpretations were endorsed by more 
than half of the respondents. Curiously enough, there was 
also intraindividual variability in the preference for certain 
descriptions across the three case-vignettes. For instance, 
in the case vignette of a patient with mild head injury sus-
pected of malingering, 24% of the professionals endorsed 
statements indicating that test results were inconsistent with 
the patient's injury, functioning, or presentation. However, 
only 6% did so in the case vignette of a patient failing mul-
tiple PVTs without apparent external incentives or signifi-
cant psychological/medical/psychosocial factors that could 
explain the invalid test performance. Overall, these survey 
findings indicate that a significant number of clinicians 1 Here and elsewhere, we use the descriptor “fail” to refer to an inva-

lid range score (Guilmette et al., 2020).



426 Psychological Injury and Law (2024) 17:424–438

struggle to articulate the appropriate way to characterize 
failures on validity tests in psychological reports.

An important limitation of the survey results reported 
above is that they were based on self-reports. To gain a more 
comprehensive understanding of how validity tests are incor-
porated in psychological reports, we need to move beyond 
studies that rely on these self-reported practices, as there 
might be discrepancies between reported and actual prac-
tices (e.g., Baumeister, 2007). An illustrative example is pro-
vided by the study of MacAllister et al. (2019) on how the 
results of PVTs during pediatric neuropsychological assess-
ments are documented. These authors referred to a survey 
study among North American pediatric neuropsychologists 
(N = 282), 92% of whom stated that they used at least one 
validity test in each assessment (Brooks et al., 2016). As a 
follow-up, MacAllister et al. (2019) inspected the pediatric 
neuropsychological reports written by professionals with a 
similar background as those surveyed in the Brooks et al. 
(2016) study. Of the 131 reports inspected, only six (< 5%) 
mentioned validity testing.

From these results, one may suspect that surveys pos-
sibly provide an overly optimistic view on the use of valid-
ity tests in clinical practice due to selection bias (i.e., those 
psychologists who use validity tests might be more inclined 
to respond to surveys addressing this topic) and/or social 
desirability bias (i.e., survey respondents might overstate 
how often they use validity tests). Another possibility is that 
professionals do use validity tests on a fairly wide scale but 
ignore their outcomes when they yield unfavorable outcomes 
as it complicates diagnostic interpretation and reporting. 
Thus, failures on SVTs and/or PVTs might for example be 
explained away by ad hoc explanations (Merten & Merck-
elbach, 2013), such as “cry for help” (Dandachi-FitzGerald 
et al., 2024; see Young, 2022, for a differing position). The 
importance of this issue lies in the ample evidence indicating 
that failures on SVTs and/or PVTs align with skewed scores 
on standard clinical instruments like depression scales and 
memory tests (Dandachi-FitzGerald et al., 2011; Merten 
et al., 2020). Neglecting to address this correlation could 
potentially compromise the precision of diagnostic assess-
ments and subsequent treatment recommendations.

With these considerations in mind, the current study was 
undertaken to determine how SVT and PVT results are com-
municated in psychological reports. Specifically, our focus 
centered on three key qualities: (1) explicit reference to 
SVTs and/or PVTs in reports; (2) accuracy in scoring and 
interpreting the results of these tests; and (3) the extent to 
which conclusions pertaining to psychopathology, personal-
ity characteristics, cognitive functioning, and treatment rec-
ommendations appropriately consider the outcomes of the 
validity assessment. A unique aspect of our study was that 
we had access to the raw scores of the validity tests admin-
istered. Thus, we could systematically compare original test 

data and whether/how they were presented in the clinical 
reports. In doing so, the current study overcomes the limita-
tions of relying on clinicians' self-reported practices or on 
reports without the original test scores.

Method

Participants

This archival study constituted a segment of a broader 
research initiative focusing on validity assessment among 
clinically referred hospital outpatients (e.g., Dandachi-
FitzGerald et al., 2016, 2017). Ethical approval for this study 
was obtained by the standing ethical committee of the Med-
ical Ethical Committee of Maastricht University Medical 
Centre [METC 12–4-022.6/pl]. Our approach involved solic-
iting 153 psychological reports from psychologists across 
five hospitals in the southern part of the Netherlands. These 
reports pertained to patients referred for clinical psychologi-
cal and neuropsychological assessment between July 2012 
and May 2013. Ultimately, we successfully obtained 146 
reports (95.4%), encompassing 57 clinical psychological and 
89 neuropsychological assessments conducted by 36 differ-
ent psychologists. All reports were anonymized to protect 
patient information and de-identified with regard to author-
ship to ensure the confidentiality of the psychologists who 
authored them. Consequently, specific data on the number 
of reports contributed by each individual psychologist are 
not available. Although the five hospitals did not contrib-
ute equally, multiple psychologists from each hospital were 
involved in providing the reports.

For clinical psychological assessments, the psychologists 
used the Structured Inventory of Malingered Symptomatol-
ogy was used (SIMS; Smith & Burger, 1997; details below). 
In neuropsychological assessments, both the SIMS and the 
Amsterdam Short-Term Memory Test (ASTM; Schmand & 
Lindeboom, 2005; details below) were employed. The SIMS 
and ASTM were selected due to their prominence in Dutch 
validity assessment practices. Both the Dutch adaption of the 
SIMS (Merckelbach & Smith, 2003) and the ASTM, which 
was developed in the Netherlands, were ranked as the most 
commonly used tools among Dutch neuropsychologists in 
a European survey (Dandachi-FitzGerald & Ponds, 2013; 
Dandachi-FitzGerald et al., 2013). Although psychologists 
also relied on other types of validity tests (e.g., MMPI-2 
validity scales), the frequencies with which they did so were 
so low that meaningful analyses was not possible.

