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SUMMARY
Objectives
The purpose of this article is to provide an overview of the studies conducted using the 
Trauma and Loss Spectrum-Self Report (TALS-SR) since its validation, also summarizing the 
structure of this psychometric instrument and the underlying dimensional approach. 

Methods
In this article we revise the results obtained across several studies in which the TALS-SR 
has been used. The Trauma and Loss Spectrum (TALS), also known as post-traumatic stress 
spectrum, was developed in the framework of the Spectrum Project, an Italy-USA research 
collaboration project aimed at developing and validating tools designed to assess the spec-
trum of clinical manifestations related to DSM mental disorders. It represents a multidimen-
sional approach to Post-Traumatic Stress Disorder and includes: potentially traumatic and/
or loss events to which one can be exposed across his/her lifetime; a spectrum of acute 
peri-traumatic reactions; a broad range of post-traumatic stress and/or Complicated Grief 
(CG) spectrum symptoms. Both a clinical interview and self-report instrument were devel-
oped, namely the: Structured Clinical Interview for Trauma and Loss Spectrum (SCI-TALS), 
and Trauma and Loss Spectrum-Self Report (TALS-SR). Both instruments consist of 116 
items, coded dichotomously (yes/no) and grouped in 9 domains. Two out of nine domains ex-
plore symptoms related to the pathologic grief reactions related to the loss of a loved one, al-
so named as CG or Persistent Complex Bereavement Disorder (PCBD), this latter to date first 
included in the DSM-5, in the Section III of disorders that deserve further clinical attention. 

Results
The instruments were validated and adopted in clinical samples, such as patients with PTSD, 
CG, affected by medical conditions (such as fibromyalgia), caregivers of children with chronic 
illnesses, Emergency Unit personell, as well as in general population samples (e.g. survi-
vors to the April 2009 L’Aquila earthquake) and healthy controls. Studies comparing full 
and partial symptomatological PTSD, in accordance to either the DSM-IV or DSM-5 criteria, 
were also possible, due to the wide spectrum of trauma related sympotms encompassed by 
the TALS, including the DSM-5 ones. Furthermore, the relationships between post-traumatic 
stress spectrum and other psychopathological dimensions, such as mood, eating and adult 
subthreshold autism spectrum, were explored.

Conclusions
The use of the TALS-SR allows a valid exploration of the trauma and loss spectrum, in itself 
and in relation to other psychopathological dimensions. Moreover, it represents a valuable 
tool in clinical practice, for the diagnosis and management of PTSD.
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Introduction
Trauma related and post-traumatic stress syndromes 
have been subject of increasing attention in psychiatric 
research in most recent decades. Although introduced 
in modern psychiatric nosography with the publica-
tion of DSM-III, nosographic autonomy with respect to 
anxiety disorders was recognized only in the recently 
published DSM-5 where it was defined in a separate 
chapter (Trauma and Stress Related Disorders) along 
with: Reactive Attachment Disorder, Disinhibited Social 
Engagement Disorder, Acute Stress Disorder, Adjust-
ment Disorder, Trauma-or-Stressor-Related Disorder Not 
Elsewhere Classified.
PTSD was, in effect, introduced in the DSM-III on the 
impulse of the evidence of substantial psychopathologi-
cal conditions reported by Vietnam war veterans. Since 
then, clinical and neurobiological research has shown a 
growing interest in these topics: this has led to demon-
strate increasing prevalence rates, at present at around 
12% in the civilian populations of Western countries, 
therefore not directly exposed to war events 1,2. Indeed, 
although PTSD was initially investigated mainly in mili-
tary contexts, over the years other particular popula-
tion subgroups have been taken into account – such as 
rape victims, survivors of terrorist attacks, first of all the 
one in N.Y. (USA) on 11th September 2001, or natural 
catastrophes - reporting a progressive increase in the 
prevalence of the disorder with a close relationship also 
to the changes of the diagnostic criteria through the 
various editions of the DSM. Major changes in PTSD di-
agnostic criteria were in fact acknowledjed in the latest 
version of the DSM that included: changes in the defini-
tion of the trauma; a broadening of the three symptoma-
tological cluster criteria, defined in the DSM-IV-TR, into 
a four-criteria structure; and the introduction of three 
new symptoms.
The last decades have been characterized by the de-
bate about the opportunity to adopt a broadening or nar-
rowing approach both to the definition of the trauma and 
related post-traumatic stress symptoms. In the frame-
work of the international joint research project named 
Spectrum Project, the Trauma and Loss Spectrum was 
developed 3,4, taking into account both the evidence of 
the importance of partial and/or sub-threshold PTSD 
“subthreshold” or “subsyndromal” 5,6 and the potentially 
debilitating impact of various traumatic and loss events, 
including those which, being less extreme, do not meet 
criterion A of the DSM. This is consistent with the aim of 
the spectrum approach, which places atypical and sub-
threshold forms along a continuum, from stable person-
ality traits up to the full-blown disorder identified by DSM 
criteria. Therefore, the Trauma and Loss Spectrum3,4,7 

adopts a multidimensional approach which considers 
the dimension of potentially traumatic events, includ-

ing the so-called “low magnitude” events (e.g., minor 
severity) and loss events, the features of acute or peri-
traumatic stress reaction and a wide range of post-trau-
matic symptoms, including the so-called maladaptive 
behaviors. This approach has been succesfully applied 
to a wide range of mental illnesses, such as Anxiety and 
Mood Disorders and, more recently, to Autism Spectrum 
Disorders. It is of interest how the simultaneous use of 
specifically developed psychometric tools (available at 
www.spectrum-project.org) makes it possible to ana-
lyse the relationships between these dimensions. 

