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The validity of the M Test as a screening measure for malingering was assessed 
in a residental forensic treatment center. Clinically, malingering was recognized by 
the treatment staff as a significant problem among incompetent to proceed (ITP) 
defendants in this setting. A total of 79 ITP defendants completed the M Test under 
standard instructions. To assess the predictive validity of the M Test, its sensitivity 
and specificity were determined using three separate measures of malingering 
status. Using the original scoring procedure, the results provided estimates of 
sensitivity of 11, 31, and 29 percent and estimates of specificity of 67, 70, and 69 
percent, respectively, for the three malingering status measures. A revised scoring 
procedure improved the sensitivity estimates to the statistically significant level of 
86 percent for the malingering status measure that was defined as feigned or 
grossly exaggerated psychotic symptoms. The pattern of correlations between the 
M Test scales and a variety of other clinical measures suggested that, in this 
forensic treatment setting, the subject's pattern of responses to the M Test was 
primarily determined by the severity of cognitive impairment of that subject. 

Past research on malingering has dem- 
onstrated the significance of dissimula- 
tion in clinical practice, particularly in 
the forensic setting.' The actual preva- 
lence of malingering for forensic popu- 
lations has been estimated from a low of 
3.5 percent in the Clarke Institute foren- 
sic assessment unit in Toronto2 to a high 
of 27.1 percent in a sample of 85 men 
referred for outpatient forensic evalua- 
t i o n ~ . ~  Outside of the forensic setting, 
systematic studies to assess prevalence 
of malingering have been rare.' Gillis, 
Rogers, and Bagby4 have suggested that 
this apparent lack of focus on detecting 
-- 
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malingering may be due to ". . . an ov- 
erreliance on clinical methods that are 
highly dependent on honest disclosure 
by the patient." The development of 
reliable and valid assessment devices to 
measure malingering would be a signif- 
icant contribution to the field. 

In 1 985 the M Test was first described 
as a simple test to assess for the malin- 
gering of ~chizophrenia.~ The M Test 
consisted of three scales (C, S. and M 
scales) based upon 33 truelfalse items. 
The authors offered data documenting a 
78.2 percent correct classification rate of 
simulating college students (n = 104) 
and an 87 percent correct classification 
rate for a sample of hospitalized male 
schizophrenic patients (n = 65). The M 
Test met with rapid and apparently un- 
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critical acceptance by some authorities 
as a valid test for use in a forensic set- 
ting6 

Significant questions about the valid- 
ity of the M Test have subsequently been 
raised. Personal communication with 
the developer of the M Test7 revealed 
that he no longer considered the first 
eight of the 33 questions (the confusion 
or C scale) to be a valid part of the test. 
In a study cited by Gillis, Rogers, and 
B a g b ~ , ~  Smith3 administered the M Test 
to 85 male prisoners referred for forensic 
evaluation. Using the recommended 
cutting score, the sensitivity and speci- 
ficity of the M Test were estimated at 
69.6 and 66.1 percent, respectively. This 
low level of efficiency in accurately clas- 
sifying suspected malingerers and true 
patients led Smith to question the use- 
fulness of the M Test as a possible 
screening test for malingering. 

Gillis. Rogers, and Bagby4 used both 
a simulation and a natural group (foren- 
sic sample) design to assess the predic- 
tive validity of the M Test. They found 
that the sensitivity of the M Test for the 
simulators was 79.8 percent while the 
sensitivity for suspected malingerers 
among actual forensic patients was 40.0 

Table 1 
Sociodemographic Characteristics of Sample 

(N = 79) 

Mean age 
Race (Black or Hispanic) 
Single, widowed, sepa- 

rated, divorced 
Education 

Less than 10th grade 
10th-11 th grade 
High school graduate 
Some college 
College graduate 

35 + 10 years 
47 (59.5%) 
75 (94.9%) 

19 (24.1 '10) 
20 (25.3%) 
26 (32.9%) 

9 (1 1.4%) 
5 (6.4%) 

percent. They emphasized the danger of 
exclusive reliance on simulation studies 
for validating measures of malingering. 
They further concluded that the M Test 
in its present form is not a valid screen- 
ing measure for assessing malingering. 
Recently, Rogers, Bagby, and Gillisg re- 
ported the results of work done on a new 
two optional scoring procedure that ap- 
peared to produce better results. Option 
A produced sensitivity and specificity 
estimates of 8 1 .O and 83.8 percent while 
scoring Option B produced estimates of 
95.2 and 70.6 percent, respectively. The 
authors stated that with the new scoring 
procedures ". . . the M Test can provide 
a rapid and effective method of screen- 
ing out most patients for whom there is 
very little likelihood of malingering" (p. 
103). The implication appears to be that 
with the new scoring procedure the M 
Test is valid for general clinical use. 

