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Type (e.g., heights, water, and storms); Blood-Injection-
Injury Type (e.g., needles and seeing blood); Situational 
Type (e.g., flying, driving, and enclosed spaces); and Other 
Type (e.g., vomiting, choking, and stimuli not accounted for 
by another subtype). Diagnostic data indicate that specific 
phobia is a prevalent condition estimated to affect between 
7% and 13% of North Americans during their lifetime 
(Eaton et al., 2018). Importantly, it has been reported that 
over 60% of individuals with specific phobia will experi-
ence an additional mental health disorder over the course 
of their life, with the highest rates of comorbidity occur-
ring with other mood and anxiety disorders (Wardenaar et 
al., 2017). Specific phobia is also debilitating, as evidenced 
by issues of role impairment and compromised functioning 
in domains such as employment that can worsen without 
treatment (Wardenaar et al., 2017; Witthauer et al., 2016). 
The condition responds well to exposure therapy, which 
is widely regarded as the gold standard for specific pho-
bia treatment (Eaton et al., 2018; Grös & Antony, 2006; 
Wolitzky-Taylor et al., 2008).

Investigating the Psychometric Properties of 
the Severity Measure for Specific Phobia

Specific phobia is classified as an anxiety disorder charac-
terized by fear and avoidance towards specific objects or sit-
uations according to the Diagnostic and Statistical Manual 
of Mental Disorders, fifth edition (DSM-5; American Psy-
chiatric Association, 2013). The DSM-5 describes specific 
phobia as consisting of five broad subtypes: Animal Type 
(e.g., snakes, rodents, and spiders); Natural Environment 
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populations, however researchers have pointed out the 
need for further evaluation of the SMSP in its original form 
(Craske et al., 2013; DeSousa et al., 2017; LeBeau et al., 
2012, 2015; Vidal-Arenas et al., 2021). Furthermore, data 
from preliminary psychometric evaluation of modified ver-
sions of the SMSP have been inconclusive. For example, 
adequate criterion validity has been observed for the Dutch 
and German versions of the SMSP (Beesdo-Baum et al., 
2012; Knappe et al., 2013; Möller & Bögels, 2016), but 
estimates of clinical utility have varied. One study found 
that the German SMSP possessed adequate predictive util-
ity (AUC = 0.72; Beesdo‐Baum et al., 2012), while a subse-
quent publication found the measure to have low predictive 
utility (AUC = 0.53; Knappe et al., 2014). Good convergent 
validity has been reported for German and Dutch versions 
of the SMSP when compared to other phobia measures (i.e., 
Fear Questionnaire, Fear Survey schedule, and Screen for 
Child Anxiety Related Disorders – Adult: Specific Phobia 
Subscale), however convergent measures utilized in previ-
ous studies have lacked the scope to assess all DSM-5 sub-
types of specific phobia and criteria such as interference and 
avoidance (Beesdo‐Baum et al., 2012; Knappe et al., 2014; 
Möller & Bögels, 2016). Therefore, the construct validity 
(i.e., ability of a test to demonstrate expected correlations 
with other measures of related constructs) and criterion 
validity (i.e., degree to which a measure is correlated with 
the presence or absence of a specific criterion) of the SMSP 
is in particular need of further examination with a wider 
selection of validity measures (Knappe et al., 2014).

Study Aims

Given the need for further psychometric data for the stan-
dard adult version of the SMSP, the objective of this study 
was to evaluate the construct and criterion validity of the 
SMSP in a sample of Canadian adults from the general 
population. The primary aim of this study was to provide 
psychometric support for the SMSP by comparing its per-
formance to other measures of specific phobia, while also 
examining its performance relative to measures of distress, 
anxiety, and depression. As such, our primary hypotheses 
were that: (1) the SMSP would demonstrate high internal 
consistency, (2) scores on the SMSP would demonstrate sta-
tistically significant positive correlations with existing mea-
sures of specific phobia and a general measure of distress 
[convergent validity], and (3) scores on the SMSP would 
demonstrate comparatively smaller positive correlations 
with a presumed divergent measure of anxiety and depres-
sion [divergent validity].