The Structured Clinical Interview for the 
Trauma and Loss Spectrum (SCI-TALS) and 
the Trauma and Loss Spectrum-Self Report 
(TALS-SR) 
The Structured Clinical Interview for the Trauma and 
Loss Spectrum (SCI-TALS) and its related question-
naire (Trauma and Loss Spectrum-Self Report, TALS-
SR) were developed to investigate the post-traumatic 
stress spectrum4. The SCI-TALS and TALS-SR are both 
made up of 116 items with a dichotomous answer (yes/
no) investigating, on one hand, the exposure to a se-
ries of potentially traumatic and / or loss events to which 
a subject may have been exposed throughout his/
her lifespan and, on the other hand, the spectrum of 
trauma and loss related symptoms, including maladap-
tive behaviors and personological features which may 
constitute manifestations and/or risk factors of a related 
stress syndrome. The items of SCI-TALS and TALS-SR 
are grouped into nine domains which are listed below: 
1. loss events (items 1-10);
2. grief reactions (items 11-37);
3. potentially traumatic events (items 38-58);
4. reactions to losses or upsettings events (items 59-76);
5. re-experiencing (items 77-85);
6. avoidance & numbing (items 86-96);
7. maladaptive coping (items 97-104);
8. arousal (items 105-109);
9. personal characteristics/risk factors (items 110-116).
In the validation study excellent validity and reliability of 
the SCI-TALS were demonstrated 3. The domain scores 
resulted significantly higher in patients with PTSD or 
CG than in healthy control subjects. High correlations 
emerged between the specific SCI-TALS domains and 
the corresponding scores on validated scales of similar 
constructs. Participants in the validation study reporting 
loss events and mourning symptoms had similar scores 
in all instruments except those with CGs, who had 
significantly higher scores in Domain II. A substantial 
consistency between SCI-TALS and TALS-SR was also 
demonstrated, confirming the reliability of this latter. The 
intra-class correlation coefficients of SCI-TALS, which 
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is administered by the clinician in the form of an inter-
view, and TALS-SR, which patients fill in autonomously, 
ranged between 0.934 and 0.994, always exceeding 
the threshold of 0.90; in addition, TALS-SR has the ad-
vantage of a shorter time in administration (about 20-30 
minutes) compared to the structured clinical interview. 
Similarly to the other spectrum instruments, both SCI-
TALS and TALS-SR cannot be taken to substitute the 
Structured Clinical Interview (DSM-IV Axis-I disorders, 
SCID I/P), since they do not investigate the duration and 
severity of the symptomatology, which must be taken 
into account in order to diagnose PTSD in accordance 
to the DSM criteria. On the contrary, they are proposed 
as tools supporting the SCID in order to detect not only 
the full-blown disorder but also the sub-threshold symp-
toms and any atypical manifestations that, considered 
all-togheter, constitute the specifical clinical phenotype 
of each patient- which SCID fails to grasp due to its 
strictly categorical nature 3,4.

The concepts of trauma and traumatic loss 
For what concerns the traumatic experiences and loss 
events, the TALS-SR and SCI-TALS, consistently with 
the aim of the aformentioned dimensional approach, 
investigate a broad spectrum of traumatic (Domain III) 
and loss events (Domain I). In doing so, these instru-
ments encompass a wide and heterogenous spectrum 
of life-events, ranging from the death of a loved one to 
the end of a meaningful relationship, to the loss of refer-
ence figures in childhood or adolescence, to unwanted 
changes in economic or social status, or of physical in-
tegrity. In addition, the TALS-SR explores a new concept 
of trauma, including also the so named “low magnitude 
events” (Domain III) that have been cut-off, ignored or 
marginalised by the narrowing DSM 5 approach.
The Domain II explores the symptoms related to pos-
sible exposure to one or more of the loss events listed in 
Domain I. Typical, atypical or sub-threshold symptoms 
are reported in this domain, namely those which are rel-
evant to the diagnosis of complicated or traumatic grief, 
recently introduced under the name of Persistent Com-
plex Bereavement Disorder (PCBD) in the third section 
of the DSM-5, namely disorders that deserve further 
clinical attention 8,9. The post-traumatic stress spectrum 
also includes a possible reaction by CG that may oc-
cur in the aftermath of a loss event. As a matter of fact, 
in the last decades several studies have been devel-
oped with the aim to validate the nosographic auton-
omy of pathological grief reactions. These conditions, 
once also called traumatic grief (Traumatic Grief, TG) 
or Prolonged Grief Disorder (PGD), have been shown to 
be associated with a significant and persistent impair-
ment of social and working functioning, as well as with 
a high suicidal risk 10-14. Hence, a number of clinical and 