At least four methodological criti- 
cisms of this study can be raised based 
on information in the published re- 
p o r t ~ . ~ . ~ '  g First, the predictive validity of 
the M Test was assessed by comparing 
the performance of 25 suspected malin- 
gers gleaned from chart reviews of all 
defendants evaluated over a seven-year 
period with the performance of 26 con- 
secutive nonmalingering inpatients from 
the same forensic unit. The M Test pur- 
ports to be a screening test for malin- 
gered psychosis-not for general malin- 
gering. The authors do not clarify the 
scope of the definition of malingering 
employed in the selection of the subjects 
for their probable malingering group. 
What proportion of the suspected mal- 
ingerers were malingering psychotic 
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Table 2 
Aae. Race. Education and WRAT Score bv Malingering Status 

Race (O/O 
Malingering Status Measure Nonwhite) Age 

Education WRAT 

Forensic expert's global judgment 
Positive (n = 9) 44.4 34.0 + 6.9 10.4 + 2.8 40.6 + 19.7 
Negative (n = 70) 61.5 35.7 + 10.7 11.2 + 2.8 45.9 + 19.4 

Primary therapist's global judgment 
Positive (n = 13) 61.5 31.7 + 9.8 9.8 -+ 2.3 34.1 + 15.7* 
Negative (n = 66) 59.1 36.3 + 10.3 11.3 + 2.9 47.5 + 19.3 

Primary therapist's finding of malinger- 
ing psychotic symptoms 

Positive (n = 7) 85.7 28.0 + 7.2* 9.3 5 2.2 31.9 + 15.5 
Negative (n = 72) 56.9 36.3 -t 10.3 1 1.2 -+ 2.8 46.6 2 19.3 

Table 3 
Malingering Status and M Test Scales 

M Test Based Global Malingering- Global Malingering- Malingering of Psychotic 
Judgment Forensic Specialist Primary Therapists Symptoms 

CUTMSCALE Positive Negative Positive Negative Positive Negative 
Positive 1 23 4 20 2 22 
Negative 8 47 9 46 5 50 

Sensitivity 11 Sensitivity 31 Sensitivity 29 
Specificity 67 Specificity 70 Specificity 69 

Phi .15 Phi .004 Phi -.01 
Option A Positive Negative Positive Negative Positive Negative 

Positive 5 28 8 24 6 26 
Negative 4 42 5 42 1 46 

Sensitivity .56 Sensitivity .62 Sensitivity .86 
Specificity .60 Specificity .64 Specificity .64 

Phi -.I0 Phi .19 Phi .29* 
Option B Positive Negative Positive Negative Positive Negative 

Positive 6 35 9 32 6 34 
Negative 3 35 4 34 1 38 

Sensitivity .67 Sensitivity .69 Sensitivity .86 
Specificity .50 Specificity .52 Specificity .53 

Phi -.I1 Phi .15 Phi .22 

* p  < .05 Fisher's exact test. 

symptoms as opposed to memory defi- 
cits, intellectual impairment, behavioral 
symptoms. etc.? Including subjects who 
are not attempting to malinger psychotic 
symptoms in the suspected malingerer 
group would tend to bias against the 
validity of the M Test in this research 
design. This same criticism applies to 
the Smith study.3 

A second criticism related to the im- 

pact of base rates on test performance. 
By comparing equal numbers of malin- 
gering and nonmalingering subjects, a 
sample is constructed with a base rate of 
50 percent. This base rate maximizes the 
predictive power of the instrument. Cut- 
ting scores developed in such a manner 
are not likely to be valid in the lower 
base rate situations likely to be found in 
the forensic settings where the M Test 

Bull Am Acad Psychiatry Law, Vol. 21, No. 1, 1993 113 



Hankins et al. 