A secondary aim of the study was to examine the SMSP 
when compared to the results of a semistructured telephone 

Despite the high prevalence and considerable burden 
of illness associated with specific phobia, the condition 
is largely under-detected and under-treated (Bandelow & 
Michaelis, 2015; Eaton et al., 2018). Several self-report 
measures have been developed to assess single phobias (i.e., 
fear of spiders, flying, and the dentist, among others; Szy-
manski & O’Donohue 1995; Haug et al., 1987; Stouthard 
et al., 1993). However, these measures cannot be used to 
assess the severity of specific phobia symptoms across all 
subtypes of the disorder. The Fear Survey Schedule (FSS-
II; Geer 1965) and Phobic Stimuli Response Scales (PSRS; 
Cutshall & Watson 2004) are existing self-report measures 
used to assess a range of specific phobia subtypes. Although 
the FSS-II has been a popular measure of fear in research 
and clinical practice (McCabe & Antony, 2002), studies 
have not been able to agree upon a factor structure for the 
FSS-II and the measure has been reported to not reliably 
distinguish between individuals with and without specific 
phobia (Beck et al., 1998; Cutshall & Watson, 2004). The 
psychometric properties of the PSRS, on the other hand, 
have not been validated in a clinical population (Hood & 
Antony, 2012). Furthermore, neither the FSS-II or PSRS 
are aligned with the DSM-5 criteria for specific phobia, 
and do not evaluate key components of the disorder, such 
as avoidance (Hood & Antony, 2012). Both measures also 
include several items that are unrelated to specific phobia 
and may be explained by another anxiety disorder (e.g., fear 
of angry people, worry about life after death, and fears of 
being criticized by others; Grös & Antony 2006; Hood & 
Antony, 2012).

To support the broad range of DSM-5 specific phobia 
subtypes, the American Psychiatric Association published 
the Severity Measure for Specific Phobia – Adult (SMSP; 
Craske et al., 2013), which is a 10-item self-report question-
naire that assesses the severity of specific phobia symptoms. 
Unlike self-report tools used to measure single specific pho-
bias, the SMSP assesses symptoms across all specific phobia 
subtypes in the DSM-5. Further, the SMSP assesses specific 
phobia symptoms in accordance with DSM-5 criteria for the 
disorder, distinguishing the measure from tools such as the 
FSS-II and PSRS. An initial study of the DSM-5 severity 
measures indicated that the SMSP had good internal consis-
tency (Cronbach’s α = . 96), and scores on the SMSP were 
significantly higher for individuals determined to have a 
specific phobia compared to individuals without this condi-
tion. However, the effect size of this difference was lower 
for the SMSP (d = 0.72) compared to the other dimensional 
severity measures examined (d = 0.81 − 1.5), which led to 
calls for further psychometric studies of the SMSP (Lebeau 
et al., 2012).

The DSM-5 severity measures have since been adapted 
for German-, Dutch-, Portuguese-, and Spanish-speaking 
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follows a semistructured question format, including manda-
tory questions appraising DSM-5 diagnostic criteria for a 
given disorder and optional follow-up questions for further 
clarification. Interviewers indicate their diagnostic impres-
sion at the end of each module by selecting one of three 
response options (i.e., absent, present, or subthreshold). The 
DART has demonstrated excellent psychometric properties 
in a clinical sample (Schneider et al., 2021). For the pur-
poses of this study, only the specific phobia module of the 
DART was administered to participants.

interview designed to assess the presence of specific phobia 
according to DSM-5 criteria. Secondary hypotheses for this 
study were that: (1) average scores on the SMSP would be 
higher for individuals determined to meet diagnostic criteria 
for specific phobia during the telephone interview compared 
to individuals who did not [criterion validity], and (2) scores 
on the SMSP would be statistically predictive of the out-
come of the telephone interview compared to a proposed 
discriminant measure of depression [predictive validity].

An exploratory aim for this study was to assess the curve 
of a Receiver Operating Characteristics (ROC) analysis for 
the SMSP. This was done to estimate the diagnostic accuracy 
of SMSP scores for the presence or absence of a specific 
phobia according to the results of the telephone interview. 
For this analysis, no hypotheses were generated due to the 
limited conclusive psychometric data for the SMSP pub-
lished to date.

