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INTRODUCTION

Despite notable advancements in the assessment of psychi-
atric disorders over the past several decades, the ongoing de-
bate between the categorical and dimensional approaches to 
psychiatric classification remains a contentious issue.1-3 While 
the categorical system seeks to establish distinct boundaries 
and discrete disease entities, such as those outlined in,4 it tends 
to overlook subtle or subthreshold conditions. The categori-
cal approach is challenged by its limited ability to clearly de-
marcate clinical conditions from one another, potentially ne-
glecting the practical significance of subthreshold changes and 
normality. In contrast, the dimensional system adopts a con-
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tinuity perspective, considering these subtler states. Therefore, 
there has been a growing interest in dimensional approaches 
and spectrum models as a valuable complement to the cate-
gorical approach.5 The spectrum model6 offers a flexible and 
comprehensive framework for comprehending complex clini-
cal conditions and describing intricate symptoms, including 
those associated with obsessive-compulsive tendencies and 
social anxiety.

Obsessive–compulsive phenomena or obsessional tenden-
cies may manifest either as a discrete obsessive-compulsive 
disorder (OCD) or as part of other psychiatric syndromes, such 
as schizophrenia or specific personality traits.7 Defining pre-
cise boundaries between normal or subclinical states and path-
ological obsession/compulsion presents several challenges.8-10 
Similarly, symptoms regarding social anxiety disorder (SAD) 
encompass various dimensions, including social anxiety, shy-
ness, behavioral inhibition, and avoidant personality traits, mak-
ing it challenging to categorically distinguish them as discrete 
diagnoses such as SAD.11,12 These conditions have been con-
ceptualized within the spectrum and dimension framework 
of SADs.13,14
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Aligned with the spectrum concept, several instruments 
based on the spectrum model have been developed, including 
the Obsessive–Compulsive Spectrum Self-Report (OBS-SR), 
tailored to gauge a diverse array of obsessive–compulsive phe-
nomenology and the Social Anxiety Spectrum Self-Report 
(SHY-SR)15 designed to assess social anxiety manifestations.15 
These spectral questionnaires assess a wider range of symp-
toms than those typically characterized by the Diagnostic and 
Statistical Manual of Mental Disorders (DSM),4 including tem-
peramental and personality traits. The questionnaires were 
developed based on a spectrum approach that focuses on soft 
signs, subthreshold syndromes, and temperamental and per-
sonality traits as part of the clinical and subsyndromal mani-
festations of obsessive–compulsive and social anxiety psy-
chopathology.15,16

The present study aimed to assess the psychometric prop-
erties of the Korean versions of the OBS-SR and SHY-SR ques-
tionnaires in clinical and non-clinical groups. In particular, 
we examined whether these questionnaires could accurately 
identify quantitative distinctions between groups of individ-
uals with OCD or SAD and those without these conditions, 
including individuals with major depressive disorder (MDD). 
In addition, we sought to determine their optimal cut-off points 
for screening OCD or SAD in a Korean population.

METHODS

Participants
The participants comprised three clinical samples: OCD, 

SAD, and MDD, as well as non-clinical sample of healthy 
adults. In the OBS-SR study, the participants included 86 pa-
tients with OCD without a current or lifetime history of MDD, 
25 patients with MDD without a current or lifetime history of 
OCD, and 33 healthy controls. In the SHY-SR study, the par-
ticipants included 52 patients with SAD without a current or 
lifetime history of MDD, 27 patients with MDD without a 
current or lifetime history of SAD, and 32 healthy controls. A 
trained psychiatrist assessed all the patients using the patient 
version of the Structured Clinical Interview for DSM-IV (SCID).17 
Healthy controls were recruited from the local community 
and assessed for any current or past DSM-IV Axis I disorder 
using the SCID non-patient version. Patients with a neuro-
logical or significant medical illness, a history of electrocon-
vulsive therapy, and current or past substance abuse or depen-
dence were excluded. Patients with OCD were administered 
the OBS-SR and the Maudsley Obsessional Compulsive In-
ventory (MOCI), whereas those with SAD were adminis-
tered the SHY-SR and Liebowitz social anxiety scale-self re-
port (LSAS-SR). As control groups, patients with MDD and 
healthy controls completed both of the OBS-SR and SHY-SR. 

A subsample of 48 patients with OCD and 34 patients with 
SAD completed the OBS-SR and SHY-SR again after approx-
imately 4 weeks to explore the test–retest reliability of the two 
scales. The Institutional Review Board of Severance Hospital 
approved the study protocol (4-2005-0077), and written in-
formed consent was obtained from all participants prior to 
their involvement in the study.