Table 4 
Correlation of M Test Scale Scores with Symptom Denial and Symptom Exaggeration Scalest 

Memory Sx Intellectual Sx Psychotic Sx Behavior 
M Test Scales Scales Scales Sx 
Scales 

Deny Exaggerate Deny Exaggerate Deny Exaggerate Deny Exaggerate 

M Scale -.031 -.I29 -.I91 -.280 ,005 .055 ,020 ,022 
S Scale -.257 .031 -.I60 .I30 -.269* .I48 -.062 ,160 
Rule-In -.083 .036 -.I17 -.I34 -.042 .I90 -.034 ,219 

' p  5 .05. 
t In Tables 4 through 7 the CI variable in the Rule-In scale was constructed on the basis of the primary therapist's 
global malingering judgment. 

Table 5 
M Test Scale Means by Global Symptom Presentation Style Over Treatment Period 

Mostly Exaggeration Both Mostly Minimization 
M Test Scales and/or Fabrication (n = 37) and/or Denial 

(n = 14) (n = 18) 

M Scale 
S Scale 
Rule-In Scale 

Differences not statistically significant. 

Table 6 
M Test Scale Means by Diagnosis 

M Test 
Scales 

Schizophrenia All Other 

(n = 36) Diagnoses 1 
(n = 43) 

M Scale 4.2 + 4.6 2.4 + 3.2 2.01 <.05 
S Scale 4.9 + 3.0 4.7 + 2.9 .44 ns 
Rule-In Scale 2.8 + 2.9 1.8 + 2.1 1.56 ns 

would be employed as a screening in- 
strument. 

A third criticism is that it is unclear 
how appropriate the nonmalingering 
comparison group was. The prevalence 
of malingering in their sample is low 
(3.5%), suggesting that a narrow defini- 
tion of malingering is being used and 
that their "probable malingering" group 
contained only the most extreme cases. 
Further, individuals were included in the 
comparison group only if there was no 
evidence of malingering. If malingering 
is a continuous phenomenon, the 
method described amounts to the com- 

parison of cases only at the extreme ends 
of a continuum. This is a procedure that 
would tend to exaggerate differences and 
inflate correlations and could result in a 
strong bias in favor of the validity of the 
M Test. A more appropriate comparison 
group might have been all cases evalu- 
ated during the same time period in the 
same clinic who were not classified as 
malingerers. 

The fourth criticism has to do with 
the methodology of validating test scor- 
ing procedures. The authors report that 
they calculated the positive predictive 
power and the negative predictive power 
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Table 7 
Pearson Correlation of M Test Scales by Age, Education, WRAT Reading Level and CADCOMP 

Scales 

lnde~endent Variables M Scale S Scale Rule-In 

Age -.I4 -.09 -.I5 
Education -.I3 -.26* -.I7 
WRAT score -.25' -.27* -.34** 
Adversarial process .33** .22* .38*** 
Courtroom behavior .41a** .39*** .39"* 
Active relationship with lawyer -.I4 -.02 -.I3 
Perception of relationship with lawyer .04 .23* .06 
Psychotic features .59*** .57*** .57*** 
Cognitive disorders .37*** .19 .40*** 
Affective disturbance .32** .36*** .36"* 
Past psychopathology .21 .55*** .23' 
Self-directed aggression since arrest .38"* .44*** .42*** 
Other-directed aggression since arrest .38*** .36*** .33** 
Criminal history .05 .16 .04 
Childhood/educationaI problem .40*** .45*** .36** 
History alcohol problems .09 .33** .07 
History drug problems .07 .33** .08 
Alcohol use day of crime .03 .06 .01 
Drug use day of crime .20 .28* .17 
Crime awareness .03 .04 .09 
Psychotic symptoms day of crime .20 .44*** .21 

* p < ,051. 
" p <  .01. 
"' p < ,001. 

of all 33 items of the original M Test. 
Since few items were efficient in both 
directions, two separate scales were con- 
structed: a Rule-Out scale consisting of 
the 10 items with the highest negative 
predictive power and a Rule-In scale 
consisting of the 10 items with the high- 
est positive predictive power. Scales de- 
veloped in this manner will be biased in 
the direction of the highest possible sen- 
sitivity and specificity for that research 
sample. Validation of such a scoring pro- 
cedure would require testing on an en- 
tirely new sample of defendants. Such 
cross-validation research does not ap- 
pear to have been undertaken by the 
authors. 

