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Summary 

The International Classification of Diseases 11th edition (ICD-11) has introduced a new 

trauma-based diagnosis of Complex PTSD (CPTSD). It has been debated within both 

research and clinical practice communities, whether CPTSD is distinct from other 

trauma-related disorders, particularly posttraumatic stress disorder (PTSD) and 

borderline personality disorder (BPD). Suggestions of symptom overlap between 

CPTSD and BPD, observations of relatively high rates of comorbidity between PTSD 

and BPD, and a recognition of shared risk, common across all three disorders, have led 

many to challenge both the validity and utility of this new trauma diagnosis. The present 

thesis aimed to assess the validity of CPTSD, specifically in relation to  both PTSD and 

BPD. Part one of the thesis (chapter 3 and chapter 4) attempted to show that CPTSD can 

be reliably distinguished from PTSD while part two attempted to show that CPTSD can 

be distinguished from BPD (chapter 5 and chapter 6). A range of latent variable 

modelling techniques were employed to analyse data derived from a selection of 

international trauma-exposed population samples. The samples under investigation 

included: (i) an Irish treatment-seeking sexual trauma sample, (ii) a U.S. refugee 

sample, (iii) a U.S. sexual trauma sample, and (iv) a trauma-exposed Israeli sample.  

First, confirmatory factor analysis was employed to determine the most accurate 

dimensional representation of PTSD and CPTSD symptoms using primary data 

gathered from an Irish, sexual-trauma treatment-seeking sample (chapter 3). The results 

revealed that the latent dimensional structure of both PTSD and CPTSD symptoms was 

consistent with the ICD-11 diagnostic proposals that have differentiated between each 

construct. Second, factor mixture modelling was employed to determine whether a 

distinct CPTSD symptom profile could be identified among a subgroup of U.S. refugees 

using data from a large-scale population based epidemiological survey (chapter 4). The 
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findings revealed that it was possible to identify distinct subgroups of individuals that 

endorsed a distinct PTSD symptom profile and a distinct CPTSD symptom profile. 

Third, latent class analysis was employed to determine whether a distinct CPTSD 

symptom profile could be identified in the context of BPD symptoms using population-

based data from a U.S. epidemiological survey subsample that had experienced sexual-

trauma (chapter 5). Results revealed that a distinct sub-group of the sample was 

characterised by a CPTSD symptom profile. Moreover, BPD symptoms did not emerge 

independently of PTSD or CPTSD symptoms. Finally, using data from a trauma-

exposed Israeli population sample, the latent dimensional structure of PTSD, CPTSD, 

and BPD symptoms was investigated using confirmatory bifactor modelling (chapter 6). 

The best fitting latent dimensional representation of PTSD, CPTSD, and BPD 

symptomology was consistent with a leading dimensional model of psychopathology 

(i.e. the HiTOP model). In this model, all symptoms shared a common latent dimension 

which was assumed to reflect a shared vulnerability to psychopathology. Importantly, 

with the inclusion of this common latent dimension, it was possible to show that 

CPTSD (and PTSD) symptoms were uniquely explained by a distinct CPTSD 

dimension further evidencing the validity of this new trauma-based construct.  

The findings from this thesis provided support for the validity of CPTSD in the 

context of both PTSD and BPD measurement. CPTSD is a distinct trauma-based 

construct that is identifiable dimensionally and among distinct subgroups in the 

population. Moreover, CPTSD manifests independently from that which is common to 

other psychiatric constructs (i.e. general psychopathology vulnerability ‘P’). Identifying 

the most accurate conceptualisation and classification of trauma-based psychopathology 

(and psychopathology in general) will lead to significant advances in both clinical 

research and practice. 
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1.1. Introduction  

This thesis aims to establish the validity of complex posttraumatic stress disorder 

(CPTSD) as outlined in the International Classification of Diseases 11th edition (ICD-

11; World Health Organisation [WHO], 2018). There have been two significant 

challenges concerning the recognition of CPTSD as a distinct psychiatric construct. 

First, it has been debated whether CPTSD is distinct from posttraumatic stress disorder 

(PTSD). Second, it has been debated whether CPTSD is distinct from borderline 

personality disorder (BPD). This introductory chapter will provide an overview of the 

debate concerning the validity of CPTSD. The first section of this introductory chapter 

will provide an overview of how traumatic stress disorders such as PTSD and CPTSD 

have been defined within traditional psychiatric nosologies, including the ICD-11 

(WHO, 2018) and the Diagnostic and Statistical Manual of Mental Disorders 5th edition 

(DSM-5; American Psychological Association [APA], 2013). It is necessary to outline 

how these psychiatric nosologies have proposed competing definitions of PTSD. 

Additionally, it is necessary to outline how and why these nosologies differ concerning 

the recognition of CPTSD. The second section of this introductory chapter will 

document the debate surrounding the validity of CPTSD in the context of BPD. Given 

this debate in the research literature, it is necessary to document the origins of BPD and 

to outline how BPD is often viewed as a trauma-related phenomenon. It has also been 

noted that many of the issues which pose a challenge for the recognition of CPTSD (i.e. 

shared trauma risk context, high comorbidity) also reflect limitations inherent to the 

categorical approach to psychopathology. This introductory chapter will discuss 

alternative empirically derived dimensional models of psychopathology and discuss 

how such models may shed further light on the distinguishability of CPTSD in the 

context of other trauma-related psychopathology. Lastly, several research questions will 
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be presented which have been formulated to address the debate concerning the validity 

and distinguishability of CPTSD. 

 

1.1.1. The classification of traumatic stress disorders  

Currently, different definitions of PTSD have been outlined within the DSM-5 (APA, 

2013) and the ICD-11 (WHO, 2018). Furthermore, these manuals differ as the ICD-11 

has introduced a new diagnosis of CPTSD (WHO, 2018), but CPTSD has not been 

recognised within the DSM-5 (APA, 2013). These different conceptualisations of 

traumatic stress have ignited debate concerning the validity of CPTSD and about the 

classification of psychopathology more generally.  

 

1.1.1.1. PTSD in the DSM-5  

In 2013, the DSM-5 was published, marking the first major revision of this psychiatric 

manual since the publication of the DSM-IV (APA, 1994). The core criteria and 

diagnostic language for most common mental health disorders remained unchanged, but 

a notable exception was PTSD (Hoge et al., 2016). New criteria were added to the 

disorder and major changes were made to the wording of PTSD symptoms, changes that 

have proven highly controversial (Hoge et al., 2016).  

 

The diagnostic criteria for DSM-5 PTSD are presented in Table 1.1. DSM-5 

PTSD consists of 20 symptoms, which are separated across four symptom clusters these 

include (B) re-experiencing, (C) avoidance, (D) negative alterations in cognitions and 

mood, and (E) alterations in arousal and reactivity. To receive a diagnosis, several 

criteria must be satisfied. First, the criteria for trauma exposure must be satisfied (i.e. 

satisfy criterion A; please see Table 1.1.). Second, an individual must endorse one or 
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more re-experiencing symptoms (i.e. criterion B), one or more avoidance symptoms 

(i.e. criterion C), two or more negative alternations in cognitions and mood symptoms 

(i.e. criterion D), and two or more alterations in arousal and reactivity symptoms (i.e. 

criterion E). Third, symptoms must be present for at least a month and cause significant 

functional impairment (criterion F and criterion G). Lastly, it is also possible to apply a 

dissociative PTSD specifier and a delayed onset specifier. The changes made to the 

definition of PTSD within the DSM-5 have resulted in one of the most complex 

psychiatric diagnoses. Based on all possible symptom combinations, it has been 

estimated that there are 636,120 possible ways to present with DSM-5 PTSD (Galatzer-

Levy & Bryant, 2013).  

 

Table 1.1. DSM-5 PTSD diagnostic criteria  

A. Exposure to actual or threatened death, serious injury, or sexual violence in one (or more) of the 

following ways: 

1. Directly experiencing the traumatic event(s) 

2. Witnessing, in person, the event(s) as it occurred to others 

3. Learning that the traumatic event(s) occurred to a close family member or close friend. In 

cases of actual or threatened death of a family member or friend, the event(s) must have been 

violent or accidental 

4. Experiencing repeated or extreme exposure to aversive details of the traumatic event(s) (e.g., 

first responders collecting human remains; police officers repeatedly exposed to details of 

child abuse) 

Note: Criterion A4 does not apply to exposure through electronic media, television, movies, or 

pictures, unless this exposure is work related 

B. Presence of one (or more) of the following intrusion symptoms associated with the traumatic 

event(s), beginning after the traumatic event(s) occurred: 

1. Recurrent, involuntary, and intrusive distressing memories of the traumatic event(s) 

Note: In children older than 6 years, repetitive play may occur in which themes or aspects of the 

traumatic event(s) are expressed 

2. Recurrent distressing dreams in which the content and/or affect of the dream are related to the 

traumatic event(s) 

Note: In children, there may be frightening dreams without recognizable content 

3. Dissociative reactions (e.g., flashbacks) in which the individual feels or acts as if the 

traumatic event(s) were recurring. (Such reactions may occur on a continuum, with the most 

extreme expression being a complete loss of awareness of present surroundings) 

Note: In children, trauma-specific re-enactment may occur in play 

4. Intense or prolonged psychological distress at exposure to internal or external cues that 

symbolize or resemble an aspect of the traumatic event(s) 

5. Marked physiological reactions to internal or external cues that symbolize or resemble an 

aspect of the traumatic even(s) 
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C. Persistent avoidance of stimuli associated with the traumatic event(s), beginning after the 

traumatic event(s) occurred, as evidenced by one or both of the following:  

1. Avoidance of or efforts to avoid distressing memories, thoughts, or feelings about or closely 

associated with the traumatic event(s) 

2. Avoidance of or efforts to avoid external reminders (people, places, conversations, activities, 

objects, situations) that arouse distressing memories, thoughts, or feelings about or closely 

associated with the traumatic event(s) 

D. Negative alterations in cognitions and mood associated with the traumatic event(s), beginning or 

worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the following:  

1. Inability to remember an important aspect of the traumatic event(s) (typically due to 

dissociative amnesia and not to other factors such as head injury, alcohol, or drugs) 

2. Persistent and exaggerated negative beliefs or expectations about oneself, others, or the world 

(e.g., “I am bad,” “No one can be trusted,” “The world is completely dangerous,” “My whole 

nervous system is permanently ruined”) 

3. Persistent, distorted cognitions about the cause or consequences of the traumatic event(s) that 

lead the individual to blame himself/herself or others 

4. Persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame) 

5. Markedly diminished interest or participation in significant activities 

6. Feelings of detachment or estrangement from others 

7. Persistent inability to experience positive emotions (e.g., inability to experience happiness 

satisfaction, or loving feelings) 

E. Marked alterations in arousal and reactivity associated with the traumatic event(s), beginning or 

worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the following:  

1. Irritable behavior and angry outbursts (with little or no provocation) typically expressed as 

verbal or physical aggression toward people or objects 

2. Reckless or self-destructive behavior 

3. Hypervigilance 

4. Exaggerated startle response 

5. Problems with concentration 

6. Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep) 

F. Duration of the disturbance (Criteria B, C, D, and E) is more than 1 month  

G. The disturbance causes clinically significant distress or impairment in social, occupational, or 

other important areas of functioning  

H. The disturbance is not attributable to the physiological effects of a substance (e.g., medication, 

alcohol) or another medical condition  

Specify whether:  

With dissociative symptoms: The individual’s symptoms meet the criteria for posttraumatic  

stress disorder, and in addition, in response to the stressor, the individual experiences persistent or 

recurrent symptoms of either of the following: 

1. Depersonalization: Persistent or recurrent experiences of feeling detached from, and as if one 

were an outside observer of one’s mental processes or body (e.g., feeling as though one were 

in a dream; feeling a sense of unreality of self or body or of time moving slowly) 

2. Derealization: Persistent or recurrent experiences of unreality of surroundings (e.g., the 

world around the individual is experienced as unreal, dreamlike, distant, or distorted) 

Note: To use this subtype, the dissociative symptoms must not be attributable to the physiological 

effects of a substance (e.g., blackouts, behavior during alcohol intoxication) or another medical 

condition (e.g., complex partial seizures) 

Specify if:  

With delayed expression: If the full diagnostic criteria are not met until at least 6 months after the 

event (although the onset and expression of some symptoms may be immediate). 

Note. Taken from DSM-5 (APA, 2013) 
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1.1.1.2. ICD-11 PTSD  

The ICD-11 revisions for trauma-related disorders were also published in 2013 

(Maercker et al., 2013) and in 2018 these changes were adopted for implementation by 

the WHO. ICD-11 PTSD criteria consist of six symptoms that are subsumed by three 

symptom clusters, these include (i) re-experiencing, (ii) avoidance, and (iii) sense of 

threat (please see Table 1.2. for a list of symptoms). To receive a PTSD diagnosis, an 

individual must have been exposed to trauma and must present with one symptom from 

each of the three PTSD symptom clusters. PTSD symptoms must persist for several 

weeks and must be accompanied by significant functional impairment (i.e. difficulties 

with personal, family, educational, occupational functioning or other important areas of 

functioning). ICD-11 PTSD contains fewer symptoms as compared to DSM-5 PTSD, as 

the ICD-11 workgroup chose to only include those symptoms considered to be ‘core 

features’ of PTSD (Maercker et al., 2013). 

 

Competing PTSD diagnoses have the potential to introduce significant confusion 

among researchers and clinicians (Brewin, 2013). Historically, the DSM has held a 

dominant position in mental health research, clinical practice, training, policy, and law 

(Miller, Wolf, & Keane, 2014). The ICD has previously produced definitions of PTSD 

that have somewhat differed from the definition outlined by the DSM, but these changes 

have received little attention (Miller et al., 2014). However, policy changes have 

resulted in increased use of the ICD system and ICD-11 codes will be implemented by 

all 194 WHO member states in 2022 (Reed, 2010). Although the DSM-5 has been 

produced by the American Psychiatric Association and is predominantly used within the 

United States (U.S.), the U.S. government is a participating WHO member state and as 

such would be obligated to implement ICD-11 codes (Reed, 2010).  
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Table 1.2. ICD-11 PTSD and CPTSD diagnostic criteria  

Post-traumatic stress disorder (PTSD) is a disorder that may develop following exposure to an 

extremely threatening or horrific event or series of events. It is characterized by; 

1. Re-experiencing  

i. Having upsetting dreams that replay part of the experience or are clearly related to the 

experience 

ii. Having powerful images or memories that sometimes come into your mind in which you 

feel the experience is happening again in the here and now 

2. Avoidance  

i. Avoiding internal reminders of the experience (for example, thoughts, feelings, or 

physical sensations) 

ii. Avoiding external reminders of the experience (for example, people, places, 

conversations, objects, activities, or situations) 

3. Sense of threat  

i. Being “super-alert”, watchful, or on guard? 

ii. Feeling jumpy or easily startled 

PTSD symptoms must cause significant impairment in personal, family, social, educational, 

occupational or other important areas of functioning. 

 

Complex post-traumatic stress disorder (Complex PTSD) is a disorder that may develop following 

exposure to an event or series of events of an extremely threatening or horrific nature, most commonly 

prolonged or repetitive events from which escape is difficult or impossible (e.g., torture, slavery, 

genocide campaigns, prolonged domestic violence, repeated childhood sexual or physical abuse). All 

diagnostic requirements for PTSD are met. In addition, Complex PTSD is characterized by 

Disturbances in Self-Organization (DSO) symptom clusters which reflect severe and persistent 

problems in; 

1. Problems in affect regulation 

i. When I am upset, it takes me a long time to calm down. 

ii. I feel numb or emotionally shut down. 

2. Negative self-concept 

i. I feel like a failure. 

ii. I feel worthless 

3. Difficulties in sustaining relationships and in feeling close to others 

i. I feel distant or cut off from people. 

ii. I find it hard to stay emotionally close to people 

These symptoms must cause significant impairment in personal, family, social, educational, 

occupational or other important areas of functioning. 

Note. Adapted from ICD-11 and ICD-11 International Trauma Questionnaire  

 

1.1.1.3. The CPTSD controversy  

Moreover, the ICD-11 has chosen to distinguish between simple and complex forms of 

traumatic stress by introducing a diagnosis of CPTSD (Maercker et al., 2013). ICD-11 

CPTSD criteria consist of PTSD symptoms plus three additional symptom clusters that 

are referred to as ‘Disturbances in Self-Organisation’ (DSO) these include (i) affect 
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dysregulation, (ii) disturbances in relationships, and (iii) negative self-concept (please 

see Table 1.2. for a list of symptoms). To receive a CPTSD diagnosis, the PTSD criteria 

must be endorsed plus an individual must endorse one symptom from each of the DSO 

symptoms clusters. Additionally, these DSO symptoms must be accompanied by 

significant functional impairment.  

 

Since the inception of PTSD (APA, 1980), it has been debated whether there 

exists a more severe and protracted form of traumatic stress (Herman, 1992). Clinicians 

have highlighted that PTSD symptoms fail to capture the psychological impairment 

exhibited by individuals exposed to trauma of a sustained interpersonal nature (e.g. 

child sexual abuse, domestic violence, torture; Herman, 1992). However, a CPTSD 

diagnosis was omitted from the DSM-5 (APA, 2013). The main reason for omitting the 

diagnosis was cited as a lack of empirical evidence to support the validity of CPTSD 

(Friedman, 2013; Miller et al., 2014; Resick et al., 2012). To understand how the ICD-

11 and DSM-5 arrived at such remarkably different definitions for trauma-related 

disorders it is necessary to review the history of PTSD and CPTSD within the ICD and 

DSM.  

 

1.1.2. How did the DSM and ICD arrive at different definitions of PTSD? 

 

1.1.2.1. Journey to DSM-5 PTSD 

PTSD was first recognised within the DSM-III (APA, 1980). Initially, the disorder 

comprised 12 symptoms which were subsumed by three symptom clusters. These three 

symptom clusters included, (i) numbing of responsiveness, (ii) re-experiencing and (iii) 

miscellaneous symptoms (APA, 1980). The DSM-III-R subsequently revised the PTSD 
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diagnosis to include 17 symptoms. The miscellaneous symptom group was divided 

between the numbing and re-experiencing symptom clusters, and a ‘high arousal’ 

symptom cluster was introduced (APA, 1987). The PTSD diagnosis was becoming 

more common than previously imagined, the diagnosis could be applied to individuals 

that had experienced single incident trauma or witnessed traumatic events (Brewin, 

2016). Following such observations, an objective and subjective stressor criterion was 

introduced to the PTSD diagnosis in the DSM-IV (APA, 1994). This criterion specified 

that an individual must report a traumatic event and that this event must have been 

accompanied by a sense of fear, helplessness, or horror. The DSM-IV PTSD criteria 

also required that traumatic stress symptoms were associated with significant functional 

impairment.  

 

Notably, DSM-IV PTSD diagnostic criteria had received several criticisms. 

First, the disorder was criticized for its excessive complexity, which resulted in rather 

heterogeneous PTSD symptom presentations (Brewin, Lanius, Novac, Schnyder, & 

Galea, 2009; Galatzer-Levy & Bryant, 2013). Moreover, it has proved difficult for non-

specialists to recognise and confidently diagnose DSM-IV PTSD, thus the diagnosis 

may be inaccessible to non-specialists working within low-resource settings (Brewin, 

Gregory, Lipton, & Burgess, 2010; Liebschutz et al., 2007). Second, the disorder has 

been criticised for potential symptom overlap with other disorders, particularly 

depression and anxiety (Brady, Killeen, Brewerton, & Lucerini, 2000; Rosen & 

Lilienfeld, 2008). For example, DSM-IV PTSD symptoms such as sleep disturbances, 

detachment, concentration problems, irritability, and diminished interest in activities 

also reflect symptoms inherent to generalised anxiety disorder and depression. 

Consequently, DSM-IV PTSD has demonstrated relatively high comorbidity with 
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anxiety and mood disorders (Brady et al., 2000; Rosen & Lilienfeld, 2008). Moreover, 

such PTSD symptoms have been criticised for their lack of specificity to trauma 

exposure (Brewin et al., 2009). 

 

Despite these criticisms, the diagnostic criteria for PTSD were further expanded 

in the DSM-5 (APA, 2013). The DSM-5 workgroup stated that a very conservative 

approach was taken when revising PTSD criteria (Friedman, 2013; Friedman, Resick, 

Bryant, & Brewin, 2011). Any modifications or deletion of existing symptoms, or 

inclusion of new symptoms, had to be evidence-based and had to have important 

clinical and scientific implications (Friedman, 2013; Friedman et al., 2011). Based on 

the findings of factor-analytic research, a fourth symptom cluster was outlined which 

reflected ‘negative alterations in cognitions and mood’ (APA, 2013). Additionally, three 

symptoms reflecting a heightened sense of arousal and reckless or self-destructive 

behaviour were included, along with a dissociative sub-type specifier (APA, 2013). 

While these revisions may have resulted in a more comprehensive description of the 

disorder, DSM-5 PTSD now reflects one of the most complex psychiatric disorders 

(Galatzer-Levy & Byrant, 2013). The DSM-5 workgroup debated whether PTSD should 

be defined narrowly or broadly, but chose to include a broad list of all possible 

symptoms, even if they were found in other disorders, because these symptoms may 

also be considered important features of PTSD (Friedman et al., 2013). It was 

anticipated that this would also provide clinicians with a ‘menu’ of possible symptoms 

and would cover most of the ‘typical’ PTSD presentations (Friedman et al., 2013).  

 

Others have argued that the rationale behind these DSM-5 revisions appeared to 

reflect a selective interpretation of evidence (e.g. non-systematic literature reviews) and 
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a heavy reliance on cognitive theory whilst overlooking other theories underlying well-

established treatments for PTSD (Hoge et al., 2016). There is also evidence that the 

revised definition offers no improvement in terms of clinical utility (Stein et al., 2014). 

Furthermore, research alluding to a dissociative sub-type of PTSD was only published a 

year before the release of DSM-5 proposals (Maercker & Perkonigg, 2013). It has been 

debated that the dissociative sub-type of PTSD lacked sufficient empirical evidence to 

warrant inclusion within the DSM-5 (Maercker & Perkonigg, 2013). It has also been 

observed that many of the symptoms included within the DSM-5 PTSD diagnosis are 

evident across other disorders (i.e. mood and anxiety disorders; Brewin, 2016). As such, 

it has been suggested that DSM-5 PTSD reflects a general reaction to adversity rather 

than a specific reaction to trauma (Brewin, 2016).  

 

1.1.2.2.The rejection of CPTSD within the DSM 

Since the inception of PTSD within the DSM-III (APA, 1980), it has been debated 

whether there exists a more severe and protracted form of traumatic stress (Herman, 

1992). The concept of CPTSD was first proposed by Herman (1992). In her seminal 

text, ‘Trauma and Recovery’, Herman highlighted that a new diagnosis was necessary 

to capture the symptoms that were typically observed among individuals that had 

experienced sustained interpersonal trauma exposure (e.g. child sexual abuse, domestic 

violence, and torture). Herman (1992) wrote that ‘the diagnosis of post-traumatic stress 

disorder, as it is presently defined, does not fit accurately enough. The existing 

diagnostic criteria for this disorder are derived mainly from survivors of circumscribed 

traumatic events. They are based on the prototypes of combat, disaster, and rape’ (p. 

119). It was proposed that symptoms of CPTSD extended beyond the traditional 

diagnostic criteria for PTSD. These symptoms included alterations in affect regulation, 
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self-perception, systems of meaning, consciousness, disrupted relationships with others, 

and a disrupted relationship with the perpetrator or perpetrators (Herman, 1992). Based 

on Herman’s (1992) CPTSD formulation, ‘disorder of extreme stress not otherwise 

specified’ (DESNOS) was proposed for inclusion within the DSM-IV. DESNOS 

comprised a rather heterogeneous disorder which consisted of 48 symptoms, that were 

subsumed under 6 scales and 27 subscales (Pelcovitz et al., 1997). DSM-IV field trials 

were conducted to assess DESNOS across trauma-exposed populations (Roth, Newman, 

Pelcovitz, van der Kolk, & Mandel, 1997; van der Kolk, 1996), but the disorder was 

excluded from the DSM-IV due to concerns about the validity of DESNOS and due to 

concerns about the disorders distinguishability from PTSD.  

 

The DSM-5 workgroup conducted a literature review to assess if CPTSD (i.e. 

DESNOS) reflected a distinct psychiatric construct that was distinguishable from PTSD 

(Resick et al., 2012). Several limitations had been noted with the formulation of 

DESNOS (Resick et al., 2012). First, the large number of candidate symptoms and their 

substantial symptom overlap with other forms of psychopathology (i.e. depression, 

anxiety, and personality disorders) led to concern that DESNOS may not reflect a 

distinct diagnostic entity (Resick et al., 2012). Second, the disorder was proposed to 

have a specific relationship with sustained and prolonged trauma exposure, but evidence 

was lacking that DESNOS was uniquely linked to such trauma (Resick et al., 2012). 

Third, DESNOS was formulated as a disorder that was separate from PTSD, but a 92% 

comorbidity rate had been observed between DESNOS and PTSD (van der Kolk, Roth, 

Pelcovitz, Sunday, & Spinazzola, 2005). Based on this high rate of comorbidity, it was 

speculated that DESNOS may simply reflect the upper end of a spectrum of PTSD 

severity rather than a qualitatively distinct disorder (Resick et al., 2012; Miller et al., 
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2014). Others have suggested that the introduction of a new disorder to capture more 

severe presentations of traumatic stress may generate more questions than answers 

(Miller et al., 2014). The findings of this review influenced the move to omit a CPTSD 

diagnosis from the DSM-5 (Resick et al., 2012). 

 

However, it was noted that there was a lack of research that aimed to evaluate 

the validity of CPTSD when the DSM-5 review to establish the validity of CPTSD was 

conducted (Resick et al., 2012). This lack of research may have been linked to the lack 

of a coherent and recognised definition for CPTSD. Overall, the DSM-5 workgroup 

acknowledged that more research was required to resolve the debate surrounding the 

validity of CPTSD (Friedman et al., 2013; Miller et al., 2014; Resick et al., 2012).  

 

1.1.2.3. Journey to ICD-11 PTSD  

Following the lead of the DSM-III (1980), the ICD-10 introduced a PTSD diagnosis 

(WHO, 1992). Within the ICD-10, PTSD was comprised of thirteen symptoms that 

were subsumed under three symptom clusters including (i) re-experiencing, (ii) 

avoidance of traumatic reminders, and (iii) impaired ability to recall the trauma or 

persistent symptoms of psychological reactivity (i.e. difficulty staying asleep, reactive 

anger, difficulty concentrating, exaggerated startle response; WHO, 1992).  

 

The ICD-11 workgroup for traumatic stress disorders was not obliged to rely 

upon DSM-IV or ICD-10 PTSD criteria to formulate ICD-11 PTSD criteria (Brewin, 

2013). All ICD-11 revisions adopted a public health approach, the organising principle 

underpinning these revisions was to maximise clinical utility (Reed, 2010). Clinical 

utility refers to the ease of use of diagnoses across different settings worldwide even 
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among non-specialist, minimally resourced, and non-English speaking settings (Reed, 

2010). Based on extant research and clinical experience, the ICD-11 traumatic stress 

workgroup was charged with optimizing the PTSD diagnosis in light of clinical utility 

(Brewin, 2013). This is where the first notable difference emerged in terms of the 

formulation of PTSD. The DSM-5 took a broad approach to diagnosis, outlining all the 

possible symptoms reflective of PTSD. While the ICD-11 took a narrow approach to the 

PTSD diagnosis by choosing to outline only the essential features of PTSD to maximise 

the disorders clinical utility (Brewin, 2013). 

 

It has previously been suggested that PTSD should comprise a smaller symptom 

set, focusing on only those symptoms specific to PTSD (Davidson & Foa, 1991). 

Additionally, it has been suggested that symptoms that overlap with other disorders 

such as depression (i.e. irritability, insomnia and diminished interest in activities) 

should be removed from the PTSD diagnosis (Spitzer, First, & Wakefield, 2007). 

Identifying the core features of PTSD requires comparing PTSD with other comorbid 

conditions to evaluate which symptoms are most closely associated with PTSD 

(Brewin, 2014). For example, other disorders also encompass symptoms reflecting 

intrusive memories (i.e. rumination in depressive disorder; Brewin et al., 2010; Bryant, 

O’Donnell, Creamer, McFarlane, & Silove, 2011). However, re-experiencing 

symptoms, characterised by intrusive recollections of traumatic events, appear to have 

greater specificity to PTSD (Bryant et al., 2011; Gootzeit & Markon, 2011). Evidence is 

further accumulating that it is the re-experiencing of trauma memories within the 

present or the ‘here and now’ which distinguishes intrusive memories in PTSD from 

those expressed in other disorders (Brewin, 2014).  
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It has been proposed that re-experiencing symptoms, specifically flashbacks and 

nightmares, comprise the most salient feature of PTSD and that these symptoms most 

readily distinguish the condition form other forms of psychopathology (Brewin et al., 

2009). Flashbacks reflect multisensory image-based memories that are experienced in 

the present and are typically triggered by reminders of a traumatic event (Brewin, 2003; 

Ehlers, Hackmann, & Michael, 2004). There is evidence that flashbacks and their 

characteristic features appear to be predictive of the course of PTSD (Kleim, Ehlers, & 

Glucksman, 2007; Michael, Ehlers, Halligan, & Clark, 2005). Moreover, the specific 

treatment of flashbacks in therapy leads to better treatment outcomes (Nijdam, Baas, 

Olff, & Gersons, 2013). Traumatic nightmares reflect another distinctive feature of 

PTSD, although sleep disturbance is evident across other disorders, nightmares have 

been proposed to be phenomenologically distinct from other sleep problems (Sheikh, 

Woodward, & Leskin, 2003). Based on such observations, Brewin et al., (2009), 

proposed that PTSD should be refocused around the core phenomenon of re-

experiencing. Additionally, it was proposed that re-experiencing symptoms should be 

supplemented by other closely related symptoms, including active avoidance of trauma 

reminders and a continuous sense of threat (Brewin et al., 2009).  

 

The specific role of re-experiencing within PTSD corresponds to a 

psychological theory which suggests that PTSD reflects a disorder of memory. While 

there are several psychological theories of PTSD, dual processing theory is one of the 

most prominent (Brewin, Dalgleish, & Joseph, 1996). Dual processing theory assumes 

that there are two memory systems and that trauma memories are dissociated from 

ordinary narrative memory (Brewin et al., 1996). A pathological response to trauma (i.e. 

vivid, uncontrollable re-experiencing in the present) arises when a trauma memory 
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becomes dissociated from the ordinary memory system. As a result, successful 

treatment requires that trauma memories are transformed into the narrative or ordinary 

memory system (Brewin et al., 1996). Therapies that can be employed to transform 

trauma memories into narrative memory include exposure-based therapeutic techniques 

such as eye movement desensitization and reprocessing therapy and narrative exposure 

therapy.  

 

Based on previous recommendations to reduce the number of symptoms that 

qualify for a PTSD diagnosis (Brewin et al., 2009; Davidson & Foa, 1991; Spitzer et al., 

2007), the ICD-11 workgroup formulated a PTSD diagnosis that comprised six 

symptoms (Maercker et al., 2013). These six symptoms are subsumed under three 

symptom clusters, which include (i) re-experiencing, (ii) avoidance, and (iii) sense of 

threat (please see Table 1.2). The ICD-11 specifies that the essential feature of re-

experiencing is that flashbacks and nightmares occur as if they are happening in the 

‘here and now’ (Maercker et al., 2013). Under the ICD-11 PTSD diagnostic criteria, 

there are only 27 possible symptom combinations that qualify for a PTSD diagnosis. It 

has been anticipated that this decreased symptom set, with an increased focus on the 

core features, will reduce overlap with other disorders (i.e. depression and anxiety) and 

lead to improved identification of PTSD in non-specialist or low resource settings 

(Maercker et al., 2013).  

 

1.1.2.3. Journey to ICD-11 CPTSD 

Another trauma-related disorder that was included within the ICD-10 was ‘enduring 

personality change after catastrophic experience’ (EPCACE; WHO, 1992). EPCACE 

was included in the ICD-10 to capture the psychological effects of prolonged or 
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sustained trauma exposure. EPCACE was characterized by demonstrable personality 

change, symptoms must have been present for at least 2 years following exposure to a 

catastrophic stressor (WHO, 1992). EPCACE symptoms encompassed hostile 

behaviour, social withdrawal, a feeling of being on edge, emptiness or hopelessness, 

and estrangement. However, ‘demonstratable personality change’ proved difficult to 

establish and it was not clear how this disorder could be distinguished from personality 

disorders (Beltran, Llewellyn, & Silove, 2008). Ultimately, EPCACE failed to gain 

traction in the scientific community and was underutilized in research and practice 

(Beltran & Silove, 1999; Tanaka, Tang, Haque, & Bursztajn, 2018).  

 

The ICD-11 traumatic stress workgroup acknowledged that ICD-11 PTSD 

criteria may not capture the full range of clinical presentations of traumatised 

individuals, therefore, a CPTSD diagnosis was introduced to capture more severe 

presentations of traumatic stress (Maercker et al., 2013). The ICD-10 EPCACE 

diagnosis was removed and replaced with the ICD-11 CPTSD diagnosis (Maercker et 

al., 2013). CPTSD has been conceptualized as a ‘sibling’ disorder of PTSD. As such, 

CPTSD comprises PTSD symptoms plus an additional group of symptoms 

characterized by disturbances in self-organization (DSO). There are six DSO symptoms, 

that are subsumed under three symptoms clusters, which include (i) affective 

dysregulation, (ii) negative self-concept and (iii) disturbed relationships (please see 

Table 1.2). While PTSD symptoms are predominantly fear-based, DSO symptoms are 

pervasive and can occur across various contexts regardless of proximity to traumatic 

reminders (Maercker et al., 2013). Although CPTSD encompasses PTSD symptoms, the 

ICD-11 positions CPTSD as a separate diagnosis, therefore, an individual may only be 

diagnosed with PTSD or CPTSD.  
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The introduction of a CPTSD diagnosis marks the second major difference 

between the DSM-5 and the ICD-11 (Friedman, 2013; Maercker et al., 2013). The 

DSM-5 excluded a CPTSD diagnosis based on insufficient evidence to support the 

validity of the disorder (Resick et al., 2012). As previously outlined, several limitations 

have been noted with the formulation of DESNOS (Resick et al., 2012). ICD-11 

CPTSD symptom selection was based upon the diagnostic criteria for DESNOS and 

EPCACE (Brewin et al., 2017; Cloitre, Garvert, Brewin, Bryant, & Maercker, 2013). 

ICD-11 DSO symptoms were selected based on the most frequently reported symptoms 

during the DSM-IV DESNOS field trials (Roth et al., 1994; van der Kolk et al., 1993). 

Furthermore, ICD-11 DSO symptoms have been identified by expert clinicians as the 

most impairing features of CPTSD (Cloitre et al., 2011). CPTSD, EPCACE, and 

DESNOS all encompass symptoms that cause changes in self-organization. However, 

the symptom set for ICD-11 CPTSD is relatively small compared to DESNOS and does 

not require demonstratable personality change as outlined in EPCACE (Brewin et al., 

2017; Cloitre et al., 2013). During the DSM-IV and DSM-5 DESNOS field trials, it was 

reported that most individuals who met the criteria for DESNOS also met the criteria for 

PTSD (van der Kolk et al., 2005). This observation influenced the decision to ground a 

CPTSD diagnosis in a PTSD diagnosis (Cloitre et al., 2013; Brewin et al., 2017). ICD-

11 CPTSD diagnostic criteria overcome many of the limitations inherent to the 

formulation of DESNOS and EPCACE.  

 

Notably, there is already some evidence that the clinical utility of traumatic stress 

disorders has been improved by the ICD-11 revisions. Keeley et al., (2016), employed a 

vignette-based experimental methodology to assess the impact of the ICD-11 revisions 
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among a group of international mental health professionals (n = 1738). Several vignettes 

were presented to clinicians, each including the symptoms of ICD-11 PTSD, ICD-11 

CPTSD, and ICD-10 EPCACE respectively. It was found that the recognition of 

CPTSD was substantially higher compared to the recognition of EPCACE.  

 

Given the introduction of the CPTSD diagnosis within psychiatric nomenclature, 

research is required to establish the validity of the disorder. Research in this area 

has previously been hampered by the lack of a coherent definition for CPTSD, 

therefore, the ICD-11 revisions afford the opportunity to investigate the validity of 

CPTSD. It is necessary to conduct such research to address the concerns and debates 

that previously prevented the disorder from being recognized as a distinct diagnostic 

entity. For example, do CPTSD symptoms merely reflect the upper end of a traumatic 

stress continuum? or is CPTSD distinguishable from PTSD? Further research is 

necessary to determine the latent structure of CPTSD to answer these questions.   

 

1.1.3. Distinguishing ICD-11 CPTSD from PTSD 

 

1.1.3.1. Prevalence of ICD-11 PTSD and CPTSD 

Some early studies have investigated the prevalence of ICD-11 PTSD and CPTSD 

among nationally representative samples (Ben-Ezra et al., 2018; Cloitre et al., 2019; 

Karatzias et al., 2019). These studies have employed a newly designed measure to 

assess for ICD-11 traumatic stress symptoms called the International Trauma 

Questionnaire (ITQ; Cloitre et al., 2018). The rate of CPTSD relative to PTSD has been 

found to vary across general population samples. For example, in the United Kingdom 

(U.K.) the rate of CPTSD (12.9%) was substantially higher than the rate of PTSD 
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(5.3%; Karatzias et al., 2019). The reverse pattern was observed in Israel, where the rate 

of CPTSD (2.6%) was substantially lower compared to the rate of PTSD (9%; Ben-Ezra 

et al., 2018). In the U.S. the prevalence of CPTSD (3.4%) and PTSD (3.2%) were 

relatively similar (Cloitre et al., 2018). These findings demonstrate that culture and 

context may play a role in the development of divergent traumatic stress responses.  

 

Moreover, substantially higher rates of CPTSD and PTSD have been observed 

among clinical samples (Hyland, Shevlin, Brewin, et al., 2017; Karatzias et al., 2016). 

For example, the rate of CPTSD has been estimated at 53.1% - 53.6% while the rate of 

PTSD has been estimated at 10.9% - 37% among U.K. treatment-seeking samples 

(Hyland, Shevlin, Brewin et al., 2017; Karatzias et al., 2016). These investigations were 

conducted among samples that presented with a variety of different index trauma, 

predominantly interpersonal trauma such as sexual abuse (Hyland, Shevlin, Brewin, et 

al., 2017; Karatzias et al., 2016). There is a lack of research evaluating the prevalence of 

PTSD and CPTSD among samples characterized by similar index trauma. Given that 

CPTSD has been theorized to emerge in the context of sustained or interpersonal trauma 

exposure (Herman, 1992). It may be possible that higher rates of PTSD are observed 

among samples characterised by single incident trauma exposure (i.e. exposure to 

natural disaster, bank robbery, death of a loved one).  

 

1.1.3.2. Trauma exposure and ICD-11 PTSD and CPTSD 

When CPTSD was originally conceptualised, it was suggested that sustained 

interpersonal trauma exposure (i.e. child sexual abuse, domestic violence, torture) had a 

unique relationship with such symptom presentations (Herman, 1992). Given the 

relative recency of the ICD-11 revisions, a limited body of research has investigated the 
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relationship between the nature of trauma exposure and ICD-11 traumatic stress 

response. 

 

Some studies have demonstrated that individuals with a CPTSD symptom 

profile report a significantly higher level of child maltreatment compared to individuals 

with a PTSD symptom profile (Cloitre et al., 2013; Karatzias et al., 2017; Knefel, 

Garvert, Cloitre, & Lueger-Schuster, 2015). Furthermore, there is evidence that 

the effect of child maltreatment is cumulative, as exposure to multiple different types of 

childhood maltreatment (i.e. physical abuse, sexual abuse, and neglect) has been found 

to create an increased risk for CPTSD (Hyland, Murphy et al., 2017). For every 

additional type of maltreatment experienced, the risk of developing CPTSD has been 

found to increases in a distinct dose-response manner (Hyland, Murphy et al., 2017). 

Cumulative trauma in adulthood has also been linked to CPTSD (Karatzias et al., 2017). 

However, in studies where both childhood and adult trauma have been assessed, 

childhood trauma has demonstrated a stronger association with DSO symptoms 

(Karatzias et al., 2017). In keeping with developmental literature, Cloitre et al., (2013) 

have suggested that childhood trauma poses a strong risk factor for negative outcomes 

in later life due to trauma’s adverse impact on the development of healthy socio-

emotional competencies and a coherent sense of self (Cook et al., 2005; Pynoos, 

Steinberg, & Piacentini, 1999). Childhood trauma may provide one pathway to the 

development of CPTSD via the adverse impact of maltreatment on the development of 

processes relating to socio-emotional competencies and self-concept (Cook et al., 

2005; Pynoos et al., 1998). However, there may also be other pathways to CPTSD. It is 

possible that highly noxious traumas in adulthood (i.e. torture or being the target of 
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genocide) may also lead to the deterioration of self-regulatory capacities and self-

concept (Cloitre et al., 2019).   

  

A CPTSD symptom profile has also been observed among samples 

characterized by single-incident trauma (Elklit, Hyland, & Shevlin, 2014; Palic et al., 

2016). Two studies that examined ICD-11 traumatic stress disorders among samples 

characterized by single-incident trauma (i.e. parents that have experienced the loss of a 

child or adult physical assault) reported that the proportion of individuals endorsing a 

CPTSD symptom profile ranged from 10% to 21% whereas 25% to 43% endorsed 

a PTSD symptom profile (Elkit et al., 2014; Palic et al., 2016). Although a CPTSD 

symptom profile was identified, this was endorsed as a much lower rate compared to a 

PTSD symptom profile in both studies (Elkit et al., 2014; Palic et al., 2016). In keeping 

with a biopsychosocial model, a multitude of personal and environmental risk and 

resilience factors likely interact to influence the development of CPTSD following 

trauma exposure. For example, it is possible that a person who has experienced single 

incident trauma may go on to develop CPTSD due to a lack of protective factors (i.e. 

low social support; Brewin et al., 2017). Conversely, it is possible that an individual 

who has experienced cumulative early life trauma, such as child sexual abuse, may go 

on to develop PTSD or remain relatively resilient due to the presence of many 

protective factors (i.e. high levels of social support or personal resiliency; Brewin et al., 

2017). Taken together, these findings highlight that although CPTSD may be more 

likely to emerge following sustained or prolonged trauma exposure, CPTSD symptoms 

may also emerge after single-incident trauma. As such, the ICD-11 has not theorized a 

specific relationship between CPTSD and the nature of trauma exposure (WHO, 2018).  
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1.1.3.3. Risk correlates of ICD-11 PTSD and CPTSD 

At present, little is known about the risk correlates which may differentiate between 

PTSD and CPTSD following trauma exposure. Compared to PTSD, psychological 

theories explaining the development of ICD-11 CPTSD are lacking (Karatzias et al., 

2019). An understanding of the key risk factors of CPTSD is essential to contribute to 

the development of a theoretical model to explain the onset and course of CPTSD 

(Karatzias et al., 2019).  

 

There is preliminary evidence that certain socio-demographic characteristics 

may pose a stronger risk factor for the development of CPTSD. For example, 

compared to those with PTSD, individuals with CPTSD are more likely to be 

unemployed, less likely to be in a committed relationship, and more likely to be living 

alone (Hyland, Murphy, et al., 2017; Hyland, Shevlin, Fyvie, & Karatzias, 2018; 

Karatzias et al., 2017). Additionally, individuals with CPTSD, are more likely to 

report minority status, a lower level of education, and lower socioeconomic 

status (Perkonigg et al., 2016). As there is a lack of longitudinal research concerning the 

longitudinal course of ICD-11 CPTSD, it has not been established whether these 

experinces are a cause or consequence of CPTSD. 