Measures

OBS-SR
The OBS-SR (183 items) is a self-report questionnaire that 

measures seven domains of obsessive–compulsive psychopa-
thology.15 These domains are as follows: 1) childhood/adoles-
cence experiences (23 items), which measure early obsessive–
compulsive traits such as excessive worry, perfectionism, and 
the need for control, 2) doubt (13 items): this domain measures 
insecurity and uncertainty, such as frequent second guesses 
and indecisiveness, 3) hypercontrol (55 items): this domain 
measures the tendency to be cautious, responsible, and emo-
tionally controlled, as observed in behaviors such as excessive 
checking or avoidance of risky situations, 4) attitudes toward 
time (9 items): this domain measures the use of time, such as 
compulsive slowness and difficulty in making decisions, 5) 
perfectionism (18 items): this domain measures the inclina-
tion to be orderly, precise, and symmetrical, with a preference 
for things to be done exactly the way they are expected, 6) rep-
etition and automation (12 items): this domain measures the 
tendency to repeat behaviors or thoughts repeatedly, 7) spe-
cific themes (53 items): this domain measures obsessive–com-
pulsive traits related to specific topics, such as contamination, 
cleaning, sexuality, religion, and existentialism. The OBS-SR 
is answered with either “yes” or “no” for each item, and the 
total score is determined by summing the number of items 
endorsed as “yes.”

SHY-SR
The SHY-SR is a 168-item self-report questionnaire mea-

suring the lifetime spectrum of social anxiety.15 The question-
naire focuses on four general domains: 1) childhood and ad-
olescence social anxiety features (12 items): this domain assesses 
fear and phobia-related avoidance of social activities during 
childhood and adolescence, such as school and sports, 2) in-
terpersonal sensitivity (29 items): this domain explores the 
extent to which a person is sensitive to criticism, rejection, 
close observation, discomfort in being the center of attention, 
low self-confidence, feelings of inferiority, a low ability to im-
pose oneself on others, and difficulties in interpersonal rela-
tions, 3) behavioral inhibition and somatic symptoms (23 
items): this domain emphasizes specific social behaviors and 
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somatic symptoms related to social anxiety, such as blushing, 
sweating, trembling, and nausea, 4) specific phobias (98 items): 
this domain identifies situations that may provoke social anxi-
ety, avoidance, and anticipatory anxiety, such as public speak-
ing, eating in front of others, and using public bathrooms. For 
each item, respondents were asked to make a dichotomous 
choice between yes and no. The domain and total scores were 
calculated by counting the number of items to which the re-
spondent answered yes. The questionnaire has an appendix 
(six items) on psychoactive substances (tobacco, alcohol, ben-
zodiazepines, cannabis, street drugs, and other drugs), a com-
mon complication of SAD, but it was not included in the to-
tal score.

 
Korean Versions of the OBS-SR and SHY-SR

A Korean psychiatrist fluent in both English and Korean 
translated the OBS-SR and SHY-SR scales from English to 
Korean after obtaining copyright permission from the origi-
nal author, Dr. Dell’Osso. Two bilingual Korean psychiatrists 
reviewed the preliminary translations. We administered the 
translated questionnaire to five individuals from diverse so-
ciodemographic backgrounds and asked them whether they 
had encountered any perplexing or challenging questions. 
Subsequently, a bilingual psychiatrist who had no prior expo-
sure to the original OBS-SR and SHY-SR translated the Kore-
an version into English. Finally, the English translation of the 
items and their original English versions were compared. In 
cases where discrepancies emerged between the back-trans-
lated and original items, the initial translator provided a sec-
ondary Korean translation after reviewing the original and 
back-translations. The second translation was considered 
satisfactory.

MOCI
The MOCI18 is a self-rating instrument with 30 dichoto-

mous items designed to measure obsession and compulsion 
symptoms. It comprises four subscales: checking, washing, 
doubting and slowness. The MOCI has good reliability and 
validity19 and has been validated in a Korean population.20

LSAS-SR
The LSAS-SR21 comprises 24 items that assess social anxi-

ety. It included four subscales: performance fear, performance 
avoidance, social fear, and social avoidance. For each item, 
the respondents rated how fearful and avoidant they were 
during the past week on a scale of 0 to 3. This scale has good 
reliability and validity22 and it has been validated in a Korean 
population.23

Statistical analysis
Data were analyzed using the Statistical Package for the So-

