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This is a somewhat technical report of updated information on the
reliabi lity and accuracy of I-level classificstions. These classifications
('diagnoses') relate to a large number of delinquent adolescents, ages
13 through 19, who had been committed to the Callfornla Youth Authority (CcYA)
from local Juvenile Courts. The basic data of this study were J-lavel
diagnosas of youths who comprised the study sample of the CYA's Community
Treatment Project (cTP). ANl di agnoses were made by CTP staff,

Previously reported findings related to the period which extended
from 1961 through late 1965.1 They had reference to the Sacramento and
Stockton areas alone; and, they did not differentiate between males and
females. The present information extends from 1961 through 1969, thereby
covering the entire CTP Phase I and Phase II operation.2 It relates to all
three study areas—=Sacramento, Stockton=Modesto, San Franc¢isco==and Is
broken down separately for males and females.3

Here, the data in question relate to the situation in which two different
research raters each classified==at virtually the §gmg_ggin$_13_glm%--the
tape=recorded intake Interview which was conducted with each youth. This
situation applied to a total of 364 males, |.e., 45% of all 802 Phase 1 and

Phase II males.5 (Interrater=reliability for females will be taken up in
later pages.)

The overall results are given separately for subtype and I-level
classifications, ‘

Any given youth may receive 1 of 9 subtype classifications:

Aa, Ap, Cfm, Cfc, Mp, Na, Nx, Se or Ci. Simultaneously, he may
recelve 1 of 3 I=level classiflcations: I., I., orI,.6
Logically speaking, the rater must decide upon~ the youth's
I-level classification prior to determining the subtype classif-
ication. In actual practice, the two judgments, or decisions,
often take place almost simuitaneousiy.

In the case of males, the first and second research raters agreed with one
another as to the youth's gubtvpe 62% of the time, They agreed with one
another regarding the youth's [=]evel 81% of the time,



& first and second research raters
The percentage of agreement between the‘ . : c
was as Fo?lows for the separate guh;xgg§, (Th?sg f;gur:?o:rzh?gzwza;n
i =i te=subtype=classifica
lation to the final=-i.e., 'true'==su 8 . W ‘
Sthrmined for each given individual): Aa = 33%; Ap 8}%; Gg;m (zaz,
Cfc = 74%; Mp - 34%; Na = 49%; HNx = 71%; Se - 79%2;, c;s g T
subtype sample=sizes were: 3, 16, 5%, 38, 47, 82, , ,
30, respectively.)

The percentage of agreemant between the first and seco;g%res?arfhsg%ters
s flotron rator to Tnperraters : tI?n“rZ?féloist; the'I-lgvel whfch
These flgures refer to Interrater=agreemen ( Which

i - ‘ As to I-level agreement p

determined to be the youth's true I-level.
::i-lir:spective of whether the raters had agreed with e?chlottegsge§ar$;:g
the true I-level==the fiqures were: I, = 84%; I§ - 79?, % 5 .
sample=sizes were: .19, 136, and 208 for the I,, , and I, teve ?, The
respectively., Only one I. was included within the present analys i. o
first and second research raters agreed on his I~level...though not on
subtype. One called him an Na, and the other an Hx.

We will now break this down in various other ways, once again, separately
for subtype and I-level.

A First to the gubtype classifications, 48.9% of the !st“%nd resz?;c:os‘s

. rater disagreemants were | subtype=classlfication apart el;g.,t r i
by first research rater = Cfm; diagnosis by second resea:c t:a : o
Cfc). 18.7% of the disagreements were 2 subtype=classifica ?n dxp‘u o)
(e.g., first research rater's dx = Cfm; second researc: rater‘:in .
20.9% were 3 cateqgories apart (e.g.,...Cfm vs. Na).‘ T Etremf g
flgures were 5.8%, 3.6%, and 2.2% for 4=, 5= and 6= su yzets e tween
classifications apart, respectively. Diagnostic dnsag:eemun'f.c bueen
the first and second research raters were 2.09 subtype=class d.ba !
apart, o+ the average; these same disagreements were separate ]Z 2y
median of 1,56 subtype=classifications, These results rat?ir]c tg ¥
support the idea that interrater°dtsagreements were more }f’iazions)
involve adjacent categories (or, relatively similar classi 'd o 5
instead of those which were widely or even randomly separate . bé
relativeiy dissimilar classifications). (The results appearino‘e
meaningful Trrespective of our be]ief.that there exists no4s gra raph
underiying continuum of gubtvpgs within I-jevel. See pg. 4, paragt
2, for further comment,)

Three examples will further iMlustrate this point:

(1) Among males who wers finally dlagnosed as Mp's (1.e., the "Mp'
Tabei represented the youth's 'trye! dlagnosis insofar as CTP was
concerned), there were a total of 31 Ist-2nd research-rater
disagreements during 1961-1969. of these 31, 7 involved an

Mp-Cfc combination (i.e., the Ffirst research rater classified the
youth as an Mp, whereas the second research rater callad him a
Cfc...or vice versa); 6 disagreements involved an Mp-Na combination;
4 involved an Mp-Cfm combination; 3 Involved an Mp-Ci combination.

The remaining disagreements-(iwe.; subtype-combinations) each had
a frequency of fewer than 3.

(2) 1In the case of youths whose final diagnosis was Na, there

were a total of 42 lst~2nd research-rater disagreements during
1961-1969., Of these 42, the most common 'disagreement-combinations '
were as follows (together with their frequencies): Na-Mp = 8
disagreements; Na=NX = 73 Na=Cfm = 5; Na=Cfc = 5. The remaining
subtype-combinations each had a frequency of 3 or less. '

(3) As to the Nx's (23 disagreements in all): Nx-Na = 12
disagreements; Nx-Se m 4; Nx=Mp = 3, The remaining disagreements
each had a frequency of 2 or less.

We performed some statistical tests, and derived a number of
readily interpretable indices, with respeﬁt to the above sample of
364 males. 1Included were: Chi Square (X<); Cramér's Statistic (¢ );
Goodman and Kruskal's Index of Predictive Association = i.e., lambda (r);
Percentage of Interrater Agreement ('Rater agreement'') ; Percentage of
Interrater Agreement minus the Percentage of Agreement expected on the

basis of Chance Guessing alone ('Rater agreement minus chance''), HMuch
of what follows relates to these tests and indices.

Relative to the tests and findings next reported, the 9 subtype-
classifications were first reduced to a total of 7. This was done by
combining the Aa's with Ap's, on the one hand, and the Se's with Ci's
on the other. This seemed to be a worthwhi le move in view of the

relatively small numerical representation of these particular subtypes==
especially the Aa's, Ap's and Se's.

