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INTRODUCTION

The definition of traumatic events has changed over time. The 
Diagnostic and Statistical Manual for Mental Disorders-III-Re-
vised (DSM-III-R),1 published in 1987, defined traumatic events 
as those happening “beyond normal human experiences.” 

However, subsequent epidemiological studies have consistent-
ly demonstrated that the vast majority of people have experi-
enced traumatic events throughout their lifetime.2,3 Following 
DSM versions deleted this ambiguous and incorrect statement 
and established a more specific description of the trauma. The 
most recent DSM-5 definition involves an event that encom-
passes actual or threatened death, serious injury, sexual vio-
lence, or job-related repeated exposure.4

Experience of any traumatic event is the first consideration 
for diagnosis of posttraumatic stress disorder (PTSD), in which 
15–25% of individuals therewith have experienced traumatic 
events.5 Meanwhile, other mental disorders can also occur after 
a traumatic experience, including depressive disorder, sub-
stance use disorders, anxiety disorders, eating disorders, soma-
tization and conversion disorders, personality disorders, and 
psychosis. In each disease category, traumatic events are con-
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sidered to be an etiological or at least a contributing factor.3,6-11

In addition to traumatic events defined in the DSM, there is a 
growing body of evidence that more broadly defined trauma, 
including adverse life experiences that can cause or contribute 
to later development of mental disorders and even physical ill-
nesses. According to a large scale epidemiological study con-
ducted in the United States, those who had an adverse child-
hood experience (ACE) had an increased risk of clinical 
disorders in adulthood. Alcohol use disorder, drug abuse, de-
pression, and suicide attempts were 4–12 times higher in those 
with ACEs; smoking and sexually transmitted diseases were 2–4 
times higher, and decreased physical activity and severe obesity 
were approximately 1.5 times more frequent.12 Surprisingly, 
ACEs were not only associated with mental and behavioral dis-
orders, but also with increased risk for ischemic heart disease, 
cancer, chronic lung disease, and musculoskeletal disorders, 
especially in the case of lung cancer (3 times) and chronic ob-
structive pulmonary disease (2.6 times).12-14 Moreover, there 
seems to a dose-dependent relationship between the number 
of lifetime adverse events and later development of mental or 
physical illnesses.12,15

Taken together, screening for any negative or traumatic 
events experienced in the past at an early assessment phase is a 
crucial process at psychiatric and general medical facilities for 
diagnostic evaluation and treatment planning. To date, several 
instruments have been used for screening traumatic events and 
stressful events. One survey of 227 trauma experts revealed that 
a dozen self-report tools were being used for this purposes in 
clinical practice;16 however, only the Stressful Life Events 
Screening Questionnaire17 and the Traumatic Life Events Ques-
tionnaire18 had psychometric support at the time of the investi-
gation. More recently, the Life Events Checklist (LEC) was add-
ed to the list.19 This precise scale was originally developed as an 
ancillary measure for screening potentially traumatic events 
(PTE) before the administration of the interview-based Clini-
cian-Administered PTSD Scale.20 Although, this 17-item scale is 
easily and briefly administered, the downside of the LEC is that 
it is a yes/no checklist for life-time experiences of traumatic 
events and it does not question the duration, repetition, or na-
ture of each traumatic event. Also, it has only two items that ad-
dress adverse life events (“Any event with human suffering” 
and “Other”).19

The Lifetime Stressor Checklist-Revised (LSC-R) is a 30-item 
scale for screening and examining DSM-IV traumatic events 
and other stressful life events.21,22 This measure has advantages 
over the LEC in that it provides a broader area of stressors and 
more detailed information about the incident including dura-
tion (beginning and end of the incident), actual or threatened 
death or severe injury, subjective reactions and level of distress 
at the time of trauma, and the negative effect on the person’s 
life in the past year.21

The present study was conducted to test the psychometric 
properties of the Korean translated version of the LSC-R in a 

clinical population. Specifically, we tested the validity of the Ko-
rean version of the LSC-R among psychiatric outpatients with 
anxiety disorders or depressive disorders at a university affiliat-
ed medical center.