  

Research concerning the role of gender and ICD-11 traumatic stress disorders is 

inconsistent. Some studies have reported that; (i) being female uniquely increases the 

risk of developing CPTSD (Knefel et al., 2015; Perkonigg et al., 2016), (ii) being 

female uniquely influences the development of PTSD (Hyland, Shevlin, Elkit et al., 

2017), (iii) being female increases the risk of developing both PTSD and CPTSD 

(Hyland, Murphy et al., 2017; Perkonigg et al., 2016), and others report that (iv) no 
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significant association was reported between gender or PTSD and CPTSD respectively 

(Cloitre et al., 2013; Wolf et al., 2015).  

 

Lastly, compared to PTSD, CPTSD has been associated with greater levels of 

psychiatric comorbidity. CPTSD demonstrates a higher rate of comorbidity with several 

disorders including a range of depressive disorders, substance abuse disorders, 

generalized anxiety disorder, and social phobia (Cloitre et al., 2019; Karatzias et al., 

2019; Perkonigg et al., 2016). In addition, CPTSD demonstrates a stronger association 

with several comorbid symptoms including dissociation, suicidality, and BPD (Elkit et 

al., 2014; Hyland, Murphy et al., 2017). Overall, further research is required to identify 

the prevalence, risk factors, correlates, and comorbidities associated with ICD-11 PTSD 

and CPTSD. 

 

1.1.4. The CPTSD and BPD debate 

The recognition of CPTSD has proven particularly problematic in light of BPD. 

Observations of high PTSD-BPD comorbidity, potential symptom overlap, and shared 

risk factors (i.e. trauma exposure; Ford & Courtois, 2014), have led researchers and 

clinicians to question whether it is necessary to have an additional diagnostic category 

for CPTSD (Miller et al., 2014; Resick et al., 2012). BPD demonstrates relatively high 

comorbidity with a range of psychiatric disorders. It has been estimated that up to 

84.5% of those with a BPD diagnosis meet the criteria for one or more 12-month axis I 

disorder (Lenzenweger, Lane, Loranger, & Kessler, 2007). However, some of the 

highest BPD comorbidity rates have been observed for PTSD (Lenzenweger et al., 

2007). The National Epidemiological Survey on Alcohol and Related Conditions 

(NESARC) evidenced that among those with a BPD diagnosis, the lifetime prevalence 
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of PTSD was 39.2% (Grant et al., 2008). PTSD-BPD comorbidity is even higher in 

clinical samples. Among samples characterized by a BPD diagnosis, PTSD comorbidity 

has been found to range from 25% - 58% (Golier et al., 2003; Harned, Rizvi, & 

Linehan, 2010; Zanarini et al., 1998). Conversely, among samples characterized by a 

PTSD diagnosis, the rate of comorbid BPD has been found to range from 37% - 68% 

(Harned et al., 2010; Zlotnick, Franklin, & Zimmerman, 2002). Moreover, ICD-11 

CPTSD is characterized by clinical features which have potential symptom overlap with 

BPD, particularly DSO symptoms (i.e. disruptions to emotion regulation, self-concept, 

and interpersonal functioning). The ICD-11 workgroup have stated that it is not 

appropriate to characterize CPTSD as a sub-type or a replacement for BPD (Maercker et 

al., 2013). Instead, it has been emphasized that the clinical features which underpin 

ICD-11 CPTSD and BPD are qualitatively distinct (Maercker et al., 2013), but research 

is required to assess if the symptoms of CPTSD and BPD are conceptually distinct. One 

of the main obstacles to evaluating the validity of CPTSD is that it is believed that BPD 

comorbid with PTSD reflects CPTSD. To address this debate, the next section will 

provide an overview of the BPD construct, addressing how BPD is often viewed 

through a trauma lens and how the conceptualization of BPD has been criticized.   

 

1.1.4.1. The origins of BPD 

The term ‘borderline’ was first used by Stern, (1938) to describe a group of individuals 

that did not fit within the boundaries of the existing classification system, a system that 

was primarily concerned with dividing psychosis from neuroses. These individuals were 

described as presenting with symptoms ‘on the border’ of both psychosis and neurosis 

(Knight, 1953; Stern, 1938). This concept gained renewed interest when Kernberg, 

(1970) introduced the notion of borderline personality organization (BPO). BPO 
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reflected a pervasive pattern of behaviour and functioning that was highly unstable, but 

BPO was a psychoanalytic construct. BPO features were described using psychoanalytic 

concepts including (i) primitive defence mechanisms (i.e. dissociation, projective 

identification), (ii) identity diffusion, and (iii) disruptions to reality testing. The BPO 

construct was criticized for being too broad, theoretical, and lacking in empirical 

grounding (Paris, 2008). Eventually, this group of individuals could be identified by 

pervasive patterns of behavior and functioning without reference to psychoanalytic 

constructs (Gunderson & Singer, 1975). A review of ‘borderline’ features within the 

context of the broader psychopathology literature was undertaken (Gunderson & Singer, 

1975), shortly afterward, BPD entered the DSM-III (APA, 1980). DSM-III BPD was 

later adapted for inclusion in the ICD-10 under the label ‘emotionally unstable 

personality disorder’ (WHO, 1992). 

 

The DSM classifies BPD as an Axis-II disorder. Compared to Axis I disorders, 

Axis II disorders are considered to be long-standing, these include all personality 

disorders as well as intellectual disability (APA, 2013). Unlike PTSD, the diagnostic 

criteria for BPD have changed little since the DSM-III description (APA, 1980). The 

disorder last underwent revisions in the DSM-IV, therefore, the diagnostic criteria for 

DSM-IV BPD correspond to DSM-5 BPD. Within the DSM-5, BPD comprises nine 

symptoms, of which five must be endorsed to receive a diagnosis. These symptoms 

include; (1) frantic efforts to avoid real or imagined abandonment, (2) unstable and 

intense interpersonal relationships, (3) identity disturbance characterised by an unstable 

self-image, (4) impulsive behaviours that are self-destructive (e.g. impulsive spending, 

substance abuse, binge eating, etc), (5) self-harm or suicidal behaviours, (6) emotional 

instability (e.g. intense episode of sadness, irritability, or anxiety) which may last hours 
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or days, (7) chronic feelings of emptiness, (8) inappropriate intense anger and, (9) 

transient situational paranoid ideation or dissociative symptoms (APA, 2013).   

 

It has been estimated that 1% - 5.9% of the general population meets the criteria 

for BPD (Coid, Yang, Tyrer, Roberts, & Ullrich, 2006; Grant et al., 2008). Moreover, 

BPD is one of the most frequently diagnosed personality disorders among clinical 

samples, it has been estimated that 15% - 25% of psychiatric out-patients meet the 

criteria for BPD (Gunderson, 2008) and in some settings over 40% of in-patients 

(Zimmerman, Chelminski, & Young, 2008). BPD is a severe form of psychopathology 

that has been associated with high levels of functional impairment, psychiatric 

comorbidity, and suicidal behavior (Gunderson, 2008). Approximately 65 - 80% of 

those with a BPD diagnosis have engaged in deliberate self-harm and as many as 9% 

die by suicide (Chanen, Jovev, McCutcheon, Jackson, & McGorry, 2008; Tackett, 

Balsis, Oltmanns, & Krueger, 2009).   

 

1.1.4.2. The aetiology of BPD 

Several researchers have suggested that traumatic experiences, especially those 

occurring in early life, contribute to the development of BPD symptoms (Linehan, 

1993; van der Kolk, Hostetler, Herron, & Fisler, 1994). Early life trauma has been 

proposed to invalidate an individual’s emotional experience, undermine a sense of self, 

interfere with the acquisition of coping skills, and distort templates for social 

interactions with others thus leading to the development of BPD symptoms (Linehan, 

1993). In one study, 92% of adult BPD patients reported a history of child abuse 

(Herman, 1992). Various types of child maltreatment including physical abuse and 

sexual abuse are commonly reported by individuals with BPD (Lieb, Zanarini, Schmahl, 
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Linehan, & Bohus, 2004; Scheiderer, Wood, & Trull, 2015). Additionally, severity of 

cumulative trauma across the lifespan has also been associated with BPD symptom 

severity in a distinct dose-response manner (Shevlin, Dorahy, Adamson, & Murphy, 

2007).  

 

However, trauma may be neither necessary nor sufficient to explain the 

development of BPD. The aetiology of BPD has also been linked to other factors in 

childhood such as insecure attachment with a primary caregiver and emotional 

maltreatment (Lieb et al., 2004). It is also possible for individuals without a history of 

trauma exposure to receive a BPD diagnosis. The development of BPD is likely 

complex, involving several interacting factors. For example, genetic factors and 

predisposing temperamental vulnerabilities likely play a role (Lieb et al., 2004). One 

twin study observed concordance rates for BPD of 35% and 7% for monozygotic and 

dizygotic twin pairs respectively (Torgersen et al., 2000). This finding suggests that 

there is a strong genetic component to the disorder’s development (Torgersen et al., 

2000). Similarly, studies evaluating the genetic analysis of personality disorder traits 

have demonstrated that emotion dysregulation traits, which are prominent within BPD, 

(i.e. comprising an unstable sense of self, unstable interpersonal relationships, and 

unstable cognitive function), have a strong heritability component (Skodol et al., 2002). 

The most accurate description of the disorder’s development may be explained by a 

gene/environment interaction, via the interaction of biological factors (i.e. predisposing 

temperament) and social factors (i.e. trauma exposure; Leichsenring, Leibing, Kruse, 

New, & Leweke, 2011). 
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1.1.4.3. The conceptualization of personality disorder  

The validity of BPD has been supported within factor analytic studies (Andión et al., 

2011; Clifton & Pilkonis, 2007; Fossati, Madeddu, & Maffei, 1999; Sanislow et al., 

2002), but these studies have investigated the latent structure of BPD symptoms in 

isolation of other forms of psychopathology or personality disorder pathology. Several 

criticisms have been raised about the conceptualisation of personality disorder 

pathology in general (Clark, 2007; Trull & Durrett, 2005; Tyrer et al., 2010; Widiger, 

Livesley, & Clark, 2009). The DSM-5 classifies personality disorder as a categorical 

phenomenon, outlining 10 different personality disorders as axis II disorders (APA, 

2013). Furthermore, personality disorders have been grouped into three different 

hierarchical clusters (i.e. Cluster A, B, and C). This organisation of personality disorder 

has not been grounded in any empirical evidence or in theory and there is longitudinal 

evidence to suggest that Axis II personality disorders are not stable over time (Trull & 

Durrett, 2005; Tyrer et al., 2010).  

  

There is also empirical evidence that the categorical classification of personality 

disorder may be suboptimal within clinical practice. It has been reported that many 

clinicians largely ignore the basic definition of personality disorder and if a personality 

disorder is recorded, this is predominantly one of three personality disorders, either 

borderline, antisocial, or mixed personality disorder (Tyrer, Mulder, Kim, & Crawford, 

2019). Furthermore, within the U.K., it has been documented that only 8% of 

psychiatric patients received a personality disorder diagnosis (Tyrer et al., 2019) despite 

data showing that 40 - 90% of inpatients and outpatients met the criteria for personality 

disorder (Beckwith, Moran, & Reilly, 2014; Ranger, Methuen, Rutter, Rao, & Tyrer, 

2018; Tyrer et al., 2014). Additionally, when personality disorder increases in severity 
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the number of categories of personality disorder has also been found to increase 

(Verheul, Bartak, & Widiger, 2007). To avoid listing a patient with many different 

personality disorders clinicians often list personality disorder not otherwise specified as 

a comprise (Verheul et al. 2007).  

 

Based on overwhelming evidence that personality disorder should be 

conceptualised dimensionally (Clark, 2007; Trull & Durrett, 2005; Tyrer et al., 2010; 

Widiger et al., 2009), the ICD-11 has revised the conceptualisation of personality 

disorder. The ICD-11 now specifies that personality disorder occurs along a spectrum of 

severity, ranging from normal personality disorder to severe personality disorder 

(WHO, 2018). Nonetheless, a BPD specifier remains in use within the ICD-11 due to 

argued clinical utility (Tyrer et al., 2019) and the ICD-11 BPD criteria correspond to 

DSM-5 BPD criteria (APA, 2013). The move towards a dimensional model of 

personality disorder was influenced by research highlighting the limitations associated 

with the categorical approach to personality disorder. These limitations also pertain to 

the classification of psychopathology in general. These limitations have led researchers 

to question whether traditional psychiatric nosologies provide a suboptimal 

representation of psychopathology (Caspi & Moffitt, 2018; Kotov et al., 2017).   

 

1.1.5. The classification of psychopathology 

 

1.1.5.1. The limitations inherent to the classification of psychiatric disorders  

Several limitations have been noted with the classification of mental health problems 

within traditional psychiatric nosologies. These limitations stem from the categorical 
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approach to psychopathology which assumes that disorders (e.g. PTSD, CPTSD, and 

BPD) reflect discrete entities.  

 

First, traditional psychiatric nosologies such as the DSM and ICD present 

disorders as dichotomous entities (APA, 2013; WHO, 2018). Disorders are defined only 

by presence or absence, and the presence of a disorder is determined by a set of 

diagnostic criteria. For example, in the case of CPTSD, following trauma exposure, an 

individual must endorse all PTSD and DSO symptoms, and both sets of symptoms must 

be accompanied by a significant level of functional impairment. Should an individual 

fail to meet the criteria for one of the PTSD symptoms, despite endorsing all the other 

CPTSD diagnostic criteria, this individual would neither receive a PTSD or a CPTSD 

diagnosis. Instead, this sub-threshold individual would be grouped along with other 

‘healthy’ individuals. The dichotomous nature of diagnoses is problematic as it may 

result in a significant loss of information (Krueger & Markon, 2006). This can prove 

problematic in research as sub-threshold presentations may reduce the statistical power 

required to detect significant effects and this may also have implications for practice as 

sub-threshold presentations may be denied access to therapeutic or support services. 

Moreover, diagnoses in general show limited reliability. For example, during the DSM-

5 field trials, it was found that 40% of diagnoses did not meet a relaxed cut-off point for 

inter-rater reliability (Regier et al., 2013). 

 

Second, many disorders are very heterogenous, this is particularly relevant in the 

case of BPD. For example, an individual must endorse five or more of the nine BPD 

symptoms to receive a diagnosis (APA, 2013), this can result in remarkable 

heterogeneity within the same diagnostic grouping. Individuals diagnosed with BPD 
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may have as few as two symptoms in common (Trull & Durrett, 2005). Third, no 

reliable biomarkers have been identified for specific psychiatric disorders (e.g. Kapur, 

Phillips, & Insel, 2012; Miller, 2010). For example, no specific biomarkers have been 

identified for trauma-related disorders such as PTSD (Lehrner & Yehuda, 2014). 

Although reductions in brain volume have been associated with PTSD, similar patterns 

have also been observed in depression (Kroes, Whalley, Rugg, & Brewin, 2011). 

Moreover, it is commonly observed that the same environmental risk factors (e.g. 

childhood trauma) demonstrate a significant association with multiple forms of 

psychopathologies (Kessler et al., 2010; McElroy et al., 2016). A sub-optimal 

classification system has been cited as one of the most likely explanations for these 

uninformative findings (Krueger & Markon, 2011; Miller, 2010). 

 

Fourth, arguably one of the most salient critiques associated with psychiatric 

diagnosis has been the observation of comorbidity. Comorbidity is very common in 

both clinical and non-clinical samples (Kessler, Chiu, Demler, Merikangas, & Walters, 

2005; Kessler et al., 1994). Due to chance, a certain level of comorbidity would be 

expected between disorders, but psychiatric comorbidity has been found to occur at 

greater than chance levels (Kessler et al., 2005; Kessler et al., 1994). It has been 

estimated that the rate of comorbidity for the current prevalence of any given diagnosis 

is 50%. For example, of those with one diagnosis, 50% will meet the criteria for a 

second diagnosis, while 50% of those with two diagnoses will meet the criteria for a 

third diagnosis and so on (Kessler et al., 2005). This relatively high rate of diagnostic 

comorbidity may indicate that diagnoses do not reflect truly discrete entities, thus 

comorbidity may undermine the validity of a categorical approach to psychopathology.  
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It has been suggested that the limitations inherent to traditional taxonomies have 

ensued as researchers and clinicians went beyond the available evidence concerning the 

structure of psychopathology when originally formulating taxonomies (Kotov et al., 

2017). The categorical approach to psychopathology has not been grounded in structural 

research or an understanding of the underlying aetiological nature of mental health 

disorders (Kotov et al., 2017). As such, the ICD and DSM have been criticized for 

failing to represent psychopathology accurately (Kotov et al., 2017). Rather, other 

considerations and rationales influenced the nature of psychiatric nosology such as 

expert opinion. For example, the different definitions of PTSD produced by the DSM-5 

and ICD-11, may highlight that expert opinion does not provide the most reliable 

method for formulating diagnostic criteria (Hoge et al., 2016).  

 

As previously outlined, it has been debated whether it is necessary to recognise 

CPTSD as the disorder may not be distinguishable from BPD (Resick et al., 2012). This 

argument has largely been built upon the relatively high rate of PTSD-BPD comorbidity 

and the observation of shared risk factors across these supposedly discrete disorders (i.e. 

trauma exposure; Resick et al., 2012). However, many disorders co-occur at greater than 

chance rates and trauma poses a shared risk factor for many forms of psychopathology 

(Kessler et al., 2005; Kessler et al., 1994). It is possible that these observations may 

reflect limitations inherent to a suboptimal classification system rather than issues 

inherent to the validity of CPTSD.  

 

1.1.5.2. An alternative dimensional model of psychopathology; The HiTOP Model. 

The high comorbidity between supposedly discrete psychiatric disorders has led some 

researchers to question whether there is a more parsimonious structure to 
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psychopathology than that offered by traditional nosologies (Caspi & Moffitt, 2018; 

Kotov et al., 2017). In recent years, quantitative models of psychopathology have 

become increasingly popular as they can overcome many of the limitations associated 

with traditional nosologies (Achenbach & Edelbrock, 1981; Kotov et al., 2011; Krueger 

& Markon, 2006). In contrast to relying on a priori assumptions about the nature of 

psychopathology, quantitative models of psychopathology are empirically derived based 

on evidence concerning the structure of psychopathology (Kotov, 2016).   

 

Evidence for an empirically derived classification of psychopathology first 

emerged when researchers studied patterns of comorbidity to assess the latent structure 

of common mental health disorders. Factor analysis was applied to the study of child 

and adolescent psychopathology (Achenbach & Edelbrock, 1981). This led to the 

identification of two dimensions of psychopathology including an internalizing 

dimension (e.g. including symptoms of depression and anxiety) and an externalizing 

dimension (e.g. including aggressive, hyperactive-impulsive symptoms; Achenbach & 

Edelbrock, 1981). The application of factor analysis to the study of adult 

psychopathology similarly identified these dimensions of psychopathology (Krueger, 

Caspi, Moffitt, & Silva, 1998). The internalizing dimension has captures an individual's 

liability to experiencing mood, anxiety, and panic disorders, as well as social phobia, 

whereas the externalizing dimension reflected liability to experiencing substance-use 

disorders and antisocial disorders (Krueger et al., 1998). These findings have been 

replicated across a variety of clinical and non-clinical samples (Krueger & Markon, 

2006, 2011). These early studies were limited as they did not include certain symptoms 

such as those which characterize psychosis. The comorbidity among a greater variety 

of adult mental health problems has since been investigated and has led to the 
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identification of other dimensions of psychopathology. For example, when psychosis 

symptoms were included in such analysis, a thought disorder dimension was identified 

(Kotov et al., 2011; Wright et al., 2013). This thought disorder dimension encompassed 

liability to experiencing mania, dissociation, disorganized thoughts, and hallucinations 

among other symptoms (Kotov et al., 2011; Wright et al., 2013).  

 

 A growing body of research concerning dimensional models of 

psychopathology has informed the development of the ‘Hierarchical Taxonomy of 

Psychopathology’ otherwise known as the HiTOP model (Kotov et al., 2017). This 

model reflects a quantitative model of psychiatric classification. The HiTOP model 

assumes that all forms of psychopathology are operationalized dimensionally and 

hierarchically (Kotov et al., 2017). First, the covariation between symptoms has been 

proposed to reflect smaller dimensions of psychopathology called ‘syndromes’ which 

replace the traditional categorical approach to diagnosis (Kotov et al., 2017). For 

example, PTSD would no longer represent a diagnosis but the co-variation among 

PTSD symptoms may reflect a PTSD syndrome. Second, the covariation between 

syndromes can then be grouped into broader spectra which comprise higher-order 

dimensions of psychopathology (e.g. internalizing, externalizing, and thought disorders 

dimensions; Kotov et al., 2017).   

 

1.1.5.3. Evidence for a general psychopathology factor 

The higher-order dimensions in the HiTOP model (e.g. internalizing, externalizing, 

thought disorder dimensions) have been found to correlate to a considerable degree (e.g. 

0.5; Wright et al., 2013). It has also been observed that higher-order dimensions of 

psychopathology and various forms of psychopathology share considerable covariation 
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over time and across the life course (Lahey, Zald, Hakes, Krueger, & Rathouz, 2014; 

Moffitt et al., 2007). This has given rise to the idea that the covariation across all forms 

of psychopathology may be further explained by one underlying dimension of 

psychopathology (Lahey et al., 2012). Whereas higher-order dimensions of 

psychopathology such as the internalizing and externalizing dimensions explain the 

propensity to specific forms of psychopathology, this underlying dimension has been 

theorized to explain liability all forms of psychopathology (Lahey et al., 2012). The 

underlying dimension is believed to reflect a general psychopathology dimension and 

has been termed ‘P’ (Caspi & Moffitt, 2018).  

 

P has been likened to the general intelligence factor (otherwise known as ‘g’) 

which underlies cognitive ability (Jensen, 1998; Spearman, 1904). A general 

intelligence factor has been proposed to link all items on intelligence tests. Although 

cognitive abilities can be grouped into distinguishable entities (i.e. verbal skills, 

working memory, visuospatial memory or processing speed), individuals that score 

highly in one domain tend to score well in the other domains too (Jensen, 1998; 

Spearman, 1904). This positive association between test scores can be summarized by g 

(Jensen, 1998; Spearman, 1904). Similarly, P links various forms of psychopathology 

and summarizes liability to developing any or all forms of psychopathology (Caspi & 

Moffitt, 2018).  

 

1.1.5.4. Advantages of a empirically derived dimensional model of psychopathology 

There are several ways in which a quantitative classification of psychopathology can 

overcome the limitations associated with the categorical approach to psychopathology. 

First, the conceptualization of psychopathology as dimensional phenomena can 



37 
 

 
 

overcome the loss of information associated with arbitrary diagnostic thresholds 

(Markon, Chmielewski, & Miller, 2011). Second, no individual is completely excluded 

from this system as it is possible to characterize everyone by a set of dimensions. 

Moreover, there is high test-retest reliability of psychopathology constructs when they 

are operationalized as dimensional phenomena, thus overcoming the issues of 

poor reliability (Watson, 2003). Third, associated symptoms are assigned to syndromes 

and unrelated symptoms are assigned to different syndromes, this process may reduce 

the heterogeneity observed within some psychiatric diagnosis (Clark & Watson, 2006). 

Fourth, comorbidity has been incorporated into the HiTOP model via the assignment of 

different symptoms to spectra or broader dimensions of psychopathology (Kotov et al., 

2017). These broader dimensions of psychopathology provide important information 

about the commonalities underpinning various forms of psychopathology (Kotov et al., 

2017).  

 

Comorbidity provides information about shared risk factors, illness course, and 

the pathological processes common to various forms of psychopathology (Brown & 

Barlow, 2009; Krueger & Markon, 2011; Watson, 2005). A quantitative nosology 

formalizes this information, making such information available to researchers and 

clinicians (Brown & Barlow, 2009; Krueger & Markon, 2011; Watson, 2005). For 

example, if a researcher was interested in looking at the commonalities across a 

particular set of symptoms such as CPTSD and BPD, the researcher may focus on a 

broader dimension of psychopathology such as P. In contrast, if a specific dimension 

was of interest, the broader dimension may be statistically controlled for to illicit 

information unique to the specific dimension. The HiTOP model (Kotov et al., 2017) 

may provide a valuable framework to assess the symptoms which uniquely distinguish 
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CPTSD from other forms of trauma-related psychopathology such as BPD. Evaluating 

CPTSD and BPD symptoms within the framework of an empirically derived 

dimensional model of psychopathology, such as the HiTOP model (Kotov et al., 2017) 

may, therefore, shed further light on the distinguishability of CPTSD and BPD. 

 

1.1.6. Aims and objectives  

Overall, this thesis aims to assess the validity of CPTSD. To establish the validity of 

CPTSD, several debates in the research literature need to be acknowledged, particularly 

whether CPTSD is distinguishable from other trauma-related disorders including PTSD 

and BPD. Several research questions have been proposed to address these debates 

concerning the validity of CPTSD. The specific hypothesis associated with these 

research questions will be outlined in the subsequent empirical chapters. To address 

these hypotheses, different latent variable modelling techniques will be employed 

among different trauma-exposed populations. The specific latent variable modelling 

techniques employed will also be described in greater detail in the subsequent empirical 

chapters.  

 

To be recognised as a valid construct, CPTSD must first be shown to be distinct 

from PTSD. The first section of the present thesis (chapter 3 and chapter 4) will 

examine if CPTSD can be distinguished from PTSD. The present thesis aims to do this 

in two ways. First, chapter 3 will employ confirmatory factor analysis to investigate the 

validity of CPTSD among an Irish sexual-trauma sample. Confirmatory factor analysis 

was employed as this technique can evaluate the latent dimensional structure of CPTSD 

symptoms and determine whether this corresponds to the conceptualisation of ICD-11 

CPTSD. This study will evaluate if a new standardised measure, that has been designed 
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specifically to assess for ICD-11 CPTSD symptoms, possess a dimensional structure 

that distinguishes the core CPTSD symptoms (i.e. DSO symptoms) from the parent 

PTSD construct. This chapter will assess, do distinct dimensions emerge and 

differentiate between the defining features CPTSD and PTSD? Second, chapter 4 will 

assess if CPTSD is distinguishable from PTSD among individuals endorsing refugee 

status as part of a larger U.S. national epidemiological study. Chapter 4 will employ a 

more robust latent variable modelling technique called factor mixture modelling. In 

addition to assessing the latent dimensional structure of CPTSD, factor mixture 

modelling can also identify if there are distinct subgroups of the population 

characterised by qualitatively distinct ICD-11 PTSD and CPTSD symptom profiles. 

This chapter will therefore investigate, do separate groups of people present with 

symptom profiles in a manner that recognises a distinction between PTSD and CPTSD? 

The first two empirical chapters will address the controversy largely evident within the 

DSM and ICD regarding the classification of PTSD, and whether it is necessary to 

distinguish between simple or complex forms of the condition. If CPTSD can be 

distinguished from PTSD, as evidenced by (i) separate PTSD and DSO dimensions and 

(ii) separate groups of people presenting with distinct CPTSD and PTSD symptom 

profiles, then the recognition of a new trauma-related disorder may be justified.  

 

The second section of the present thesis deals with the controversy surrounding 

the recognition of CPTSD and BPD (chapter 5 and chapter 6). Given that CPTSD has 

been suggested to reflect the comorbidity between PTSD and BPD, it needs to be 

established whether CPTSD constitutes a distinct construct when analysed alongside 

BPD symptoms. Moreover, it is necessary to establish whether these constructs are 

distinct when the commonality across all CPTSD and BPD symptoms has been 
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recognised and controlled. First, chapter 5 will evaluate if CPTSD emerges as a distinct 

construct when investigated alongside BPD symptoms. This chapter will employ latent 

class analysis among individuals who reported sexual assault as part of a larger U.S. 

national epidemiological study. Latent class analysis was employed as this technique 

can assess if distinct sub-groups of the population can be identified by distinct patterns 

of CPTSD/BPD symptom endorsement. This chapter will investigate, is there a distinct 

group of people who report a CPTSD symptom profile even when BPD symptoms have 

been recognised? Second, the high comorbidity observed between trauma-related 

disorders may reflect limitations inherent to the categorical approach to 

psychopathology, emerging dimensional models of psychopathology, such as the 

HiTOP model (Kotov et al., 2017), may provide a more accurate representation of 

psychopathology. The HiTOP model (Kotov et al., 2017) can account for comorbidity 

because this model has specified that syndromes such as PTSD, CPTSD, and BPD may 

co-occur as they are linked by broader dimensions of psychopathology such as a general 

psychopathology factor (Caspi & Moffit, 2018). Recognising and accounting for the 

commonalities underlying CPTSD and BPD symptoms may shed further light on the 

conceptualisation and distinguishability of these phenomena. Chapter 6 will employ 

confirmatory bifactor modelling to examine the latent structure of CPTSD and BPD 

symptoms from the perspective of an empirically derived dimensional model of 

psychopathology. This chapter will investigate, what accounts for the association and 

co-occurrence of CPTSD and BPD symptoms? Additionally, once this commonality has 

been taken into consideration, is it possible to elucidate information about the symptoms 

which are unique to CPTSD and BPD? This investigation was conducted among a 

mixed-trauma sample from Israel. The present thesis had to make use of several datasets 

as it was necessary to target the new CPTSD construct in relation to PTSD and BPD 
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symptoms among trauma-exposed populations to see if these constructs emerge as 

distinct phenomena.  
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2.1. Introduction  

The previous chapter outlined the rationale and the research objectives of the present 

thesis. The current chapter details the data sets that were utilised to achieve these 

objectives. The data analysed in each empirical chapter was derived from a variety of 

samples/sources, these included; (1) a primary data set comprising an Irish treatment-

seeking sexual trauma sample; (2) a secondary national epidemiological data set 

comprising a U.S. refugee sample; (3) a secondary national epidemiological data set 

comprising a U.S. sexual trauma sample, and; (4) a secondary data set comprising a 

convenience Israeli sample. This chapter provides a detailed description of each data set 

including an overview of the data collection procedures, the characteristics of the 

sample, and the relevant measures which were administered to participants. As each 

empirical chapter also employs a different analytic technique, this chapter will also 

conclude with a brief overview of the statistical techniques to be employed within the 

subsequent empirical chapters.  

 

2.2. Irish sexual trauma treatment-seeking study 

A primary data set containing data from an Irish sexual trauma treatment-seeking 

sample was used in the analysis for chapter 3.  

 

2.2.1. Data collection procedure 

This primary data set was collected in collaboration with the Dublin Rape Crisis Centre 

(DRCC). The DRCC is an Irish non-governmental organization that aims to prevent 

sexual violence and to heal the trauma of sexual violence. The DRCC provides a range 

of services including a national 24-hour helpline, training and education courses, 

accompaniment services (i.e. to court and sexual assault treatment units), and 
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counselling services. The DRCC also engages in expert policy development in the area 

of sexual assault and advocates on the behalf of victim-survivors. The DRCC was 

established in 1979 and is the largest of fifteen rape crisis centres in Ireland. In their 

most recent annual report, the DRCC documented that the national helpline had 

received over 13,000 calls, over 200 accompaniment appointments were provided, 

training and education courses were delivered to 2,816 individuals working in frontline 

services (i.e. Garda, counsellors, and social workers), and 538 individuals received 

counselling appointments (DRCC, 2018). The DRCC provides counselling services to 

those who have experienced rape or sexual assault as either a child or as an adult, but 

clients must be 16 years or older to access these services.  

 

Both the DRCC and the researcher were part of a larger research consortium 

called the COllaborative Network for Training and EXcellence in 

psychoTraumatology (CONTEXT). CONTEXT is a three-year doctoral training 

program which consisted of an international and interdisciplinary collaboration 

between nine European partner organizations spanning the academic, non-

governmental, voluntary, and public sectors. CONTEXT consisted of three 

interconnected research projects each concerning a priority population in Europe, 

these included (i) asylum seekers and refugees, (ii) emergency service personnel 

and humanitarian first-responders, and (iii) survivors and perpetrators of gender-

based violence. Overall, the three interconnected research programs comprised 

twelve individual research projects and each research project was conducted in 

collaboration with an academic and a non-academic organization. The goal of this 

collaboration was to conduct high quality and innovative research, build capacity 

and expertise, and foster innovative practice in the area of global 
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psychotraumatology. Ulster University and the DRCC were linked under project 3. 

The researcher was seconded to the DRCC from September 2018 to February 

2020. During this period, a data collection procedure was established which aimed 

to gather information about ICD-11 PTSD and CPTSD among DRCC service-

users. 

 

The methodology for the data collection was co-designed by the researcher, the 

DRCC head of clinical services, and the therapy team. The study data was collected 

utilising a paper and pencil self-report assessment, which took approximately 10 – 15 

minutes to complete. The self-report assessment was of a cross-sectional quantitative 

design. Only adult service-users (≥ 18 years) engaged with DRCC counselling services 

at the time of the data collection were eligible to participate in the study. The therapists 

invited service-users to complete the assessment within a therapy session, this was to 

ensure that the service-user would have emotional support if they experienced any 

emotional distress whilst completing the assessment. To ensure informed consent was 

obtained, in the therapy session prior to participation, all participants were informed in 

writing about; the purpose of the data collection; the topics measured in the assessment; 

the voluntary nature of participation; the confidentiality of response data (i.e. that no 

personal identifying information would be available to the researcher); the affiliations of 

the researchers involved in the data collection, and; of the possibility to retroactively 

withdraw consent up until the publication of research data. No incentives or rewards 

were offered for participation. A copy of the self-report assessment is available in 

appendix A.  
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The research team was permitted access to anonymized copies of completed 

assessments. The assessment was anonymized by each participant’s therapist. The 

therapist removed any personal identifiers from the assessment (i.e. name appeared on 

consent sheet) and stored this file separately with the service-users other files. A space 

at the top of each page of the assessment was allocated for the therapist to indicate 

whether the service-user had provided written consent for their data to be used for 

research purposes. Assessments were only included in the data analyses if the service-

user had provided written consent for their data to be used for research purposes. To 

prepare the data for statistical analyses, hard copies of the assessment were entered into 

a soft copy file (i.e. SPSS file). Although the assessments had been de-identified by the 

DRCC therapists, the service-users ‘client number’ remained on the assessment. A new 

participant number was generated and matched to a service-users ‘client number’, 

following this the ‘client number’ was removed from the SPSS file. A separate 

document linking participant number to ‘client number’ was created and stored 

separately – this file would only be accessed if a client wanted to retroactively withdraw 

participation or if the data needed to be re-checked. This step was included in the data 

preparation to ensure that the client’s identity was completely anonymized in the SPSS 

file.  

 

2.2.2. Sample details 

The sample comprised DRCC service-users (N = 114), most participants were female (n 

= 101, 88.6%) and age ranged from 18 to 74 years with a mean age of 35.7 years (SD = 

13.3). Most participants were of Irish nationality (n = 96, 84.2%), but seven other 

nationalities were reported, these included; Polish (n = 1), Zimbabwean (n = 4), 

Cameroonian (n = 1), American (n =1), British, (n =1), Danish (n = 1) and South 
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African (n = 1). Most participants were not in a committed relationship (n = 80, 70.2%), 

almost half of the sample reported being in full time or part time employment (n = 56, 

41.9%), and 38.6% had received a Bachelor’s degree or a higher level of academic 

qualification (n = 44). 

 

2.2.3. Measures 

International Trauma Questionnaire 

The International Trauma Questionnaire (ITQ; Cloitre et al., 2018) was employed to 

measure ICD-11 CPTSD symptoms. The ITQ (Cloitre et al., 2018) was selected as this 

is currently the only standardized self-report measure available to assess for ICD-11 

PTSD and CPTSD symptoms. The ITQ comprises a self-report assessment that consists 

of 18 items. Participants were asked if they have been bothered by six PTSD items 

within the past month, these items were asked in relation to a specific index trauma. 

Participants were also asked about how much they have been bothered by six DSO 

items, but as DSO symptoms have been theorized to be pervasive and to occur across 

contexts regardless of proximity to trauma reminders, these items were asked in relation 

to how one typically feels, thinks about themselves, and acts in relation to others. 

Furthermore, six items reflecting functional impairment were assessed for, three items 

are assessed in relation to PTSD items and three items are assessed in relation to DSO 

items. All ITQ items are scored on a five-point Likert-type scale ranging from 0 (‘not at 

all’) to 4 (‘extremely’), a score ≥ 2 (‘moderately’) indicates symptom endorsement. The 

ITQ has evidenced strong psychometric properties across other trauma-exposed samples 

within the U.S. and U.K. (Cloitre et al., 2018; Karatzias et al., 2016). 
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Life Events Checklist 

An adapted version of the Life Events Checklist (LEC; Weathers et al., 2013) was 

employed to assess for trauma exposure (please see appendix A). The LEC was selected 

to assess for trauma exposure as this measure is commonly used in clinical and research 

settings. The LEC has demonstrated adequate psychometric properties in clinical 

samples (Gray, Litz, Hsu, & Lombardo, 2004). However, the original measure included 

17 items which assess for various traumatic experiences (i.e. exposure to a fire, physical 

assault, sexual assault). DRCC therapists were concerned about the amount of time that 

the self-report assessment may take away from a therapy session therefore to reduce the 

length of time it would take clients to complete the self-report assessment five items 

were removed from this scale. These five items included; ‘Natural disaster (for example, 

flood, hurricane, tornado, earthquake)’, ‘Exposure to toxic substance (for example, 

dangerous chemicals, radiation)’, ‘Combat or exposure to a war-zone (in the military or 

as a civilian)’, ‘Severe human suffering’ and ‘Serious injury, harm, or death you caused 

to someone else’. However, an open-ended item asking participants to identify ‘Any 

other very stressful event or experience’ was included. Each LEC item has five response 

options; (1) Happened to me, (2) Witnessed it happening to somebody else, (3) Learned 

about it happening to someone close to me, (3) Learned about it happening to someone 

close to me, (4) Part my job and (5) Not sure it applies. Again, to reduce the length of 

the assessment, participants were instead asked to indicate whether they had 

experienced each LEC item in binary response format; ‘Yes/presence = 1 or 

‘No/absence = 0’. Additionally, to gauge a measure of childhood trauma without 

including an additional measure, participants were asked to indicate whether they had 

experienced a particular type of trauma in childhood (i.e. before the age of 18) and/or in 

adulthood (i.e. after the age of 18). 
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2.2.4. Ethical approval  

Ethical approval for the data collection was granted by Ulster University’s Research 

Ethics Committee reference number REC/18/0100. 

 

2.3. National Epidemiologic Survey on Alcohol and Related Conditions 

A secondary data set containing data from a U.S. national epidemiological study was 

used in the analyses for chapter 4 and chapter 5. A sub-group of this data set who 

reported refugee status was analysed in chapter 4. Whereas a sub-group of those who 

endorsed sexual trauma was analysed in chapter 5.  

 

2.3.1. Data collection procedure 

The National Epidemiological Survey on Alcohol and Related Conditions (NESARC) 

was conducted by the National Institute on Alcohol Abuse and Alcoholism to document 

the incidence and prevalence of alcohol use and associated disabilities (i.e. physical and 

mental health problems) among the U.S. general population (Grant & Dawson, 2006). 

NESARC involved two waves of data collection, Wave 1 was conducted from 2001 – 

2002 and Wave 2 from 2004 – 2005 (Grant & Dawson, 2006). The present thesis will 

only make use of Wave 2 data as Wave 1 data did not include an assessment for PTSD 

or BPD symptoms. Information about the NESARC study design, methodology, and 

data collection procedures can be found in greater detail in the NESARC source and 

accuracy statements (Grant, Kaplan, & Stinson, 2005; Grant, Kaplan, Shepard, Moore, 

& Grant, 2003), but will be summarised in this chapter. 

 

As NESARC comprised a longitudinal study, the sampling frame for Wave 1 

informed the sampling frame for Wave 2. The target population of Wave 1 was the adult 
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(≥ 18 years) civilian, noninstitutionalised, population residing in the U.S. and the 

District of Columbia, including Hawaii and Alaska (Grant et al., 2003). Those eligible 

for inclusion in the study were individuals living in households and group quarters (e.g. 

college, shelters, hotels/motels etc). To produce a sample that was representative of the 

U.S. adult population, the sampling frame for the household portion of the study was 

informed by the Census Supplementary Survey (CSS; Grant & Dawson, 2006; Grant et 

al., 2003). The CSS was a national survey of more than 78,000 households per month, 

which was conducted from 2000 - 2001. Households were systematically selected for 

inclusion and one adult respondent was selected at random from each household. To 

capture important subgroups of the population with heavy substance abuse patterns (e.g. 

college housing) that may not typically be captured in general population surveys, a 

group-quarters sampling frame was informed by the Census 2000 Group Quarters 

Inventory (Grant et al., 2003). Individual respondents were selected at random from a 

systematic sample of group quarters. The sampling frame response rate was 99%, the 

household response rate was 89%, and the person response rate was 93% (Grant et al., 

2003). Overall, the survey response rate was 81%, which is substantially higher 

compared to other surveys of this kind (Grant et al., 2003). 

 

In the initial design phase, information from the CSS was used to oversample 

African American and Hispanic households. The representation of African American 

households increased from 12.3% to 19.1% and Hispanic households increased from 

12.5% to 19.3% (Stetser, Shepherd, & Moore, 2002). Similarly, young adults (18 – 24 

years) were oversampled at the household level at a rate of 2.25 times that of other 

members in the household (Stetser et al., 2002). This oversampling was planned to 

ensure that these sub-groups of the general population were appropriately represented to 
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conduct reliable statistical analyses. The data was then weighted to account for (i) 

oversampling, (ii) the selection of one person per household, and  (iii) to adjust for non-

response at the household and person levels. Once weighted, the data were then adjusted 

to be representative of the U.S. population for a variety of socio-demographic variables 

(region, age, sex, race, and ethnicity) based on the 2000 Decennial Census of Population 

and Housing (Grant et al., 2003). Wave 2 data underwent the same weighting 

procedures but with two additions, including weights for non-response and ratio 

adjustments (Grant et al., 2005). In addition, the data were adjusted for statistics on 

births, deaths, emigration, immigration, and the size of the armed forces (Grant et al., 

2005).  

 

Wave 1 and Wave 2 comprised face-to-face surveys which were completed 

using computer-assisted personal interviewing technology (Grant & Dawson, 2006; 

Grant et al., 2003). All potential respondents were informed in writing about; (i) the 

nature of the survey, (ii) the use of survey data, (iii) of the Federal laws that providing 

confidentiality, and (iv) about the voluntary nature of participation (Grant et al., 2003). 

Only those who consented to participate after receiving this information were included 

in the study. The survey took approximately one hour to complete. All interviews were 

conducted in the respondent’s home and were carried out by lay interviewers from the 

U.S. Census Bureau. Overall there were 1800 interviewers, all of whom had a minimum 

of five years prior experience working on census or other health-related surveys and 

underwent a formal training period prior to the commencement of data collection. 

Furthermore, the validity of interviews was evaluated by call-backs to randomly 

selected participants to re-ask a subsection of interview questions (Grant & Dawson, 

2006; Grant et al., 2003). Wave 1 involved interviewing 43,093 individuals and Wave 2 
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involved re-interviewing 34,653 of Wave 1 participants resulting in a cumulative 

response rate of 70.2% (Grant & Dawson, 2006). Individuals ineligible for re-interview 

at Wave 2 including those (i) on active military duty (n = 950), (ii) physically or 

mentally impaired (n = 781) or (iii) deceased (n = 1403). 

 

2.3.2. Sample details 

In the present thesis, Wave 2 data was stratified by certain variables including residency 

status and traumatic experiences (i.e. refugee status and sexual trauma). 