The current research conducted in a 
state residential forensic treatment facil- 

ity attempts to address these apparent 
limitations of past research. First, in ad- 
dition to the usual global measures of 
malingering, a measure of malingered 
psychosis was included in the analysis 
against which the validity of the M Test 
could be assessed. Second, the "sus- 
pected malingering" group was com- 
pared with all other ITP patients treated 
in the same clinical setting during the 
study period. Finally, going beyond the 
strategies employed in past research, the 
divergent validity of the M Test was 
explored by examining the relationship 
between M Test performance and other 
clinical measures of cognitive capacity. 
diagnosis, and psychopathology. 

Methods 
Subjects for this study were 79 resi- 

dents/patients who had been ordered to 
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the North Florida Evaluation and Treat- 
ment Center (NFETC) as incompetent 
to proceed (ITP) from courts throughout 
the state. NFETC is a 2 10-bed forensic 
facility in Gainesville, Florida that is 
operated by the Florida Department of 
Health and Rehabilitative Services. The 
subjects were consecutive ITP defen- 
dants admitted during the first six 
months of 199 1. The sociodemographic 
characteristics of these subjects are sum- 
marized in Table 1.  

The primary therapist for each de- 
fendant was instructed to send each sub- 
ject to the assessment laboratory for test- 
ing as soon after admission as feasible. 
A small number of subjects admitted 
during the study period could not be 
tested due to the severity of their psy- 
chopathology; less than five subjects re- 
fused to participate. 

When the subject arrived in the labo- 
ratory, a technician explained the pur- 
pose of the evaluation, obtained in- 
formed consent, administered the Wide 
Range Achievement Test (WRAT) to 
determine reading level, and oriented 
the subject to the computer for the ad- 
ministration of the CADCOMP. The 
CADCOMP test consists of 272 ques- 
tions answered primarily in a yes/no, 
truelfalse, or multiple choice format 
with answers entered on a simplified 
computer key board.9* l o  A battery of 
four purported screening tests for mal- 
ingering, including the M Test, was ad- 
ministered using standard instructions. 
At the recommendation of the test's 
developer7 the first eight questions (the 
confusion or C scale) of the M Test were 
omitted. If the defendant was found to 

be unable to read, the technician read 
all test questions aloud. The testing pro- 
cess typically took one to two hours to 
complete and was often spread over two 
or three consecutive days to accommo- 
date the capacities of the subject. 

Within one week of completing the 
testing, the subject underwent a detailed 
semi-structured psychiatric interview by 
one member of the research team 
(GWB) who is an experienced forensic 
specialist and who had no prior knowl- 
edge of the subject or the testing results. 
Immediately after the interview and 
based entirely on information obtained 
during the interview, the forensic spe- 
cialist rendered a global judgment about 
the presence or absence of malingering. 

Finally, about four months after the 
completion of all testing, the primary 
therapist for each subject, with no prior 
knowledge of the goals and objectives of 
the research or the results of the M Test, 
was asked to review the subject's chart 
and complete a structured instrument 
called the "Symptom Distortion Study." 
This instrument obtained information 
about the therapist's view of each sub- 
ject's style of symptomatic behavior over 
the entire course of treatment in terms 
of a consistent pattern of denying symp- 
toms, fabricating symptoms, both de- 
nying and fabricating symptoms, or nei- 
ther denying or fabricating symptoms. 
These ratings were obtained for each of 
four categories of psychiatric symptoms, 
i.e., memory symptoms, intellectual 
symptoms, psychotic symptoms, and be- 
havioral symptoms. In addition, the pri- 
mary therapist was asked to render a 
judgment about the presence or absence 
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of malingering in relationship to each 
symptom category. This instrument pro- 
vided two measures of malingering sta- 
tus: a global rating of malingering (prob- 
ably malingering at least one symptom 
in any symptom category) and a rating 
of malingering limited to specifically 
psychotic symptoms (probably malin- 
gering at least one psychotic symptom). 
The DSM-111-R description of malinger- 
ing was used as the standard throughout. 