Methods

Participants

Data were collected from a sample of adults (n = 67) recruited 
online through social media, classified websites, phobia 
forums, and other online communities. Recruitment began 
in January 2021, and data collection concluded in February 
2021. Study procedures were approved by the research eth-
ics board at the institution involved and informed consent 
was obtained from all individuals who chose to participate 
in the study. Participants were included in the study if they 
resided in Canada, were between 18 and 65 years of age, 
and self-reported as having specific phobia symptoms. The 
mean age of participants was 31.3 years (SD = 10.6), with 
the majority of participants being female (67.2%), employed 
full- or part-time (59.7%), university educated (70.1%), and 
of White European (49.3%) or Asian (31.3%) ethnocultural 
background. A summary of the demographic characteristics 
of the sample is provided in Table 1.

Measures

Diagnostic Assessment and Research Tool (DART; McCabe 
et al., 2017)

The DART is a semistructured open-access interview tool 
developed at St. Joseph's Healthcare Hamilton and McMas-
ter University. The DART was designed to assess a broad 
range of diagnostic criteria associated with several DSM-5 
disorders and is modular in design, such that several distinct 
modules are available for administration either together or 
separately for clinical or research purposes. Each module 

Table 1 Participant Characteristics
Variable Participants 

(n = 67)
n %

Age
Mean (SD) 31.3 (10.6) -
Range 18–62 -

Gender
Male 21 31.3
Female 45 67.2
Prefer to Self-Describe 1 1.5

Ethnocultural Background
Black/Afro-Caribbean/African 5 7.5
White/European 33 49.2
Hispanic/Latin American 1 1.5
Asian (South Asian, East Asian, 
South East Asian)

21 31.3

Biracial/Multiracial 5 7.5
Other 2 3.0

Education Level
Some high school 1 1.5
Completed high school 3 4.5
Some college/university 16 23.9
Completed college/university 47 70.1

Employment Status
Unpaid employment/homemaker 6 9.0
Employed full-time/part-time 40 59.7
Student 15 22.4
Unemployed/No Information 6 9.0

Relationship Status
Single/dating 53 79.1
Married/co-habiting 11 16.4
Divorced/separated 3 4.5

Location
Large City (Population over 
200,000)

55 82.1

Small City 10 14.9
Town or Village 2 3.0

Previous Diagnosis of Mental Health 
Disorder

No 52 77.6
Yes 15 22.4
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of Mental Disorders, fourth edition (American Psychiatric 
Association, 2000). The measure contains 46 items that 
evaluate emotions and thoughts related to fears in several 
domains (i.e., social, animal, physical-confinement, bodily 
harm, and blood-injection situations). Each item is rated 
on a 4-point Likert scale that ranges from 1 (strongly dis-
agree) to 4 (strongly agree). All items may be summed to 
give a total score, which ranges from 46 to 184, or scores 
may be calculated for each of the five subscales. The PSRS 
has good internal consistency (Cronbach’s α = 0.73-0.88 
across subscales; Cutshall & Watson 2004). Cronbach’s α in 
the current sample were 0.88, 0.87, 0.92, 0.81, and 0.92 for 
the social, animal, physical confinement, bodily harm, and 
blood-injection subscales of the PSRS, respectively.

Severity measure for specific phobia – adult (SMSP; Craske 
et al., 2013)

The SMSP is a self-report questionnaire that contains 10 
items that assess the severity of specific phobia symptoms 
across five specific phobia groups: driving, flying, tunnels, 
bridges, or enclosed spaces; animals or insects; heights, 
storms, or water; blood, needles, or injections; and choking 
or vomiting. Like all anxiety severity measures published 
in the DSM-5, the SMSP requires respondents to rate the 
degree to which each item applies to them over the past 7 
days on a 5-point scale that ranges from 0 (Never) to 4 (All 
of the time). The scores of each of the 10 items are summed 
to give a raw total score which ranges from 0 to 40 points. 
An average total score may also be calculated by dividing 
the raw total score by the number of items in the measure. 
The SMSP is one of the American Psychiatric Association’s 
emerging dimensional measures of anxiety disorders, and 
further evaluation of the tool’s psychometric properties is 
needed (LeBeau et al., 2012, 2015). Cronbach’s α for the 
SMSP in the current sample was 0.93.

