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Abstract
Objective: Examine the psychometric properties, validity in relation to a legacy measure, and diagnostic
accuracy of the PROMIS Anxiety Short Form 2.0 (PROMIS A-SF) Caregiver and Youth Reports in a clinical
sample.

Methods: Participants were 301 youth and caregivers referred to a behavioral health clinic by their
pediatrician. Participants and their caregivers completed PROMIS A-SF (youth and caregiver proxy),
SCARED (youth and caregiver proxy), and a semi-structured interview. Descriptive, correlational,
psychometric, and receiver operating characteristic (ROC) analyses were conducted for both measures.

Results: PROMIS A-SF measures were highly correlated with SCARED total scores and the panic subscale.
PROMIS A-SF measures had AUCs ranging from .49-.79 for the detection of any of three primary subtypes
of anxiety: Generalized Anxiety, Separation Anxiety, and Social Anxiety.

Implications: Dimensional anxiety subtypes, such as Social Anxiety may not be well detected on the
PROMIS youth measure. Use of the PROMIS A-SF as a part of Evidence Based Assessment process is
discussed. 

Background
Anxiety Disorders are the most common mental health concern in childhood and adolescence [1],
resulting in signi�cant disease burden for youth and their families [2]. Patient-report measures can play
an important role in evidence-based assessment (EBA) for anxiety [3]. However, the use of patient-report
measures vary due to challenges with measure selection (e.g. psychometrics, reading level, cost, length)
and interpretation (e.g. score comparability to other measures) [4–6]. Further research investment is
needed to help clinicians choose self-report measures that improve detection and diagnosis of pediatric
anxiety in clinical samples.

While there are multiple self-report pediatric anxiety measures [7],the 41-item Screen for Child Anxiety and
Related Emotional Disorder (SCARED) is among the most widely used “legacy” measures of pediatric
anxiety [8, 10]. The caregiver- and youth-report versions of the SCARED were developed using classic test
theory. The SCARED has strong psychometric properties and is readily accessible (e.g. no cost and
available in multiple languages). The SCARED is a dimensional measure of common anxiety disorders
based on the Diagnostic and Statistical Manual-V (DSM-5) (American Psychiatric Association, 2018) [11]
with subscales for Separation Anxiety (SEP), Generalized Anxiety (GAD), Social Anxiety (SOC), and
Panic/Somatic symptoms, and School Avoidance. Cut off scores for each dimension are used to indicate
the presence of a disorder [12].

The Patient Reported Outcomes Measurement Information System (PROMIS) was developed by the
National Institute of Health (NIH) to improve self-report measures. For each PROMIS measure, extensive
item pools were developed by expert focus groups, and Item Response Theory (IRT) techniques were used
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to identify items invariant across race/ethnicity, sex, and age [13]. The youth and caregiver report PROMIS
Pediatric Anxiety Short Forms 2.0 (PROMIS A-SF) are brief (e.g. 8 items), readily accessible, and result in
a standardized score (i.e. T-Scores) [14, 15].

There are clear advantages to the PROMIS approach to test construction but also practical limitations.
First, as Nunnally [16] noted, any test’s validity needs to be assessed relative to (a) the speci�c
construct(s) it is supposed to be measuring; (b) the application of the measure (e.g. screening, diagnosis,
etc.); (c) the population with which it is to be used (age, clinical sample etc.). To do this, the classic
psychometric properties of the PROMIS A-SF, including reliability and concurrent validity with “legacy”
anxiety scales need to be examined as has been done with the PROMIS measures for pediatric
depression [17]. Second, the PROMIS A-SF measure was developed as a unitary measure of anxiety that
has not been assessed against speci�c anxiety disorders as de�ned by the DSM-V. As the authors of the
PROMIS measures indicate, clinician-researchers are expected to further evaluate the strength of
association between the measure and any disorder identi�ed in clinical samples. For this reason, the
relationship of the unitary construct of anxiety as measured by the PROMIS anxiety scale needs to be
compared to each of the identi�ed types of anxiety commonly seen in clinics and considered disorders in
the DSM-5. Third, future directions for research on PROMIS measures include �nding ways to implement
their use in diverse clinical settings and identifying clinical thresholds for these measures [18]. Presently,
little progress has been made in developing a research base to support the clinical applications of the
PROMIS A-SF scale. For the PROMIS A-SF to be clinically useful, its diagnostic accuracy needs to be
assessed and meaningful cutoff scores need to be de�ned.

