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Detection of noncredible
psychological test results is critical:

= The viability of
psychological/neurop

essentially worthless

Neurocognitive Performance
Validity Tests (PVTSs)

= Rationale (i.e., how/why do t

= the general public hol
regarding the effects

typically impaired: /
= overlearned information (alphabet, simple caledlations, sight
reading)
= recognition memory versus free recall
= simple motor dexterity and jsensory function
= basic attention

» Effective PVTs a
these skills
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Strategies For Detection Of
Feigned Cognitive Symptoms

= A. Noncredible pattern = D. Inconsistency.between
on dedicated measures of est,scoresand ADLs
response bias E. Inconsistency between

= B. Noncredible pattern
on standard
neurocognitive tests
(“embedded”)

n C. Elevations on
personality test validity
scales (e.g., MMPI-2-RF
F-r, Fp-r, Fs, FBS-r, RBS
scales)

Detection of noncredibe
performance
from test data

patient groups
= Pathognomonic sigr
feigned presentati




Neurocognitive domains in which

symptoms can be feigned:

= Memory

= Attention
Mental Speed
Language (including
reading)
= Math

= Visual

Motor/Sensory Visual-Perceptual/Spatial

Finger Tapping VIP — Nonverbal b Test
Finger Agnosia WAIS-III Picture Completion VIP - Verbal
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PVTs by Domain

Memory - Verbal Memory - Visual Attention/
Vigilance

Validity Indicator Profile
(VIP) —Verbal

Word Memory Test (WMT)

Medical Symptom Validity
Test (MSVT)

Warrington Words
Rey Word Recognition

Rey Auditory Verbal Learning
Test Equation

WMS-III Logical Memory
Equation

California Verbal Learning

Computerized
Assessment of Response
Bias (CARB)
Nonverbal-MSVT

Portland Digit Recognition
Test (PDRT)

Rey-15 + Recognition

Test of Memory
Malingering (TOMM)

Victoria Symptom Validity
Test (VSVT)

Rey-Osterrieth Effort
Equation

WAIS-III Digit Symbol

Dot Counting Test

b Test
Digit Span

Connors CPT-IT
Seashore Rhythm Test

Test of Variables of
Attention (TOVA)

WAIS-IIT WMI

Grip Strength

Grooved Pegboard

Most Discrepant Index
Judgment of Line Orientation

Visual Form Discrimination
RO Effort Equation
Benton Facial Recognition
WAIS-III PIQ/POI

- | =

Speech Sounds
Perception Test

Stroop Test
Sentence Repetition
Token Test
WAIS-III VIQ/VCI

Test-II Recognition recognition

Processing Speed Numbers/Counting

b Test Wisconsin Card Sorting Dot Counting Test

Dot Counting Test Category Test CARB

Warrington Words (time  Controlled Oral Word PDRT \

score) Association Test \
(COWAT) |

WAIS-III Digit Symbol Rey 15-item +

recognition Recognition

Trails A VSVT

Digit Span (forward Digit Span variables

time)

WMS-III PST

Stroop A and B

Color Trails

Current Practice Guidelines

= indicate that formal measures
bias are to be intersp
neuropsychological exams

= NAN (Bush et al., 2005)

Reliance on a single PVT
(incorrectly) assumes that

= Response bias is constant acro

= i.e., that all patients

= Including use of embedded as wel
free-standing measur
u AACN (Heilbronner et al., 2009)

when feigning




= Not all individuals feign in the same
manner (Boone, 2009)
= Examination of archival data (n =
noncredible subjects
= Compensation-seeking
= Failure on 2 or more PVTs out of at |
= Average percentage of tests failed
= Only 16.4% of patients failed all
= 36% of patients failed < half\of P
= Shows that resp ias i
acCross exam

ot

Response bias is typically selective:
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an exam

» Even if effort is consta
in the strategies they
cognitive symptoms

» Therefore, need co

performance validi
indicators

= Boone (2009)

Recent Practice Survey

» Martin, Schroeder, and Odlan
surveyed North Ameri

neuropsychologists (n
use of PVTs

= An average of 5 PVTs (embedd
dedicated) were used in clinical ex

Key Issue:

» Does use of multiple PVTs incr
likelihood of falsely ¢

patient is non-credibl

= If the answer is “yes”, then the field
neuropsychology must make an abru
correction because current practice g
recommend use of multiple EWs