cial Sciences (SPSS) version 26.0 for Windows (IBM Corp., 
Armonk, NY, USA). Demographic variables and scores of 
the scales were compared among the groups using analysis of 
variance with the least significant difference post-hoc pair-
wise test or the chi-square test. The Kuder–Richardson coef-
ficients, a specific type of Cronbach’s alpha24 for dichotomous 
items, and corrected domain-total correlations were used to 
verify the internal consistency and reliability of the OBS-SR 
and SHY-SR. Internal consistency was considered good at al-
pha >0.725 and corrected domain-total correlation coefficient 
>0.4.26 We evaluated the test–retest reliability using the intra-
class correlation coefficient (ICC) along with a 95% confi-
dence interval. This assessment was performed on the total 
OBS-SR and SHY-SR scores at both the baseline and the 4- 
week mark, utilizing data obtained from a subset of patients 
with OCD and SAD. The ICC values >0.7 indicated good reli-
ability.27 Pearson’s correlation coefficients were calculated be-
tween the domains of each scale to assess the validity of the 
OBS-SR and SHY-SR internal structures. To establish conver-
gent validity, we analyzed the Pearson’s correlations between 
the domains of the OBS-SR and SHY-SR and the established 
scales for OCD and SAD, including MOCI for OCD and LSAS-
SR for SAD, in patients with OCD and SAD, respectively. The 
significance of correlations was considered acceptable when 
p<0.01. In addition, correlations were considered negligible if 
the correlation coefficient was <0.3, moderate if it was between 
0.3 and 0.5, or strong if it was >0.5.28 To assess known-group 
validity, an analysis of variance was conducted to compare the 
mean scores on the OBS-SR or SHY-SR domains between the 
OCD or SAD, MDD, and normal control groups. Receiver-
operating characteristic (ROC) curves were used to deter-
mine the optimal cut-off points for the OBS-SR and SHY-SR 
and to assess their ability to discriminate between participants 
with and without OCD and SAD, respectively. The optimal 
cut-off points for the OBS-SR and SHY-SR were determined 
using the highest Youden Index, indicating maximization of 
sensitivity and specificity (the sum of sensitivity and specific-
ity minus one).29 The sensitivity and specificity of the scales 
were calculated using these cut-off points. An area under the 
curve (AUC) value of ≥0.70 is considered to be indicative of 
good discriminative capacity and diagnostic accuracy.30

RESULTS

Table 1 presents the demographic characteristics of the par-
ticipants in the OBS-SR and SHY-SR studies, respectively. The 
frequency distribution of the total OBS-SR and SHY-SR scores 
in the patient and normal groups is shown in Figures 1 and 2. 
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Means for the domains and total scores of the questionnaires 
are provided in Supplementary Table 1 (in the online-only 
Data Supplement).

Reliability
The Kuder–Richardson coefficients for each domain, total 

score, and corrected domain-total correlation in the whole 
sample were corrected for domain-total correlation for the 
OBS-SR and SHY-SR and are listed in Table 2, respectively. 
The reliability coefficients of all OBS-SR domains and the to-
tal scale and the corrected domain-total correlation coefficients 
of all OBS-SR domains were 0.745–0.982 and 0.720–0.900, 
respectively. The test–retest reliability indices of the OBS-SR 
total and domain scores, as assessed using ICCs, ranged from 
0.838 to 0.941. The reliability coefficients of all SHY-SR do-
mains and the total scale ranged from 0.899 to 0.988. The cor-
rected domain-total correlation coefficients of all SHY-SR do-
mains ranged from 0.762 to 0.899. The ICC for the overall and 
specific domain scores of the SHY-SR ranged from 0.773 to 
0.915.31

Validity of the internal structure
The Pearson correlation coefficients between the OBS-SR 

and SHY-SR domain scores and the total scores were statisti-
cally significant and positive, with r values >0.5. The results 
are shown in Table 3, respectively.

Convergent validity
Pearson’s correlation coefficients for each domain and the 

total scores of the OBS-SR with the subscales and total scores 
of the MOCI are listed in Table 4. All but two correlation co-
efficients were statistically significant and positively correlat-
ed, with an r-value of at least 0.3. The correlation coefficients 
between attitude toward the time domain of the OBS-SR and 
the doubting subscale of the MOCI and the specific theme 
domain of the OBS-SR and the doubting subscale of the MOCI 
were <0.3. 

In the SHY-SR study, Pearson’s correlation coefficients for 
each domain and the total scores of the SHY-SR with the sub-
scales and total scores of the LSAS-SR are listed in Table 4. All 
correlation coefficients were statistically significant, and posi-
tive correlations with r ranged from 0.350 to 0.719.

Known-group validity
Comparisons of the domains and total scores of the OBS-

SR for patients with OCD with those for patients with MDD 
and healthy controls are presented in Supplementary Table 1 
(in the online-only Data Supplement). All domain and total 
OBS-SR scores of patients with OCD were significantly high-
er than those of patients with MDD or normal controls. As 
shown in Supplementary Table 1 (in the online-only Data Sup-
plement), there were significant differences in mean scores for 
each domain and the total SHY-SR scores among patients with 

Table 1. Demographic characteristics of the overall sample; patients with OCD or SAD, patients with MDD, and normal controls

The OBS-SR study Statisitc
Total (N=144) Normal (N=33) MDD (N=25) OCD(N=86) F/χ2 df p

Age (yr) 28.88±11.00 28.39±13.01 30.56±9.88 28.58±10.55 0.352 2 0.704
Gender 13.366 2 0.001 (exact test)