~



Relative to the classification of youths by subtype (N = 364 males;
7 categories), the interrater-reliability results were:

X% 795.1 (d.f. = 36; p <« .001)
Vo om .60

A (symmetrical) = .557
Rater agreement (7 categories) = 65%

8
Rater agreement minus chance = 51%

The obtained ¢’ and A appear quite encouraging, in relation to t?ef?reient
sample-size. This applies to the 'rater—agreement-m!nus-cha?ce dlgu e,
as well., (As compared with the latter figure, ) can be consnvderel a

more useful measure of reliability with regard to the.presenf ana‘ZEes.
It takes account of CTP's subtype-=and, where appropriate, I-leve

base rates...whereas ‘rater agreement minus chance' does not. .Whetheri
at CTP or not, many raters are in possession of.at.least some unformat on
concerning population base rates; and, in certain s:stances, their
information may be rather accurate and complete. If they ?hoos? to]
utilize and/or 'fall back upon' information of this type, individua
raters may, under given conditions, make substantially better
classifications than if they were merely to guess. As a result, raters
could also be more likely to agree with one another than would be th?d
case In relation to 'chance guessing', alone. The praesent Issue wou

be somewhat less pertinent with respect to differing sets of base raﬁes.
Within CTP, however, Na's and Nx's each comprised more than 25% of5; e
male sample. Collectively, the I, group comprised approximately 6

of the male sample.)

A Pearson r was computed largely for the purpose oﬁ making a general
compar ison with the other tests and Indices (e.?., the ¢)i It :as -
computed despite the fact that--except at certain steps along the w:y e
the subtype-classification 'series' (moving from Aa to A?, then on to : n...
and so on through Ci) does not fully represent a matur?tnonal pr?gress on.
(Ns¢'s are not necessarily "more mature' than Na's; similarly, Mp's ar:
not necessarily more mature than Cfc's.) Because of this, it.d?es no
comprise the type of measurement scale which.would really satrf y o?ea
of the key statistical assumptions involved in the lvterpretat on]o
Pearson r. This is apart from the fact that the series of I-leve .
classifications (i.e., I, =» Iy = 14) doe§, on the othef h?nd, represen
a relatively unbroken and coherent maturational progression; on as
least this score it comprises a sufficiently suitable type of sca e X
relative to the Pearson r. In any event, the Pearson r was +.72 wit
respect to the subtype~-classifications.

8. The following relates to the I-level classiflcations (3 categories in atl),
In any gliven instance the Ist and 2nd research raters may hava disagreed
with one another as to the youth's subtype, while stili agraeesing with
each other as to his I-level. Thus, with reference to instances of

subtype“disaqreement (between ist and 2nd research raters; In connection

wlth youths whose true I-javal was I (total of 5 subtype-dlsagreements),

the raters' joint I-leval classificastions were: Ir=Ip =~ 20%; I2=I3 - 40%;

I,-1, - 20%; I3=I3 - 208, Comparable figures for youths whose true

diagnosis was I3 (54 instances of subtype-disagreement) were: Ip=1p - 0%;

Ip=I3y = N%; Ir-1, - 2%; I3-13 - 46%; 13-1, - 39%; I4=14 - 2%, The

figures for I,'s (79 subtype~disagreements) were: Ip-1, - O%; Il - OF;
] - |4 o] o B. o] « 397. -l

Tp=1y = 1%; 1315 - 5%; 1, Iy - 39%; 1,-1, - 54%.

Still within I-level, the most common interrater subtype~disa reements
were as follows. (The youths are shown in terms of thelr 'true! I-level):
12 youths (total of 5 Ist«2nd resesrch-rater disagreements): The most

common type of disagreement involved the Aa=Cfm combination, (N = 2
disagreements of this type.)

L. youths (total of 54 disagreements): The most common disagreements were
NS-N@ (N = 9 such disagreements); Cfe=Mp (N = 7); Cfm-Mp (N = 7). The
remalning subtype-combinations each had a frequency of 5 or fewer.

I, youths (total of 79 disagreements): The most common disagreements were
Na=Nx (N = 20); Na=Ci (N = 9); Na-Mp (M = 8), The remaining subtype=
combinations each had a frequency of 5 or fewer.

Relative to the classifications of youths by I-level (N = 364 males; 3

categories), the above~mentioned tests and indices are summarized as
foliows:

X = 321.3  (d.f. = 4; p < .001)

¢’ = ,66

A {symmetrical) = .56

Rater agreement (3 categories) = 819
Rater agreement minus chance = 4899

10 (r = +,99)%

Pearson r = 4,69
- max

Bt

e

”rmax“ refers to the numericaliy highest Pearson L that can be obtained wi th

, (See: Carroll, John 8., The
nature of the data,

or how to choose a correlation coefficient. Bsychometrika,
26, No.4. 1961. 347-372.) 1n line with the issues reviewed on Pg. & :

paragraph 3, and in fn.10 as well, rmax was computed only in relation to the
I

J-category (I, I,,1,) and 4=categor I,, I, Neurotic, I, Non-
breakdowns 2’ 7374 ‘y 2243y g €, 1, Non Neurotic)

u5-



The following applies to females:

The Ist and 2nd research raters agreed with one another as to the
youth's subtype 708 of the time. They agreed with one another regarding
the youth's I-level 85¢ of the time. The subtype figure has reference
to a total of 71 females - everyone whose Intake tape had been rated by
two different researchers. (This reprasents 33% of the 212 Phase I and
Phase 11 females.)

The parcentage of agreement between the first and second research
raters was as follows for the separate subtypes. (These figures are shown
in relation to the final-=i.e., 'true'=-subtype-classification which was
determined for each given individual): Aa - 0%; Ap - 100%; Cfm - 100%;
Cfc - 67%; Mp - 55%; MNa - 57%; Nx - 87%; Se - 100%; Ci - 1009,

(The subtype sample-sizes were: 1, 2, 4, 3, 11, 21, 23, 3, and 2,
respoctively., There was one I..) Because of the extremely small sample-
sizes, essentially no confidencte should be placed in the percentage=-of- -
agreement which is reported for each subtype other than the Na, the Nx,
and, possibly, the Mp subtype.

The percentage of agreement between the lst and 2nd research raters
was as follows for the separate I-levels. (Figures are shown in terms of
the individual's 'true' I-level): I, - 87%; I - 67%; I = 76%. The

sample sizes were as follows: 3, 18, and 49 for the IZ’ 13, and I4|&vels.

respectively. (As to the I., the first and second research raters
disagreed on her I-level.)