= Fortunately, available research indi
answer is “no”

To summarize:

= Administer multiple PVTS
» Interspersed througho
= Covering multiple cogn
every task administe
= so that performance
sampled

multiple PVTs:
Victor et al. (2009)

Specificity rates with use of

= Subjects
= 32 noncredible
= 57 credible
= Predictor Variables:
= Rey 15-item + recog

ior},'Dot Counting'Te
Words, Rey Word Recpgnition

(DCT) = 9.
specificity, 80.9% overall\accuracy
DCT, Warrington) 8
89.5% specificity,’ 82,0% overall accurac

determining group membership (DCTxan
Words were the most efficient'combina




Specificity rates with use of multiple
PVTs:

= Vickery et al. (2004):
= 3 of 3 indicators failed: 33%
= Sollman, Ranseen, and Berry (2010)

» Chafetz (2011)
= 3 of 4 indicators (.

PVTs failed by IQ band in heterogeneous
neuropsychological clinic patients with no
incentive to feign:

FSIQ band n Mean failed _ rangeyiviear9sy’
50-59 3 40 7" 1-6 60%
60-69 12 2.9
70-79 48 1.1
80-89 44 5
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Specificity rates with use of multiple
PVTs:

= Schroeder and Marshall (2011)
= 2 of 7 indicators (93% to 95% specificity)
= 3 of 7 indicators (100% speificity)

= Larrabee (2014)
= 3 of 7 indicators (94% specificity)
= 4 of 7 indicators (100% specificity)

= Davis and Millis (2014)

|

90-99 39 3
100-109 27 2
110-119 11 4 |

2120 5 amimm—
T m—

How to limit false positive
identifications:

= Administer several PVTs

= Failure on increasing
does not increase sen
increase specificity

mi.e., when tests are
likely to occur eve
tests administere

= Larrabee (2008)
= the likelihood of obtaini

(2014)

m Meyers et al. (2014)
= as the average base rate

increases,

= the number of failed P
performance decreases:




Is number of PVTs a concern?
(i.e., are there ever “too many”?)

= Probably not
= Davis and Millis (20 4)

= Similarly, Dean et al. (2008) reported that i
neuropsychology clinic patients

= with an IQ range of 60-69, 44%]of administered
failed

= with an IQ range of 50-59, 60% of PVTs were f:

= Performance validity indicators are based o
that simple tasks which appear relatively di
passed by actual patients wit| braln injury,
noncredible test takers

= However, in patients with dementia or low IQ,
tasks are in fact difficult

» The question then arises as to how to arrivi
accurate differential
dementia or intellectua

53%)

= time to recite 4
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= As discussed above, multiple failures (>3) on P\

Are some groups at risk for PVT
failure despite best effort?

virtually never occur in credible pop
there are two noteworthy excgptions:
= individuals with dementia 4i ar d individuals
low intellectual scores (FSIQ, <70)

= Dean et al. (2009) rep
diagnosed dementia

u 36% of PVTs we

MMSE >20

u 47% of PVTs were failed

were 15 to 20

= 83% of PVTs;

e failed\in those

Approach for protecting low IQ groups
from false identification as noncredible

= Smith et al. (2014)
n Credible patients with IQ

= Noncredible patients (n =
<75(n=74)

= Entire noncredible group

Cut-offs for the most sensitive
tests
= b test # of omissions > 46




= When failure rates were tabulate
seven most sensitive

Case: Actual versus Feigned
Low 1Q

n 24-year-old patient sustained massive /'njur'
prior to exam When he ran in fronte

episode
u In the haspita/ ED the pat/'em‘

.
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multiple facial fractures and a fracture a of the skull,
as well as fractures of his / eft arm,, and
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Approach to protecting groups
at risk for PVT failure

target group

» 2) Tabulate numbe

= Increasing numbe
to feigning

Case: Actual versus Feigned
Low 1Q

w Brain CT did not show intracranial lesions but did reve
amount of blood in the posterior horns ofiti v
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Case: Actual versus Feigned
Low 1Q

. The family filed a lawsuit alleging that the patient exbibi
cognitive function secondary to a significant.b
the time of injury.