neurobiological evidence emerged in the last decade, 
leading researchers to introduce in the DSM-5 for the 
first time the diagnosis of PCBD (Post-traumatic and 
dissociative disorders sub-group). The proposed di-
agnostic criteria include symptoms such as: the desire 
and the search for the loved one; the need to remember 
her and/or spend time with the objects that belonged to 
her or are associated to her; frequent, intense feelings 
of guilt and sadness related to the loss; recurring in-
trusive and/or unpleasant images; avoidance of stimuli 
that recall loss and the inability to adapt to it (difficulty 
accepting death, guilt or remorse, feeling that life no 
longer has a purpose and functional impediment). In 
accordance to the concept of spectrum, the TALS Do-
main II explores these symptoms together with seven 
additional items (experiencing pleasure or satisfaction 
in taking care of people”; “Feel the need to take care of 
others”; “Having difficulty asking for help”; “Create very 
close ties with people and things”; “Having the feeling 
of not being able to live without loved ones”) investi-
gating the attachment style of the bereaved subjects, 
which is hypotesized as a potential risk factor for PCBD 
development. The administration of the TALS-SR to a 
large sample from the general population of L’Aquila 
allowed us to analyze the relationship between PCBD 
and PTSD, the results enlighted the substantial impact 
of grieving on post-traumatic symptoms burden, as well 
as on PTSD development 15,8. 
Domain III enlists the potentially traumatic events to 
which the subject may have been exposed throughout 
her life. It includes both the traumas acknowledged by 
either the DSM-5 and DSM-IV-TR (e.g., natural disas-
ters, sexual abuse, serious accidents, repeated expo-
sure to creepy details due to employment) and a se-
ries of so-called low-magnitude events which, though 
not being considered in the DSM to have such features 
as to be able to fulfill criterion A, have been related by 
some authors to the development of post-traumatic 
stress symptoms (e.g., failures in the school or work 
environment, legal issues, rupture of meaningful rela-
tionships, sexual harassment, abortions). In this regard, 
several studies have been emphasizing how, taking 
into account these potentially traumatic events, there 
is a significant increase in PTSD prevalence 16. On the 
other hand, several studies have shown the presence of 
substantial subgroups of subjects (around 3.7%) who, 
after being exposed to extremely severe trauma (DSM-
IV-TR), may manifest invalidating forms of PTSD, albeit 
subsyndromic, subclinical or partial ones (i.e. char-
acterized by a number of symptoms lower than those 
required by the DSM-IV-TR to make the diagnosis). To 
date, the DSM-5 adopts a more restrictive definition 
of trauma thus recognizing PTSD when it is linked to 
direct or indirect exposure to specific set of traumatic 
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events, including death or threat of death, serious injury 
or sexual assault, while it does not include Criterion A2 
of DSM-IV-TR (having experienced “feelings of intense 
fear, helplessness, horror”). 
Following this research path, TALS has been exten-
sively used in order to detect post-traumatic spectrum 
symptoms in various settings, such as on caregivers 
of children with chronic illnesses, people working as 
emergency personell and people exposed to L’Aquila 
earthquake. 
For what concerns the first one of the aformentioned 
research paths, epilepsy has gained clinical attention 
in as much as its phenotypic expression, i.e. seizures, 
have as peculiar features the unpredictability, the dra-
ma of the clinical picture, the impossibility to control 
the event. All this given, facing child epilepsy may rep-
resent a traumatic experience for parents, who often 
experience fellings of helplessness and inadequacy. 
Despite these considerations, DSM 5 narrowed the ap-
proach to the illness of one’s child from “threatening dis-
ease in one’s child” to “a medical catastrophe concern-
ing one’s child”. Researches conducted on sample of 
parents of epileptic children showed a significant rate 
of full and partial PTSD, ranging from 10 to 15% and 
about 37% respectively  17. The design of these stud-
ies, which have been conducted on couples of parents, 
allowed to deepen the inquiry into the issue of gender 
differences: consistently with literature, women showed 
higher rate of both partial and full-blown PTSD 17. The 
overall consistency between the diagnosis of PTSD ac-
cording to the DSM-IV and DSM-5 criteria was 92.9% in 
this group 18.
It is also interesting to inquire into the prevalence of 
post-traumatic spectrum symptoms and their impact on 
social and work functioning among people chronically 
exposed to traumatic experiences due to their work ac-
tivity. This is the aim of a study conducted on a sample 
of 110 subjects employed at the emergency unit, whose 
results showed a PTSD prevalence of 15.7%, with high-
er prevalence of PTSD symptoms among female gen-
der and a higher prevalence of maladaptative behavior 
among males 19. 

Post-traumatic spectrum symptoms 
Domain IV is the first among the spectrum domains spe-
cifically related to PTSD. It explores the characteristics 
of the acute response to trauma, that is a set of emo-
tional, physical and cognitive responses to both loss 
and traumatic events, arising in moments immediately 
following exposure and often related to the subsequent 
onset of PTSD. Symptoms of criterion A2 of the DSM-
IV-TR that characterized the traumatic event (having 
experienced feelings of fear, impotence and horror at 
the time of exposure to the trauma) were also included 

