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Abstract
Increasingly, emphasis is being placed on measurement-based care to improve the quality of
treatment. Although much of the focus has been on depression, measurement-based care may be
particularly applicable to social anxiety disorder (SAD) given its high prevalence, high
comorbidity with other disorders, and association with significant functional impairment. Many
self-report scales for SAD currently exist, but these scales possess limitations related to length
and/or accessibility that may serve as barriers to their use in monitoring outcome in routine
clinical practice. Therefore, the aim of the current study was to develop and validate the Clinically
Useful Social Anxiety Disorder Outcome Scale (CUSADOS), a self-report measure of SAD. The
CUSADOS was designed to be reliable, valid, sensitive to change, brief, easy to score, and easily
accessible, to facilitate its use in routine clinical settings. The psychometric properties of the
CUSADOS were examined in 2,415 psychiatric outpatients who were presenting for treatment and
had completed a semi-structured diagnostic interview. The CUSADOS demonstrated excellent
internal consistency, and high item-total correlations and test-retest reliability. Within a sub-
sample of 381 patients, the CUSADOS possessed good discriminant and convergent validity as it
was more highly correlated with other measures of SAD than with other psychiatric disorders.
Furthermore, scores were higher in outpatients with a current diagnosis of SAD compared to those
without a SAD diagnosis. Preliminary support also was obtained for the sensitivity to change of
the CUSADOS in a sample of 15 outpatients receiving treatment for comorbid SAD and
depression. Results from this validation study in a large psychiatric sample show that the
CUSADOS possesses good psychometric properties. Its brevity and ease of scoring also suggest
that it is feasible to incorporate into routine clinical practice.

Surveys of psychiatrists in clinical practice in the United Kingdom and United States have
found that the majority do not use symptom rating scales of depression or anxiety to monitor
progress throughout treatment [1, 2]. When outcomes are assessed, they typically are based
on unstructured interactions rather than quantifiable assessments [3,4]. Although routine
outcome assessment currently is not widely practiced, there is movement towards payor
mandates to increase this behavior. For example, a law signed in 2006 (the Centers for
Medicare and Medicaid Services’ Physician Quality Reporting Initiative; [5]) provides
financial incentives to physicians to document outcomes reflecting best practices, in an
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effort to improve the quality of care. In addition, DSM-5 work groups are recommending the
use of dimensional severity scales for various disorders [e.g., for social anxiety disorder; 6].

Conducting reliable, valid, and informative outcome assessments on a routine basis can help
to optimize delivery of care [3]. This is especially important for individuals with social
anxiety disorder (SAD), as it is a chronic and significantly disabling disorder [7,8]. SAD
often is under-recognized in clinical settings, especially when other disorders such as
depression are present [9,10]. Therefore, it often is under-treated [11–13] and tends to have
the lowest proportion of met need for treatment compared to other psychiatric disorders
[14]. Under-treated SAD may affect the treatment outcome of other conditions such as
depression, both in pharmacologic and cognitive-behavioral treatments [15–18]. Therefore,
routine monitoring of SAD symptoms over the course of treatment can aid in ensuring
adequate and efficient treatment that perhaps could impact the treatment of comorbid
disorders.

One of the long-term aims of the Rhode Island Methods to Improve Diagnostic Assessment
and Services (MIDAS) Project has been to develop a series of reliable, valid, and brief
instruments for use in routine practice settings. In addition to being available to clinicians
for personal use without cost, each measure is designed to have the same rating instructions
to facilitate comparison across symptom domains. Most recently, measures of depression
(the Clinically Useful Depression Outcome Scale, or CUDOS; [19]) and the general
construct of anxiety (the Clinically Useful Anxiety Outcome Scale, or CUXOS; [3]) were
validated. These measures are brief (so as to reduce respondent burden and allow for easy
scoring), and they provide useful clinical information to monitor progress throughout
treatment.