= When asked whether he was experfencing problems
related to the accident, the patient fesponded that

n  When asked as to psychiatric symptoms stemming
accident, the patient indicated that he was "more ca
denied depression or anxiety, and stated that he dig
was experiencing changes in sleep lor appetite.

w  When asked as to current physical problems he relai

little bit of pain” in his back.

Case: Actual versus Feigned
Low 1Q

w Fducational, Linguistic, and Psychosocia/ Back
u The patient spoke English as a se
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u Psychiatric History:
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Case: Actual versus Feigned
Low 1Q

occurred.

m Behavioral Observations:

Neuropsychological Exam

He presented as "young” and imma

Responses were slowed.

Speech was noteworthy for soft
amcu/at/an errors (“sloppy”’s’s);

fingers when solving

Information Processing Speed vt

Rest Robersan et al. (2012)
E-score ] passed
Omissions 9 passed
Commissions o passed
Time 150" faited

Dot Counting Test Boone et al. (2002)
Escore ) faited
Grouped dot time 75" Jaited
Ungrouped dottime  11.5”
Errors 1 passed

Trails A 647 1% % faited Werson et al. (2002)

Stroop A Arentsen et al. (2013)
Word Reading 76% <17 % foited
Color Naming 1267 %% faited

Digit symbol Kim, N, et al. (2010)

L% foited
Recognition equation 98 faited
Recognition total B foited
Attention

Digit Span Babikian et 4. (2006)
Acss 69%% passed
Reliable Digit Span 7 passed
Mean 3-digit time 1 passed
Mean d-digit time 2 passed

— |
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w Medical History:

Case: Actual versus Feigned
Low 1Q

Records indicated some substance.
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absence seizures.
w He had sustained a previous

Family medical history was,
siblings, and possible psyct

Neuropsychological Exam

Intellectual Scores (WAIS-111)

FSIQ: 75; 5% %
via: 80;9™ %
ver: 80; 9" % |
pIQ: 74; 4% % \
POI: 80;9™% | \
Individual subtests:
Vocabulary: 6;9%% /o
Picture Completion:  4; 2% / ‘
Similarities: 8;257% /
Digit Symbol: 31%% / ‘
Arithmetic: 5;5™% \
Block Design: 69" % B ‘
Digit Span: 6;9" % ‘
Matrix Reasoning: 10; 50" %
Information: 825" %

Neuropsychological Exam

Language
Vocabulary (ACSS) 997%

Visual Perceptual/Spatial Skills

WAIS-1Il Picture Completion Solomon et al. (2010) /

ACSS 429% faited / I
Most Discrepant Index 2 faited JEY
WAIS-HII Block Design (ACSS) 697 % / ‘ 4
WAIS-IIl Matrix Reasoning (ACSS) 10; 50 % / |
Rey Complex Figure Reedy et al. (2012) I
Copy 26; 1% Jaited / |
i\
/N m |
Executive
Wisconsin Card Sorting Test 6 categories; WNL ‘
825" %
Inl 1747; <1 percentile
Trails B 2107; <1 percentile ‘
Academic Skills:
WRAT-4 Word Reading (S5): mEm%
WRAT-4 Spelling (SS): 82;12%%
WRAT-4 Math (S5): 4% %




Neuropsychological Exam

Bonak e ol (2010)

Baone et al (2005)

FrARRAR

sed
passed Beil-Sprigkel et . (013)
Wiem, M., et oL, (2010)

Rey Complex Figuie Reedy et l. (2010)

Poynter et ol (2014)

i

H

i

3
[

Recopntion comect 14 parsed
Combination score 26 passed

patsed Denning (2012)

Neuropsychological Exam

PVT Scores:

n When the cut-offs adjuste
for the seven tests found to be most sei
differential of actual versus feigned low
et al. (2014), the patient passed all me.

b test omissions (cut-off >46)
Digit Span four-digit time (cut-off >4’ |
Digit Symbol Recognition correct score (cut-off, <4)
RAVLT trial 5 (cut-off <6)

RAVLT Effort Equation (cut-off <7)
Rey Word total correct (cut-off <7)
Warrington total score (cut-

Case Conceptualization

1) The patient was judged to have most like
to his true ability level , and sco
neurocognitive scores were cansidered to r
skill fevel.