in this domain. These symptoms were object of exten-
sive debate in the drafting of the DSM-5, since many au-
thors have argued for their scarce diagnostic contribu-
tion through clinical and epidemiological studies 20,21. In 
accordance to these works, they were eliminated from 
characterizing DSM-5 trauma criteria (the so called A2 
criterion); hence, they were listed along with the symp-
tomatological criteria, costituting a symptom (Persistent 
negative emotional state) of the new criterion D, which 
investigates the Negative Alterations in Cognitions and 
Mood 22.
Domains V, VI and VIII explore post-traumatic stress 
spectrum symptoms related to the three symptomatic 
criteria for PTSD diagnosis that were provided by the 
DSM-IV-TR, which are respectively: evocation of the 
traumatic event (eg nightmares, flashbacks, intrusive 
memories); persistent avoidance (e.g., of thoughts, dis-
cussions, places, activities or situations reminiscent of 
the traumatic event or loss) and numbing (e.g., consid-
ering unpurpose any activity that had been important 
in the past, feeling deprived of emotions and detached 
from other people, having difficulty to trust the others); 
increased arousal (e.g., concentration problems, feel-
ing like you can’t let your guard down, over-reactivity to 
unexpected stimuli, increased irritability and tendency 
to lose control for futile reasons, difficulty in falling and 
staying asleep). As already mentioned, it is noteworthy 
that one of the main changes introduced by the DSM-5 
is the shift from the previous three symptomatological 
criteria (evocation, avoidance and numbing, increased 
arousal) to a four criteria structure: B) Intrusion symp-
toms; C) Persistent avoidance; D) Negative alterations 
in cognitions and mood; E) Alterations in arousal and 
activity. Moreover, the new symptoms added within the 
latter two criteria were already included in the TALS-
SR, in accordance with the underlying dimensional ap-
proach. As a matter of fact, there is a correspondence 
between the new PTSD symptoms introduced in the 
DSM-5 and some TALS items, in particular between the 
new symptom D3 (to blame himself or others in a dis-
torted way) and item 85 (It was never heard at fault for 
what happened?), and between D4 (persistent nega-
tive emotional state) and item 96 (... as if his life had 
changed forever? Did you ever think that things would 
never be the same again?). The new E2 symptom of the 
DSM-5 is instead reported within Domain VII of TALS. 
This correspondence allowed us to perform one of the 
first studies in literature comparing prevalence rates of 
the symptomatic diagnosis carried out in accordance 
to the DSM-IV-TR criteria and those obtained accord-
ing to the the DSM-5 22,23, also taking into account gen-
der differences in the same sample  24. A significant 
gender gap emerged, with women endorsing in higher 
percentage each DSM-5 symptom including the newly 
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introduced ones. The item exploring persistent nega-
tive emotional state (D4), resulted to be the more fre-
quently endorsed in the female gender and, in general, 
the most endorsed item in the entire sample of survivors 
with PTSD. Conversely, men showed significantly higher 
rates as to the DSM-5 symptom exploring maladaptive 
or self-destructive behaviors (E2).
Domain VII investigates the so-called maladaptive be-
haviors (e.g., ceasing to take care of oneself, to take 
prescribed therapies, substance and alcohol use, un-
dertake risky behavior, suicidal ideation, attempted sui-
cide, self-harm) 25. As already mentioned, some of these 
behaviors listed in TALS-SR are today included among 
the PTSD diagnostic symptoms accordingly with DSM-
5. As a matter of fact, what was previously considered 
a complication of PTSD is to date recognized as a nu-
clear aspect of PTSD. The importance of such behav-
iors has been emerging from several studies conducted 
mainly on military personnel of Iraq and Afghanistan 
with PTSD, that showed a high prevalence of reckless 
driving 26, aggressions towards human beings or things, 
high rates of alcohol and substance abuse and violent 
attitudes 27-29 among these patients. These results are in 
line with other studies conducted on adolescents and 
young adults with PTSD survived to terrorist attacks or 
fires 30. As in the case of Domains V, VI and VIII, there 
is a correspondence between the new symptom E2 
(Maladaptive or self-destructive behavior) and the fol-
lowing items: 100 (Have you ever taken alcohol or drugs 
to alleviate psychological suffering?); 101 (Did you ever 
engage in risk-taking behaviors, such as driving fast, 
promiscuous sex?); 103 (Did you ever think about end-
ing your life?); 104 (Did you ever intentionally scratch, 
cut, burned or hurt yourself?); and 105 (Did you ever 
attempt suicide?).
As mentioned above, a wide-scale and effective ap-
plication of the TALS-SR took place in the context of 
studies conducted on the population affected by the 
L’Aquila earthquake in April 2009. In the framework 
of several studies developed in collaboration with the 
University of L’Aquila, the TALS-SR was administered to 
population samples exposed directly and /or indirectly 
to this event, at different time from exposure (10 and 21 
months apart) and to survivors located at various dis-
tances from the epicentre. These researches enlighted 
a significant percentage of partial and full-blown PTSD, 
respectively up to 29.9 and 37.5% in a sample of 512 
students at 10 months observation  31. These studies 
also pointed out not only a remarkable gender gap in 
PTSD prevalence, with a risk peak of PTSD develop-
ment among young women  32 but also some gender 
specific clinical features 33-36.
Finally, Domain IX includes 6 items that investigate 
personality characteristics and/or risk factors that may 

be related to the development of post-traumatic stress 
symptoms. They include feeling sensitive to stress and 
loss; being provocative; having the pleasure of being 
at the center of attention; feeling attracted by danger; 
undertaking risky activities. On other hand, in another 
study based on the use of TALS-SR, religiousness and 
spirituality emerged as protective factors with respect 
to the psychological difficulties deriving from the natural 
disaster 37.

Correlations between the trauma and loss 
spectrum and the mood and adult autism 
subthreshold spectrum
As mentioned above, different studies were carried out 
with the aim of exploring the relationships between dif-
ferent psychopathological dimensions, in particular be-
tween post-traumatic stress spectrum and mood disor-
ders and autism spectrum disorders. 
Researches that have been investigating the correlation 
between the TALS-SR and the MOODS-SR enlighted a 
strong interplay between these two dimensions, con-
sistently with scientific literature  38. Among the main 
achievements of these studies are worthmentioning the 
findings of a strong link between some of the mood com-
ponents, such as depressive cognition and manic ener-
gy, and an increased risk of PTSD 39. High PTSD preva-
lence rates among bipolar patients were also reported, 
with a substantial anamnestic gap for what concerns 
traumatic exposure with respect to healthy controls. 
Furthermore, lifetime manic spectrum symptoms re-
sulted to be strongly related to the TALS-SR “potentially 
traumatic events” and “maladaptative coping” domains 
and constitued a significant risk factor for PTSD devel-
opment, with hyperarousal and higher anxiety sensitivity 
potentially mediating this association  32. In addition, a 
research on the impact of mood spectrum comorbidity 
on suicidality, explored by the MOODS-SR 40, in patients 
with PTSD, highlighted a significant correlation between 
mood spectrum and increased suicidality in PTSD. The 
existence of a significant correlation between mood al-
terations and PTSD symptoms has also been confirmed 
by studies conducted on caregivers: these studies 
pointed out that on one hand PTSD confers susceptibil-
ity to develop Major Depressive Disorder 41 while, on the 
other, a higher lifetime mood symptom burden reduces 
the PTSD gender gap, since it constitutes a predispos-
ing factor to PTSD 17.
In recent years, growing interest has been focusing on 
adult autism disorder, with an increasing push towards 
a dimensional perspective 42. In this framework, the de-
velopment and validation of a self-report questionnaire, 
Adult Autism Subthreshold Spectrum (AdAS Spectrum), 
aimed to identify subtreshold autism spctrum symptoms 
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along a dimensional continuum 43, further widened the 
view in the field of post-traumatic research. The results 
of these studies have shown that high autistic traits (AT) 
on the one hand are linked to increased exposure to 
trauma, while at the same time confer a susceptibility to 
the development not only of trauma and stressor related 
disorders, but also of mood disorders 44. Further studies 
have deepened the research into the motivations un-
derlying such relationships, enlighting a major mediat-
ing role of rumination 45: a study on 178 students indi-
cated that a high AdAS score was associated to higher 
TALS-SR, MOODS-SR and Ruminative Response (RSS) 
scores and that the relationship between AT and mood 
spectrum resulted to be partially mediated by rumina-
tions and trauma-stressor related symptomatology  45. 
In addition, a subsequent study on the same sample 
showed how the relationship between AT and trauma 
and stress related symptoms prevailed on gender dif-
ferences among high risk subjecs, with females scor-
ing significantly higher than males only among AdAS 
low scorers  46. The results of a study analizing the re-
lationship between post-traumatic stress spectrum and 
subthreshold autism spectrum symptoms in a sample 
of parents of pediatric patients suffering from epilepsy 
went in the same direction, since it highlighted note-
whorty correlations between AdAS and TALS score only 
in the subgroup of fathers 44. In this perspective, trauma 
can act as a pathology booster in subject with unde-
tected autism spectrum disorder, who are caracterized 
by a marked tendency to rumination, as has been high-
lighted in a recent case report illustring the clinical pic-
ture of a 35-years old woman with multiple psychiatric 
diagnosis and suicial ideation who reported an hystory 
of childhood trauma 47. 