MATERIALS AND METHODS

Subjects
First-time patients with anxiety or depressive disorders were re-
cruited from a psychiatric outpatient unit at Hanyang Universi-
ty Guri Hospital by consecutive sampling (first come, first 
serve) during the two-year study period. Either a psychiatric 
nurse or a psychiatric specialist fully explained the purpose and 
process of the study and obtained written informed consents 
from each participant. This study was approved by the Institu-
tional Review Board of the hospital. The inclusion criteria were 
1) a current index diagnosis of either an anxiety or depressive 
disorder according to the Structured Clinical Interview for 
DSM-IV Axis I Disorders-Clinician Version,23 2) age between 18 
and 65 years, and 3) the ability to read and write. The exclusion 
criteria were 1) intellectual disability, 2) cognitive or neurologi-
cal diseases, and 3) serious medical condition. In addition, a 
convenience sample of 50 college students was recruited for 
test-retest reliability with an interval of three weeks.

The initial eligible subjects were 325 outpatients; 67 patients 
(29.6%) refused to participate in the research or did not com-
plete the questionnaires, leaving a final of 258 participants. 
There were no significant differences regarding demographic 
data and diagnostic distribution between participants and re-
fusers.

PTSD was the most common diagnosis (n=79, 30.6%), fol-
lowed by major depressive disorder (n=76, 29.5%), panic disor-
der (n=34, 13.2%), generalized anxiety disorder (n=33, 12.8 %), 
obsessive-compulsive disorder (n=10, 3.9%), dysthymic disor-
der (n=9, 3.5%), other anxiety disorder (n=8, 3.1%), social anxi-
ety disorder (n=8, 3.1%), and specific phobias (n=1, 0.4%). 
Mean age was 39.2 years old (SD=13.3); 65.5% were women; 
55.8% were married; 62.8% were religious; 49.6% were high 
school graduates; and 38.8% were employed (Table 1).

Fifty college students as a convenient sample participated to 
test temporal stability of the scale, which they completed at two 
occasions, one at baseline and the other after three weeks. 
Agreement of endorsement between the time intervals was cal-
culated with kappa statistics (degree of agreement beyond 
chance) where the value between 0.2–0.4 is considered fair, 
0.4–0.6 moderate, 0.6–0.8 substantial, and above 0.8 almost 
perfect.

Measurement

Lifetime stressor checklist-revised
The LSC-R covers 29 items of traumatic or stress life events that 
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may happen to the respondent and one item asking if any of 
these 29 events ever happened to someone close (Table 2). 
Each item asks about the experience or endorsement of the 
event in a yes or no format. When the answer is yes, subjects are 
instructed to complete two to five follow-up questions includ-
ing 1) age when it started, 2) age when it ended, 3) perceived 
threat of death or serious injury at the time of trauma, 4) subjec-
tive reaction of fear, hopelessness or horror at the time of trau-
ma, and 5) a rating of its negative impact in the past year on a 
Likert-type scale from 1 (not at all) to 5 (extremely).21 The LSC-R 

can be scored in three ways: 1) a total sum of endorsed items is 
used as scores ranging from 0 to 30 (overall life stressor score); 
2) a total score based on multiplying subjective rating of the 
negative effect of each endorsed item (0–150); and 3) a total 
sum of endorsed items of DSM-IV Criteria A (criterion A stress-
ors) (0–21). In this study, we used the first option for data analy-
sis.

The LSC-R showed good convergent and criterion validity 
with PTSD symptoms in HIV infected women24 and in those 
with methadone maintenance treatment.25 In regard to a test-
retest reliability study, a modified version of the LSC-R showed 
an average к value of 0.59 among 186 women with comorbid 
substance use and other mental disorders within a period of 
one week.26

After approval from the original authors, two bilingual men-
tal health professionals translated the LSC-R into Korean. A 
translation - back translation procedure was not performed.

Life events checklist
The LEC is a self-reported questionnaire that screens for 17 
PTEs over the patient’s lifetime.19 Each item consists of a yes-or-
no checklist for five levels of responses: “happened to me,” 
“witnessed it,” “learned about it,” “not sure,” and “does not ap-
ply,” and two items ask about events happening to others. To 
converge with the response style of the LSC-R, only the direct 
experience category was used for analysis in this study. The Ko-
rean version used in this study demonstrated acceptable inter-
nal consistency and temporal stability, as well as good conver-
gent validity with PTSD, depressive, and anxiety symptoms 
with a six factor structure, accounting for 57% of variance 
among psychiatric outpatients.27