2) Neurocognitive scores were interpreted
substantial impairments in processing speed an
impaired to average skills in visual perceptual/s,
verbal memory, and executive functions

borderline to low average academic skills (word
math)

low average vocabulary rangeland basic attenti

ding, spelling
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Neuropsychological Exam

= PVT Scores:

n The patient failed PVTs fro
using published cut-offs,

performing to true ability.
n However, overall IQ sco.
Judged accurate (rathe

Neuropsychological Exam

m Personality Testing:
n MMPI-2-RF was invalia

Case Conceptualization

n 3) The cause of the lowered cognitive functi
Jjudged to be multi-determined:




Case Conceptualization

n 4) The patient was considered not likely to have an y
current cognitive sequelae related to the injun
earlier.

n The available data suggested th: at the patient mo
criteria for a mild traumatic brai injury
= Records from his hospitalization referred only to a "cerebral concussion,”
and brain imaging was normal.
1t is unclear whether the patient was rendered unconsci
emergency department he was de.
open, and was trying to sit up.
He initially had Glasgow Coma Scale of 10, which norma
the moderate traumatrc brain /ﬂ]u ) catego:y, a/t/m g
the patient’s

likely met

response sect/on of the Glasgow Coma Scale);, but this
his severe ,Bv;ycﬁogs

the injury.

Case Conceptualization

n Concluded that the patient h
n 3 longstanding, developm
w as well as a chronic psychatic disorder

n that were unchanged by the suicide attem,
Injuries 3%z years prior to exam, and that t
had no current cognitive or psychiatric con
stemming from that event

Future Directions

specific to noncredible performa
= E.g., Marshall and Happe (2007) ind
low IQ to produce “dyslexic” false p
recognition trial

= E.g., developing measures that assess for ‘a “yes"” respo
by mdmduals with IQ, but not necessarily adopted by n¢
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Case Conceptualization

u  4) (contd) Reviews of the literature on neuropsychological function in mild
traumatic brain injury (see Carroll et al., 2004, 120 studies; Dikmen et al,
2009, 33 studies), including 6 meta-analyses involving.é
and thousands of, pal'/entc in the aggrega e U

Future Directions

A critical goal within clinical neuropsycholo

determined to be malingering
performing to true ability.
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Case: Actual versus Feigned
Dementia

n 69-year-old patient with 8 years of education.and
subsequent attainment of a GED

n Sustained at most a mTBI in @ motor vehicle
years prior to evaluation

w self-extricated at the scene and wa
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discharged to home aftel
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Case: Actual versus Feigned Previous Relevant History
Dementia

. The patient filed a lawsuit alleging reduced cognitive function » Medical history was rather extensive, including
secondary to chronic hypertension (with associated borderija ’
direct effects of traumatic brain inju echocardiogram and calcification of the

effect of stroke which was claimed 3s caused by the tr = high cholesterol
injury » elevated blood sugar levels
and which precluded him from retyrning to work a = fow testosterone
» Claimed symptoms reported at the time of evaluatic = possible sleep. apnea
= decline in memory u lengthy smoking history
n treatment for GI cancer in i

= reduced balance

w back and right leg pain and pain at hand fracture site

w periodic headaches

= insomnia

w depression and anxiety
» He resided with his wife and adult.daughter, and n

expressed regarding his a in the

had an active driver’s

including six months of chel
chronic depression

thyroid and parathyroid
possible excessive alcoh
3 to 4 nights per week)

w had performed poorly
but he stated that he &
learning disability or atte

7 an actual

s licen:

Neuropsychological Exam Neuropsychological Exam
[T
et van 19002 poi
w Behavioral Observations: e
= Speech characteristics were unten G0 ;ME«
= No cognitive abnormalities wert / oo e e . Jotag \
interactions; the patient was able to provide a fullhi \ Grpeddortins 125 fated I \\
thought processes were organized and relevant o o 7O el e ke I
= He worked on tasks in a focused manner and eff v S S ey S
(he completed the MMPI-2-RF quickly), and he d PR I
confusion regarding test instructions : - / |
nreal 006 ;
= He initially presented as irritable. Mood appeare g 0 Pesved |
depressed M dhtme 165 Yoot
= He used his fingers in a dexterous manner o orton Maming Tet 32 impaeed  foed Wnitesde et oL {under ‘
= No signs of fatigue or physical discomfort were g " ' s
the several hour exam e fotag TS ]
. oy comgr s : [—
oo
Neuropsychological Exam Neuropsychological Exam
- P ncsal ecol (2030} Personality Function
pev o 2
m Vulidiwk;l: sor -
g e o Wibin rorml it
fr o Wabin rormal it
s so /A
Fs 661 AR
foited FBS-r 671 ” \
RBS 671 i ‘ Y
et L a2 Within normal imits \
& Elmue:s:a\n o skpnormatmits ‘ |
e e o oo \
o e
HPC nr ‘
Reedy ot ol (2010) NuC 86T
Joied HLP 78T ‘
e ow o5t
i O |
e sav s
faited INTR-r 9ar
J—
—— ‘ I
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Neuropsychological Exam