The goal of the current report from the MIDAS Project is to validate a similar self-report
measure specific to SAD, called the Clinically Useful Social Anxiety Disorder Outcome
Scale (CUSADOS). As with its predecessors, the CUSADOS was designed to be clinically
useful, reliable, valid, brief, quickly scored, and sensitive to change. It is acknowledged that
many measures of SAD currently exist. However, some of these measures are lengthy and
thus burdensome to complete (e.g., the Social Phobia and Anxiety Inventory (SPAI),
administered in 20 to 30 minutes; [20]). Some measure only certain aspects of SAD, such as
fear and avoidance in specific situations as in the Liebowitz Social Anxiety Scale (LSAS;
[21]), or cognitions, as in the Social Interaction Self-Statement Test [22]. Others are in a
true/false format rather than a Likert scale (e.g., Fear of Negative Evaluation Scale; [23]),
and this is less useful as an outcome measure. Some are not readily available to clinicians
and need to be purchased (e.g., the Social Phobia and Anxiety Inventory [20]), and some
have reverse scoring that lengthen the amount of time required for scoring (e.g., the Fear of
Negative Evaluation Scale [23]). Two other brief measures of SAD exist, with the intended
purpose of screening for a SAD diagnosis: the Brief Social Phobia Scale (BSPS; [24]), and
the Mini-Social Phobia Inventory (MINI-SPIN; [25]). However, the BSPS is an observer-
rated measure consisting of three subscales, that the authors recommend using after
completing a semi-structured diagnostic interview. It assesses fear and avoidance of a
limited number of situations as well as a small number of physiological symptoms, but it
does not assess cognitions commonly associated with SAD. Although it is brief, the fact that
it is an observer-rated measure suggests that it may increase clinician burden relative to self-
report scales. The MINI-SPIN is a self-report measure modeled after the BSPS, but it
contains only three items. Therefore, the MINI-SPIN may not provide a large enough range
of scores that would be sensitive to change, thus limiting its use as a symptom severity
measure. In addition to their limited use as outcome measures, the brevity of these measures
also may limit their utility as case-finding instruments.
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In contrast to the above measures, the CUSADOS is brief, yet has enough items to provide a
broad range of scores. It also has straightforward scoring (sum of all items), and includes
Likert scale ratings rather than true/false statements. In addition, it assesses a combination of
different aspects of SAD, including affective (e.g., “I was extremely afraid of social
situations”), cognitive (e.g., “I was worried that I would make a mistake in front of others
and look foolish”), situational (“I was afraid of eating, drinking, or writing in front of other
people”), and behavioral (e.g., “I avoided social situations where people might pay attention
to me”). The aim of the present study was to examine the psychometric properties of the
CUSADOS in a sample of psychiatric outpatients, as well as its operating characteristics to
examine its potential use as a screening or case-finding instrument in addition to a symptom
severity measure.

Methods
Participants

The sample included 2,415 psychiatric outpatients presenting for treatment at the Outpatient
Psychiatry Practice of Rhode Island Hospital. The practice treats individuals with medical
insurance on a fee-for-service basis (including Medicare but not Medicaid), and is different
from the hospital’s residency training outpatient clinic that treats uninsured and medical
assistance individuals. Referral sources were coded for a subset of the sample (the last
1,600). The three most common referral sources were primary care physicians (n = 379;
31.6%), family members or friends (n = 210; 17.5%), and therapists in the community (n =
190; 15.8%).

Procedure
Individuals seeking treatment at the outpatient practice were asked to participate in a
comprehensive diagnostic evaluation prior to meeting with their treating clinician, and to
complete the CUSADOS as part of their initial paperwork. All procedures were approved by
the Institutional Review Board at Rhode Island Hospital. A modified version of the
Structured Clinical Interview for DSM-IV Axis I Disorders (SCID; [26]) was used for the
diagnostic evaluation. All patients were interviewed with the full SCID, and informed
consent was obtained prior to administering the SCID. The diagnosticians were kept blind to
the patients’ responses on the CUSADOS to test the validity of the measure by examining its
relationship with psychiatric diagnoses. Doctoral-level clinical psychologists and research
assistants with bachelor’s degrees in social or biological sciences served as diagnosticians.
They received extensive training, and monitoring occurred throughout the study to minimize
rater drift. Psychologists first observed five interviews, then were observed while
administering 15–20 interviews, and finally were required to demonstrate exact or near exact
agreement with a senior diagnostician on five consecutive interviews. Research assistants
were required to observe 20 interviews before administering over 20 interviews while being
observed, and then demonstrated agreement with a senior diagnostician on five consecutive
interviews. During the course of training, every interview was reviewed on an item-by-item
basis with the senior diagnostician who observed the interview.