 

2.3.2.1. NESARC refugee study 

In chapter 4, participants who endorsed refugee status were selected from the Wave 2 

dataset (N = 428; Grant & Dawson, 2006). This sub-group of individuals were selected 

to facilitate an analysis concerning the validity of CPTSD among a culturally diverse 

sample as there has been limited assessment of CPTSD among culturally diverse 

populations. As it was necessary to model ICD-11 PTSD and CPTSD, those with 

missing data across all PTSD items were excluded from the analysis (n = 120) resulting 

in a final sample size of n = 308. Of the sample, just over half were male (51.3%), age 

ranged from 21 – 90 years, with a mean age of 51 years (SD = 17.07), no formal 

schooling was reported by 2.3%, and household income was as follows; ≤ $24,999 

(34.4%), ≥ $25,000 - $79,999 (48.4%), ≥ $80,000- $200,000 (17.2%). In addition, 

41.6% reported endorsing refugee status before the age of 18, and 46.8% of the sample 

reported refugee status for more than two years. Participants were from over 40 

different countries of origin, which may be stratified by continent; European (23%), 

Asian (22.6%), South American (44.6%), African (4.6%), North American (i.e. African 
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American, American Indian and Chicano, 4.3%) and Other (1%; for a full list see 

Appendix B).  

 

2.3.2.2. NESARC sexual trauma study 

In chapter 5, participants who endorsed sexual trauma (either in childhood or in 

adulthood) as their index trauma in relation to PTSD symptoms (N = 1504) were 

selected from the Wave 2 dataset. This sub-group of individuals were selected as 

CPTSD and BPD symptoms are likely to emerge in the context of interpersonal trauma 

therefore this will provide a suitable context in which to assess the distinguishability of 

CPTSD and BPD. Sexual trauma was measured by one item ‘Were you EVER sexually 

assaulted, molested or raped or did you EVER experience unwanted sexual activity?’ 

As it was necessary to model PTSD and Complex PTSD, those with missing data across 

all traumatic stress symptoms were excluded from the analysis, resulting in a final 

sample size of n = 956. Most of the sample were female (91.1%), and the mean age was 

42 years (SD = 12.96). No formal schooling was reported by 0.1% of the sample, 

whereas 12.2% attended but did not complete high school, 21.8% completed high 

school, 44.2% obtained a Graduate Equivalency Degree or some college/technical 

degree, and 21.7% completed a bachelor’s degree or post graduate degree. Self-reported 

race was as follows; White non- Hispanic (60%), Black, non-Hispanic (19.85%), 

American Indian/Alaska Native, non- Hispanic (2%), Asian/Native Hawaiian/other 

Pacific Islander, non-Hispanic (1.6%), Hispanic, any race (16.6%). Information on total 

personal income was also available in the dataset; ≤ $19,999 (51.3%), $20,000 – 

$69,999 (44.3%), ≥ $70,000 (4.4%).  
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2.3.3. NESARC Measures 

The Alcohol Use Disorders and Associated Disabilities Interview Schedule – DSM-IV 

version (AUDADIS-IV; Grant, Dawson, & Hasin, 2001) was the primary measure 

administered during NESARC. The AUDADIS-IV is a fully structured interview 

schedule, which was administered by lay interviewers (Grant & Dawson, 2006; Grant et 

al., 2003). During Wave 1, the AUDADIS-IV assessed for a wide range of questions 

concerning sociodemographic variables, physical health as well as alcohol and drug use 

(Grant et al., 2001). In addition, the AUDADIS-IV assessed for five anxiety disorders 

(generalised anxiety, agoraphobia, social and specific phobias), four mood disorders 

(major depression, dysthymia, mania and hypomania), seven personality disorders 

(obsessive-compulsive, dependent, avoidant, antisocial, schizoid and histrionic), 

conduct disorder, and pathological gambling (Grant et al., 2001). The AUDADIS-IV 

has demonstrated strong test re-test reliability across many clinical, non-clinical, and 

general population samples globally (Grant, Harford, Dawson, Chou, & Pickering, 

1995; Hasin et al., 1997). During NESARC Wave 2, the AUDADIS-IV was updated to 

include modules which assessed for PTSD, BPD and traumatic experinces, in addition 

to a range of other variables that are not of primary interest to the present thesis (Grant 

& Dawson, 2006). The present thesis was concerned with modules concerning PTSD, 

BPD, and traumatic experiences.  

 

The AUDADIS-IV also included a checklist to assess for trauma exposure 

across the lifespan, this included 27 potentially traumatic events. Responses to these 

items were scored as ‘Yes’ or ‘No’. In the PTSD module, all participants were asked to 

indicate an index trauma. If the index trauma was identified then participants were 

asked whether the traumatic event was accompanied by fear, helplessness, or horror, 
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(yes/no) and whether the trauma had caused them to feel as if they or someone close to 

them might die or be seriously injured during the event (yes/no). Those who responded 

positively to either one of these questions went on to answer 17 binary traumtic stress 

questions (yes/no) based on the DSM-IV criteria for PTSD (American Psychological 

Association [APA], 2000). The PTSD diagnosis derived from the AUDADIS-IV has 

demonstrated fair to good test re-test reliability (k = .64; Ruan et al., 2008). 

 

The BPD model consisted of 18 binary items (yes/no). These items were based 

on the nine criteria that comprise BPD within the DSM-IV and the DSM-5 (APA, 2000; 

APA, 2013). However, two items were used to measure frantic efforts to avoid real or 

imagined abandonment, four items were used to assess identity disturbance, three items 

assessed for impulsivity, two items for self-harming or suicidal behaviours and three 

items for inappropriate anger, the other four BPD criteria were each measured by one 

item. The AUDADIS-IV lifetime BPD diagnosis has demonstrated good reliability (k = 

.71; Ruan et al., 2008).   

 

As the NESARC Wave 2 data collection was conducted prior to the release of 

the ICD-11 proposals (Maercker et al., 2013), items from the PTSD scale and from a 

low mood screener were selected to represent ICD-11 PTSD and DSO symptoms. 

Specific items were selected from the PTSD scale to model ICD-11 PTSD symptom 

clusters and two of the DSO symptoms clusters (affect dysregulation and disturbances 

in relationships). A further two items were selected from a low mood scale to represent 

the DSO symptom cluster ‘negative self-concept’. Both negative self-concept items 

were preceded by a low mood screener, both scored ‘Yes/presence’ (1) or ‘No/absence’ 

(0): ‘Since your last interview, have you ever had a time when you felt sad, blue, 
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depressed or down most of the time for at least 2 weeks?’ and ‘Since your last interview, 

have you ever had a time, lasting at least 2 weeks, when you didn’t care about the 

things that you usually cared about, or when you didn’t enjoy the things you usually 

enjoyed?’. Those who responded 'No’ to both screener items could not respond to the 

negative self-concept items. In this case, responses to NSC items were therefore 

coded as ‘No/absence’ (0). The use of index items to reflect ICD-11 CPTSD symptoms 

was common practice prior to the release of a specific measure to assess for ICD-11 

traumatic stress disorders (Brewin et al., 2017). For a list of the items used in chapter 4 

and chapter 5 please see Table 4.1. and Table 5.1.  

 

Lastly, five types of child maltreatment were assessed by 19 items, these 

included; sexual abuse, physical abuse, emotional abuse, physical neglect and emotional 

neglect. The 19 items were scored on a 5-point Likert scale of ‘Never (1)’ to ‘Always 

(5)’. The childhood maltreatment scale has been found to demonstrate good reliability 

(α = .75; Hasin & Grant, 2015). For a list of items contained within the childhood 

maltreatment scale please see Table 5.2.  

 

2.3.4. Ethical approval 

The NESARC research protocol received full ethical approval from the U.S. census 

Bureau and the U.S. Office of Management and Budget (Grant et al., 2003). Access to 

the NESARC data set was provided by researchers at Ulster University.  

 

2.4. Israeli trauma study 

A secondary data set containing data from an Israeli trauma study was used in the 

analysis for chapter 6.  



76 
 

 
 

2.4.1. Data collection procedure 

This secondary data set was originally collected by researchers at Ariel University in 

Israel who aimed to evaluate the validity of ICD-11 CPTSD among the Israeli 

population. Access to this data set was facilitated by a larger researcher consortium 

called The International Trauma Consortium (ITC). The ITC is a collaboration between 

researchers and clinicians working in the field of traumatic stress studies globally. The 

ITC aims to advance the science and practice of psychotraumatology to improve the 

lives of those affected by trauma. Both researchers at Ulster University and Ariel 

University are members of the ITC.  

 

The data was collected as part of an online survey which was conducted from 

January 2017 – February 2017. This survey aimed to produce a convenience sample of 

the Israeli general population. To qualify for inclusion individuals had to be fluent in 

Hebrew and ≥ 18 years. The survey was created and administered online via a Hebrew 

website (www.imkforms.com). Participants were also recruited online, a link to the 

survey was posted on various social media accounts (i.e. Facebook) and smartphone 

applications (i.e. WhatsApp). This link led to the online survey where participants 

provided consent and completed the self-report assessments. No incentives or rewards 

were offered for participation. The dataset had been anonymized upon data collection 

and no personal identifying information was available (i.e. such as name) and the data 

was downloaded into an SPSS file.  

 

2.4.3. Sample details 

The sample comprised a convenience sample of the Israeli population (N = 617). The 

mean age of the sample was 33.41 years (SD = 11.95) and most participants were 

http://www.imkforms.com/
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female (n = 481, 78%). Most participants were born in Israel (n = 567, 91.9%), with 14 

other countries of birth reported these included; Algeria (n = 1), Argentina (n = 1), 

Belgium (n = 2), Ethiopia (n = 1), France (n = 8), Hungary (n = 2), Italy (n = 1), 

Morocco (n = 3), The Netherlands (n = 1), Romania (n = 1), Russia (n = 8), the U.K. (n 

= 2), Ukraine (n = 2), and the U.S. (n =17). In addition, most participants had attended 

higher education (n = 474, 76.7%) and reported full-time or part-time employment (n = 

525, 85.1%). Lastly, the majority of participants reported that they were in a committed 

relationship (n = 452, 73.3%).  

 

2.4.4. Measures   

All measures were administered in the Hebrew language. The English version of each 

measure was translated into Hebrew using forward and back translation. The translators 

comprised Faculty members of Ariel University who were native English and native 

Hebrew speakers.  

 

International Trauma Questionnaire 

The International Trauma Questionnaire (ITQ; Cloitre et al., 2018) was used to measure 

CPTSD. This measure was previously described in section 2.2.3. The ITQ has 

evidenced strong psychometric properties when employed among other Israeli samples 

(Ben‐Ezra et al., 2018; Gilbar, Hyland, Cloitre, & Dekel, 2018). For a list of items and 

for the frequency of item endorsement in this sample please see Table 6.1.  

 

Borderline Personality Disorder 

BPD symptoms were measured using 14 items based on the BPD module of the 

Structured Clinical Interview (First, Gibbon, Spitzer, Benjamin, & Williams, 1997) for 
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DSM-IV Axis II disorders (see Table 6.1). Participants were asked to indicate if each 

statement was true of them and all items had a binary response format; ‘Yes/presence’ 

or ‘No/absence = 0. This 14-item measure has only been employed in one other study 

(Hyland, Karatzias, Shevlin, & Cloitre, 2019).  

 

Life Events Checklist 

The Life-Events Checklist for DSM-5 (LEC- 5; Weathers et al., 2013). Trauma 

exposure was assessed for by the LEC-5. This measure includes 17 items which assess 

for various traumatic experiences (e.g. transportation accident, physical assault, sexual 

assault). Each item has five response options; (1) Happened to me, (2) Witnessed it 

happening to somebody else, (3) Learned about it happening to someone close to me, 

(3) Learned about it happening to someone close to me, (4) Part my job and (5) Not sure 

it applies. The LEC has commonly been used in clinical and research settings to screen 

for traumatic exposure, this measure has demonstrated adequate psychometric 

properties among various trauma-exposed samples (Gray et al., 2004).  

 

World Health Organization - Five Well-Being Index 

The World Health Organization - Five Well-Being Index (WHO-5; World Health 

Organization, 1998) was used to assess for subjective psychological well-being. This 

scale contains five items, scored on a six-point Likert-type scale, which ranges from; 

‘All the time = 0’, ‘Most of the time = 1’, ‘More than half the time = 2’, ‘Less than half 

the time = 3’, ‘Some of the time = 4’ to ‘At no time = 5’. Participants are asked to 

indicate how they feel in relation to each statement over the past two weeks; higher 

scores reflect higher levels of well-being. A recent systematic review demonstrates that 

the WHO-5 has excellent reliability (α = .90) and validity (Topp, Østergaard, 
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Søndergaard, & Bech, 2015). The scale has been applied globally to various 

populations, including among samples within Africa, Asia, and the Middle East (Topp 

et al., 2015).  

 

2.4.5. Ethical Approval  

Ethical approval for data collection was granted by the Ethical Review Board at Ariel 

University in Israel.  

 

2.6. Data analyses  

The present thesis aimed to determine the validity of CPTSD among vulnerable 

populations. To achieve this aim, different but complementary latent variable modelling 

techniques were employed for each data set.  

 

The first two empirical chapters assessed whether CPTSD reflected a valid 

construct which could be distinguished from PTSD symptoms. Chapter 3 employed 

confirmatory factor analysis to assess if the latent dimensional structure of CPTSD 

symptoms corresponded to the ICD-11 conceptualisation of CPTSD (WHO, 2018). In 

chapter 4, factor mixture modelling was employed to assess the latent dimensional 

structure of CPTSD symptoms and to evaluate if sub-groups of the population 

manifested a distinct PTSD symptom profile and a distinct CPTSD symptom profile.  

 

The latter two empirical studies evaluated the discriminant validity of CPTSD 

and BPD symptoms. Chapter 5 employed latent class analysis to investigate if CPTSD 

was distinguishable from BPD among a U.S. sexual trauma sample. This technique 

evaluated if sub-groups of the population manifested a distinct CPTSD symptom profile 
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and a distinct BPD symptom profile. Lastly, Chapter 6 employed confirmatory bifactor 

modelling among a trauma-exposed Israeli sample to explore the latent dimensional 

structure of CPTSD and BPD symptoms. This technique can assess if there is a shared 

latent dimension underlying all CPTSD and BPD symptoms, by recognising what is 

common across all symptoms it may be possible to assess if there are symptoms which 

are unique to CPTSD. As such, bifactor modelling may help to shed further light on the 

distinguishability of CPTSD and BPD.   

 

The rationale behind the selection and use of each latent variable modelling 

technique has been explained in greater detail within each empirical chapter. All latent 

variable modelling techniques were conducted using Mplus version 7.0 (Muthén & 

Muthén, 2012). In addition, IBM SPSS statistics for windows, version 25.0 was used to 

conduct descriptive and inferential statistics. More specific details about the data 

analyses have been outlined within each empirical chapter.  

 

2.7. Conclusion  

This chapter described the samples that have been used to investigate the aims of the 

present thesis. Attention has been drawn to the different types of data that will be 

employed (primary versus secondary) in addition to the different sample characteristics, 

data collection procedures, and measures that have been used to assess variables of 

interest. The subsequent empirical chapters will only provide a brief description of these 

data sets but will refer the reader back to this chapter for further information.  
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Chapter 3: Assessing the validity of ICD-11 Complex PTSD among a treatment-

seeking sample with a history of sexual trauma 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



86 
 

 
 

Abstract 

Objective: CPTSD has been recognized within the ICD-11, but it has been debated that 

CPTSD may not reflect a distinct diagnostic entity. Research is required to evaluate the 

validity of the disorder. This study therefore investigated the validity of ICD-11 

CPTSD.  

Method: The sample under investigation comprised Irish treatment-seeking individuals 

that had a history of sexual trauma (N = 114). Confirmatory factor analysis was 

employed to assess the latent dimensional structure of CPTSD symptoms. Seven 

competing models were specified and tested, these different models tested (i) if PTSD 

and DSO reflected distinct dimensions, (ii) if PTSD and DSO were better represented 

by six correlated dimensions, and (ii) if there was a hierarchical structure that explained 

the correlations between PTSD and DSO dimensions. Additionally, to assess if the 

dimensions within the best fitting model were meaningfully related to other covariates a 

series of regression analyses were performed (i.e. cumulative trauma exposure, sex, age, 

level of education, employment status, and relationship status).  

Results: Two models provided a good fit of the data; (i) a two-factor higher-order 

model which comprised six first-order factors (re‐experiencing, avoidance of traumatic 

reminders, sense of threat, affective dysregulation, negative self‐concept, and 

disturbances in relationships) and two higher-order factors (PTSD and DSO); and (ii) a 

six correlated first-order factor model which comprised six first-order factors (re‐

experiencing, avoidance of traumatic reminders, sense of threat, affective dysregulation, 

negative self‐concept, and disturbances in relationships). There were no significant 

associations observed between the covariates and the higher-order PTSD and DSO 

factors within the two-factor higher-order model. Significant associations were observed 

between some of the regression covariates and the factors within the six first-order 
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factor model. Cumulative childhood trauma and being single were associated with the 

sense of threat factor, whereas a higher level of education was negatively associated 

with the re-experiencing factor. Based on these significant findings, the six first-order 

factor model may provide the most informative dimensional representation of CPTSD 

symptoms. Of the sample, 20.2% met the criteria for a PTSD diagnosis while 56% met 

the criteria for a CPTSD diagnosis. 

Conclusion: The results supported that there was a distinction between the PTSD and 

DSO symptoms clusters consistent with the ICD-11 conceptualization of CPTSD. 

Furthermore, it may be sufficient to recognize a distinction between PTSD and DSO 

symptoms at the first-order factor level. Overall, these findings contribute to a growing 

evidence base which documents the validity of CPTSD. 
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3.1. Introduction   

The ICD-11 marks a significant divergence in the formulation of PTSD and has 

introduced a new diagnosis of CPTSD (WHO, 2018). Research is required to 

investigate whether the formulation of ICD-11 PTSD and CPTSD accurately describes 

the psychological sequelae that manifest in the aftermath of trauma. It has been debated 

that CPTSD may not constitute a distinct diagnostic entity as is not distinct from PTSD, 

but rather may reflect the upper end of a traumatic stress continuum (Miller, Wolf, & 

Keane, 2014; Resick et al., 2012). Research is therefore required to establish the validity 

of CPTSD.  

 

Latent variable modeling techniques such as confirmatory factor analysis (CFA) 

may be employed to assess the validity of CPTSD. This technique can be used to divide 

the symptoms of a disorder into their respective symptom clusters, it is then possible to 

assess whether these clusters correspond to distinct components of the overall diagnosis 

and whether symptoms have been assigned to the appropriate symptom cluster (Brewin 

et al., 2017). A review of the key studies that have employed CFA to explore the 

dimensionality of CPTSD symptoms has been outlined in the following section.  

 

3.1.2. Establishing the validity of ICD-11 CPTSD  

Several studies have investigated the validity of CPTSD among trauma-exposed 

populations via the application of CFA (Brewin et al., 2017; Gilbar, Hyland, Cloitre, & 

Dekel, 2018; Kazlauskas, Gegieckaite, Hyland, Zelviene, & Cloitre, 2018), but this 

section has drawn attention to three key studies (Cloitre, Garvert, Brewin, Bryant, & 

Maercker, 2013; Hyland, Shevlin, Brewin, et al., 2017; Karatzias et al., 2016). These 

include the first study that employed CFA to assess the latent dimensional structure of 
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CPTSD symptoms (Cloitre et al., 2013). In addition, some of the first studies to employ 

a standardized validated measure to assess for CPTSD symptoms (Hyland, Shevlin, 

Brewin, et al., 2017; Karatzias et al., 2016). 

 

3.1.2.1. The first study to assess the validity of CPTSD using CFA 

The first study to evaluate the validity of ICD-11 CPTSD was conducted by Cloitre et 

al., (2013). This investigation was conducted among a U.S. adult treatment-seeking 

sample (N = 302). The sample comprised a mixed-trauma sample as participants 

reported a range of traumas, from single incident trauma (i.e. witnessing a terror attack) 

to prolonged interpersonal trauma (i.e. child sexual abuse). Slightly more than half of 

the participants were female (53.3%), the mean age was 39.57 years (SD = 11.53), and 

most of the sample identified as Caucasian (53%) – this was followed by African 

American (18.2%), Hispanic (16.2%), Other (8.3%), Asian (2.6%), and unknown (1%). 

Cloitre et al., (2013) utilized an archival dataset to conduct this investigation, therefore, 

items were selected from a variety of measures to reflect ICD-11 CPTSD symptoms. 

These items were selected from scales designed to measure DSM-IV PTSD symptoms, 

these scales included the Modified PTSD Symptom Scale (Falsetti, Resnick, Resick, & 

Kilpatrick, 1993) and the Brief Symptom Inventory (Derogatis & Melisaratos, 1983). 

Six items were selected to reflect PTSD symptoms (i.e. re-experiencing, avoidance, and 

sense of threat) and six items were selected to reflect the disturbances in self-

organization (DSO) symptoms (i.e. affective dysregulation, negative self-concept, and 

disturbances in relationships). 

 

 Cloitre et al., (2013) employed CFA but only specified and tested one model. 

This model comprised four correlated factors, including (i) a PTSD factor, in which the 
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six PTSD items loaded onto one factor, and three factors reflecting the DSO symptom 

clusters, these included, (ii) an affect dysregulation factor, (iii) a negative self-concept 

factor, and (iv) a disturbances in relationships factor. The CFA results revealed that this 

four-factor model provided a good fit of the data. Cloitre et al., (2013) concluded that 

this model supported a conceptual distinction between PTSD and DSO symptoms, thus 

corresponded to the conceptualization of ICD-11 CPTSD. However, it has since been 

noted that the four-factor model tested by Cloitre et al., (2013) may not accurately 

reflect the latent dimensional structure of ICD-11 CPTSD (Hyland, Shevlin, Elklit, et 

al., 2017). The ICD-11 specifies that CPTSD comprises PTSD and DSO components, 

which in turn, comprise three distinct symptom clusters (WHO, 2018). PTSD comprises 

re-experiencing, avoidance, and sense of threat symptom clusters whereas DSO 

comprises affective dysregulation, negative self-concept, and disturbances in 

relationships symptom clusters. It has been noted that a CFA model should have been 

tested which specifies that PTSD and DSO symptom clusters reflect first-order factors 

that are subsumed by two correlated second-order factors reflecting PTSD and DSO 

respectively (Hyland, Shevlin, Elklit, et al., 2017). Furthermore, the findings of Cloitre 

et al., (2013) may have limited generalizability as the study was conducted prior to the 

release of a standardized validated measure to assess for ICD-11 CPTSD symptoms.  

 

3.1.2.2. Assessing the validity of CPTSD using a standardized validated measure 

The first study to evaluate the validity of CPTSD using a standardized validated 

measure to assess for ICD-11 CPTSD symptoms was conducted by Karatzias et al., 

(2016). This investigation was conducted among an adult U.K. mixed-trauma treatment-

seeking sample (N = 193). Of the sample, the majority were female (65.1%), the mean 

age was 40.7 years (SD = 12.4), most participants were born in the U.K. (88.7%) and 
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most participants were from Scotland (79%). A preliminary version of the International 

Trauma Questionnaire (Cloitre, Roberts, Bisson, & Brewin, 2015) was employed to 

assess for CPTSD symptoms. The preliminary version of the ITQ (Cloitre et al., 2015) 

contained 23 items, seven items were included to assess for PTSD symptoms, two items 

per PTSD symptom cluster, plus an additional item which captured ‘feeling upset in 

response to an internal or external cue that resembles an aspect of a traumatic event’. 

This item was included to measure re-experiencing among those with an unclear 

memory of trauma, as this type of re-experiencing may occur among those with a 

traumatic brain injury or among those who have experienced child abuse (Cloitre et al., 

2015). Moreover, the preliminary version of the ITQ consisted of sixteen items to assess 

for DSO symptoms (Cloitre et al., 2015). Nine items measured affective dysregulation, 

three items measured negative self-concept, and two items measured disturbances in 

relationships (Cloitre et al., 2015). The preliminary version of the ITQ did not include 

any items to assess for functional impairment related to PTSD or DSO symptoms. All 

items were included in the CFA analysis conducted by Karatzias et al., (2016). 

 

 Karatzias et al., (2016) employed CFA to test seven different models concerning 

the structure of CPTSD. These various models tested whether (i) PTSD and DSO 

reflected distinct dimensions, (ii) whether PTSD was better represented by three 

correlated dimensions and whether DSO was better represented by three correlated 

dimensions, and lastly, (iii) whether there was a hierarchical structure that explained the 

correlations between the PTSD and DSO dimensions. Model 1 represented a one-factor 

model, in which all items loaded on a single CPTSD factor. Model 2 comprised six 

correlated first-order factors. In this model, the three symptoms clusters which reflected 

PTSD (re-experiencing, avoidance, and sense of threat) and the three symptom clusters 
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which reflected DSO (affect dysregulation, negative self-concept, and disturbances in 

relationships) represented six correlated factors. Model 3 reflected a one-factor higher-

order model. In this model, the six first-order factors in model 2 loaded onto a higher-

order CPTSD dimension. Model 4 comprised a two-factor higher-order model. In this 

model, the PTSD symptom clusters were identified by three first-order factors, in turn, 

these three first-order factors loaded onto a higher-order PTSD factor. The DSO 

symptom clusters also reflected three first-order factors which loaded onto a higher-

order DSO factor. Furthermore, both the higher-order PTSD and DSO factors were 

correlated. Model 5 reflected a model that specified a hierarchical relationship between 

DSO items (i.e. inclusion of both specific dimensions of DSO and a higher-order DSO 

dimension), but not PTSD items (i.e. no specific dimensions for PTSD symptoms). 

Instead, all PTSD items loaded on one specific PTSD factor. Conversely, model 6 

represented a model which specified a hierarchical relationship between PTSD 

symptoms but not DSO symptoms. Lastly, model 7 comprised a two correlated first-

order factor model where all PTSD items loaded onto a PTSD factor and all DSO items 

loaded onto a DSO factor. 

 

 Karatzias et al., (2016) hypothesized that model 4 would provide the best fit of 

the data as it was suggested that this model was the most consistent with the 

conceptualization of ICD-11 CPTSD. The CFA results revealed that both model 4 and 

model 2 provided a good fit of the data. Model 4 was selected as providing the best fit 

of the data as the authors suggested that this model was the most theoretically consistent 

with the conceptualization of ICD-11 CPTSD because it provided evidence for a 

distinction between PTSD and DSO symptoms. Karatzias et al., (2016) also selected 

model 4 as providing the best fit of the data as it appeared more parsimonious that two 
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higher-order factors (i.e. PTSD and DSO) explained the variance between all measured 

symptoms. As model 4 recognized a distinction between PTSD and DSO symptoms, it 

was concluded that this finding supported the validity of CPTSD (Karatzias et al., 

2016). However, it should be noted that both model 4 and model 2 provide evidence for 

a distinction between PTSD and DSO symptoms. Model 4 recognizes a distinction 

between PTSD and DSO symptoms at the higher-order level whereas model 2 

recognizes this distinction between PTSD and DSO symptoms at the first-order factor 

level. Moreover, Karatzias et al., (2016) evaluated the prevalence of CPTSD. It was 

estimated that 37% of participants met the criteria for PTSD and 53% met the criteria 

for CPTSD. These estimates were based on symptom endorsement alone as information 

about functional impairment was not measured by the preliminary version of the ITQ 

(Cloitre et al., 2015).  

 

Hyland, Shevlin, Brewin, et al., (2017) replicated the latter study among a 

convenience sample of trauma-exposed individuals from the U.K. (N = 171). This data 

was collected via an online survey, and participants were included in the study if; they 

were 18 years or older, had previously been given a diagnosis of PTSD or if they had 

indicated exposure to a traumatic event and screened positive for PTSD based on the 

Trauma Screening Questionnaire (Brewin et al., 2002). Of the sample, over half were 

male (51.1%), the average age was 49.85 years (SD = 12.73), and the sample was 

primarily Caucasian (95.9%). The preliminary version of the ITQ was employed to 

measure ICD-11 traumatic stress symptoms (Cloitre et al., 2015). CFA was employed to 

specify and test the seven models that were assessed by Karatzias et al., (2016). 

Similarly, the CFA results revealed that the six correlated first-order factor model 

(model 2) and the two-factor higher-order model (model 4) both provided a good fit of 
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the data. One of the fit indices favored model 4, therefore, the two-factor higher-order 

model was selected as providing the best fit of the data. As model 4 provided evidence 

to support a distinction between PTSD and DSO symptomatology in keeping with the 

conceptualization of CPTSD, it was concluded that this finding supported the validity of 

CPTSD. Moreover, Hyland, Shevlin, Brewin, et al., (2017) evaluated the prevalence of 

ICD-11 CPTSD and PTSD and estimated that 10.9% of the sample met the criteria for 

PTSD while 53.6% of the sample met the criteria for CPTSD. These diagnostic rates 

were also based on symptom endorsement alone as functional impairment was not 

assessed for in the preliminary version of the ITQ (Cloitre et al., 2015).  

 

 It should be noted that Karatzias et al., (2016) and Hyland, Shevlin, Brewin, et 

al., (2017) did not assess the relationship between trauma exposure and the identified 

PTSD and DSO dimensions. As outlined in the previous chapter, CPTSD has been 

theorized to emerge in the context of sustained interpersonal trauma exposure, 

particularly when such experiences occur during early development (Cloitre et al., 2013; 

Herman, 1992). Few studies have investigated the relationship between trauma 

exposure in relation to PTSD and DSO dimensions. Among those that have, it has been 

reported that cumulative childhood trauma and cumulative lifetime trauma are 

significantly associated with PTSD and DSO dimensions (Gilbar et al., 2018; Shevlin et 

al., 2017). These significant associations provide further evidence to support the validity 

of CPTSD. 

 

 Overall, a growing evidence base documents the validity of ICD-11 CPTSD 

(Brewin et al., 2017; Gilbar et al., 2018; Kazlauskas et al., 2018), but there has been 

limited investigation of the validity of CPTSD among samples characterized by similar 
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index trauma. Compared to single incident trauma (e.g. witnessing a terror attack), 

sustained interpersonal trauma exposure (e.g. child sexual abuse) has been theorized to 

have a unique contribution to the development of CPTSD symptoms (Cloitre et al., 

2013; Herman, 1992). Given the interpersonal nature of rape and sexual assault, CPTSD 

symptoms may be particularly likely to manifest among individuals that have a history 

of sexual violence. Yet, there has been limited investigation of the validity of CPTSD 

among samples characterized by sexual trauma. 

 

3.1.3. Evaluating the validity of CPTSD in the context of sexual trauma 

There is only one known study that has evaluated the validity of CPTSD among a 

sample characterized by sexual trauma. The study was conducted by Hyland, Shevlin, 

Elklit, et al., (2017) and the sample under investigation comprised Danish treatment-

seeking individuals that had experienced child sexual abuse (N = 453). Most of the 

sample were female (86%), the mean age was 26 years (SD = 10.41), age ranged from 

18 – 70 years, and all participants were Caucasian. As this investigation was conducted 

utilizing an archival dataset, index items were selected from a variety of measures to 

reflect ICD-11 traumatic stress symptoms. These items were selected from measures 

that were originally designed to assess for DSM-IV PTSD symptoms, these included the 

Harvard Trauma Questionnaire (Mollica et al., 1992) and the Trauma Symptom 

Checklist (Briere & Runtz, 1989). 

 

 Hyland, Shevlin, Elklit, et al., (2017) employed CFA to specify and test four 

models. Model 1 comprised a unidimensional model in which the six items reflecting 

PTSD and the six items reflecting DSO loaded onto a single factor. Model 2 comprised 

a two-factor correlated model. In this model, the six items reflecting PTSD loaded onto 
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a first-order PTSD factor and the six items reflecting DSO loaded onto a first-order 

DSO factor. Model 3 comprised the six correlated first-order factors model. Lastly, 

model 4 comprised the two-factor higher-order model. The CFA results indicated that 

the six correlated first-order factors model and the two-factor higher-order model both 

provided a good fit of the data. One of the fit indices favored the two-factor higher-

order model, therefore, this model was selected as provided the best fit of the data. 

Hyland, Shevlin, Elklit, et al., (2017) concluded that this finding supported the validity 

of ICD-11 CPTSD, as this model provided evidence that PTSD and DSO symptoms 

reflected distinguishable but associated phenomena.  

 

Moreover, Hyland, Shevlin, Elklit, et al., (2017) estimated the diagnostic rate of 

PTSD and CPTSD and assessed the risk factors of the identified dimensions. Of the 

sample, 7.8% met the criteria for a PTSD diagnosis and 42.8% met the criteria for a 

CPTSD diagnosis. These diagnostic rates were again estimated based on symptom 

endorsement alone as information about functional impairment related to CPTSD 

symptoms was not available. It was further assessed whether sex, age, the number of 

abuse acts one had experienced, and the duration of abuse were associated with the 

PTSD and DSO dimensions. Female sex was a predictor of PTSD and DSO dimensions. 

Additionally, experiencing a greater number of sexual abuse acts was associated with 

PTSD symptoms but not DSO symptoms. It was hypothesized that experiencing a 

greater number of sexual abuse acts would be associated with DSO symptoms. Hyland, 

Shevlin, Elklit, et al., (2017) suggested that perhaps a single type of trauma (i.e. sexual 

abuse) may be linked to the fear-based PTSD symptoms but the cumulative impact of 

different types of trauma exposure may be associated with DSO symptoms. This is in 

keeping with literature which highlights that the number of different types of childhood 
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maltreatment an individual experiences (i.e. physical abuse, sexual abuse, neglect) 

increases the risk of symptom complexity (i.e. increasing number and severity of 

different presenting problems), not the number of abuse acts (Briere, Kaltman, & Green, 

2008; Cloitre et al., 2009). However, information about various types of child 

maltreatment or different type of trauma was not available in the dataset.  

 

As Hyland, Shevlin, Elklit, et al., (2017) assessed the validity of CPTSD using 

an archival data set, ICD-11 CPTSD symptoms were not measured using a standardized 

validated measure which may limit the generalizability of the study findings. Further 

research is necessary to investigate the validity of CPTSD among sexual trauma 

samples using a standardized validated measure to assess for ICD-11 traumatic stress 

symptoms. Studies that have employed the ITQ (Cloitre et al., 2015) to assess for 

CPTSD symptoms (e.g. Hyland, Shevlin, Brewin, et al., 2017; Karatzias et al., 2016), 

have employed a preliminary version of this measure which included a greater variety 

of items and did not include items to assess for functional impairment. A variety of 

DSO items were included in this preliminary version of the measure to identify the 

optimal indicators for the DSO symptom clusters (Cloitre et al., 2015). Based on recent 

research assessing the psychometric performance of DSO indicators, the ITQ has been 

reduced to two items per DSO symptom cluster (Shevlin et al., 2018). Additionally, an 

item measuring re-experiencing related to the impaired recall of a traumatic event has 

been excluded from this self-report measure (Cloitre et al., 2018). At present, the ITQ 

comprises six PTSD items and six DSO items (Cloitre et al., 2018). Additionally, six 

items assess for functional impairment related to PTSD and DSO symptoms 

respectively (Cloitre et al., 2018). Further investigation is warranted to assess the 

validity of CPTSD using the latest version of the ITQ (Cloitre et al., 2018). 
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3.1.4. Measuring CPTSD among individuals with sexual trauma in Ireland 

The present chapter aimed to assess the validity of CPTSD among an Irish treatment-

seeking sexual trauma sample. To conduct this investigation a research collaboration 

was established with the Dublin Rape Crisis Centre (DRCC). This collaboration was 

facilitated by the collaborative network for training and excellence in 

psychotraumatology (CONTEXT) research consortium. As outlined in the previous 

chapter, the aim of CONTEXT was to merge the academic and non-academic sectors to 

conduct research that would inform theory and advance knowledge in the field of 

psychotraumatology. It was also anticipated that this collaboration would foster 

expertise and capacity building within the non-academic organization. The DRCC 

provides a range of services including counselling services for those who have 

experienced rape or sexual assault. The DRCC produces an annual report documenting 

the number of individuals that received DRCC counselling services and documents the 

rate of child sexual abuse and adult sexual assault among DRCC service-users. In the 

most recent report, it was documented that 528 individuals received DRCC therapeutic 

services, 39.4% of these individuals had experienced childhood rape or sexual assault 

while 60.6% experienced adult rape or sexual assault (DRCC, 2018). A sub-group of 

individuals experienced sexual assault in both childhood and adulthood (6.4%; DRCC, 

2018). Notably absent from this annual report was an estimate concerning the 

psychological impact of sexual trauma. The DRCC currently does not have any 

estimates about the diagnostic rate of PTSD or CPTSD among service-users.  

 

 The psychological impact of sexual trauma is poorly measured worldwide 

(Walby & Towers, 2017). Basic statistics about how many people have experienced 

sexual trauma and how many people present with PTSD after sexual trauma, have not 
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been collected in a consistent manner across many countries (Walby & Towers, 2017), 

including Ireland. The last study to measure the psychological impact of sexual assault 

in Ireland was conducted almost 20 years ago. This was called the Sexual Abuse and 

Violence in Ireland (SAVI) study (McGee, Garavan, de Barra, Byrne, & Conroy, 2002). 

SAVI was a national study which assessed the prevalence and incidence of sexual 

violence in Irish society. The data was collected by telephone interviews with randomly 

selected participants from the general population (N = 3118). The findings of the study 

documented that sexual violence was relatively common in Irish society; 42% of 

females and 28% of men reported some form of sexual assault across the lifespan 

(McGee et al., 2002). Moreover, 25% of women and 16% of men experienced 

symptoms consistent with a diagnosis of DSM-IV PTSD (APA, 2000). Given the recent 

revisions to traumatic stress disorders within the DSM-5 and the ICD-11, these 

estimates are now outdated. To the best of the researcher’s knowledge, there is a lack of 

research assessing the validity and the prevalence of ICD-11 CPTSD in Ireland. 

Additionally, there is a lack of research investigating the psychological impact of sexual 

violence in Ireland.  

 

3.1.5. Aims and hypotheses 

The present study aimed to assess the validity of CPTSD among DRCC service-users 

utilizing a standardized validated measure to assess for CPTSD symptoms (Cloitre et 

al., 2018). First, CFA was employed to assess the latent dimensional structure of ICD-

11 traumatic stress symptoms. Based on the findings of previous studies that have 

investigated the validity of CPTSD (Hyland, Shevlin, Brewin, et al., 2017; Hyland, 

Shevlin, Elklit, et al., 2017; Karatzias et al., 2016), it was hypothesized the two-factor 

higher-order model would provide the best fit of the data. Second, the diagnostic rate of 
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PTSD and CPTSD was estimated. Sustained interpersonal trauma exposure (e.g. child 

sexual abuse) has been theorized to have a specific association with the development of 

CPTSD symptoms (Cloitre et al., 2013; Herman 1992). Given the interpersonal nature 

of sexual assault and evidence documenting that over a third of DRCC service-users 

have experienced childhood sexual abuse (DRCC, 2018), it was hypothesized that the 

diagnostic rate of CPTSD would be endorsed at a relatively higher rate compared to 

PTSD. Lastly, the association between trauma exposure and traumatic stress response 

was evaluated. Based on research suggesting that sustained interpersonal trauma has an 

association with CPTSD (Cloitre et al., 2013; Herman, 1992), it was hypothesized that 

cumulative trauma exposure would be associated with both the PTSD and DSO 

dimensions, but that cumulative trauma exposure would demonstrate a stronger 

magnitude of association with the DSO dimension.  

 

3.2. Method  

 

3.2.1. Sample 

As outlined in chapter 2, the sample under investigation comprised individuals that had 

experienced sexual trauma and were in receipt of therapeutic services at the DRCC. The 

sample (N = 114) was predominantly female (88.6%) and of Irish nationality (84.2%), 

age ranged from 18 – 74 years (M = 35.7, SD = 13.01). The sample characteristics and 

data collection procedures have been described in greater detail in methodology chapter 

(please see chapter 2 section 2.2.).   
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3.2.2. Measures    

 

3.2.2.1. ICD-11 PTSD and CPTSD 

The International Trauma Questionnaire (ITQ; Cloitre et al., 2018) was employed to 

measure symptoms of traumatic stress. The frequency of item endorsement has been 

presented in Table 3.1. In the present sample, the reliabilities of the total scale (α = .87), 

the PTSD subscale (α = .82), and the DSO subscale (α = .83) were excellent-to-good. 

This measure has been outlined in greater detail in chapter 2 (please see section 2.2.). 

 

3.2.2.2. Trauma Exposure 

An adapted version of the LEC-5 (Weathers, Blake, Schnurr, Kaloupek, Marx, & 

Keane, 2013) was utilized to measure trauma exposure. This contained a list of 12 

items, 11 items asked participants if they had experienced particular traumatic events 

(i.e. physical assault, sexual assault) and a 12th item was included to identify any other 

traumatic experience. Participants were asked whether they had experienced each event 

in childhood (< 18 years) or in adulthood (≥ 18 years). Each item was scored in a binary 

response format; ‘Yes/presence = 1’ or ‘No/absence = 0’. This adapted version of the 

LEC-5 (Weathers et al., 2013) has been outlined in greater detail in chapter 2 (please 

see section 2.2.).  

 

3.2.3. Data Analysis  

 

3.2.3.1. Confirmatory factor analysis 

A series of CFA models were specified and tested to determine the dimensional 

structure of CPTSD symptoms (please see Figure 3.1). These models were consistent 
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with the models tested by Karatzias et al., (2017) and Hyland, Shevlin, Brewin, et al., 

(2017). However, the number of indictors per symptom cluster differed given that the 

latest version of the ITQ only includes 12 items (Cloitre et al., 2018). Model 1 

represented a unidimensional model in which all items loaded onto a single factor. 

Model 2 represented the six correlated first-order factors model. In this model, the three 

PTSD symptom clusters and the three DSO symptom clusters reflected six correlated 

factors. Model 3 tested a higher-order model of CPTSD, in which the six factors from 

model 2 loaded onto a single higher order factor. Model 4 comprised the two-factor 

higher order model, where the three first-order PTSD factors loaded onto a higher order 

PTSD factor while the three first-order DSO factors loaded onto a higher order DSO 

factor. Both the PTSD and DSO factors were allowed to correlate in this model. Model 

5 comprised a model which specified a hierarchical relationship between DSO items 

(i.e. inclusion of both specific dimensions of DSO and a higher order DSO dimension) 

but not PTSD items (i.e. no specific dimensions for PTSD symptoms). Conversely, 

Model 6 comprised a model which specified a hierarchical relationship between PTSD 

symptoms but not DSO symptoms. Model 7 tested a model with two first-order factors 

where all PTSD items loaded onto a PTSD factor and all DSO items loaded onto a DSO 

factor.  

 

 All CFA models were specified and tested using Mplus 7.0 (Muthén & Muthén, 

2012) and using the robust maximum likelihood (MLR) estimator. Goodness of fit was 

assessed for each CFA model using χ2, the Comparative Fit Index (CFI), the Tucker-

Lewis index (TLI; Bentler, 1990; Tucker & Lewis, 1973) and the root mean square error 

of approximation (RMSEA). RMSEA < 0.05 (Steiger, 1990), CFI and TLI > 0.90, and a 

non-significant χ2 reflected acceptable model fit. To further aid selecting the best fitting 
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model, the Akaike Information Criterion (AIC; Akaike, 1987) and Bayesian 

Information Criterion (BIC; Schwarz, 1978), values were generated.   