In the context of the 57 clinical psychological assess-
ments, there was a fail on the SIMS in 21 cases, repre-
senting a failure rate of 37%. Among the 89 neuropsycho-
logical assessment reports, both the SIMS and the ASTM 
were failed in 49 cases, corresponding to a failure rate of 
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55%. Note that these statistics reflect how the reports were 
selected from the original pool of 469 reports (see Fig. 1 in 
supplemental file 1). Briefly, patients with clinically obvi-
ous cognitive impairments (e.g., due to dementia, brain 
tumors, or severe traumatic brain injury) were excluded. In 
their case, the administration of SVTs/PVTs make less sense 
– given that they may generate false positives—and it would 
be understandable if experts would disregard SVTs/PVTs 
altogether (e.g., Lippa, 2018). As per the ASTM manual 
(Schmand & Lindeboom, 2005, p. 4) "clinically obvious 
symptoms" are those evident during informal contact or 
history taking (e.g., repeatedly providing the same informa-
tion or failing to recall a previous topic of conversation), 
without the need for formal cognitive testing to reveal them. 
Furthermore, we sampled from reports describing patients 
who either passed or failed the SIMS in the case of clinical 
psychological assessments and either passed or failed both 
the SIMS and the ASTM in the case of neuropsychological 
assessments. Additionally, we selected reports from psychol-
ogists who, prior to conducting the assessments, expected 
either problematic or unproblematic symptom validity (as 
per Dandachi-FitzGerald et al., 2017) (see Table 1 in supple-
mental file 1). Although such a priori impressions have been 
found to be inaccurate—since psychologists cannot reliably 
determine in advance who will pass or fail validity testing 
(Dandachi-FitzGerald et al., 2017)—we included it in our 
selection strategy, because, at the time of study design, we 
believed it might help us explore whether a priori expecta-
tions influenced the interpretation of validity test results. 
However, the results did not allow for such a detailed analy-
sis of the data.

At the point of writing their psychological reports, the 
psychologists participating in the study were unaware that 
their documents would be later screened. However, it is 
important to note that they had provided informed consent 
for us to potentially analyze their reports. Note further that 
the assessments encompassed a variety of additional instru-
ments alongside the SIMS and/or the ASTM. In clinical psy-
chological assessments, scales addressing symptoms, coping 
strategies, and personality characteristics were employed, 
occasionally supplemented by an intelligence measure. Neu-
ropsychological assessments featured an array of cognitive 
tests, sometimes accompanied by a symptom checklist and/
or a coping style questionnaire.

Measures

Structured Inventory of Malingered Symptomatology 
(SIMS) The SIMS is a 75-item self-report questionnaire list-
ing less plausible or even bizarre symptoms that are rated 
on a dichotomous (yes–no) scale. The cutoff score of > 16 
as recommended by Rogers et al. (1996) was used. For this 
cutoff score, an older paper on the Dutch adaptation of the 

SIMS (N = 298) found a sensitivity of 0.93 and a specificity 
of 0.98 (Merckelbach & Smith, 2003). However, later stud-
ies, such as the meta-analysis by van Impelen et al. (2014) 
and the systematic review by Shura et al. (2022), raised con-
cerns about the specificity of the SIMS and recommended a 
higher cutoff score (e.g., > 19). To clarify whether the adop-
tion of an overly liberal SIMS cutoff might have biased our 
results, we examined the percentage of SIMS scores falling 
between > 16 and ≤ 19 in the total sample of clinical assess-
ments in this research project (N = 469; Dandachi-FitzGerald 
et al., 2016). We found that only 28 assessments (6%) had 
SIMS scores in this range. Of these 28 cases, 19 (68%) failed 
a second validity test, either the MMPI validity scales or 
the ASTM. Thus, there is little basis for arguing that, in 
our study, failures on the SIMS were frequently close to the 
liberal cutoff and therefore false positives that should be 
disregarded.

Amsterdam Short‑Term Memory Test (ASTM) The ASTM 
is based on a multiple-choice word recognition procedure. 
The test consists of 30 trials in which a list of five semanti-
cally related words is first presented and then, after a simple 
distraction task, a second list of five words is given, includ-
ing three from the first list and two distractors (Schmand 
& Lindeboom, 2005). We used the standard cutoff score 
of < 85. In the original validation studies, this cutoff score 
was associated with a specificity of 0.98 and a sensitivity of 
0.77 (Schmand & Lindeboom, 2005). That study contrasted 
experimental malingerers (n = 84) and patients suffering 
from neurological disorders, such as moderate to severe 
traumatic brain injury, advanced Parkinson’s disease, stroke, 
multiple sclerosis, and severe epilepsy (n = 206).