Ongoing supervision of diagnosticians included a weekly diagnostic case conference with all
members of the team and a review of item ratings for every case by M.Z. Inter-rater
reliability was assessed for 65 cases, using the joint interview method. Results indicated
good inter-rater agreement, particularly for major depressive disorder (MDD) and the
anxiety disorders (MDD κ = 0.90; panic disorder κ = 0.95; SAD κ = 0.84; obsessive-
compulsive disorder κ = 1.0; specific phobia κ = 0.93; generalized anxiety disorder κ =
0.85; posttraumatic stress disorder κ = 0.87).
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Measures
The initial version of the CUSADOS included 18 items assessing symptoms of social
anxiety in the past week related to affect (“I was extremely afraid of social situations”),
cognitions (“I was worried that I would make a mistake in front of others and look foolish”),
situations (“I was afraid of eating, drinking, or writing in front of other people”) and
behavior (“I avoided social situations where people might pay attention to me”). Content for
the CUSADOS was derived from the Psychiatric Diagnostic Screening Questionnaire [27])
and diagnostic interviews such as the SCID [26]. The initial pool of items was created, and
reviewed by clinicians experienced in the treatment of anxiety and mood disorders; the pool
of items then was revised accordingly. Respondents were instructed to rate each item on a 5-
point Likert scale indicating “how well the item describes you during the past week,
including today” (0 = not at all true; 1 = rarely true; 2 = sometimes true; 3 = often true; 4 =
almost always true). A one-week time frame was used, to allow for use of the scale for
weekly assessments. Items are summed to derive a total score.

Global Assessment of Functioning (GAF) ratings were made by the diagnosticians during
the SCID; prior reports from the MIDAS Project have indicated good inter-rater agreement
on GAF ratings [28]. Participants were asked to complete a booklet of the following
questionnaires at home in order to examine the convergent and discriminant validity of the
CUSADOS: Eating Disorder Inventory – anorexia, bulimia, and body dissatisfaction
subscales [29]; Beck Depression Inventory [30]; Brief Fear of Negative Evaluation Scale
[31]; Fear Questionnaire-Social Phobia and Agoraphobia subscales [32]; Social Phobia and
Anxiety Inventory-Agoraphobia subscale [20]; Posttraumatic Stress Disorder Scale [33];
Obsessive-Compulsive Inventory [34]; Penn State Worry Questionnaire [35]; Beck Anxiety
Inventory [36]; Anxiety Control Questionnaire [37]; Michigan Alcohol Screening Test [38];
Drug Abuse Screening Test [39]; Whitely Index [40]; Self-Report Manic Inventory [41];
Symptom Rating Test – paranoia and psychosis subscales [42]; and Somatic Symptom Index
[43,44]. All of these scales are widely used, and have demonstrated good psychometric
properties.

To examine test-retest reliability, 204 patients who completed the CUSADOS at the first
appointment were given a second copy of the measure at the conclusion of the intake
evaluation with a pre-addressed, postage-paid envelope in which to return the measure.
Patients were instructed that the purpose of this second administration was to test the
performance of the scale and not to question the truthfulness or accuracy of their responses.
The second administration was completed an average of 4.1 days (SD = 5.7) after the initial
evaluation. Preliminary analyses on sensitivity to change were conducted by examining the
performance of the CUSADOS in 15 outpatients who received 16 sessions of acceptance-
based behavior therapy adjunctive to medication for comorbid depression and SAD, as part
of an ongoing trial.

