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ObjectiveaaExperiencing traumatic events in childhood is related to various psychiatric problems in adulthood, and a comprehensive 
tool for measuring childhood trauma is necessary in this field. This study aimed to examine the psychometric properties, and factor 
structure of the Korean version of the Early Trauma Inventory Self Report-Short Form (ETISR-SF). ETISR-SF measures the childhood 
trauma, including physical, and emotional sexual abuse, as well as general traumas.
MethodsaaA clinical and nonclinical samples comprising of 97 subjects from a local community, and 207 patients with the ETISR-SF, 
were assessed. Other tools, including the Childhood Trauma Questionnaire-Short Form (CTQ-SF), the Beck Depression Inventory 
(BDI), and the Beck Anxiety Inventory (BAI) were used to assess clinical symptoms. Additional data from 69 college students was used 
to examine the test-retest reliability.
ResultsaaThe original four-factor model was supported by the confirmatory factor analysis scale [χ2 (351, n=304)=3374.025, p<0.001, 
TLI=0.969, CFI=0.972, RMSEA=0.030]. The ETISR-SF was found to be a reliable instrument (Cronbach’s α=0.869). Comparison of the 
ETISR-SF scores discriminated the clinical group from that of the control group. The measure showed good convergent and divergent 
validity, in that the scores were correlated higher with the scores on the CTQ-SF (0.691) than with the scores on the BDI or BAI (0.424, 
0.397 respectively). The ETISR-SF was found to be temporally stable, showing the moderate to high correlation (0.844).
ConclusionaaThese findings suggest that the Korean version of the ETISR-SF appears to be a reliable and valid instrument for the mea-
surement of reported childhood trauma. Psychiatry Investig 2012;9:229-235
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INTRODUCTION

Childhood Trauma is defined as an adverse early life expe-
rience, including physical, emotional, sexual abuse and gen-
eral traumatic experience.1 Experiencing childhood trauma is 
associated with difficulties, such as depression, anxiety, sub-
stance abuse, and even suicide, in adolescence, young adult-
hood or later life.2 Early studies on childhood trauma focused 
on sexual abuse and its consequences, which include inter-
personal conflicts or Borderline Personality Disorder.3 Yet, 

other forms of abuse are also important in understanding the 
mental health. Physical abuse has effect on many areas from 
psychological adjustment in everyday life to suicidal behav-
iors.4 In a recent study, emotional neglect was also related to 
suicidal ideation and suicidal behaviors.5 In addition to abuse, 
general trauma, such as natural disaster or family bereave-
ment, can also be a cause of posttraumatic stress disorder 
(PTSD) or depression.6 In spite of the significance of trauma, 
recalling traumatic events without specific forms of question-
naires could limits the range of traumatic events.7 For this 
reason, a structured and comprehensive tool for measuring 
traumatic events is needed to understand patients’ symptoms 
better.8

There are a number of instruments that assess the child-
hood trauma, with each of these measuring somewhat differ-
ent dimensions with a wide range of psychometric properties. 
Some are clinician-administered assessments, while others 
are self-administered reports.9,10 Some focus on the limited 
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dimensions of trauma, such as sexual abuse, whereas, others 
include a wide range of abuse, but not general trauma.11 As 
mentioned above, a wide range of traumatic events influence 
individual’s clinical symptoms, and in this matter, a compre-
hensive measurement can be useful in this field.

The Early Trauma Inventory (ETI), one of the trauma mea-
surements, is a semi-structured interview, which assesses the 
four domains of physical, emotional, sexual abuse, and gener-
al traumatic experience, and then addresses the most serious 
trauma in an additional question.1 For each item of the ETI, 
an interviewer has to assess the frequency of abuse/trauma by 
the developmental stage, the onset and termination of abuse/
trauma, and the perpetrator/cause of the abuse/trauma. The 
ETI is a comprehensive assessment tool that has good psy-
chometric properties. However there are some limitations to 
the ETI: 1) It takes an hour, 2) responders could avoid report-
ing their experience face to face, and 3) trained staffs are need-
ed to administer it. Due to these limitations, a self-report ver-
sion of the ETI was developed, and then a shortened version 
of the ETI-SR was also introduced.12 The Early Trauma In-
ventory Self Report-Short Form (ETISR-SF) consists of 27 
items in the four domains of physical, emotional, and sexual 
abuse, as well as general trauma. It categorically assesses the 
existence of these events before age 18. 