Specific Phobia Questionnaire (SPQ; Fairbrother & Antony 
2012)

The SPQ is a 43-item self-report questionnaire that assesses 
both the severity of fear and the extent to which fear inter-
feres in daily activities for a broad range of phobic stim-
uli corresponding to the five subtypes of specific phobia 
described in the DSM-5. Respondents rate the severity of 
the fear and interference they experience in response to the 
situations described in each item (e.g., high open places, 
driving on highways, getting minor surgery) on a 5-point 
scale that ranges from 0 (None) to 4 (Extreme). The sum of 
the fear and interference scores of all items may be used to 
derive a total score ranging from 0 to 344, or fear scores may 
be summed to calculate individual scores for each of the five 

Depression Anxiety Stress Scales 21-item Version (DASS-21; 
Lovibond & Lovibond 1995)

The DASS-21 is a self-report questionnaire containing three 
subscales designed to measure emotional states of depres-
sion, anxiety, and stress. Each item assesses the extent to 
which the statement applied to the respondent over the past 
seven days and is rated on a 4-point scale ranging from 0 
(did not apply to me at all) to 3 (applied to me very much, 
or most of the time). A total score (ranging from 0 to 63) 
may be calculated by summing all items in the measure, 
or individual depression, anxiety, and stress scores can be 
derived by summing the appropriate items for each of the 
three corresponding subscales. The DASS-21 has excellent 
psychometric properties (Cronbach’s α = 0.88-0.94 across 
subscales; Antony et al., 1998; Lovibond & Lovibond, 
1995). Cronbach’s α for the Depression, Anxiety, and Stress 
subscales of the DASS-21 in the current sample were 0.93, 
0.87, and 0.88, respectively.

Fear Survey Schedule (FSS-II; Geer 1965)

The FSS-II is a 51-item self-report questionnaire that lists a 
range of objects and situations considered to be commonly 
feared by the authors (e.g., injury, social interaction, and ani-
mals). The measure requires respondents to rate the amount 
of fear they experience in response to each item on a 7-point 
scale that ranges from 1 (no fear) to 7 (terror). Scores of 
each of the 51 items are summed to calculate a total score, 
which may range from 51 to 357. Initial validation of the 
FSS-II demonstrated high internal consistency (r = .94; Geer 
1965). Cronbach’s α in the current sample was 0.96.

Illness Intrusiveness Ratings Scale (IIRS; devins 2010)

The IIRS is a 13-item self-report questionnaire that mea-
sures the extent to which illness, or the treatment of illness, 
interferes with quality of life. Respondents rate the extent 
of the interference they experience in the 13 domains of life 
on a 7-point Likert scale that ranges from 1 (not very much) 
to 7 (very much). All items on the measure may be summed 
to give a total score ranging from 13 to 91. The IIRS has 
high validity, test-retest reliability, and internal consistency 
(Cronbach’s α = 0.78-0.95; Devins 2010). Cronbach’s α for 
the IIRS in the current sample was 0.88.

Phobic Stimuli Response Scales (PSRS; Cutshall & Watson 
2004)

The PSRS is a self-report questionnaire that was designed 
to measure a range of fears related to social and specific 
phobia as described in the Diagnostic and Statistical Manual 
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responses on the self-report questionnaires. Specifically, 
the results of the DART interview were used to distinguish 
between individuals in the sample who reported experienc-
ing symptoms of specific phobia consistent with DSM-5 
diagnostic criteria from individuals who did not. Telephone 
interviews were conducted by the principal investigator 
following an initial training period with an experienced 
doctoral-level registered psychologist (L.H.S.), which con-
sisted of observing the administration of a minimum of 
three telephone interviews and completing a minimum of 
three telephone interviews under live supervision. Ongoing 
supervision was also provided, which consisted of individual 
supervision and a review of completed telephone interviews 
throughout data collection. Both the principal investigator 
and supervisor were blind to participant scores on the self-
report measures prior to conducting the telephone interview.