Statistical Analyses
To reduce item redundancy, an inter-correlation matrix was generated to identify highly
correlated items that could be eliminated from the scale. Next, internal consistency was
calculated using Cronbach’s alpha, and item-total correlations were computed. Test-retest
reliability was examined using Pearson correlations, and Pearson correlations also were
calculated to examine convergent and discriminant validity between the CUSADOS and the
other measures listed above. An independent samples t test was used to determine whether
patients with current SAD scored significantly higher on the CUSADOS compared to
patients without a current SAD diagnosis. The operating characteristics of the CUSADOS
were further examined by calculating sensitivity (the ability to correctly identify individuals
with the disorder), specificity (the ability to identify individuals without the disorder),
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positive predictive value (PPV; the percentage of individuals identified as having the
disorder by the measure and who truly have the disorder based on a “gold standard,” in this
case the SCID), and negative predictive value (NPV; the percentage of individuals classified
as not having the disorder by the measure who truly do not have the disorder based on a
“gold standard”). Diagnostic performance was examined across a range of cutoff scores
using receiver operating curve (ROC) analyses [45]. The ROC curve is a plot of the
measure’s sensitivity versus one minus specificity at each cutoff score. The area under the
curve (AUC) is the evaluative measure that is obtained, which ranges from 0.5 (random
performance) to 1.0 (perfect performance). Finally, a paired samples t test was conducted to
examine preliminary sensitivity to change of the CUSADOS in outpatients with comorbid
depression and SAD who were treated with 16 sessions of acceptance-based behavior
therapy adjunctive to medication.

Results
Demographic Characteristics

Participants ranged in age from 18 to 85 years old (M = 39.0, SD = 13.4), and the majority
were female, Caucasian, and either married or never married (see Table 1). Over half of the
patients had a high school degree or equivalency, and nearly one third received a 2- or 4-
year college degree (Table 1). As shown in Table 2, more than one quarter (26.5%; n = 640)
of the 2,415 patients completing the CUSADOS met current criteria for SAD. Other than
SAD, the most frequent current Axis I diagnoses were MDD, generalized anxiety disorder,
panic disorder with or without agoraphobia, posttraumatic stress disorder, and specific
phobia.

Item Redundancy
An inter-item correlation matrix first was generated using the original 18 items of the scale.
When two items similar in content were correlated at greater than 0.75, only one item in that
pair was retained to reduce redundancy of items. The determination of which item to retain
in the pair was based on the item-total correlations and test-retest reliability for each item.
Using this method, the following 6 items were eliminated: “I was very afraid of
embarrassing myself in front of others” (correlated 0.81 with the retained item “I was
worried that I would make a mistake in front of others and look foolish”); “I was terrified
that others may think badly of me” (correlated 0.83 with the retained item “I was very afraid
of being judged by others”); “I avoided social situations that made me very nervous”
(correlated 0.84 with the retained item “I avoided social situations where people might pay
attention to me”); “I felt nervous in situations where people paid attention to me” (correlated
0.84 with the retained item “I avoided social situations where people might pay attention to
me”); “I felt very anxious or nervous when entering social gatherings” (correlated 0.79 with
the retained item “I was afraid to walk into a crowded room because everyone would look at
me”); and “I was worried about being rejected by other people” (correlated 0.89 with the
retained item “I was worried that other people may not like me”). This resulted in a 12-item
measure, the items of which are presented in Table 3. The remaining psychometric analyses
are based on this 12-item version.

Reliability
The mean total score on the CUSADOS across all participants was 13.4 (SD=13.1). Internal
consistency was excellent (Cronbach’s α = 0.96), and all item-scale correlations were
statistically significant (ranging from 0.67–0.84, median r = 0.80; all ps < 0.001). Test-retest
reliability of the overall measure (r = 0.89) and each item also were statistically significant
(ranging from 0.73–0.82, median r = 0.77; all ps < 0.001; see Table 3).
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Validity
A total of 381 patients completed a packet of questionnaires at home an average of 1.2 days
(SD = 16.9) following the initial intake evaluation. As shown in Table 4, the CUSADOS
was significantly correlated with all of the other measures, with the highest correlations
being with other measures of social anxiety (median r = 0.67) compared to measures of
other symptom domains (median r = 0.39). As would be expected given the common
comorbidity between SAD and mood and other anxiety disorders, the CUSADOS also was
moderately and significantly correlated with the measures assessing depression and anxiety.
Furthermore, the CUSADOS was negatively correlated with GAF scores (r = −0.35, p <
0.001), such that higher CUSADOS scores were associated with poorer functioning.