Exit questionnaire After completion of the data collection 
of the Dandachi-FitzGerald et al. (2016) study, clinicians 
received an exit questionnaire via e-mail. The exit ques-
tionnaire focused on the following clinician characteristics: 
name, age, function, years of work experience, estimated 
number of diagnostic assessments in the past year, type 
of psychological assessment (i.e., clinical psychological, 
neuropsychological or both), and experience with forensic 
evaluations and, if so, the number of forensic evaluations 
in the past year. Clinicians were also queried about their 
use of validity tests before entering the study, and whether 
their participation in this study had sensitized them to dis-
torted symptom presentations during their interviews with 
the patient. Note that this background information has been 
previously reported for the subgroup of clinicians perform-
ing neuropsychological assessments (see Dandachi-FitzGer-
ald et al., 2017). The last two items of the questionnaire 
related to communication of the validity assessment. First, 
clinicians were asked whether they always, sometimes, or 
never commented on the validity assessment in their report. 
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Second, clinicians were given five statements to describe 
test results in the invalid range and were asked to indicate 
the frequency of use for each statement on a five-point Lik-
ert scale (i.e., 1 = never, 2 = rarely, 3 = sometimes, 4 = often, 
5 = always) (see supplemental file 3).

Rating list for psychological reports Before we inspected the 
selected reports, we developed a list of criteria to evaluate 
the quality of reporting on SVTs and PVTs. Based on pre-
vious surveys (e.g., Dandachi-FitzGerald et al., 2013) and 
guidelines for psychological reports (e.g., Dutch Association 
of Psychologists, 2017; Martin et al., 2022), the criteria were 
as follows:

1) Are SVTs and PVTs explicitly mentioned in the method 
section of the psychological report?

2) Does the behavioral observations section of the report 
comment upon the patient’s motivation and their test 
effort or task engagement?

3) Are SVT and PVT outcomes described in the results sec-
tion of the report? Are the validity test results correctly 
interpreted as a pass or a fail?

4) Are conclusions drawn from pass or fail? In case of a 
fail: are other test results interpreted? Does the report 
give an explanation for failing validity testing?

5) Are treatment recommendations given? In case of a fail: 
Is this outcome taken into account in the treatment rec-
ommendation?

The rating list with coding scheme, and interrater agree-
ment can be found in the appendix.

Procedure and Data‑Analysis

The psychological reports were independently reviewed 
and coded by the first two authors (BD and MP) using the 
rating list. Subsequently, the two databases were combined 
to evaluate interrater agreement on the main variables of 
interest. The Kappa coefficients were satisfactory to excel-
lent for all variables (see appendix). To strengthen accu-
racy, disagreements were identified and resolved through 
consensus discussion between BD and MP. This involved 
a thorough review of the report as well as crosschecking 
of actual SIMS and ASTM test scores. Frequency anal-
ysis was conducted on the rating list criteria, and Chi-
square analysis was used to compare the reports of clini-
cal psychological and neuropsychological assessments on 
relevant aspects. Analyses were carried out using SPSS 
version 25.

Results

Characteristics of Participating Clinicians

In total, 34 (94%) of the clinicians returned the exit ques-
tionnaire. Mean age of the clinicians was 37 years (range: 
27–62 years). On average, they had 11 years of working 
experience (range: 1–35). On average, they estimated to 
have conducted 65 assessments in the past year (range: 
0–230). Further background details can be found in sup-
plemental file 2.

Regarding their communication of SVT/PVT fails, thir-
teen clinicians (38%) said that they always commented on 
the validity of the psychological assessment, twenty (59%) 
stated that they sometimes did so in their reports; only one 
clinician (2.9%) indicated to never comment on the valid-
ity of the assessment. There was little consensus on how to 
describe fails on validity tests. In general, most clinicians 
(73%) indicated that they often or always framed fails in 
terms of underperformance or overreporting. Similarly, 
most clinicians (84%) said they never or rarely employed 
terms such as malingering or feigning. Other statements 
to communicate fails on validity tests were endorsed to 
be used often or always by a minority of the respondents, 
namely “test results are invalid” (45.2%), “the test results 
are inconsistent with the severity of the injury or condi-
tion” (32.3%), and “no conclusions can be drawn from test 
results” (28.2%). More comprehensive details can be found 
in supplemental file 3.

Psychological Reports: Method section 
and Behavioral Observations

Out of the 146 reports, 118 (81%) listed the test battery 
in their method section. The test battery was significantly 
more often specified in neuropsychological reports (84 out 
of 89) than in clinical psychological reports (34 out of 57; 
χ2(1) = 27.04, p < 0.01, η = 0.430).

Table 1 shows that when validity tests were mentioned, 
test acronyms were most frequently used. However, in 
clinical psychological reports, references to validity tests 
were frequently omitted in the method section, even in 
those reports that had specified the test battery. In fact, not 
mentioning a validity test significantly more often charac-
terized clinical psychological (89.5%) than neuropsycho-
logical (21.3%) reports; χ2(1) = 64.61, p < 0.01, η = 0.665.

Clinical psychological and neuropsychological reports 
differed markedly with regard to behavioral observations 
relevant for patients’ motivation and commitment. As can 
be seen in Table 2, all neuropsychological reports con-
tained observations, whereas most clinical psychological 
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reports did not. In those reports that contained behavioral 
observations, clinicians mostly reported that the patient 
was cooperative and made a sufficient effort during the 
assessment. In about one out of every ten reports, clini-
cians noted observable fluctuations in motivation and test 
effort, with some reports specifically mentioning factors 
that impacted them. In one report, the clinician raised the 
possibility of a feigned symptom presentation.