We will now break this down further, separately for subtype and I-level,

1. First to the subtype classifications, 61.9% of the Ist=2nd research
rater disagreements were 1 subtype-classification apart. 23.8% of
the disagreements were 2 subtype-classifications apart. The
remaining figures were 4.8% and 9.5% for 3- and 4= subtype-
classifications apart, respectively. The diagnostic disagreements
between the first and second research raters were 1.62 subtype-
classifications apart on the average; the disagreements were
separated by a median of 1.31 subtype~classifications.

Relative to the tests and findings next reported, the 9 subtype-
classifications were reduced to a total of 7. This was done by

combining the Aa‘s with Ap's

Ci's on the other. on the one hand, and the Se's with

The results were:

2
T m 217.2 (d.f. = 36; P < .001)
o m 72

A (symmetrical) = .64
Rater agreement (7 categories) = 768

Rater agreement minus chance = 61%
Pearson r = +.86

For the

of the v::;pszsl?f further comparison==and particularly in yj

several subtypa __::mpse-suzes which were present re!azive : -
e

reduced to a total of 4
. Incl :
red 14 Non-nevrentc} 4 (Included wera: I, 13. I4 Neurotic,

The results were:

X* = 1229 (4.t w 95 p < .001)
¢ = LT7

A (symmetrica!) = 66

Rater agreement = 87%

Rater agreement minus chance = 629

Pearson r = 4,73
(rmax = +.97)

different than thosé which resulted

These findings are no
t ver
from the {-category anaiys?s

Relative to the classification of

females),!l the results were: youths by l:lé!él (N = 70

X% o 87.0 (dof, = 4:
.F. i P < .001)
o’ = .79
A (symmetrical) = 67
Rater agreement = 85%
Rater agreement minus chance = 524

Pearson r = 4,78
L (riax = +.98)



IT Rater-Reliability Through Time

Thus far we have been speaking of Interrater=rellability at a single
polnt In tima==viz., intake. A different set of flgures was obtained when
we analyzed rater-reliability through tims. The latter flgures were found
to be somewhat higher than the former, though not markedly so,

The ‘through time' analysis refers to the 'research rating at
point of jntake' as compared with the 'research rating based upon
a routine followup interview'...or, in a few cases, a 'revocation!
or ‘discharge' type of followup interview. The time=interval
between intake and followup ratings was usually around 8 to 12
months (estimated). The analysis related to all subject=groupings
and all locations combined; in addition, it covered the entire
Phase 1 and Il operation, 1961=1969,

Results are shown in Table l1-=separately for (a) males and females, (b) subtype
and I~lavel, and (c) ‘'single research rater' (i.e., researcher ‘X' classified
the youth at intake as well as at followup) as distinct from 'di fferent research

raters'! (i.e., researcher 'X' classified the youth at intake, whereas researcher
'y! classified him at followup).

Table 1

CTP Interrater—=Agreement Through Time (Intake vs. Followup)

MALES FEMALES
Subtype I-level Subtype I-Level
No. of % of No. of % of
Tvpe of Rater 1 Youths Agreemt.,) | Youths Agreemf. |
Single Rater 256 75.8 45 93.3
Di fferent Raters| 170 74.7 45 84.4
Total 4286 75.4 90 88.9

It might be of Interest to note that the above figures (the subtype figures
in particular) are considerably higher than the 'through time' results reported
by Jesness for a sample of 525 males who were instltutionalized at the CYA's
Preston School of Industry, during 1966=-1968 12 (1t is likely that approximately
25 to 35 of these particular youths had been CTP study subjects as well, at

some prior point in time,) The analysis related to the following: Subtype
diagnoses based upon the Jespess Inventory were determined on a ‘before~
after® basis=-i.e., at point of admission to Preston, and, afterwards,
shortly prior to departure. As in the case of CTP data, the usual before=
after time=interval was 8 to 12 months (estimated). (In passing, it might
be mentioned that the Inventory=based results involved a substantially
higher proportion of I, classifications than were found within CTP's own
study sample over the years. The CTP classifications were based almost
exclusively upon the interview method of diagnosis.) The main results were:

Subtype agreement=through=time

I-level agreement=through=time

39¢

67%.

If one includes only the sub=sample of 270 individuals who had a 'high pre=
inventory probability! (.50 or greater) with regard to their highest subtype
classification, the figures would then rise to 49% and 71%, respectively.

Getting back to the CIP data on rater=reliability through time, the

subtype results were as follows for all males combined (N = 426;

2

¢ = 73
A (symmetrical) = .69

Rater agreement = 77%

7 categories):

X~ = 1357.3 (d.f. = 36; p < .001)

Rater agreement minus chance = 62%
Pearson r = +.86
Relative to the classification of youths by I=level, the results were as

follows for all males combined (N = 426; 3 categories):

2

o = .8l
A (symmetrical) = .80
Rater agreement = 91%

Rater agreement minus chance

P +.8
earson f = 5 (rma

X" = 560.4  (d.f. = 4; p < .001)

= 58%
= +,94)
X

Separate breakdowns for ‘single raters' and ‘different raters' appear in

fn. 13.



With regard to the classification of youths by suh;xnf, the results were
as follows for all females combined (N = 90; 7 categories

x° = 206.8 (d.f. =m 36; p < .001)

¢ = 62

» (symmetrical) = .64

Rater agreement = 77%

Rater agreement minus chance = 62%

Pearson r = +.,78

The results, for females, were as follows, when the subtype=classifications
were reduzed to a total of 4 (12, 13, I4 Neurotic, I4 Non=Neurotic):

X° = 100.4  (d.f. =9; p< .001)
¢’ = .61

» (symmetrical) = .67

Rater agreement = 87%

Rater agreement minus chance u 62%

Pearson y = +.93 (rmax = f.gs)

As to the classification of youths by I= the results were as follows for
all females combined (N = 90; 3 categorlesi

x2 a 57.4 (d.f. = 4; p < ,001)

¢’ = ,56 )

x (symmetrical) = .68

Rater agreement = 90%

Rater agreement minus chance = 57%
Pearson r = +.79 (rmax ®» +.91)

Separate breakdowns for 'single raters' and 'different raters' appear in
fn., 14,