The role of new emerging trauma related 
symptoms
The relation between cicardian/seasonal rhytms and 
vegetative function (both being key features in bipolar 
diathesis) and sucidality has been explored in patients 
with PTSD. This issue, in fact, is still largely unexplored. 
The findings emerged from one of the studies suggest-
ed that lifetime disregulations in rhythmicity and vegeta-

tive functions may represent correlates of suicidality in 
patients with DSM-5 PTSD, even eliminating confound-
ing factors such as co-occurrent mood disorders 48. In-
creasing research is however warranted as a promis-
ing research path suicide and non-suicidal self-injuring 
focuses on the mediating role of dissociative symp-
toms 49, whose clinical relevance has been recognized 
by DSM-5, through the introduction of the dissociative 
subtype 50. 
The combined use of TALS-SR and MOODS-SR has 
also allowed us to examine the impact of Post-traumatic 
spectrum symptoms on altered eating behaviours, sug-
gesting a wide range of abnormal eating habits among 
PTSD sufferers, as well as the existence of a strong link 
between PTSD and somatic symptoms burden 51,52. On 
the other hand, exploring TALS-SR scores in patients 
suffering from fibromyalgia  15, a statistically significant 
correlation between lifetime exposure to potentially trau-
matic events, in particular loss events, post-traumatic 
stress symptoms and severity of fibromyalgia, was de-
tected. 

Conclusions
In recent years, PTSD and stress related syndromes 
have been object of a interest 53. Thanks to an increasing 
number of neurobiological, epidemiological and clinical 
studies, significant innovations have been introduced in 
the DSM-5, not only recognizing the autonomy of these 
forms within the wider field of anxiety disorders, but also 
aknowledging the clinical relevance of pathological re-
actions to grief. In this framework, the dimensional ap-
proach, exploited by a wide-scale use of the TALS-SR, 
has played an important role in this progress, allowing 
for an insightful exploration of post-traumatic stress syn-
dromes and providing a robust contribution to the stud-
ies upon the new DSM-5 criteria. On the other hand, 
while the assessment and clinical relevance of partial 
and sub-threshold forms are still debated and the DSM-
5 endorses a more restrictive notion of trauma, the use 
of TALS provides an important contribution to research 
not only into the clinical features of PTSD, but also into 
its etiopathogenetic factors and into the development of 
new and more effective intervention strategies.

References
1 Kessler RC, Berglund P, Demler O, et 

al. Lifetime prevalence and age-of-onset 
distributions of DSM-IV disorders in the 
national comorbidity survey replica-
tion. Arch Gen Psychiatry 2005;62:593-
602. https://doi.org/10.1001/
archpsyc.62.6.593

2 Kessler RC, Chiu WT, Demler O, et al. 

Prevalence, severity, and comorbidity of 
12-month DSM-IV disorders in the Na-
tional Comorbidity Survey Replication. 
Arch Gen Psychiatry 2005;62:617-27. htt-
ps://doi.org/10.1001/archpsyc.62.6.617

3 Dell’Osso L, Shear MK, Carmassi C, et 
al. Validity and reliability of the Structured 
Clinical Interview for the Trauma and Loss 
Spectrum (SCI-TALS). Clin Pract Epide-

miol Ment Health 2008;4:2. https://doi.
org/10.1186/1745-0179-4-2

4 Dell’Osso L, Carmassi C, Rucci P, et al. 
A multidimensional spectrum approach 
to post-traumatic stress disorder: com-
parison between the Structured Clinical 
Interview for Trauma and Loss Spectrum 
(SCI-TALS) and the Self-Report instru-
ment (TALS-SR). Compr Psychiatry 

https://doi.org/10.1001/archpsyc.62.6.593
https://doi.org/10.1001/archpsyc.62.6.593
https://doi.org/10.1001/archpsyc.62.6.617
https://doi.org/10.1001/archpsyc.62.6.617
https://doi.org/10.1186/1745-0179-4-2
https://doi.org/10.1186/1745-0179-4-2


C. Carmassi et al.

10

2009;50:485-90. https://doi.org/10.1016/j.
comppsych.2008.11.006

5 Mota NP, Tsai J, Sareen J, et al. High bur-
den of subthreshold DSM-5 post-traumatic 
stress disorder in U.S. military veterans. 
World Psychiatry 2016;15:185-6. https://
doi.org/10.1002/wps.20313

6 McLaughlin KA, Koenen KC, Friedman 
MJ, et al. Subthreshold post-traumatic 
stress disorder in the world health organi-
zation world mental health surveys. Biol 
Psychiatry 2015;77:375-84. https://doi.
org/10.1016/j.biopsych.2014.03.028

7 Dell’Osso L, Carmassi C. PTSD 30 years 
after DSM-III: current controversies and fu-
ture challenges. Italian Journal of Psycho-
pathology 2011;17:1-4.