To date, there have been no studies validating this scale 
with the Korean samples. It is necessary to comprehensively 
assess the personal traumatic events in both the clinical set-
ting and in research. Therefore, in the present study, we pri-
marily examined the psychometric properties and factor 
structures of the Korean version of the ETISR-SF, using a 
community sample and a clinical sample. 

METHODS

Participants
The participants consisted of 97 people without any psychi-

atric history, and 207 out-patients who visited the Depression 
Center. They were enrolled in the Depression Center Re-
search Project, and have been interviewed by trained clinical 
psychologists. They completed a 30-minute self report. Addi-
tionally, the data from 69 college students were collected to 
examine the test-retest reliability. 

The community sample consisted of 97 people (30 males, 
67 females) who enrolled in the study through advertise-
ments. The age of the participants was between 19 and 66 
years (M=44.05, SD=12.85). For males, the mean age was 
41.50 (SD=12.33), and for females, it was 42.30 (SD=13.15). 
Age difference by gender was not significant. 

The clinical sample consisted of 207 patients (61 males, 146 
females), who were recruited from the out-patients of the De-

pression Center of the Samsung Medical Center in Seoul, Ko-
rea. Data from patients above age 18 were collected because 
the ETISR-SF assesses traumatic events that occurred before 
18. The age of the participants was between 19 and 65 years 
(M=45.10, SD=13.24). For males, the mean age was 41.43 
(SD=14.76), and for females, the mean age was 46.64 (SD= 
12.29). Age difference by gender was significant (p<0.05). 
Among the clinical sample, 121 (58.5%) participants were 
primarily diagnosed with major depressive disorder, 17 
(8.2%) with depressive disorder not otherwise specified, and 
6 (2.9%) with dysthymic disorder. Twelve (5.7%) participants 
had bipolar disorder, most recent episode depressed, and 33 
(16%) were diagnosed as having anxiety disorders. Seven 
(3.4%) participants had adjustment disorder and the remain-
der included 4 patients with Undifferentiated Somatoform 
Disorder, 2 with alcohol problems and 1 with an eating dis-
order. The remaining 4 participants were only given second-
ary diagnoses, two of which were major depressive disorder, 
one bipolar disorder not otherwise specified, and the other 
bipolar II disorder. Secondary comorbid diagnoses included 
depressive (7%), anxiety (13%), alcohol (2%), and eating (2%) 
disorders. Among the additional data from 69 college stu-
dents (21 males, 48 females), the age range of the students 
was between 19 and 29 years (M=21.59, SD=0.464). 

Measures

The Early Trauma Inventory Self Report-Short Form12

The ETISR-SF is a 27-item questionnaire, used for the as-
sessment of physical, emotional, and sexual abuse, as well as 
general traumatic experience that may have occurred before 
the age 18. Each of the items is answered ‘yes’ (coded as 1) or 
‘no’ (coded as 0). There are an additional three items, which 
are at the end of the questionnaire. One of these asks the sub-
jects to choose the one event that had the greatest impact on 
his or her life, and the other two items measure the subse-
quent reactions, i.e. fear or depersonalization. The research 
team of a previous study initially translated the ETISR-SF into 
Korean by the original authors’ permission, and through the 
back-translation, any ambiguous or mistranslated words were 
modified by a bilingual expert in the medical research area.5