Male 91 (63.2) 25 (75.8) 8 (32.0) 58 (67.4)
Female 53 (36.8) 8 (24.2) 17 (68.0) 28 (32.6)

Education level 3.151 2 0.207 (exact test)
<High school 8 (5.6) 0 (0) 1 (4.0) 7 (8.1)
≥High school 136 (94.4) 33 (100) 24 (96.0) 79 (91.9)

The SHY-SR study Statisitc
Total (N=111) Normal (N=32) MDD (N=27) SAD (N=52) F/χ2 df p

Age (yr) 29.24±10.44 28.69±13.11 31.33±10.16 28.50±8.65 0.715 2 0.482
Gender

Male 62 (55.9) 24 (75.0) 9 (33.3) 29 (55.8) 10.310 2 0.006
Female 49 (44.1) 8 (25.0) 18 (66.7) 23 (44.2)

Education level 6.340 2 0.042
<High school 2 (1.8) 0 (0) 2 (7.4) 0 (0)
≥High school 111 (98.2) 32 (100) 25 (92.6) 52 (100)

Data are presented as mean±standard deviation or N (%). OCD, obsessive–compulsive disorder; SAD, social anxiety disorder; MDD, major 
depressive disorder; OBS-SR, Obsessive–Compulsive Spectrum Self-Report; SHY-SR, Social Anxiety Spectrum Self-Report
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SAD, patients with MDD, and normal controls. Patients with 
SAD had significantly higher scores in all domains and total 
SHY-SR scores compared to both patients with MDD and 

normal controls. Furthermore, patients with MDD had sig-
nificantly higher scores in all SHY-SR domains compared to 
normal controls.
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Figure 1. Frequency distribution of total OBS-SR scores among groups with OCD, MDD, and NC. OCD, obsessive–compulsive disorder; 
MDD, major depressive disorder; NC, normal controls; OBS-SR, Obsessive–Compulsive Spectrum Self-Report.

Figure 2. Frequency distribution of total SHY-SR scores among groups with SAD, MDD, and NC. SAD, social anxiety disorder; MDD, major 
depressive disorder; NC, normal controls; SHY-SR, Social Anxiety Spectrum Self-Report.
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ROC analyses for criterion validity
The ROC analyses of the OBS-SR yielded an AUC of 0.894 

(standard error [SE]=0.029) when compared to OCD diag-

nosed by a psychiatrist based on the DSM-IV. An OBS-SR 
cut-off score of 50 had the most appropriate sensitivity and 
specificity for the diagnosis of OCD. Sensitivity and specific-
ity were 0.709 and 0.939, respectively (Figure 3). 

On the other hand, the ROC analysis of the SHY-SR yielded 
an area under the curve of 0.962 (SE=0.017) for the SAD diag-
nosis based on the DSM-IV. A SHY-SR cut-off score of 44 in-
dicated a sensitivity of 0.862 and a specificity of 0.969 (Figure 4).

DISCUSSION

The present study investigated the psychometric properties 
of the Korean versions of the OBS-SR and SHY-SR in clinical 
and non-clinical samples. The OBS-SR is designed to assess 
the core symptoms of OCD as well as atypical presentations, 
personality traits, and other clinical features associated with 
these disorders.15,32 The SHY-SR is a self-administered ques-
tionnaire that measures the full range of symptoms associated 
with social anxiety, including interpersonal sensitivity char-
acterized by mild shyness to inhibition and to severe SAD.15 
The present results showed that the Korean versions of both 
scales could effectively measure OCD and SAD and had good 
reliability, validity, and internal consistency while maintaining 
the robust psychometric properties observed in the original 
versions of the scales. The findings confirm that the Korean 
adaptations of the OBS-SR and SHY-SR are acceptable tools 
for assessing a broad spectrum of obsessive–compulsive and 
social anxiety symptoms in Korean patients with OCD or SAD 

Table 2. Internal consistency, correlations between domains and the total scores, and test–retest reliability for the OBS-SR and SHY-SR 
questionnaires

OBS-SR domains Items
Kuder-Richardson 
coefficient (N=144)

Corrected domain-total 
correlation (N=144)

ICC (N=48)

Childhood/adolescent 23 0.866 0.834 0.906
Doubt 13 0.869 0.830 0.844
Hypercontrol 55 0.942 0.900 0.910
Attitude toward time 9 0.745 0.720 0.843
Perfectionism 18 0.836 0.809 0.903
Repetition/automation 12 0.896 0.820 0.838
Specific themes 53 0.957 0.850 0.899
Total 183 0.982 - 0.941

SHY-SR domains Items
Kuder-Richardson 
coefficient (N=111)

Corrected domain-total 
correlation (N=111)

ICC (N=34)