Impact of event scale-revised
The Impact of Event Scale-Revised (IES-R) is a representative 
self-report tool to evaluate DSM-IV PTSD symptoms.28 Each 
item asks the respondent how much the person is bothered by 
the symptom in the past week and indicates a response on a 
5-point Likert-type scale from not at all (0) to extremely (4 
points). The Korean version of the IES-R displayed good reli-
ability indices and internal consistency (Cronbach alpha=0.83), 
as well as two week test-retest reliability (r=0.89). It also corre-
lated with other measures of PTSD, depression, and anxiety 
symptoms among 105 individuals with traumatic events.29

Zung self-rating depression scale
The Zung Self-Rating Depression Scale is a useful tool for 
screening for depression and measuring affective, physiologi-
cal, and psychological aspects of depression. This 20-item 
questionnaire consists of each item in a Likert type response 
format, ranging from 1 (a little of the time) to 4 (most of the time) 
points. Thus, total scores can range from 20 to 80.30

The Korean version attained good reliability among 334 
adults from the general population with a Cronbach alpha val-

Table 1. General Characteristics of the Outpatients with Anxiety or De-
pressive Disorder (n=258)

Variable Patients, n* (%)
Diagnoses

Post-traumatic stress disorder 79 (30.6)
Depressive disorder 76 (29.5)
Panic disorder 34 (13.2)
Generalized anxiety disorder 33 (12.8)
Obsessive compulsive disorder 10 (3.9)
Dysthymia 9 (3.5)
Anxiety disorder NOS 8 (3.1)
Social anxiety disorder 8 (3.1)
Specific phobia 1 (0.4)

Sex
Male 89 (34.5)
Female 169 (65.5)

Marital Status
Married 144 (55.8)
Separation or divorced 18 (7.0)
Widowed 16 (6.2)
Never married 78 (30.2)

Religion
Christian 90 (34.9)
Catholic 17 (6.6)
Buddhism 45 (17.4)
Other 1 (0.4)
None 96 (37.2)

Monthly income (US dollars)
<2000 107 (41.5)
2000–3999 83 (32.9)
3009–5999 27 (10.5)
>6000 18 (7.0)

Job
Employed 100 (38.8)
Unemployed 54 (20.9)
Students or homemaker 93 (36.0)

Education
Less than high school 57 (22.1)
High school graduate 128 (49.6)
More than college graduate 68 (26.4)

NOS, not otherwise specified.
*Total sum of cases may not be 258 due to missing data.
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ue of 0.84 and test-retest correlation of 0.82 within a five-week 
interval.31

Zung self-rating anxiety scale
The Zung Self-Rating Anxiety Scales consists of 20 questions 
covering different aspects of anxiety, including emotional and 
somatic anxiety, on a scale with four responses ranging from 1 
(almost never) to 4 (all the time) and a total score ranging from 
20–80. Reversed items are five.32

Internal consistency of the Korean version had a Cronbach 
alpha of 0.96 and the 5-week test-retest correlation was 0.98 
among 96 patients with an anxiety disorder. The Korean version 
also showed excellent discriminant validity between patients 
with anxiety disorder and the normal control group.33

Analysis
For reliability analysis, three week test-retest reliability was as-

sessed with Cohen’s kappa calculation34 and the internal con-
sistency was evaluated with Cronbach alpha. For the validity 
analysis, either Spearman or Kendall rank correlation was per-
formed depending on the nature of the variables. Additionally, 
we performed an exploratory principle component analysis 
(PCA) with varimax rotation to assess the factorial validity of 
the scale. The number of factors was determined by the size of 
the eigenvalues and the amount of variance explained.

To transform the original dichotomous responses into con-
tinuous variables, perceived distress from the corresponding 
event in the range of one to five was used for weighting. For ex-
ample, when the respondent endorse the experience and dis-
tress score during the past year was four, the score four (1×4).

All statistical analyses were conducted with IBM SPSS Statis-
tics for Windows, Version 21.0 (IBM Corp., Armonk, NY, USA) 
and the alpha level was set at 0.05 bidirectionally.