¢]0u
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The 'accuracy’ anaiyses wili now be reviewad. First, we took tha
following to be the youth's 'true' diagnosis: the classiflication which was
flnally agreed upon on the basis of all avs!lable Information. The information
in question consisted chiefly of Interviews. In the case of Experimental
subjects it also included behavioral observations, together with various verbal
interactions between staff and youth, It would be useful to say a little more
about this. In actual practice, a given youth's final classification could
have been==and was==arrived at via one of several routes. A 'basic route!’
occurred in gll cases; other routes represented elaborations of the basic
route. (It should be remembered that CTP was never particularly well set up
to make a systematic and/or methodologically ‘clean'! assessment of diagnostic
reliability and accuracy. At any rate, the basic, or fundamental ‘route' was
that in which the first research rater classified the youth on the basis of
the Intake tape. This particular classification occurred without exception.)
The routes or conditlons in question included one or more of the following==
elther singly or In various combinations with one another:13

A. lﬂﬂﬂkﬂ_lﬂiﬁ[!lﬁﬂ_gn%l. (1) Inltial research rating of intake interview
&“flrst research rater''); (2) second research rating of intake Interview
"'saecond research rater''); (3) thlfd or fourth research rating of intake
interview (''third research rater', etc.); (4) rating(s) of intake Interview
by operations personnel--i.e., by parole agent and/or treatment supervisor,.
(In this latter case, the operations staff member had also conducted the
Intake Interview. In cases *1%, '2¢' and '3' above, the researcher did the
intake Interview. In all four cases, at least one researcher rated==i.e.,
classi fied==the intake interview.)

Ol rvie Y _Of oLl researchers. There may have been
anywhere from one to six or more such foilowup s, (The median figure is
approximately two, in the case of youths who had at least one followu:
interview.) Collectively, these interviews may have extended over a period

of several months, or, more often, a couple of years. The first research
rater, and/or any other research rater(sg, may have been involved in any one
or more of these followup interviews...plus the class!f!cations which resulted
from them., Operations personnel were not involved.

361 15/0the 213 : These refer to direct and sometimes
rather frequent behavnora? observateons of==and/or non=interview-centered
verbal interactions with==the youths., This applied to Experimental subjects
only.

The findings presented below are the results of analyses which invoived
two of the most common and/or possibly most meaningful ''routes'' with respect
to arriving at the final CTP diagnosis. These are referred to as Case A and
Case B, respectively:



Case A:* Here, the first requirement for Inclusion wlithin the analysis was that
at least two different researchers must have diagnosed the glven youth. The
ratings in question may have been made at approximately the same point in
time ?e.g., first research rater~—at Intake; second research rater~-also at
intake), or, they may have occurred at substantially different points in time
(e.q., first research rater=-at intake; a different research rater--at
followup). As always, the first researcher's classification was In response
to the intake tape. ''Level of accuracy'' was defined as the percentage of
youths for whom the first research rater's classification agreed with the
'true! dlagnosis==i.e,, the final CTP diagnosis.‘7 In 97.6% of all Case A
ratings, the true diagnosis was 'verified! by the ratings of at least one
researcher other than the flrst research rater. 1In Itself, the first researcher's
rating could not ‘verify' the youth's true diagnosis==at least not in relation
to the manner In which we concalvad of 'verification’. (We will mention at this
point that there was virtually no measurable di fference In the accuracy findings
in connection with our having elther inciuded or excluded the remalning 2,4%--
this being 12 cases in ail.) The researcher who verified the true diagnosis
was not necessarily the second regsearch rater.

Main results are given below, following the brief description of ''Case B!,

Case B: All individuals who fell within Case A were also inciuded under Case B.
However, three additional categeries of youth were included in Case B:

(1) Individuals who==instead of having been rated by at least one
researcher in addition to the first research rater=-were later re-rated
only by the first research rater himself, in connection with a followup
and/or discharge interview. 67 males and 14 females feill within this
subgrouping.

(2) 1Individuals whose only rating==other than the ever=present first
research rater's Intake rating=-was one which had been done by an
operations person. 122 males and 25 females fell within this subgrouping.
(These youths had no followup or discharge interviews, etc.)

(3) Experimental subjects whose only actual rating was the one which had
beer completed by the first research rater, yet whose diagnosis had, in a
meaningful sense, been ‘verified' on the basis of several months or==in
most instances—=one or more years of direct observation by operations
and/or research personnel. 41 majes and 10 females fell within this
subgrouping. : '

In sum, Case B involved a total of 765 males and 168 females. Level
of accuracy was defined exactly as in Case A, above,

*
Case A was one in which the first research rater's diagnosis of an individual
was invarlably supplemented by that of at least one other research rater. This
particular requiremsnt was not always present in relation to Case B diagnoses.
Because of thls and related reasons (see definition of 'Case B', in the text),
hat ate , f ence may be placed in the accuracy of those
dnagnoses which were arrnved at via the Case A 'route! only, as vs. those whnch
related to Case B.

«]P=

Separately for Cases A and B, the main results were as foliows, with
respect to diagnostic accuracy:

% A. As to the classification of CTP youths by subtvpe (9 categories),
the results for males were:

Case A (N = 535): Level of accuracy = 74%

Level of accuracy minus chance = 63%

Case B (N = 765): Level of accuracy = 81%
Level of accuracy minus chance = 70%,18
Various supplementary analyses were carried out. Here, as in the case
of interrater=rellability, the Aa and Ap categories were combined, as were the

Se and Ci categories., For males, .the results of these 7-category analyses
were as follows:

Case A (N =535): X° w 1630.0 - (d.f. = 36; p < .001)

¢ = 7]

» (asymmetrical) = .66
| Level of accuracy (7 categories) = 75%
Level of accuracy minus chance = 61%

Pearson ¢ = +,89%

Case § (N = 765): X° m 2656.0  (d.f. = 36; p < ,001)
¢ = 76 ’
» (asymmetrical) = .73
Level of accuracy (7 categories) = 81%
Level of accuracy minus chance = 67%

Pearson p = '+ .89%

See footnote 19 for comparable figures with regard to females. (lin
connection with all male as well as female 'accuracy analyses', it
should be noted that the asymmetrical A was used relative to the question

*
As mentioned earlier with reference to subtype analyses, the Pearson p was
computed for the purpose of general comparison only.

-1]8-
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As to the ip=training ratings, a total of 9 diagnostic categories were
present in relation to the subtype=classiflications==10, I f one consideread
the I5's as well.22 However, very few ratings related to Aa's, Se's, and 15'5.23
Not all trainees made the exact same number of ratings; nevertheless, they did
make approximately the same number of ratings (...8 aplece, on the average).
There were 313 ratings in all-=<the vast majority invelving male subjects.

of predicting the 'trye' diagnnsis on the basis of the rater's diagnosis==
not vice versa. The latter approach would have been less pertinent to

the issues under consideration and would, of course, have yielded

somewhat di fferent asymmetrical A values.)