Association with SAD Diagnosis
From the sample of 2,415 outpatients with available CUSADOS data, 640 (26.5%) met
current criteria for SAD. Patients with SAD scored significantly higher than the patients
without SAD (23.27 ± 13.67 versus 9.81 ± 10.94, respectively; t = −22.5, p < 0.001).
Although the primary purpose of the CUSADOS is to serve as a symptom severity measure,
analyses were conducted on the operating characteristics to suggest cut-offs for its use as a
screening measure or as a potential case-finding measure, depending on the intended
purpose by the user. Figure 1 shows the ROC curve comparing the diagnostic performance
of the CUSADOS to the results from the SCID interview across cutoff scores. The AUC
(0.78) was significant (p < 0.001). Results from this analysis indicated that cutoff scores
ranging from 13–16 provided the maximum sum of sensitivity and specificity (Table 5). A
cutoff score of 16 performed best in terms of operating characteristics, with a diagnostic
efficiency of 73%. When examining the performance of the CUSADOS as a screening
instrument, it is most important to have high sensitivity at the expense of lower specificity
[46]. This may result in a greater likelihood of false positives, but from a screening
perspective it is best to have higher sensitivity to alert one to the possible presence of the
disorder which then would prompt additional assessment. For such a purpose, a cut-off of 4
produces a sensitivity of 89.5% with a specificity of 41.5%.

Sensitivity to Change
Preliminary sensitivity to change was examined by comparing pre- and post-treatment
scores on the CUSADOS in 15 outpatients receiving acceptance-based behavior therapy
adjunctive to medication for comorbid depression and SAD. Results from the paired samples
t test showed that scores on the CUSADOS significantly decreased from pre- to post-
treatment (20.43 ± 8.88 versus 11.36 ± 8.95, respectively; paired t = 3.46; p = 0.004).

Discussion
Results from this validation study of the CUSADOS show that it is a reliable and valid
measure of SAD symptoms. The CUSADOS demonstrated excellent internal consistency,
and test-retest reliability was high. The measure was most highly correlated with other
measures of social anxiety, suggesting that it validly measures this construct. As would be
expected it also correlated moderately with measures of depression and other anxiety
disorders, and demonstrated low correlations with measures of other disorders such as eating
and somatoform disorders. This suggests that the CUSADOS also possesses good
discriminant validity. Furthermore, scores significantly differed between individuals with
and without SAD, its operating characteristics were adequate, and it showed preliminary
sensitivity to change following a course of acceptance-based behavior therapy.

Although many scales for SAD currently exist, they possess certain limitations. These
limitations include assessment of only specific aspects of SAD and/or use of ratings with
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limited range (e.g., true/false rather than Likert scale ratings). Furthermore, several existing
scales are lengthy which may pose a burden on those completing as well as scoring the
scale, and some are costly to obtain or not widely available. These limitations in particular
may be important factors that serve as barriers to routine assessment of SAD in real-world
clinical practice. From the perspective of those receiving care, a study of outpatients being
treated for depression indicated a preference for briefer measures to monitor their progress
[47]. However, no known prior research has been conducted on patient preferences in the
assessment of SAD, and this represents an area of future study. Nonetheless, the CUSADOS
shows promise for its use in clinical settings, given its brevity (12 items) and easy scoring
(sum of all items) in addition to its good psychometric properties.

Recent years have seen an increase in the emphasis on measurement-based care, or the use
of standardized scales to assess progress in treatment [48]. Thus far the majority of the focus
has been placed on the treatment of depression [49,50], and this movement has not been
without its challenges. Harding et al. [50] have posited that facilitating the adoption of
measurement-based care in clinical practice requires addressing challenges such as “a lack
of standard and available measures and outcomes,” and “limited provider training in the use
and helpfulness of measures and continuous quality improvement” (p. 1138). In addition,
Bremer et al. [51] noted that a lack of well-accepted measures for disorders other than
depression has represented a significant barrier to implementing strategies such as
measurement-based care, compared to other fields in medicine.