Table 2. The Test-Retest Reliability* of the Life Stressor Checklist-Revised and Frequency of Traumatic Events

Items
Students (n=50)

Patients (n=258), n (%)
Kappa n (%)

1. Serious disaster 0.416 10 (20) 68 (26.4)
2. Witnessing a serious accident 0.562 11 (22) 79 (30.6)
3. Serious accident 0.623 7 (14) 83 (32.2)
4. Close family member sent to jail 1.000 1 (2) 35 (13.6)
5. Being sent to jail 1.000 1 (2) 10 (3.9)
6. Being in foster care or put up for adoption 0.000 1 (2) 2 (0.8)
7. Parents separated or divorced 1.000 1 (2) 69 (26.7)
8. Separation or divorce NA 0 (0) 48 (18.6)
9. Serious financial problems 0.296 4 (8) 99 (38.4)

10. Serious physical or mental illness -0.020 1 (2) 51 (19.8)
11. Emotional neglect 0.000 3 (6) 75 (29.1)
12. Physical neglect 1.000 1 (2) 17 (6.6)
13. Abortion/miscarriage 1.000 1 (2) 90 (34.9)
14. Seperation from your child against your will NA 0 (0) 22 (8.5)
15. Severe physical or mental handicap of your child NA 0 (0) 9 (3.5)
16. Responsibility for someone with severe handicap 0.696 4 (8) 42 (16.3)
17. Sudden or unexpected death of someone close 0.606 16 (32) 108 (41.9)
18. Death of someone close to you 0.560 24 (48) 105 (40.7)
19. Witnessing family violence 0.752 12 (24) 110 (42.6)
20. Seen a robbery, mugging or attack 0.490 6 (12) 29 (11.2)
21. Been robbed, mugged, or attacked 0.490 5 (10) 37 (14.3)
22. Child physical abuse 0.815 4 (8) 54 (20.9)
23. Adult physical assault 0.000 2 (4) 53 (20.5)
24. Sexual harassment 0.847 3 (6) 17 (6.6)
25. Forced genital touching before age 16 1.000 1 (2) 23 (8.9)
26. Forced genital touching after age 16 1.000 1 (2) 10 (3.9)
27. Forced intercourse before age16 1.000 1 (2) 6 (2.3)
28. Forced intercourse after age16 1.000 1 (2) 9 (3.5)
29. Other 0.730 5 (10) 32 (12.4)
30. Have any of these events happened to someone 0.790 3 (6) 37 (14.3)
*Three week-interval.
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RESULTS

Prevalence of lifetime stressors
For college students, the death of someone close was the most 
commonly endorsed event (48.0%), followed by the sudden 
death of someone close (24.0%), witnessing family violence 
(24.0%), witnessing a serious accident (22.0%), and serious di-
saster (20.0%). For psychiatric patients, witnessing family vio-
lence was most common (42.6%), followed by the sudden 
death of someone (41.9%), death of someone close (40.7%), 
and serious financial problems (38.4%) (Table 2).

Test-retest reliability
The three-week temporal stability of the LSC-R is shown in Ta-
ble 2. The mean value k of 27 items with at least one partici-
pant’s endorsement was 0.651. Twenty-two items had an ac-
ceptable range of к (i.e.,>0.4); however, being in foster care (item 
6), serious financial problems (item 9), serious physical or 
mental illness (item 10), emotional neglect, (item 11), and 
physical assault (item 23) showed Kappa below 0.4 (Table 2).

Internal consistency
Internal consistency of the 30 items of the LSC-R was within ac-
ceptable limit (Cronbach alpha=0.724). 

Convergent validity
The convergent validity of the LSC-R was assessed with correla-
tion with corresponding items on the LEC (Table 3). We recod-
ed some items of the LSC-R into clusters of trauma types be-
cause items on the LEC are more inclusive; sexual trauma in 
the LSC-R (any of No. 25, 26, 27, or 28) was significantly corre-
lated with sexual abuse and unwanted sexual experience; 
physical trauma (any of No. 21, 22, or 23) with physical assault 
and being attacked by a weapon; a serious disaster (No. 1) among 
natural disaster, fire, or explosion with witnessing an accident 
(No. 2) among traffic accidents, other accidents, and toxin ex-
posure; serious accident (No. 3) among traffic accident, other 
accident, and toxin exposure; sudden death of someone close 
(No. 17) with death of a loved one; death of someone close (No. 
18) with the death of someone close.

Concurrent validity
The overall score of LSC-R (total number of traumatic events) 
was significantly correlated with the total score of the LEC 
(r=0.514, p<0.001), depression (r=0.274, p<0.001), anxiety 
(r=0.318, p<0.01), PTSD symptom (r=0.415, p<0.001), symptom 
severity (r=0.376, p<0.001), and economic levels (r=-0.162, 
p<0.05) (Table 4). However, the LSC-R score was not signifi-
cantly correlated with sociodemographic variables, such as 
gender (Spearman’s rho=0.060, p=0.334), age (Spearman’s 
rho=-0.008, p=0.896), and educational level (Spearman’s rho=-
0.059, p=0.349).