B. As to the classification of youths by I=level (3 categories), the . . Results for the In=tralning ratings were:
results for males were: :
514 of the gggln%g were accurate at the subtype level.24 Giving equal
Case A (N = 535): x2 = 685,7 (d.f. = 4; p < .001) . welght to each pater (and in this sense holding constant the number of ratings

per rater), 1t was found that the average or typical rater correctly classified

$° = .80 the youths 53% of the time as to subtgge. Comparable figures for the I-level
A (asymmetrical) 73 classifications were: ratings = 74%; average rater = 79%. (Some raters
cal) = |
were particularly accurate In their I~level judgments, thereby raising the
Level of accuracy = 89% overall level of rager accuracy.)

Level of accuracy minus chance = 55%

As to the gng ye fol lowun ratﬁngs:zs All 39 trainees rated a set of

i

Pearson r = +,89 (r = +4,97) four standard tapes.27 Inciuded in this set were & Cfm, an Mp, an Na, and
max a Ci tape~=cach of which invoived a ;a?e subject., Relative to the one zgar
2 followup subtype classifications, 46% of the 155 ratings were accurate.
Case B (N = 765): . p 9 9
ase B (N « ) X, = 1041.9 (d.f. = 4; p < .001) The average rater was also accurate 46% of the time.23 Comparsbie figures
¢$° = .83 for the I=level classifications were: ratings = 66%;30 average rater - 68%.
: These figures were somewhat lower than those for the in~tralning pratings. We
A (asymmetrical) = ,78 doubt that this perticular drop would have more than possibly a modest amount
Level of accuracy = 92% to do with, say, & factor suc? as ‘gradual! reduction in the rater's overall
‘ level of diagnostic skill®, (CTDT provided the trainees with a certain
Level of accuracy minus chance = 59% amount of feedback and consultatien during the year subsequent to thelr
Pearson p = +.8020 (rmax = +.96) partieipation in the nine~weeks course.)
The breakdown by subtype may shed some 1ight on this moderate drop in
[ bl ] s [ 3
It might be of interest to compare the CTP accuracy resuits with those accuracy from ‘In training’ to ‘one year followup' (see fn. 29).
from the Lenter for Differentia atment (Rita Warren, George

Howard, et al A1l in ail, the level of accuracy which wag associated with the

located here anSacréﬁe&té;m.Usfaé r;w data supplied by CTDT,

. . . . =~ § d
an analysis was made of the ratings of trainees who had completed CTDT's nine~ gzg;g§22|:::?fwas noticesbly lower than that obtained by experienced (TP

weeks course which focused upon differential diagnosis, together with general
principles of differential treatment. The analysis related to all 39 individuals
who had completed both their ‘in=training diagnostic ratings' and their ‘one

year followup diagnostic ratings' as of several months ago.2! Most of the

'in=training ratings' took place during the fourth=through seventh=weeks of
the nine=weeks course.

Iv

Reliability flgures obtelned for the period 1961~1969 were approximately
the same as those reported for the pericd 1961=1965, For males, the ‘updated®
interrater-agreement at point of intake was 62% for subtype and Bi% for
I«ievel. Comparable figures for females were 70% and 85%, respectively.
Interrater~d{sagreements usualily involved immediately adjacent or nearly
adjacent subtype categories. This was in contrast to subtype categories
which were widely separated or, for that matter, randomly distributed,

Taken together with the Cramgr ¢, the Goodman and Kruskal lambda, and so on,
these resuits would appear to be more than satisfactory by most standards=-at

~14= ' =}5



least with reference to the number of di fferentiations in question (9 for
subtype, 3 for I-level). (Even so, see pg. 16, paragraph 3, regarding one
particular factor whose influence would reduce the strength of these findings
to a moderate degree.) This would apply to the diagnostic accuracy results,
as well,

In terms of CTP's own standards, however, much improvement is still in
order. These standards relate very much to CTP's need for rather highly
individualized treatment planning, beginning at point of intake. Thus,
whi le recognizing the rather substantial conceptual and operational achieve=
ments which may be reflected in the findings reported above, we are not at all
satisfied with having ‘only! 62% = 70% interrater-sgresment &t the subtype
level==even granting that such figures Include a ‘somewhat=difficuli~to-rate'
{yet rather sfzab!e? subsample, in addition to several called=for differ=
entlations. The 74% = 81% suhtype=accuracy figures for males are a little
moce encouraging.® While recognizing the difficulties involved, we feel a
need to strive for levels of Interrater-agreement which would be in the
nei ghborhood of 85% = 909, With this in mind, it would seem as If CTP!s
only apparent, current source of optimism might relate to the fact that such
levels were achieved at least with reference to subtype=accuracy, in those
cases which were rated and then discussed by at least tyo di fferent raters
(viz., two researchers) prior to their having arrived at what we would call
the ‘operational diagnosis?. (In the case of Experimentals, it was the
operational diagnosis which the individualized treatment plans most closely
reflected.) '

Apart from CTP's particular standards and/or operational needs, it will
be noted that the obtalned percentages~of-agreement, the lambda'’s, the
Pearson r'!s, etc., do indicate the presence of a sizable amount of predictive
abllity with reference to the subtype as well as I-level classifications. In
other words, the Phase I and II results do not reflect the presence of a
level or type of statistical significance which, in itself, is littie other
than an expregssion of low or moderately positive correlations within the
context of large sample sizes.

The following should be kept in mind., We estimate that, at the sybtvpe
fevel, most CTP figures for interrater-agreement are perhaps 15% (not 15
percentage points) higher than they would have been in the event that the
2nd research rater had had absolutely no Information regarding the ist
research rater's general==and, at times, rather specific=assessment of the
youth, (This issue is less germane to the question of diagnostic accuracy.)
This same facter would probably have resulted in a 5% = 104 difference in
the case of J=leyel agreement. To quote from a 1970 CTP report: 'Among
research staff, second raters often received information as to the ons, two,
or perhaps three possible subtype-diagnoses with which a first rater may have
been wrestling....Possession of this information eliminated the second rater!s
ability to reach a technically indepandent or literally uncompounded judgment.