Data Analysis

All data analyses were conducted using IBM SPSS (Ver-
sion 27) predictive analytics software. Cronbach’s α was 
calculated for the SMSP to provide an estimate of internal 
consistency. Spearman’s rank-order correlation coefficients 
(Spearman’s Rho) were generated to examine relationships 
between the SMSP and hypothesized convergent (i.e., SPQ, 
PSRS, FSS-II, and IIRS) or divergent (i.e., DASS-21) mea-
sures. Spearman’s Rho was chosen because it a robust statis-
tic that minimizes the effect of uneven data distribution that 
is often observed in small sample sizes (Akoglu, 2018). The 
criterion validity of the SMSP was examined by conducting 
an independent samples t-test which used the outcome of 
the telephone interview as a grouping variable (e.g., par-
ticipants who did or did not meet the diagnostic criteria for 

subscales. Preliminary psychometric analysis of the SPQ 
demonstrated good test-retest reliability, construct validity, 
and internal consistency (Cronbach’s α = 0.64-0.92; Ovan-
essian et al., 2019). In the current sample, Cronbach’s α for 
the Animal, Blood-Injection-Injury, Natural Environment, 
Situational, and Other subscales of the SPQ were 0.94, 0.96, 
0.92, 0.92, and 0.85, respectively.

Procedure

Interested participants (N = 157) were directed to complete 
an online survey hosted by the institution where the study 
was conducted. Survey responses were recorded using the 
Research Electronic Data Capture program (REDCap; Har-
ris et al., 2009). Eligible participants who consented to par-
ticipate in the study (n = 133) were directed to complete a 
battery of self-report questionnaires, which included items 
assessing demographic characteristics as well as measures 
assessing specific phobia, distress, anxiety, and depres-
sion symptoms. Participants who completed the battery of 
self-report questionnaires (n = 108) were contacted by the 
principal investigator and invited to complete a telephone 
interview consisting of the specific phobia module of the 
DART to further assess specific phobia symptoms. Of the 
108 participants contacted, a total of 67 participants com-
pleted the subsequent telephone interview and thus their data 
was eligible for analysis. Data were excluded from analysis 
in cases where participants did not respond to the interview 
invitation (n = 34), did not attend their scheduled interview 
(n = 2), or where duplicate responses were observed (n = 5).

The specific phobia module of the DART interview was 
administered over the telephone to gain a better under-
standing of participants’ symptoms and to supplement their 

Table 2 Descriptive statistics for participant scores on self-report measures
Measure Participants (n = 67)

M SD Range
SMSP 23.30 10.11 2–38
SPQ

Fear Subscale 55.76 32.29 4-142
Interference Subscale 44.46 33.18 4-137
Total 101.22 64.29 8-279

FSS-II 178.55 55.54 58–
304

PSRS 119.19 23.29 54–
169

DASS-21
Depression Subscale 5.93 5.43 0–20
Anxiety Subscale 5.28 4.40 0–19
Stress Subscale 7.25 4.61 0–18
Total 18.46 13.17 0–55

IIRS 34.49 14.41 13–68
Note. SMSP = Severity Measure for Specific Phobia – Adult, SPQ = Specific Phobia Questionnaire, FSS-II = Fear Survey Schedule, PSRS = Pho-
bic Stimuli Response Scales, DASS-21 = Depression Anxiety Stress Scales 21-item version, IIRS = Illness Intrusiveness Ratings Scale.
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Results

The SMSP demonstrated excellent internal consistency in 
the current sample (Cronbach’s α = 0.93). With respect to 
convergent validity, statistically significant correlations 
were observed between the SMSP and the hypothesized 
measure of distress (i.e., IIRS) as well as a measure of spe-
cific phobia (i.e., SPQ); however, correlations between the 
SMSP and other measures of phobia (i.e., FSS-II and PSRS) 
were not statistically significant. In terms of divergent 
validity, correlations between the SMSP and the DASS-21 
depression, anxiety, and stress subscales were not statisti-
cally significant. See Table 3 for details.

In regard to criterion validity, total scores on the SMSP 
were higher for participants who met diagnostic criteria for 
specific phobia (M = 28.91; SD = 7.45) based on the outcome 
of the telephone interview compared to participants who did 
not meet criteria for specific phobia (M = 17.85; SD = 9.41). 
This difference was statistically significant (t(65) = 5.34; 
p < .001) and represented a large effect (d = 1.30). Bootstrap 
generated confidence intervals provided further support for 
a statistically meaningful group difference (95% CIs [6.50, 
15.11]).