Childhood Trauma Questionnaire-Short Form13

The CTQ-SF is a 28-item retrospective self-report ques-
tionnaire with strong psychometric properties for community 
and treatment samples. It is widely used because it focuses on 
well-known childhood abuses and neglect. It assesses five di-
mensions of childhood maltreatment: physical abuse, emo-
tional abuse, sexual abuse, physical neglect, and emotional 
neglect. Item response categories are scored from 1 to 5 (never 
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true, rarely true, sometimes true, often true, very often true). 
We used a Korean version of the CTQ-SF.14 The internal con-
sistency of the Korean version of the CTQ-SF was 0.79 and 
the test-retest reliability was 0.47 to 0.89, among the sub-fac-
tors, which were a little bit lower than the test-retest reliability 
of the original version (0.79-0.81).13

Beck Depression Inventory15

The BDI is a 21-item questionnaire designed to assess the 
degree of depressive symptoms present over a 1-week period. 
We used a Korean version of the BDI.16

Beck Anxiety Inventory17

The BAI is a 21-item instrument to measure the severity of 
anxiety symptoms. Each item is rated on a four-point Likert-
type scale, ranging from 0 (not at all) to 3 (almost always). We 
used a Korean version of the BAI.18

Procedure
The ETISR-SF was administered to 97 healthy controls and 

207 out-patients, all of whom gave informed consent. To ex-
amine the convergent and divergent validity of the ETISR-SF, 
all participants also completed the CTQ, BDI and BAI. Psy-
chiatric diagnoses were based on the full version of Mini-In-
ternational Neuropsychiatric Interview (MINI), for the pur-
pose of establishing a Diagnostic and Statistical Manual of 
Mental Disorders 4th edition (DSM-IV) diagnosis.19,20 The 
study was approved by the Institutional Review board of the 
Samsung Medical Center. 

Additionally, the ETISR-SF was administered to 69 college 
students to examine the test-retest reliability. The students 
also gave their informed consent. The test-retest interval was 
three weeks.

Statistical analyses
Confirmatory factor analyses (CFA) were conducted with 

Mplus 6. We used the weighted least-square with the mean 
and variance (WLSMV) correction estimation method, which 
is appropriate for the binary data. To evaluate the goodness-
of-fit of the CFA models, we selected multiple indices, includ-
ing the Tucker-Lewis index (TLI),21 the comparative fit index 
(CFI),22 and the root mean square error of approximation 
(RMSEA).23 TLI and CFI values close to 0.95 indicate a good 
fit,24 and RMSEA values of less than 0.05 indicate a good fit, 
with values between 0.05 and 0.08 indicating a reasonable 
fit.25 To test the internal consistency, Cronbach’s alphas were 
calculated, and in order to examine the group differences, t-
test was used. To examine the convergent and divergent valid-
ity of ETISR-SF, we calculated Pearson correlations with sev-
eral measures, including CTQ-SF, BDI, and BAI. We used 

SPSS 17.0 to analyze the descriptive statistics, internal consis-
tency, test-retest reliability, and validity.

RESULTS

Factor structure
To test the stability of the factor structures of the ETISR-SF 

with a Korean sample, we conducted CFA on the whole data, 
including a community sample, to generalize the results. As a 
result, the goodness-of-fit indices for the Korean version of 
the ETISR-SF indicated that the data fitted well to the four-
factor structure model of the original scale [χ2 (351, n= 
304)=3374.025, p<0.001, TLI=0.969, CFI=0.972, RMSEA= 

Table 1. Factor loadings and squared multiple correlations from 
confirmatory factor analysis (N=304)

Factor 1: 
general 
trauma

Factor 2: 
physical 

abuse

Factor 3: 
emotional 

abuse

Factor 4: 
sexual 
abuse

1 0.375
2 0.727
3 0.595
4 0.464
5 0.627
6 0.322
7 0.532
8 0.922
9 0.566

10 0.526
11 0.568
12 0.868
13 0.507
14 0.890
15 0.871
16 0.828
17 0.875
18 0.917
19 0.906
20 0.914
21 0.845
22 0.890
23 0.914
24 0.885
25 0.800
26 0.987
27 0.767

The weighted least-square with mean and variance (WLSMV) cor-
rection estimation method was used
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0.030]. Table 1 presents the factor loadings for each item. 