Study Aims

Our primary study aim was to examine the concurrent validity of the PROMIS A-SF compared to the
SCARED using an outpatient psychiatry sample. To accomplish this, the single-factor PROMIS A-SF was
assessed against three major subtypes of anxiety (SEP, GAD, SOC) identi�ed in the DSM-5 and the
SCARED. Along with concurrent validity, the test-retest reliability of the PROMIS A-SF was examined.

While examining the correlations between the PROMIS A-SF and the SCARED help establish whether the
two measures test the same construct, it is not su�cient to establish the utility of the PROMIS for
determining whether a child or adolescent meets criteria for an anxiety disorder based on a structured
diagnostic interview. However, the PROMIS A-SF may be a useful part of the EBA process as a screening
measure to support statistical decision making. For that reason, the second aim of this study was to
examine the diagnostic accuracy of the PROMIS A-SF in relation to an evidence-based semi-structured
interview using Receiver Operating Characteristic (ROC) analysis.

Method
All study procedures and retrospective data collection were approved by the Institutional Review Board at
Lurie Children’s Hospital.
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Participants

Youth and caregivers (N = 301) were referred by primary care pediatricians for an outpatient psychiatric
evaluation. Pediatricians making these referrals were part of a program called Mood, Anxiety, ADHD
Collaborative Care (MAACC) [19] designed to train and expedite mental health care access in small- to
medium-sized community pediatric practices. Patients and caregivers were referred by their pediatrician
for evaluation between June 2018 and October 2020. Table 1 includes patient demographics. Youth
(ages 7-18 years, M = 12.93; SD = 3.02) and their caregivers completed measures in English or Spanish.
Thirteen caregivers used the Spanish Language PROMIS and SCARED measures; all other youth
measures were completed in English. A smaller sample of youth and caregivers (n = 52) who had
completed measures 2-3 weeks prior to the diagnostic interview were asked to repeat the PROMIS A-SF
measure on the date of the diagnostic interview to assess test-retest reliability.

Measures

PROMIS Anxiety Short Forms 2.0 (PROMIS A-SF)

The PROMIS A-SF measures were created to assess anxiety for children ages 8-17 and caregiver proxy
from ages 5-17 [14, 15]. Likert response total scores range from 8 to 40 (1 = "never" to 5 = "almost
always"). Summed raw scores and associated T-Scores (M = 50, SD = 10) are provided on the Health
Measures website (https://www.healthmeasures.net/search-view-measures?task=Search.search). There
are no established clinical cut off scores for the PROMIS A-SF, although T-score severity levels of mild-
moderate and moderate-severe have been described by Carle et al. [20] in a large sample.

Screen for Child Anxiety Related Emotional Disorders (SCARED)

The SCARED is a 41-item questionnaire designed to assess a variety of anxiety symptoms occurring over
the prior three months, with parallel caregiver- and child-report versions [9]. The SCARED allows for
calculation of a total anxiety score (0-82) and has a �ve-dimension structure, with subscale scores for
panic/somatic anxiety, SEP, GAD, SOC, and school avoidance. The SCARED has demonstrated
discriminant validity between anxious and non-anxious youth, strong internal consistency (coe�cient α
of approximately .90), and favorable psychometrics in treatment-seeking samples [9, 10, 12, 21, 22].