 

3.2.3.2. Regression Analyses  

Following the selection of the best fitting CFA models, the latent variables from the best 

fitting model were regressed onto several trauma exposure and socio-demographic 

variables. Two regression analyses were performed with the two best fitting CFA 

models. In the first analysis, there were seven risk variables, these included; sex (female 

= 1, male = 0), age, relationship status (in a relationship = 0, single = 1), employment 

status (not employed = 0, in full-time or part-time employment = 1), education status 

(no higher education = 0, university or college education = 1), cumulative child trauma 

(summed LEC child traumas), and cumulative adult trauma (summed LEC adult 

traumas). In the second regression analysis, there were six risk variables, these included 

the same socio-demographic variables, but the cumulative child and adult trauma 

variables were summed to create a lifetime cumulative trauma score.  
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Figure 3.1. CFA models testing the latent structure of CPTSD symptoms
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3.2.3.3. Diagnostic rates  

ICD-11 PTSD and CPTSD diagnostic rates were estimated based on the ICD-11 diagnostic 

guidelines (Cloitre et al., 2018). A diagnosis of PTSD requires that a person endorses one 

of two symptoms from the re-experiencing, avoidance, and sense of threat PTSD symptom 

clusters. In addition, these symptoms must be accompanied by a significant level of 

functional impairment to daily life (i.e. ability to go to school to work or to do any other 

important activities). A diagnosis of CPTSD requires that a person screens positive for 

PTSD and presents with one of two symptoms from each of the DSO symptom clusters (i.e. 

the affective dysregulation, negative self-concept, and disturbed relationships). These DSO 

symptoms must also be accompanied by a significant level of functional impairment. All 

ITQ items are scored on a five-point Likert-type scale ranging from 0 (‘not at all’) to 4 

(‘extremely’), a score > 2 (‘moderately’) indicates symptom presence. The ICD-11 

taxonomic structure only permits a diagnosis of either CPTSD or PTSD; if an individual 

receives a diagnosis for CPTSD then that person does not qualify for a diagnosis of PTSD.  

 

3.3. Results  

 

3.3.1. Descriptive statistics  

Table 3.1. documents the endorsement of ICD-11 CPTSD items. There was a high rate of 

item endorsement within the sample. Even the least frequently endorsed item, a DSO item 

measuring negative self-concept ‘I feel worthless (NSC2)’, was endorsed at 66.7%. The 

most frequently endorsed item was a PTSD item measuring a heightened sense of threat 

‘Being “super-alert”, watchful, or on guard? (Th1)’ (92.1%).  
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Table 3.1. Frequency of CPTSD item endorsement 

 Item Total  

(%) 

Posttraumatic stress disorder  

 Having upsetting dreams that replay part of the experience or are clearly 

related to the experience? (Re1) 

67.5 

 Having powerful images or memories that sometimes come into your mind 

in which you feel the experience is happening again in the here and now? 

(Re2) 

76.3 

 Avoiding internal reminders of the experience (for example, thoughts, 

feelings, or physical sensations)? (Av1) 

86.8 

 Avoiding external reminders of the experience (for example, people, places, 

conversations, objects, activities, or situations)? (Av2) 

89.5 

 Being “super-alert”, watchful, or on guard? (Th1) 92.1 

 Feeling jumpy or easily startled? (Th2) 79.8 

Disturbance in self-organisation  

 When I am upset, it takes me a long time to calm down (AD1) 82.5 

 I feel numb or emotionally shut down (AD2) 76.3 

 I feel like a failure (NSC1) 78.1 

 I feel worthless (NSC2) 66.7 

 I feel distant or cut off from people (DR1) 79.8 

 I find it hard to stay emotionally close to people (DR2) 73.7 

Note. % = Percentage of item endorsement. Re = Re-experiencing; Av = Avoidance; Th = Sense of 

Threat; AD = Affective Dysregulation; DR = Disturbed Relationships; NSC = Negative Self-

Concept.  

 

The most frequently endorsed type of childhood trauma was ‘Other unwanted or 

uncomfortable sexual experience’ (72%) followed by ‘Sexual assault (rape, attempted rape, 

made to perform any type of sexual act through force or threat of harm)’ (55%), and 

‘Physical assault (for example, being attacked, hit, slapped, kicked, beaten up)’ (53.9%). 

Similarly, the most frequently reported form of adult trauma was ‘Other unwanted or 

uncomfortable sexual experience’ (85.1%), followed by ‘Sexual assault (rape, attempted 

rape, made to perform any type of sexual act through force or threat of harm)’ (81.2%), and 
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‘Physical assault (for example, being attacked, hit, slapped, kicked, beaten up)’ (59%). Of 

those who experienced adult sexual assault, 29.9% also reported child sexual assault.  

 

3.3.2. Diagnostic rates 

Overall, 76.2% of the sample met the criteria for a diagnosis of either PTSD or CPTSD. Of 

the sample, 20.2% met the criteria for a PTSD diagnosis while 56% met the criteria for a 

CPTSD diagnosis. Chi-square tests of difference indicated that a PTSD diagnosis and a 

CPTSD diagnosis did not differ by sex, age, level of education, employment status, or 

relationship status. Furthermore, t-tests revealed that a PTSD diagnosis and a CPTSD 

diagnosis did not differ by level of lifetime cumulative trauma exposure or in terms of adult 

or child cumulative trauma exposure respectively.  

 

3.3.3. CFA  

The model fit indices are presented in Table 3.2. Model 1, 5, 6, and 7 did not provide an 

acceptable fit of the data according to CFI, TLI, and RMSEA values. These models were 

rejected as they provided a poor fit of the data. Model 2, 3, and 4 provided a good fit of the 

data. Model 2 and model 4 both demonstrated an RMSEA value < .05, therefore, provided 

a better fit of the data compared to model 3. Model 2 and model 4 evidenced acceptable 

CFI, TLI, and RMSEA values, but model 4 had the highest CFI and TLI values as well as 

the lowest RMSEA value and the lowest BIC value. The fit statistics favored model 4 as 

compared to model 2. However, it should be noted that model 2 still provided a good fit of 

the data. 
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Table 3.2. Fit statistics for the CFA analysis  

Model X2 (df) RMSEA (95% CI) CFI TLI AIC BIC 

1 233.43 (54)* 0.171 (0.15 – 0.19) .660 .584 4022 4121 

2 43.94 (39)* 0.033 (0.00 – 0.08) .991 .984 3843 3983 

3 65.91 (47)* 0.059 (0.02 – 0.09) .964 .950 3854 3972 

4 48.627 (47)* 0.017 (0.00 – 0.07) .997 .996 3834 3952 

5 97.29 (50)* 0.091 (0.64 – 0.12) .910 .882 3879 3989 

6 123.56 (60)* 0.114 (0.09 – 0.14) .861 .816 3905 4015 

7 173.36 (53)* 0.141 (0.12 – 0.16) .772 .716 3950 4051 

Note. X2= Chi-Square Statistics; df = degrees of freedom; RMSEA = Root Mean Square of Error 

Approximation; CFI = Comparative Fit Index; TLI = Tucker- Lewis Index; AIC = Akaike 

Information Criterion; BIC = Bayesian Information Criterion. Best fitting CFA model in bold. 

 * p < 0.001. 

 

 

The factor loadings for model 4 are presented in Table 3.3. All items loaded 

significantly onto their respective first-order factors. One item loading (Dr 1) was greater 

than 1. It is not unusual to observe a factor loading greater than 1. As the factors in the CFA 

model were correlated, the factor loadings reflected regression coefficients (not 

correlations) and as such can be larger than 1 in magnitude. This is more likely to happen 

when the factors are highly correlated. The second-order factor loadings for the PTSD 

factor (re-experiencing = .95, avoidance = .78, sense of threat = .66) and the DSO factor 

(affective dysregulation = .90, negative self-concept = .84, disturbed relationships = .68) 

were all high and statistically significant (p < .05). The correlation between the PTSD and 

DSO factors was .75 (p < .05). This relatively high correlation may indicate that PTSD and 
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DSO are not distinguishable from one another and may also indicate that it may not be 

necessary to recognize a distinction between PTSD and DSO at a higher-order level. In this 

case, a simpler model, such as model 2, may provide a better fit of the data.  

 

Table 3.3. Standardized factor loadings for Model 4  

Items Re Av Th Ad Nsc Dr 

Re1 .72      

Re2 .80      

Av1  .89     

Av2  .59     

Th1   .81    

Th2   .88    

Ad1    .39   

Ad2    .82   

Nsc1     .86  

Nsc2     .94  

Dr1      1.11 

Dr2      .63 

Note. Re = Re-experiencing; Av = Avoidance; Th = Sense of Threat; AD = Affective 

Dysregulation; DR = Disturbed Relationships; NSC = Negative Self-Concept. All loadings were 

statistically significant (p < .05). 

 

 

 

The factor loadings and factor correlations for model 2 are presented in Table 3.4. 

All items loaded statistically significantly onto their respective factors. All item loadings 

were positive and relatively high (> .40). The item loading for one item (Dr 1) was greater 

than 1. As previously outlined, this is not unusual to observe in a model where factors are 

free to correlate. The factors in model 4 (two-factor higher-order model) and model 2 (six 

first-order factor model) were regressed onto several covariates to further evaluate which 

model provided the most informative dimensional representation of the data. 
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Table 3.4. Standardized factor loadings and factor correlations for Model 2 

Items Re Av Th Ad Nsc Dr 

Re1 .73      

Re2 .79      

Av1  .91     

Av2  .58     

Th1   .79    

Th2   .90    

Ad1    .40   

Ad2    .82   

Nsc1     .86  

Nsc2     .94  

Dr1      1.13 

Dr2      .61 

       

     

Av .71      

Th .66 .48     

Ad .70 .65 .47    

Nsc .58 .48 .33 .74   

Dr .43 .40 .26 .58 .59  

Note. Re = Re-experiencing; Av = Avoidance; Th = Sense of Threat; AD = Affective 

Dysregulation; DR = Disturbed Relationships; NSC = Negative Self-Concept. All loadings were 

statistically significant (p < .05).  

 

 

3.3.4. Regression analysis Model 4 

The first set of regression analyses were conducted with model 4. The PTSD and DSO 

factors were regressed onto several sociodemographic and trauma exposure variables. Due 

to missing data on several of the predictor variables, the sample size under investigation 

was reduced to n = 94. The first regression model provided a good fit of the data (χ2 = 

131.56, df = 117, p = .169, CFI = .97, TLI = .96, RMSEA = .04). None of the predictor 

variables had a significant association with the PTSD or DSO factors (please see table 3.5). 

In the second regression analysis, due to missing data on several of the predictor variables 

the sample size was also reduced to n = 98. This model also provided a good fit of the data 
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(χ2 = 135.82, df = 107, p = .425, CFI = .94, TLI = .93, RMSEA = .05). Again, none of the 

predictor variables had a significant association with the PTSD or DSO factors (please see 

table 3.5).  

 

Table 3.5. Standardized regression coefficients for Model 4 

 PTSD severity DSO severity 

 β SE p β SE p 

Model 1       

Sex (female) .01 .12 .919 .06 .07 .385 

Age -.16 .14 .249 -.03 .12 .825 

Higher education -.13 .15 .389 -.16 .13 .215 

Employment status -.07 .13 .598 -.11 .12 .380 

Relationship (single) .14 .11 .196 .06 .12 .611 

Cumulative child 

trauma 

.12 .11 .255 .10 .11 .355 

Cumulative adult 

trauma 

.02 .13 .858 -.02 .11 .843 

Model 2       

Sex (female) .01 .11 .868 .08 .06 .212 

Age -.16 .13 .220 -.04 .12 .759 

Higher education -.16 .14 .247 -.18 .12 .141 

Employment status -.09 .12 .471 -.09 .12 .482 

Relationship (single) .14 .10 .162 .09 .11 .401 

Cumulative trauma .08 .15 .485 .05 .10 .593 

Note. PTSD = posttraumatic stress disorder; DSO = disturbances in self-organisation; β = 

standardized regression co-efficient; SE = standard error.   

 

3.3.4. Regression analysis Model 2 

The second set of regression analyses were conducted with model 2. The six first-order 

factors were regressed onto the same set of sociodemographic and trauma variables. Due to 

missing data on several of the predictor variables, the sample size under investigation was 

reduced to n = 94. The first regression model provided a good fit of the data (χ2 = 94.73, df 

= 81, p = .141, CFI = .969, TLI = .943, RMSEA = .042). Cumulative child trauma 

demonstrated a significant association with the sense of threat symptom cluster (please see 

Table 3.6). Experiencing a greater number of childhood traumas was positively associated 
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with sense of threat symptom severity. Additionally, relationship status demonstrated a 

significant association with the sense of threat symptom cluster (please see Table 3.6). 

Being single was positively associated with sense of threat symptom severity. In the second 

regression analysis, due to missing data on the predictor variables the sample size was 

reduced to n = 98. This model also provided a good fit of the data (χ2 = 101.31, df = 75, p = 

.023, CFI = .946, TLI = .901, RMSEA = .06). Education had a significant association with 

the re-experiencing symptom cluster (please see Table 3.6). A higher level of education 

was negatively associated with re-experiencing symptom severity. Additionally, 

relationship status had a significant association with the sense of threat symptom cluster. 

Being single was positively associated with sense of threat symptom severity.  
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Table 3.6. Standardized regression coefficients for Model 2 
 Re Av Th Ad Nsc Dr 

 β SE p β SE p β SE p β SE p β SE p β SE p 
Model 1                   

Sex (female) -.01 .10 .917 .05 .10 .627 .03 .13 .795 .01 .12 .925 .03 .07 .690 .11 .07 .130 

Age -.18 .13 .165 -.07 .14 .640 -.11 .15 .466 -.09 .12 .466 .06 .11 .573 -.09 .10 .380 

Higher education -.24 .12 .055 .07 .12 .561 -.03 .12 .791 -.13 .13 .334 -.09 .11 .431 -.18 .13 .153 

Employment status -.15 .12 .614 -.01 .11 .911 .02 .12 .860 -.21 13 .101 -.11 .11 .292 .03 .10 .750 

Relationship (single) .06 .12 .504 .05 .16 .777 .24 .10 .014 .19 .14 .190 .02 .12 .879 .02 .09 .872 

Cumulative child 

trauma 

.05 .12 .705 .08 .12 .531 .19 .09 .049 -.10 .11 .383 .14 .10 .173 .12 .09 .210 

Cumulative adult 

trauma 

.01 .14 .948 .00 .14 .975 .04 .12 .740 .01 .11 .920 -.05 .11 .666 .01 .10 .954 

Model 2                   

Sex (female) -.01 .10 .956 .05 .10 .588 .05 .12 .685 .00 .13 .977 .05 .06 .429 .12 .10 .078 

Age -.18 .13 .153 -.06 .13 .650 -.11 .14 .419 -.07 .13 .582 .04 .10 .705 -.09 .10 .359 

Higher education -.26 .12 .033 .07 .11 .588 -.06 .11 .590 -.14 .13 .282 -.11 .11 .314 -.11 .11 .314 

Employment status -.15 .12 .233 -.06 .11 .614 .02 .11 .868 -.25 .13 .057 -.09 .11 .420 -.09 .11 .420 

Relationship (single) .07 .12 .540 .04 .14 .762 .26 .10 .007 .17 .14 .231 .07 .11 .556 .07 .11 .556 

Cumulative trauma .03 .13 .825 .34 .10 .716 .155 .10 .130 -.10 .12 .409 -.10 .12 .409 .07 .10 .521 

Note. β = standardised regression co-efficient; SE = standard error; Re = Re-experiencing; Av = Avoidance; Th = Sense of Threat; AD = Affective 

Dysregulation; DR = Disturbed Relationships; NSC = Negative Self-Concept; Significant findings in bold.
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3.4. Discussion  

The present study aimed to assess the validity of CPTSD among an Irish treatment-

seeking sexual trauma sample. To the best of the researcher’s knowledge, the present 

study was the first to assess the validity of CPTSD among a sample characterized by 

sexual trauma using a standardized validated measure to assess for ICD-11 CPTSD 

symptoms. First, a series of CFA models were specified and tested to assess the latent 

dimensional structure of CPTSD symptoms. The fit statistics favored the two-factor 

higher-order model. This model consisted of two higher-order factors reflecting PTSD 

and DSO, which in turn, captured the associations between six first-order factors; PTSD 

symptom clusters (i.e. re-experiencing, avoidance, and sense of threat) reflected three 

first-order factors that loaded onto the higher-order PTSD factor, and; DSO symptom 

clusters (i.e. affective dysregulation, negative self-concept, and disturbed relationships) 

reflected three-first order factors that loaded onto the higher-order DSO factor. 

However, the higher-order PTSD and DSO factors were highly correlated (.75). This 

relatively high correlation may indicate that it is not necessary to recognize a distinction 

between PTSD and DSO symptoms at a higher-order level. This finding may also 

indicate that a simpler model could provide a better fit of the data. The six correlated 

first-order factors model also provided an excellent fit of the data. This model 

comprised six factors which reflected PTSD and DSO symptom clusters (i.e. re-

experiencing, avoidance, and sense of threat, affective dysregulation, negative self-

concept, and disturbed relationships). Second, a series of regression analyses were 

performed. Given the high correlation between the PTSD and DSO model within the 

two-factor higher-order model, both the two-factor higher-order model and the six first-

order factor model were regressed onto a series of sociodemographic and trauma 

variables to further assess which model provided the best dimensional representation of 



115 
 

 

the data. There were no significant associations between any of the covariates and the 

PTSD factor and the DSO factor within the two-factor higher-order model. Significant 

associations were observed between some of the individual symptom clusters within the 

six first-order factor model. Being single and cumulative childhood trauma were 

positively associated with the sense of threat symptom cluster. Additionally, a higher 

level of education was negatively associated with the re-experiencing symptom cluster. 

These significant associations may indicate that the dimensional structure of CPTSD is 

best conceptualized by six first-order factors, as this model may explain greater 

variability in CPTSD symptoms. Lastly, the diagnostic rates for PTSD and CPTSD 

were assessed. It was estimated that 20.2% of the sample met the criteria for PTSD 

while 56% met the criteria for CPTSD. 

 

3.4.1. Factorial validity  

To the best of the researcher’s knowledge, only one study has previously assessed the 

latent dimensional structure of CPTSD symptoms among a sexual trauma sample. This 

study was conducted by Hyland, Shevlin, Elklit, et al., (2017) and the sample under 

investigation comprised a Danish treatment-seeking sample. Hyland, Shevlin, Elklit, et 

al., (2017) similarly reported that the two-factor higher-order model provided the best fit 

of the data based on the CFA fit indices. The findings of Hyland, Shevlin, Elklit, et al., 

(2017) were limited as the authors did not use a standardized validated measure to 

assess for CPTSD symptoms. Instead, symptoms were selected from several different 

measures to act as index items for ICD-11 CPTSD symptoms. Karatzias et al., (2016) 

and Hyland, Shevlin, Brewin, et al., (2017) were among the first to employ a 

standardized validated measure to assess for CPTSD symptoms. In keeping with the 

findings of the present study, both studies also concluded that the CFA indices favoured 
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the two-factor higher-order model. It should be noted that Karatzias et al., (2016) and 

Hyland, Shevlin, Brewin, et al., (2017) both employed a preliminary version of the ITQ 

(Cloitre et al., 2015), which contained 23 items. The present study employed the most 

recent version of the ITQ, which contained 12 items, and replicated the latter study 

findings (Cloitre et al., 2018; Hyland, Shevlin, Brewin, et al., 2017; Karatzias et al., 

2016).  

 

The latter studies also reported that the six first-order factor model provided a 

good fit of the data (Hyland, Shevlin, Brewin, et al., 2017; Hyland, Shevlin, Elklit, et 

al., 2017; Karatzias et al., 2016). Karatzias et al., (2016) suggested that the two-factor 

higher-order model was more theoretically consistent with the ICD-11 conceptualisation 

of CPTSD as it provided evidence for a distinction between PTSD and DSO symptoms. 

However, it has been noted that the six first-order factor model also provides evidence 

for a distinction between PTSD and DSO symptoms but at the level of the first-order 

factors (Hyland, Shevlin, Brewin, et al., 2017; Hyland, Shevlin, Elklit, et al., 2017). 

Ultimately, both models provide evidence indicating a distinction between PTSD and 

DSO symptoms, therefore, both models provide evidence consistent with the ICD-11 

conceptualisation of CPTSD.  

 

However, the correlation between the higher-order PTSD and DSO factors was 

.75. Similarly, a relatively high correlation between these factors has also been reported 

in other studies (Hyland, Shevlin, Brewin, et al., 2017; Hyland, Shevlin, Elklit, et al., 

2017; Karatzias et al., 2016). It has been suggested that there may be a degree of 

conceptual overlap between PTSD and DSO symptoms which may explain this 

relatively high correlation (Hyland, Shevlin, Brewin, et al., 2017; Karatzias et al., 
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2016). Despite this high correlation, previous studies have selected the two-factor 

higher-order model as providing the best fit of the data (Hyland, Shevlin, Brewin, et al., 

2017; Hyland, Shevlin, Elklit, et al., 2017; Karatzias et al., 2016). The conceptualisation 

of these higher-order PTSD and DSO factors may be desirable and useful (i.e. two 

factors can explain the variation among all measured symptoms), but may not be 

necessary (Hyland, Shevlin, Elklit, et al., 2017). As such, the six correlated first-order 

factor model may provide a viable alternative to the two-factor higher-order model. The 

present study sought to determine which model provided the best dimensional 

representation of the data. A series regression analyses were performed to assess if a 

series of sociodemographic and trauma covariates could meaningfully distinguish 

between the factors within the two-factor higher-order model and the six first-order 

factors model.  

 

Moreover, it should be noted that all item loadings within the two-factor higher-

order model were relatively high, positive, and statistically significant. There was one 

item, Ad1 (‘When I am upset, it takes me a long time to calm down’), which had a 

relatively lower factor loading on the DSO 'affect dysregulation' factor. Similarly, all 

item loadings within the six first-order factor model were high and statistically 

significant except for one item (Ad1). This item (Ad1) may be a poor indicator of 

affective dysregulation in CPTSD. Although trauma may lead to impairments with an 

individual’s capacity to regulate their emotions (Cook et al., 2005), perhaps this item 

may not be uniquely trauma-related and may also reflect emotional dysregulation across 

other psychiatric disorders. However, a recent study reported that all nine DSO affect 

dysregulation test items included in the preliminary version of the ITQ (Cloitre et al., 

2015) were all good indicators of affective dysregulation (Shevlin et al., 2018). Further 
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research may be required to assess the psychometric properties of the ITQ (Cloitre et al., 

2018) among other sexual trauma samples.  

 

3.4.2. Risk factors 

Significant associations were observed between several of the regression covariates and 

several of the factors within the six first-order factor model. Cumulative childhood 

trauma was significantly associated with the PTSD sense of threat factor. This finding 

may be somewhat consistent with the findings of Hyland et al., (2016), who reported 

that experiencing a greater the number of sexual abuse acts demonstrated a stronger 

association with PTSD symptoms rather than DSO symptoms. The authors suggested 

that perhaps the number of different types of childhood maltreatment would 

demonstrate a stronger association with DSO symptoms rather than the frequency of an 

individual trauma type (Briere et al., 2008; Cloitre et al., 2009). Yet, the present study 

indicated that cumulative childhood trauma (as measured by the number of different 

trauma types) still demonstrated a significant association with PTSD symptoms rather 

than DSO symptoms. The finding contrasts research indicating that sustained 

interpersonal trauma, such as cumulative childhood trauma, has a unique association 

with CPTSD symptoms (Cloitre et al., 2013; Herman, 1992). This finding also contrasts 

research which has reported that cumulative trauma exposure demonstrates a significant 

association with DSO symptoms (Gilbar et al., 2018; Shevlin et al., 2017). It is not clear 

why cumulative childhood trauma only demonstrated a significant association with the 

sense of threat symptom cluster and not the other PTSD symptoms. Sense of threat 

symptoms were some of the most frequently reported traumatic stress symptoms among 

the sample, but all traumatic stress symptoms were endorsed at a relatively high rate. It 

is possible that the relatively high rate of symptom endorsement and the homogenous 
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nature of the sample resulted in a possible ceiling effect, associations between trauma 

exposure and traumatic stress response may not have been easily detected under these 

conditions. It is also possible that associations between trauma exposure and some of 

the other PTSD or DSO symptom clusters were not detected due to the small sample 

size.  

 

 Moreover, a positive association was found between being single and the PTSD 

sense of threat symptom cluster. Being single may act as a proxy for a lack of social 

support or loneliness, a lack of social support has been linked to worse psychological 

outcomes and to higher rates of PTSD (Brewin, Andrews, & Valentine, 2000; Maercker 

& Horn, 2013; Wagner, Monson, & Hart, 2016). It has been suggested that social 

support generally acts as a buffer for stress and promotes well-being, therefore, a lower 

level of social support following trauma exposure may lead to worse PTSD symptoms 

(Wagner et al, 2016). It has also been demonstrated that greater severity of PTSD 

symptoms may lead to a deterioration in social support (Wagner et al, 2016). It is not 

clear why being single was only associated with the sense of threat symptom cluster. 

Given the interpersonal nature of sexual trauma exposure, those who have experienced 

sexual violence may develop a fear of intimate relationships (Dorahy et al., 2014). This 

fear may lead to an avoidance of relationships which, in turn, may contribute to an on-

going sense of threat. Notably, most participants were not in a committed relationship 

(70.2%). 

 

Additionally, a higher level of education was negatively associated with the re-

experiencing factor. A lower level of education has been linked to worse psychological 

outcomes in general and to PTSD (Brewin et al., 2000; Caspi & Moffitt, 2018; Koenen 



120 
 

 

et al., 2009). It has been suggested that early childhood abuse may have an impact on 

intelligence, which may, in turn, result in lower educational attainment (Brewin et al., 

2000). It is also possible that a lower level of intelligence reduces mental health literacy 

and may negatively impact early help-seeking behavior and treatment adherence thus 

resulting in poorer mental health outcomes (Caspi & Moffitt, 2018; Koenen et al., 

2009). It is not clear why these significant associations were only observed in relation to 

re-experiencing PTSD symptoms. It is possible that a lower level of education has a 

unique contribution to the development of re-experiencing symptoms, but further 

research is necessary to investigate if this is the case. As previously outlined, the small 

sample size may have resulted in type 2 error and the homogeneity of the sample may 

have resulted in a ceiling effect making it difficult to detect significant associations 

within the regression analyses.  

 

 There were no significant associations observed between the regression 

covariates and the PTSD and DSO higher-order factors within the two-factor high-order 

model. Distinguishing between PTSD and DSO symptoms at the higher-order level may 

not offer any additional information about PTSD and DSO symptom clusters. Other 

studies that selected the two-factor higher-order model did not evaluate the associations 

between covariates and the factors within the best fitting model (Hyland, Shevlin, 

Brewin, et al., 2017; Karatzias et al., 2016). Among those who assessed the relationship 

between covariates and the identified factors, such investigations were only conducted 

with the two-factor higher-order model despite the six first-order factor model providing 

a good fit of the data (Gilbar et al., 2018; Hyland, Shevlin, Elklit, et al., 2017; Shevlin et 

al., 2017). Overall, based on the findings of the regression analyses, the six first-order 
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factor model provided the most informative dimensional representation of CPTSD 

symptoms within the present sample. 

 

 

3.4.3. Diagnostic rate of PTSD and CPTSD 

The findings of the present study indicated that CPTSD was a more prevalent disorder 

among individuals seeking treatment for sexual trauma. Of the sample, 56% met the 

diagnostic criteria for CPTSD and 20.2% met the criteria for PTSD. Similarly, Hyland, 

Shevlin, Elkit, et al., (2016) reported that CPTSD was a more prevalent disorder among 

those seeking treatment for sexual trauma (i.e. 7.8% met the criteria for PTSD and 

42.8% met the criteria for CPTSD). The diagnostic rate of CPTSD was higher compared 

to general population estimates concerning the prevalence of CPTSD within the U.K., 

U.S., and Israel (i.e. which estimate the rate of CPTSD is between 2.6% - 12.9%; Ben-

Ezra et al., 2018; Cloitre et al., 2019; Karatzias et al., 2019). This is in keeping with 

research suggesting that CPTSD may be more likely to manifest in the context of 

interpersonal trauma exposure (Cloitre et al., 2013; Herman, 1992).  

 

Similarly, high rates of CPTSD have been observed among other trauma-

exposed populations. For example, Hyland, Shevlin, Brewin, et al., (2017) reported that 

10.9% met the criteria for PTSD and 53.6% met the criteria for CPTSD. Karatzias et al., 

(2016) also reported a similar rate of CPTSD among a mixed trauma treatment-seeking 

(i.e. 37% met the criteria for PTSD and 53% met the criteria for CPTSD). The high rate 

of CPTSD among these samples may be attributable to the trauma-exposed nature of the 

samples under investigation. For example, Karatzias et al., (2016) reported that 

individuals reported experiencing an average of five different types of trauma. 

Additionally, the most frequently reported types of trauma exposure were sexual assault 
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(50.7%) and physical assault (78.4%). Hyland, Shevlin, Brewin, et al., (2017) also 

reported that a high rate of cumulative trauma and interpersonal trauma exposure were 

observed among the sample under investigation. It should also be noted that the 

diagnostic rates produced by Karatzias et al., (2016) and Hyland, Shevlin, Brewin, et 

al., (2017) were limited. These estimates were based on symptom endorsement alone as 

information about functional impairment was not included in the preliminary version of 

the ITQ (Cloitre et al., 2015). To receive an ICD-11 CPTSD diagnosis, functional 

impairment must be endorsed in relation to both PTSD and DSO symptoms 

respectively. It is possible that these diagnostic rates may have been reduced had 

functional impairment been measured. The present study findings provide first 

information about the diagnostic rate of CPTSD among a sexual trauma sample.  

 

3.4.4. Limitations  

The present study had several limitations. First, the ITQ (Cloitre et al., 2018) comprises 

a self-report measure. The use of self-report measures in research can lead to an under 

or over-reporting of symptoms (Growth-Marnat, 2003). Further research would be 

necessary to replicate the present study findings using a clinician-administered measure 

for CPTSD, such a measure is currently under development. Second, it was not possible 

to collect information about other potentially comorbid conditions such as BPD, 

therefore, it was not possible to assess the distinguishability of CPTSD and BPD within 

the present sample. Second, the small sample size and the clinical nature of the sample 

may limit the generalizability of these findings to other sexual trauma samples. Further 

research is required to assess the validity of CPTSD and the diagnostic rate of CPTSD 

among those who have experienced sexual trauma at the general population level. In 

addition, these findings may not be entirely representative of the DRCC’s client base. 
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Due to ethical considerations, only DRCC service-users 18 years or older could 

participate in the study but the DRCC provides therapeutic services to clients 16 years 

of age or older. Lastly, there was missing data related to trauma exposure, which 

resulted in a reduced sample size within the regression analyses. Compared to other 

sections of the self-report assessment, there was significant missing data for the trauma 

exposure measure. This missing data may have resulted from the way in which the 

trauma items were presented (please see appendix A). Participants were asked to 

indicate whether or not they had experienced a specific trauma type before and after 18 

years. Yet, some participants only responded to one of these time periods and left the 

other blank. In future research, it would be recommended that each item pertaining to a 

specific time period should be presented separately to avoid this kind of missing data. It 

is also possible that this missing data may have impacted the findings of the regression 

analyses. The reduced sample size may have made it difficult to detect if there were any 

effects between trauma exposure and CPTSD symptoms.  

 

3.4.5. Conclusion  

In conclusion, the present study was the first study to employ the ITQ to examine the 

validity of ICD-11 CPTSD among a sexual trauma sample. The study findings 

evidenced that there may be two possible dimensional representations of CPTSD 

symptoms, both of which evidenced a distinction between PTSD and DSO symptoms 

consistent with the conceptualization of CPTSD within the ICD-11 (WHO, 2018). This 

finding contributes to a growing evidence base which documents the validity of CPTSD 

(Brewin et al., 2017). However, there is a notable lack of research which seeks to 

investigate the validity of ICD-11 CPTSD among culturally diverse populations. The 

next empirical chapter aims to investigate the validity of CPTSD among a culturally 
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diverse U.S. refugee sample. Moreover, a more robust latent variable modelling 

technique called factor mixture modelling will be employed to assess the 

distinguishability of CPTSD and PTSD. This technique also recognizes the latent 

dimensional structure of CPTSD symptoms but can further evaluate whether sub-groups 

of the population endorse qualitatively distinct PTSD and CPTSD symptom profiles. 

This technique can be used to shed further light on whether CPTSD is distinguishable 

from PTSD. 
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Chapter 4: Profiling ICD-11 PTSD and CPTSD among a refugee sample 
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Abstract   

Objective: This study investigated the latent dimensional and categorical structure of 

CPTSD within a refugee sample.   

Method: A subsample that identified as refugee (n = 308) was selected from the 

National Epidemiological Survey on Alcohol and Related Conditions. Factor Mixture 

Modelling (FMM) was employed to establish the dimensional structure of CPTSD 

symptomology and the categorical distribution of these dimensions. It was then 

evaluated whether trauma history could differentiate between the distribution of trauma 

symptom profiles.  

Results: A correlated six-factor model with five latent classes was the best fitting 

model. Two classes were characterised by symptom profiles that were consistent with 

ICD-11 CPTSD and PTSD formulations. The remaining classes were characterised by 

non-specific variation across dimensions. CPTSD class membership was predicted by 

traumas that were predominantly interpersonal in nature (serious neglect, physical 

assault and sexual assault) while PTSD class membership was predicted by situational 

traumatic experiences (unarmed civilian in a conflict environment and a serious 

accident). A distinct dose response effect was evident between cumulative trauma 

exposure and CPTSD class membership.   

Conclusion: FMM class profiles distinguished between PTSD and CPTSD symptom 

formulations. Moreover, class membership was determined by specific trauma exposure 

histories.  
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4.1. Introduction 

As outlined in the previous chapter, a growing body of evidence supports the validity of 

ICD-11 CPTSD (Brewin et al., 2017). However, there is a lack of research evaluating 

the validity of the disorder among non-western samples. Considering the world health 

organisations (WHO) emphasis on creating diagnoses with an international application, 

further research must be conducted to evaluate the cross-cultural validity of CPTSD. As 

CPTSD has been theorised to emerge in the context of cumulative trauma exposure, the 

construct may have particular relevance for asylum seeker and refugee populations. 

Asylum seekers and refugees represent both a culturally diverse group and one of the 

most severely trauma-exposed populations (Bogic, Njoku, & Priebe, 2015; Hollifield et 

al., 2002; Porter & Haslam, 2005; Slewa-Younan, Guajardo, Heriseanu, & Hasan, 

2015). Asylum seeking and refugee populations are of particular concern to global 

mental health practitioners as such populations are ten times more likely to go onto 

develop PTSD as compared to the general population (Fazel, Wheeler & Danesh, 2005). 

However, there is currently very limited research evaluating ICD-11 traumatic stress 

disorders among such vulnerable populations. Further research is required to determine 

the validity of CPTSD among asylum seeker and refugee populations, such research 

would also contribute to efforts to establish the disorders cross-cultural validity. 

 

4.1.1. Structural validity  

As outlined in Chapter 3, researchers have employed confirmatory factor analysis 

(CFA) to assess the validity of ICD-11 CPTSD. To recap, CFA seeks to demonstrate 

that certain symptoms can be divided into different clusters (i.e. factors) which 

correspond to distinct components of an overall diagnostic construct. The first study to 

employ CFA to evaluate the validity of ICD-11 CPTSD amongst a refugee sample was 
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conducted by Tay, Rees, Chen, Kareth, and Silove (2015). The study sample comprised 

West Papuan refugees residing in Papua New Guinea (N = 230). The study data had 

been collected as part of a larger community survey. The mean age of the sample was 

37 years (SD = 9.8), just over half of the participants were male (59.9%), and 

approximately half of the sample originated from West Papua whilst the remainder 

(53.4%) were born in Papua New Guinea. Of those who originated from West Paupa, 

the average length of stay in Papua New Guinea was 27 years. Most of the sample 

reported exposure to at least one type of human rights trauma (56%). As this was an 

archival dataset, items were selected from a culturally adapted DSM based PTSD scale 

to represent ICD-11 PTSD and disturbances in self-organisation (DSO) symptoms.  

 

Tay et al., (2015) employed CFA to specify and test a range of models 

concerning the latent structure of DSM-IV, DSM-5, and ICD-11 traumatic stress 

symptoms. Of interest to the present thesis, two models investigated the latent structure 

of ICD-11 CPTSD symptoms. Model 1 specified the six correlated first-order factor 

model. This model comprised six correlated factors which represented the three PTSD 

symptom clusters (i.e. re-experiencing, avoidance and sense of threat) and the three 

DSO symptoms clusters (i.e. affective dysregulation, negative self-concept, and 

disturbed relationships). Model 2 specified a one-factor higher-order model. This model 

comprised of the six first-order PTSD and DSO factors, which loaded onto a higher-

order CPTSD factor. The CFA results indicated that model 1 provided a better fit of the 

data compared to model 2. Tay et al., (2015) concluded that this constellation of 

individual symptom clusters did not form a unitary construct. Tay et al., (2015), 

therefore, concluded that this finding did not support the validity of CPTSD and 

questioned the appropriateness of the ICD-11 CPTSD construct for traumatised 



135 
 

 

refugees. However, the six correlated first-order factor model provided a good fit of the 

data and others have suggested that this model does provide evidence for a distinction 

between PTSD and DSO symptoms in keeping with the conceptualisation of ICD-11 

CPTSD (Hyland, Shevlin, Brewin, et al., 2017; Hyland, Shevlin, Elkit, et al., 2017). 

Tay et al., (2015) also evaluated the prevalence rate and correlates of PTSD and 

CPTSD. Of the sample, 6% met the criteria for PTSD while 3% met the criteria for 

CPTSD. Furthermore, witnessing murder and experiencing injustice were significantly 

associated with re-experiencing and avoidance symptoms. Additionally, marital status, 

specifically being single, was associated with re-experiencing symptoms.  

 

The study conducted by Tay et al., (2017) was subsequently updated by Silove, 

Tay, Kareth, and Ross (2017). Silove et al., (2017) suggested that CPTSD may be better 

conceptualised by two higher-order dimensions (i.e. a PTSD and DSO dimension), 

therefore, a limitation of the previous study was that the authors did not test the two-

factor higher-order model of CPTSD. Silove et al., (2017) specified and tested two 

models to evaluate the latent structure of CPTSD. Model 1 specified the one-factor 

higher-order model. Again, this model comprised six first-order factors, reflecting the 

PTSD and DSO symptom clusters, which loaded onto a higher-order CPTSD factor. 

Model 2 specified the two-factor higher-order model. This model comprised three first-

order PTSD factors that loaded onto a higher-order PTSD factor, as well as three first 

order DSO factors that loaded onto a higher-order DSO factor. Furthermore, both the 

higher-order DSO and PTSD factors were correlated. Model 1 and model 2 both 

provided a good fit of the data, but a high cross-factor association (.95) was observed 

between the higher-order PTSD and DSO factors in model 2. Silove et al., (2017) 

interpreted this high cross-factor association as indicating low discriminant validity 
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between the PTSD and DSO factors. It was argued that based on the principle of 

parsimony, model 1 should be selected as providing the best fit of the data. As such, the 

one-factor higher-order model of CPTSD was selected as providing the best fit of the 

data. Silove et al., (2017) suggested that this one-factor higher-order model reflected a 

general traumatic stress response and that a distinction between PTSD and CPTSD may 

not apply to refugee populations. However, Tay et al., (2017) concluded that the six 

correlated first-order factor model provided a better fit of the data compared to the one-

factor higher-order model, but Silove et al., (2017) did not specify or test the six first-

order factor model. Therefore, the six first-order factor model may provide the best 

dimensional representation of CPTSD symptoms among this West Papuan refugee 

sample. As previously outlined, it has been noted that this model provides evidence for 

a distinction between PTSD and DSO symptoms, but at the first-order factor level 

(Hyland, Shevlin, Brewin, et al., 2017; Hyland, Shevlin, Elkit, et al., 2017).  

 

In another study, Nickerson, Cloitre, Bryant, Schnyder, Morina, and Schick, 

(2016) evaluated the latent structure of CPTSD symptoms among a culturally diverse 

sample of refugees and asylum seekers residing in Switzerland (N = 134). All 

participants were in receipt of treatment for trauma-related mental health problems. Of 

the sample, approximately three quarters were male (78.4%), the mean age of the 

sample was 42.2 years (SD = 9.8), and participants were from a variety of countries of 

origin including; Turkey (53%), Iran (12%), Iraq (6%), Afghanistan (4%), and other 

country of origin (25%). Furthermore, 93% of the sample had experienced torture and 

the average length of time residing in Switzerland was 9 years. The study data was 

collected via tablet-based software and self-report questionnaire, therefore, to be eligible 

for inclusion participants had to speak one of the following study languages, German, 
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English, Arabic, Turkish, Tamil, or Farsi. All measures were forward and back 

translated by accredited translators. As this investigation was conducted using an 

archival dataset, items were selected from a variety of scales to represent ICD-11 PTSD 

and DSO items. These items were selected from scales that assessed for DSM-IV PTSD 

symptoms and other constructs (i.e. difficulties with emotion regulation, self-concept, 

and social support).  

 

Nickerson et al., (2016) employed CFA to evaluate the latent structure of 

CPTSD. Two competing structural models were specified and tested, these models were 

the same as those tested by Silove et al., (2016). Model 1 specified the one-factor 

higher-order model while model 2 specified the two-factor higher-order model. The 

CFA findings indicated that model 2 provided the best fit of the data. Approximately 

one-fifth of the sample (19.7%) met the criteria for a PTSD diagnosis, while one-third 

of the sample (32.8%) met the criteria for a CPTSD diagnosis. These prevalence rates 

suggest that CPTSD poses the dominant traumatic stress response in a treatment-

seeking refugee sample. Nickerson et al., (2016) concluded that CPTSD demonstrates 

good cross-cultural validity among a torture-exposed refugee sample resettled in a high-

income country. Given the discrepancy between study findings, further research is 

necessary to determine the underlying dimensionality of CPTSD symptomatology to 

assess the disorder’s cross-cultural validity.  

 

4.1.2. Construct validity  

In addition to CFA, techniques such as latent class analysis (LCA) and latent profile 

analysis (LPA) have been employed to further determine if there exists a sub-group of 

individuals who present with a more complex traumatic stress symptom profile. LCA 
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and LPA are forms of latent variable modelling, these statistical techniques assign 

individuals to homogenous subgroups (i.e. ‘classes’) based on response patterns to 

measured items (Nylund, Asparouhov, & Muthén, 2007). In other words, these 

techniques can be used to identify sub-groups of a population that share similar 

characteristics (Nylund et al., 2007). Studies that have employed LCA and LPA to 

evaluate if there is a distinction between PTSD and CPTSD, have provided evidence 

that the disorders are qualitatively distinct such that the resultant symptom profiles are 

consistent with the criteria for ICD-11 PTSD and CPTSD. Moreover, this finding has 

been evidenced and replicated across a range of trauma-exposed samples from a variety 

of countries (e.g. from Austria, the U.S., the U.K., Denmark, Germany, Lithuania, 

Uganda; Brewin et al., 2017).  

 

 The only study to employ LCA to evaluate the validity of CPTSD among a 

refugee sample was conducted by Hyland et al., (2018). The sample under investigation 

comprised adult treatment-seeking Syrian refugees residing in Lebanon (N = 110), the 

majority of whom were female (80%), the sample had a mean age of 33 years (SD = 

8.94), and individuals had spent an average of 37 months residing in Lebanon. All 

participants indicated exposure to a traumatic life event, the most common index trauma 

was forced displacement (18.5%), followed by exposure to bombs or blasts (10.2%) and 

unexpected death of a loved one (10.2%). Hyland et al., (2018) also conducted the first 

study to utilise the International Trauma Questionnaire (ITQ; Cloitre et al., 2018) 

among a refugee sample. The ITQ was forward and back translated into Arabic for the 

study.  
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Hyland et al., (2018) tested six latent class models (1 – 6 classes). The fit 

statistics favoured a three-class solution as providing the best fit of the data. Within the 

3-class model, Class 1 was the smallest class and was characterised by a low probability 

of endorsing all the PTSD and DSO symptoms. Class 1 was labelled the low symptom 

class. Class 2 was characterised by high probabilities of endorsing PTSD symptoms and 

low probabilities of endorsing DSO symptoms. Class 2 was labelled the PTSD class. 

Class 3 was the largest class and was characterised by high probabilities of endorsing all 

PTSD and DSO symptoms. Class 3 was labelled the CPTSD class. This three-class 

solution provided evidence to support the discriminant validity of PTSD and CPTSD. 