Descriptive statistics, internal consistency, and 
test-retest reliability 

Table 2 presents the frequency of each traumatic event, 
item-total correlation, Cronbach’s alphas (minus item), and 
correlations with CTQ total. The most terrifying event ques-
tion results are shown in Table 2. Participants reported that 

the most significant event was on the physical abuse subscale: 
their being ‘slapped in the face’. The ‘parents failed to under-
stand your needs’ item in the emotional abuse subscale, and 
the ‘serious injury/illness of parent’ in the general trauma sub-
scale were recorded, as the second and third most terrifying 
events. Table 3 shows the group differences in each domain 
and total scores. Compared with the community sample, the 
clinical sample scored higher on the ETISR-SF total and its 

Table 2. Frequency of endorsement and item-total correlations of items on ETISR-SF (N=304)

Item Frequency Q1
Item-total 
correlation

α
(minus item)

CTQ total
correlation

General trauma
T1. Natural disaster 9.2% (28) 2.6% (8) 0.237 0.870 0.113
T2. Serious accident 13.8% (42) 3.9% (12) 0.494 0.864 0.183
T3. Serious personal injury 21.7% (66) 3.6% (11) 0.444 0.866 0.198
T4. Serious injury/illness of parent 20.4% (62) 6.6% (20) 0.355 0.869 0.190
T5. Separation of parents 9.9% (30) 3.9% (12) 0.400 0.866 0.313
T6. Serious illness/injury of sibling 10.5% (32) 4.3% (13) 0.224 0.870 0.055*
T7. Serious injury of friend 13.2% (40) 2.3% (7) 0.363 0.867 0.217
T8. Witnessing violence 29.3% (89) 5.3% (16) 0.663 0.858 0.454
T9. Family mental illness 10.2% (31) 2.6% (8) 0.367 0.867 0.318
T10. Alcoholic parents 10.2% (31) 2.3% (7) 0.314 0.868 0.364
T11. Seeing someone murdered 0.7% (2) - 0.225 0.869 0.200

Physical abuse
P1. Slapped in the face 41.8% (127) 7.6% (23) 0.628 0.860 0.391
P2. Burned with cigarette 14.1% (43) 1.6% (5) 0.393 0.867 0.225
P3. Punched or kicked 34.5% (105) 4.3% (14) 0.651 0.859 0.409
P4. Hit with thrown object 20.7% (63) 0.7% (2) 0.647 0.859 0.416
P5. Pushed or shoved 25.3% (77) 0.3% (1) 0.622 0.860 0.367

Emotional abuse
E1. Often put down or ridiculed 17.8% (54) 0.7% (2) 0.637 0.859 0.441
E2.  Often ignored or made to feel you  

 didn’t count
30.3% (92) 6.3% (19) 0.645 0.859 0.468

E3. Often told you are no good 14.5% (44) 1.3% (4) 0.561 0.862 0.524
E4.  Most of the time treated in cold or  

 uncaring way
26.3% (80) 5.9% (18) 0.675 0.857 0.626

E5. Parents fail to understand your needs 36.5% (111) 6.9% (21) 0.623 0.860 0.496
Sexual abuse

S1.  Touched in intimate parts in way that  
 was uncomfortable

11.5% (35) 2.3% (7) 0.464 0.864 0.334

S2. Someone rubbing genitals against you 7.9% (24) 0.3% (1) 0.449 0.865 0.304
S3. Forced to touch intimate parts 3.0% (9) - 0.367 0.867 0.251
S4. Someone had genital sex against your will 5.6% (17) 1.0% (3) 0.392 0.866 0.305
S5. Forced to perform oral sex 1.6% (5) - 0.300 0.868 0.344
S6. Forced to kiss someone in sexual way 3.3% (10) - 0.359 0.867 0.300