Childhood/adolescent 12 0.909 0.762 0.915
Interpersonal sensitivity 29 0.940 0.876 0.773
Behavioral inhibition 23 0.899 0.847 0.879
Specific phobia 98 0.984 0.899 0.883
Total 162 0.988 - 0.910
OBS-SR, Obsessive–Compulsive Spectrum Self-Report; SHY-SR, Social Anxiety Spectrum Self-Report; ICC, intraclass correlation coefficient

Table 3. Pearson’s correlation coefficients between the domains 
of the OBS-SR and SHY-SR questionnaires

OBS-SR 
domains

The OBS-SR study (N=144)
CAE D H AT P RA ST

D 0.724
H 0.778 0.815
AT 0.633 0.686 0.668
P 0.742 0.738 0.791 0.709
RA 0.731 0.708 0.777 0.580 0.690
ST 0.769 0.719 0.828 0.634 0.680 0.764
Total 0.845 0.817 0.929 0.671 0.821 0.781 0.915

SHY-SR 
domains

The SHY-SR study (N=111)
CA IPS BI SP

IPS 0.702
BI 0.652 0.808
SP 0.733 0.851 0.814
Total 0.786 0.915 0.876 0.984
OBS-SR, Obsessive–Compulsive Spectrum Self-Report; CAE, 
childhood/adolescent; D, doubt; H, hypercontrol; AT, attitude to-
ward time; P, perfectionism; RA, repetition/automation; ST, spe-
cific themes; SHY-SR, Social Anxiety Spectrum Self-Report; CA, 
childhood and adolescence social anxiety features; IPS, interper-
sonal sensitivity; BI, behavioral inhibition and somatic symptoms; 
SP, specific phobia
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in clinical settings, as well as in non-clinical individuals.
Internal consistency reliability for two scales based on the 

Kuder–Richardson coefficients for each domain, total score, 

and corrected domain-total correlation in this study was high 
(greater than 0.7). In the OBS-SR, the lowest coefficient was 
for attitudes toward the time domain (0.74). The coefficients 
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Figure 3. ROC curves for the OBS-SR. AUC=0.894, p<0.001, 95% 
CI [0.825, 0.943], SE=0.029. ROC, receiver operating characteris-
tic; OBS-SR, Obsessive–Compulsive Spectrum Self-Report; OBS_
total, Total OBS-SR score; AUC, area under the curve; SE, standard 
error; CI, confidence interval.

Table 4. Convergent validity of the domains of the OBS-SR and SHY-SR

OBS-SR domain
In individuals afflicted with obsessive–compulsive disorder (N=86)

MOCI
Checking Washing Slowness Doubting Total score

Childhood/adolescent 0.554** 0.486** 0.379** 0.322** 0.591**
Doubt 0.636** 0.516** 0.478** 0.446** 0.692**
Hypercontrol 0.646** 0.552** 0.437** 0.419** 0.698**
Attitude toward time 0.432** 0.352** 0.362** 0.256* 0.438**
Perfectionism 0.486** 0.426** 0.472** 0.314** 0.545**
Repetition/automation 0.692** 0.533** 0.424** 0.366** 0.674**
Specific themes 0.664** 0.661** 0.392** 0.286** 0.694**
Total 0.709** 0.631** 0.481** 0.399** 0.751**

SHY-SR domain
In individuals afflicted with social anxiety disorder (N=52)

LSAS-SR
Performance fear Performance avoidance Social fear Social avoidance Total score

Childhood/adolescent 0.378** 0.350* 0.494** 0.363** 0.429**
Interpersonal sensitivity 0.414** 0.503** 0.517** 0.480** 0.522**
Behavioral inhibition 0.458** 0.490** 0.476** 0.426** 0.507**
Specific phobia 0.705** 0.710** 0.644** 0.557** 0.719**
Total 0.664** 0.684** 0.655** 0.567** 0.705**
*p<0.05; **p<0.01. OBS-SR, Obsessive–Compulsive Spectrum Self-Report; SHY-SR, Social Anxiety Spectrum Self-Report; MOCI, Maudsley 
Obsessional Compulsive Inventory; LSAS-SR, Liebowitz social anxiety scale-self report
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Figure 4. ROC curves for SHY-SR. AUC=0.963, p<0.001, 95% CI 
[0.902, 0.990], SE=0.017. ROC, receiver operating characteristic; 
SHY-SR, Social Anxiety Spectrum Self-Report; SHY_total, total 
SHY-SR score; AUC, area under the curve; SE, standard error; CI, 
confidence interval.
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of this domain were also the lowest in a standardization study 
of the Spanish versions of the OBS-SR and SHY-SR33 and a 
recent validation study of the short version of the OBS32 (0.61 
and 0.76, respectively). In addition, a corrected domain-total 
correlation analysis was conducted on the OBS-SR and SHY-
SR in this study, revealing that each item and the total scores 
of both scales exhibited correlations exceeding 0.4. This indi-
cates a satisfactory alignment between individual items and 
overall scores. Moreover, the ICC for test–retest reliability of 
both scales exceeded 0.7, affirming the temporal stability of 
the scales.