This finding indicated that it was possible to identify distinct groups of individuals 

which endorsed a PTSD symptom profile and a CPTSD symptom profile among a 

refugee sample residing in a low-resource humanitarian setting. Hyland et al., (2018) 

concluded that the ICD-11 model of PTSD and CPTSD may possess good cross-cultural 

validity.  

 

Additionally, Hyland et al., (2018) calculated the prevalence of PTSD and 

CPTSD within the sample and performed a series of regression analyses to determine 

the correlates of class membership. The rate of CPTSD was higher than the rate of 

PTSD, which were estimated at 36.1% and 25.2% respectively. A variety of trauma 

exposure and socio-demographic variables were examined as correlates of class 

membership, but only functional impairment demonstrated a significant association 

with class membership. Compared to the low symptom class, increased levels of 

functional impairment were associated with the PTSD class (OR = 1.38) and CPTSD 

class (OR = 1.81). Functional impairment had a stronger association with the CPTSD 
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class as compared to the PTSD class, this finding may indicate that CPTSD was 

associated with poorer psychological outcomes (Hyland et al., 2018).  

 

4.1.3. Mixture modelling  

The latent class and factor analytic models previously described lend themselves to 

competing hypothesis concerning the conceptualization of psychopathology. Factor 

analytic techniques assume a dimensional structure such that a common latent factor 

influences the likelihood that psychiatric symptoms will co-occur. Symptoms accounted 

for by this latent factor are conceptualized as manifestations of the same phenomenon. 

There is no assumption of different sub-groups within the population, instead 

differences in the population are explained in terms of differences on the factor level 

(i.e. in terms of severity along a latent trait or dimension; Clark, Muthén, Kaprio, 

D'Onofrio, Viken, & Rose, 2013). In contrast, latent class models presuppose a 

categorical structure such that homogenous groups of individuals (i.e. classes) can be 

identified by the likelihood of endorsing particular sets of symptoms. It is assumed that 

these classes are sufficiently distinct such that having one set of symptoms will not 

influence the likelihood of having the other. However, latent class techniques are 

limited in that they do not account for the underlying dimensionality between 

symptoms, the association between symptoms is solely explained by the latent class 

variable (Clark et al., 2013). 

 

A technique which can overcome the limitations related to both latent class 

analysis and factor analysis is Factor Mixture Modelling (FMM). FMM combines a 

mixture of dimensional and latent class models, as such it simultaneously allows a 

phenomenon to have both a dimensional and categorical structure (Clark, 2013). This 
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type of hybrid model enables individuals to be differentiated by class but also on the 

underlying dimensional structure of a phenomenon under investigation (Clark et al., 

2013). FMM may provide a more robust method of assessing the validity of CPTSD. 

 

To date, only one study has evaluated the associations between ICD-

11 traumatic stress symptoms using FMM. Wolf et al. (2015), employed FMM among 

two archival data sets; a U.S. based adult population sample and a veteran sample. Items 

were selected from scales not specifically designed to assess for ICD-11 traumatic stress 

symptoms to represent PTSD and DSO symptoms. In both samples, the best fitting 

solution comprised two latent dimensional constructs (PTSD and DSO dimensions) and 

four classes. In contrast to the ICD-11 proposals, the resultant classes differed as a 

function of symptom severity rather than symptom profile, meaning that sub-groups of 

individuals were distinguishable in terms of symptom severity (e.g. low, moderate, 

high) rather than patterns of PTSD/DSO symptom responses. Wolf et al., (2015) 

suggested that the findings from previous latent class studies, which all evidenced that 

PTSD and CPTSD represented distinct diagnostic entities (Brewin et al., 2017), may be 

untrustworthy as the latent class or latent profile techniques employed failed to 

acknowledge the underlying dimensionality of CPTSD symptoms. If this was the case, 

increased investigation is warranted to more rigorously evaluate the validity of CPTSD 

by employed FMM.  

 

4.1.4. Aims and hypothesis 

The present study aimed to assess the validity of ICD-11 CPTSD among a culturally 

diverse refugee sample residing in the U.S. As FMM can overcome the limitations 

inherent to using either factor analysis or latent class analysis in isolation, FMM was 
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employed to conduct a more robust evaluation of the disorder’s validity. FMM was 

employed to assess the dimensional and categorical representation of CPTSD 

symptomology. A simultaneous examination of the symptom structure and class 

structure of CPTSD using FMM has yet to be attempted within a refugee sample. In line 

with ICD-11 proposals, it was hypothesised that the best fitting solution would represent 

an underlying dimensional structure that captures the distinction between PTSD and 

DSO symptoms. Furthermore, it was hypothesised that unique classes would be 

identified consistent with ICD-11 symptom profiles (i.e. identification of a PTSD class 

and CPTSD class). Lastly, an investigation of the prevalence of CPTSD and the 

correlates of CPTSD (i.e. socio-demographic variables and trauma exposure) was 

conducted. Consistent with research highlighting that sustained interpersonal violence 

has a stronger association with CPTSD (Cloitre et al., 2013; Herman, 1992) it was 

hypothesised that interpersonal trauma exposure and cumulative trauma exposure would 

demonstrate a stronger magnitude of association with classes characterised by a CPTSD 

symptom profile. 

 

4.2. Method  

 

4.2.1. Sample 

Data was drawn from the National Epidemiological Survey on Alcohol and Related 

Conditions (NESARC). Participants who endorsed refugee status were selected from the 

Wave 2 dataset (N = 428; Grant & Dawson, 2006). As it was necessary to model ICD-

11 PTSD and CPTSD, those with missing data across all PTSD items were excluded 

from the analysis (n = 120) resulting in a final sample size of n = 308. Of the sample, 

just over half were male (51.3%), age ranged from 21 – 90 years, with a mean age of 51 
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years (SD = 17.07). The data collection procedures and sample details have been 

outlined in greater detail in chapter 2 (please see chapter 2 section 2.3.). 

 

4.2.2. Measures   

 

4.2.3.1. ICD-11 PTSD and CPTSD  

NESARC was conducted prior to the release of the ICD-11 proposals, therefore, the 

items used in the present analyses were derived from two separate measures contained 

within the Alcohol Use Disorders and Associated Disabilities Interview Schedule – 

DSM-IV version (AUDADIS-IV; Grant et al., 2003). Specific items were selected from 

the AUDADIS-IV PTSD scale to model ICD-11 PTSD symptom clusters and two of the 

DSO symptom clusters (affect dysregulation and disturbances in relationships; see 

Table 4.1). Participants were instructed to select an index trauma and to keep this mind 

when completing the PTSD scale. Additionally, two items were selected from the 

AUDADIS-IV low mood scale to represent the final DSO symptom cluster, negative 

self-concept (NSC). All items were scored as ‘Yes/presence’ (1) or ‘No/absence’ (0). 

However, both NSC items were preceded by a low mood screener, also scored 

‘Yes/presence’ (1) or ‘No/absence’ (0): ‘Since your last interview, have you ever had a 

time when you felt sad, blue, depressed or down most of the time for at least 2 weeks?’ 

and ‘Since your last interview, have you ever had a time, lasting at least 2 weeks, when 

you didn’t care about the things that you usually cared about, or when you didn’t enjoy 

the things you usually enjoyed?’. Those who responded 'No’ to both screener items 

could not respond to the NSC items. In this case, responses to NSC items were therefore 

coded as ‘No/absence’ (0).  For a list of items please see Table 4.1. The measures 
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contained within the AUDADIS-IV have been outlined in greater detail in the 

methodology chapter (please see chapter 2 section 2.3.). 

 

4.2.3.2. Traumatic Exposure 

Individuals were asked if they had experienced (1) being an unarmed civilian during 

war/revolution/military coup, (2) exposure to a natural disaster, (3) serious accident, (4) 

physical assault, (5) sexual assault, or (6) serious neglect. Responses were scored 

as ‘Yes’ (1) or ‘No’ (0).  

 

4.2.3. Data analysis  

 

4.2.3.1. Diagnostic rates 

ICD-11 PTSD and CPTSD were estimated based on the established ICD-11 diagnostic 

guidelines (Cloitre et al., 2018). A diagnosis of PTSD requires that a person endorses 

one of two symptoms from the re-experiencing, avoidance, and sense of threat clusters. 

A diagnosis of CPTSD requires that a person screens positive for PTSD in addition to 

endorsing one of two symptoms from the affective dysregulation, negative self-concept, 

and disturbed relationships symptom clusters. Importantly, the ICD-11 taxonomic 

structure only permits a diagnosis of either PTSD or CPTSD, but not both. Diagnosis of 

ICD-11 PTSD and CPTSD also required the presence of functional impairment to be 

associated with the symptoms however this information was not available in the 

NESARC dataset. Consequently, diagnostic rates were based solely on symptom 

endorsement criteria. Sex differences across diagnoses, trauma exposure, cumulative 

trauma, and trauma symptomology were compared using the pearson chi-square test 

(χ2).  
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4.2.3.2. Factor Mixture Modelling 

FMM is an advanced latent variable modelling technique that combines CFA and LCA. 

This technique allows for two latent variables to be estimated and observed 

simultaneously, (i) a continuous latent dimensional variable (i.e. a factor or factors) and 

(ii) a categorical latent class variable (i.e. classes; Clark et al., 2013; Lubke & Muthén, 

2005). FMM enables the factor structure from CFA to influence the class structure 

generated by LCA. In other words, distinct sub-groups of a population can be identified 

based on similar dimensionally structured item response patterns (Clark et al., 

2013; Lubke & Muthén, 2005). 

 

Step 1. Identifying the optimal dimensional representation of CPTSD symptoms 

A series of CFA models were specified and tested to determine the optimal dimensional 

representation of CPTSD symptoms among the refugee sample (see Figure 4.1). Model 

1 specified a unidimensional model in which all symptoms loaded onto a single latent 

PTSD factor. Model 2 specified a six correlated first-order factor model. These six 

factors represented the three PTSD symptom clusters and three DSO symptom 

clusters. Model 3 tested a one-factor higher-order model, whereby the six factors in the 

previous model loaded onto a single higher-order factor reflecting CPTSD. Model 4 

specified a two-factor higher-order model. In this model, three first-order factors 

reflecting the PTSD symptoms clusters loaded onto a higher-order PTSD factor, while 

three first-order factors reflecting the DSO symptom clusters loaded onto a higher-order 

DSO factor. Furthermore, both the higher-order PTSD and DSO factors were correlated.  

Model 5 reflected a model that specified a hierarchical relationship between DSO items 

(i.e. inclusion of both specific dimensions of DSO and a higher-order DSO dimension), 

but not PTSD items (i.e. no specific dimensions for PTSD symptoms). Instead, all 
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PTSD items loaded on one specific PTSD factor. Conversely, model 6 represented a 

model which specified a hierarchical relationship between PTSD symptoms but not 

DSO symptoms. Lastly, model 7 tested a two correlated first-order factor model, in 

which PTSD items loaded onto a first order PTSD factor and DSO items loaded onto a 

first order DSO factor.  

 

The models were specified and tested using Mplus 7.1 (Muthén & Muthén, 

2012) using the weighted least square mean and variance adjusted estimation (WLSMV; 

Beauducel & Herzberg, 2006). Goodness of fit was assessed for each CFA model 

using χ2, the Comparative Fit Index (CFI), the Tucker-Lewis index (TLI; Bentler, 

1990; Tucker & Lewis, 1973) and the root mean square error of approximation 

(RMSEA). RMSEA < 0.05 (Steiger, 1990), CFI and TLI > 0.90, and a non-

significant χ2 reflected acceptable model fit. To further aid selecting the best fitting 

model, the Akaike Information Criterion (AIC; Akaike, 1987) and Bayesian 

Information Criterion (BIC; Schwarz, 1978), values were generated. 

   

Step 2. Identifying the optimal mixture model 

Following the identification of the best fitting dimensional representation of CPTSD 

symptoms, a series of models were specified (i.e. a 2-class FMM model through to a 6-

class FMM model). To determine the best fitting model, the Lo-Mendell-Rubin adjusted 

likelihood ratio test was used. For this test, a non-significant value (p > .05) suggests 

that the solution with one less class should be selected (Lo, Mendell, & Rubin, 2001). 

The AIC (Akaike, 1987), the BIC (Schwarz, 1978), and the sample size adjusted 

Bayesian information Criterion (ssaBIC; Sclove, 1987) were also generated to 
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determine the optimal class solution. For these tests, the lowest values indicate the best 

fitting solution (Lubke & Neale, 2006).  

 

4.3.2.3. Investigating correlates of class membership 

If was further investigated if trauma exposure distinguished between the identified 

classes. To evaluate the correlates of class membership, two separate multinomial 

logistic regression analyses were conducted. In the first analysis, specific trauma types 

were investigated as predictors of FMM class membership (six trauma exposure 

variables were entered as a co-variates). The trauma types were summed to create a 

cumulative trauma exposure variable. In the second analysis, the cumulative trauma 

variable was entered as a co-variate to test for a dose response effect between 

cumulative trauma exposure and class membership. In both analyses sex (Males = 1, 

Females = 0) and socio-demographic variables were included as covariates; age, origin, 

education, income, duration of refugee status (weeks), age of refugee status 

acquisition. These variables were controlled for in the regression analysis as these 

socio-demographic variables have been linked to traumatic stress response (please see 

introductory chapter; Hyland, et al., 2017; Karazias et al., 2017; Perkonigg, Höfler, 

Cloitre, Wittchen, Trautmann, & Maercker, 2016). Additionally, age when one first 

endorsed refugee status has been linked to worse psychological outcomes (Fazel & 

Stein, 2002) and the length of time spent in a host environment may contribute to worse 

psychological outcomes depending on levels of acculturative stress (Bogic et al., 2015). 

As such, these factors were also controlled for in the regression analysis.  
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Figure 4.1. Alternative models testing the latent structure of CPTSD symptoms 

Note. RE = re-experiencing; AV = avoidance; SOT = sense of threat; AD = affect dysregulation; 

DR = disturbances in relationships; NSC = negative self-concept.
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4.3. Results 

 

4.3.1. Descriptive Statistics 

The most frequently endorsed item was NSC 2 ‘Feel guilty about things you normally 

wouldn’t feel guilty about, most of the time for at least 2 weeks?’ (11.4%) and the least 

frequently endorsed item was SOT 1 ‘Find yourself being more watchful or alert even 

though there was no real need to be?’ (4.5%; please see Table 4.1.). Of the sample, 

70.8% reported exposure to at least one trauma type. Being an unarmed civilian during 

war/revolution/military coup was the most frequently endorsed trauma (43.8%), 

followed by exposure to a natural disaster (30.8%), serious accident (21.8%), physical 

assault (11.4%), sexual assault (9.8%) and serious neglect (5.9%).  

 

Table 4.1. Frequency of endorsing PTSD and DSO items  

  Symptom Item %  

PTSD  RE 1  Have unpleasant or bad dreams about it?   6.6  

  RE 2  Feel that you were reliving (that/that worst) event or that it was 

happening all over again?   

10.8  

  AV 1  Try to stop thinking about or feeling anything about (that/that 

worst) event?   

4.5 

  AV 2  Stay away from going places/doing things/seeing people that might 

bring back memories of the event?  

9.1  

  SOT 1  Find yourself being more watchful or alert even though there was 

no real need to be?   

4.5  

  SOT 2  Find that you were more jumpy or easily startled by ordinary 

noises?  

7.6  

DSO  AD 1  Get very upset when you were reminded of (that/that worst) 

event?   

10.8  

  AD 2  Find yourself getting angry or irritable more often than usual?   6.1  

  DR 1  Feel emotionally distant from other people, or cut off from others?   16.0  

  DR 2  Feel as though you couldn’t feel positive or loving towards other 

people like you used to?   

10.4  

  NSC 2  Feel worthless nearly all the time for at least 2 weeks?   10.7  

  NSC 2  Feel guilty about things you normally wouldn’t feel guilty about, 

most of the time for at least 2 weeks?   

11.4  

Note. RE = re-experiencing; AV = avoidance; SOT = sense of threat; AD = affect dysregulation; DR 

= disturbances in relationships; NSC = negative self-concept. 
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4.3.2. Diagnostic rates 

Overall, 20.9% of the sample met the criteria for a PTSD diagnosis and 4.9% the 

criteria for CPTSD diagnosis. There were no sex differences for PTSD diagnostic rates, 

whereas CPTSD diagnostic rates significantly differed by sex χ2 (1, N = 308) = 3.88, p = 

.049; females (7.4%) were more likely to receive a CPTSD diagnosis compared to 

males (2.5%). 

 

 

4.3.3. CFA and FMM model fit 

All CFA models demonstrated acceptable model fit according to the CFI and TLI 

criteria but only Models 2–5 met the RMSEA criterion for acceptable fit (see Table 4.2). 

Models 3, 4, and 5 were a good fit to the data, but model 2 had the lowest AIC value 

and the highest TLI value. Model 2 was also theoretically consistent with the ICD-11 

proposals as it captured the distinction between PTSD and DSO symptoms at the first-

order factor level. Model 2 was selected as providing the most accurate dimensional 

representation of the data.  

The FMM results are presented in Table 4.2. The fit indices did not clearly 

indicate the best fitting model. The AIC and ssaBIC were both lower for the 6-class 

solution, the Lo-Mendell-Rubin statistic indicated that the 3-class solution was not 

significantly better than the 2-class solution, and the five-class solution evidenced the 

lowest BIC value. While the decision was not clear-cut the performance of the BIC has 

been shown to reliably identify optimal class solution (Masyn, 2013). The entropy value 

for the 5-class model was 0.85 and indicated acceptable classification of participants. 

Moreover, the latent class profiles in the 5-class model reflected the proposed diagnostic 

and dimensional structures of PTSD and DSO. The 5-class model was therefore selected 

as the best fitting model. 
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Table 4.2. Fit statistics for CFA and FMM analyses  

Model X2 (df) RMSEA (95% CIs) CFI TLI AIC BIC ssaBIC LMR (p) Entropy 

CFA 1 125.02 (54)* 0.065 (0.05 - 0.08) .968 .960 2865 2999    

CFA 2 32.56 (39) 0.000 (0.000 - 0.029) 1.000 1.005 2572 2762    

CFA 3 44.87 (48) 0.000 (0.000 - 0.033) 1.000 1.002 2586 2743    

CFA 4 41.76 (47) 0.000 (0.000 - 0.030) 1.000 1.003 2585 2746    

CFA 5 48.43 (50) 0.000 (0.000 - 0.035) 1.000 1.001 2616 2765    

CFA 6 100.36 (50)* 0.057 (0.041 - 0.073) 0.977 0.970 2811 2960    

CFA 7 105.67 (53)* 0.057 (0.041 - 0.073) 0.976 0.970 3201 3331    

FMM 2     3220 3313 3234 649 (p=0.00) 0.889 

FMM 3     3131 3251 3149 100 (p=0.49) 0.797 

FMM 4     3086 3231 3108 140 (p=0.24) 0.857 

FMM 5     3054 3226 3080 283 (p=0.44) 0.846 

FMM 6     3041 3239 3071 122 (p=0.27) 0.846 

Note.  X2= Chi-Square Statistics; df = degrees of freedom; RMSEA = Root Mean Square of Error Approximation; CFI = Comparative Fit Index; TLI = Tucker- 

Lewis Index; AIC = Akaike Information Criterion; BIC = Bayesian Information Criterion; ssaBIC = sample size adjusted Bayesian Information Criterion; LMR = 

Lo-Mendell-Rubin adjusted likelihood ratio test. Best fitting CFA model and FMM solution in bold. * p < 0.001.
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The profile plot illustrates the trauma symptom profiles of the five classes, as 

influenced by the six first-order dimensions identified by the CFA results (see Figure 

4.2). Class 1 was characterised by a high probability of endorsing all PTSD items 

and a high probability of endorsing four of the six DSO items. This class was 

labelled the ‘CPTSD class’. Class 2 was characterised by a high probability of 

endorsing all PTSD items and a low probability of endorsing all DSO items apart 

from “becoming easily upset” which was highly endorsed. This class was labelled 

the ‘PTSD class’. Class 3 was identified by moderate-to-high probabilities of 

endorsing each of the PTSD items, high probabilities of endorsing the negative self-

concept items, and low probabilities of endorsing the other DSO items. This class 

was labelled the ‘PTSD low mood class’. Class 4 was characterised by low 

endorsement across all PTSD and DSO items. Class 4 was labelled the ‘low 

symptom class’. Class 5 was distinguished by moderate probabilities of endorsing 

three PTSD items and one DSO item (“becoming easily upset”). This class was 

labelled the ‘sub-threshold PTSD class’.  
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Figure 4.2. Profile plot for factor mixture model, best fitting five class solution   
Note. RE = re-experiencing; AV = avoidance; SOT = sense of threat; AD = affect dysregulation; DR = disturbances in relationships; NSC = negative self-concept. 

X-axis = symptoms; Y-axis = probability of symptom endorsement. 
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4.3.4. Associations between traumatic exposure and class membership 

The results of the first multinomial logistic regression analysis are presented in Table 

4.3. For all analyses, the low symptom class was utilised as the reference category. The 

model was significant χ2 (52, 308) = 156.24, p < .001. CPTSD class membership was 

significantly predicted by physical abuse (OR = 7.42), neglect (OR = 15.02), sexual 

assault (OR = 7.60), sex (female; OR = 10.49) and a serious accident (OR = 3.53). 

PTSD class membership was significantly predicted by reporting the experience of 

being an unarmed civilian during war/revolution/military coup (OR = 3.67), physical 

abuse (OR = 2.92) and a serious accident (OR = 3.09). Sub-threshold PTSD class 

membership was significantly predicted by experiencing a serious accident (OR = 3.81) 

and sex (female; OR = 2.26). PTSD low mood class membership was also predicted by 

female sex (OR = 7.22).  

 

Results of the second multinomial regression analysis (dose response test) are 

also presented in Table 4.3. The model was significant χ2 (44, 308) = 140.79, p < .001. 

Compared to no trauma exposure, increasing exposure from two through to four 

traumas significantly increased the likelihood of CPTSD class membership (ORs = 

5.81, 19.93, & 29.62 respectively).  No clear dose-response effects were observed for 

any other class (see Table 4.3).
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Table 4.3. Multinomial logistic regression odds ratios between traumatic exposure and class membership 

Trauma Type 
PTSD 

OR (95% CI) 

CPTSD 

OR (95% CI) 

Sub-threshold PTSD 

OR (95% CI) 

PTSD low mood 

OR (95% CI) 

Serious Neglect 4.60 (0.33 – 63.55) 15.02 (1.28 – 175.77) 4.48 (0.40 – 50.85) 9.29 (0.36 – 243.20) 

Physical assault 2.92 (0.76– 11.24) 7.42 (1.91 – 28.85) 1.87 (0.57 – 6.05) 1.84 (0.14 – 24.44) 

Unarmed civilian  3.67 (1.52 – 8.81) 1.87 (0.76 – 4.61) 1.83 (0.95 – 3.52) 2.16 (0.51 – 9.10) 

Serious accident 3.09 (1.01 – 9.46) 3.53 (1.09 – 11.32) 3.81 (1.54 – 9.37) 3.13 (0.46 – 21.94) 

Sexual assault 3.74 (0.50 – 27.91) 7.60 (1.152 – 50.10) 1.83 (0.27 – 12.45) 7.15 (0.50 –102.52) 

Natural disaster 0.50 (0.20 – 1.29) 0.32 (0.142 – 1.09) 0.57 (0.29 – 1.13) 0.48 (0.90 – 2.34) 

Sex (female) 2.35 (0.96 – 5.80) 10.49 (3.68 – 29.92) 2.26 (1.51 – 4.45) 7.22 (1.20 – 43.30) 

     

One trauma 1.74 (0.55 – 5.47) 0.71 (0.22 – 2.26) 0.48 (0.23 - 0.99) 0.50 (0.09 – 2.61) 

Two trauma 5.88 (1.62 – 21.31) 5.81 (1.77 – 19.22) 1.84 (0.74 – 4.53) 1.14 (0.98 – 13.33) 

Three trauma 18.17 (2.63- 125.48) 19.93 (3.16 – 125.45) 6.68 (1.33 – 33.61) 22.55 (1.74 – 291.67) 

Four trauma 8.05 (0.40 – 161.79) 29.62 (2.61 – 336.12) 4.22 (0.36 – 48.95)  8.26 (0.37 – 185.18) 

Note. OR (95% CI) = Odds Ratio with 95% confidence interval; Significant effects in bold (p < 0.05); Corrected for; age, age when first endorsed refugee status, 

number of weeks spent as refugee, income status and education. * Low symptom class set as the reference category 
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4.4. Discussion  

The overall aim of the present study was to investigate the validity of CPTSD among a 

refugee sample. Several studies have previously evaluated the validity of CPTSD 

among asylum seeker and refugee populations, but these studies have relied upon the 

use of latent variable modelling techniques such as CFA or LCA to assess either the 

latent dimensional or categorical structure of CPTSD symptoms. The present study 

employed FMM to conduct a more robust evaluation of the disorder’s validity. By 

employing FMM, a technique which combines CFA and LCA, it was possible to 

identify both the latent dimensional and categorical structure of CPTSD. To this end, a 

series of latent variable models were specified and tested. The best-fitting solution 

included six first-order factors and five latent classes. This set of results was consistent 

with the factorial representation of ICD-11 CPTSD symptom clusters and provided 

support for a distinction between PTSD and DSO symptom clusters. Furthermore, the 

best-fitting FMM solution identified classes which meaningfully captured the presence 

of ICD-11 PTSD and CPTSD. Theoretically consistent associations were also observed 

between trauma history and class membership; interpersonal and cumulative trauma 

significantly increased the risk of CPTSD class membership in a manner consistent with 

a dose-response relationship. Lastly, the prevalence rates of PTSD and CPTSD were 

estimated. Of the sample, 25% met the diagnostic criteria for either a PTSD or CPTSD 

diagnosis. 

 

4.4.1. Structural validity  

Before conducting FMM, it was necessary to determine the latent dimensional structure 

of CPTSD symptoms among the refugee sample. The six correlated first-order factors 

model demonstrated that the symptom clusters which comprise CPTSD (i.e. the three 
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PTSD symptom clusters and the three DSO symptoms clusters) emerged as distinct but 

correlated factors. This model provides evidence to support a distinction between PTSD 

and DSO symptoms in keeping with the conceptualisation of CPTSD within the ICD-11 

(WHO, 2018). This model, therefore, provided support for the validity of CPTSD 

amongst a refugee sample.  

 

Similarly, Tay et al., (2015), reported that a six first-order factor model of 

CPTSD provided the best fit of the data among a sample of West Papuan refugees 

residing in Papua New Guinea. The latter study was subsequently updated by Silove et 

al., (2017), who in contrast reported that a unitary higher-order model of CPTSD 

provided the best fit of the data. Both authors concluded that such findings may 

undermine the validity of CPTSD. For example, Tay et al., (2015) suggested that the 

six-factor model merely reflects a constellation of symptoms that do not cohere to a 

unitary construct and hence do not represent a unitary diagnostic entity. Additionally, 

Silove et al., (2017) concluded that the unitary higher-order model of CPTSD 

represented a more general traumatic-stress response. Moreover, Silove et al., (2017) 

suggested that there was no separation between PTSD and DSO symptoms because the 

two-factor higher-order model of CPTSD was rejected due to a high correlation between 

the PTSD and DSO factors. However, there are several reasons why the latter study 

findings may have been over-interpreted. First, the models of CPTSD which were 

specified and tested by Tay et al., (2015) and Silove et al., (2017) all provided a good-

to-excellent fit of the data. If the symptom constellation of CPTSD was not relevant or 

valid among this West Papuan refugee sample, then it could be expected that the models 

specified and tested would provide a poor fit of the data. Second, as previously outlined, 

the six first-order factor model remains theoretically consistent with the factorial 
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representation of CPTSD symptom clusters as outlined in the ICD-11 (WHO, 2018). 

Third, the unitary higher-order model also provides evidence for a distinction between 

the CPTSD symptom clusters and further indicates that this symptom constellation 

forms a unitary construct.  

 

The six-factor model provided the best fit of the data in the present study based 

on the inspection of the fit statistics. Notably, other models, including the two-factor 

higher-order model, also provided a good fit to the data. Similarly, Nickerson et al., 

(2016) found support for the two-factor higher-order model of CPTSD amongst a highly 

traumatised treatment-seeking sample of asylum seekers and refugees residing in 

Switzerland.  

 

This discrepancy between study findings concerning the latent dimensional 

structure of CPTSD symptoms among refugee samples may provide evidence that the 

dimensional structure of CPTSD differs across trauma-exposed populations. Indeed, it 

has previously been demonstrated that the dimensionality of DSM based PTSD 

symptoms varies across samples with different trauma exposure histories (Elklit & 

Shevlin, 2007). Considering that the asylum-seeking and refugee samples under 

investigation reflected diverse cultural groups, that likely experienced an array of 

different trauma types, and have resettled in different post-migration environments, it 

may not be surprising that different dimensional models of CPTSD were favoured 

across these different populations. Further research is necessary to evaluate if the 

dimensional structure of CPTSD differs across culturally diverse trauma-exposed 

populations. Nonetheless, the findings of the present study and the findings of previous 

studies provide evidence to support the validity of CPTSD among refugee samples.  
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4.4.2. Construct validity   

Following the identification of the dimensional structure of CPTSD symptomology, 

FMM was conducted to further evaluate the validity of CPTSD. As previously outlined 

this type of hybrid model enables the dimensional structure of CPTSD symptomology 

to influence the identification of different classes or sub-groups within a population 

(Clark et al., 2013). The best-fitting FMM model comprised six-factors and five latent 

classes. Even when recognising the underlying six-factor dimensional model of CPTSD 

symptoms, it was possible to identify distinct PTSD and CPTSD classes within the best 

fitting FMM solution. This finding corresponds to findings from a recent latent class 

analysis conducted among a treatment-seeking sample Syrian refugees resettled in 

Lebanon (Hyland et al., 2018). Hyland et al., (2018) also identified a distinct PTSD 

symptom profile and a distinct CPTSD symptom profile. 

 

The PTSD class identified in the present study was characterised by a high 

probability of endorsing each of the PTSD items as well as an additional affective 

dysregulation item relating to becoming easily upset. Individuals who have a high 

probability of endorsing symptoms that reflect ‘a persistent sense of threat’ (being 

easily startled and being watchful or ‘on guard’) may also be likely to display symptoms 

of hyperactivity of emotional regulatory functions. The CPTSD class demonstrated a 

high probability of endorsing all PTSD and DSO items except for the negative self-

concept items. The low probabilities of endorsing the negative self-concept items likely 

resulted from the use of a preceding screener to assess for these symptoms. In addition, 

a low symptom class, a subthreshold PTSD class, and a PTSD low mood class were 

identified. The low symptom class was characterised by a low probability of endorsing 

all the measured symptoms. The PTSD low mood class was characterised by a 
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moderate-to-high endorsement of PTSD symptoms and negative self-concept symptoms 

but a low probability of endorsing the other DSO items. Lastly, the subthreshold PTSD 

class was characterised by a moderate probability of endorsing all items. 

 

The current FMM results stand in contradiction to the findings of Wolf et al. 

(2015), who conducted the only other FMM study to assess the structure of CPTSD 

symptomatology. Wolf et al., (2015) identified a dimensional model that reflected the 

two-factor second-order model of CPTSD (i.e. recognised a separation between PTSD 

and DSO symptoms), but their proposed class solution did not identify unique classes of 

individuals whose symptom profiles distinguished between PTSD and CPTSD. They 

argued that existing findings from latent class and latent profile analysis studies, which 

yielded distinct PTSD and CPTSD classes, were untrustworthy as these models failed to 

acknowledge the underlying dimensionality of CPTSD symptomatology. Utilising the 

same methodological procedures, the present study provided evidence to support the 

recognition of CPTSD as a distinct diagnostic entity. 

  

4.4.3. Risk factors  

The associations between trauma exposure and class membership were also evaluated. 

Cumulative and interpersonal trauma emerged as key predictors of CPTSD class 

membership. Experiencing physical assault, sexual assault and serious neglect 

significantly predicted CPTSD class membership. Additionally, experiencing an 

increasing number of different trauma types increased the likelihood of CPTSD class 

membership in a distinct dose-response manner. This finding was consistent with past 

research concerning complex traumatic responses (Cloitre et al., 2013; Herman, 1992; 

Van der Kolk, Roth, Pelcovitz, Sunday, & Spinazzola, 2005). Having been an unarmed 
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civilian in a conflict environment was a significant predictor of PTSD class 

membership, but this finding could be expected to vary across future studies as such an 

experience may be accompanied by other traumatic events that were not evaluated such 

as prolonged persecution, torture, and witnessing murder (Bogic et al., 2015; Porter & 

Haslam, 2005; Slewa-Younan et al., 2015). A serious accident slightly increased the 

risk class membership for several classes, including for the sub-threshold PTSD, PTSD, 

and CPTSD class. Compared to interpersonal trauma, where there is a clear intent to 

cause harm, the nature of a serious accident and the resulting cognitive interpretation 

may greatly vary influencing divergent traumatic responses (Ehlers & Clark, 2000). 

Alternatively, a serious accident in combination with the cumulative level of trauma one 

has already experienced may lead to divergent traumatic stress responses.  

 

4.4.4. Prevalence rates 

The prevalence of CPTSD (4.9%) was substantially lower than PTSD (20.9%). The rate 

of CPTSD observed in the present study was still higher than that reported among a 

sample of West Papuan refugees (3%; Silove et al., 2017; Tay et al., 2015). The 

estimate of PTSD in the present study was higher compared to that reported among 

general population samples (3.2% - 9%; Ben-Ezra et al., 2018; Cloitre et al., 2019; 

Karatzias et al., 2019). Yet, the rate of CPTSD was similar to the rate of CPTSD 

reported in general population studies (2.6% - 12.9%; Ben-Ezra et al., 2018; Cloitre et 

al., 2019; Karatzias et al., 2019). This finding may undermine literature suggesting that 

CPTSD may be more likely to manifest among populations characterised by sustained 

or interpersonal trauma exposure, such as among refugee populations (Cloitre et al., 

2013; Herman, 1992). However, the low rate of CPTSD was possibly due to the very 

low endorsement of the items measuring negative self-concept. Higher rates of CPTSD 
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have been observed among treatment-seeking samples of asylum seekers and refugees 

(32.8% - 36.1%; Hyland et al., 2018; Nickerson et al., 2016). Higher rates of CPTSD 

may also be detected among refugee samples when CPTSD symptoms have been 

assessed for using a standardised validated measure (Hyland et al., 2018). It should also 

be noted that the calculation of probable diagnostic rates in the current study did not 

include criteria for functional impairment which would make it difficult to compare 

diagnostic rates across studies. 

 

Females were also more likely than males to receive a CPTSD diagnosis, this 

finding was consistent with several other studies evaluating the correlates of CPTSD 

among non-refugee samples (Hyland, Murphy, et al., 2017; Perkonigg et al., 2016). 

When sex was treated as a predictor of traumatic response profile, even after controlling 

for trauma types that females are more likely to experience (i.e. sexual assault), females 

were; (i) 10 times more likely to be in the CPTSD class, (ii) 7 times more likely to be in 

the PTSD low mood class, and (iii) 2 times more likely to be in the sub-threshold class. 

These results demonstrate that female refugees residing in the U.S. were substantially 

more likely than their male counterparts to experience trauma-related psychological 

distress. This finding was consistent with research concerning sex and PTSD (Tolin & 

Foa, 2006). Females are more likely to be exposed to interpersonal trauma and such 

trauma confers a higher risk for the onset of traumatic stress (Tolin & Foa, 2006). Yet, 

even when trauma type has been statistically controlled for within analyses concerning 

the association between sex and PTSD, females are still more likely to develop PTSD 

(Tolin & Foa, 2006). It has been evidenced that females are more likely to use coping 

strategies that predict the onset of PTSD even after controlling for traumatic experiences 

(i.e. emotional suppression; Tolin & Foa, 2006). A previously outlined, research 
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concerning the role of gender and ICD-11 PTSD and CPTSD has been inconsistent 

(Brewin et al., 2017). Further research is required to evaluate the role of sex in 

predicting ICD-11 traumatic stress response. 

 

4.4.5. Limitations 

The present study findings should be considered in light of several limitations. First, 

archival data was utilised to model symptoms from scales not specifically designed to 

assess for ICD-11 CPTSD symptoms. Specifically, the low mood indicators used as 

approximations of negative self-concept symptoms were consistent with DSO symptom 

content, but these items were anchored to primary depression screeners, therefore, the 

endorsement of these items may have been restricted. Those who responded ‘No’ to 

both screener items could not go on to respond to the negative self-concept items and 

were therefore scored as ‘No/absence’ for both NSC items. It is important to note that 

the item selection strategy adopted in the current study was consistent with most of the 

preliminary investigations evaluating the validity of ICD-11 CPTSD (see Brewin et al., 

2017). Replication of these methods using a diagnostic specific measure to assess for 

CPTSD symptoms is recommended. Additionally, most studies to date which have 

evaluated the latent structure of CPTSD amongst asylum-seeking or refugee samples 

have used archival data sets. Future research should be conducted with standardised 

validated measure to assess for ICD-11 traumatic stress symptoms. 

 

Second, it has been suggested that early childhood trauma may confer a key risk 

factor for the development of CPTSD (Cloitre et al., 2013; Van der Kolk et al., 2005). it 

was not possible to capture the developmental timing of trauma exposure in the present 
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study. Third, as the study was of a cross-sectional design it was not possible to establish 

causality for the associations between trauma exposure and trauma response.  

 

Lastly, in the NESARC data set, refugee status was self-reported. This may 

provide a less precise definition than that used under international law. Although some 

participants may have reported refugee status, this may not have been the official reason 

of entry to the U.S. There was very limited information about the refugee experience 

available within the NESARC data set which prevented a fine-grained analysis of this 

experience as a predictor of trauma symptomology. Although a growing body of 

evidence documents the validity of CPTSD there exists limited information regarding 

the specific contexts within which such responses are most likely to emerge. Given the 

unique nature of this sample, and the fact that the current study represents only the 

second attempt to investigate the symptom structure of CPTSD using FMM, 

conclusions drawn from the present study findings should be tentative. Nonetheless, the 

current findings add to a large and growing literature that supports the discriminant 

validity of PTSD and CPTSD (Brewin et al., 2017).  

 

4.4.6. Conclusion  

In conclusion, the present study examined the validity of ICD-11 CPTSD by employing 

a novel analytical technique among a refugee sample and the study findings provided 

support for the validity of CPTSD. Furthermore, consistent with the disorder’s 

conceptualisation, a CPTSD symptom profile was associated with cumulative and 

interpersonal trauma exposure. It is necessary to conduct further research to evaluate the 

validity of CPTSD among different trauma-exposed populations globally before any 

firm conclusion is drawn about the disorders cross-cultural validity. However, the 



165 
 

 

findings of the present study highlight the validity of CPTSD, and the disorders 

distinguishability from PTSD, among a culturally diverse refugee sample. 

 

It was previously debated that CPTSD may not be distinguishable from other 

psychopathologies, such as BPD, to warrant recognition as a distinct diagnostic entity. 

Although the present study findings provide evidence that CPTSD is distinguishable 

from PTSD, the distinguishability of CPTSD and BPD was not considered in the 

present study. The aim of the subsequent empirical chapters (chapter 5 and chapter 6) is 

to evaluate the discriminant validity of CPTSD and BPD. 
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Personality Disorder; a latent class analysis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



174 
 

 

Abstract   

Introduction: There has been debate regarding whether CPTSD is conceptually distinct 

from BPD. The objective of this study was to assess if ICD-11 CPTSD was 

distinguishable from BPD among those with a history of sexual assault, a trauma 

context in which both disorders have been shown to manifest.  

Method: A subgroup of individuals (n = 956), that selected sexual assault as an index 

trauma, were selected from the NESARC dataset. The distribution of PTSD, DSO, and 

BPD symptomology was evaluated using latent class analysis (LCA). Following the 

identification of the best fitting class solution, multinomial logistic regression analyses 

were conducted to evaluate if child maltreatment distinguished between the resultant 

classes.   

Results: Overall, a five-class solution provided the best fit of the data. The five classes 

identified differed both quantitatively and qualitatively. CPTSD emerged as a distinct 

symptom profile within the sample. Conversely, BPD symptomology was evident in 

two classes but was accompanied by PTSD/DSO symptomology in each. Cumulative 

childhood maltreatment predicted the probability of CPTSD class membership and  

comorbid class membership (i.e. CPTSD symptoms plus BPD symptoms).  

Conclusion: The findings suggest that a CPTSD symptom profile can be identified in 

the context of BPD symptom measurement among a trauma-exposed sample that is at 

high risk for developing both disorders.  
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5.1. Introduction 

The previous chapters assessed the validity of CPTSD and evaluated the disorders 

distinguishability PTSD among different trauma-exposed populations. Both chapter 3 

and chapter 4 provided evidence to support the validity of CPTSD and highlighted the 

disorders distinguishability from PTSD. However, one of the main critiques against 

formally recognising CPTSD has centred around the disorder’s potential symptom 

overlap with BPD (Resick et al., 2012). A CPTSD diagnosis was rejected for inclusion 

within the DSM-5, in part based on the assumption that CPTSD symptoms were not 

distinguishable from BPD, particularly when the latter was comorbid with PTSD 

(Resick et al., 2012). At the time of rejection from the DSM-5, there was no clear or 

consistent characterisation for CPTSD making it difficult to empirically evaluate if the 

disorder was distinguishable from BPD. The formal recognition of CPTSD within the 

ICD-11 (WHO, 2018) affords the opportunity to evaluate whether CPTSD is separable 

from BPD and warrants recognition as a distinct disorder.  

 

The overall aim of the present study was to evaluate the discriminant validity of 

CPTSD and BPD within a trauma-exposed population. Discriminant validity is a subset 

of construct validity which refers to the concept that constructs which are not 

theoretically related should also be empirically unrelated. The ICD-11’s recognition of 

CPTSD implies that the disorder constitutes a distinct diagnostic entity that is separable 

from BPD (Maercker et al., 2013; WHO, 2018), but empirical evidence is lacking to 

support a distinction between the disorders. Despite a growing body of evidence 

evaluating the construct validity of CPTSD, a very limited body of research has 

attempted to establish the disorders discriminant validity in relation to BPD. 
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It is necessary to evaluate the discriminant validity of CPTSD and BPD within a 

context where both disorders are likely to manifest. Trauma exposure has been 

implicated in the aetiology of both CPTSD and BPD, particularly interpersonal, early-

life, and cumulative trauma exposure (Ford & Courtois, 2014; Frias & Palma, 2015). 

The present study was, therefore, conducted among a sample of sexual violence victim-

survivors. 

 

5.1.2. The proposed similarities and differences in CPTSD and BPD  

One of the key challenges to recognising CPTSD as a distinct diagnostic entity centred 

around debate concerning whether CPTSD was distinct from BPD. As previously 

outlined, DSO symptoms comprise emotional dysregulation, difficulties with 

interpersonal relationships, and self-concept. Similarly, disruptions to emotion 

regulation, interpersonal relationships, and self-concept are inherent to a BPD diagnosis. 

Moreover, many studies have documented a high rate of comorbidity between 

symptoms of traumatic stress and BPD. For example, among a U.S. general population 

sample, of those with a lifetime BPD diagnosis, 39.5% also reported a DSM-IV PTSD 

diagnosis (Grant et al., 2006). In clinical samples, the BPD/PTSD comorbidity rate has 

been sown to be even higher with 25% - 58% of those diagnosed with BPD also 

receiving a comorbid PTSD diagnosis (Golier et al., 2003; Harned, Rizvi, & Linehan, 

2010; Zanarini et al., 1998). Taken together, observations of potential symptom overlap 

and high BPD/PTSD comorbidity, have fuelled speculation that CPTSD represents BPD 

comorbid with PTSD, a view which casts doubt over the utility of recognising CPTSD 

as a distinct diagnostic entity (Resick et al., 2012). 
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Despite these high rates of comorbidity and similarly labelled domains of 

impairment, it has been proposed that there exist key clinical features that distinguish 

between CPTSD and BPD (Cloitre, Garvert, Weiss, Carlson, & Bryant, 2014). An 

obvious difference between the disorders is that CPTSD includes PTSD symptoms as a 

specific component, as such, a key treatment goal for CPTSD is the amelioration of 

trauma memories. In contrast, BPD symptoms have not been conceptualised to 

encompass PTSD symptoms, these may or may not be present, and BPD does not 

require the presence of an identifiable traumatic stressor. Concerning the similarly 

labelled domains of impairment, it has been proposed that the formulation underpinning 

these characteristics varies in a clinically meaningful manner across CPTSD and BPD. 