Q1 is an additional question which asks to choose the most terrifying event. *the correlation coefficients are not significant at p<0.05 (two-
tailed). ETISR-SF: the Early Trauma Inventory Self Report-Short Form, CTQ: Childhood Trauma Questionnaire-Short Form
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subscales [for the total scale, t (304)=5.81; for the subscales, t-
range=2.70-5.43, all ps<0.05, two-tailed].

Additionally, the coefficient alpha for the entire scale was 
high (0.869), and the alphas of the subscales were adequate to 
high (0.667 to 0.832). We also calculated Pearson correlations 
among the subscales of the ETISR-SF for each group. As pre-
sented in Table 4, the correlations between the ETISR-SF total 
and its subscales were moderate to high. 

The ETISR-SF total and its subscales demonstrated high 
test-retest reliabilities over a three week period. All subscales 
were temporarily stable.

Convergent and divergent validity
To examine the convergent and divergent validity of the 

ETISR-SF, we calculated Pearson correlations with several 
measures, including CTQ-SF, BDI, and BAI. As shown in Ta-
ble 5, there was a strong correlation between the ETISR-SF 

total and the CTQ-SF total. In addition, the physical, emo-
tional and sexual abuse subscales of the ETISR-SF showed the 
highest correlations with the physical, emotional, sexual 
abuse subscales of the CTQ-SF, respectively, indicating that 
the ETISR-SF total and its subscales have a good convergent 
validity. The correlation between ETISR-SF and the BDI was 
lower than the correlation between ETISR-SF and CTQ-SF, 
and the correlation with the BAI showed similar results, 
which suggest that the divergent validity of the ETISR-SF is 
good. 

DISCUSSION

The study aimed to examine the factor structure and the 
psychometric properties of the Korean version of the ETISR-
SF in nonclinical and clinical samples. Our findings show that 
the Korean version of the ETISR-SF is a reliable, and is a valid 

Table 3. Mean differences of ETISR-SF scores between clinical sample and non-clinical sample

Clinical sample (N=207)
mean (SD)

Non-clinical sample (N=97)
mean (SD)

t

General trauma 1.79 (1.90) 0.86 (1.26) 4.405*
Physical abuse 1.63 (1.64) 0.80 (1.17) 4.437*
Emotional abuse 1.59 (1.77) 0.54 (1.04) 5.431*
Sexual abuse 0.42 (0.99) 0.13 (0.49) 2.703*
Total score 5.43 (4.87) 2.33 (2.82) 5.813*

Independent sample t-test was used. *p<0.05. ETISR-SF: the Early Trauma Inventory Self Report-Short Form

Table 4. Inter factor correlations* and test-retest reliabilities

1 2 3 4 Test-retest reliability†

ETISR-SF total 0.793 (0.782) 0.830 (0.826) 0.810 (0.794) 0.603 (0.635) 0.844
General trauma 0.820
Physical abuse 0.496 (0.478) 0.766
Emotional abuse 0.417 (0.379) 0.642 (0.628) 0.837
Sexual abuse 0.439 (0.463) 0.336 (0.369) 0.351 (0.352) 0.825

N=304 (whole sample). Parenthesized values are factor loadings and squared multiple correlations from the clinical sample (N=207). *Pear-
son correlations were calculated, †N=69 (college students); the test-retest interval was three weeks. ETISR-SF: the Early Trauma Inventory Self 
Report-Short Form

Table 5. Convergent and divergent validity

CTQ-SF Depression Anxiety
Total Emotional abuse Physical abuse Sexual abuse BDI BAI