Psychological Reports: Result Section

A total of 123 out of 146 reports (84%) described the out-
comes of individual tests and questionnaires. In the remain-
ing reports, test results were only summarized. The propor-
tion of clinical psychological reports without description 
of individual test results (21 out of 57) was significantly 
higher than that of neuropsychological reports (2 out of 89; 
χ2(1) = 31.33, p < 0.01, η = 0.463). As shown in Table 3, the 
description of SVT/PVT results varied considerably. Only 
about half of the psychological reports (51%) correctly 
described the scores of the validity test(s), either in full or 
summarized form. In the other reports (49%), validity test(s) 
were either not mentioned at all, or reported incompletely, 

or incorrectly. In neuropsychological reports, SVT/PVT 
performance was more often correctly described (77.5%) 
as compared to clinical psychological reports (10.5%; χ2 
(1) = 62.44, p < 0.001, η = 0.654).

The discussion of a validity test failure with the patient 
was detailed in just two (2.9%) of the 70 reports where such 
a failure occurred. In particular, one clinical psychologi-
cal report outlined the discussion of poor symptom validity, 
with the patient admitting to responding rather impulsively 
and uncritically. Additionally, a separate neuropsychological 
report indicated that the assessment was concluded prema-
turely due to underperformance on the ASTM.

Psychological Reports: Conclusion Section

Interpretation and explanation of SVT/PVT fails Of the 70 
reports that pertained to patients who had failed on validity 
tests, 33 (47%) included one or more interpretative state-
ments of this result. Clinical psychological and neuropsy-
chological reports differed in this respect: only two out of 
21 clinical psychological reports (11%) contained interpreta-
tive statements of a fail against 31 of 49 neuropsychological 
reports (63%); (χ2 (1) = 17.04, p < 0.01, η = 0.493).

Table 1  Mention of validity 
tests in the Method section of 
psychological reports (% of 
samples)

SIMS  Structured Inventory of Malingered Symptomatology, ASTM  Amsterdam Short-Term Memory test

Categories Full sample 
(N = 146)

Clinical psychologi-
cal reports (n = 57)

Neuropsycho-
logical reports 
(n = 89)

n % n % n %

Acronyms (SIMS, ASTM) 65 44.5 6 10.5 59 66.3
Validity test not reported 60 41.5 51 89.5 9 10.1
Incomplete (one validity test mentioned, 

other left out)
10 6.8 0 0 10 11.2

One validity test in full, one acronym 8 5.5 0 0 8 9.0
Validity tests as a generic term 3 2.1 0 0 3 3.4
Full names 0 0 0 0 0 0

Table 2  General impression of 
motivation and effort mentioned 
in psychological reports

Categories Full 
sample 
(N = 146)

Clinical 
psycho-
logical 
reports 
(n = 57)

Neu-
ropsy-
cho-
logical 
reports 
(n = 89)

n % n % n %

Cooperative attitude and good effort 72 49.3 8 14.0 64 71.9
No observations 44 30.1 44 77.2 0 0
Observations without comment on cooperative attitude and effort 13 8.9 4 7.0 9 10.1
Cooperation and effort fluctuate during the evaluation 13 8.9 1 1.8 12 13.5
Factors that impact the cooperation and effort (e.g., nervousness, tension) 3 2.1 0 0 3 3.4
Possibly feigned symptom presentation 1 0.7 0 0 1 1.1
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The most common interpretation was that the test results 
suggested or pointed towards underperformance or over-
reporting, followed by the notion that the tests results 
were invalid (see Table 4). The suggestion of malingering 
or feigning was never made. In seven of the 70 reports in 
which there was a fail on validity tests (10%), it was stated 
that the assessment was nevertheless judged to be valid. In 
one report, this interpretation was substantiated (see below), 
but in the other six reports it appeared that the clinicians’ 

own judgment just overruled the invalid range scores on the 
SVT/PVT. That is, the clinician considered the assessment 
valid due to the patient’s seemingly cooperative behavior and 
good effort observed during testing. To illustrate this, one 
report stated: "A suboptimal performance was observed on 
a performance validity test. However, behavioral observa-
tions showed a cooperative work attitude, good effort, and 
performance focus. Therefore, the overall assessment was 
considered valid.”

Table 3  Description of SVT/
PVT results in the Results 
Section of psychological reports

a In eleven reports the SIMS was not mentioned. In three reports, the SIMS and ASTM were not mentioned, 
but the results of another validity test were reported; namely the Test of Memory Malingering (n = 1) or the 
MMPI-2 (n = 2). bIn six reports, only raised scores on the subscales of the SIMS were mentioned without 
giving the total SIMS score; in three of those reports, the total score was non-deviant; in the other three 
reports, the total score was deviant (> 16)

Categories Full sample 
(N = 146)

Clinical 
psychological 
reports (n = 57)

Neuropsy-
chological 
reports 
(n = 89)

n % N % n %

Correct 75 51.4 6 10.5 69 77.5
  - Only pass or fail 34 23.3 6 10.5 28 31.5
  - Full description (including obtained test scores) 24 16.4 0 0 24 27.0
  - Summarized as validity assessment passed or failed 17 11.6 0 0 17 19.1

Incorrect 71 48.6 51 89.5 20 22.5
  - Not mentioned 50 34.2 49 86.0 1 1.1
  - Incomplete (i.e., not all administered validity tests 

are mentioned)a
15 10.3 2 3.5 13 14.6

  - Incorrectly  reportedb 6 4.1 0 0 6 6.7

Table 4  Interpretation and explanation of SVT/PVT fail in psychological reports

SVT  Symptom Validity Test, PVT  Performance Validity Test, SIMS   Structured Inventory of Malingered Symptomatology, ASTM   Amsterdam 
Short-Term Memory Test. aOne report mentioned that test results suggested underperformance but did not mention overreporting