*Leve! of accuracy was as follows for 'Case A' (the corresponding figures for
"Case B are shown within parentheses) = Hales: subtype = 74% (81%);
I-level ~ 89% (92%), Females: subtype = 80% (86%); I-level = 929 (94%).

n‘eu

However, it did not, ipso facto, eliminate the latter’s ability to reach s
relatively sound judgment==one which was based upon his personal review and
Integration of the taped interview [plus any other available information],

In this sense, it represented no more and no less than a semi =i ndependent
judgment",31

Related to this: The Phase I and II diagnostic accuracy figures
were higher than those which involved interrater=reliabliity.
Close ingpection of this situation suggests that the first
research rater's classification of the youth probably had a
stronger influence upon (a) the diagnosis which was ultimately
arrived at (viz., the true dﬁagnogis) than upon (b) the dlagnosis
which was made by the 2nd rater.3¢ This might help account for
tha fact that the accuracy results were moderately vet consistently
higher than the interrater=reliability resuits=~a situation which
is not often found in connection with studies of psychiatrically/
psychologically oriented systems of personality classification.

For males, rater agreement through time (i.e., Intake vs. followup==
estimated to be 10 months on the average) was 75% for subtypc and 91% for
I=level. Comparable figures for females were 78% and 89%, respectively.
Broadly speaking, this level of agreement suggests the presence of at least
moderate==or, quite possibly, sizabie=—amounts of stability wlth respect to

personality dimensions upon which the raters® attention would ordinarily be
focused,

Stability and interactional context aside, the I-level system would
doubtliessly profit from continued conceptual and operational sharpening=up
wlth regard to the Na vs. Nx distinctlon, in particufar, (Some grogress has
been reported along this line, at least at the conceptual level.33) This
distinction has consistently remained the principal contributor to rater=
disagreement==at point of Intake, and through time as well. Beyond this, it
would be of beneflt-“particularily to corractional workers outside of CTP==
if CTP were to pin down and spell out, at least more comprehensively than has
been done to date, the.features which goerationslly distinguish most Mp's
from most Ma's. (It may be noted that the Mp and Na subtypes represent
'adjacent categories' with respect to the I-level classification schema.
They also share with one another a number of readily apparent, as well as
underlying, attributes. Seen in this light, it is interesting to note that

each such subtype had a noticeably lower~than-average level of interrater=
agreement.

In sum, it is accurate and probably fair to say that CTP's Phase I and
Phase II reliability and accuracy results would compare favorably or quite
favorably with those obtained in cornection with other clinically oriented==and,
especially, interview~based=~personality typologies. However, very much
lmprovement 1s needed within the conceptual and operational areas alike. On
the latter score, e.g., increased consideration should definitely be given
to the idea of almost routinely caliing for second ratings, at point of intake.34
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Footnotas

1. The 1961-1965 data were re-analyzed in 1969 in connection with CTP's

reassessment of the reliability index which it had previously utllized.
However, no new data was involved.

2. The period 1961~1969 includes all ward=intake during Phases I and II.
However, numerous followup Interviews took place after 1969 with
regard to Phase II youths.

3. Separate analyses were carried out for each of the following time=
perfods: 1961=1963; 1964~1366; 1967=1969;...s1s0 included were
19641969 and 1961-1969. (The present analysis relates to the entire
Phase I and II period==viz., 1961=19639.) Similarly, for each time=period,
separate analyses were made with regard to each of the following areas:
Sacramento; Stockton-Modesto; and, San Francisco. (The present analysis
relates to all three locations, combined.) Cutting across each such
analysig, the data was also looked at separately for: Experimentals;
Controls; Ineligibles; and, the San Franclsco Guided Group Interaction
subjects. Collectively, the latter three subject=groupings are referred
to as non=Experimentals. (The present analysis combines all four of
these subject=groupings.) These analyses were carried out in order to
determine whether any substantial trends or differences were involved
in connection with time=period, location, and/or subject=grouping. By
and large, reliability and accuracy (as defined in the text) remained
unchanged through time, across locations, and with reference to the
differing subject=groupings.

4. The researcher who first rated the youth's intake tape is referred to
as the "first research rater!, The researcher who next rated the youth's
intake tape (generally upon request of the first ressarch rater) is
referred to as the ''second research rater'!. The latter researcher was
never the Individual who had conducted the intake Interview. During
Phases I and [I, the first research rater conducted the Intake Interview
In some 87% of the cases (males). The remaining 13% were conducted by
operations personnel (msinly during the yesrs 1966=1969),

5. In the remaining 55% of the cases, the first research rater dld not
. " consider it necessary to request a second research rating of the Intake
interview. Most, though not all such tapes were considered relatively
''easy!' from a diagnostic standpoint, whether rated by an operations
¢ . person or not=-and particularly if they had been rated by an operations
' person with whom the first research rater agreed. (As indicated in
fn. 4, 13% of the 802 males had been interviewed by an operations staff
member. This individual==and/or his treatment supervisor-=then rated
the tape. The operations rating was separate and apart from=-and,
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Footnotes, Continued

temporally spesking, It almost always preceded==that which was invariably
done by the first research rater. If the flrst researcher's classification
concurred with that of the operations staff member, the formar would
usually feel less reason than would otherwlse be the case to request a
second researcher's rating of the Intake tape.) In most such cases, the
diagnosis appeared to be relatively clear=cut=-at least to the first
research rater (and, in many cases, to the operations rater). Yet, the
present data suggest that the first research raters were not sufficiently
‘conservative! in this regard: That is to say, it would have been better
if they had asked for a second researcher®s rating more often than they
did. For example, the percentage of agreement between the first

research rater's classification and the classification which was
ultimately arrived at {based upon all contacts and/or Interviews with
some 427 males) was 799 In the case of subtype classifications and 32%

in the case of I-level classifications. These figures refer to
Experimental subjects only, These were individuals whom it was possible
to observe far more closely than Controls {and GGI subjects as well), and
whose original classification had had the greatest opportunity of being
modified as the result of post-intake observations and/or Interviews.
(A1l instances of what may be described as ‘substantial growth' within
the youths themselves<~e.g., movement from one I-level to the next hlgher
I-level="were exciuded.) Comparabie figures for Experimental females
were 85% In the case of subtype classifications and 314 with reference

to I-level classifications (N = 94 females).

Theoretically, he may receive a classification of I. as well. However,
I.'s comprise a negligible quantity within the presgnt sample of youthg==
18ss than 1%. As a rasult, they are not differentiated from I,'s of

comparable gubtyge refative to the present analysis, unless otherwise
speci fled.