8 Carmassi C, Shear MK, Massimetti G, et 
al. Validation of the Italian version Inven-
tory of Complicated Grief (ICG): a study 
comparing CG patients versus bipolar dis-
order, PTSD and healthy controls. Compr 
Psychiatry 2014;55:1322-9. https://doi.
org/10.1016/j.comppsych.2014.03.001

9 Carmassi C, Conversano C, Pinori M, et 
al. Il lutto complicato nell’era del DSM-
5 [Complicated Grief in DSM-5 era]. 
Riv Psichiatr 2016;51:231-7. https://doi.
org/10.1708/2596.26722

10 Carmassi C, Shear MK, Socci C, et al. 
Complicated grief and manic comorbidity 
in the aftermath of the loss of a son. J Psy-
chiatr Pract 2013;19:419-28. https://doi.
org/10.1097/01.pra.0000435042.13921.73

11 Dell’Osso L, Carmassi C, Musetti L, et al. 
Lifetime mood symptoms and adult sepa-
ration anxiety in patients with complicated 
grief and/or post-traumatic stress disor-
der: a preliminary report. Psychiatry Res 
2012;198:436-40. https://doi.org/10.1016/j.
psychres.2011.12.020

12 Dell’Osso L, Carmassi C, Corsi M, et al. 
Adult separation anxiety in patients with 
complicated grief versus healthy control 
subjects: relationships with lifetime de-
pressive and hypomanic symptoms. Ann 
Gen Psychiatry 2011;10:29. https://doi.
org/10.1186/1744-859X-10-29

13 Dell’Osso L, Carmassi C, Rucci P, et al. 
Complicated grief and suicidality: the im-
pact of subthreshold mood symptoms. 
CNS Spectr 2011;16:1-6. https://doi.
org/10.1017/S1092852912000090

14 Shear MK. Clinical practice. Complicated 
grief. N Engl J Med 2015;372:153-60. htt-
ps://doi.org/10.1056/NEJMcp1315618

15 Dell’Osso L, Carmassi C, Consoli G, et al. 
Lifetime post-traumatic stress symptoms 
are related to the health-related quality of 
life and severity of pain/fatigue in patients 
with fibromyalgia. Clin Exp Rheumatol 
2011;69:873-8.

16 Galea S, Resnick H. Posttraumatic stress 
disorder in the general population af-
ter mass terrorist incidents: considera-
tions about the nature of exposure. CNS 
Spectrum 2005;10:107-15. https://doi.
org/10.1017/s1092852900019441

17 Carmassi C, Corsi M, Bertelloni CA, et al. 
Mothers and fathers of children with epi-
lepsy: gender differences in post-traumatic 
stress symptoms and correlations with 
mood spectrum symptoms.  Neuropsychi-
atr Dis Treat 2018;14:1371-9. https://doi.
org/10.2147/NDT.S158249

18 Carmassi C, Corsi M, Gesi C, et al. DSM-
5 criteria for PTSD in parents of pediat-
ric patients with epilepsy: what are the 
changes with respect to DSM-IV-TR? Epi-
lepsy Behav 2017;70:97-103. https://doi.
org/10.1016/j.yebeh.2017.02.025

19 Carmassi C, Gesi C, Simoncini M, et al. 
DSM-5 PTSD and post-traumatic stress 
spectrum in Italian emergency person-
nel: correlations with work and social 
adjustment. Neuropsychiatr Dis Treat 
2016;12:375-81. https://doi.org/10.2147/
NDT.S97171

20 Friedman MJ. Finalizing PTSD in DSM-5: 
getting here from there and where to go 
next. J Trauma Stress 2013;26:548-56. 
https://doi.org/10.1002/jts.21840

21 Bryant RA. Post-traumatic stress disorder: 
a state-of-the-art review of evidence and 
challenges. World Psychiatry 2019;18:259-
69. https://doi.org/10.1002/wps.20656

22 Carmassi C, Akiskal HS, Yong SS, et al. 
Post-traumatic stress disorder in DSM-
5: estimates of prevalence and criteria 
comparison versus DSM-IV-TR in a non-
clinical sample of earthquake survivors. 
J Affect Disord 2013;3:843-8. https://doi.
org/10.1016/j.jad.2013.07.020

23 Kilpatrick DG, Resnick HS, Milanak ME, 
et al. National estimates of exposure to 
traumatic events and PTSD prevalence 
using DSM-IV and DSM-5 criteria. J 
Trauma Stress 2013;26:537-47. https://doi.
org/10.1002/jts.21848

24 Carmassi C, Stratta P, Massimetti G, et 
al. New DSM-5 maladaptive symptoms 
in PTSD: gender differences and correla-
tions with mood spectrum symptoms in a 
sample of high school students following 
survival of an earthquake. Ann Gen Psy-
chiatry 2014;13:28. https://doi.org/10.1186/
s12991-014-0028-9

25 Dell’Osso L, Carmassi C, Stratta P, et al. 
Maladaptive behaviours after catastrophic 
events: the contribute of a “spectrum” ap-
proach to post traumatic stress disorders. 
Heroin Addict Rel Cl 2012;14:49-56. 

26 Kuhn E, Drescher K, Ruzek J, at al. Ag-
gressive and unsafe driving in male vet-

erans receiving residential treatment for 
ptsd. J Trauma Stress 2010;23:399-402. 
https://doi.org/10.1002/jts.20536

27 Elbogen EB, Wagner HR, Fuller SR, et 
al. Correlates of anger and hostility in 
Iraq and Afghanistan war veterans. Am J 
Psychiatry 2010;167:1051-8. https://doi.
org/10.1176/appi.ajp.2010.09050739

28 Talevi D, Imburgia L, Luperini C, et al. Inter-
personal violence: identification of associ-
ated features in a clinical sample.  Child 
Abuse Negl 2018;86:349-57. https://doi.
org/10.1016/j.chiabu.2018.08.017