The implementation of measurement-based care can be of particular importance to SAD. For
instance, SAD is the fourth most common mental health disorder in the United States [52],
and is the most common comorbid anxiety disorder in depressed outpatients [53]. Yet, it
often is under-recognized particularly in depressed outpatients [9] and therefore is under-
treated [11,14]. Many individuals with SAD may be hesitant to discuss their symptoms with
their doctor, due to a fear of being embarrassed [54]. However, once SAD is identified, 75%
of these individuals desire treatment for SAD once directly asked [55]. Therefore,
assessment of SAD via a brief self-report questionnaire may help to identify some of these
symptoms that may not be asked by practitioners or discussed by patients, which could then
prompt further assessment.

It is of great importance to adequately treat SAD, given that it results in significant
functional impairment and healthcare utilization [8,10,56], and remains chronic and
unremitting without treatment [7]. There also is growing evidence to indicate that the
presence of SAD may be detrimental to the treatment of other disorders, such as depression.
For example, a multicenter study by Souery et al. [18] found that the presence of comorbid
SAD and panic disorder were associated with treatment-resistant depression. Furthermore,
comorbid SAD has been found to be significantly associated with an overall risk of
depressive recurrence (94% with versus 68% without comorbid SAD), recurrence over twice
as fast compared to those without comorbid SAD (after controlling for other Axis I and II
conditions), and a greater number of depressive recurrences relative to other comorbid
conditions [16]. Most of these findings have been in the context of pharmacotherapy studies;
however, one study comparing cognitive behavior therapy (CBT) to medications for
depression found that patients in the CBT condition fared significantly worse if they had
comorbid SAD [15]. Therefore, previous research suggests that it is important to identify the
presence of SAD and continue monitoring it throughout treatment in order to adjust
treatment planning and optimize outcomes. The development of the CUSADOS perhaps
represents one such way to facilitate that process.

Limitations of the study include use of a sample that was mostly Caucasian and insured,
therefore results may not generalize to other populations with different demographic
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characteristics. In addition, the sample size for the analyses on sensitivity to change was
small, thus making those results preliminary. Future research should replicate the sensitivity
to change of the measure in larger samples. The sensitivity to change analyses also utilized a
sample receiving treatment for depression in addition to SAD; therefore, future research
should examine the treatment sensitivity of the CUSADOS in samples receiving treatment
only for SAD.

Although the instruction of rating symptoms over the past week facilitates the use of the
CUSADOS as an outcome measure, it may limit its use as a case-finding measure. Results
suggested that the operating characteristics of the CUSADOS were adequate; nonetheless,
caution should be exercised when using the CUSADOS as a case-finding measure due to the
above potential limitation. Finally, the research was conducted within a hospital-based
outpatient psychiatry practice, and the validation of the CUSADOS should be replicated in
other settings (e.g., primary care practice settings). It is possible that within primary care
settings, there would be a higher rate of false positives of SAD based on the CUSADOS. If
that were to be the case, perhaps the CUSADOS would be best used as a screening tool
rather than case-finding measure within primary care samples. Thus future research should
examine the performance of the CUSADOS in primary care practices, to determine its most
appropriate use in such settings.