Categories Reports with SVT/
PVT fail
(N = 70)

Clinical psycho-
logical reports with 
SIMS fail (n = 21)

Neuropsy-
chological 
reports with 
with SIMS 
& ASTM fail 
(n = 49)

Interpretations n % n % n %

The test suggests or points towards overreporting or underperformance 26a 38.5 1 4.8 26a 53.0
The test results are invalid 11 15.7 1 4.8 10 20.4
No conclusions can be drawn 4 5.7 0 0 4 8.2
The test results are inconsistent with the severity of the injury or condition 2 2.9 0 0 2 4.1
The test results suggest or indicate malingering / feigning 0 0 0 0 0 0
The assessment is valid 7 10.0 1 4.8 6 12.2
Explanations
No explanation 39 55.7 19 90.4 20 40.8
Unsubstantiated explanation (e.g., due to anxiety, mood problems, fatigue) 22 31.4 1 4.8 21 42.9
Substantiated explanation 2 2.9 0 0 2 4.1
Other 7 10.0 1 4.8 6 12.2
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In many reports (55.7%), no explanation was given for SVT/
PVT fail (see Table 4). However, in about one third of the 
reports, a fail on validity tests was apparently explained 
by attributing it to factors such as (performance) anxiety, 
fatigue, depression, or pain. To illustrate this, a few sample 
statements are presented here (translated into English):

1) “There were indications of underperformance and symp-
tom overreporting, and no reliable conclusions could be 
drawn. Apparently, the patient was hindered to perform 
optimally by symptoms such as concentration difficul-
ties, fatigue, and mood problems.”

2) “The patient exhibited a strong illness perception and 
was likely to suffer from a depressive or anxiety disor-
der. Reduced selective attention and, resulting from it, 
reduced memory performance may have coincided with 
this.”

3) “There were indications of insufficient performance 
validity. The patient appeared particularly nervous when 
explicitly instructed to memorize items.”

Only two reports offered a more articulated explanation. 
One of them was a report about a 59-year-old patient with a 
history of encephalitis resulting in moderate to severe defi-
cits with physical and cognitive impairment. The patient was 
assessed in the context of a follow-up assessment three years 
after rehabilitation. There was a consistent test profile, with 
prominent deficits in working memory. The report notes that, 
despite the patient’s fail on the ASTM (with a score of 80 
correct out of 90), the performance validity was deemed 
acceptable, considering the influence of impaired work-
ing memory on this PVT. The second report related to the 
assessment of a 51-year-old patient with persistent cognitive 
complaints after a motor vehicle accident. The patient scored 

low on the ASTM (72 correct) and high on the SIMS (27 
endorsed items). The report explicitly mentioned that current 
legal proceedings, along with pain, fatigue, and personality 
characteristics, could explain both the cognitive underper-
formance and distorted symptom presentation.

Interpretation of other Cognitive Tests 
and Psychological Questionnaires

In most cases, cognitive tests and psychological question-
naires were interpreted without giving due consideration to 
failures on the validity test(s) (see Table 5). None of the 
clinical psychological reports explicitly took the SIMS 
failure into account when interpreting personality ques-
tionnaires or symptom checklists. Moreover, almost half of 
the neuropsychological reports did not explicitly consider 
the failure on two validity tests when interpreting standard 
tests. In a notable minority of neuropsychological reports, 
the failures on the SVT/PVT were rationalized or appar-
ently explained away. For example, one report stated: “The 
fluctuating memory performance can be attributed to the 
individual's fixation on memory complaints, as well as their 
high level of uncertainty and distress”. In another report, the 
psychologist wrote: “Suboptimal performance on some tests 
(reduced mental speed) can be understood in the context of 
the mood disorder problems.”

Relatedly, in seven out of the 49 neuropsychological 
reports in which the SIMS and ASTM were failed (14.3%), 
there was a disparity such that cognitive test results were 
deemed invalid due to PVT fail, but psychological question-
naires were still treated as though they were valid despite 
SVT fail. As an example, the neuropsychological report of a 
case with both the ASTM (80 correct) and SIMS (25 points) 
scores in the invalid range, stated: “The obtained test results 

Table 5  Interpretation of 
other cognitive tests and 
psychological questionnaires in 
case of SVT/PVT in the invalid 
range

SVT Symptom Validity Test, PVT Performance Validity Test, SIMS Structured Inventory of Malingered 
Symptomatology, ASTM Amsterdam Short-Term Memory test

Categories Reports 
with SVT/
PVT fail
(n = 70)

Clinical 
psycho-
logical 
reports 
with 
SIMS fail 
(n = 21)

Neuropsy-
chological 
reports 
with SIMS 
& ASTM 
fail
(n = 49)

n % n % n %

Yes, without consideration of SVT/PVT fail 44 62.9 21 100 23 46.9
Yes, while explaining away SVT/PVT fail (e.g., due to pain, fatigue, 

depression) or with only a general warning to “interpret with cau-
tion”

8 12.9 0 0 8 16.3

Fail PVT considered, fail SVT not 7 10.0 0 0 7 14.3
No interpretation 5 7.1 0 0 5 10.2
Yes, with taking SVT/PVT fail into account 2 2.9 0 0 2 4.1
Other 4 5.7 0 0 4 8.2
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do not validly reflect actual cognitive functioning”, but also 
that: “The score on a depression questionnaire is raised and 
indicative of a severe depressive disorder.” In only a minor-
ity of the neuropsychological reports (7 out of 49; 14.3%), 
the tests were either interpreted with consideration of the 
fail on the validity tests, or they were not interpreted at all 
because of a fail on the SVT/PVT. As an illustration, the 
report about a 67-year-old patient, experiencing difficulties 
in adjusting to retirement from work, and presenting with 
somatic, cognitive, and depressive symptoms, concluded 
that the patient showed signs of underperformance on cog-
nitive tests. While his scores on the standard cognitive tests 
were generally within the normal range, there was an excep-
tion in the case of memory tasks. The observed discrepancy 
in memory performance was attributed to suboptimal effort 
in completing these specific tests, and no objectively verified 
cognitive deficits in memory were identified.