ETISR-SF total 0.691 0.637 0.629 0.588 0.424 0.397
General trauma 0.490 0.406 0.442 0.483 0.333 0.304
Physical abuse 0.512 0.503 0.545 0.393 0.336 0.327
Emotional abuse 0.658 0.648 0.550 0.345 0.377 0.347
Sexual abuse 0.459 0.385 0.379 0.744 0.229 0.222

N=304 (whole sample). All correlations were significant at p<0.01 (two-tailed). Bold values indicate correlations with the corresponding sub-
scales. Pearson correlations were calculated. ETISR-SF: the Early Trauma Inventory Self Report-Short Form, CTQ-SF: Childhood Trauma 
Questionnaire-Short Form, BDI: Beck Depression Inventory, BAI: Beck Anxiety Inventory
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instrument for the evaluation of childhood physical, emo-
tional, sexual abuse, as well as general traumas. 

Confirmatory factor analysis, using a whole sample, show-
ed that our data fit well to the four-factor model originally 
suggested. The ETISR-SF showed high levels of internal con-
sistency within each domain. Most items were significantly 
correlated with the CTQ-SF total score, and each domain of 
EITSR-SF showed the highest correlation with the related tr-
auma domain of CTQ-SF, demonstrating the convergent va-
lidity of the measure. The relatively higher correlation be-
tween the physical domain and the emotional domain can be 
understood by the fact that these two kinds of abuse tend to 
occur simultaneously.26,27

The test-retest reliability of the Korean version of the 
ETISR-SF was slightly lower than that reported using the cli-
nician-administered ETI in the previous study of which the 
test-retest reliability was 0.91.1 In the previous study, however, 
the test-retest reliability of the general trauma factor (r=0.51) 
was lower than the other factors (r-range=0.97-0.99), showing 
that recalling the general trauma was relatively unstable. In 
our study, all subscales were temporarily stable. 

The ETISR-SF has shown relatively lower correlations with 
the measurement of depression and anxiety than with the 
CTQ-SF, which suggests that the instrument measures per-
ceived traumatic experience, rather than assessing the clinical 
symptoms. However the correlations with depression or anxi-
ety were still significant, which indicates the relationship be-
tween early trauma and clinical mood symptoms in adult-
hood. In fact, perceived early traumas were found to be signi-
ficantly associated with individual’s mood symptoms in the 
previous study.5

It is well-known that people with many psychiatric prob-
lems, not just with PTSD, tend to report more traumatic eve-
nts in their early lives.28 In the present study, the clinical sam-
ple scored significantly higher than that of the community 
sample, in each domain. The same aspect was presented in 
the original ETISR, in which the depression group scored ap-
proximately twice as much as the healthy subjects. In the ori-
ginal study, the score was doubled in the PTSD and border-
line personality disorder groups, compared with that of the 
Depression group.1 When additionally analyzing the group 
difference between the normal control and the depression 
groups, total scores of the depression group were approxi-
mately twice as the scores of the normal control, which seems 
similar to the original group difference.

The participants in the study were drawn from a clinical 
setting that is specialized in depression. The data, therefore, 
mainly included people with depression and anxiety, and 
there were no PTSD patients in our study, which could be a 
major limitation. However, a simple comparison between the 

clinical and community groups does have some implication, 
in terms of highlighting the importance of understanding the 
childhood trauma. The second limitation of the study is that 
the test-retest reliability, which was measured only among the 
college students. The lack of test-retest reliability between 
mood episode and remission period in the clinical sample is 
another limitation because recalling early trauma can be af-
fected by mood symptoms not just by memory itself. Lastly, 
the limitation of a cross-sectional study should be noted. The 
traumatic events reported by patients are perceived events, 
rather than facts. Future studies should include various clini-
cal groups and assess the groups’ differences. The prospective 
studies need to be performed to measure the actual traumatic 
events, and not just the perceived ones. Test-retest also needs 
to be measured among clinical samples, with or without 
mood symptoms, as to assess the effect of mood on the trau-
matic memory recall. 
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