29 Talevi D, Pacitti F, Costa M, et al. Further 
exploration of personal and social function-
ing: the role of interpersonal violence, ser-
vice engagement, and social network.  J 
Nerv Ment Dis 2019;207:8327. https://doi.
org/10.1097/NMD.0000000000001036

30 Stevens SJ, Murphy BS, McKnight K. Trau-
matic stress and gender differences in rela-
tionship to substance abuse, mental health, 
physical health, and hiv risk behavior in a 
sample of adolescents enrolled in drug 
treatment. Child Maltreat 2003;8:46-57. 
https://doi.org/10.1177/1077559502239611

31 Dell’Osso L, Carmassi C, Massimetti G, 
et al. Full and partial PTSD among young 
adult survivors 10 months after the L’Aquila 
2009 earthquake: gender differences. J 
Affect Disord 2011c;131:79-83. https://doi.
org/10.1016/j.jad.2010.11.023

32 Dell’Osso L, Carmassi C, Massimetti G, 
et al. Age, gender and epicenter proximity 
effects onpost-traumatic stress symptoms 
in L’Aquila 2009 earthquake survivors. J 
Affect Disord 2013;146:174-80. https://doi.
org/10.1016/j.jad.2012.08.048

33 Dell’Osso L, Carmassi C, Stratta P, et 
al. Gender differences in the relation-
ship between maladaptive behaviors and 
post-traumatic stress disorder. A study on 
900 L’ Aquila 2009 earthquake survivors. 
Front Psychiatry 2012;3:111. https://doi.
org/10.3389/fpsyt.2012.00111

34 Dell’Osso L, Carmassi C, Massimetti G, 
et al. Post-traumatic stress spectrum in 
young versus middle-aged L’Aquila 2009 
earthquake survivors. Journal of Psycho-
pathology 2012;18:281-9.

35 Carmassi C, Bertelloni CA, Gesi C, et al. 
New DSM-5 PTSD guilt and shame symp-
toms among Italian earthquake survivors: 
impact on maladaptive behaviors. Psy-
chiatry Res 2017;251:142-7. https://doi.
org/10.1016/j.psychres.2016.11.026

36 Dell’Osso L, Carmassi C, Massimetti G, et 
al. Impact of traumatic loss on post-trau-
matic spectrum symptoms in high school 
students after the L’Aquila 2009 earthquake 
in Italy. J Affect Disord 2011;134:59-64. htt-
ps://doi.org/10.1016/j.jad.2011.06.025

https://doi.org/10.1016/j.comppsych.2008.11.006
https://doi.org/10.1016/j.comppsych.2008.11.006
https://doi.org/10.1002/wps.20313
https://doi.org/10.1002/wps.20313
https://doi.org/10.1016/j.biopsych.2014.03.028
https://doi.org/10.1016/j.biopsych.2014.03.028
https://doi.org/10.1016/j.comppsych.2014.03.001
https://doi.org/10.1016/j.comppsych.2014.03.001
https://doi.org/10.1708/2596.26722
https://doi.org/10.1708/2596.26722
https://doi.org/10.1097/01.pra.0000435042.13921.73
https://doi.org/10.1097/01.pra.0000435042.13921.73
https://doi.org/10.1016/j.psychres.2011.12.020
https://doi.org/10.1016/j.psychres.2011.12.020
https://doi.org/10.1186/1744-859X-10-29
https://doi.org/10.1186/1744-859X-10-29
https://doi.org/10.1017/S1092852912000090
https://doi.org/10.1017/S1092852912000090
https://doi.org/10.1056/NEJMcp1315618
https://doi.org/10.1056/NEJMcp1315618
https://doi.org/10.1017/s1092852900019441
https://doi.org/10.1017/s1092852900019441
https://doi.org/10.2147/NDT.S158249
https://doi.org/10.2147/NDT.S158249
https://doi.org/10.1016/j.yebeh.2017.02.025
https://doi.org/10.1016/j.yebeh.2017.02.025
https://doi.org/10.2147/NDT.S97171
https://doi.org/10.2147/NDT.S97171
https://doi.org/10.1002/jts.21840
https://doi.org/10.1002/wps.20656
https://doi.org/10.1016/j.jad.2013.07.020
https://doi.org/10.1016/j.jad.2013.07.020
https://doi.org/10.1002/jts.21848
https://doi.org/10.1002/jts.21848
https://doi.org/10.1186/s12991-014-0028-9
https://doi.org/10.1186/s12991-014-0028-9
https://doi.org/10.1002/jts.20536
https://doi.org/10.1176/appi.ajp.2010.09050739
https://doi.org/10.1176/appi.ajp.2010.09050739
https://doi.org/10.1016/j.chiabu.2018.08.017
https://doi.org/10.1016/j.chiabu.2018.08.017
https://doi.org/10.1097/NMD.0000000000001036
https://doi.org/10.1097/NMD.0000000000001036
https://doi.org/10.1177/1077559502239611
https://doi.org/10.1016/j.jad.2010.11.023
https://doi.org/10.1016/j.jad.2010.11.023
https://doi.org/10.1016/j.jad.2012.08.048
https://doi.org/10.1016/j.jad.2012.08.048
https://doi.org/10.3389/fpsyt.2012.00111
https://doi.org/10.3389/fpsyt.2012.00111
https://doi.org/10.1016/j.psychres.2016.11.026
https://doi.org/10.1016/j.psychres.2016.11.026
https://doi.org/10.1016/j.jad.2011.06.025
https://doi.org/10.1016/j.jad.2011.06.025


Trauma, PTSD and post-traumatic stress spectrum

11

37 Stratta P, Capanni C, Riccardi I, et al. Spir-
ituality and religiosity in the aftermath of a 
natural catastrophe in Italy. J Relig Health 
2013;3:1029-37. https://doi.org/10.1007/
s10943-012-9591-z

38 Cerimele JM, Bauer AM, Fortney JC, et al. 
Patients with co-occurring bipolar disorder and 
post-traumatic stress disorder: a rapid review of 
the literature. J Clin Psychiatry 2017;78:e506-
14. https://doi.org/10.4088/JCP.16r10897