Psychological Reports: Treatment 
Recommendations

As shown in Table 6, most psychological reports included 
some sort of treatment recommendation, such as psychoedu-
cation regarding mood and cognitive functioning, pragmatic 
supportive treatment, psychotherapy, or referral to a psychia-
trist to check the indication for an antidepressant medication, 
without addressing the failing on validity tests. Only in a 
small minority of psychological reports (3 out of 70 reports; 
i.e., 3.4%), SVT/PVT fail was considered in the treatment 
recommendation to varying degrees. One report mentioned 
neuropsychological counseling in order to discuss the find-
ings of the neuropsychological assessment (i.e., indications 
of cognitive underperformance and symptom overreporting). 
Another report stated that the patient did admit to have pro-
duced invalid test data due to underperformance but was 
willing to explore possible underlying mechanisms. The 

psychologist, therefore, recommended a referral to a psy-
chologist or psychotherapist outside the hospital setting. The 
third report mentioned that the patient and his spouse were 
relieved by the results of the neuropsychological assessment 
(i.e., no objectified cognitive deficits). The patient, experi-
encing cognitive difficulties since a 2005 myocardial infarc-
tion, acknowledged the possibility of hyperfocus on cog-
nitive errors, leading to an overemphasis on those specific 
complaints. A follow-up appointment was scheduled, and 
the patient was willing to practice focusing less on mistakes 
and discontinuing excessive self-monitoring.

Discussion

This study examined 146 reports of hospital outpatients 
undergoing routine psychological assessment, focusing on 
the outcomes of validity tests. The results of this study offer 
a number of insights that are valuable for understanding how 
psychologists communicate the results of SVT and PVT fail-
ures. Our results also provide useful guidance on how to 
promote improvements in this area.

To begin with, reports often did not consistently describe 
the validity test(s) administered and its/their result. Interest-
ingly, we noted a difference in this regard between clinical 
psychological and neuropsychological reports. Specifically, 
close to 90% of psychological reports (against 21% of the 
neuropsychological reports) did not mention the SIMS, 
even though this SVT was utilized. Relatedly, psychological 
reports ignored patients’ fail on the SIMS. We can only spec-
ulate about the reason for this discrepancy. One contributing 
factor may be that clinical psychological reports tended to be 
more unstructured than neuropsychological reports, lacking 
a clearly defined method section, listing the test battery, and 
results section. However, this factor may not fully account 
for the discrepancy, as clinical psychological reports still 

Table 6  Treatment 
recommendations provided in 
case of SVT/PVT in the invalid 
range

SVT Symptom Validity Test, PVT Performance Validity Test, SIMS Structured Inventory of Malingered 
Symptomatology, ASTM Amsterdam Short-Term Memory test

Categories Reports with SVT/PVT fail
(n = 70)

Clinical psychological 
reports with SIMS fail
(n = 21)

Neuropsycho-
logical reports with 
SIMS & ASTM 
fail
(n = 49)

n % n % n %

Yes, without explicit 
consideration of SVT/
PVT fail

55 78.6 21 100 35 71.4

No 8 11.4 0 0 8 16.3
Yes, with explicit consid-

eration of SVT/PVT fail
3 4.3 0 0 3 6.1

Other 3 4.3 0 0 3 6.1
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incorporated a (summarized) interpretation of findings based 
on standard clinical scales that had been administered. Pos-
sibly, the discrepancy reflects different research traditions, 
with a more pronounced interest in validity tests in the field 
of neuropsychology as compared to clinical psychology 
(e.g., Sweet et al., 2021). Still, about one in five neuropsy-
chological reports omitted references to the SIMS and/or 
ASTM despite the fact that they had been administered.

One obvious improvement for both types of reports might 
be to adopt a structured format in which the tests adminis-
tered are consistently listed along with their results. This 
approach aligns with guidelines for the use of tests of the 
Dutch Association of Psychologists (2017) emphasizing 
that "it is necessary to specify the psychological instruments 
used in the report. These can be included in the body of the 
report or in an attachment" (p. 35). This resonates with the 
recommendation in the American Academy of Clinical Neu-
ropsychology (AACN) Consensus Conference Statement on 
neuropsychological validity: “In their reports, neuropsychol-
ogists list the PVTs and validity assessment procedures that 
are utilized in evaluations” (p. 1067, Sweet et al., 2021). 
However, there are limits to how much information psy-
chologists should provide about symptom and performance 
validity tests, given that too much transparency might under-
mine test integrity. To safeguard test integrity, Schroeder 
and Martin (2022b) recommended to refer to validity tests 
by their acronyms. In line with this advice, the current study 
found that acronyms were most often used whenever validity 
tests were explicitly mentioned in the reports.