Anxiety Disorders Interview Schedule for DSM-IV: Child and Parent Versions (ADIS-IV-C/P)

The ADIS-IV-C/P [23] are semi-structured diagnostic interviews used to assess psychopathology among
youth ages 6-18, with a particular emphasis on anxiety disorders. Clinical Severity Ratings (CSR) ranging
from 0 to 8 are assigned by the clinician for each diagnosis with the ADIS-IV-C/P, with a CSR of 4 or
greater representing symptoms and distress/interference at a level that meets full diagnostic criteria.
There is strong evidence supporting the reliability, validity, and sensitivity to clinical change for the ADIS-
IV-C/P [24]. Test-retest reliability for anxiety disorder diagnoses for both parent and child reports is
excellent (  coe�cients, .80 to .92) [24], and interrater agreement for anxiety disorders diagnosed with the
ADIS-IV-C/P is strong (  coe�cients, .80 to 1.0) [25]. The ADIS-IV-C/P modules for Attention De�cit
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Hyperactivity Disorder, Oppositional De�ant Disorder, Separation Anxiety, Generalized Anxiety, Social
Anxiety, Panic Disorder, and Depression were administered to all youth and caregivers.

Procedure & Data Collection

Patients were referred to MAACC for further mental health evaluation by their pediatrician. Patients were
initially screened by telephone for appropriateness of referral (e.g., age 7-18 years, no autism or
developmental disorders, not recently engaged in higher levels of care, etc.). All patients and caregivers
received the PROMIS A-SF and SCARED (among other clinical measures not included in this study) by
mail or accessed online through a secure portal prior to their appointment. Directions were given to both
the caregiver and youth to complete the measures prior to the diagnostic intake. The psychologist was
occasionally presented with completed paper measures at intake if the patient did not complete
measures digitally. This procedure represented the typical evidence based assessment process in a busy
outpatient clinic described by Youngstrom and colleagues [26] and Ford-Paz et al. [27]. A licensed
psychologist administered the ADIS-IV-C/P anxiety modules with the child or adolescent and at least one
caregiver/guardian. Although inter-rater reliability was not tracked, the psychologist and program
psychiatrist, both trained in ADIS-IV administration, discussed �ndings for all new diagnostic evaluations.

Statistical Analysis

Descriptive statistics were completed for the sample in addition to test-retest reliability with a subset (n =
52) participants who repeated measures. All analyses were conducted using STATA 15.1 [28].

Pearson’s correlation coe�cients were calculated to assess concurrent validity between the PROMIS A-SF
and the SCARED (Total Score, Panic, GAD, Separation, Social Anxiety). Pearson correlations of ≥ .9 are
described as very high; .7-.89, high; .5-.69, moderate; .3-.49, low; < 3, negligible [29].

Clinician-completed ADIS-IV structured interviews were administered to caregivers and youth and used to
identify anxiety-related diagnoses of GAD, SEP, or SOC. The category of “any anxiety disorder” included
children meeting criteria for any of those three anxiety disorders. ROC analyses were performed to
determine how well the PROMIS and SCARED measures could distinguish between the presence or
absence of each disorder. Panic disorder was not included because there were too few cases (n = 2) to
allow for analyses. The Area Under the Curve (AUC) is the metric for the best overall classi�cation ability
for each diagnosis. AUC values are typically evaluated on the following scale: 0.9-1.0 excellent; 0.80-
0.9.89 good; 0.70-0.79 fair; 0.60-0.69 poor; 0.50-0.59 fail. Sensitivity (SE), speci�city (SP), and positive
predictive values (PPV) were calculated for the PROMIS A-SF.

The percent of missing data was low for SCARED and PROMIS A-SF measures. Youth and Caregiver
measures for SCARED-Total, Panic, GAD, SEP, SOC, and School Avoidance subscales had less than 13%
missing data. Missing data for the youth and caregiver measures of the PROMIS A-SF Total Scores was
less than 6%. To determine if the data were Missing Completely at Random (MCAR), Little’s test was



Page 6/16

performed and was not found to be signi�cant (p = .57). As a result, imputation was not needed and
pairwise deletion was used to manage missing data.

Results
Descriptive Statistics

Key demographic descriptive statistics are reported in Table 1. The average age of patients was 12.93
years (SD = 3.02). Approximately 70.43% (n = 212) of the sample was White and 16.94% was Hispanic.