The patient failed 100% of PVT
administered (15 of 15

] the graphs below contrast the patient’s
PVT scores against mean scores for
credible and noncredible groups:
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Neuropsychological Exam
= Figure 1: Scores on Free-Standing PVTs

= Credible Patients
® Noncredible Patients
0

¥ 8 &8 8 8

B8

Neuropsychological Exam

= Figure 2: Scores on Embedded PVTs i
Attention, Visual Perception
Dexterity, and Verbal and Vi

Figura 2.
Destertty, and Verbal and Visual Memory

»

¥ & & 5 B

= Creditie Paserss

B boresbie Paties

= Carest Potomt
o B =l L

JToue Ogtien WAT MU fage S0t
ittt ort bpsion Fripig  Eesbon

Neuropsychological Exam

m Personality Testing
= Validity Scales:

= No significant under- oriover-report

= Substantive Scales:

Positive Emotionality — revise rry-related
(Stress/worry, multiple specific'fears) scale:

Neuropsychological Exam

= Figure 3: Scores on Embedded PVTs i
Processing Speed

Figura 3: Scores on Embeddad PVTs invelving Processing Spaed

nCredtse puserss I
Honredtie s
R S—— |

Trsia  SwoopA

Neuropsychological Exam

» Results of neurocognitive testing revealed

impaired scores in finger dexterity, visual percep
skills, visual memory, and word retrie

impaired to borderline scores in“processing speed
impaired to low average scores if verbal memol
low average performance in basic attention
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Differential Diagnosis of Actual
versus Feigned Dementia

The determination as to whether a patient

performance validity failures

performance versus the effects of an ac

dementia is made by examining

= 1) the patient’s functionality in activities of daily livi
if it is consistent with dementia

= 2) the patient’s test scores versus spontaneously di
evidence of consistency of impairment

= 3) whether performance on PVTs
dementia

= 4) whether the patient still fails PVTs when cutoffs
adequately protect against false positive identificati
malingering in credible dementia patients

selected that
of
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Differential Diagnosis of Actual
versus Feigned Dementia

As outlined below, the evidence in the
indicated that

= the patient did not in fact have a dementia
= his neuropsychological test performance w.

Differential Diagnosis of Actual
versus Feigned Dementia

= A. Evidence from PVT performance:

» 1) patient obtained a MMSE
possible points), which wol
mild/moderate dementia.
PVTs administered, which i

an average of
47% of PVTs are failed (in contrast to 36% with MMSE of >20, and

= the patient’s score m

Differential Diagnosis of Actual
versus Feigned Dementia

= A. Evidence from PVT performance:
= 5) As shown below
= scores on the Dot Counting Test, Rey 15-item
worse than mean scores obtained by patiel
most scores (with the exception of Rey 15-iti
counting time) were worse than mean score
severe dementia who were residing in a on7

ith mild dementia

recall and mean un

‘obtained by patients

d residential facility
A

@

-

¥uEE e

 [—
i —

L\

=

e

Differential Diagnosis of Actual
versus Feigned Dementia

= A. Evidence from PVT performance:

in dementia patients,
= the patient still failed the

correct answersthat he

= in contrast to pati
little to no abil
expected to perfo

Differential Diagnosis of Actual
versus Feigned Dementia

= B. Mismatch between Test Scores and
Demonstrated Functionality:

the examiner (e.g., did not re-a
not require test instructions b
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Differential Diagnosis of Actual
versus Feigned Dementia

= B. Mismatch between Test Scores and
Demonstrated Functionality:

= 8) His very low scores on measures of visual
perceptual/constructional skills, ¥isual memory,

speed would likely preclude ability to drive,

= yet he was driving at the time of the exam

= 9) His low confrontation naming score (Boston
would be indicative of a significant word-retriev:
= yet no such expressive language difficulties were observ,
speech
= 10) He obtained very low finger tapping score
= yet used his fingers normally during the exam (to turn by

and use a pen, etc.), and did not report dysfuf\ction of
asked regarding physical/symptoms

processing

Differential Diagnosis of Actual
versus Feigned Dementia

= C. Marked Inconsistency in Test Score:
Cognitive Exams

= 14) Three years prior to c

current exam

PVT cut-scores that do not require
adjustment for dementia:

» In the Dean et al. (2009) study,
= mean time to recite 4 digits in fo
maintained 90% specificity at €S
dementia patients,
= although sensitivity has been reported as lo
Babikian et al., 2006)
specificity for finger tapping cutroffs was low in
sample of 55 dementia patients, but: was 100% i
patients with Alzheimer’s disease and. frontotemp;
(but only 43% in vascular dementia), although
were small.
= Sensitivity levels for dominant finger tapping
least moderate (50% to 61%; Arnold'et al., 2
Q
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Differential Diagnosis of Actual
versus Feigned Dementia

= B. Mismatch between Test Scores and
Demonstrated Functionality:

= 11) He made excessive errors incounting, a pre-

skill, ¢

= but in his deposition he was able tg

the amount and source of his income

= 12) He scored within the markedly impaired rang

reading,

= yet he was able to complete the 338-item'MMPI-2-RF in
(normal)

= 13) No significant over-rep

validity scales,

= however, of note, he obtained a below average score o

which measures consistency in answering similar sets of
score, reflecting more carefulnesss isterfey i

hool level

ation regarding

typical test taker, would

Differential Diagnosis of Actual
versus Feigned Dementia

= C. Marked Inconsistency in Test Score,
Cognitive Exams

= 16) Six months prior to current dxam the patient
average range on visual memory testing,

= in contrast to the impaired visual
testing

= but no neurologist or oth
patient’s fingers

PVT cut-scores that do not require
adjustment for dementia:

» In the Rudman et all. (2011) study,

= 100% specificity in 42 patients with g age“dementia
(diagnosed prior to age 65) wa$jobserved for theld
between grouped and ungroupeg
Counting Test

dot counting time
= Although sensitivity rate is u
grouped time was 12.5"” and

(in current
grouped ti

13



Additional Techniques

» In addition to the performance validity scores employed
in the above case (e.g., 4-digit forward s
TOMM Trial 1, Dot Counting T

= other techniques have bee
appear to have promise in
versus feigned dementia:

’

n 2) Likewise, a “genuine memory impairment profile”
(GMIP) has been developed to reduce false p03|t|ve
rates on the Word Memory Test (WMT) in_pa
with significant memory defici

pecificity rate
sed specificity

ders, & Denney,
2015)

= 4) Yes/no recognition task (presentation of 20

unfamiliar faces, followed by a recognition trial in which the 20
faces are interspersed with 20 new faces, with the te:
instructed to report whether each face

= in a small sample of demen
suspected malingerers (n =

suspected malingerers displ
bias (Schindler et al., 2013)

n At a cut-off of 9 false negative respol
sensitivity was 54% ‘and specificity w

no” response

10/5/2015

= 1) A “severe impairment profile” on the

Medical Symptom Validity Test (Green, 2004)
can be used to fIag patients with actua

= E.g., Howe and Loring (200
in 52 dementia patients using

have argued that the req
only be considered if there
impairment is circular (A

: w faE ”

» 3) Forced choice “Coin-in-the-Hand" Test (e exminer
holds a coin in 1 hand. After showing the coin to patients for approximately 2 seconds, the
examiner closes both hands and asks the patients to close their eyes. With eyes closed, the
patients are asked to count backward from 10 to 1 out loud and then to open their eyes and
point to the hand that holds the coin. Ten trials are given, with the examiner alternating
from hand to hand according to standardized instructions)

u Schroeder et al. (2012) test:
moderate to severe cognit
score = 1%t percentile; mea

= > 1 error = 89% specificity |
= > 2 errors = 96% specificity,

Mean error rate = 5.!
al., 1999)