In conclusion, the CUSADOS is a reliable and valid self-report measure of social anxiety
symptoms. Given its brevity and ease of scoring, it is believed that it easily can be
incorporated into routine clinical practice, without being burdensome on clinicians, patients,
or support staff. Future research efforts will be undertaken to investigate the electronic
administration of the CUSADOS, with the hope of further facilitating its use in real-world
practice settings.
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Figure 1.
Receiver Operating Curve for the CUSADOS in Detecting Social Anxiety Disorder in 2,415
Psychiatric Outpatients
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Table 1

Demographic Characteristics of 2,415 Psychiatric Outpatients

Demographic Characteristic Frequency Percentage

Gender

  Female 1430 59.2

  Male 985 40.8

Marital Status

  Married 1001 41.4

  Living as if married 147 6.1

  Widowed 45 1.9

  Separated 117 4.8

  Divorced 341 14.1

  Never Married 764 31.6

Education

  Less than high school 176 7.3

  Graduated from high school 1490 61.7

  College degree 749 31.0

Race

  Caucasian 2197 91.0

  Black 105 4.3

  Hispanic 64 2.7

  Asian 24 1.0

  Other 25 1.0
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Table 2

Current DSM-IV Axis I Diagnoses of 2,415 Psychiatric Outpatients

DSM-IV Diagnosis Frequency Percentage

Major depressive disorder 1005 41.6

Bipolar disorders 122 5.1

Dysthymic disorder 198 8.2

Generalized anxiety disorder 489 20.2

Panic disorder 401 16.6

Social anxiety disorder 640 26.5

Specific phobia 259 10.7

Obsessive-compulsive disorder 159 6.6

Posttraumatic stress disorder 267 11.1

Adjustment disorder 163 6.7

Schizophrenia 7 0.3

Eating disorder 159 6.6

Alcohol abuse/dependence 205 8.5

Drug abuse/dependence 127 5.3

Somatoform disorder 181 7.5

Attention deficit disorder 195 8.1

Impulse control disorder 143 5.9

Note. Individuals could be given more than one diagnosis.
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Table 3

Item-Total Correlations and Test-Retest Reliability of Individual CUSADOS Items

CUSADOS Item Item-Total
Correlations

Test-Retest
Reliability

I was very afraid of being judged by others 0.74 0.77

I was extremely afraid of social situations 0.80 0.79

I was worried that I would make a mistake in front of others and look foolish 0.84 0.82

I avoided social situations where people might pay attention to me 0.80 0.75

I was afraid to walk into a crowded room because everyone would look at me 0.80 0.75

I was afraid of eating, drinking, or writing in front of other people 0.69 0.73

I was very concerned that people would notice that I was anxious 0.75 0.73

I avoided eating, drinking, or writing in front of people 0.67 0.76

I worried that I would say something stupid in front of other people 0.84 0.79

I was worried about being criticized by other people 0.84 0.79

I was worried that other people may not like me 0.80 0.80

After I was criticized, I thought about it for a long time 0.73 0.77

Note. All correlations are significant at p < 0.001. CUSADOS = Clinically Useful Social Anxiety Disorder Outcome Scale.
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Table 4

Discriminant and Convergent Validity of the Clinically Useful Social Anxiety Disorder Outcome Scale
(CUSADOS)

Scale Correlation with
CUSADOS (r)

Fear Questionnaire – social phobia subscale 0.68

Brief Fear of Negative Evaluation Scale 0.65

Symptom Rating Test – paranoia subscale 0.61

Social Phobia and Anxiety Inventory – agoraphobia subscale 0.59

Anxiety Control Questionnaire 0.57

Beck Depression Inventory 0.56

Obsessive Compulsive Inventory 0.53

Anxiety Sensitivity Index 0.51

Fear Questionnaire – agoraphobia subscale 0.48

Beck Anxiety Inventory 0.47

Penn State Worry Questionnaire 0.46

Somatic Symptom Index 0.41

State-Trait Anger Expression Inventory – Trait subscale 0.39

Self-Report Manic Inventory 0.38

Posttraumatic Stress Disorder Scale 0.37

State-Trait Anger Expression Inventory – State subscale 0.36

Eating Disorder Inventory – bulimia subscale 0.34

Whitely Index 0.29

Eating Disorder Inventory – anorexia subscale 0.28

Eating Disorder Inventory – body dissatisfaction subscale 0.24

Symptom Rating Test – psychosis subscale 0.21

Michigan Alcohol Screening Test 0.17

Drug Abuse Screening Test 0.17

Note. All correlations are significant at p < 0.001. Due to missing data, sample sizes range from 270 to 381.
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