On the ADIS-IV, 18 (5.98%) patients met criteria for SEP; 111 (36.88%) met criteria GAD; 47 (15.61%) met
criteria for SOC; and 2 (.66%) met criteria for Panic Disorder. Anxiety Disorder Not Otherwise Speci�ed
(Anxiety Disorder NOS) was identi�ed in 58 (19.27%) patients, indicating the presence of anxiety
symptoms without signi�cant functional impact. One or more comorbid diagnoses were observed in
67.44% of patients (n = 203).

Paired sample t-tests of youth and caregiver PROMIS A-SF total score means and the youth and caregiver
SCARED total score means did not signi�cantly differ by race, ethnicity, and insurance type. However,
mean scores were signi�cantly higher in females compared to males on the youth PROMIS A-SF (t =
-4.69; p < 0.001), caregiver PROMIS A-SF (t = -2.16; p < 0.05), youth SCARED total score (t = -4.40; p <
0.001), and the caregiver SCARED total score (t = -2.49; p < 0.05).

The test re-test correlation coe�cient as measured by Pearson’s correlation coe�cient on the youth
PROMIS A-SF was r = 0.75 (p < .001; n = 41) and the caregiver PROMIS A-SF was r = 0.73 (p < 0.001; n =
38).

Concurrent Validity

Table 2 includes the correlations between the PROMIS A-SF and the anxiety subscales of the SCARED.
For the youth measures, the PROMIS A-SF correlated moderately highly with the SCARED total (r = 0.697;
p < 0.001), GAD (r = 0.596; p < 0.001), and Panic scale (r = 0.665; p < 0.001). The youth PROMIS A-SF had
a low correlation with the Youth SCARED SEP (r = 0.437; p < 0.001) and a negligible correlation with
SCARED SOC (r = 0.279; p < 0.001). Differences in the magnitude of these correlations were examined
using Fisher’s z-transformation. The correlations between the PROMIS A-SF and both the SCARED SEP (z
= 4.80, p < .001) and SCARED SOC (z = 4.80, p < .001) were signi�cantly lower than the correlation
between the PROMIS A-SF scale and the SCARED total score.

The caregiver proxy PROMIS A-SF measure was moderately highly correlated with the caregiver SCARED
Total (r = 0.684; p < 0.001) and caregiver SCARED SEP (r = 0.640; p < 0.001), the SCARED GAD (r = 0.565;
p < 0.001), and the SCARED Panic scale (r = 0.599; p < 0.001). The correlation of the caregiver proxy
PROMIS A-SF and the SCARED SOC was negligible (r = 0.214; p < 0.001). The correlation between the
PROMIS anxiety scale and SCARED social anxiety scale (z = 4.80, p < .001) was signi�cantly lower than
the correlation between the PROMIS anxiety scale and the SCARED total anxiety score.
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Diagnostic Accuracy

Table 3 presents a comparison of AUC values for Caregiver and Youth PROMIS A-SF Total score, SCARED
Total score and SCARED subscales (SOC, GAD, SEP) in accurately diagnosing Separation Anxiety,
Generalized anxiety, Social Anxiety, or any anxiety disorder (e.g. GAD, SEP, or SOC).

The AUC obtained for the Youth PROMIS A-SF considered fairly good for identifying any anxiety disorder
was 0.72 (95% CI = 0.66-0.78); fair for GAD, 0.73 (95% CI = 0.67-0.79); and fair for SEP, 0.71 (95% CI =
0.57-0.85). Youth PROMIS A-SF AUC for SOC was poor and did not exceed chance (0.49, 95% CI = 0.40-
0.58). The AUC obtained for Caregiver PROMIS A-SF was fair for any anxiety disorder (0.74, 95% CI =
0.64-0.76), GAD (0.71, 95% CI = 0.65-0.77) and SEP (0.79, 95% CI 0.63-0.94). Caregiver PROMIS A-SF AUC
for SOC was poor (0.54, 95% CI = 0.45-0.62).

Caregiver and Youth SCARED Total Score and SCARED Subscales AUC values ranged from fair (0.72) to
excellent (0.91).