With respect to convergent validity of the OBS-SR and SHY-
SR, significant positive correlations were observed in relation 
to other extensively used scales for OCD (MOCI) and SAD 
(LSAS-SR). In the present patients with OCD, all domains and 
total OBS-SR scores significantly correlated with subscales 
and total MOCI scores. Nonetheless, the correlation coeffi-
cient between the attitude toward the time domain of the OBS-
SR and the doubting subscale of the MOCI was <0.3, suggest-
ing a negligible correlation. All other domains and total scores 
of the OBS-SR and SHY-SR were correlated with the MOCI 
subscale and total score and the LSAS-SR subscale and total 
score at a moderate level (r>0.3), respectively. A previous 
Spanish validation study reported moderate correlation coef-
ficients between the OBS-SR and MOCI.33 Overall, the cor-
relation coefficients in our study were higher than those re-
ported in the Spanish study.33 For example, the correlation 
coefficient between the total scores of the OBS-SR and MOCI 
in the Spanish study was 0.530, whereas it was 0.751 in the 
present study. In contrast to our findings, a Spanish study found 
that the washing subscale of the MOCI did not correlate with 
any domains or total scores of the OBS-SR.33 This may be due 
to the difference in composition and sample size included in 
the analysis for convergent validity. The Spanish study includ-
ed the sample groups with OCD, MDD, and normal controls, 
whereas our study comprised patients with OCD.33 In addi-
tion, in the Spanish study, the overall sample size for the anal-
ysis of the convergent validity of the OBS-SR was 67, whereas 
it was 144 in the present study. Unlike MOCI, the OBS-SR 
evaluates a broad obsessive–compulsive spectrum phenome-
nology rather than only evaluating key obsessive–compulsive 
symptoms. Therefore, the correlation coefficient between 
OBS-SR and MOCI was not very high. Regarding the SHY-
SR, the convergent validity findings in our study were consis-
tent with those of a Spanish validation study.33 This earlier 
study reported a significant correlation between all domains 
and total scores of the SHY-SR and all subscales and total scores 
of the LSAS-SR at levels exceeding moderation. Nonetheless, 
disparities in sample composition and size existed between 
the two studies (our study: only SAD [n=52] vs. the Spanish 

study: SAD [n=20], MDD [n=20], and normal controls [n=25]).
In addition, the Korean versions of the OBS-SR and SHY-

SR showed excellent known-group validity. Each domain and 
the total OBS-SR scores in patients with OCD were signifi-
cantly higher than those in patients with MDD and healthy 
controls. Further, most of the results remained significant even 
when the confounding effect of the sex distribution between 
OCD and MDD was controlled. However, the difference be-
tween patients with OCD and MDD changed to the trend sig-
nificance level (analysis of covariance [ANCOVA], F=3.005, 
df=2, p=0.054, data not presented) only in the specific theme 
domain of the OBS-SR. Patients with SAD had significantly 
higher domain and overall SHY-SR scores than patients with 
MDD and healthy controls. Most of these results remained 
significant even when controlling for confounding variables 
resulting from the difference in sex distribution between pa-
tients with SAD and MDD, suggesting that the scale can ef-
fectively discriminate between individuals afflicted with SAD 
and those who do not have the condition. However, the statis-
tical significance of the difference between patients with SAD 
and MDD disappeared (ANCOVA, F=2.293, p=0.108, data 
not presented) only in the domain of childhood and adoles-
cence social anxiety features. Moreover, each domain and the 
total score of patients with MDD were significantly higher 
than those of healthy controls. Some dimensions of SAD, no-
tably the presence of child social anxiety symptoms, may man-
ifest frequently throughout the lifespan among individuals 
with MDD. Furthermore, as shown in Figures 1 and 2, some 
individuals in both the MDD and control groups exhibited 
several symptoms of OCD or SAD, although their scores were 
significantly lower than those of patients with OCD or SAD. 
These findings support the spectral and dimensional frame-
work, suggesting that OCD or SAD symptoms should be con-
sidered from a dimensional and transdiagnostic perspective.

Concerning criterion validity, ROC curve analysis showed 
that the AUC values for the Korean version OBS-SR and SHY-
SR were significantly higher than 0.70 against the reference 
criterion of the DSM diagnosis by a psychiatrist. This suggests 
that the OBS-SR and SHY-SR have excellent discrimination 
ability and diagnostic accuracy for detecting OCD and SAD 
in clinical settings, respectively. The optimal cut-off points for 
the OBS-SR and SHY-SR were 50 (sensitivity of 71% and spec-
ificity of 94%) and 44 (sensitivity of 86% and specificity of 97%), 
respectively. In a Spanish study, the optimal cut-off point for 
OBS-SR was 39 with an AUC of 0.955 and that of SHY-SR was 
59. The OBS-SR and SHY-SR could be used as effective tools 
to support an accurate diagnosis, provided that the appropri-
ate cut-off value is applied, taking into account ethnic and cul-
tural differences.