Factorial validity
Principal component analysis with a varimax rotation was con-
ducted with 30-items of the LSC-R based on a principle of an 

Table 3. Correlation between Items of the Life Stressor Checklist-Revised (LSCR) and the Life Events Checklist (LEC)

LEC items
 LCSR

Sexual
assault

Sexual 
coercion

Physical 
assault

Attacked 
with 

weapon

Natural 
disaster

Fire or 
explosion

Traffic
accident

Other 
accident

Toxin 
exposure

Witnessing
death

Death 
of loved 

one
Sexual trauma 0.462† 0.313†

Physical trauma 0.435† 0.279†

Disaster (No. 1) 0.506† 0.200* 0.112 0.052 0.092
Witnessing accident 
  (No. 2)

0.123 -0.012 0.233† 0.226† 0.180*

Accident (No. 3) 0.042 -0.021 0.589† 0.272† 0.200*
Sudden death 
  of someone close 
  (No. 17)

0.023 0.375†

Death of someone
  close (No. 18)

-0.011 0.196*

Correlation analysis by Kendall’s tau-b. Sexual trauma: sum of Item 25, 26, 27, and 28 (range=0-4), Physical trauma: sum of Item 21, 22, and 23 (range=0-3).
*Correlation is significant at the 0.05 level (2-tailed), †Correlation is significant at the 0.01 level (2-tailed).

Table 4. Correlation among the Number of Traumatic Events on the 
LSCR and the Scores of Other Scales 

Measures LSCR Anxiety Depression
PTSD 

symptoms
LEC

Anxiety 0.318†

Depression 0.274‡ 0.581‡

PTSD symptoms 0.415‡ 0.506‡ 0.392‡

LEC 0.514‡ 0.142* 0.084 0.308‡

GSI 0.376‡ 0.727‡ 0.405‡ 0.529‡ 0.275‡

LSCR, Life Stressor Checklist-Revised; PTSD, posttraumatic stress disorder; 
LEC, Life Event Checklist; GSI, Global Severity Index.
Correlation coefficient is Spearman’s rho. Anxiety is measured by Zung Self-
Rating Anxiety Scale; Depression by Zung Self-Rating Depression Scale; 
Post-traumatic symptoms by Impact of Events Scale.
*p<0.05, †p<0.01, ‡p<0.001.
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Eigen-value being larger than one. The analysis extracted 11 
factors that explained 64.3% of the total variance. (Table 5): Fac-
tor 1, interpersonal trauma (No. 22, 19, 11, 23, and 24); Factor 2, 
separation (No. 14, 8, and 13); Factor 3, accident or robbery (No. 
3, 2, and 21); Factor 4, child sexual violence (No. 27 and 25); 
Factor 5, loss or familial burden (No. 18, 17, and 16); Factor 6, 

the financial crisis (No. 9, 1, and 10); Factor 7, adult sexual vio-
lence (No. 28 and 26); Factor 8, parental separation (No. 7); Fac-
tor 9, handicap of child and physical neglect (No. 15 and 12); 
Factor 10, learning about the trauma (No. 30); and Factor 11, 
imprisonment (No. 5 and 4). Items 20 (witnessing robber, mug-
ging, or attack) and 29 (other) had cross-loadings.

Table 5. Principal Component Analysis of the Life Stressor Checklist-Revised in outpatients (n=258)

Factor No. Item 1 2 3 4 5 6 7 8 9 10 11
Factor 1, interpersonal trauma

22. Physical abuse 0.754
19. Family violence 0.697
11. Emotional neglect 0.672
23. Phsycial assault 0.605
24. Sexual harassment 0.549

Factor 2, separation
14. Separtion from child 0.786
8. Separation or divorce 0.721

13. Abortion/miscarriage 0.572
Factor 3, accident or robbery

3. Serious accident 0.782
2. Witnessing accident 0.761

21. Robbed or attacked 0.594
Factor 4, child sexual violence

27. Child sexual rape 0.866
25. Child sexual abuse 0.821

Factor 5, loss or burden of family
18. Death of family/friend 0.796
17. Sudden death  0.655
16. Severe handicap 0.620