Thus, the probability of error was reduced quite a bit==viz., 55%==as
a result of knowing the row and column categories of the 7 x 7 joint=
probability distribution in question. '

Wi thout knowing either the theoretical or obtained subtype distributions,
an individual who possessed no information about the I«level system, or
about the CTP ward=sample, etc., would still have had a 14.3% chance of
simply guessing the true diagnosis if faced with 7 categories from which
to choose, and if given a single choice. :

Chance equals .33, in the case of 3 categories=~and, a single choice.

migw
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13.

Footnotes, Contl nued

Use of the Pearson r would appear to be justified In this Instance, at
least as far as the underlying level=of-maturity continuum Is concerned.

(1, >1.,>1
similar to tﬁos

). = The results of this 3=category analysis were rather
which were based upon the following 4=category break=

down (N = 364 males): I., I, I, Neurotics, I, Non=neurotics. Figures

for the latter analysis were?

x2 o 494.8 (d.f. = 9; p < .001)
¢ = 67
A (symmetrical) = .57

u 76%

Rater agreemant minus chance

Rater agreement

Pearson = +.69 (rmax

(Recent CTP data support the view that Non=neurotic I
whole, somewhat more mature than Neurotlc 14'5.)

The one 15 was excluded from thls analysis.

Jesnass, C,

For male subjects, the subtype breakdown (7 categories) on rater=

51%
=4 +.98) .

The Preston Typology Study Final Report.

4

's are, on the

California Youth
Authority and the American Justice Institute. ‘July, 1969, pg. A-125.

reliability through time Is as follows with respect to 'single research

raters' only (N = 256);
(N = 170) are shown in parentheses:

the figures for 'different research raters' only

X 759.3 (500.4) (d.f. = 36 in both cases; p < .001)
¢ = 70 (.70)
A {symmetrical) = .71 (.65)
Rater agreement = 78% (75%)
Rater agreement minus chance = 63% (61%)
Pearson p = +.77 (+.87)
For males, the J=level breakdown (3 categories) on rater=reliability

through time is as follows with respect to 'single raters! only

(N = 256);

the figures for 'different raters' only (N = 170) are shown in parentheses:

Footrotes, Contlnued

2
X" = 354,9 (209.8)

" = .83 (.79)
A (symmetrical) = .82

. Rater agreement

Pearson ¢y = 4 .87

= 92%
Rater agreement minus chance

(+.83) (fmég

(d.f. = 4 In both cases; p < ,001)

(.77)
(91%)
= 584 (57%)

= +,96 (+.91))

14. For female subjects, the gubtvpe breakdown (7 categories) on rater=

reliability through time Is as follows with

raters® only (N = 45);
(N = 45) are shown In parentheses:

2

X" = 112.6 (98.6)

¢ = .65 (.60)

A (symmetrical) = .71

Rater agreement = B80%

Rater agreement minus chance

(+.73)

Pearson fp = +.823

For females, the 4-category (I
reliability through time Is as“fo]
flgures for 'different raters' (N = 45)

2
X" = 53,1 (48.4)
= 63 (.50)
A (symmetrical) = .70

‘Rater agreement = 87%

Pearson r = +.84

through time is as follows with resp

o

Rater agreement minus chance = 62%
+.
(+.71) (rmax

respect to 'single research

the figures for 'different research raters' only

(d.f. = 36 in both cases; p < .001)

(.54}
(73%)

= 66% (59%)

o4 I?, I4§, IqNon-N) breakdown on rater=
ows for

Single raters’ (N = 45);
are shown in parentheses:

(d.f. = 9 in both cases; p < .001)

(.64)
(87%)

(62%)
= +.9Q (+.94))

For females, the I-leve] breakdown (3 categories) on rater=reliability

ect to !'single rat '
the figures for 'different raters' (N = 45) 9 aters’ (N = 45)

are shown in parentheses:
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Footnotes, Contlnued

X° = 25.1 (24.7) (d.f. = 4 in both cases; p < .001)
o' = .53 (.52) | |

A (symmetrical) = .79 (.56)

Rater agreement = 93% (87%)

(53%)
w +.91 (+.92))

Rater agreement minus chance = 60%

\
Pearson f = +.86 (+.73) (rmax

Once again, all youths had an intake interview. Moreover, this interview
was always rated by at least one researcher==viz., the '"first research
rater!,

In this case, a researcher would interview the youth and make a diagnostic
classification, on the occasion of the latter's favorabie discharge from
the California Youth Authority.

As will be Indicated in the text with reference to Case A, subtype accuracy
was found to be 74% while I-level accuracy turned out to be 89%. However,
subtype accuracy rose to 83% and I-level accuracy became 93% once we
dropped the requirement that there be a second research ra 1. [The Issue
of this particular requirement is separable frcm that which relates to the
presence or absence of ‘verification' of the true diagnosis per se. Thus,
in the present instance (...83% and 93% accuracy)=-i.e., In contrast to
Case A=~considerably fewer than 97.6% of all true diagnoses turned out

to have been verified..zhat is, verified by the second research rater or
else by some other researcher who classified the youth at a later point in
time., Although==still with reference to the present instance==the second
rating had indeed been dropped afative to its being an essential
requlrement, many of the youths in question nevertheless did receive a
second, third, or subsequent research rating. At least one of these
ratings may have verified==and in most cases actually did verify==the

true diagnosis. As a result, a fairly high percentage of the ratings in
question not only did receive a second or later rating, but did in fact
turn out to have been verified in the sense described within the text.]
(These figures all apply to males. Without the 'second research rating'
requirement, the comparable figures for females were 91% and 96%,
regpectively, ) We feel that the latter set of figures are not the best
one's to use in light of the absence of any substantial external and/or
post~intake check on the first rater's diagnosis, particularly In the

case of non=Experimentals subjects. Only partially aside from the latter
it is useful to note that once the 'intake classification=sequence’

m22ﬂs

: o

18.

Footnotes, Continued

had been compieted (whether by 1, 2, 3 or 4 research raters...with or
wi thout an operations rater In addition) the subtype dlagnosis which was

~settled upon at that point was accurate in 96% of the cases (Experimentals =

954; non-Experimentals = 97%) as judged in terms of the final, i.e., 'true'
diagnosis. By the same token, I-level accuracy was 99% (Experlmentals L
99%; non=Experimentals = 99%). This excludes all Instances of 'substantial
growth! within the youths themselves. For females the comparable subtype
figure was 96% (Experimentals = 92%; non=Experimentals = 98%) whereas the
I-level figure was 98% (Experlmentals = 95%; non=Experimentals = 100%).