SE, SP, PPVs, and associated clinical cut offs and T-scores are presented in Table 3 for the PROMIS and
SCARED measures. For a screening measure an ideal cutoff score generates an SE of ≥.80 and an SP of
≥.80. None of the PROMIS measures generated a score meeting those SE and SP values. In our sample,
this standard was only approached for the caregiver PROMIS A-SF SEP (.82; .72.).

Discussion
This study examined the concurrent validity of the youth and caregiver proxy PROMIS A-SF by comparing
it with a legacy pediatric anxiety measure, the SCARED, and assessed the diagnostic accuracy of the
PROMIS A-SF measures as predictors of the three major subtypes of anxiety disorders derived from an
evidence-based structured diagnostic interview. Using the ADIS-IV-C/P, 18 (5.98%) patients met criteria for
SEP; 111 (36.88%) met criteria GAD; 47 (15.61%) met criteria for SOC. One or more comorbid diagnoses
were observed in 67.44% of patients (n=203).

Assessing the concurrent validity of a new measure (e.g., PROMIS A-SF) in comparison to a legacy
measure (e.g. SCARED), both ostensibly measuring the same construct, helps establish whether the
underlying construct is indeed the same for the two measures. Because the goal of developing the
PROMIS measures was to produce caregiver- and youth-report anxiety scales with a single factor
structure invariant across age, sex, and race/ethnicity, it was likely that the PROMIS A-SF would not do
equally well in assessing the several different dimensions of anxiety assessed on the SCARED [9], [10]. As
a result, it is not surprising that signi�cant differences were detected in the magnitude of the correlations
between the PROMIS A-SF and the SCARED subscales for both youth- and caregiver-report. The results
indicate that the caregiver PROMIS A-SF provides a better estimate of the underlying construct for total
anxiety, panic, and generalized anxiety, whereas the youth PROMIS A-SF demonstrated strong
relationships with total anxiety and panic. The correlation of the youth PROMIS A-SF measure was
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signi�cantly lower for the SEP and SOC subscales. The caregiver PROMIS A-SF performed adequately
with SEP (.640).

This pattern of results suggest that (a) if a researcher or clinician is seeking a brief, caregiver-reported
anxiety scale measuring the same underlying constructs as the SCARED total anxiety, SEP, GAD, or panic
scales, the caregiver report PROMIS A-SF is a reasonable choice; (b) if the researcher or clinician is
seeking a brief caregiver report measure of SOC as measured by the SCARED, the PROMIS A-SF would
not be appropriate; (c) similarly, if the researcher is seeking a brief youth report measuring the same
constructs as the SCARED total, GAD, and panic scales, the PROMIS A-SF is a reasonable choice, but the
measure would be less appropriate for measuring SOC or SEP.

Understanding the role that the PROMIS A-SF might play in EBA has received little attention to date and
could have practical implications for improving EBA procedures with children, adolescents, and their
caregivers. NIH priorities for future research on PROMIS measures include identifying thresholds to
improve the clinical applications of these measures. Finding ways to implement EBA techniques in busy
clinical settings and optimize their utility may well involve applications of precision mental health
procedures in the future [30]. In a precision mental health approach, the likelihood that an individual will
meet criteria for a disorder or will respond to treatment is calculated and can be used for clinical decision-
making.

Currently the PROMIS measures may be incorporated into recommended EBA practices. For example,
Youngstrom and Van Meter [22] have described the use of nomograms to improve statistical prediction of
diagnosis in in clinic settings using the identi�ed prevalence of a disorder in a local sample and brief
screening tools with known SE and SP, such as the PROMIS A-SF. Considering the present sample, the
prevalence of GAD based on semi-structured interview was 36.88% and the calculated accuracy of the
youth PROMIS A-SF in detection of GAD was SE = 69.16; SP = 68.16 (T-Score 58.7). An above cut off
score would result in an increased probability that a youth would meet criteria for a diagnosis of GAD
(56%), whereas below cut off score would decrease the probability (21%) of a GAD diagnosis. In this
example, a measure being above or below the cut off signi�cantly improves prediction of a disorder’s
presence or absence over the starting point of population prevalence. While “optimal” (SE = .8, SP = .8)
cut off scores were not achieved by any of the PROMIS A-SF in our sample, knowledge of local
prevalence of a disorder of interest and SE and SP a measure of that clinical condition can improve the
process of statistical prediction resulting in better accuracy with diagnosis. Additionally, while structured
interviews remain the gold standard for diagnostic decision-making, they are underutilized in clinic
settings because of their length and/or administration time [31]; instruments like the PROMIS® measures
might be useful in determining which modules of a structured interview should or should not be
administered to shorten administration time of a structured interview [27].