A second conclusion that can be drawn from our findings 
is that many clinicians seem to struggle with interpreting 
fails on symptom and performance validity tests. At the very 
least, there is a lack of consensus on how approach such 
interpretation. A common strategy to navigate uncertain-
ties surrounding interpretations of validity test outcomes 
appears to be avoiding mentioning them altogether. A nota-
ble proportion of reports with failed validity testing lacked 
interpretative statements on this result (89% in psychological 
reports and 37% in neuropsychological reports). A minority 
of reports (39%) stated that the test results indicated symp-
tom overreporting and cognitive underperformance. An even 
smaller proportion of reports (15%) proffered the interpreta-
tion that the test results were invalid. Both interpretations 
accurately describe what it means when a patient fails a 
validity test, with the latter offering a more comprehensive 
view by addressing the data integrity of other test results 
(but see also Guilmette et al., 2020).

The reluctance to provide interpretative statements in 
cases of symptom validity fails stands in sharp contrasts 
to the willingness of psychologists to communicate their 
observations on the patient’s supposed cooperation and 
effort during testing. Indeed, the majority of neuropsycho-
logical reports contained subjective impressions as to the 

cooperative attitude and good effort of the patient. Mean-
while, such impressions have been shown to be notoriously 
unreliable (Dandachi-FitzGerald & Martin, 2022; Dandachi-
FitzGerald et al., 2017; Faust et al., 1988). To enhance clar-
ity, it would be advisable to refrain from overall clinical 
impressions and only describe distinct deviations when they 
do occur during testing (e.g., fluctuations in effort, boredom, 
or signs of uncooperativeness).

Third, around one-third of the reports about patients who 
did not pass validity testing attributed this fail to factors such 
as anxiety, fatigue, depression, or pain (see, for example, 
the three statements in the Results section). Empirical find-
ings suggest that these factors do not genuinely account for 
validity test fails, except perhaps in the most severe cases. 
Consequently, they can be regarded as unsubstantiated 
explanations (Green & Merten, 2013; Dandachi-FitzGerald 
et al., 2024).

Fourth and related, scores on standard cognitive tests and 
psychological questionnaires were often interpreted with-
out taking into account that the patient failed on the SIMS 
and/or ASTM. Likewise, treatment recommendations were 
regularly given without due consideration of the fact that 
the patient had failed a validity test. To some extent, the 
challenge at hand is the issue of data integration, as high-
lighted by Faust (1989) and Wedding and Faust (1989). Cli-
nicians, like humans in general, face difficulty in amalgamat-
ing information from multiple sources into a cohesive and 
comprehensive interpretation (Faust & Furman, 2022). Nev-
ertheless, what distinguishes validity assessments is their 
potential to raise red flags. It is clear that failures in validity 
tests should be accorded informational priority. The cred-
ibility of clinical information obtained from routine clinical 
instruments is crucial for diagnostic or therapeutic inter-
pretations, and encountering a fail introduces a significant 
challenge in ensuring the reliability of such clinical data 
(e.g., Dandachi-FitzGerald et al., 2011; Green et al., 2001).

In summary, our findings underscore clinicians' chal-
lenges in assessing symptom and performance validity dur-
ing routine psychological assessments. Clinicians frequently 
refrain from reporting on validity testing or tend to explain 
away fails. The implications of validity test fails are often 
not fully considered when other test results are interpreted, 
conclusions drawn, and treatment recommendations given. 
While some improvements, such as implementing a struc-
tured report format for listing the test battery and consistent 
result reporting (e.g., Guilmette et al., 2020), may be rela-
tively straightforward, our findings underscore the impor-
tance of implementing systematic and comprehensive educa-
tion to enhance understanding of validity testing.

We readily acknowledge some important limitations to 
our study. For one thing, the clinical psychological and 
neuropsychological reports that we analyzed were crafted 
approximately ten years ago. During the intervening period, 
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there has been a conceptual evolution in our understanding 
of symptom and performance validity tests, viewing them 
more as measures of behavior, specifically symptom over-
reporting and cognitive underperformance, rather than solely 
as indicators of malingering (Merten et al., 2022). Hence, 
it is conceivable that our results could be outdated due to 
the evolving understanding and conceptual refinement in 
the field over the past decade. Nevertheless, the clinicians 
involved in this study were likely to be more aware of symp-
tom and performance validity testing than the average Dutch 
clinician. For instance, both the first and fifth authors, affili-
ated with one of the largest contributing hospitals, provided 
consultations on the topic to colleagues upon request. Addi-
tionally, the willingness of colleagues in various hospitals to 
participate in a study on symptom and performance validity 
in routine clinical assessments indicates a genuine interest 
in the topic and its importance.

A restriction that is related to the previous point is 
that, due to the anonymization of our data set, we could 
not determine whether disregarding SVT/PVT results was 
typical across all psychologists from the five different hos-
pitals involved in this research project. The unit of analysis 
was the reports themselves, rather than the individuals who 
authored them. However, our findings suggest the need for 
future research to systematically compare what psycholo-
gists report about their use of SVTs/PVTs with how they 
actually document these tools in their reports (see also Mac-
Allister et al., 2019).

A second limitation is that our study took place in The 
Netherlands, and its findings may therefore not be directly 
generalizable to other countries. As far as the European con-
tinent is concerned, The Netherlands is recognized for its 
advanced practices in symptom and performance validity 
assessment (Merten et al., 2022). Consequently, our findings 
might compare favorably to those in other countries. How-
ever, the extent to which our findings align with or diverge 
from practices in the United States remains unknown.