Level of accuracy was as follows for the separate gubtypes. Case A:

Aa = 67%; Ap - 83%; Cfm = 82%; Cfc =~ 79%; Mp = 59%; Na - 69%;

Nx = 82%; Se = 78%; Ci = 63%. (The subtype sample=sizes were: 6, 24,
72, 47, 76, 124, 136, 18, and 32, respectively.) Case B: Aa = 67%;
Ap = 84%; Cfm = 85%; Cfc = 85%; Mp = 62%; Wa = 77%; Nx = 89%;

Se = 81%; Ci - 67%. (The subtype sample=sizes were: 6, 25, 101, 68,

85, 174, 245, 21, and 39, respectively.)

Level of accuracy was as follows for the separate I-=levels. Case A:

I = 87%; 15 =88% 1, =90%. (The sample~sizes were: 30, 195, and 310,
respectively. Only one Ig was Included within the present analysis. He
had been classifled accurately by the first research rater.) Case B:

I, - 87%; I3 = 90% I, = 93%, (The sample-sizes were: 31, 253, and 480,
respectively. Only two Ig's were included within the present analysis,

Both had been classified accurately by the first research rater.)

As to subtype classification, the comparable figures for females were:

Case A (N = 119): Level of accuracy = 80%

Level of accuracy minus chance = 69%.

Case B (N = 168): Level of accuracy = 86%

Level of accuracy minus chance = 75%.

Case A:

“Level of accuracy was as follows for the separate subtypes.
Aa = (no cases); Ap = 100%; Cfm = 90%; Cfc = 50%; Mp = 76%;
Na = 73%; HNx = 89%; Se = 75%; Ci = 100%. (The subtype sampie-sizes

were: O, 2, 10, 4, 17, 45, 36,
Aa = (no cases); Ap = 100%; Cfm = 92%; Cfc = 50%; Mp = 82%;
Na = 77%; Nx = 95%; Se = 80%; Ci = 100%. (The subtype sample=sizes
were: O, 3, 13, 4, 22, 56, 64, 5, and 2, respectively.)

4, and 2, respectively.) Case B:
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Footnotes, Continued

Level of accuracy was as follows for the separate I-levels. Case A:d
- 100%; Ij - 86%, I? - 92%.  (The sample=sizes were: 2, 31, an )

8? resoectlvely s were included within the present analysls.

Case B: = 100%; I - 90%; I? - 954, (The sample=sizes were: 3,

39, and |2§, respectlvely. No Ig's were included,)

In the case of females the comparable flgures were:

Case A (N = 119): X w4292 (d.f. = 36; p < .001)

¢ = .78

A (asymﬁgtrical) s ,69

Level of accuracy (7 categories) = 81%
Level of accuracy minus chance = 66%
Pearson p = +.87,

Case B (N = 168): x2 m 657.9

" = 81

A (asymmetrical) = .78

(d.f. = 36; p < .001)

Level of accuracy (7 categories) = B86%
Level of accuracy minus chance = 72%

Pearson r = +.90,

As to I=level classification, the comparable figures for females were:

Case A (N = 119): x2 = 192.5

¢ = ,90
A (asymmetrical) = .70

(d.f. = 4; p < .001)

Level of accuracy (3 categories) = 92%
Level of accuracy minus chance = 58%

' Pearson r = +.78 (Fax ™ +.96) .

G (d.f. m 4; p < .001)

X~ = 285.,5
¢ = 92
A

(asymmetrical) = .76

Case B (N = 168):

wDfw
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Footnotes, Continued

Level of accuracy (3 categories) = 94%
Level of accuracy minus chance = 61%

(rmax = +.98).

Pearson f = <+, 40

No selection was involved here, relative to the present analysis.
Although more than 39 individuals received extensive training from CTDT
during recent years, many did not receive their followup tapes because

a full year's period had not yet elapsed subsequent to the completion
of their training.

The 15 ratings were analyzed as simply an additional subtype.

The figures shown for Aa's, Se's, and I.'s should be considered highly
tentative since no more than 1 Aa, 4 Seé's, and 5 15'5 had been rated.

Broken down by subtype, the in=training levels of rating-accuracy were:
Aa = 0%; Ap = 54%; Cfm = 56%; Cfc = 45%; Mp = 56%; Na m= 48%;

Nx = 50%; Se = 50%; CI = 42%; I, 60%.

Broken down by I-level, the In<training levels of rating~accurscy were:

I, = 64%; I, = 67%; I, = 87%; Iy = 40%.

. Once again, 9 diagnostic categories were present In relation to the
subtype~classl fications==10, if one considered the 15‘5 as well.,

A fifth, I, tape, was later found to be largely inappropriate. Thus,

no one year followup flgure is presented reiative to the 12 level as
such.

One rating had to be eliminated due to the rater's chance personal
knowledge of the youth In question.

Broken down by subtype, the one year followup levels of rating=accuracy
were: Cfm = 72%; Mp = 74%; Na = 24%: Ci = 13%, While it Is unknown
whether the Cfm and Mp tapes were of what one might call ''average
difficulty' or, perhaps, were even.on the "slightly easy side', it does
seem highly likely that the Na and Ci test~tapes were on the rather
difficult side. Unfortunately, it was difficult to expect the trainees,
as a group, to uniformly rate more than a limited number of followup
tapes (whether within or across subtypes).

Broken down by I-leveil, the one year foilowup levels of ratlng-accuracy

were: 13 = 81%; I4 m 54%,

=25=
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Footnotes, Concluded

Palmer, T. Reply to Eighkt Questions Commonly Addressed to California's
Community Treatment Project. Callfornia Youth Authority. CTP Report
Series: 1970, No. 2 pg. 19,

Furthermore, the Ist rater's influence upon the true diagnosis was aimost
certainly stronger in those cases in which there was an absence of any
2nd, 3rd, etc., research rating==i.e., stronger than when any of these
latter ratings were present. This would heip account for the fact that
the 'Case B' figures were higher (moderately yet consistently hi gher)
than those for ‘Case A'.

Additlonal analysis showed that the lst research rater's degree of
influence upon the true diagnosis was identical to that of the 2nd
research rater's in the case of Experimentals., In the case of non-
Experimentais, It was slightly but almost negligibly greater==3 percentage
points In the case of subtype as well as I-level, for males and females
allke,

Palmer, T, California's Community Treatment Project = Research Report #11.
California Youth Authority. July, 1971. pp. 13=14,

This 1s of particular relevance to the need for high levels of diagnostic
accuracy, as one of the first steps in the direction of individualized
treatment planning. : '
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