This study had several limitations. First, the sample size was 
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relatively small, and the number of healthy controls used for 
the ROC analyses was approximately 30. Therefore, the cut-
off scores of the OBS-SR and SHY-SR in this study were pre-
liminary and should be used with caution. Second, the diver-
gent validity of the scales used in this study was not assessed. 
Future studies should confirm whether these do not correlate 
strongly with other measures of different constructs. Third, 
the convergent validity of the OBS-SR and SHY-SR was as-
sessed only in patients with OCD and SAD, respectively. Fur-
ther convergent validity studies are needed in heterogeneous 
groups, including those with OCD or SAD, normal controls, 
and other psychiatric conditions. Finally, differences in the 
sex distributions and unequal sample sizes among the three 
groups involved in the OBS-SR and SHY-SR studies were ob-
served, which may have affected the known-group validity 
results. Notably, most of the results from the known-group 
validity analyses remained largely unchanged even after con-
trolling for the influence of sex distribution. Nevertheless, fu-
ture studies tailored to specific sex distributions are required. 

In conclusion, the Korean versions of the OBS-SR and SHY-
SR can be used to assess OCD and SAD with good reliability 
and validity and can quantitatively detect differences between 
individuals afflicted with OCD or SAD and those who do not 
have these conditions in Korean population. In addition, they 
are applicable for assessing a broad spectrum of obsessive–
compulsive and social anxiety symptoms, respectively, in-
cluding full-blown disorders and subthreshold or atypical 
presentations.

Supplementary Materials
The online-only Data Supplement is available with this article at https://

doi.org/10.30773/pi.2023.0338.

Availability of Data and Material
The datasets generated or analyzed during the study are available from 

the corresponding author upon reasonable request.

Conflicts of Interest
The authors have no potential conflicts of interest to disclose.

Author Contributions
Conceptualization: Se Joo Kim. Data curation: Jee In Kang, Se Joo Kim. 

Formal analysis: Se Joo Kim. Investigation: Jee In Kang, Se Joo Kim. Meth-
odology: Jee In Kang, Se Joo Kim. Validation: Se Joo Kim. Writing—origi-
nal draft: Jee In Kang. Writing—review & editing: Jee In Kang, Se Joo Kim.

ORCID iDs
Jee In Kang https://orcid.org/0000-0002-2818-7183
Se Joo Kim https://orcid.org/0000-0002-5438-8210

Funding Statement
This work was supported by National Research Foundation of Korea 

(NRF) grants funded by the Korean government (2021M3E5D9025022 
and RS-2023-00209077). 

Acknowledgments
None

REFERENCES

1. Simonsen E. The integration of categorical and dimensional approach-
es to psychopathology. In: Millon T, Krueger RF, Simonsen E, editors. 
Contemporary directions in psychopathology: scientific foundations of 
the DSM-V and ICD-11. New York: Guilford Press, 2010, p.350-361. 

2. Kraemer HC, Noda A, O’Hara R. Categorical versus dimensional ap-
proaches to diagnosis: methodological challenges. J Psychiatr Res 2004; 
38:17-25.

3. LeBeau R, Bögels S, Möller E, Craske M. Integrating dimensional as-
sessment and categorical diagnosis in DSM-5: the benefits and challeng-
es of the paradigm shift for the anxiety disorders. Psychopathol Rev 
2015;2:83-99.

4. American Psychiatric Association. Diagnostic and statistical manual of 
mental disorders (DSM-IV). 4th ed. Washington: American Psychiatric 
Association; 2000.

5. Krueger RF, Markon KE. A dimensional-spectrum model of psychopa-
thology: progress and opportunities. Arch Gen Psychiatry 2011;68:10-
11.

6. Boyle LH, Smith GT. Spectrum model. In: Cautin RL, Lilienfeld SO, 
editors. The encyclopedia of clinical psychology. Hoboken: Wiley-Black-
well, 2015, p.1-5. 

7. Zaworka W, Hand I. [Phenomenology of obsessions and compulsions. 
Experimental diagnosis of obsessive compulsive neurosis. I (author’s 
transl)]. Arch Psychiatr Nervenkr (1970) 1980;228:257-273. German

8. Bienvenu OJ, Samuels JF, Wuyek LA, Liang KY, Wang Y, Grados MA, et 
al. Is obsessive-compulsive disorder an anxiety disorder, and what, if 
any, are spectrum conditions? A family study perspective. Psychol Med 
2012;42:1-13.

9. Fineberg NA, Saxena S, Zohar J, Craig KJ. Obsessive-compulsive disor-
der: boundary issues. CNS Spectr 2007;12:359-364, 367-375.