A third limitation is that our focus was solely on validity 
test results. This test-centered approach may overlook other 
factors, such as age, education, medical diagnoses, and indi-
cators of invalid performance (e.g., compelling inconsisten-
cies between interviews, behavioral observations, and cogni-
tive test scores), necessary to determine whether a score in 
the invalid range on a PVT/SVT represents a true or false 
positive finding, and to understand the overall validity of 
the test profile. Furthermore, the reliance on a single SVT 
and/or PVT may not provide a sufficient basis for accurate 
determinations on the validity of self-reported symptoms 
and cognitive test performance. Although we excluded 
patients with obvious cognitive impairment to minimize 
the risk of false positives, we cannot entirely rule out this 
possibility. Future studies might adopt a more comprehen-
sive approach to interpreting validity test results, such as 

utilizing an expert-panel approach to evaluate the complete 
file. This aligns with the consensus that “in situations in 
which an examinee produces one or more invalid range 
or indeterminate range score(s), it is ultimately the clini-
cian who is responsible for judging, based on the totality 
of information available, what those scores mean and how 
they should be interpreted” (Guilmette et al., 2020, p. 449). 
As an additional point, while our primary focus was on how 
clinicians communicate validity test results, we note that in 
cases of multiple failures on PVTs/SVTs indicating invalid 
test data, further criteria, such as the presence of incentives, 
should be considered for a determination of possible causes 
(if required), such as malingering (Sherman et al., 2020) or 
factitious disorder (Chafetz et al., 2020).

Fourth, and related to the previously discussed limita-
tions, clinical psychological and neuropsychological reports 
differed in their approaches: the former used only one valid-
ity assessment tool, while the latter relied on two. It could 
be argued that invalid scores on two validity tests are more 
difficult to overlook than a failure on just one, which may 
explain the observed differences between these two types 
of reports. Therefore, the disparities between the two types 
of reports might partly be attributed to this methodological 
difference.

Yet another limitation is that we focused on whether the 
results of validity tests were given adequate consideration in 
clinical psychological and neuropsychological reports. We 
did not check to what extent other types of clinical infor-
mation, such as intelligence and personality test scores, 
were accurately portrayed in these reports (see for critical 
discussions, Allard & Faust, 2000; Styck & Walsh, 2016). 
Future studies might want to compare how different types 
of psychometric information including those from validity 
assessment tools, are represented in reports.

While acknowledging these limitations, the distinctive 
strength of our study lies in the accessibility of the raw 
scores obtained from the tests administered during routine 
assessments. Additionally, at the time of writing the reports, 
clinicians were unaware that their reports would be subject 
to further inspection. Thus, our study offers insight into real-
world practices and may serve as a valuable reference point 
for future studies, delving into the actual practices of com-
municating symptom and performance validity assessment 
results.

The interpretation and communication of validity test 
failures represent an ongoing concern that merits attention 
in future research. Declaring test data as invalid is an ini-
tial step, yet it is crucial to recognize that providing invalid 
data in clinical and rehabilitation settings should be seen as 
behavior requiring clinical attention (e.g., Carone & Bush, 
2018). In this vein, Boone (2007) remarked that “recognition 
of feigning behaviors may prove to be the first therapeutic 
step in understanding the patient’s actual needs” (p. 11). 
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This holds true only when validity test failure is properly 
understood and not hastily dismissed or interpreted using 
unsubstantiated explanations. In moving forward, research-
ers should address the existing gap in both research and 
skills training concerning how to effectively handle validity 

test failures, shifting the focus from mere detection to com-
prehensive studies on providing feedback, communicating 
findings, and understanding the clinical implications of such 
failures.

Appendix

Table 7  Rating list psychological reports with the initial agreements of the independent ratings

Variables Scoring categories kappa (number of 
disagreements)

Methods
  Is the test battery mentioned in the report? 0 = no

1 = yes
0.978 (1)

  Are the validity tests mentioned in the test battery? 0 = yes, complete (ASTM, SIMS)
1 = acronyms
2 = incomplete (ASTM or SIMS)
3 = not mentioned
4 = one by acronym, other in full name

0.848 (14)

Observations
  Is there a statement that the patient is cooperative with the 

assessment and puts forth good effort?
0 = statement present
1 = not mentioned
2 = cooperation / effort is suboptimal / fluctuates
3 = no observations in the report

0.647 (34)

Results
  Is there a separate result section present? 0 = no

1 = yes
0.581 (27)

  Is the outcome of the validity test(s) mentioned? 0 = complete, including the obtained score(s)
1 = the classification of pass or fail on the test
2 = summarized outcome of validity testing
3 = not mentioned
4 = incomplete (one test is mentioned, the other not)
5 = incorrect interpretation of a pass or fail on one or both 

tests

0.551 (50)

  In case of test validity failure(s), is there a statement that:
  (a) the test invalidity has been discussed with the patient? 0 = no

1 = yes
* (1)

  (b) the assessment has been adapted? 0 = no
1 = yes – > open text: nature of the adaptation

1.00 (0)

Conclusion
  Is there a statement that:
  (a) the test results are inconsistent with the severity of the 

injury or condition?
0 = no
1 = yes

* (3)

  (b) the test results suggest or indicate underperformance 
and/or symptom overreporting?

0 = no
1 = yes

0.765

  (c) no conclusions can be drawn? 0 = no
1 = yes

0.487 (4)

  (d) the test results are invalid? 0 = no
1 = yes

0.764 (10)

  (e) the test results suggest or indicate malingering? 0 = no
1 = yes

* (1)
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