For example, Cloitre et al., (2014) note that relationship difficulties within BPD reflect 

sustained chaotic engagement or shifting idealization and devaluation of relationships. 

In contrast, in CPTSD relational disturbance is characterised by fearful or chronic 

avoidance of relationships (Cloitre et al., 2014). Regarding self-concept, within BPD 

this is characterised by a shifting or an unstable self-image oscillating between a highly 

positive and negative self-perception. In contrast, within CPTSD this is characterised by 

a consistently negative self-concept (Cloitre et al., 2014). Regarding emotion regulation 

difficulties, within CPTSD emotional dysregulation does not extend to include suicidal 

and self-injurious behaviours, but these symptoms have been outlined as a core feature 

of BPD (Cloitre et al., 2014). Furthermore, fear of rejection or abandonment, feelings of 

emptiness, impulsivity, and paranoid dissociation comprise symptoms of BPD (APA, 

2013). 

 

 



178 
 

 

5.1.3. Evaluating the discriminant validity of CPTSD and BPD; a latent variable 

modelling approach 

Latent class analysis (LCA) has been employed to evaluate the discriminant validity of 

CPTSD and BPD. This technique can determine whether patterns of symptom 

endorsement form classes that are consistent with the diagnostic criteria for PTSD, 

CPTSD, and BPD. To date, two studies have employed LCA to evaluate the 

discriminant validity of CPTSD and BPD. The first study was conducted by Cloitre et 

al., (2014), this investigation was conducted using an archival data set comprising a 

female U.S. adult treatment-seeking sample (N = 280). The sample had a mean age of 

37 years and all participants endorsed a history of child abuse. Items were selected from 

a variety of measures to reflect ICD-11 PTSD and (DSO) symptoms. These items were 

selected from a clinician-administered assessment for DSM-IV PTSD and a self-report 

scale measuring general psychological distress. Additionally, BPD symptoms were 

assessed using a clinician-administered structured clinical interview for DSM-IV Axis 

II disorders (First, Spitzer, Gibbon, & Williams, 1997). 

 

 Cloitre et al., (2014) tested a 1 – 5 class solution and reported that a 4-class 

model provided the best fit of the data. The first class identified was characterised by a 

low probability of endorsing all measured symptoms, this was the smallest class (n = 

57) and was labelled the low-symptom class. The second class was characterised by an 

elevated probability of endorsing PTSD symptoms but a low probability of endorsing 

DSO and BPD symptoms. As such, this was labelled the PTSD class (n = 72). The third 

class had a high probability of endorsing PTSD and DSO symptoms and a low 

probability of endorsing BPD symptoms. This comprised the largest class (n = 77) and 

was labelled the CPTSD class. The fourth class had a high probability of endorsing all 
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measured symptoms including BPD symptoms. This was labelled the BPD class (n = 

74). Overall, it was concluded that this set of findings supported the discriminant 

validity of CPTSD and BPD as the symptom profiles which emerged identified 

distinguishable sub-groups of trauma-exposed individuals in a manner that was 

consistent with the diagnostic formulations for PTSD, CPTSD, and BPD.  

 

Subsequently, Cloitre et al., (2014) performed a series of analyses to evaluate if 

there were any differences between the classes in terms of functional impairment, 

trauma history, or sociodemographic variables. The CPTSD class and BPD class did not 

significantly differ from one another in terms of functional impairment but were 

associated with higher levels of functional impairment compared to the PTSD class and 

the low symptom class. The four classes did not differ by age, ethnicity or employment 

status. Additionally, the four classes did not differ by rate or type of childhood or 

adulthood interpersonal traumas, with the exception that child sexual abuse was more 

frequently reported by the CPTSD class as compared to the low symptom class and the 

BPD class. Following this, a cumulative trauma score was generated, but the number of 

different traumas experienced across the lifespan did not significantly differ between the 

four classes.  

 

Lastly, Cloitre et al., (2014) examined the diagnostic rates of PTSD, CPTSD, 

and BPD. Of the sample, 53.9% met the criteria for a BPD diagnosis, 38.2% met the 

criteria for a CPTSD diagnosis and 29.3% met the criteria for a BPD diagnosis. Of those 

with a BPD diagnosis, most met the criteria for a PTSD diagnosis (54.9%) or a CPTSD 

diagnosis (45.1%). However, it may be difficult to compare these diagnostic rates with 
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other samples given that a standardised validated measure was not available to asses for 

ICD-11 traumatic stress symptoms.  

 

The only other study to assess the discriminant validity of CPTSD and BPD 

using latent class analysis was conducted by Jowett, Karatzias, Shevlin, & Albert 

(2019). The population under investigation comprised  a U.K. adult treatment-seeking 

sample (N = 195), the majority of which were female (65.1%), with a mean age of 41 

years. All participants had a history of trauma exposure. The International Trauma 

Questionnaire (ITQ; Cloitre et al., 2018) was employed to assess for PTSD and CPTSD 

symptoms according to ICD-11 diagnostic criteria. BPD symptoms were measured 

using a 14-item self-report scale which was based on the BPD module of the structured 

clinical interview for DSM-IV (First et al., 1997).  

 

Jowett et al., (2019) tested a 1 – 6 class solution and reported that a 3-class 

model provided the best fit of the data. The first class comprised the largest proportion 

of the sample (43.1%). This class was characterized by a high probability of endorsing 

all measured symptoms and was labelled the CPTSD/high BPD class. The second class 

(40%) was characterised by a high probability of endorsing PTSD and DSO symptoms 

but a moderate probability of endorsing BPD symptoms. This was labelled the 

CPTSD/moderate BPD class. The third class (16.9%) was characterised by a high 

probability of endorsing PTSD symptoms and a relatively lower probability of 

endorsing DSO and BPD symptoms. This class was labelled the PTSD/low BPD class.  

 

Jowett et al., (2019) concluded that this set of findings did not lend support that 

CPTSD is distinct from BPD. There was a qualitative distinction in terms of symptom 
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endorsement across the classes. For example, within the PTSD/low BPD class, 

individuals presented with PTSD and BPD symptoms without endorsing DSO 

symptoms. Whereas, the CPTSD/high BPD class and the CPTSD/moderate BPD class 

presented with a higher rate of DSO symptom endorsement. Overall, it was concluded 

that the presence of BPD symptoms within all the identified classes demonstrated that 

there was some degree of similarity or overlap between PTSD, CPTSD, and BPD.  

 

In subsequent analysis, it was evaluated whether trauma history, functional 

impairment, or sociodemographic variables distinguished between the resultant classes. 

It was found that functional impairment was higher among classes with CPTSD and 

BPD symptoms. There were also significant differences across socio-demographic 

variables, those in the CPTSD/high BPD class were likely to be younger and less likely 

to go to university compared to those in the other classes. The CPTSD/high BPD class 

was also more likely to report a more severe trauma history, individuals in this group 

reported a greater number of trauma exposures in both childhood and adulthood. Lastly, 

the diagnostic rate for PTSD, CPTSD, and BPD was evaluated in the sample. It was 

reported that 36.8% of individuals met the criteria for a PTSD diagnosis, 53.4% for a 

CPTSD diagnosis, and 79% of the sample endorsed five or more BPD criteria. ICD-11 

traumatic stress and BPD comorbidity rates were not examined.  

 

5.1.4. Evaluating the discriminant validity of CPTSD and BPD; a network analysis 

approach  

The only other known study to evaluate the conceptualisation of CPTSD and BPD was 

conducted by Knefel, Tran, & Lueger-Schuster (2016), who employed network analysis 

to conduct a novel exploration of the connectivity between CPTSD and BPD symptoms. 
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Latent variable modelling assumes that there is a common underlying disease entity 

which influences the development of symptoms. In contrast, network analysis 

conceptualises disorders as emerging from the casual interplay between symptoms and 

not by the presence of latent underlying disease entity (Kendler, Zachar, Craver, 2011). 

From this perspective, there are no clear boundaries between disorders. Instead, network 

analysis follows a bottom-up approach whereby disorders are interpreted by the 

presence and interaction of symptoms. This investigation was conducted among an 

adult community sample of child abuse survivors (N = 219), which had a mean age of 

58 years and just over half of the sample were male (58%). ICD-11 PTSD and CPTSD 

symptoms were assessed using the ITQ (Cloitre et al., 2018). BPD symptoms were 

assessed using the German version of the BPD module of the Structured Clinical 

Interview for DSM-IV Axis II disorders (First et al., 1997). 

 

Knefel et al., (2016) reported that PTSD and DSO symptoms were densely 

connected whereas BPD symptoms were sparsely connected. Additionally, BPD 

symptoms did not cluster together. The nine BPD symptoms measured were spread 

across five different groups, a finding which may undermine the diagnostic validity of 

the concept of BPD. It was concluded that ICD-11 CPTSD symptoms represented 

symptoms that were related to one another, but BPD symptoms did not play an 

important role in the CPTSD construct suggesting that there was little interplay between 

CPTSD and BPD symptoms within the psychopathological network. This finding lends 

support to the view that CPTSD is empirically distinguishable from BPD. The high rate 

of comorbidity observed between PTSD and BPD may be alternatively rooted in similar 

etiological risk factors (i.e. trauma exposure) and not the psychopathological interplay 

of symptoms.  
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5.1.5. CPTSD, BPD, and trauma exposure 

Although trauma exposure is not a prerequisite for a BPD diagnosis, trauma is thought 

to be a key risk factor in the development of BPD, particularly trauma occurring during 

early development (de Aquino Ferreira, Pereira, Benevides, & Melo, 2018; Ball & 

Links, 2009; Ford & Courtois, 2014; Frias & Palma, 2015). Specific forms of childhood 

maltreatment such as sexual and physical abuse as well as cumulative childhood 

maltreatment have been linked to BPD (de Aquino Ferreira et al., 2018; Ball & Links, 

2009; Shevlin, Dorahy, Adamson, & Murphy, 2007). Despite evidence for an 

association between trauma exposure and BPD, some researchers suggest that trauma is 

not necessary or sufficient to explain the onset of the disorder. Rather, it has been 

suggested that attachment-related factors (i.e. neglect, emotional abuse and poor 

caregiving) in combination with predisposing temperamental vulnerabilites are key 

causal factors in the disorders development (Lieb, Zanarini, Schmahl, Linehan, & 

Bohus, 2004; Torgersen et al., 2000; Zanarini & Frankenburg, 1997; Zanarini et al., 

1998).  

 

 Similarly, childhood maltreatment is one of the most well-established risk 

factors for ICD-11 PTSD and CPTSD. Although CPTSD has been linked to cumulative 

trauma across the lifespan, the disorder was originally theorised to emerge following 

sustained trauma exposure, particularly that which occurred during early development 

(Cloitre, Garvert, Brewin, Bryant, & Maercker, 2013; Herman, 1992; Maercker et al., 

2013). Consistent with this observation, child maltreatment has been assoicated with 

DSO symptoms or a CPTSD symptom profile - both in terms of cumulative child 

maltreatment and individual types of maltreatment including physical and sexual abuse 

as well as emotional abuse and neglect (Cloitre et al., 2013; Hyland et al., 2017; 
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Karatzias et al., 2017). However, further research is necessary to evaluate if child 

maltreatment distinghuses between CPTSD and BPD.   

 

5.1.6. Aims and hypothesis 

The ICD-11 outlines CPTSD as constituting a distinct diagnostic entity that is 

distinguishable from BPD, but research is required to assess if the disorders can be 

empirically distinguished. As previously outlined, there is a very limited body of 

research that seeks to establish the discriminant validity of CPTSD and BPD. Further 

research is required particularly among trauma-exposed populations where both 

disorders are likely to manifest. To date, two LCA have been conducted but have 

produce contradicting findings (Cloitre et al., 2014; Jowett et al., 2019). The present 

study will replicate the latter studies, LCA will be employed among a sub-sample of 

individuals that reported sexual violence within a larger U.S. general population study. 

In keeping with the ICD-11 proposals, and the diagnostic formulations outlined by 

Cloitre et al., (2014), it was hypothesised that the LCA would identify several distinct 

groups of trauma survivors including (but not limited to) groups characterised by; (1) a 

PTSD symptom profile (high probability of endorsing PTSD symptoms but 

correspondingly low probabilities of endorsing DSO and BPD symptoms), (2) a CPTSD 

symptom profile (high probability of endorsing PTSD and DSO symptoms, but a low 

probability of endorsing BPD symptoms), and (3) a BPD symptom profile (high 

probability of endorsing BPD symptoms but correspondingly low probabilities of 

endorsing DSO and PTSD symptoms). Additionally, the association between childhood 

maltreatment and resultant class membership was examined. Childhood maltreatment 

has been linked to both BPD and CPTSD, therefore, it was hypothesised that childhood 

maltreatment would have a significant association with classes that had a high 
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probability of endorsing both sets of symptoms. Given that trauma exposure is not 

required for a BPD diagnosis and considering that childhood maltreatment has been 

suggested to pose a key risk factor for CPTSD (Cloitre et al., 2013; Herman, 1992), it 

was hypothesised that a stronger magnitude of association would be evident for classes 

characterised by a CPTSD symptom endorsement. Lastly, the prevalence rates of 

CPTSD and BPD were evaluated. 

 

5.2. Method 

 

5.2.1. Sample 

The present study made use of data from the National Epidemiological Survey on 

Alcohol and Related Conditions (NESARC) Wave 2 dataset (Grant & Dawson, 2006). 

A sub-group of individuals that selected sexual assault (either in childhood or in 

adulthood) as their index trauma – in relation to PTSD symptoms – was included in the 

current study (n = 1504). As it was necessary to model PTSD and CPTSD, those with 

missing data across all measured traumatic stress symptoms were excluded from the 

analysis, resulting in a final sample size of n = 956. Most of the sample were female 

(91.1%), and the mean age was 42 years (SD = 12.96). Further details about the sample 

and the data collection procedures have been outlined in methodology chapter (please 

see chapter 2 section 2.3.). 
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5.2.2. Measures 

 

5.2.2.1. ICD-11 PTSD and CPTSD  

The same items previously outlined in Chapter 4, were selected to represent ICD-11 

traumatic stress symptoms (please see chapter 4 section 4.2. Measures). For a list of 

items see Table 5.1. 

 

5.2.2.2. BPD 

BPD symptoms were measured using a scale contained within the Alcohol Use 

Disorders and Associated Disabilities Interview Schedule – DSM-IV version 

(AUDADIS-IV). This scale assesses for symptoms based on the DSM-IV BPD 

diagnostic criteria (APA, 2000). Nine items were selected from this scale and were 

scored ‘Yes/presence’ or ‘No/absence’ (for a list of items see Table 5.1.).  

 

 

5.2.2.3. Child Maltreatment  

Five types of child maltreatment were examined, by a list of items contained within the 

AUDADIS-IV (Ruan et al., 2008), these included; sexual abuse, physical abuse, 

emotional abuse, physical neglect and emotional neglect. The 19 items measuring for 

child maltreatment were scored on a Likert-type scale of ‘’Never = 1’’ to ‘’Always = 

5’’. These items assessed experiences which occurred before 18 years. For the purposes 

of data analysis, the total score for each maltreatment type was dichotomised as 

“No/absence” (0) if that particular type of maltreatment was absent whereas all other 

scores were coded as “Yes/presence” (1). Following this, a cumulative child 

maltreatment score was calculated by summing the five dichotomised maltreatment 

types.  
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Table 5.1. Frequency of PTSD, DSO, and BPD item endorsement 

Symptoms  Symptom labels   %  

Posttraumatic stress disorder   

RE  Flashback  Have unpleasant or bad dreams about it?   72.8  

  Nightmares  Feel that you were reliving (that/that worst) event or 

that it was happening all over again?   
59.5  

AV  Avoidance 

Thoughts   

Try to stop thinking about or feeling anything about 

(that/that worst) event?   
86.8  

  Avoidance  

Places  

Stay away from going places/doing things/seeing 

people that might bring back memories of the 

event?  

55.3  

SOT  Hypervigilance   Find yourself being more watchful or alert even 

though there was no real need to be?   
70.9  

  Startle   Find that you were more jumpy or easily startled by 

ordinary noises?  
48.0  

 Disturbances in self-organisation   

AD  Easily upset  Get very upset when you were reminded of 

(that/that worst) event?   
72.2  

  Anger  Find yourself getting angry or irritable more often 

than usual?   
46.7  

DR  Distant   Feel emotionally distant from other people, or cut 

off from others?   
58.4  

  Detached   Feel as though you couldn’t feel positive or loving 

towards other people like you used to?   
47.4  

NSC  Worthless  Feel worthless nearly all the time for at least 2 

weeks?   
23.1  

  Guilty  Feel guilty about things you normally wouldn’t feel 

guilty about, most of the time for at least 2 weeks?   
25.1  

Borderline personality disorder   

  Frantic  Have you often become frantic when you thought 

that someone you really cared about was going to 

leave you?  

27.8  

  Unstable   

relationships  

Have your relationships with people you really care 

about had lots of extreme ups and downs?   
37.1  

  Unstable Sense 

of self   

Have you been so different with different people or 

in different situations that you sometimes don’t 

know who you really are?  

6.8  

  Impulsiveness  Have you often done things impulsively?  30.4  

  Self-harm  Have you tried to hurt or kill yourself, or threatened 

to do so?  
17.8  

  Empty  Have you often felt empty inside?  22.6  

  Temper  Have you often had temper outburst or gotten so 

angry that you lose control?  
30.4  

  Mood changes  Have you had lot of sudden mood changes?  18.4  

  Paranoid 

dissociation  

Have you gotten suspicious of other people or felt 

spaced out under a lot of stress?  
24.7  

Note. % = Percentage of endorsement; Re = Re-experiencing; Av = Avoidance; SOT = Sense of 

Threat; AD = Affective Dysregulation; DR = Disturbed Relationships; NSC = Negative Self-

Concept.  
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5.3. Data analysis  

 

5.3.1. Latent Class Analysis 

As previously outlined, LCA uses observed categorical data to uncover distinct groups 

of individuals based on patterns of symptom endorsement (i.e. presence/absence). In 

total, 21 symptoms were specified in the LCA; 6 items representing PTSD, 6 items 

representing DSO, and 9 items representing BPD. Five latent class models were tested – 

a two-class through to a six-class model. To identify the optimal class solution several 

statistical fit indices were compared. The Lo-Mendell-Rubin adjusted likelihood ratio 

test (LMR; Lo, Mendell, & Rubin, 2001) was examined to compare the increasing 

number of class solutions, where a non-significant LMR (p > 0.05) occurs it is 

suggested that a solution with one fewer class should be accepted. Further inspected 

were the Bayesian Information Criterion (BIC; Schwarz, 1978), the Sample-Size 

Adjusted BIC (SSA-BIC; Sclove, 1987) and the Akaike Information Criterion (AIC; 

Akaike, 1987). Lower values indicate the correct number of classes, with evidence to 

suggest that the BIC is the most reliable index for identifying the optimal class solution 

(Nylund, Asparouhov, & Muthén, 2007). Additionally, entropy values were used to 

discriminate between class solutions with higher values indicating better differentiation 

of classes. The LCA was conducted using Mplus 7.1 (Muthén & Muthén , 2012). 

 

5.3.2. Regression Analyses 

Multi-nominal logistic regression analyses was conducted to assess whether different 

types of child maltreatment and cumulative child maltreatment discriminated between 

the classes identified in the LCA. The following variables were controlled for in the 

regression models; age, sex (0 = male, 1= female), age when first sexually assaulted, 
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number of times one was sexually assaulted, education (1 = no formal schooling to 14 = 

completed a master’s degree or higher), race (1 = white non-Hispanic; 2 = Black, non-

Hispanic; 3 = American Indian/Alaska Native, non-Hispanic; 4 = Asian/Native 

Hawaiian/Other Pacific Islander, non-Hispanic; 5 = Hispanic, any race) and personal 

income (0 = No personal income to 17 = $100,000 or more). Socio-demographic 

variables that have been linked to traumatic stress response (i.e. sex, level of education, 

socio-economic status) were controlled for in the regression analyses (Hyland et al., 

2017; Karazias et al., 2017; Perkonigg, Höfler, Cloitre, Wittchen, Trautmann, & 

Maercker, 2016). In addition, data concerning the age when one was first sexually 

assaulted and the numbers of times one was sexually assaulted was available in the 

dataset. As these factors have also been linked to traumatic stress response (i..e. younger 

age at sexual assault onset and cumulative sexual trauma may influence symptom 

severity; Masho & Ahmed, 2007: Ullman & Brecklin, 2007), these factors were also 

controlled for in the regression analyses.  

 

5.3.3. Diagnostic rates of CPTSD and BPD 

ICD-11 PTSD and CPTSD were estimated based on the ICD-11 diagnostic guidelines 

(Cloitre et al., 2018). A diagnosis of PTSD requires that a person endorses one of two 

symptoms from the re-experiencing, avoidance, and sense of threat clusters. A diagnosis 

of CPTSD requires that a person screens positive for PTSD and also endorses one of 

two symptoms from the affective dysregulation, negative self-concept, and disturbed 

relationships clusters. The ICD-11 taxonomic structure only permits a diagnosis of 

either CPTSD or PTSD; if an individual receives a diagnosis for CPTSD then that 

person does not qualify for a diagnosis of PTSD. ICD-11 trauma diagnoses also require 

the presence of functional impairment, but this could not be assessed for based on the 
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AUDADIS-IV measure that is contained in the NESARC-II, therefore, diagnostic rates 

were based solely on symptom endorsement criteria. BPD diagnosis was estimated 

using DSM-IV diagnostic criteria; individuals endorsing five or more of the nine BPD 

symptoms screened positive for BPD.  

 

Table 5.2. Items measuring child maltreatment  
Childhood  

maltreatment type  
Item labels  

 

% 

Physical Neglect  Before age 18, how often did parent/caregiver make you do chores 

that were too difficult or dangerous for someone your age?  

7.8% 

  How often did a parent/caregiver leave you alone or unsupervised 

before 10 years old?  

8.6% 

  Before age 18, how often did you go without things you needed 

because a parent/caregiver spent the money on themselves?  

5.8% 

  Before age 18, how often did parent/caregiver male you go hungry 

or not prepare regular meals?  

3.0% 

  Before age 18, how often did parent/caregiver ignore/fail to get you 

treatment when you were sick?  

2.2% 

Emotional Abuse  Before age 18, how often did parent/caregiver swear, insult or say 

hurtful things to you?  

14.7% 

  Before age 18, how often did parent/caregiver threaten to hit you or 

throw something at you?  

8.1% 

  Before age 18, how often did parent/caregiver make you fear that 

you would be physical hurt or injured?  

13.0% 

Physical Abuse   Before age 18, how often did parent/caregiver push, grab, shove, 

slap or hit you?  

11.4% 

  Before age 18, how often did a parent/caregiver hit you so hard that 

you had marks or bruises or were injured?  

7.1% 

Sexual Abuse  Before age 18, how often did adult/other person fondle/touch you in 

a sexual way when you didn’t want this/were too young to know 

what was happening?  

12.1% 

  Before age 18, how often did adult/other person have you touch 

them in a sexual way when you didn’t want this/were too young to 

know what was happening?  

8.4% 

  Before age 18, how often did adult/other person attempt sexual 

intercourse with you when you didn’t want this/were too young to 

know what was happening?  

7.1% 

  Before age 18, how often did adult/other person have sexual 

intercourse with you when you didn’t want this/were too young to 

know what was happening?  

5.9% 

Emotional 

Neglect  

Before age 18, felt there was someone in the family that wanted me 

to be a success?  

8.3% 

  Before age 18, felt there was someone in the family who helped me 

feel that I was important or special?  

6.5% 

  Before age 18, felt that my family was a source of strength and 

support?  

10,3% 

  Before age 18, felt that I was part of a close-knit family?  14.7% 

  Before age 18, felt that someone in my family believed in me?  7.0% 

Note. % = Percentage of endorsement; emotional neglect items were reverse scored. 



191 
 

 

5.3. Results  

 

5.3.1. Descriptive statistics 

The frequency of endorsing PTSD, DSO, and BPD items are presented in Table 5.1. Of 

the measured items, the most frequently endorsed was avoidance of internal reminders 

(‘Try to stop thinking about or feeling anything about (that/that worst) event?’) with 

86.6% endorsing this item. In contrast, the least frequently endorsed item was the BPD 

item measuring an unstable sense of self (‘Have you been so different with different 

people or in different situations that you sometimes don’t know who you really are?’), 

with only 6.8% endorsing this item. 

 

In relation to trauma exposure, the age one recalled first experiencing sexual 

assault ranged from 3 to 60 years; ≤ 12 years (61.1%), 13 – 18 years (23.6%), ≥ 19 

years (15.3%). The frequency of sexual assault was as follows; 1 incident (39.5%), 2 

incidents (14.6%), between 3 to 98 incidents (45.9%). The most reported form of 

childhood maltreatment was childhood sexual abuse (75.4%), followed by emotional 

neglect (74.5%), emotional abuse (70.7%), physical abuse (62.9%) and physical neglect 

(54.3%). A minority of the sample experienced no form of child maltreatment (4.3%) 

whereas 12% experienced one type of child maltreatment, 13.8% experience two types 

of maltreatment, 14.6% experienced three types of maltreatment, 21.8% experienced 

four types of maltreatment and 33.5% of the sample experienced five types of 

maltreatment.  
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5.3.2. Diagnostic rates 

In total, 41.3% (n = 581) screened positive for a PTSD diagnosis, 19.5% (n = 186) for a 

CPTSD diagnosis, and 16.8% (n = 161) for a BPD diagnosis. Of those with a BPD 

diagnosis, approximately half also had a CPTSD diagnosis (52.2%, n = 84), and 

approximately a quarter had a PTSD diagnosis (24.2%, n = 39). CPTSD and BPD 

diagnoses did not differ by sex, whereas PTSD diagnosis significantly differed (χ2 (1, N 

= 956) = 18.86, p < .001) with females (62.9%) having higher rates of PTSD compared 

to males. 

 

Table 5.3. Fit indices for the latent class models  

Model AIC BIC SSABIC Log-likelihood(p) LMR(p) Entropy 

2  20496 20705 20569 -11499.89 (0.000) 2572.50 (0.000) 0.874 

3   19601 19917 19711 -10205.12 (0.762) 933.18 (0.762) 0.837 

4  19324 19747 19471 -9735.44 (0.648) 318.39 (0.649)               0.850 

5  19141 19671 19324 -9575.19 (0.780) 226.36 (0.780) 0.839 

6  19042 19678 19262 -9461.26 (0.761) 142.06 (0.761) 0.822 

Note. AIC = Akaike Information Criterion; BIC = Bayesian Information Criterion; ssaBIC = 

sample size adjusted Bayesian Information Criterion; LMR = Lo-Mendell-Rubin adjusted 

likelihood ratio test. Best fitting CFA model in bold. 

 

 

 

5.3.3 Latent class analysis  

The fit indices for the 2 – 5 class models are presented in Table 5.3. Models with 3 – 5 

classes all yielded non-significant LMR results. However, the 5-class model had the 

lowest BIC value and was therefore selected as the best fitting model (see Table 5.3). 

Class 1 had a high probability of endorsing the PTSD and DSO symptoms (except for 

negative self-concept symptoms) and a low probability of endorsing all BPD symptoms. 
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This class was labelled the ‘CPTSD class’. Class 2 had a high probability of endorsing 

PTSD symptoms and a low probability of endorsing DSO symptoms (except for a high 

probability of endorsing the affective dysregulation items ‘becoming easily upset’ and 

moderate probability of endorsing ‘feeling emotional distant from others’) and a low 

probability of endorsing BPD symptoms. This class was labelled the ‘PTSD class’. 

Class 3 had a high probability of endorsing all PTSD, DSO, and BPD items (except for 

the item ‘unstable self’). This class was labelled the ‘comorbid class’. Class 4 had a 

high probability of endorsing PTSD and BPD symptoms (except for the item ‘unstable 

self’) but a relatively low probability of endorsing DSO symptoms, this class was 

labelled the ‘BPD-PTSD’ class. Class 5 had a low probability of endorsing all 

symptoms except for moderately endorsing avoidance of thoughts. This class was 

labelled the ‘low symptom class’. An acceptable entropy value of 0.839 indicated that 

cases have satisfactorily assigned to the correct class.  

 

The distribution of various types of child maltreatment across the resultant 

classes has been presented in Table 5.4. The ‘comorbid class’ reported significantly 

more physical abuse, emotional abuse, and physical neglect as compared to the ‘low 

symptom’ class and the ‘PTSD’ class. Additionally, the ‘comorbid class’ reported  

significantly more sexual abuse compared to the ‘low symptom’ class. The ‘CPTSD 

class’ reportedly significantly more emotional neglect compared to the ‘PTSD’ and ‘low 

symptom’ class. It was notable that a similar proportion of individuals within the 

‘CPTSD class’ and the ‘PTSD-BPD class’ experienced emotional neglect, but that only 

the ‘CPTSD class’ statistically differed from the ‘PTSD class’ and the ‘comorbid class’. 

It is likely that this difference was attributable to limited statistical power as a 

consequence of the smaller sample size of the ‘BPD-PTSD’ class.
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    Figure 5.1. Symptom endorsement of PTSD, DSO, and BPD items by class
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Table 5.4. Trauma history characteristics across class. 

Note. All Chi-Square tests were 4 degrees of freedom. * p < 0.01, ** p < 0.001. CSA = Childhood Sexual 

Abuse; CPA = Childhood Physical Abuse; CEA = Childhood Emotional Abuse; CEN = Childhood 

Emotional Neglect; CPN = Childhood Physical Neglect. 

 

 

5.3.4. Regression Analysis  

Multinomial logistic regression was utilised to assess if different kinds of child 

maltreatment and cumulative child maltreatment discriminated between the resultant 

classes. All statistically significant findings from the regression analyses are detailed 

here. 

 

Child maltreatment type as a predictor of class membership  

The first regression model assessed if different types of child maltreatment were 

predictors of class membership. This model was statistically significant (χ2 (48) = 

180.94, p < .001). When the ‘low symptom class’ was set as the reference category, the 

odds ratio for childhood physical neglect (OR = 1.74, p = .040, CI = 1.02 – 2.95), 

indicated an increased risk of ‘CPTSD class’ membership. The odds ratios for 

childhood physical neglect (OR = 2.40, p = .002, CI = 1.36 – 4.23), childhood verbal 

abuse (OR = 3.13, p = .002, CI = 1.52 – 6.47), and childhood sexual abuse (OR = 2.91, 

 

Child 

maltreatment  

CPTSD 

Class 1 

PTSD 

Class 2 

Low 

symptom 

Class 3 

Comorbid  

Class 4 

BPD-

PTSD  

Class 5 

Significance 

test 

CSA 78.8% 73.2% 68.2% 83.9% 76.7% 4 > 3* 

CPA 66.5% 58.1% 56.3% 73.3% 66.7% 4 > 2, 3* 

CEA  72.4% 66.5% 62.0% 85.1% 74.2% 4 > 2, 3** 

CEN 80.6% 70.6% 68.8% 80.7% 78.3% 1 > 2, 3*  

CPN 60.6% 48.6% 44.3% 69.6% 55.8% 4 > 2, 3** 
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p = .023, CI = 1.21 – 4.68) indicated increased risk for ‘comorbid class’ membership. 

Conversely, when the ‘CPTSD class’ was set as the reference category, childhood 

verbal abuse (OR = 2.51, p = .016, CI = 1.185 – 5.318) increased the risk for ‘comorbid 

class’ membership.  

 

Cumulative child maltreatment as a predictor of class membership  

The regression model testing the effect of cumulative child maltreatment as a predictor 

of class membership was statistically significantly (χ2 (48) = 183.15, p < .001). When 

the ‘low symptom class’ was set as the baseline category, the odds ratio for 

experiencing five types of child maltreatment indicated an increased risk for 

membership to the ‘CPTSD class’ (OR = 4.65, p = .012, CI = 1.39 – 15.50). Child 

maltreatment evidenced a dose response relationship with the ‘comorbid class’, 

experiencing four types of maltreatment (OR = 9.41, p = .007, CI = 1.85 – 44.77) and 

five types of maltreatment (OR = 15.97, p = .001, CI = 3.10 – 82.40) increased the risk 

of membership with the ‘comorbid class’.  

 

 

 

5.4. Discussion   

The ICD-11 outlines CPTSD as a distinct diagnostic entity, but there have been 

concerns that CPTSD shares potential symptom overlap with BPD, particularly when 

the latter is comorbid with PTSD (Resick et al., 2012). However, there is a lack of 

research evaluating if CPTSD is empirically distinguishable from BPD. The present 

study aimed to evaluate the discriminant validity of CPTSD and BPD by employing 

LCA among a sub-group of the U.S. general population that identified sexual violence 

as their index trauma – a context within which both disorders are likely to co-occur. 
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Additionally, child maltreatment was evaluated as a predictor of class membership and 

the diagnostic rate of PTSD, CPTSD, and BPD was estimated. 

 

5.5.1. Class structure   

The results of the LCA revealed that a five-class solution provided the best fit of the 

data. As hypothesised, distinct CPTSD and PTSD classes emerged consistent with  

ICD-11 diagnostic criteria (WHO, 2018). The CPTSD class was characterised by a high 

likelihood of endorsing PTSD and DSO symptoms but a low likelihood of endorsing 

BPD symptoms. This class comprised approximately 17.8% of the sample. The PTSD 

class had a high probability of endorsing PTSD symptoms but a low probability of 

endorsing DSO and BPD symptoms. The PTSD class was the largest and comprised 

32.7% of the sample. However, a distinct BPD class did not emerge as hypothesised, 

instead, two classes were characterised by BPD and traumatic stress symptoms; (1) a 

BPD-PTSD class, denoted by a high probability of endorsing BPD and PTSD symptoms 

but a relatively lower probability of endorsing DSO symptoms, which comprised 16.8% 

of the sample; and (2) a comorbid class, denoted by a high probability of endorsing all 

measured symptoms, which comprised 12.6% of the sample. Additionally, a low 

symptom class, with a low probability of endorsing all measured symptoms was 

identified, this class comprised 20.1% of the sample. 

 

It has been suggested that CPTSD may represent an amalgam of BPD and 

PTSD. However, the LCA findings indicated that it was possible to identify a CPTSD 

symptom profile that could manifest in the absence of BPD symptomology. This finding 

may indicate that CPTSD may not merely reflect an amalgam of BPD and PTSD 

comorbidity. Although CPTSD and BPD both encompass symptoms that reflect 
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disruptions to self-concept, interpersonal relationships, and affect regulation, the 

phenomenological distinctions outlined by Cloitre et al., (2014) may distinguish 

between the disorders. For example, a stable and negative self-concept pertains to 

CPTSD whereas a highly alternating self-concept pertains to BPD. Additionally, a 

fearful or chronic avoidance of relationships has been proposed to be characteristic of 

CPTSD whereas sustained chaotic engagement of relationships has been proposed to 

pertain to BPD. Lastly, while emotional dysregulation may be a consistent feature 

across both disorders, BPD is characterised by more severe forms of emotion 

dysregulation including suicidal and self-harming behaviour (APA, 2013). 

 

The present study findings were consistent with the findings of Cloitre et al., 

(2014). Cloitre et al., (2014) similarly identified a PTSD class and a CPTSD class 

among a U.S. treatment-seeking sample with a history of child abuse. Additionally, 

Cloitre et al., (2014) identified a comorbid class which was characterised by a high 

probability of endorsing all PTSD, DSO, and BPD symptoms. However, Cloitre et al., 

(2014) referred to this as the ‘BPD’ class, but it would have been more fitting to refer to 

this as a comorbid class given the high probability of endorsing all traumatic stress and 

BPD symptoms. The present study findings are also somewhat consistent with the 

findings of Jowett et al., (2019). Jowett et al., (2019) also identified a class with 

characterised by co-occurring PTSD and BPD symptoms and further identified a 

comorbid class characterised by a high probability of endorsing all measured symptoms. 

However, Jowett et al., (2019) did not report a distinct PTSD or CPTSD class. Perhaps 

this finding was implicated by the nature of the sample under investigation. The study 

sample comprised of traumatised adults who were seeking specialist trauma-treatment, 

there was likely a high rate of comorbidity among the sample and this may have made it 
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more difficult to identify clear PTSD and CPTSD classes. Based on these findings, 

Jowett et al., (2019), concluded that these results to not lend evidence to support the 

discriminant validity of CPTSD and BPD.   

 

Furthermore, the present study findings were in keeping with the findings of 

Knefel et al., (2016). The latter study employed network analysis to explore the 

interplay between the symptoms of CPTSD and BPD. It was found that PTSD and DSO 

symptoms were closely connected, but BPD symptoms were still sparsely connected to 

PTSD and DSO symptoms. The present study findings also provide some support that 

PTSD and CPTSD  may be distinguishable, but that BPD symptoms are still linked to 

PTSD and DSO symptoms. For example, it was possible to identify a distinct PTSD 

class and CPTSD class, but BPD symptoms always co-occurred with PTSD and DSO 

symptoms.  

 

There are several possible reasons why BPD symptoms did not emerge 

independently from the traumatic stress symptoms. It is possible that this finding may 

have resulted from the trauma status of the sample under investigation. Trauma 

exposure is not a prerequisite to receive a BPD diagnosis. BPD symptomology may 

manifest in a range of other contexts, for example, via predisposing developmental 

vulnerabilities or other developmental experiences, such as disruptions in formative 

relationships (i.e., due to incompatible personalities of the primary caregiver and child), 

or perhaps also due to biological factors including predisposing genetic vulnerabilities 

(Lieb et al., 2004; Torgersen et al., 2000; Zanarini & Frankenburg, 1997; Zanarini et al., 

1998). It is possible that BPD symptoms may have emerged independently of traumatic 

stress symptoms had the sample not been stratified by trauma exposure. The current 
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analysis aimed to test whether CPTSD symptomology was distinguishable from BPD 

symptomology, therefore, it was necessary to conduct this investigation with the context 

of trauma exposure. 

 

It is also possible that BPD symptoms did not emerge separately from PTSD and 

DSO symptoms as these symptoms may have a shared aetiology. In keeping with the 

Hierarchical Taxonomy of Psychopathology (HiTOP model; Kotov et al., 2017), PTSD, 

DSO, and BPD symptoms are assumed to reflect associated phenomena and these 

symptoms, in addition to all forms of psychopathology, are linked by a general 

psychopathology dimension (i.e. ‘P’; Caspi & Moffit, 2018). The P factor is believed to 

reflect elements of shared aetiology, both genetic and environmental, that put one at risk 

for experiencing any or all forms of psychopathology (Caspi & Moffitt, 2018). From 

this perspective, PTSD, DSO, and BPD symptoms would be expected to co-occur as 

these symptoms are linked by a shared vulnerability to developing psychopathology. 

However, this perspective clashes with a categorical approach to psychopathology 

which is inherent to the ICD and the DSM. Within these traditional psychiatric 

nosologies, disorders have been conceptualised as entirely discrete entities. If BPD and 

CPTSD symptoms have a shared aetiology, this may explain why the present study 

findings identified classes characterised by PTSD, DSO, and BPD symptoms. This 

finding has also been consistently replicated among previous LCA studies (Cloitre et 

al., 2014; Jowett et al., 2019). To evaluate if CPTSD and BPD reflect distinguishable or 

associated phenomena, further investigation is required to assess the latent dimensional 

structure of PTSD, DSO, and BPD symptoms, such research may shed further light on 

the conceptualisation and distinguishability of CPTSD and BPD. This comprises the 

focus of the next empirical chapter.  
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5.4.2 Trauma exposure and class membership  

Cumulative childhood trauma and physical neglect predicted membership to the CPTSD 

class as compared to the low symptom class. This is in keeping with research that a 

complex traumatic stress response may be more likely to emerge following cumulative 

trauma exposure, especially that occurring during early life (Cloitre et al., 2013; 

Herman, 1992). This finding was consistent with research suggesting that childhood 

maltreatment represents a key risk factor for the development of CPTSD (Cloitre et al., 

2013; Hyland et al., 2017; Karatzias et al., 2017) and with literature illustrating that 

neglect also plays role in the development of psychopathology (e.g. Teicher & Samon, 

2016). However, in contrast to the hypothesis that childhood maltreatment would 

evidence a stronger association with a CPTSD symptom-profile, the strongest 

association between child maltreatment and subsequent class membership was observed 

for the comorbid class. Although cumulative trauma predicted membership to the 

CPTSD class and the comorbid class, emotional abuse was the only form of 

maltreatment that predicted membership to the comorbid class when compared to the 

CPTSD class. This result may indicate that emotional abuse may constitute a potent risk 

factor in the development of comorbid symptomology (Spinazzola et al., 2014).  

 

Notably, the comorbid class reported significantly higher rates of various forms 

of child maltreatment (i.e. physical abuse, sexual abuse, emotional abuse, and physical 

neglect) as compared to the low symptom and PTSD class. The CPTSD class only 

reported a higher level of emotional neglect compared to the low symptom and PTSD 

classes. These findings highlight that those with comorbid presentations are likely to 

have experienced higher levels of child maltreatment. Higher levels of childhood 

maltreatment are likely to create a greater vulnerability to developing multiple forms of 
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psychopathology (Green et al., 2010; McLaughlin, Green, Gruber, Sampson, Zaslavsky, 

& Kessler, R, 2010). Overall, the findings of the regression analyses may suggest that, 

in the context of sexual trauma, child maltreatment does not readily differentiate a 

CPTSD symptom profile from the other trauma response profiles. However, this finding 

is in keeping with the HiTOP model which suggests that risk factors such as trauma 

exposure pose shared risk for individual forms of psychopathology (Caspi & Moffitt, 

2018). Why the same risk factor may confer risk for different forms of psychopathology 

has been outlined in greater detail in the subsequent empirical chapter. 

 

5.4.3. Diagnostic rates of PTSD, CPTSD, and BPD 

Lastly, the diagnostic rates for PTSD, CPTSD, and BPD were evaluated. Over half of 

the sample met the criteria for either a PTSD (41.3%) or a CPTSD (19.5%) diagnosis. 

The lower rate of CPTSD relative to PTSD may be attributable to the very low 

endorsement of the negative self-concept symptoms. Nonetheless, these estimates are 

much higher than the diagnostic rate of PTSD and CPTSD reported among general 

population samples which has been estimated at 3.2% - 9% for PTSD and 2.6 – 12.9% 

for CPTSD (Ben-Ezra et al., 2018; Cloitre et al., 2019; Karatzias et al., 2019). Of the 

sample, 19.5% also presented with a BPD diagnosis. A significant number of 

individuals presented with BPD/CPTSD comorbidity (n = 84) and BPD/PTSD 

comorbidity (n = 39). These findings are congruent with research that has identified 

high rates of BPD and traumatic stress comorbidity (Golier et al., 2003; Grant et al., 

2006; Harned et al., 2010; Zanarini et al., 1998). In contrast, to the findings of Cloitre et 

al., (2013) which suggested that PTSD/BPD comorbidly was more common, the present 

findings suggested that CPTSD and BPD were more likely to co-occur. Only a PTSD 

diagnosis differed by sex, with females more likely to report PTSD. The calculation of 
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probable diagnostic rates in the current study did not include criteria for functional 

impairment which would make it difficult to compare diagnostic rates across studies. 

 

5.4.4. Limitations  

The present study had several limitations. Firstly, trauma symptoms were modelled 

from scales not specifically designed to assess ICD-11 traumatic stress symptoms. Items 

selected to represent the DSO symptom cluster of negative self-concept were anchored 

to primary depression screeners that may have restricted endorsement of these items. 