specific phobia). Bootstrapping was used to overcome the 
shortcoming of uneven data distribution often observed in 
small sample sizes. Estimates of effect size (Cohen’s d) and 
associated 95% confidence intervals were also calculated 
for the independent samples t-test. Binary logistic regres-
sion models were used to compare the predictive validity of 
the SMSP to that of a hypothesized divergent measure (i.e., 
DASS-21: Depression Subscale) based on the outcome of 
the telephone interview. The area under the curve (AUC) 
was calculated for the SMSP based on the outcome of the 
telephone interview to estimate the diagnostic accuracy 
of SMSP scores for the presence or absence of a specific 
phobia. It is generally acknowledged that an AUC value of 
0.5 represents a lack of discriminant validity, while a value 
of 0.7 to 0.8 suggests good discriminant validity, and 0.9 
or above indicates excellent discriminant validity (Man-
drekar, 2010). From this analysis, a cutoff score maximizing 
sensitivity for screening purposes in clinical settings was 
proposed.

Prior to recruitment, a power analysis was conducted 
using G*Power (Version 3.1) to determine the sample size 
required for this study. The analysis specified a large effect 
(Cohen’s d = 0.8) with 80% power for a test of mean differ-
ences between two independent groups. Results indicated 
that a total sample of 42 individuals (i.e., 21 individuals 
meting diagnostic criteria for specific phobia and 21 indi-
viduals not meeting diagnostic criteria for specific phobia, 
as determined by the DART) would be adequate for the pur-
poses of this study. At the end of the data collection period, 
data was obtained from 33 individuals who met diagnostic 
criteria for specific phobia and 34 individuals who did not 
meet diagnostic criteria for specific phobia. Descriptive data 
for all administered measures are presented in Table 2.

Table 3 Spearman’s Rho correlations between the SMSP and other measures
Measure rs

SMSP SPQ PSRS FSS-II IIRS DASS-21:
Depression

DASS-21:
Anxiety

DASS-
21:
Stress

SMSP 1.00 -- -- -- -- -- -- --
SPQ 0.35** 1.00 -- -- -- -- -- --
PSRS 0.16 0.67** 1.00 -- -- -- -- --
FSS-II 0.20 0.67** 0.83** 1.00 -- -- -- --
IIRS 0.37** 0.51** 0.55** 0.63** 1.00 -- -- --
DASS-21: Depression 0.01 0.10 0.27* 0.42** 0.35** 1.00 -- --
DASS-21: Anxiety 0.12 0.06 0.27* 0.41** 0.45** 0.70** 1.00 --
DASS-21: Stress 0.07 0.20 0.32** 0.51** 0.44** 0.73** 0.78** 1.00
Note. SMSP = Severity Measure for Specific Phobia – Adult, SPQ = Specific Phobia Questionnaire, PSRS = Phobic Stimuli Response Scales, 
FSS-II = Fear Survey Schedule, IIRS = Illness Intrusiveness Ratings Scale, DASS-21 = Depression Anxiety Stress Scales 21-item version.
* p < .05
** p < .001

Table 4 Binary logistic regression predicting specific phobia from 
questionnaire scores
Predictors B (SE) χ2 df OR 

(95% 
CI)

SMSP 0.15 
(0.04)

14.39* 1 1.16 
(1.08, 
1.26)

DASS-21: Depression 0.02 
(0.06)

0.19 1 1.03 
(0.92, 
1.15)

Note. SMSP = Severity Measure for Specific Phobia – Adult, DASS-
21 = Depression Anxiety Stress Scales 21-item version
* p < .001
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with related diagnostic criteria (Beck et al., 1998; Hood & 
Antony, 2012). Similarly, PSRS items are not well-aligned 
with DSM-5 specific phobia subtypes or diagnostic criteria 
(Hood & Antony, 2012). Additionally, the SMSP contains 
considerably fewer items (i.e., 10) than the other two mea-
sures (i.e., 46–51) and was developed to assess an individ-
ual’s cognitive and behavioural responses to one particular 
specific phobia. Conversely, the FSS-II and PSRS primarily 
measure the number of situations or objects that an indi-
vidual may fear. The FSS-II and PSRS also do not have an 
indicated recall period, which may further account for the 
correlational values observed. Overall, while the aforemen-
tioned factors may have played a part in the correlational 
data observed in the present study, it is clear that further 
evaluation of the SMSP’s construct validity must be con-
ducted in larger samples.