The SCARED and PROMIS A-SF are measuring the broad construct of total anxiety and both measures
can be clinical valuable in EBA practice. Both caregiver and youth PROMIS A-SF measures the presence
of any anxiety reasonably well. Additionally, test-retest reliability of the PROMIS A- SF measure was



Page 9/16

strong. Thus, the PROMIS A-SF may be particularly useful as an initial screener for any anxiety symptoms
or for progress monitoring during treatment.

Strength and Limitations

The strengths of this study include the novel investigation of the PROMIS A-SF compared to a gold
standard semi-structured interview (ADIS-IV-C/P) in an outpatient clinical psychiatry sample. The sample
of 301 youth and caregivers is well powered to draw assumptions of the performance of the PROMIS A-
SF and missing data was minimized (< 13%). This study is the �rst to describe the relationship between
the youth and caregiver PROMIS A-SF report with a legacy anxiety measure and report psychometric
properties of the PROMIS A-SF in a clinical sample. Findings suggest consideration for use of the
PROMIS A-SF in clinical practice. Interestingly, this study provides the �rst test-retest reliability data for
the PROMIS A-SF, which is valuable in assessing reliable-change, if the PROMIS A-SF is used as a
progress monitoring tool.

The ADIS-IV-C/P anxiety modules were completed by a trained evaluator with the youth and caregiver.
The evaluator was not blinded to SCARED or PROMIS measures but did not have scoring of these
measures available prior to the interview. As has been discussed [27], while non-blinding the evaluator
may introduce bias, it also re�ects real world clinical practice. Measures of inter-rater reliability for the
ADIS-IV was not collected but interviews were completed by a trained psychologist and reviewed by a
trained psychiatrist.

Conclusion
The PROMIS A-SF are brief, psychometrically sound, instruments created for the purpose of assessing
symptomology across a range of health conditions. The SCARED is a widely used, well-established
measure of anxiety. Youth and caregiver PROMIS A-SF results are comparable to the SCARED in the
detection of any anxiety disorder, however, appear limited in the detection of speci�c subtypes of anxiety
including social anxiety and separation anxiety in a general psychiatry sample. Speci�c consideration of
anxiety disorders of interest should be taken when choosing how to best incorporate the PROMIS A-SF
into your research and clinical practice.
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Tables
Table 1. Sample Characteristics
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Characteristic Overall (n = 301)

   M (SD) or n (%)

Age 12.93 (3.02)

Gender

    Male 125 (41.53%)

    Female 176 (58.47%)

Ethnicity  

    Hispanic 51 (16.94%)

       Non-Hispanic 232 (77.08%)

    Declined or Unknown 18 (5.98%)

Race  

    White 212 (70.43%)

       Black/African American 12 (3.99%)

    Asian 18 (5.98%)

    Biracial, Other 50 (16.61%)

Public Insurance 59 (19.60%)

Any Anxiety Diagnosis a 153 (50.83)

    Separation Anxiety  18 (5.98%)

    GAD Diagnosis 111 (36.88%)

    Social Anxiety  47 (15.61%)

    Panic Disorder 2 (0.66%)

Anxiety Disorder (NOS) 58 (19.27%)

OCD b 12 (3.98%)

Depression Diagnosis c 99 (32.89%)

ADHD Diagnosis d 123 (40.86%)

ODD Diagnosis e 28 (9.30%)

Trauma Diagnosis f 17 (5.65%)