10. De Caluwe E, Vergauwe J, Decuyper M, Bogaerts S, Rettew DC, De 
Clercq B. The relation between normative rituals/routines and obses-
sive-compulsive symptoms at a young age: a systematic review. Dev Rev 
2020;56:100913.

11. Stein DJ, Ono Y, Tajima O, Muller JE. The social anxiety disorder spec-
trum. J Clin Psychiatry 2004;65(Suppl 14):27-33; quiz 34-36.

12. Crome E, Baillie A, Slade T, Ruscio AM. Social phobia: further evidence 
of dimensional structure. Aust N Z J Psychiatry 2010;44:1012-1020.

13. Schneier FR, Blanco C, Antia SX, Liebowitz MR. The social anxiety 
spectrum. Psychiatr Clin North Am 2002;25:757-774.

14. Hyett MP, McEvoy PM. Social anxiety disorder: looking back and mov-
ing forward. Psychol Med 2018;48:1937-1944. 

15. Dell’Osso L, Rucci P, Cassano GB, Maser JD, Endicott J, Shear MK, et 
al. Measuring social anxiety and obsessive-compulsive spectra: com-
parison of interviews and self-report instruments. Compr Psychiatry 
2002;43:81-87.

16. Dell’Osso L, Cassano GB, Sarno N, Millanfranchi A, Pfanner C, Gemi-
gnani A, et al. Validity and reliability of the structured clinical interview 
for obsessive‐compulsive spectrum (SCI‐OBS) and of the structured 
clinical interview for social phobia spectrum (SCI‐SHY). Int J Methods 
Psychiatr Res 2000;9:11-24.

17. Hahn OS, Ahn JH, Song SH, Cho MJ, Kim JK, Bae JN, et al. Develop-
ment of Korean version of structured clinical interview schedule for 
DSM-IV axis I disorder: interrater reliability. J Korean Neuropsychiatr 
Assoc 2000;39:362-372.

18. Hodgson RJ, Rachman S. Obsessional-compulsive complaints. Behav 
Res Ther 1977;15:389-395.

19. Emmelkamp PM, Kraaijkamp HJ, van den Hout MA. Assessment of 
obsessive-compulsive disorder. Behav Modif 1999;23:269-279.

20. Min BB, Won HT. Reliability and validity of the Korean translations of 
Maudsley obsessional-compulsive inventory and Padua inventory. Ko-



274  Psychiatry Investig  2024;21(3):265-274

The OBS-SR and the SHY-SR

rean J Clin Psychol 1999;18:163-182.
21. Liebowitz MR. Social phobia. Mod Probl Pharmacopsychiatry 1987;22: 

141-173.
22. Baker SL, Heinrichs N, Kim HJ, Hofmann SG. The Liebowitz social 

anxiety scale as a self-report instrument: a preliminary psychometric 
analysis. Behav Res Ther 2002;40:701-715.

23. Yu ES, Ahn CI, Park KH. Factor structure and diagnostic efficiency of 
a Korean version of the Liebowitz social anxiety scale. Korean J Clin 
Psychol 2007;26:251-270.

24. Cronbach LJ. Coefficient alpha and the internal structure of tests. Psy-
chometrika 1951;16:297-334.

25. Taber KS. The use of Cronbach’s alpha when developing and reporting 
research instruments in science education. Research in Science Educa-
tion 2018;48:1273-1296.

26. Ware JE Jr, Gandek B. Methods for testing data quality, scaling as-
sumptions, and reliability: the IQOLA project approach. J Clin Epide-
miol 1998;51:945-952.

27. Terwee CB, Bot SD, de Boer MR, van der Windt DA, Knol DL, Dekker 

J, et al. Quality criteria were proposed for measurement properties of 
health status questionnaires. J Clin Epidemiol 2007;60:34-42. 

28. Cohen J. Statistical power analysis for the behavioral sciences. 2nd ed. 
Hillsdale: Lawrence Erlbaum Associates; 1988.

29. Hughes G. Youden’s index and the weight of evidence revisited. Meth-
ods Inf Med 2015;54:576-577.

30. Hanley JA, McNeil BJ. The meaning and use of the area under a receiv-
er operating characteristic (ROC) curve. Radiology 1982;143:29-36. 

31. Koo TK, Li MY. A guideline of selecting and reporting intraclass corre-
lation coefficients for reliability research. J Chiropr Med 2016;15:155-
163.

32. Dell’Osso L, Nardi B, Bonelli C, Gravina D, Benedetti F, Del Prete L, et 
al. Validation of the short version of the obsessive compulsive spectrum 
questionnaire. Front Psychol 2023;14:1157636. 

33. Berrocal C, Ruiz Moreno MA, Montero M, Rando MA, Rucci P, Cassa-
no GB. Social anxiety and obsessive-compulsive spectra: validation of 
the SHY-SR and the OBS-SR among the Spanish population. Psychia-
try Res 2006;142:241-251.