Regarding criterion validity, an independent samples 
t-test indicated that scores on the SMSP were significantly 
higher for participants who met diagnostic criteria for spe-
cific phobia during the telephone interview, compared to 
participants who did not. This observation corresponds well 
with previous evaluations of preliminary English and Ger-
man versions of the SMSP, both of which determined that 
SMSP scores were significantly higher for respondents who 
met criteria for specific phobia as assessed by clinical assess-
ment or other self-report tools (Knappe et al., 2013; Lebeau 
et al., 2012). A large, significant group difference in SMSP 
scores was reported in a previous study when compared to 
results of a diagnostic clinical interview assessing the pres-
ence of specific phobia conducted in a routine clinical set-
ting (Schneider et al., 2021). Considering these previous 
data together with the large group differences observed in 
the current study, it appears that the SMSP possesses excel-
lent criterion validity. A regression model based on the out-
come of the telephone interview provided further evidence 
of the predictive utility of the SMSP, such that scores were 
found to be a significant predictor of whether participants 
met diagnostic criteria for specific phobia relative to scores 
on the proposed divergent measure (i.e., DASS-21 depres-
sion subscale). These results were also observed in a simi-
lar and recent study, which demonstrated strong predictive 
utility for the SMSP compared to the DASS-21: Depression 
Subscale based on results from a clinical interview (Schnei-
der et al., 2021). Taken together, these results indicate that 
the SMSP is able to reliably differentiate between individu-
als with and without specific phobia, which provides sup-
port for the discriminant validity of the measure.

Results of the ROC analysis indicated that the AUC of 
the SMSP was a good predictor of whether participants met 
diagnostic criteria for specific phobia during the telephone 
interview. This is important, given that it has been recom-
mended to establish clinical cutoff scores for the DSM-5 

With respect to predictive validity, results of the binary 
logistic regression indicated that SMSP scores were a sig-
nificant predictor of the presence or absence of specific 
phobia based on the outcome of the telephone interview. 
Compared to the SMSP, the proposed discriminant mea-
sure (i.e., DASS-21: Depression Subscale) did not confer 
any additional predictive utility for discriminating between 
individuals who did and did not meet diagnostic criteria for 
specific phobia (p = .67). See Table 4 for details.

The AUC of the SMSP was found to be a good predictor 
of the presence or absence of specific phobia (AUC = 0.82). 
Based on this analysis, a score of 22 would provide high 
sensitivity (88%) and adequate specificity (62%) and thus 
may be a useful cutoff score to be used in primary care and 
community settings.

Discussion

In this study, the construct and criterion validity of the SMSP 
were evaluated among a sample of Canadian adults from 
the general population. This was accomplished by examin-
ing the internal consistency of the SMSP and comparing 
scores on the SMSP to other measures of specific phobia, 
anxiety, depression, and distress while also examining the 
relationship between SMSP scores and the results of a semi-
structured telephone interview designed to assess the likely 
presence of specific phobia. Exploratory analyses were also 
conducted to examine the predictive utility of the SMSP.

As hypothesized, the internal consistency of the SMSP 
in the sample was excellent (Cronbach’s α = 0.93) and cor-
responds well with past literature assessing preliminary and 
translated versions of the measure (DeSousa et al., 2017; 
Lebeau et al., 2012; Möller & Bögels, 2016; Vidal-Arenas et 
al., 2021). Regarding convergent validity, statistically sig-
nificant correlations were observed between the SMSP, SPQ 
and the IIRS as hypothesized. However, statistically signifi-
cant correlations were not observed between the SMSP and 
either the FSS-II or PSRS; therefore, only partial support 
was provided for the convergent validity of the SMSP. Small 
and statistically non-significant correlations were observed 
between the SMSP and DASS-21, which provides support 
for the divergent validity of the SMSP.