Co-morbid diagnosis (1 or more diagnosis) 203 (67.44%)
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Note. a = Includes the following primary, secondary, tertiary, and quaternary diagnoses: GAD, Separation
Anxiety, Social Anxiety, or Panic Disorder; b = Includes the following primary, secondary, tertiary, and
quaternary diagnoses: OCD; c = Includes the following primary, secondary, tertiary, and quaternary
diagnoses: Depression (NOS), Major Depressive Disorder, Mood Disorder (NOS), Major Depressive
Episode, Mood Disorder, Disruptive Mood Dysregulation Disorder; d = Includes the following primary,
secondary, tertiary, and quaternary diagnoses: ADHD-Inattentive Type, ADHD-Hyperactive Type, ADHD-
Combined Type; e = Includes the following primary, secondary, tertiary, and quaternary diagnoses:
Disruptive Disorder, Conduct Disorder, Oppositional De�ant Disorder, Impulse Control Disorder; f =
Includes the following primary, secondary, tertiary, and quaternary diagnoses: PTSD, Trauma, Adjustment
Disorder, Bereavement, Other Trauma

Table 2. Correlations PROMIS anxiety and SCARED anxiety scales for Youth and Caregiver Forms

  Youth PROMIS Anxiety SF

1. Youth SCARED Total 0.697***

2. Panic 0.665***

3. Generalized Anxiety 0.596***

4. Separation 0.437***

5. Social Anxiety 0.279***

  Caregiver PROMIS Anxiety SF

6. Caregiver SCARED Total 0.684***

7. Panic 0.599***

8. Generalized Anxiety 0.565***

9. Separation 0.640***

10. Social Anxiety 0.214***

Note. *p < 0.05; **p < 0.01; ***p < 0.001; Mean (SD)

Table 3. Comparison of Area Under the Curve and cutoff scores for the PROMIS and SCARED
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Scale Diagnosis N AUC T-
Score

Cutoff Sensitivity Speci�city Positive
Likelihood
Ratio

Youth
PROMIS

Any Anxiety
Disorder*

286 0.72 57.5 ≥ 21 65.99% 65.47% 1.91

GAD 286 0.73 58.7 ≥ 22 69.16% 68.16% 2.17

Social
Anxiety

286 0.49 48.3 ≥ 14 71.74% 22.08% 0.92

Separation
Anxiety
(SAD)

286 0.71 65.7 ≥ 28 56.25% 81.11% 2.98

Caregiver

PROMIS

Any Anxiety
Disorder*

294 0.74 54.7 ≥ 17 62.84% 60.96% 1.91

GAD 294 0.71 53.3 ≥ 16 69.44% 57.53% 1.64

Social
Anxiety

294 0.54 39.7 ≥ 9 100.00% 12.50% 1.14

Separation
Anxiety
(SAD)

294 0.79 60.1 ≥ 21 82.35% 72.92% 3.04

Youth
SCARED

Any Anxiety
Disorder*

265 0.77 -  

≥ 27

76.26% 70.63% 2.60

  GAD 265 0.77 - ≥ 8 86.27% 53.37% 1.85

  Social
Anxiety

265 0.72 - ≥ 6 84.44% 46.82% 1.59

  Separation
Anxiety
(SAD)

265 0.88 - ≥ 6 92.86% 71.31% 3.23

Caregiver
SCARED

Any Anxiety
Disorder*

283 0.75 - ≥ 18 74.31% 59.71% 1.84

  GAD 283 0.72 - ≥ 7 78.30% 55.93% 1.78

  Social
Anxiety

283 0.82 - ≥ 7 77.27% 72.38% 2.8

  Separation
Anxiety
(SAD)

283 0.91 - ≥ 6 81.25% 83.90% 5.05

Note: * Any anxiety disorder includes Separation Anxiety Disorder, GAD, Social Anxiety Disorder, & Panic
Disorder; Total scores on the SCARED are compared to Any Anxiety Disorder (SEP, GAD, Social Anxiety, &
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Panic Disorder); GAD, Social Anxiety Disorder, and Separation Anxiety Disorder are all compared to
SCARED subscales that correspond to each diagnosis