Several investigations evaluating the validity of CPTSD have employed the same item 

selection strategy when working with archival datasets (Brewin et al., 2017). Further 

research is necessary to evaluate the discriminant validity of CPTSD and BPD utilising 

standardised validated measures such as the ITQ (Clotire et al., 2018). Second, there 

were several limitations concerning the measurement of trauma within the regression 

analysis. Although the frequency and age of onset of sexual assault were controlled for 

in the regression analyses, other potentially traumatic events that may have occurred 

throughout the respondents’ life span were not included. For example, it was not 

possible to include or control for adult trauma exposure (i.e. that which occurred after 

the age of 18). A range of other traumas were measured in NESARC Wave 2 study (e.g. 

experiencing a life-threatening accident, being kidnapped or held hostage, experiencing 

a terrorist attack). These traumatic experiences were measured across the life span, 

rather than from 18 years or older. The items used to measure childhood maltreatment 

contained similar information to the traumas measured across the lifespan (i.e. physical 

assault, sexual assault, neglect). To avoid including the same information twice in the 

regression analysis only childhood maltreatment variables were included. Furthermore, 

the measure used to assess for child maltreatment was designed specifically for the 
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NESARC study and may not be comparable to other measures of childhood trauma. As 

the data was cross-sectional it is not possible to establish if childhood maltreatment 

played a causal role in symptom development. Third, as the sample comprised 

individuals that had experienced sexual trauma, the generalizability of the findings to 

other trauma-exposed populations may be limited. Further research is necessary across 

trauma-exposed populations that are characterised by different index traumas. Lastly, 

LCA can be used to identify homogenous groups of individuals and this may inform 

whether CPTSD and BPD symptomatology are distinguishable. However, LCA is 

limited as it does not permit an investigation of the underlying dimensionality of 

CPTSD and BPD symptoms. The association between CPTSD and BPD symptoms can 

only be explained in terms of the latent class variable. Further research employing a 

variety of techniques such as confirmatory factor analysis and confirmatory bifactor 

modelling may be utilised to shed further light on the latent dimensionality of CPTSD 

and BPD symptomatology. This will be discussed in greater detail in the following 

chapter.  

 

5.4.5. Conclusion 

Overall, the present study findings demonstrated that a distinct CPTSD symptom profile 

was distinguishable in the context of BPD symptom measurement. Given the limited 

body of research in this area, before any firm conclusion can be drawn about the 

discriminant validity of CPTSD and BPD, further research is necessary across a range 

of trauma-exposed populations. The finding that BPD symptoms did not emerge 

independently of traumatic stress symptoms, may indicate that CPTSD and BPD are 

best conceptualised as associated phenomena. This finding is consistent with the HiTOP 

model, which assumes that disorders such as CPTSD and BPD reflect associated 
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dimensions of psychopathology (Kotov et al., 2017). Furthermore, the HiTOP model 

recognises that this association may be accounted for by broader dimensions of 

psychopathology such as P (Caspi & Moffitt, 2018). To understand what underlies the 

association between these symptoms, research employing alternative latent variable 

modelling techniques is required to assess the latent dimensional structure of CPTSD 

and BPD symptoms. Furthermore, it remains to be investigated whether CPTSD and 

BPD symptoms can still be distinguished when it recognised that these symptoms 

reflect associated phenomena which share a common latent structure. This is the 

objective of the final empirical chapter.  
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Chapter 6: Revealing what is distinct by recognising what is common: 

Distinguishing between CPTSD and Borderline Personality Disorder symptoms 

using bifactor modelling 
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 Abstract  

Background: The previous chapter provided evidence that a distinct CPTSD symptom 

profile could manifest in the context of BPD symptom measurement. However, it was 

also found that classes characterised by BPD symptoms were also characterised by co-

occurring traumatic stress symptoms. This finding may be explained by an empirically 

derived dimensional model of psychopathology (e.g. HiTOP model) which has 

theorised that psychopathological constructs such as CPTSD and BPD may reflect 

associated phenomena, linked by a shared vulnerability to developing psychopathology, 

which has been termed ‘P’.  

Objective: The objective of the present chapter was to determine the most accurate 

representation of the latent dimensional structure of PTSD, DSO, and BPD symptoms. 

First, this study investigated how PTSD, DSO, and BPD symptoms were associated 

with one another (i.e. what the optimal dimensional representation of these symptoms 

was and whether this model recognised a general dimension that accounted for shared 

variability across all symptoms). Second, it was investigated whether PTSD, DSO, and 

BPD symptoms were distinguishable from each other, and if so, in what way.  

Method: Confirmatory factor analysis and confirmatory bifactor modelling were 

employed to identify the optimal latent structure of PTSD, DSO, and BPD symptoms 

amongst a trauma-exposed convenience sample of Israeli adults (N = 617). Structural 

equation modelling was used to identify if sociodemographic variables, cumulative 

trauma exposure, and psychological well-being distinguished between the dimensions 

identified within the best fitting model.  

Results: The latent structure of CPTSD and BPD symptoms was best explained by a 

bifactor model which comprised three associated ‘specific factors’ reflecting PTSD, 

DSO, and BPD as well as a general factor. The general factor identified was assumed to 
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reflect ‘P’. Furthermore, as the general factor accounted for the shared variance across 

all symptoms, it was possible to assess the distinguishability of PTSD, DSO, and BPD 

symptoms. PTSD and DSO items generally had higher loadings on their specific factors 

as compared to the general factor. In contrast, almost half of the BPD items had higher 

loadings on the general factor as compared to the specific BPD factor. Items considered 

to be core features of BPD (e.g. self-harming behaviours) had relatively higher loadings 

on the general factor. Additionally, most risk factors demonstrated a significant 

association with the general factor. As risk factors may primarily operate in the context 

of vulnerability to produce psychopathology, these significant findings may provide 

evidence that the general factor identified may reflect a shared vulnerability to 

developing psychopathology (i.e. P).  

Conclusion: PTSD, DSO, and BPD symptoms reflected associated phenomena that 

were linked by a shared vulnerability to developing psychopathology termed ‘P’. 

Moreover, PTSD and DSO symptoms were more easily distinguished from ‘P’ as 

compared to BPD symptoms. This finding may indicate that BPD symptoms are more 

reflective of a vulnerability to psychopathology rather than comprising a distinct 

construct. Furthermore, this finding provided evidence for the distinctiveness of CPTSD 

symptoms.  
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6.1. Introduction  

The previous chapter evaluated if CPTSD was distinct from BPD among a trauma-

exposed population and provided evidence that a distinct CPTSD symptom profile 

could be identified in the context of BPD symptom measurement. As outlined in the 

previous chapter, Cloitre, Garvert, Weiss, Carlson, & Bryant (2014), have proposed that 

CPTSD and BPD symptoms may be distinguished based on the ‘phenomenological 

signatures’ unique to each disorder. For example, the distinguishing features of BPD 

have been proposed to include self-concept symptoms which reflect unstable and 

alternating evaluations of the self, interpersonal symptoms which reflect volatile 

patterns of interaction with others, and emotional regulation symptoms which reflect 

self-harming behaviour. The distinguishing features of CPTSD have been proposed to 

include self-concept symptoms which reflect a negative evaluation of the self, 

interpersonal symptoms which reflect difficulties establishing connections with others, 

and emotional regulation symptoms which reflect difficulties in finding emotional 

equilibrium (i.e. difficulty calming down and feeling emotionally numb).   

 

 While it may be possible to distinguish between CPTSD and BPD in a manner 

consistent with these proposed phenomenological signatures (Cloitre et al., 2014), LCA 

studies have also documented that BPD symptoms do not emerge independently of 

PTSD or DSO symptoms (Cloitre et al., 2014; Jowett, Karatzias, Shevlin, & Albert, 

2019). The findings of the previous empirical chapter similarly demonstrated that BPD 

symptoms did not emerge independently of traumatic stress symptoms. Moreover, a 

network analysis study evidenced that PTSD and DSO were more strongly connected 

within a psychopathological network, but BPD symptoms were still connected, albeit 

weakly, to PTSD and DSO symptoms (Knefel, Tran, & Lueger-Schuster, 2016). Taken 
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together, these findings indicate that CPTSD and BPD symptoms may be likely to co-

occur. The categorical model of psychopathology, which is inherent to psychiatric 

manuals such as the ICD-11 and DSM-5 (APA, 2013; WHO, 2018), assumes that 

disorders such as CPTSD and BPD reflect entirely discrete entities. From the 

categorical perspective of psychopathology, when CPTSD and BPD diagnoses co-occur 

the term comorbidity may be applied. However, comorbidity does not attempt to 

account for or explain why supposedly discrete phenomena co-occur.  

 

The finding that CPTSD and BPD may reflect co-occurring phenomena can be 

accounted for by an empirically derived dimensional model of psychopathology referred 

to as the Hierarchical Model of Psychopathology (HiTOP model; Kotov et al., 2017). 

According to the HiTOP model, all disorders reflect associated phenomena and the 

associations between disorders can be explained in terms of several broader dimensions 

of psychopathology (Kotov et al., 2017). At the lower levels of the HiTOP model, 

disorders are replaced by co-occurring patterns of symptoms which reflect smaller 

dimensions (termed ‘syndromes’), in turn, co-occurring patterns of syndromes reflect 

broader dimensions of psychopathology (Kotov et al., 2017). For example, CPTSD and 

BPD symptoms may comprise syndromes, the co-occurrence of which may be 

explained by an ‘internalising dimension’ of psychopathology that captures problems 

with internal emotional distress. At the upper level of this hierarchy, exists 

one latent general psychopathology dimension, which has been termed ‘P’ (Caspi & 

Moffitt, 2018). P has been theorised to unite all disorders as this dimension captures 

what is common across various forms of psychopathology (Caspi & Moffitt, 2018). P is 

believed to reflect elements of aetiology, both genetic and environmental, that increase 

an individual’s vulnerability to experiencing psychopathology in general (i.e. a higher 
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location on this dimension increases the risk of developing any or all forms 

of psychopathology; Caspi & Moffitt, 2018). Acknowledging that there is a shared 

vulnerability to developing CPTSD and BPD symptoms may provide a more accurate 

conceptualisation of the latent structure of CPTSD and BPD symptoms and may 

provide the opportunity to explain why these symptoms are associated. Additionally, a 

more accurate conceptualisation of these symptomatology may further help to elucidate 

the unique or shared features of CPTSD and BPD. Further research is necessary to 

model the latent dimensional structure of CPTSD and BPD symptoms. 

 

6.1.1. Evaluating the latent dimensionality of CPTSD and BPD symptoms 

The only known study to evaluate the latent dimensional structure of CPTSD and BPD 

symptoms was conducted by Hyland, Karatzias, Cloitre, & Shevlin (2019). The authors 

recognised that CPTSD and BPD symptoms may be associated based on existing 

empirical evidence, for example, given the occurrence of classes characterised by BPD 

and traumatic stress symptoms within LCA studies (Cloitre et al., 2014; Jowett et al., 

2019). It was further acknowledged that if CPTSD and BPD symptoms were associated 

that this may pose a methodological challenge when employing traditional latent 

variable modelling techniques such as confirmatory factor analysis (CFA) to assess the 

dimensionality of CPTSD and BPD symptoms. If conceptually similar constructs are 

being modelled using CFA, it is likely that cross-factor loadings (i.e. the same item 

loading on multiple factors) may be present. The presence of cross-loadings, even of a 

small magnitude, can bias the model fit results and inflate correlations between latent 

variables. Hyland et al., (2019), therefore, employed exploratory structural equation 

modelling (ESEM) to assess the dimensionality of CPTSD and BPD symptoms. This 

technique employs exploratory factor analysis thus permits cross-factor loadings (i.e. an 
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item can load on more than one factor). Additionally, if conceptually similar constructs 

are being modelled, some degree of variation for a given indicator may be due to a non-

specified latent variable. For example, some degree of co-variation across CPTSD and 

BPD symptoms may be due to a common predisposing variable (e.g. trauma exposure), 

and this may subsequently influence the manner in which items are grouped within an 

exploratory factor analysis. ESEM differs from exploratory factor analysis as it also 

incorporates structural equation modelling, making it possible to account for the 

influence of known covariates (i.e. trauma exposure) when assessing the latent 

dimensional structure of CPTSD and BPD symptoms. As such, ESEM may permit a 

more accurate empirical representation of the latent structure of CPTSD and BPD 

symptoms. This technique was employed among a sample of trauma-exposed adults 

living in the U.K. (N = 546). The majority of the sample were female (69%), with a 

mean age of 47 years (SD = 14.94). CPTSD symptoms were assessed using the 

International Trauma Questionnaire (ITQ; Cloitre et al., 2018) and BPD symptoms were 

assessed using a 14-item self-report scale based on the BPD module in the Structured 

Clinical Interview for DSM-IV Axis II disorders (First, Gibbon, Spitzer, Williams, & 

Benjamin, 1997).  

 

Hyland et al., (2019) tested six ESEM models with one to six latent factors 

extracted. The results indicated that the latent structure of CPTSD and BPD symptoms 

was best described by a model that comprised three correlated factors. The three factors 

identified reflected PTSD, DSO, and BPD dimensions. Moreover, multiple symptoms 

were found to be distinct to these individual factors and in a manner consistent with the 

phenomenological signatures proposed by Cloitre et al. (2014). For example, regarding 

relationship difficulties, items reflecting feeling cut-off from others and having 
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difficulty staying close to others loaded strongly on the DSO factor but did not load on 

the BPD factor. Conversely, items measuring relationships with a lot of ups-and-downs 

and fears of abandonment loaded onto the BPD factor but did not load on the DSO 

factor. Items reflecting a negative self-concept (i.e. feeling like a failure and feeling 

worthless) loaded strongly onto the DSO factor. Whereas items measuring an 

alternating self-concept loaded strongly on the BPD factor. Lastly, in relation to affect 

dysregulation, items measuring suicidal and self-injurious behaviour loaded highly onto 

the BPD factor. 

 

Hyland et al., (2019) also observed some symptom overlap across the identified 

dimensions. For example, BPD items including sudden changes in self-image loaded on 

the DSO factor, albeit weakly. This finding may indicate that an alternating self-concept 

may be present among some individuals with CPTSD but that it may not be a salient 

feature of the disorder. Additionally, DSO items reflecting emotional numbing and 

reactivity loaded strongly on the BPD factor. The authors concluded that it may be 

likely for individuals with BPD to meet DSO affective dysregulation symptoms but that 

affect dysregulation in BPD can be distinguished by self-injurious behaviour.  

 

Hyland et al., (2019) also accounted for the influence of known covariates of 

CPTSD and BPD symptoms when exploring the dimensional representation of these 

constructs. Moreover, the associations between the identified latent variables and 

several covariates including various types of trauma exposure (i.e. child and adult 

interpersonal and non-interpersonal trauma), as well as sociodemographic variables 

including sex and age were explored. It was hypothesised that interpersonal and non-

interpersonal trauma would be associated with the PTSD dimension. Additionally, it 
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was hypothesised that childhood interpersonal trauma would be significantly associated 

with all variables but would demonstrate the strongest association with the DSO 

dimension. In contrast, it was found that experiencing a greater number of childhood 

interpersonal traumas was positively associated with scores on the PTSD, DSO, and 

BPD dimensions, all associations were of a similar magnitude. Moreover, adult non-

interpersonal trauma was significantly and positively associated with the DSO and BPD 

dimensions, but again these associations were of a similar magnitude. Adult 

interpersonal trauma exposure was significantly and positively associated with the BPD 

dimension. Younger age was significantly associated with higher scores on the PTSD, 

DSO, and BPD dimension, this effect was strongest for the BPD dimension, followed 

by the DSO and then the PTSD dimension. Lastly, gender was significantly associated 

with the PTSD dimension, females were more likely to have higher scores on this 

dimension as compared to males.  

 

The ESEM technique employed by Hyland et al., (2019) recognised the 

association between CPTSD and BPD symptoms via the inclusion of cross-factor 

loadings and could control for some of the commonality underpinning these symptoms 

via the inclusion of known risk factors (i.e. trauma exposure) when evaluating the latent 

dimensional structure of CPTSD and BPD symptoms. Yet, this technique may be 

limited as it cannot capture what is common across all PTSD, DSO, and BPD 

symptoms. Failing to capture and control for what is common across all PTSD, DSO, 

and BPD symptoms may undermine attempts to assess if CPTSD and BPD symptoms 

are truly distinct.  
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6.1.2. Confirmatory bifactor modelling  

A more sophisticated latent variable modelling technique called confirmatory bifactor 

modelling (CBM) may be required to model the latent dimensional structure of CPTSD 

and BPD symptoms. This approach is similar to second-order factor modelling as it can 

acknowledge the multidimensionality of a given construct whilst simultaneously 

retaining the idea that a unidimensional construct is being measured (Reise, Morizot, & 

Hays, 2007). In second-order factor modelling the higher-order factor explains the 

variance shared between several more basic latent factors. In bifactor modelling, a 

‘general’ factor can be specified which captures the covariance between all measured 

items while several ‘specific’ factors can be specified which capture the covariance 

among particular subsets of items (Reise et al., 2007). Bifactor modelling differs from 

second-order factor modelling as the general factor competes with the specific factors to 

explain item variance (Reise et al., 2007). The general factor captures variance that is 

shared across all items, whereas the specific factors explain shared variance across a 

particular subset of items that has not been accounted for by the general factor. Put 

simply, this technique enables researchers to inspect the performance and utility of 

specific factors when the common variance underlying all measured items has been 

accounted for by the general factor (Reise et al., 2007).  

 

Bifactor modelling may be employed to assess the latent structure of CPTSD 

and BPD symptoms. PTSD, DSO, and BPD may be included in a bifactor model as 

‘specific’ factors. Additionally, a ‘general’ factor can be specified which captures the 

covariance across all PTSD, DSO, and BPD items. As the general factor captures the 

covariation across all measured items, it may be possible to assess whether the items 

proposed to be phenomenologically distinct to CPTSD and BPD (Cloitre et al., 2014) 
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are truly distinctive of PTSD, DSO, and BPD specific dimensions. This is made 

possible through the inspection of item loadings. For example, if a DSO item has a 

relatively higher loading on the DSO specific factor as compared to a relatively lower 

loading on the general factor, this item would be considered a better distinct indicator of 

the DSO specific factor. Conversely, if a BPD item had a lower loading on the BPD 

specific factor as compared to a relatively higher loading on the general factor, this BPD 

item may not reflect a unique indicator of the BPD specific factor. Bifactor modelling 

may, therefore, reveal what is distinct about CPTSD and BPD by recognising what is 

common.  

 

Moreover, based the predictions of the HiTOP consortium, it may be assumed 

that a general factor underlying all PTSD, DSO, and BPD items would reflect a general 

vulnerability to psychopathology (i.e. ‘P’; Caspi & Moffitt, 2018). To date, no known 

study has employed confirmatory bifactor modelling to investigate the latent 

dimensional structure of CPTSD and BPD symptoms. 

 

6.1.3. Evaluating correlates of CPTSD and BPD in the context of a general factor 

Evaluating CPTSD and BPD symptoms using a bifactor modelling approach may reveal 

information about how risk operates in the context of specific and general forms of 

psychopathology. Previous research has investigated if trauma poses a shared or unique 

risk factor for CPTSD and BPD, but this research may have been hindered by failing to 

account for the covariance across these symptoms. Bifactor modelling may provide a 

framework to elucidate further information about the shared or unique risk-factors of 

PTSD, DSO, and BPD symptoms respectively. 
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Within the HiTOP model P has been theorised to account for shared risk across 

individual forms of psychopathology (Caspi & Moffitt, 2018). This may be explained 

from the perspective of a diathesis-stress model of psychopathology (Meehl, 1962; 

Monroe & Simmons, 2001). It was previously considered that those who developed 

psychopathology differed premorbidly from those who did not, such that some inherited 

genetic or biological trait caused the onset of psychopathology, but simultaneously it 

had been observed that stress plays an important role in the genesis of psychopathology 

(Meehl, 1962; Monroe & Simmons, 2011). A diathesis-stress model merges these views 

by theorising that stress activates the potential of a predisposing vulnerability 

developing into the presence of psychopathology (Meehl, 1962; Monroe & Simmons, 

2001). According to a diathesis-stress model (Meehl, 1962; Monroe & Simmons, 2001), 

risk factors or stressors associated with individual forms of psychopathology can only 

influence the development of psychopathology in the context of predisposing 

vulnerability. As P reflects a general vulnerability to psychopathology, known risk 

factors for individual forms of psychopathology should primarily operate on this 

dimension. Risk factors associated with P may reflect shared risk factors for various 

forms of psychopathology. 

 

For example, cumulative trauma exposure has been linked to PTSD, DSO, and 

BPD symptoms (Hyland et al., 2019) and the manner in which CPTSD and/or BPD 

symptoms manifest following trauma exposure may depend on an individual’s level of 

predisposing vulnerability (i.e. location along P). Moreover, within a bifactor model of 

CPTSD and BPD symptoms, if the general factor reflects a vulnerability dimension akin 

to P (Caspi & Moffitt, 2018), then cumulative trauma exposure should demonstrate a 

significant association with the general factor rather than the specific factors (i.e. PTSD, 
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DSO and BPD factors) as stressors primarily operate in the context of predisposing 

vulnerability (Meehl, 1962; Monroe & Simmons, 2001). It has previously been 

demonstrated that trauma exposure, more life impairment, worse developmental 

histories, intelligence, social status, problems with peers, and other psychological 

factors (e.g. negative self-worth, emotional coping, anxious attachments, previous 

mental health problems) have significant associations with P (Caspi & Moffitt, 2014; 

Hyland et al., 2018; Lahey, Applegate, Hakes, Zald, Hariri, & Rathouz, 2012; Patalay, 

Fonagy, Deighton, Belsky, Vostanis, & Wolpert, 2015). These factors may confer 

shared risk for all forms of psychopathology by exacerbating an underlying 

vulnerability (Caspi & Moffitt, 2018). A limited body of research has evaluated the 

correlates of P, but it has been hypothesised that other factors which have posed shared 

risk for various forms of psychopathology should also demonstrate a significant 

association with P (Caspi & Moffitt, 2018). For example, other common risk factors for 

various psychiatric disorders, such as a lack of social support, lower levels of social 

cohesion, and poverty or social inequality (Cohen & Wills, 1985; Murali & Oyebode, 

2004; Peen & Dekker, 2004; Taylor & Stanton, 2007), in the context of a shared 

vulnerability factor, could be expected to demonstrate a significant association with P. 

 

However, it may also be possible to observe unique associations between certain 

risk factors and specific forms of psychopathology. For example, trauma exposure may 

operate above a predisposing vulnerability for certain forms of psychopathology. 

Theoretical models of PTSD suggest that flashbacks, nightmares, and the other core 

PTSD symptoms emerge when trauma memories are dissociated from the normal 

memory system and that PTSD subsides when trauma memories are encoded back into 

narrative memory (Brewin, Dalgleish, & Joseph, 1996). In this scenario, trauma may 
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not entirely rely on a predisposing vulnerability for the development of PTSD 

symptoms, but rather the dissociation of trauma-memories from narrative memory. This 

may similarly be the case with DSO symptoms as it has been suggested that prolonged 

and repeat trauma wears down or causes disruption to self-organisation (Cloitre, 

Garvert, Brewin, Bryant, & Maercker, 2013; Herman, 1992).  

 

6.1.4. Aims and hypotheses 

Based on available evidence and existing theory, several hypotheses were formulated. 

First, three models were specified and tested to discern the latent dimensional structure 

of CPTSD and BPD symptoms. CFA was employed to test Model 1 and Model 2 

whereas CBM was employed to test Model 3. Model 1 comprised three factors which 

reflected PTSD, DSO, and BPD. This model tested the categorical approach to 

psychopathology which is inherent to psychiatric classification systems such as the 

ICD-11 and the DSM-5 (APA, 2013; WHO, 2018). In Model 1, the PTSD and DSO 

factors were free to correlate as CPTSD is explicitly defined as the co-occurrence of 

PTSD and DSO symptoms. The correlations between the BPD factor and the PTSD and 

DSO factors respectively were fixed to zero as the categorical approach to 

psychopathology views CPTSD and BPD as distinct entities and as such does not 

recognise an association between the symptoms of CPTSD and BPD. Model 2 tested a 

three-factor correlated model. The three factors reflected PTSD, DSO, and BPD. All 

three factors in Model 2 were free to correlate to recognise the comorbidity literature. 

Model 3 comprised a bifactor model which included three specific factors reflecting 

PTSD, DSO, and BPD (which were free to correlate) as well as a general factor. Model 

3 represents CPTSD and BPD symptoms as distinguishable phenomena whilst 

simultaneously capturing what is common across CPTSD and BPD symptoms. It was 



228 
 

 

hypothesised that Model 3 would provide the best fit of the data as this model was the 

most theoretically consistent with the HiTOP model (Kotov et al., 2017) given that the 

association between PTSD, DSO, and BPD was recognised. Moreover, Model 3 

recognises that there may be something common across all PTSD, CPTSD, and BPD 

items which may reflect a shared vulnerability to psychopathology factor akin to P 

(Caspi & Moffitt, 2018).  

 

Second, as the inclusion of a general factor in a bifactor model can control for 

the covariance across all PTSD, DSO, and BPD symptoms, the distinguishability of 

PTSD, DSO, and BPD symptoms can be evaluated. Based on the findings of Cloitre et 

al. (2014) and Hyland et al. (2019), it was predicted that DSO items measuring 

emotional reactivity and emotional numbing, negative self-image, and avoidance of 

relationships would load primarily on the DSO factor and less strongly on the general 

factor. In addition, BPD items reflecting an alternating self-image, volatile 

relationships, and self-harming behaviour were predicted to load primarily on the BPD 

factor and less strongly on the general factor.  

 

Lastly, it was investigated whether the general factor within a bifactor model of 

CPTSD and BPD symptoms reflected a general vulnerability factor. The association 

between the specific factors and the general factor were evaluated in relation to several 

risk factors including sociodemographic variables (i.e. sex, age, level of education, 

employment status, relationships status, urbanicity), psychological well-being, and 

cumulative trauma exposure. In keeping with the assumption inherent to a diathesis-

stress model of psychopathology, that an underlying vulnerability in combination with 

stress triggers the development of psychopathology (e.g. Meehl, 1962; Monroe & 
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Simmons, 2001), it was hypothesised that correlates which have been linked to P (i.e. 

trauma exposure, maladaptive psychological processes, and lower intelligence; Caspi & 

Moffitt, 2014; Hyland et al., 2018; Lahey et al., 2012; Patalay et al., 2015) and common 

risk factors for other disorders (e.g. lack of social support, lower levels of social 

cohesion, poverty, and social inequality; Cohen & Wills, 1985; Murali & Oyebode, 

2004; Peen & Dekker, 2004; Taylor & Stanton, 2007) would demonstrate a significant 

association with the general factor. It should be noted that the risk factor variables in the 

present study do not map directly onto those outlined (i.e. social support, intelligence, 

lower social cohesion, poverty, and social inequality). However, relationship status was 

included as this may act as a proxy of social support, lower educational attainment was 

included as this may act as a proxy of intelligence or socioeconomic status (i.e. poverty 

or social inequality), employment status may also act as a proxy of socioeconomic 

status (i.e. poverty or social inequality), whereas urbanicity may act as a proxy for low 

social cohesion. Lastly, psychological well-being may act as a proxy for the 

maladaptive psychological processes that have been linked to P. Moreover, as PTSD 

and CPTSD have been proposed to comprise uniquely trauma-related 

psychopathologies, trauma exposure was further hypothesised to demonstrate a 

significant and positive association with the PTSD and the DSO specific factors.  

 

6.2. Method  

 

6.2.1. Sample  

The population under investigation comprised a convivence sample of Israeli adults (N 

= 617). Participants were fluent in Hebrew and ≥ 18 years of age. The sample was 

mostly female (n = 481, 78%) and had a mean age of 33.41 years (SD = 11.95). Most 
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attended higher education (n = 474, 76.8%), were in full-time or part-time employment 

(n = 525, 85.1%) and were in ‘a committed relationship’ (n = 452, 73.3%). The sample 

details have been outlined in greater detail in methodology chapter (please see chapter 2 

section 2.4.). 

 

6.2.2. Measures 

All measures were administered in the Hebrew language. The English version of each 

measure was translated into Hebrew using forward and back translation. The translators 

comprised Faculty members of Ariel University who were native English and native 

Hebrew speakers.   

 

6.2.2.1 ICD-11 PTSD and CPTSD 

The International Trauma Questionnaire (ITQ; Cloitre et al., 2018) was utilised to 

measure ICD-11 traumatic stress symptoms. This measure has been detailed earlier in 

the thesis (please see chapter 2 section 2.4.). The frequency of item endorsement is 

presented in Table 6.1. The internal reliability estimates for the total scale score (α = 

.86), the PTSD subscale scores (α = .84) and the DSO subscale scores (α = .81) were 

good. 

 

6.2.2.2. Borderline Personality Disorder 

BPD symptoms were measured using a self-report scale that included 14 items, based 

on the BPD module of the Structured Clinical Interview for DSM-IV Axis II disorders 

(First, Gibbon, Spitzer, Williams, & Benjamin, 1997; see Table 6.1). This measure has 

also been documented in greater detail earlier in the thesis (please see Chapter 2 section 
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2.4.). The frequency of BPD item endorsement is presented in Table 6.1. The internal 

reliability of the scale was good (α = .81).   

 

6.2.2.3. Trauma exposure  

The Life-Events Checklist for DSM-5 (LEC- 5; Weathers, Blake, Schnurr, Kaloupek, 

Marx, & Keane, 2013) was used to assess for trauma history. This measure has also 

been documented in greater detail earlier in the thesis (please see chapter 2 section 2.4.). 

Each LEC item was scored in relation to the following categories ; (1) Happened to me, 

(2) Witnessed it happening to somebody else, (3) Learned about it happening to 

someone close to me, (3) Learned about it happening to someone close to me, (4) Part 

my job and (5) Not sure it applies. Only the two first categories ‘Happened to me’ or 

‘Witnessed it happening to somebody else’ were used in the present study. Depending 

on the population under investigation, responses ‘(2)’, ‘(3)’ and ‘(4)’ collect additional 

information about the nature of trauma exposure, but response ‘(1)’ is the most 

commonly endorsed response and captures trauma exposure at a general level. LEC 

item responses scored as ‘(1)’ were coded as ‘1’ and all other responses were coded as 

‘0’. Based on the number of traumas someone had been considered to have been 

exposed to, a total score was calculated to represent a cumulative trauma score. The 

reliability of the scale in the present sample was adequate (α = .60). 

 

6.2.2.4. Psychological well-being 

The World Health Organisation-Five Well-Being Index (WHO-5; WHO, 1998) was 

used to assess psychological wellbeing. This measure is documented in greater detail 

elsewhere (please see chapter 2 section 2.4.). The reliability of this scale was good (α = 

.90). 
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6.2.3. Data analyses  

 

6.2.3.1. Latent variable modelling 

As previously outlined, CFA and CBM were employed to specify and test three 

competing models to discern the latent structure of the CPTSD and BPD symptoms (see 

Figure 6.1). Models 1 and 2 were tested using CFA while Model 3 was tested using 

CBM. Model 1 comprised a three-factor model with three factors reflecting PTSD, 

DSO, and BPD. The PTSD and DSO factors were free to correlate while the 

correlations between the BPD factor and the PTSD and DSO factors were fixed to zero. 

This model was specified to test the assumption inherent to psychiatric manuals that 

disorders like CPTSD and BPD reflect distinct entities and should not reflect associated 

phenomena. Model 2 comprised a three-factor correlated model with three factors 

reflecting PTSD, DSO, and PTSD. All three factors were free to correlate. Model 2 was 

specified to assess if CPTSD and BPD symptoms reflect associated phenomena 

consistent with empirically derived models of psychopathology such as the HiTOP 

model (Kotov et al., 2017). Model 3 comprised a bifactor model with three correlated 

specific factors reflecting PTSD, DSO, and BPD in addition to a general factor. The 

general factor in a bifactor model can capture the common variance across all measured 

items while the specific factors compete with the general factor to explain item variance 

among a specific set of symptoms. The specific factors in Model 3 can only explain any 

non-redundant variance, among particular subsets of items (i.e. PTSD, DSO, and BPD 

items respectively), that has not been account for by the general factor. Model 3 was 

specified to test the assumptions inherent to the HiTOP model, that it is possible to 

distinguish between symptoms of CPTSD and BPD but that all psychopathology reflect 

associated phenomena and that the common variance across various forms of 
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psychopathology may reflect a general psychopathology dimension (i.e. P; Caspi & 

Moffitt, 2018; Kotov et al., 2017).  

 

The models were tested using Mplus version 7.0 (Muthén & Muthén, 2012) and 

estimated using the weighted least square mean and variance adjusted estimation. 

Goodness of fit was assessed using the following measures; chi-square statistic (χ2), 

Tucker-Lewis Index (TLI; Tucker & Lewis, 1973), Comparative Fit Index (CFI; 

Bentler, 1990), and the root mean square error of approximation (RMSEA; Steiger, 

1990). A non-significant χ2 statistic, CFI and TLI values above .90 (Barrett, 2007), and 

RMSEA values less than .08 (Hu & Bentler, 1999) indicate acceptable model fit. The 

Bayesian Information Criterion (BIC; Schwarz, 1978) was estimated using the robust 

maximum likelihood estimator for model comparison purposes only.  

 

6.2.3.2. Structural equational modelling 

Following the selection of the best fitting model, the latent factors from this model were 

entered into a structural equation model as criterion variables and regressed on to eight 

risk variables. These variables included; sex (male = 0, female =1), age, urbanicity 

(rural = 0, urban = 1), relationship status (in a relationship = 0, single = 1), employment 

status (not employed = 0, in full-time or part-time employment = 1), education status 

(no university or college education = 0, university or college education = 1), cumulative 

trauma (summed LEC scores), and psychological wellbeing (summed WHO-5 scores). 

Psychological wellbeing was added to the SEM model as a latent variable and all others 

as directly observed variables. 
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Figure 6.1. Alternative models of the latent structure of CPTSD and BPD 

symptoms 

Model 1.  

 

 

Model 2.  

 

Model 3.  

 

 

6.3. Results 

6.3.1. Descriptive statistics 

Table 6.1. includes the endorsement rate of PTSD, DSO, and BPD items. Endorsement 

of traumatic stress symptoms ranged from 11.0% (‘Having powerful images or 

memories that sometimes come into your mind in which you feel the experience is 

happening again in the here and now?’) to 47.3% (‘When I am upset, it takes me a long 
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time to calm down’). Endorsement of BPD items ranged from 6.3% (‘Do you hit people 

or throw things when you get angry?’) to 73.7% (‘Have you often become frantic when 

you thought that someone you really cared about was going to leave you?’). 

 

Table 6.1. Frequency of endorsement of each CPTSD and BPD item (N = 617) 

 Item (%) 

Posttraumatic stress disorder  

 Having upsetting dreams that replay part of the experience or are clearly related to the 

experience? (Re1) 
11.0 

 Having powerful images or memories that sometimes come into your mind in which you 

feel the experience is happening again in the here and now? (Re2) 
19.9 

 Avoiding internal reminders of the experience (for example, thoughts, feelings, or 

physical sensations)? (Av1) 
26.3 

 Avoiding external reminders of the experience (for example, people, places, 

conversations, objects, activities, or situations)? (Av2) 
25.1 

 Being “super-alert”, watchful, or on guard? (Th1) 37.3 

 Feeling jumpy or easily startled? (Th2) 26.3 

Disturbance in self-organisation  

 When I am upset, it takes me a long time to calm down. (AD1) 47.3 

 I feel numb or emotionally shut down. (AD2) 15.7 

 I feel like a failure. (NSC1) 13.0 

 I feel worthless. (NSC2) 12.3 

 I feel distant or cut off from people. (DR1) 16.0 

 I find it hard to stay emotionally close to people. (DR2) 18.5 

Borderline personality disorder  

 Have you often become frantic when you thought that someone you really cared about 

was going to leave you? (BPD1) 
73.7 

 Do your relationships with people you really care about have lots of extreme ups and 

downs? (BPD2) 
21.4 

 Have you suddenly changed your sense of who you are and where you are headed? 

(BPD3) 
28.8 

 Does your sense of who you are often change dramatically? (BPD4) 10.7 

 Are you different with different people or in different situations so that sometimes you 

don’t know who you really are? (BPD5) 
23.0 

 Have there been lots of sudden changes in your goals, career plans, religious beliefs, and 

so on? (BPD6) 
24.0 

 Have you often done things impulsively? (for example, spending money, sex, substance 

abuse, reckless driving, binge eating) (BPD7) 
19.0 

 Have you tried to hurt or kill yourself or threatened to do so? (BPD8) 9.2 

 Have you ever cut, burned, or scratched yourself on purpose? (BPD9) 6.8 

 Do you have a lot of sudden mood changes? (BPD10) 25.0 

 Do you often feel empty inside? (BPD11) 26.6 

 Do you often have temper outbursts or get so angry that you lose control? (BPD12) 14.6 

  Do you hit people or throw things when you get angry? (BPD13) 6.3 

 When you are under a lot of stress, do you get suspicious of other people or feel especially 

spaced out? (BPD14) 
28.7 

Note. % = Percentage of item endorsement. Re = Re-experiencing; Av = Avoidance; Th = Sense of 

Threat; AD = Affective Dysregulation; DR = Disturbed Relationships; NSC = Negative Self-Concept; 

BPD = Borderline Personality Disorder.  
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6.3.2. Model comparisons 

The chi-square statistic was statistically significant for all models, but this should not 

lead to model rejection as the power of the chi-square test has been positively related to 

sample size (Tanka, 1987). The model fit indices are presented in Table 6.2. Model 1 

was rejected as this provided a poor fit of the data. The inclusion of correlations 

between the BPD and PTSD factors, and between BPD and DSO factors in model 2 

substantially improved model fit. Model 2 constituted a good representation of the data. 

Model 3, which included a general representing vulnerability to all symptoms, this 

model also provided a good fit of the data. The CFI, TLI, and RMSEA values were 

marginally better than Model 2. The BIC was also evaluated to determine the best 

dimensional representation of the data. Model 3 had a BIC value 237 points lower than 

Model 2. Consequently, Model 3 was deemed to be the best representation of the data. 

This finding was consistent with the hypothesis concerning the latent dimensional 

structure of CPTSD and BPD symptoms and is in keeping with theory concerning the 

dimensional structure of general psychopathology (Kotov et al., 2017; Capsi & Moffitt, 

2018).  

 

Table 6.2. Model fit information 

Model χ2 df BIC RMSEA (90% CI) CFI TLI 

1 2862.523* 298 11921 .118 (0.114–0.122) .673 .644 

2 578.587* 296 11679 .039 (0.035–0.044) .964 .960 

3 488.066* 270 11442 .036 (0.031–0.041) .972 .967 

Note. * p < .05; χ2 = chi-square test of model fit; df = degrees of freedom; BIC = Bayesian 

information criteria; RMSEA = root mean square error of approximation; CFI = comparative fit 

index; TLI = Tucker-Lewis Index. Best fitting model in bold. 
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Of the specific factors in Model 3, DSO was significantly (p < .001) associated 

with PTSD (r = .30) and BPD (r = .58), but the PTSD and BPD (r = .23, p = .09) factors 

were not significantly associated. The standardised factor loadings for Model 3 are 

presented in Table 6.3. All but one item loaded significantly on the general factor.  

 

The six PTSD items loaded significantly on the PTSD factor. Two items, 

‘Avoiding external reminders of the experience’ and ‘Being super-alert watchful or on 

guard’ had a substantially higher loading on the PTSD factor compared to the general 

factor. The other four PTSD items loaded onto the PTSD factor at a similar or relatively 

higher magnitude compared to the general factor.  

 

The six DSO items loaded significantly on the DSO factor. Notably, the two 

negative self-concept items and one disturbed relationship item (‘I feel distant or cut off 

from people’) had substantially higher factor loadings on the DSO factor than the 

general factor. In contrast, one of the affective dysregulation items (‘When I am upset, it 

takes me a long time to calm down’) had a substantially higher factor loading on the 

general factor than the DSO factor.  

 

Eleven of the BPD items loaded significantly on the BPD factor. Two BPD 

items reflecting self-harming behaviours (‘Have you tried to hurt or kill yourself or 

threatened to do so?’ and ‘Have you ever cut, burned, or scratched yourself on 

purpose?’) had very high factor loadings on the general factor, but very low and non-

significant factor loadings on the BPD factor. Additionally, two items reflecting 

emotional regulation difficulties (‘Have you often become frantic when you thought that 

someone you really cared about was going to leave you?’ and ‘Do you have a lot of 



238 
 

 

sudden mood changes?’) loaded substantially more strongly on the general factor than 

on the BPD factor. Only three BPD items had substantially higher loadings on the BPD 

factor as compared to the general factor: ‘Have you suddenly changed your sense of 

who you are and where you are headed?’, ‘Does your sense of who you are often 

change dramatically?, and ‘Have there been lots of sudden changes in your goals, career 

plans, religious beliefs, and so on?’. 

 

Table 6.3. Standardised factor loadings from Model 3 

 General PTSD DSO BPD 

Re 1 .62* .49*   

Re 2 .57* .52*   

Av 1 .51* .66*   

Av 2 .49* .74*   

Th 1 .40* .73*   

Th 2 .48* .63*   

AD 1 .44*  .23*  

AD 2 .49*  .60*  

NSC 1  .40*  .88*  

NSC 2 .39*  .89*  

DR 1 .53*  .69*  

DR 2 .53*  .61*  

BPD 1 .37*   .17 

BPD 2 .49*   .54* 

BPD 3 .25*   .62* 

BPD 4 .44*   .78* 

BPD 5 .45*   .56* 

BPD 6 .19   .66* 

BPD 7 .36*   .46* 

BPD 8 .87*   .14 

BPD 9 .80*   .07 

BPD 10 .66*   .46* 

BPD 11 .58*   .61* 

BPD 12 .46*   .51* 

BPD 13 .44*   .31* 

BPD 14 .59*   .34* 

Note. For a description of items please see Table 6.1; PTSD = posttraumatic stress disorder; 

DSO = disturbances in self-organisation; BPD = borderline personality disorder. * p < .05 
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6.3.3. Structural equation modelling 

The results of the SEM analysis are presented in Table 6.4. Higher scores on the general 

factor were significantly associated with lower levels of psychological wellbeing (β = -

.45, p < .001), not being in a relationship (β = .13, p = .006), lower educational 

attainment (β = -.12, p = .009) and cumulative trauma (β = .10, p = .020). Two variables 

were significantly associated with higher PTSD scores: cumulative trauma (β = .32, p < 

.001) and being female (β = .20, p < ,001). Three variables were significantly associated 

with higher BPD scores: lower levels of psychological wellbeing (β = -.35, p < .001), 

cumulative trauma (β = .19, p = .001), and younger age (β = -.17, p = .001). None of the 

risk factors were significantly associated with DSO scores. 

