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Reliability Studies of Health-Sickness Rating Scale

I. Introduction:

The best rating scale for our purposes is one which can give perfect
agreement by different judges and agreement by single judges with themsslves
from time to time on the same patient (assuming the patient hasn't changed
in the meantime). Practically speaking the best we can do is use those
members of the staff who know = patient very wsll and approximately to the
same extent (preferably w ith the same kind of personal contact)s Only
two of the situations locally approximate this: psychotherapy supervisors
and the psychotherapist, and, second, tho group control situation. The
rosults of those are reported more fully in this supplement.,

Some fairly adequato reliability situations haven't yet been exploited:
(1) The section ovaluations of patients offer a situation whore sev-
eral members know a patient over a period of a week or several weoks and
have secn the patient personally. Also among the members of the tcam are
ropresentatives of othsr specialtios, We should know how the psychologist's
ratings, based largely on tho tosts, agraos with thoso of othar mombors
of the toam. This knowlaodgo is important to us mainly in rolation to tho
ratest study of patients in psychotherapy in which we hope the psychologist
doing the rotests will makeo independent health ratings of the initial
tosts as woll as tho tests after treatment,

(2) Repeat roliability of ratings by tho same Judge suffers from tho
major dafect that the pationt (wo hope) does change. The therapist also
remembars his earlier rating so that they arc not indopondent assessments
of the patient. It would be of interest nevertheless to know how often
the therapist changos his mind even when ho considers that the patient
hasn't changods We might also find some ussful information about our scale
through asking therapists for their "range of undertainty," that is, after
giving their ratings to say that their range of uncertainty "could go as
low as ___ and as high as s

IT. Summary of Reliability Date Availablos

Ae Dr. Wattorson's analysis of supsrvisors! vs. therapists' ratings
and members of group control vs. thorapists' and control leader's ratings.

B. Dr. Aronson's analysis of data from two staff case conferences,
Dr. Epstein's and Dr. Lythgoe's
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Ce Miscellaneous reliability studies:
(1) Raters relatively untrained both in psychology and in the use
of the scale: K.U., students in Dr. Bergman's class in Psycho-
therapy.

(2) Raters trained in psychiatry but relatively untrainsd in the
use of the scale:

&) D.A.P. therapists rating case descriptions.
(b) Ratings and rankings of our sample case descriptions by
other staff members, i.e., outside the Committee (siz

psychologists.) (Results not yet analyzed.)

ITI.General Results and Conclusions From All Reliability Studies:

We had hopad at the outset to construct a 100 point scale which would
give us interrater roliability within 10 points for most raters. We can
conclude from our results so far that we have achieved approximately this.
In Dr. Wattarson's study the discrepancies in rating the patients!' condi-
tion at the beginning of treatment, present stete, and prodictive end
state indicate that approximately two=thirds of all the paired retings
wera less than 10 points apart. A sample coorrélation: Tho coorpalation
coafficient betweon therapists and obsasrvors in rating the state at the
boginning of the troatmont is , which is significant at the
level of significance, for thirty patients.

There is also close agreemont in the study betwsen therapists and ob-
servors in estimating the amount of change from tha start to the present
point of trosatment. (24% of the obsorvors agree perfectly, 77% agree within
5 points more or less of each other). There is somowhat less agreement
in prodicting the amount of furthor change from the beginning point. (Only
about 33% are within 5 points more or less of each other).

In Dr. Aronson's study of ratings by the audience of thorepists of
case presentations a similarly encouraging lavel of reliability emerges:
50% of the raters fall within less than 10 points and 75% less than 20
points differeonce from sach other in rating the beginning stage and end
stage. (Incidentally, we had made a 100 point scale but in practice the
entire range of points isn't used. In Dr. Watterson'!s study about 45 to
55 points were used.)