There are several potential explanations for the statisti-
cally non-significant correlations observed between the 
SMSP and FSS-II and PSRS. For example, poor utility and 
validity have been reported for the FSS-II and PSRS as mea-
sures of specific phobia (Grös & Antony, 2006; McCabe 
& Antony, 2002). The FSS-II performs poorly when used 
to distinguish between individuals with or without spe-
cific phobia in clinical samples, and it has been suggested 
that the tool should be restructured to better correspond 
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problem for the use of the SMSP in clinical settings, given 
that the tool was designed to monitor specific phobia sever-
ity over the course of treatment. Fifth, the majority of par-
ticipants in the sample were women, university-educated, 
and of White European or Asian ethnocultural background. 
Additional research should be conducted in more diverse 
samples to provide more generalizable data regarding the 
psychometric properties and clinical utility of the SMSP. 
Finally, additional studies are required to confirm the util-
ity of the average total score as a predictor of the severity 
of specific phobia symptoms and examine cut off scores for 
the SMSP in clinical, treatment-seeking samples. In addi-
tion, there is a need for further examination of the test-retest 
reliability and factor structure of the SMSP, as stated in pre-
vious literature (Knappe et al., 2014; Lebeau et al., 2012; 
Vidal-Arenas et al., 2021).

Conclusions

The results presented in this study provide preliminary 
support for the psychometric properties of the SMSP. The 
SMSP demonstrated excellent internal consistency. Evi-
dence of excellent criterion validity was also observed, such 
that SMSP scores were significantly higher for participants 
who met diagnostic criteria for specific phobia during the 
telephone interview compared to participants who did not. 
Furthermore, SMSP scores uniquely predicted the presence 
or absence of a specific phobia according to the results of the 
telephone interview. Good convergent and divergent valid-
ity was also found between the SMSP, a related measure of 
phobia, and measures of distress, anxiety, and depression. 
However, additional correlational data presented in this 
study warrant further research into the construct validity of 
the SMSP. Additional assessment of the SMSP should be 
conducted in larger and more diverse samples, and in clini-
cal populations. Overall, results indicate that the SMSP is a 
useful and valid measure of the severity of specific phobia 
symptoms.
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severity measures (Lebeau, 2015). In the current study, a 
SMSP score of 22 was generated as a potential cutoff score 
that could be used to screen respondents for a possible diag-
nosis of specific phobia. The specificity of this score is not 
optimal (62%), but the score has a high sensitivity (88%) 
and could be used to minimize the number of false negative 
results, which would be preferable when used in clinical set-
tings for screening purposes (Akobeng, 2007).

This study had several strengths. Limited data is pres-
ently available regarding the psychometric properties of the 
SMSP, and even less research has been conducted to evalu-
ate this scale individually and in samples where specific 
phobia is well-represented. To the authors’ knowledge, this 
study is the first to be conducted with the aim of evaluating 
the content and criterion validity of the English version of 
the SMSP and, as such, makes a valuable contribution to 
the literature. Further, the evaluation of the SMSP along-
side a wider range of phobia measures and other measures 
of depression, anxiety, and distress has been called for in 
previous literature (Lebeau, 2015). The current study helps 
address this need by presenting novel correlations between 
the SMSP and the DASS-21, the IIRS, and the recently 
developed SPQ.

This study had several limitations. First, telephone inter-
views conducted for this study were administered by a 
psychology undergraduate student rather than a registered 
mental health professional. To mitigate this limitation, sub-
stantial training was provided by a registered doctoral-level 
psychologist who also provided ongoing support and super-
vision throughout the study. Further, the DART module uti-
lized in the telephone interview was developed to be used 
by trainees as well as professionals. Still, future research-
ers may want to replicate these results with interviews 
conducted by a diverse range of registered mental health 
professionals (e.g., psychologists, social workers). Sec-
ondly, the eligibility of each participant in the sample could 
not be directly verified due to the online nature of the study. 
To maintain data integrity, survey entries were monitored 
for abnormal responses (i.e., duplicate entries and contra-
dictory data) to demographic items throughout data collec-
tion. Third, participants were not assessed for the potential 
presence of additional mental disorders during the telephone 
interview and therefore symptoms reported by participants 
may have been better accounted for by another mental dis-
order. Fourth, the version of the SMSP as published in the 
DSM-5 relies on the respondent having encountered their 
phobic object or situation in the last seven days, which may 
have impacted estimates of criterion and construct validity 
in the current study (e.g., some participants may have scored 
lower on the SMSP than participants who had a recent expo-
sure to their phobic stimulus). Outside of the context of this 
study however, the seven-day recall period may not pose a 
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