Mean error rate =

= 5) Word Completion Test

= Hilsabeck and colleagues (2001) reported data for a PVT
mvolvmg pr|m|ng that reqwres test takers to.con

= and then after exposure
takers are asked to co

i )
patients (n = 14), includi i ith dé i
more list words on the fir:
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» 6) Tasks that rely on old, overlearned
information and implicit memory (which are
relatively intact in patients with dementi

For example, Cuddy and Duffi
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substantially below baseline pt rformanc\es

Impact of Non-English language

status on PVT performance

» Despite the fact that 13% of the US popul
Spanish in the home (38 million;
few studies have validated PVIs in participa
Spanish

» <44 credible mild traumatic brain inj
educational level tested in Spain administered th

Test, b Test, Rey-15 item, TOM

Test (Vilar-Lopez et al., 2008a,

29 Spanish-speaking medical clinic patients of lo

level in North Carolina administered the Dot

Rey 15-item (Burton et al:, 2012)

130 Spanish-speaking normal ¢ontrols in\Texas

Rey 15-item (Strutt et

Impact of Non-English language
status on PVT performance

= The sample was divided into those with 0—
education (n = 56) versus thos
education (n = 59) to allow
specific to educational level

= Groups did not differ on Dot Counting Test scor
with lower education performed more poorly on

= b Test E-score
= Rey Word total correct

= 3 Rey 15-item scores (combination score, recall in|
and recognition false positives

sion errors,

10/5/2015

= Taken as a whole, the available literature suggests that
following appear to show the most potential as PVTs in
dementia populations:

brief forced choice tasks (preferably i

than words or pictures)

= time scores for simple tasks (n

= finger speed (except in vascula

= implicit memory measures and
information
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Impact of Non-English language

status on PVT performance

= Robles et al. (2015) obtained PVT data on6
young to middle-aged (range of
Spanish-speaking, day laborefs recruited in
(n= 65) and Guadala]ara Mexico (n =50) \

neurological disorders, signifi
disorder, and alcohol or drug
report. Participants were pro
participation.
= Data were collected on 4

= Dot Counting Test

= B Test

= Rey 15-item plus recogr

= Rey Word Recognition

Impact of Non-English language
status on PVT performance

Cutoft scores associated with 200% speciicity in current and validation/cross-validation samples.

216 (91) 214 90}
290 (93)

24.90 (91)

Dot Counting Test =% "=
E-score
28027
Ungrouped

10 (91)
5(9%)

Current sample ( Education subgrowps)
Test scores 0-6 years 7-10 years Validationfcross-ralidation samples
< o =28 A
Toulemors \

son
Total correct (99
Total false posiives 409)

<6 (897
24 (940%)

Note. 2M7, Specificity in parentheses, in percentages
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Impact of Non-English language

status on PVT performance

= As can be seen from the table, a maj
cutoffs had to be made |
false-positive identifications to <10%
exception

= Rey Word Recognition false positives

= Dot Counting E-score and grouped dot counting

» b Test total time

= In the more educated subgroup, n
cutoffs were needed for

= Rey 15-Item recall intrusions and recogn\tlon fall
errors

= Rey Word Recognition

Conclusions/Recommendations:

= In contrast, most previously published cutoffs for the
Rey 15-Item (with the exception of false-
on recognition) and b Test (e
associated with inadequate specificity rates
current sample and require adjustment bef
be used in patients matching the demogra
current sample.

res) were
the

they can /
s of the |

Conclusions/Recommedations:

= Moderating effect of education:

= These findings suggest that gross letter discrimi
count, and recognition of limited_ves
impervious to formal educational level, and vew I
level would not likely account fof
these PVT variables

Further, despite the fact that P

of education
= Dot Counting E-scor
= b Test total time
= Rey Word Recognitis

time score
>

10/5/2015

Conclusions/Recommedations:

= Some PVT cutoffs that maintained approximately 90% or
higher specificity in the current sample ma

individuals of lower ed
Mexico

Conclusions/Recommedations:

= Moderating effect of education:
» Participants with 0 to 6 years of ed
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In conclusion

» The field of neuropsychology has made
considerable strides in developif

= However, an importa
perfecting techniques
for false positive |d

equation scores
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Questions?

10/5/2015
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