The main difforence betweon Watterson's and Arcnson's roliability si=-
tuation was one dfzdogrof of intimate knowledgo of the observors. Tho
audience of observors had only a two-hour case presentation on which to
base their ratings. Also thoy may not have been as woll trainod in the uso
of the scale. . It isn't surprising then that their reliability is not as
great as the therapists-supervisors situation., (But I could arguc the
other way too. Sinco the therapist and supervisor know the patient more
intimately they have enough basis for making up their own minds and
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conceivably cculd differ more then in a situaticn where the presenter
knows the patient and the others largely have tc take his word for tho
description. )

Some other findings from tho reliability studies:
(1) The offoct on ratings of type of rslationship with tho pationt:

Waticrson found that tho therapist tended tc prediet slightly moro
change than the observers. We have no basis for judging who is more right.
The greater previous cxperience of the observors may be partly responsiblo
but oven more likely is the greater personal involvement of the therapists.
Otherwise in rating tho pationts' presont and beginning stato thoy are
(as stated above) very close togcthers

(2) The offect on ratings of amount of knowlsdge of the patient:

In Aronson's case presentation situation thoso who knew the patient
best, at least in Pr. Epstein's casa, were clustered very closely together,
but I cen't tell about Dr. Lythgoe's casc. This is very slight ovidence
from which to conclude that groator knowledge of tho pationt givos groatoer
reliability of ratings.

(3) The rating of prcsent statc or beginning stato vs. predictod end state:

There is ovidence from Watterson's study that one does basst in rating
the present statc and not so well in rating a proedictod stato.

(4) Ratings of beginning steto end prusent stata vs. ratings of end steto:

Tho main data here is from Aronson's case conferonce situation where
we find that it is casier to rate the stutoc at the beginning of treatment
than et the end of treatment. This finding may have to do with tho more
oxact description of the case in the beginning stato than at the cnd; to = .ar
the goneral optimism about change through psychotherapy of patients; or
ones belief in the thorapoutic powers of tho therapist. We havs also
noticed in our Committee a tondency tc bo more sure of the beginning stato
than of the end state ratings, as if wo take soriously what the patient is
like at the beginning while at the ond we look him over morc carofully
to bo sure that what we sec is what we see and not an artifact of the thorapy.

(5) The offoct of training in tho use of the scale:

In gencral in the rating of sample cases and in the case presentation
situetion, the committee members rated lower than others. I am surc theore
aro other factors that may have produced this result than practice in the
use of the scale—=but that might be one. In the case conference situation
thers are no difforences between the rating of the two cases that can bse
attributed to practico effocts,

(6) Individual differoncos in judges in thoir ratings:

We have noticed that some judgos havs a tendoncy to rate high both
beginning and end state, some to rate low both beginning and end state. Wo
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heven't gono further in the study of such individual difforonces in
conservatism-optimism.

(7) Tho offect of training in psychiatry on relisbility of ratings:

The only evidence wo have is from Bergman's K.U. students in a class
in Psychotherapy. Theso ratcrs were relatively untrained both in psychiatry
and in the use the scale. At any rate, as ons would expect, those students
ranked and rated the samplo cascs moro divergently than wo or the othar
staff members hore at tho Cliniec,

(8) The comparisocn of ratings based on psychological tcsts vs.
clinical case descriptions:

Wo have only the datum from Dr. Epstein's case conforenco prosontation
in which the psychologists rated ths case slightly higher than the group,
Wo may guoss that the tests didn't show up the very high degres of social
disorganization in this patient which was weighted more heavily by those
who heard only tho case description. This is in the direction we oxpaocted:
that test criteria would be more heavily basod on the usual tost evidoncos
of personality disorganization which is only one of our soven critoriz.

A genoral conclusicn: In view of tho difficulty we have experianced
in agrooing on and communicating our critsria for "health" and how the
criteria should bo combined to obtain a rating, it is all tho moro inter-
osting that we wero able to obtain so much agreement. Health appears to
bo a concept (liko ego strength) which judges have o foeling of knowing,
often with considerable certainty, and as oxperioncs with the scalo pilaes
up wo demonstrate that (with slight instruction in tho use of the scale)
most judgcs ostimate a patient®8s health with fairly good agroemaent.