Factor 6, financial crisis
9. Financial problem 0.681
1. Serious disaster 0.648

10. Sevrious illness 0.568
Factor 7, adult sexual violence

28. Adult rape 0.743
26. Adult sexual abuse 0.723

Factor 8, parental separation
7. Parental separation 0.370 0.513

Factor 9, handicap of child 
  and physical neglect

15. Handicapped child 0.805
12. Physical neglect 0.438 0.579

Factor 10, learning about trauma
30. Learning about trauma 0.838

Factor 11, imprisonment
5. Personal 0.732
4. Family member 0.355 0.645

20. Witnessed robbery 0.463 0.390
29. Other 0.454 0.482
Eigen values 3.98 2.52 1.98 1.77 1.66 1.44 1.37 1.26 1.23 1.08 1.02
% of variance 13.26 8.41 6.61 5.90 5.53 4.78 4.55 4.21 4.11 3.60 3.40
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DISCUSSION

In this study, the Korean version of the LSC-R showed sound 
psychometric properties among outpatients with anxiety or de-
pressive disorders. To our knowledge, this study is the first to ex-
amine the factor structure of the LSC-R. We extracted 11 factors 
representing trauma types, time of experience (child vs. adult-
hood), and mode of exposure. It is interesting to note that Fac-
tor 1 included five diverse types of interpersonal trauma: child 
physical abuse, witnessing family violence, emotional neglect, 
adult physical assault, and sexual harassment.

This cluster demonstrated the textbook repetition of interper-
sonal violence throughout the lifespan, recently known as cu-
mulative abuse or polyvictimization.35 It is interesting to note 
that sexual harassment clustered within this category of physi-
cal and emotional violence rather than child or adult sexual vi-
olence. One study of African American female veterans identi-
fied a cluster of women whose experience of sexual harassment 
was more strongly associated with intimate partner violence 
than sexual violence.36 In fact, the percentage of women be-
longing to this category was higher than those who had experi-
enced sexual revictimization (26% vs. 22%). In addition, in a 
study of male and female US veterans, sexual harassment was 
associated with all types of childhood abuse: sexual, physical, 
and emotional abuse.37 Our finding also supported the impor-
tance of comprehensive lifetime trauma assessment in multiple 
forms.

Factor 6, financial crisis, involved serious financial problems, 
serious disaster, and serious physical or mental illness. It is like-
ly that injury/illness and loss of job/personal properties from 
serious disasters caused by an economic crisis. Financial dis-
tress is the most notable post-disaster stressor among older 
adults after a natural disaster.38

Second, the three-week test-retest reliability for individual 
items was adequate (к>0.4) except for four items. The four 
items of the original version also showed poor temporal stabili-
ty although items were different from ours. Three of four items 
were non-traumatic stressors, in part supporting a previous 
study’s finding that more emotional events have higher tempo-
ral stability.39 Further, despite the longer interval of retest in the 
present study than in the original study (three weeks vs. one 
week), mean kappa was higher in our findings (0.65 vs. 0.59). It 
has to be considered that our test-retest sample consisted of 
younger college students, while the original study involved a 
clinical population with dual diagnoses.26

A Cronbach alpha of 0.724 was acceptable but lower than 
usually expected for a psychological instrument. This is proba-
bly due to the dichotomous response set of the scale itself. For 
example, the internal consistency of the LEC was 0.67 lower 
than that of this study.27 The Korean version of the LSC-R corre-
lated well with individual items of the LEC, the only validated 
measure for PTE in the Korean language. Concurrent validity 
was demonstrated with correlations with theoretically associat-

ed common symptoms of traumatic reaction including PTSD, 
depression, and anxiety.2

The limitation of this study should be noted. First, the LEC 
used for concurrent validity has only 17 items and we were not 
able to test each item of the LSC-R. Because the LEC covers 
DSM-IV traumatic events, the remaining untested items are 
traumatic events that cannot be defined by the DSM and non-
traumatic stressors. Second, the Korean version in this study 
did not undergo a back-translation process. However, the LSC-
R contains behavior-specific items with factual content and 
thus, the space for error in translation will be narrower than 
those questionnaires inquiring about symptoms or psychologi-
cal reactions. In addition, there is also research supporting the 
skipping of reverse translation because it is not related to the 
quality of translated scales.40 Third, test-retest reliability was 
tested with non-clinical population.

Despite these limitations, this study demonstrated accept-
able reliability and good validity of the Korean version of the 
LSC-R, supporting its use in filtering out PTE among a Korean 
speaking clinical population. Future research is needed to test 
the reliability and validity of the scale for the general popula-
tion. Our results also support the need to assess the multiple 
traumatic and stressful experiences that occur across the pa-
tient’s lifespan, especially in regard to those events of an inter-
personal nature.
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