39 Dell’Osso L, Stratta P, Conversano C, et al. 
Lifetime mania is related to post-traumatic 
stress symptoms in high school students 
exposed to the 2009 L’Aquila earthquake. 
Compr Psychiatry 2013;55:357-62. https://
doi.org/10.1016/j.comppsych.2013.08.017

40 Dell’Osso L, Armani A, Rucci P, et al. 
Measuring mood spectrum: comparison 
of interview (SCI-MOODS) and self-re-
port (MOODS-SR) instruments.  Compr 
Psychiatry 2002;43:69-73. https://doi.
org/10.1053/comp.2002.29852

41 Carmassi C, Corsi M, Bertelloni CA, et 
al. Post-traumatic stress and major de-
pressive disorders in parent caregivers 
of children with a chronic disorder.  Psy-
chiatry Res 2019;279:195-200. https://doi.
org/10.1016/j.psychres.2019.02.062

42 Dell’Osso L, Dalle Luche R, Maj M. Adult 
autism spectrum as a transnosographic 
dimension. CNS Spectr 2016;21:131-3. htt-
ps://doi.org/10.1017/S1092852915000450

43 Dell’Osso L, Gesi C, Massimetti E, et 
al. Adult Autism Subthreshold Spec-

trum (AdAS Spectrum): validation of a 
questionnaire investigating subthresh-
old autism spectrum.  Compr Psychiatry 
2017;73:61-83. https://doi.org/10.1016/j.
comppsych.2016.11.001

44 Dell’Osso L, Corsi M, Gesi C, et al. Adult 
Autism Subthreshold Spectrum (AdAS 
Spectrum) in parents of pediatric patients 
with epilepsy: correlations with post-trau-
matic stress symptoms. Compr Psychiatry 
2018;83:25-30. https://doi.org/10.1016/j.
comppsych.2018.02.004

45 Dell’Osso L, Carpita B, Cremone IM, et 
al. The mediating effect of trauma and 
stressor related symptoms and rumina-
tions on the relationship between autistic 
traits and mood spectrum. Psychiatry Res 
2019;279:123-9. https://doi.org/10.1016/j.
psychres.2018.10.040

46 Carpita B, Muti D, Muscarella A, et al. 
Sex differences in the relationship be-
tween PTSD spectrum symptoms 
and autistic traits in a sample of uni-
versity students.  Clin Pract Epidemiol 
Ment Health 2019;15:110-9. https://doi.
org/10.2174/1745017901915010110

47 Carmassi C, Bertelloni CA, Salarpi G, et 
al. Is there a major role for undetected 
autism spectrum disorder with child-
hood trauma in a patient with a diagno-
sis of bipolar disorder, self-injuring, and 
multiple comorbidities?  Case Rep Psy-
chiatry 2019;2019:4703795. https://doi.
org/10.1155/2019/4703795

48 Dell’Osso L, Massimetti G, Conversano 
C, et al. Alterations in circadian/seasonal 
rhythms and vegetative functions are re-
lated to suicidality in DSM-5 PTSD. BMC 
Psychiatry 2014;14:352. https://doi.
org/10.1186/s12888-014-0352-2

49 Rossi R, Longo L, Fiore D, et al. Disso-
ciation in stress-related disorders and self-
harm: a review of the literature and a sys-
tematic review of mediation models. Jour-
nal of psychopathology 2019;25:162-71.

50 Longo L, Cecora V, Niolu C, et al. Disso-
ciative symptoms in complex post-trau-
matic stress disorder and in post-traumatic 
stress disorder. Journal of Psychopathol-
ogy 2019;25:212-9.

51 Carmassi C, Bertelloni AC, Massimetti G, 
et al. Impact of DSM-5 PTSD and gender 
on impaired eating behaviors in 512 Ital-
ian earthquake survivors. Psychiatry Res 
2015;225:64-9. https://doi.org/10.1016/j.
psychres.2014.10.008

52 Carmassi C, Dell’Oste V, Barberi FM, et 
al. Do somatic symptoms relate to PTSD 
and gender after earthquake exposure? A 
cross-sectional study on young adult survi-
vors in Italy? CNS Spectr (in press).

53 Carmassi C, Bertelloni CA, Dell’Oste V, et al. 
Post-traumatic stress burden in a sample of 
hospitalized patients with bipolar disorder: 
which impact on clinical correlates and sui-
cidal risk? J Affect Disord 2020;262:267-72. 
https://doi.org/10.1016/j.jad.2019.10.044

https://doi.org/10.1007/s10943-012-9591-z
https://doi.org/10.1007/s10943-012-9591-z
https://doi.org/10.4088/JCP.16r10897
https://doi.org/10.1016/j.comppsych.2013.08.017
https://doi.org/10.1016/j.comppsych.2013.08.017
https://doi.org/10.1053/comp.2002.29852
https://doi.org/10.1053/comp.2002.29852
https://doi.org/10.1016/j.psychres.2019.02.062
https://doi.org/10.1016/j.psychres.2019.02.062
https://doi.org/10.1017/S1092852915000450
https://doi.org/10.1017/S1092852915000450
https://doi.org/10.1016/j.comppsych.2016.11.001
https://doi.org/10.1016/j.comppsych.2016.11.001
https://doi.org/10.1016/j.comppsych.2018.02.004
https://doi.org/10.1016/j.comppsych.2018.02.004
https://doi.org/10.1016/j.psychres.2018.10.040
https://doi.org/10.1016/j.psychres.2018.10.040
https://doi.org/10.2174/1745017901915010110
https://doi.org/10.2174/1745017901915010110
https://doi.org/10.1155/2019/4703795
https://doi.org/10.1155/2019/4703795
https://doi.org/10.1186/s12888-014-0352-2
https://doi.org/10.1186/s12888-014-0352-2
https://doi.org/10.1016/j.psychres.2014.10.008
https://doi.org/10.1016/j.psychres.2014.10.008