In the analysis of results, the three 
dependent variables were the M scale, 
the S scale (also called the Rule-Out 
scale in the revised scoring procedure), 
and the Rule-In scale. Two scoring pro- 
cedures were used. The original recom- 
mended cutting score of four (4) or 
higher on the M scale was used to deter- 
mine malingering (CUTMSCALE) by 
the first p r~cedure .~  The second proce- 
dure was that recommended by Gillis, 
Bagby, and R ~ g e r s . ~  Here malingering 
was determined either by a score of 4 or 
greater on their Rule-Out scale and a 
score of 2 or greater on the Rule-In scale 
(OPTION A) or by a score of 4 or greater 
on the Rule-Out scale and a score of 1 
or greater on the Rule-In scale (OPTION 
B). Due to the fact that we did not 
become aware of the revised scoring pro- 
cedure until after the completion of the 
testing of all of the subjects, one item on 
the Rule-In scale was not administered 
in the current study (the first question 
on the C scale of C 1 -"Grey is my fa- 
vorite color"). To deal with this in the 
analysis, a constructed variable was 
used. The constructed variable was rated 
as follows: if a subject was judged to be 
a probable malingerer by the corre- 

sponding independent variable for 
measuring malingering, the subject was 
considered to have answered Cl  as 
"true," otherwise the subject was consid- 
ered to have answered C 1 as "false." This 
procedure biased the results in favor of 
greater specificity and sensitivity using 
the OPTION A and OPTION B scoring 
procedures. 

The independent variables were the 
forensic specialist's global judgment of 
malingering, the primary therapist's 
global rating of malingering, and the 
primary therapist's rating of malingering 
of psychotic symptoms. Additional vari- 
ables used were reading level derived 
from the WRAT, sociodemographic 
characteristics, primary DSM-111-R Axis 
I diagnosis obtained from the clinical 
record, and the 18 clinical scales of the 
CADCOMP test. 

Results 
The prevalence of malingering in the 

sample was as follows: global rating by 
the forensic expert identified nine of 79 
subjects as malingering ( 1  1.4%), global 
rating by the primary therapist found 13 
of 79 (16.5%), and rating of malingering 
of psychotic symptoms by the primary 
therapist identified seven of 79 (8.9%). 
On the global rating the forensic expert 
and the primary therapists agreed on 85 
percent of the cases. The Kappa estimate 
of agreement on the global ratings was 
.80. Table 2 shows the distribution of 
subject's race, mean age. mean educa- 
tion, and mean WRAT score by malin- 
gering status for each of the three mal- 
ingering measures. Of the 12 compari- 
sons, two comparisons reached signifi- 
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cance using t tests. There appears to be 
a consistent trend for malingerers to be 
younger, less educated, and score lower 
on the WRAT. 

The results for the validity assessment 
of the original scoring procedure of the 
M Test (CUTMSCALE) are shown in 
Table 3. None of the comparisons ap- 
proached significance at the p < .05 level 
based on the Fisher exact test. The sen- 
sitivity estimates ranged from 1 1.1 to 
30.8 percent and the specificity estimate 
ranged from 67.1 to 69.7 percent. Lim- 
iting the definition of malingering to the 
malingering of psychotic symptoms did 
not improve the efficiency of the original 
M Test scoring procedures. 

Table 3 also contains the results for 
options A and B. These revised scoring 
procedures consistently improved the 
sensitivity of the M Test over the 
CUTMSCALE procedure, but they did 
so at the expense of specificity. Further, 
considering only the two global meas- 
ures of malingering, none of the four 
resulting two-way tables reached statis- 
tical significance; the distributions could 
have been the product of chance. Re- 
stricting the definition of malingering to 
the malingering of psychotic symptoms 
improved sensitivity. The results for 
scoring Option A did reach significance 
at the .05 level by the Fisher exact test. 
However, the specificity remained low 
such that the proportion of false posi- 
tives to true positives was 4.3:l for Op- 
tion A and 5.7: 1 for Option B. 

The logic of the M Test is based on 
the notion that malingerers will endorse 
a high number of items soliciting valid 
and common psychotic symptoms; i.e., 

they will exaggerate on the S scale (Rule- 
Out scale) and they will tend to endorse 
items soliciting rare or bizarre psychotic 
symptoms on the M scale or the Rule- 
In scale. Table 4 shows the relationship 
between primary therapist rated scales 
assessing persistent patterns of denial or 
fabrication of symptoms throughout 
each subject's entire course of treatment 
for each of the four symptom categories 
with the M scale, the S scale, and the 
Rule-In scale (note: the Rule Out scale 
is not shown since it is identical with the 
S scale). If the M Test scales are operat- 
ing in a manner consistent with the logic 
of the test's construction, the M Test 
scales should be positively associated 
with the symptom fabrication scales and 
negatively associated with the symptom 
denial scales. The only significant rela- 
tionship was a negative correlation be- 
tween S scale scores and ratings on the 
denial scale for psychotic symptoms. 
Thus, subjects which the primary thera- 
pist saw as tending to minimize valid 
psychotic symptoms also tended to en- 
dorse significantly fewer of the 10 items 
on the S scale, which was intended to 
assess the prevalence of legitimate psy- 
chotic symptoms. 

Continuing this line of analysis, Table 
5 shows the results of testing for differ- 
ences in mean scale scores as a function 
of the primary therapist's Global Symp- 
tom Presentation Style judgment. No 
significant differences were found. It 
may be noteworthy that the lowest mean 
M scale scores were for subjects judged 
as demonstrating "mostly exaggeration 
and/or fabrication" on the primary ther- 
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apist's Global Symptoms presentation 
Style rating. 

Divergent validity of the M Test was 
assessed by examining the relationship 
between the M scale and Rule-In scale 
scores and a variety of clinical measures 
with which they should presumably be 
unrelated. Table 6 shows the result for 
the relationship with discharge diagno- 
sis. As will be noted, the mean M scale 
score was significantly associated with a 
diagnosis of schizophrenia. Schizo- 
phrenic subjects had significantly higher 
mean M scale scores than nonschizo- 
phrenic subjects. S scale and Rule-In 
scale scores were not significantly asso- 
ciated with a diagnosis of schizophrenia. 

The pattern of correlations between 
the M Test scale scores and subject age, 
education, WRAT scores, and the 18 
clinical scales of the CADCOMP are 
summarized in Table 7. M scale scores 
were significantly negatively correlated 
with reading level as measured by the 
WRAT score. M scale scores were mod- 
erately and positively correlated with 
impaired knowledge of the adversarial 
legal process and with current affective 
distress. M scale scores were strongly and 
positively correlated with lack of knowl- 
edge of appropriate courtroom behavior, 
current psychotic features, current cog- 
nitive disorders, past aggressive impulse 
control problems, and self-reported cd- 
ucational problems in childhood. Not 
surprisingly, the Rule-In scale, which 
shares 9 items in common with the M 
scale. shows a nearly identical pattern of 
correlations as the M scale. The S scale 
showed a somewhat similar pattern of 
correlations with some notable excep- 

tions. The S scale showed a significant 
negative association with educational 
level. There was not a significant corre- 
lation with current cognitive disorders 
but a strongly positive correlation with 
a past history of serious psychopathol- 
ogy and psychotic symptoms on the day 
of the alleged crime. Using a stepwise 
regression model, four CADCOMP 
scales, psychotic features, aggression to- 
ward self, cognitive disturbance, and ac- 
tive relationship with lawyer, predicted 
48.9 percent of the M scale variance. For 
the Rule-In scale, four CADCOMP 
scales, psychotic features, aggression to- 
ward self, cognitive disturbance, and ac- 
tive relationship with lawyer plus the 
WRAT scale predicted 52.2 percent of 
the variance in the scale scores. Finally, 
five CADCOMP scales, psychotic fea- 
tures, past psychopathology, aggression 
toward self, use of alcohol on day of the 
crime, and use of drugs on day of the 
crime as well as the WRAT scale pre- 
dicted 58.5 percent of the S scale vari- 
ance. 

Discussion 
The major result of the current inves- 

tigation is that the M Test was found to 
be lacking in predictive validity as a 
measure of malingering status in the cur- 
rent setting when the broadest definition 
of malingering was used as the standard. 
This was true regardless of whether the 
original or the revised scoring procedure 
was employed and despite the fact that 
the use of the constructed Cl item on 
the Rule-In scale biased the results in 
favor of the validity of the revised scor- 
ing procedure. Restricting the definition 
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of malingering to psychotic symptoms 
improved the sensitivity of the revised 
scoring procedure but did so at the cost 
of a considerable reduction in specific- 
ity. Using this malingered psychosis 
measure as the standard, the revised 
scoring procedure, Option A, reached 
statistical significance. Thus, the revised 
scoring procedure showed some promise 
of salvaging the M Test as a meaningful 
screening test for malingered psychosis. 

Performance on the M scale was 
found to be significantly related to a 
discharge diagnosis of schizophrenia. 
Also striking was the high level of cor- 
relation between performance on the M 
scale, the S scale and the Rule-In scale 
with a variety of clinical scales indicative 
of serious current psychopathology and 
current cognitive impairments. Consid- 
ering the lack of precision in the mea- 
sures used, the multiple regression 
analysis revealed that most of the varia- 
tion in M Test scale performance could 
be accounted for by these measures of 
clinical status. This result calls into ques- 
tion a central aspect of the logic under- 
lying the construction of the M Test, i.e., 
that true patients should endorse few of 
the rare or bizarre symptom items (the 
M scale and the Rule-In scale) and that 
performance on these scales should, 
therefore, be unrelated to the clinical 
status of true patients. 

In retrospect this correlation with cur- 
rent cognitive status is not altogether 
surprising. The strategy underlying the 
design of the M Test is essentially cog- 
nitive in nature. The subject is asked a 
true/false item, the subject "thinks" 
about the item. the subject gives a re- 

sponse, and the subject is assigned points 
depending upon the content of their re- 
sponses. The process described above 
suggests that forensic subjects may 
"think" about test items differently from 
what researchers and simulators do and/ 
or that their current cognitive status sig- 
nificantly impacts their ability to engage 
in this cognitive enterprise. The same 
confounding effect of cognitive status 
might apply to all malingering assess- 
ment devices that are based on the scor- 
ing of forensic subjects' responses to 
"trick" questions of the type used in the 
M Test. 

Gillis, Rogers, and Bagby4 have al- 
ready demonstrated and emphasized the 
danger of using a simulation design to 
validate new tests of malingering. The 
current research emphasizes additional 
cautions that may be of importance in 
assessing the validity of measures of mal- 
ingering. Among the most important are 
the manner in which malingering status 
is operationally defined, the issue of the 
composition of the comparison group. 
and the appropriateness of generalizing 
the results obtained in one forensic set- 
ting to other forensic settings. Further, 
the current results suggest that, in future 
research, attention will need to be paid 
to the potentially powerful confounding 
efTects of the subjects' concurrent levels 
of cognitive impairment. 

The current study is now the second 
published study4 that has failed to vali- 
date the M Test and the original scoring 
procedure using the natural group de- 
sign. This result raises further doubt 
about the validity of the original scoring 
procedure. As a cross-validation of the 
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revised scoring procedure, the current 
study fails to confirm validity when the 
basis of judgment is global malingering. 
The results do suggest that if the use of 
the M Test is restricted to screening 
subjects for the malingering of psychotic 
symptoms, a useful level of sensitivity 
may be possible. The results also suggest 
that with this restricted application, the 
specificity of the M Test is sufficiently 
low (SO-.53) that for every case cor- 
rectly classified there will be about five 
false positive cases, when the base rate 
of malingered psychosis is around 10 
percent. Since this low level of specificity 
is to a large extent a consequence of the 
impact of the current cognitive impair- 
ments on test performance, it follows 
that the specificity of the M Test could 
well be found to be higher in settings 
where defendants are on the average less 
cognitively impaired than is typical at 
NFETC. 

The above results reveal some prom- 
ise for the M Test under the revised 
scoring procedure as a screening test for 
malingered psychosis. Although the M 
Test is of considerable research interest, 
in the opinion of the authors there is as 
yet insufficient data to support recom- 
mending it for routine clinical use. 
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