 

Table 6.4. Standardised regression coefficients from the SEM analysis 

 G PTSD 

severity 

DSO 

severity 

BPD 

severity  β SE β SE β SE β SE 

Sex (female) -.07 .04 .20* .05 -.03 .05 .08 .05 

Age -.01 .05 -.04 .05 -.07 .05 -.17* .05 

Higher education -.12* .05 -.10 .05 .09 .06 -.09 .05 

Employment status .02 .04 -.01 .05 -.06 .05 .02 .05 

Relationship (single) .13* .05 .00 .05 .03 .06 -.05 .05 

Urbanicity .07 .04 .01 .05 .00 .05 -.00 .05 

Cumulative trauma .10* .04 .32* .04 .01 .05 .19* .05 

Psychological wellbeing -.45* .04 .00 .06 -.14 .09 -.35* .06 

R-squared .26* .04 .14* .03 .03 .03 .22* .04 

Model fit: χ2 = 1471, df = 590, p < .001; CFI = .88; TLI = .86; RMSEA = .049; 90% CI 

= .046 - .052 Note. * p < .05; G = general factor; PTSD = posttraumatic stress disorder; DSO = disturbances 

in self-organisation; BPD = borderline personality disorder; β = standardised regression co-

efficient; SE = standard error.   
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6.4. Discussion  

Consistent with the first hypothesis of the present study, a bifactor model comprising 

three specific correlated factors (i.e. PTSD, DSO, and BPD) and one general factor 

provided the optimal representation of the latent dimensional structure of CPTSD and 

BPD symptoms. All but one item loaded significantly on the general factor suggesting 

that CPTSD and BPD symptoms share a common latent structure. Consistent with the 

second hypothesis of the present study, even after controlling for the covariance across 

all measured symptoms, PTSD and DSO items were generally stronger predictors of 

their respective PTSD and DSO factors relative to the general factor. It was further 

hypothesied that BPD items would operate in a similar manner, but most BPD items did 

not have a relatively higher loading on the BPD specific factor relative to the general 

factor. In contrast, items considered to be core features of BPD (i.e. self-harming 

behaviour and fears of abandonment) were poor indicators of the BPD factor and were 

much stronger indicators of the general factor. Lastly, it was assumed that the general 

factor identified reflected a general vulnerability to psychopathology akin to P (Caspi & 

Moffitt, 2018; Kotov et al., 2017). In keeping with a diathesis-stress model of 

psychopathology (Meehl, 1962; Monroe & Simons, 1991), it was hypothesised that if 

the general factor reflected a predisposing vulnerability to developing psychology then 

known risk factors for psychopathology should operate in the context of predisposing 

vulnerability thus demonstrate a significant association with the general factor. 

Consistent with this hypothesis, certain socio-demographic variables, cumulative 

trauma exposure, and level of psychological well-being demonstrated a significant 

association with the general factor. It was also hypothesised that certain risk factors may 

operate above the level of a shared vulnerability to psychopathology, consistently 

cumulative trauma exposure was significantly and positively associated with the PTSD 
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factor. Cumulative trauma exposure also demonstrated a significant association with the 

BPD factor. Additionally, certain socio-demographic variables were found to 

demonstrate a significant association with the PTSD factor and BPD factor (e.g. gender 

and age respectively). However, no significant associations were observed for the DSO 

factor. 

 

6.4.1. Latent dimensional structure of CPTSD and BPD symptoms 

The first study to assess the latent dimensional structure of CPTSD and BPD symptoms 

reported that the best fitting model comprised of three correlated factors reflecting 

PTSD, DSO, and BPD (Hyland et al., 2019). Hyland et al., (2019) employed ESEM, a 

technique which made it possible to account for the influence of shared risk factors (e.g. 

trauma exposure) when exploring the latent dimensional structure of CPTSD and BPD 

symptoms. However, this technique was limited as it could not account for the 

covariance across all PTSD, DSO, and BPD symptoms. In the present study, a three-

factor correlated model was also tested but a bifactor model provided a better fit of the 

data. A bifactor framework may be necessary to understand the latent structure of 

CPTSD and BPD symptoms. The bifactor model comprised three specific correlated 

factors (i.e. PTSD, DSO, and BPD) and a general factor which captured the covariation 

across all CPTSD and BPD symptoms. The general factor was assumed to reflect a 

general psychopathology dimension which has been termed ‘P’ (Caspi & Moffitt, 

2018). This finding was consistent with the HiTOP model which theorises that various 

forms of psychopathology reflect associated phenomena and that the commonality 

across various forms of psychopathology reflects a shared vulnerability to developing 

psychopathology (Caspi & Moffitt, 2018; Kotov et al., 2017).  
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 Moreover, Hyland et al., (2019) concluded that the DSO and BPD dimensions 

were distinguishable in a manner consistent with the key ‘phenomenological signatures’ 

of CPTSD and BPD proposed by Cloitre et al., (2014). For example, DSO symptoms 

such as a negative self-concept, avoidance of relationships, and items reflecting a lack 

of emotional equilibrium loaded strongly on the DSO factor. While BPD items such as 

an alternating self-concept, chaotic engagement in relationships, and items measuring 

self-harming behaviours loaded strongly on the BPD factor. Failing to recognise or 

account for a shared vulnerability to PTSD, DSO, and BPD symptoms may impact the 

reliability of findings concerning the distinguishability of DSO and BPD symptoms. By 

recognising and accounting for the common latent structure underlying all PTSD, DSO, 

and BPD symptoms, the current analytical approach illuminated the symptoms that are 

distinctly characteristic of each disorder. In the present study, DSO items measuring 

emotional numbing, negative self-concept and avoidance of relationships symptoms 

were shown to be primarily due to the influence of the DSO factor relative to the 

general factor. However, only BPD items reflecting an alternating self-image were the 

only BPD items primarily accounted for by the BPD factor.  

 

It was hypothesised that symptoms measuring self-harming behaviour would be 

attributable to the BPD factor, but most of the variance in the two BPD items measuring 

self-harming behaviour was accounted for by the general factor. As such, these 

symptoms may not help to distinguish BPD from CPTSD or other forms of 

psychopathology. While many individuals with BPD may be at risk of self-harm and 

suicidal behaviour, these symptoms may represent vulnerability to developing 

psychopathology rather than a unique feature of BPD. This finding is consistent with 
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research demonstrating that suicidality may not be due to any specific disorder but 

rather to a broad psychopathology liability (Hoertel et al., 2015).  

 

The finding that self-harming behaviours are due to a latent vulnerability to 

psychopathology contrasts observations that self-harm comprises a phenomenological 

signature of BPD (Cloitre et al., 2014). This finding also stands in contrast to the 

findings of Hyland et al., (2019), who reported that self-harm posed a key feature of 

BPD. This discrepancy in findings highlights the importance of employing a bifactor 

model when examining the latent structure of CPTSD and BPD symptoms. Failing to 

account for the common latent structure underlying all PTSD, DSO, and BPD 

symptoms when attempting to identify distinctive features of DSO and BPD likely led 

other researchers to view self-harming behaviour as a distinct indicator of BPD. 

Moreover, three other symptoms were also determined by the general factor as opposed 

to their specific factors, these included two BPD items reflecting real or imagined 

abandonment and sudden changes in mood, and one DSO item reflecting difficulty 

calming down when upset. These symptoms may similarly reflect a shared vulnerability 

to psychopathology. 

 

Most BPD symptoms did not readily discriminate the BPD factor from the 

general factor, a finding which may undermine the validity of BPD. It may be possible 

that less severe forms of  psychopathology look more distinct relative to the general 

factor (i.e. PTSD, DSO) whereas more severe presentations of psychopathology may 

look less distinct and share a greater number of problems that emerge with increasing 

illness severity (i.e. self-harming behaviour). However, it has been debated whether 

BPD symptoms constitute a unified syndrome (Tyrer, Mulder, Kim, & Crawford, 2019). 
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The ICD-11 has replaced the categorical approach to personality disorder with a 

dimensional model that classifies personality disorder based on a spectrum of severity 

(WHO, 2018). The ICD-11 also includes five-dominant personality disorder traits 

(negative affectivity, detachment, disinhibition, dissociality, and anankastia), up to five 

of which can be assigned after personality disorder severity has been assessed. The 

ICD-11 planned on removing the BPD diagnosis but were met with resistance in the 

research and scientific community. As a compromise, the ICD-11 has outlined a 

borderline pattern descriptor that may be applied after personality disorder severity has 

been assessed (Tyrer et al., 2019). However, factor analytic research investigating BPD 

alongside ICD-11 personality disorder traits has evidenced that the domain structure of 

BPD disintegrates, and borderline features spread across several trait domains, thus 

BPD may not reflect a unified syndrome but rather reflects several maladaptive 

personality traits (Crawford et al. 2018). This may explain why many BPD items served 

as better indicators of the general factor as BPD symptoms may not reflect a distinct 

psychiatric construct. Furthermore, it has been suggested that P may represent 

neuroticism or poor impulse control over emotions (Lahey, Krueger, Rathouz, 

Waldman, & Zald, 2017; Carver, Johnson, Timpano, 2017). If the general factor 

identified reflects P, it is possible that BPD items demonstrated relatively higher 

loadings on the general factor as compared to the specific BPD factor as BPD 

symptoms may reflect elements of maladaptive personality traits such as neuroticism or 

may reflect elements of difficulties with emotion regulation.  

 

The present study findings highlighted the need to evaluate the latent 

dimensional structure of CPTSD and BPD symptoms using a bifactor modelling 

approach. Previous research evaluating the discriminant validity of CPTSD and BPD 
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had not accounted for a shared vulnerability to CPTSD and BPD symptoms (Cloitre et 

al., 2014; Hyland et al., 2019; Jowett et al., 2019; Knefel et al., 2016). When this shared 

vulnerability to all symptoms was accounted for, it was possible to determine the 

phenomenological signatures of the PTSD, DSO, and BPD dimensions. The findings 

indicated that CPTSD symptoms were distinguishable from a shared vulnerability to 

psychopathology in a manner consistent with the phenomenological signatures proposed 

to be unique to CPTSD (Cloitre et al., 2014). In contrast, BPD symptoms were less 

easily distinguished from the general vulnerability factor, only BPD items reflecting an 

alternating self-concept were distinguishable from the general factor. It should be noted 

that the present study was the first known study to employ bifactor modelling to assess 

the latent dimensional structure of CPTSD and BPD symptoms therefore these findings 

are tentative and should be interpreted with caution.  

 

6.4.2. Correlates of the specific and general factors.  

Evaluating CPTSD and BPD symptoms using a bifactor modelling approach may also 

be useful for identifying information about how risk factors operates in relation to 

general and specific forms of psychopathology. In the present study, it was assumed that 

the general factor identified reflected a shared vulnerability to psychopathology (Caspi 

& Moffitt, 2018). Based on a diathesis-stress interpretation of psychopathology (Meehl, 

1962; Monroe & Simons, 1991), an individual’s underlying vulnerability to developing 

psychopathology (i.e. location on the general factor) would dominate interactions with 

stressors to influence differential expression of PTSD, DSO, and BPD symptoms. It was 

hypothesised that commonly observed risk factors for various forms of 

psychopathology (i.e. lack of social support, poverty, and social inequality, lower 

intelligence, poorer psychological well-being; Caspi & Moffitt, 2014; Cohen & Wills, 
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1985; Hyland et al., 2018; Lahey et al., 2012; Murali & Oyebode, 2004; Patalay et al., 

2015; Peen & Dekker, 2004; Taylor & Stanton, 2007) would demonstrate a significant 

association with the general factor if this represented a shared vulnerability (i.e. 

diathesis) to psychopathology. Consistently, multiple socio-demographic variables 

including, having a lower level of education and not being in a committed relationship, 

demonstrated a significant association with the general factor. In keeping with a 

diathesis-stress model of psychopathology (Meehl, 1962; Monroe & Simons, 1991), 

these variables may activate or trigger a predisposing vulnerability to developing 

psychopathology. The significant associations between these risk variables and the 

general factor provide support that the general factor identified reflects P.  

 

The general factor was associated with cumulative trauma exposure. This 

finding was consistent with previous research identifying a significant association 

between trauma and P (Caspi & Moffitt, 2014; Hyland et al., 2018; Lahey et al., 2012). 

Caspi & Moffitt (2018) have suggested that fundamental threats to physical and 

psychological safety (i.e. humiliation, betrayal, intimidation, loss), increase the risk of 

mental disorder. It has also been suggested that it is the cumulative impact of trauma 

that causes the greatest risk (Caspi & Moffitt, 2018). This may occur as responses that 

may have been initially adaptively in the face of adversity become increasingly 

maladaptive when they have not been recalibrated in new non-threatening environments 

(Caspi & Moffitt, 2018). Additionally, ‘stress generation’ arises as individuals who 

have been traumatised may behave in a manner which leads to further trauma exposure 

and new forms of revictimization (Hammen, 2005; Lui & Alloy, 2010; Snyder, Young, 

& Hankin, 2017). ‘Stress sensitization’ may also occur as individuals exposed to early 

life trauma may be more vulnerable to stress brought on in later life through stress 
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generation (Monroe & Harkness, 2005). However, individuals respond remarkably 

differently to trauma, which suggests that ‘stress sensitivity’ also plays a role (Caspi & 

Moffitt, 2018). This concept is different from stress sensitization, stress sensitivity 

refers to the hypothesis that some individuals are more or less sensitive to stress due to 

come underlying vulnerability (i.e. some genetically mediated trait; Caspi, Hariri, 

Holmes, Uher, & Moffitt, 2010; Harkness, Hayden, Lopez-Duran, 2015). 

 

Moreover, being single was associated with the general factor. It is possible that 

not being in committed relationship may act as a proxy for social isolation or loneliness. 

It has been suggested that social support generally acts as a buffer for stress and 

promotes well-being, therefore, a lack of social support may exacerbate stressors thus 

poses a risk factor for poor mental health outcomes (Cohen & Wills, 1985; Taylor & 

Stanton, 2007). Additionally, a lower level of education was association with the 

general factor. Lower educational attainment may be considered a social disadvantage 

which limits social mobility and career prospects (Murali & Oyebode, 2004). It is also 

possible that a lower level of education may act as a proxy for level of intelligence. It 

has been suggested that a lower level of intelligence increases exposure to trauma 

exposure and may reduce mental health literacy therefore negatively impact early help-

seeking behaviour and treatment adherence thus resulting in poorer mental health 

outcomes (Alnaes et al., 2018; Koenen et al., 2009). Lastly, psychological well-being 

was significantly associated with for general psychopathology. Poorer psychological 

well-being may be linked to reduced coping strategies or emotion regulation strategies 

which may, in turn, reduce an individual’s capacity to deal with or buffer stressors. This 

is consistent with previous research which has linked P to poorer psychological 

outcomes (Caspi & Moffitt, 2018; Lahey et al., 2012; Hyland et al., 2018; Patalay et al., 
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2015). Again, in keeping with a diathesis-stress model of psychopathology (Meehl, 

1962; Monroe & Simons, 1992), these risk factors or stressors may exacerbate a 

predisposing vulnerability to mental health problems (Caspi & Moffitt, 2018) 

 

However, the exact nature of P is not well understood (Caspi & Moffitt, 2018). 

It is also possible that P reflects shared aetiology more broadly rather than a specific 

vulnerability (i.e. genetic or biological predisposition). In this scenario, P may reflect all 

aspects of shared aetiology, including environmental risk factors such as trauma 

exposure or other risk factors for psychopathology. For example, rather than known risk 

factors or stressors operating in the context of a predisposing vulnerability, risk factors 

such as trauma exposure may directly contribute to an individual’s location along P (i.e. 

trauma exposure may already be captured by P). Similarly, the other factors which 

demonstrated a significant association with the general factor may also increase an 

individual’s location along P.  

 

As hypothesised a significant association was observed between cumulative 

trauma and the PTSD factor. PTSD symptoms are directly attributed to and rely upon 

trauma exposure. Psychological theories of PTSD, such as the dual processing theory 

(Brewin et al., 1996), assume that PTSD symptoms emerge when trauma memories are 

dissociated from narrative memory. It is therefore possible that PTSD symptoms may 

not necessarily emerge because of a predisposing vulnerability to psychopathology but 

rather trauma exposure may directly influence PTSD symptom expression regardless of 

an individual’s position on P. A somewhat unexpected finding was that cumulative 

trauma and psychological well-being demonstrated a significant association with the 

BPD factor. Given that the study was of a cross-sectional nature, it is possible that 
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trauma may have demonstrated a significant association with the BPD factor as 

personality disorder symptoms may place individuals at an increased risk of 

experiencing trauma exposure in adulthood (Ford & Courtios, 2014; Jowett et al., 

2019). Furthermore, the finding that lower levels of psychological well-being were 

associated with higher scores on the BPD factor may indicate that personality disorder 

symptoms may reflect an indicator of psychopathological severity (Clark, Nuzum, & 

Ro, 2018).   

 

Conversely, two risk factors demonstrated a unique association with the BPD 

and PTSD factors respectively. Sex was significantly associated with PTSD; females 

were more likely to have higher scores on the PTSD dimension. This is consistent with 

research documenting that females are more likely to present with higher levels of 

PTSD compared to males (Tolin & Foa, 2006). Moreover, younger age was 

significantly associated with higher scores on the BPD dimension. Younger age has 

been linked to higher levels of numerous psychopathologies, including BPD (Frueh, 

Grubaugh, Acierno, Elhai, Cain & Magruder, 2007), but perhaps this finding also 

indicates that personality traits/disorder are formed at a younger age (Newton-Howes et 

al., 2015). Taken together, these findings demonstrate that while there may be shared 

risk-factors for various forms of psychopathology (e.g. trauma exposure) there may also 

be unique predictors for more specific forms of psychopathology. Sex and age may pose 

two risk-factors which distinguish PTSD and BPD from a shared vulnerability to 

psychopathology. Further research is required to evaluate why a unique association was 

observed between these variables and the specific PTSD and BPD factors within the 

context of a general vulnerability to psychopathology.  
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There were no significant associations observed between any of the covariates 

and the DSO factor. It was hypothesised that cumulative trauma exposure would 

demonstrate a significant association with the DSO factor given that DSO symptoms 

have been theorised to emerge in the context of sustained or repeat trauma exposure 

(Cloitre et al., 2013; Herman, 1992). It should be noted that CPTSD comprises DSO 

plus PTSD symptoms, the latter of which were significantly related to trauma exposure. 

Perhaps had there been greater specificity in the trauma indicator (e.g. interpersonal 

versus situational/early development versus adulthood trauma exposure; Cloitre et al., 

2013; Brewin et al., 2017) it may have been possible to meaningfully reveal how DSO 

operates independently from a general psychopathology dimension. Further research is 

required to evaluate the associations between various types of trauma exposure relative 

to the DSO factor in the context of a general vulnerability to psychopathology, such 

research may make valuable contributions to the development of psychological theories 

concerning CPTSD. 

 

Previous research has attempted to establish if trauma poses a shared or unique 

risk factor for PTSD, DSO, and BPD, but this research may have been hindered by 

failing to account and control for the covariance that is shared across these symptoms 

(Cloitre et al., 2014; Hyland et al., 2019; Jowett et al., 2019). Bifactor modelling may 

provide a more reliable method of elucidating further information about the shared and 

unique risk-factors of PTSD, DSO, and BPD symptoms respectively. Overall, these 

findings are consistent with proposals regarding shared risk across supposedly distinct 

psychiatric constructs (Caspi & Moffitt, 2018; Kotov et al., 2017). Similarly, it was 

possible to identify some unique risk factors for the specific dimensions.  
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6.4.3. Limitations  

The present study had several limitations. First, the study objectives were investigated 

among a convenience sample of Israeli adults, this limited the generalizability of the 

findings to the Israeli general population. Second, although the sample was 

characterised by a variety of different index trauma, it needs to be considered that 

individuals residing in the Middle East may be exposed to on-going armed conflict 

and/or terror attacks and this may impact on symptom expression thus the findings may 

not be representative of other cultural contexts. Third, although this study evaluated 

CPTSD and BPD symptoms consistent with the HiTOP model, the HiTOP model also 

states that other psychopathologies co-occur with symptoms of traumatic stress and 

BPD (Kotov et al., 2017). However, there was limited scope to consider other 

psychopathologies in relation to CPTSD and BPD symptoms.  

 

Fourth, given the cross-sectional nature of the data, it is not possible to infer 

causality for any of the significant risk factors within the SEM model. Fifth, BPD 

symptoms were assessed via self-report which may be less reliable compared to 

assessment via clinical interview as participants may tend to under or over-report 

symptoms (Growth-Marnat, 2003). This is also true of PTSD and DSO symptoms, but 

BPD is generally assessed via clinician-administered scales. Further investigation is 

warranted to assess the psychometric properties of the newly developed self-report scale 

of BPD that was employed in the present study. As such, diagnostic rates and the rate of 

comorbidity between CPTSD and BPD was not a focus of the present study. The 

present study findings should be interpreted with caution as further replication with 

interview-based data is necessary.  
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Lastly, although the general factor was assumed to reflect a general vulnerability 

to psychopathology, there may be alternatives as to what the general factor represents. It 

has been suggested that a bifactor model can be identified as providing a good fit of the 

data because the general factor can account for greater variability in response styles, but 

this variability may encompass more implausible or invalid response patterns (Reise, 

Kim, Mansolf, & Widaman, 2016). The general factor identified in the present study 

may reflect a statistical artefact and may not reflect a general vulnerability to 

psychopathology (Caspi et al., 2014). Nonetheless, significant associations were 

observed between the general factor and trauma-exposure and various socio-

demographic variables, which is consistent with a diathesis-stress model of 

psychopathology. This is in keeping with HiTOP theory, thus making it plausible that 

the general factor identified represented a meaningful psychological phenomenon such 

as P (Caspi & Moffitt, 2018; Kotov et al., 2017). However, there may be alternatives to 

P that future research will identify and/or rule out.  

 

6.4.4. Conclusion 

Overall, the present study demonstrated that the latent dimensional structure of CPTSD 

and BPD symptoms comprised three specific factors (i.e. PTSD, DSO, and BPD) and a 

general psychopathology dimension potentially reflecting a shared vulnerability to 

psychopathology. As the general factor captured a shared vulnerability to all measured 

symptoms, it was possible to assess whether the symptoms that have been proposed to 

distinguish between CPTSD and BPD were distinct indicators of the disorder specific 

factors. PTSD symptoms and DSO symptoms had a relatively higher loadings on the 

PTSD and DSO factor respectively as compared to the general factor. This finding may 

indicate that CPTSD symptoms can be distinguished from other forms of 
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psychopathology and in the context of BPD measurement. This finding may provide 

further evidence that CPTSD reflects a distinct psychiatric phenomenon. In contrast, the 

BPD factor was less distinguishable from the general psychopathology factor. This 

finding may undermine that BPD reflects a distinct psychiatric construct. Lastly, the 

finding that there may exist one underlying general psychopathology dimension that can 

explain shared risk to developing all forms of psychopathology is a relatively new idea 

(Caspi & Moffit, 2018; Kotov et al., 2017), but may have significant implications for 

psychiatric research and practice. The nature of P and the possible factors that may 

underpin this dimension of general psychopathology have been outlined in the general 

discussion. The applied value of the evidence generated from the empirical chapters of 

the present thesis will be discussed in the final chapter.  
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Chapter 7: General discussion  
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7.1. Introduction 

Overall, the present thesis aimed to evaluate the validity of CPTSD as outlined in the 

ICD-11 (WHO, 2018). This was achieved by evaluating the disorders latent structure 

and distinguishability from other trauma-related phenomena across various trauma-

exposed populations. The first section of this chapter provides a summary of the 

pertinent findings from the four empirical chapters. The second section synthesises and 

discusses these findings, and further highlights areas for future research. Lastly, the 

clinical implications of the findings will be discussed. 

 

7.2. Summary of findings  

 

7.2.1. The latent dimensional structure of CPTSD  

The first empirical chapter (chapter 3) explored the validity of CPTSD by employing 

confirmatory factor analysis (CFA) to evaluate the latent dimensional structure of 

CPTSD symptoms. Several studies have employed CFA to assess the validity of 

CPTSD but predominantly among mixed-trauma samples. A limited body of research 

has investigated the validity of CPTSD among samples characterised by a similar index 

trauma. Chapter 3 examined the validity of CPTSD among an Irish sample characterised 

by sexual trauma using a standardised validated measure to assess for CPTSD 

symptoms. 

 

Consistent with previous research, a two-factor higher-order model and a six 

correlated first-order factor model both provided a good fit of the data (Brewin et al., 

2017; Gilbar, Hyland, Cloitre, & Dekel, 2018; Hyland. Shevlin, Brewin, et al., 2017; 

Hyland, Shevlin, Elkit, et al., 2017; Karatzias et al., 2016; Kazlauskas, Gegieckaite, 
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Hyland, Zelviene, & Cloitre, 2018). The two-factor higher-order model comprised two 

higher-order factors reflecting PTSD and disturbances in self-organisation (DSO), as 

well as six first-order factors (reflecting PTSD and DSO symptom clusters) which 

loaded onto the higher-order factors respectively. Cumulative trauma exposure across 

the life span, and in child and adulthood, did not demonstrate a significant association 

with either of the two-higher-order dimensions. In contrast, the six correlated first-order 

factor model recognised a distinction between PTSD and DSO symptoms at the first-

order factor level. This model comprised six correlated first-order factors (re-

experiencing, avoidance, sense of threat, affective dysregulation, negative self-concept, 

and disturbances in relationships) which reflected the symptom clusters that comprise 

CPTSD. There was a significant association between the sense of threat dimension and 

cumulative childhood trauma. Additionally, there was an association between the sense 

of threat factor and not being in a committed relationship. A significant association was 

also observed between a lower level of education and the re-experiencing symptom 

cluster. Given the significant associations observed between trauma exposure and 

sociodemographic variables within the six first-order factor model, this may provide 

evidence that the six first-order factor model offers the most informative dimensional 

representation of CPTSD symptoms. However, the regression findings contrast research 

which suggests that CPTSD symptoms are likely to emerge in the context of sustained 

or repeat trauma exposure (Cloitre, Garvert, Brewin, Bryant, & Maercker, 2013; 

Herman, 1992), but this finding may have been influenced by the small sample size 

under investigation. Moreover, the sample was of a homogenous nature (i.e. female, 

Irish, high level of symptom endorsement, all characterised by interpersonal trauma 

exposure),  this may have created a ceiling effect where it may have been difficult to 

detect an effect between the nature of trauma exposure and trauma response.  
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Nonetheless, the CFA results supported the conceptualisation of CPTSD as 

outlined within the ICD-11 (WHO, 2018), thus the findings of chapter 3 contribute to a 

growing evidence base that documents the validity of the disorder (Brewin et al., 2017). 

The findings of chapter 3 also provide evidence that it may not be necessary to specify a 

distinction between PTSD and DSO symptoms at a higher-order level, recognition of 

the distinction between PTSD and DSO symptoms at the first-order level may be 

sufficient. It is still possible that individuals may vary in terms of severity along these 

dimensions (i.e. low, medium, high) and it was not possible to evaluate if there exist 

distinct groups characterised by qualitatively distinct patterns of PTSD and CPTSD. 

 

7.2.2. The dimensional and categorical structure of CPTSD symptoms  

The second empirical chapter (chapter 4) aimed to assess if distinct groups of people 

could be identified by distinct PTSD and CPTSD symptom profiles based on the latent 

dimensional structure of CPTSD symptoms. To achieve this factor mixture modelling 

was employed (FMM). There is only one known study that has employed FMM to 

evaluate the validity of CPTSD (Wolf et al., 2015). Wolf et al., (2015) reported that a 

two-factor higher-order model of CPTSD provided the best dimensional representation 

of CPTSD symptoms, but also reported that distinct PTSD and CPTSD classes could 

not be identified based on this latent dimensional structure. Rather classes were 

characterised by level symptom severity (i.e. low, medium, high groups; Wolf et al., 

2015). As this finding demonstrated that it was not possible to identify distinct groups 

of people that presented with a distinct PTSD symptom profile and a CPTSD symptom 

profile, this finding undermines the validity of CPTSD. Moreover, ICD-11 codes are 

intended for use worldwide and should be adopted by all WHO member states (Reed, 

2010) but a limited body of research has investigated the validity of CPTSD among 
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culturally diverse populations. Chapter 4, therefore, sought to employ FMM among a 

refugee sample residing in the U.S. 

 

 In chapter 4, the best fitting dimensional model of CPTSD consisted of six 

correlated first-order factors that reflected PTSD and DSO symptoms clusters. This 

finding is similar to the findings of chapter 3. This finding provides further evidence to 

support the validity of CPTSD this model evidenced a distinction between PTSD and 

DSO symptoms at the first-order factor level. Based on the best fitting latent 

dimensional structure of CPTSD symptoms, it was possible to identify qualitatively 

distinct groups of individuals characterised by PTSD and CPTSD symptom profiles. 

Other classes were identified but were characterised by non-specific variation across 

CPTSD dimensions. For example, a PTSD low-mood class, a sub-threshold PTSD class, 

and a low symptom class were also observed. In keeping with literature suggesting that 

CPTSD is likely to emerge in the context of sustained interpersonal trauma exposure 

(Cloitre et al., 2013; Herman, 1992), cumulative trauma exposure demonstrated a dose-

response effect with CPTSD class membership. Interpersonal trauma exposure was 

associated with the CPTSD class (i.e. sexual trauma, neglect, physical assault) whereas 

PTSD class membership was associated with experiences that may reflect single 

incident or non-interpersonal traumas (i.e. serious accident or being an unarmed civilian 

during a war, revolution, or military coup). Taken together, the findings of chapter 4 

provide evidence to support the conceptualisation of PTSD and CPTSD as outlined 

within the ICD-11 (WHO, 2018) and provide evidence that PTSD and CPTSD may 

have different trauma aetiologies. 
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7.2.3. The discriminant validity of CPTSD and BPD  

The third empirical chapter (chapter 5) evaluated the discriminant validity of CPTSD 

and borderline personality disorder (BPD). Typically, high rates of comorbidity have 

been observed between symptoms of traumatic stress and BPD (Golier et al., 2003; 

Harned, Rizvi, & Linehan, 2010; Heffernan & Cloitre, 2000; Zanarini et al., 1998; 

Zlotnick, Franklin, & Zimmerman, 2002). Trauma has also been implicated in the 

aetiology of both disorders (Brewin et al., 2017; Ford & Courtois, 2014). Based on such 

observations it has been suggested that a CPTSD diagnosis reflects PTSD/BPD 

comorbidity (Miller, Wolf, & Keane, 2014; Resick et al., 2012). Latent class analysis 

(LCA) was employed to assess if distinct groups of individuals could be characterised 

by a distinct CPTSD symptom profile even in the context of BPD symptoms. Moreover, 

this chapter sought to assess the discriminant validity of CPTSD and BPD among a U.S. 

general population sample that reported sexual trauma, a context within which CPTSD 

and BPD symptoms commonly emerge. 

 

The LCA findings demonstrated that two classes were characterised by a distinct 

PTSD symptom profile and a distinct CPTSD symptom profile. This finding provides 

evidence that a distinct CPTSD symptom profile can be distinguished even in the 

context of BPD symptoms. However, classes that had a high probability of endorsing 

BPD symptoms also had a high probability of endorsing PTSD and DSO symptoms. 

BPD symptoms may have emerged independently of traumatic stress symptoms had this 

investigation not been conducted among a trauma-exposed population. As chapter 5 

aimed to assess the distinguishability of CPTSD it was necessary to conduct this 

investigation among a trauma-exposed population. Taken together, these findings may 

indicate that PTSD, CPTSD, and BPD may be somewhat distinguishable but are likely 
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to co-occur. Additionally, various types of child maltreatment and cumulative child 

maltreatment did not readily distinguish between the resultant classes suggesting that 

early life adversity poses a shared risk factor for both CPTSD and BPD symptoms. The 

finding that CPTSD and BPD symptoms are likely to co-occur and present with shared 

risk factors (i.e. trauma exposure) may be explained by an empirically derived 

dimensional model of psychopathology such as the Hierarchical Model of 

Psychopathology (HiTOP model; Kotov et al., 2017). Exploring CPTSD and BPD 

within the context of the HiTOP model (Kotov et al., 2017) may explain why these 

symptoms co-occur and may shed further light on whether CPTSD symptoms can be 

distinguished from BPD symptoms. 

 

7.2.4. The latent dimensional structure of CPTSD and BPD symptoms  

The fourth and final empirical chapter (chapter 6) evaluated the latent dimensional 

structure of CPTSD and BPD symptoms within the framework of the HiTOP model 

(Kotov et al., 2017). Confirmatory bifactor modelling was employed to assess how 

PTSD, CPTSD, and BPD symptoms were associated and whether a general factor, 

believed to reflect a shared liability to all forms of psychopathology, and termed ‘P’ 

(Caspi & Moffitt, 2018) accounted for shared variance across all symptoms. This 

investigation was conducted among a trauma-exposed Israeli sample.  

 

Consistent with the HiTOP model (Kotov et al, 2017) the latent dimensional 

structure of CPTSD symptoms and BPD symptoms was explained by a bifactor model. 

The best-fitting model comprised three specific correlated factors reflecting PTSD, 

DSO, and BPD as well as a general factor. The specific dimensions reflected specific 

liability to PTSD, DSO, and BPD symptoms while the general factor reflected a shared 
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vulnerability to all symptoms. As the general factor captured and controlled for the 

commonality underlying all measured symptoms, it was possible to evaluate if there 

were certain symptoms which distinguished the specific factors from the general factor. 

Inspection of item loadings revealed that the PTSD and DSO items had relatively higher 

loadings on the PTSD and DSO specific factors respectively as compared to the general 

factor. However, many symptoms considered to be core features of BPD (i.e. self-harm 

and fears of abandonment) had a relatively higher loading on the general factor relative 

to the BPD specific factor. Taken together, these findings may indicate that PTSD and 

DSO reflected distinguishable psychological constructs even when considered alongside 

BPD symptoms and a potential shared vulnerability to psychopathology. Yet, these 

findings may undermine that BPD reflects a distinguishable psychological construct 

when evaluated in light of other forms of psychopathology (i.e. PTSD and CPTSD) and 

a shared vulnerability to psychopathology. It was also identified that risk factors for 

many forms of psychopathology (i.e. cumulative trauma exposure, lower education, not 

being in a committed relationship, poorer psychological well-being) demonstrated a 

significant association with the general factor. This finding is consistent with a 

diathesis-stress model (Meehl, 1962; Monroe & Simons, 1991) which suggests that risk 

factors for various forms of psychopathology primarily operate in the context of a 

predisposing vulnerability. These significant findings between common risk factors of 

psychopathology and the general factor may indicate that the general factor identified 

reflects a shared vulnerability to psychopathology which has been termed P (Caspi & 

Moffitt, 2018). The findings of chapter 6 chapter carry major implications concerning 

the current conceptualisation of trauma-related psychopathology and for the 

conceptualisation of other psychiatric disorders more generally.  
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7.3. Discussion of findings in light of future research considerations 

 

7.3.1. PTSD  

The present thesis findings identified a distinct ICD-11 PTSD symptom profile across 

various trauma-exposed populations including among a sexual trauma and refugee 

sample (chapter 4 and chapter 5). Moreover, a PTSD dimension was meaningfully 

distinguished from other forms of trauma-related psychopathologies (chapter 6) and a 

general vulnerability to psychopathology among a trauma-exposed Israeli sample. 

Taken together, these findings provide support for the conceptualisation of PTSD as 

outlined within the ICD-11 (WHO, 2018).  

 

The ICD-11 has refined the definition of PTSD to focus on only the ‘essential 

features’ of the construct (i.e. re-experiencing in the here and now), which have been 

suggested to distinguish PTSD from other forms of psychopathology (Brewin, Lanius, 

Novac, Schnyder, & Galea, 2009; Spitzer, First, & Wakefield, 2007). In contrast, the 

DSM-5 includes a complete account of all the possible characteristic features of PTSD, 

which has resulted in DSM-5 PTSD reflecting one of the most complex psychiatric 

disorders (APA, 2013; Brewin, 2014; Galatzer-Levy & Bryant, 2013). The symptoms 

which comprise PTSD within the DSM have been criticised for their lack of specificity 

to trauma given that many of these symptoms overlap with other psychiatric disorders, 

particularly depression and anxiety (Brewin et al., 2009; Spritzer et al., 2007). Although 

the findings of the present thesis provided support for the validity of ICD-11 PTSD, it 

was not possible to compare ICD-11 and DSM-5 PTSD, therefore, it was not possible to 

conclude whether ICD-11 provides a more accurate conceptualisation of PTSD. Further 

research is required to determine the optimal formulation of PTSD. 
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It has been suggested that ICD-11 PTSD may identify ‘purer cases’ of PTSD 

(Brewin et al., 2014). Some early studies have reported a lower diagnostic rate of PTSD 

under the ICD-11 as compared to the diagnostic rate of PTSD under the DSM-IV or 

DSM-5 (Hyland et al., 2016; O'Donnell et al., 2014; Wolf et al., 2015). The more 

stringent re-experiencing criteria within the ICD-11 and the removal of non-specific 

symptoms such as intrusive thoughts and memories may account for this lower 

diagnostic rate. Additionally, given that ICD-11 PTSD comprises a smaller number of 

core symptoms, it has been anticipated that ICD-11 PTSD would demonstrate reduced 

rates of comorbidity with other psychiatric disorders as compared to DSM-5 PTSD 

(Bisson, Roberts, Andrew, Cooper, & Lewis, 2013). However, some preliminary 

findings indicate that ICD-11 PTSD may be associated with higher levels of major 

depressive disorder and generalised anxiety disorder as compared to DSM-5 PTSD 

(Shevlin et al., 2018). This finding may indicate that ICD-11 PTSD may not be as easily 

distinguished from these other forms of psychopathology and may provide a poorer 

formulation of PTSD. Alternatively, this finding may be interpreted from a dimensional 

model of psychopathology such as the HiTOP model (Kotov et al., 2017). If PTSD has 

been represented as a categorical phenomenon, beyond the term ‘comorbidity’ a 

categorical approach to psychopathology cannot explain the high rate of co-occurrence 

between ICD-11 PTSD and other supposedly discrete disorders. In contrast, the HiTOP 

model may account for this finding (Kotov et al., 2017). Within the HiTOP model 

comorbidity would be expected between PTSD, depression, and anxiety as these 

disorders reflect broader dimensions of internalising psychopathology (Kotov et al., 

2017). Indeed, if the ICD-11 formulation of PTSD is capturing purer cases of PTSD, 

this may correspond to a higher location along an internalising dimension of 
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psychopathology which may, in turn, correspond to a higher location along other 

dimensions which reflect internalising psychopathology (i.e. depression and anxiety).  

 

Rather than only focusing on evaluating the rate of diagnosis and comorbidity, 

future research evaluating the optimal formulation of ICD-11 and DSM-5 PTSD may 

benefit from evaluating these constructs in light of the HiTOP model and considering 

the existence of P (Caspi & Moffitt, 2018; Kotov et al., 2017). For example, it could be 

explored whether symptoms reflecting DSM-5 PTSD are distinguishable from a general 

psychopathology dimension and other forms of psychopathology. Given the high rate of 

heterogeneity inherent to DSM-5 PTSD and the overlap with symptoms of other 

disorders, a construct reflecting DSM-5 PTSD may not be as easily distinguished from a 

general psychopathology factor. Evaluating PTSD within the context of a shared 

vulnerability to psychopathology may highlight the symptoms which are unique to 

PTSD and may contribute to efforts to identity the most accurate formulation of PTSD. 

 

7.3.2. CPTSD  

The ICD-11 has conceptualised that CPTSD comprises both PTSD and DSO symptoms 

(WHO, 2018). The latent dimensional structure of CPTSD was supported by a 

distinction between the core CPTSD and PTSD symptoms among an Irish sexual 

trauma sample (chapter 3). Furthermore, a CPTSD symptom profile was identified and 

distinguished from a PTSD symptom profile among a U.S. refugee sample and a U.S. 

sexual trauma sample (chapter 4 and chapter 5). This CPTSD symptom profile was also 

found to emerge independently of BPD symptoms. Moreover, among an Israeli trauma-

exposed population, a PTSD and DSO dimension reflected distinguishable 

psychological constructs, even in light of BPD symptoms and a shared vulnerability to 
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psychopathology. Taken together, the present thesis findings supported that CPTSD 

reflected a valid psychological construct. 

 

             When the concept of CPTSD was originally proposed, it was assumed that the 

symptoms which characterised the phenomena extended above and beyond PTSD 

symptoms (Herman, 1992). Given the high rate of comorbidity between PTSD and 

DESNOS during the DSM-IV field trials (Pelcovitz et al., 1997; Roth, Newman, 

Pelcovitz, van der Kolk, & Mandel, 1997), the ICD-11 workgroup chose to 

conceptualise CPTSD as comprising both PTSD symptoms and DSO symptoms. Yet, it 

may be possible that DSO symptoms manifest independently of PTSD symptoms, 

which may somewhat undermine the conceptualisation of CPTSD. Several latent class 

analysis studies have reported that a distinct sub-group of trauma-exposed individuals 

manifested DSO symptoms in the absence of PTSD symptoms (Ben-Ezra et al., 2018; 

Knefel, Garvert, Cloitre, & Lueger-Schuster, 2015; Perkonigg et al., 2016). Researchers 

have suggested that DSO symptoms may reflect inherently transdiagnostic phenomena, 

therefore, groups of individuals that are characterised by only DSO symptoms may 

reflect comorbidities with other disorders (Ben-Ezra et al., 2018; Knefel et al., 2015; 

Perkonigg et al., 2016). In the present thesis, DSO symptoms were measured in the 

context of other forms of psychopathology (i.e. PTSD and BPD symptoms) and in the 

context of a shared vulnerability to psychopathology, yet still emerged as a meaningful 

and distinguishable phenomenon. However, there is currently no longitudinal research 

concerning the development of ICD-11 CPTSD. Longitudinal research would be 

required to assess the temporal ordering of PTSD and DSO symptoms over time and to 

assess if DSO symptoms can emerge separately from PTSD symptoms. Typically, 

PTSD symptoms are only assessed after an individual has experienced trauma exposure. 
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If DSO symptoms reflect inherently transdiagnostic phenomena perhaps DSO 

symptoms should be measured among all individuals regardless of trauma exposure. For 

example, within prospective cohort studies, if DSO symptoms were assessed prior to 

potential trauma exposure, it would be possible to determine if DSO symptoms precede 

the onset of PTSD symptoms or vice versa. It is anticipated that longitudinal research 

will shed further light on the validity of CPTSD. 

 

When CPTSD was first conceptualised, it was theorised that the disorder would 

emerge in the context of sustained or interpersonal trauma exposure (Herman, 1992). 

The ICD-11 does not specify that a particular type of trauma exposure is linked to 

CPTSD (WHO, 2018). Both PTSD and CPTSD can be diagnosed once an individual 

has been exposed to ‘an extremely threatening or horrific event or series of events’ 

(WHO, 2018). There is some evidence that ICD-11 CPTSD may be more likely to 

manifest following sustained trauma exposure particularly of an interpersonal nature or 

that occurring during early childhood (Cloitre et al., 2013; Cloitre et al., 2019). Whereas 

single incident or non-interpersonal trauma exposure may be more likely to predict 

ICD-11 PTSD (Cloitre et al., 2013; Cloitre et al., 2019). It has been suggested that 

childhood trauma may provide a pathway to the development of CPTSD via the adverse 

impact of maltreatment on the development of processes relating to socio-emotional 

competencies and self-concept (Briere & Rickards, 2007; Cloitre et al., 2009; Cook et 

al., 2005). There may also be other pathways to CPTSD, highly noxious traumas in 

adulthood (i.e. torture or being the target of genocide) may also lead to the deterioration 

of self-regulatory capacities and self-concept (Cloitre et al., 2013; Cloitre et al., 2019). 

In keeping with these observations, in chapter 6, it was anticipated that DSO would 

demonstrate a unique association with trauma exposure even after accounting for a 
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shared vulnerability to psychopathology. However, the DSO factor did not demonstrate 

a unique relationship with trauma exposure. Although further investigation is required 

to replicate this finding, this raises the question of whether DSO symptoms reflect 

uniquely trauma-related phenomena. Future research that seeks to determine the key 

risk factors of CPTSD, or DSO, may benefit from conducting such investigations within 

the context of P and from the perspective of an empirically derived dimensional model 

of psychopathology such as the HiTOP model (Caspi & Moffitt, 2018; Kotov et al., 

2017). This may facilitate a more nuanced understanding of trauma exposure, as P (i.e. 

predisposing vulnerability) is likely to account for the association between trauma 

exposure and an individual’s subsequent psychopathological response, it can be 

investigated if there is a unique association between DSO and trauma exposure even 

after accounting for P. If a unique association is found between the DSO symptoms and 

trauma exposure even after accounting for P, this would lend support that DSO 

symptoms have a unique association with trauma-related phenomena (Cloitre et al., 

2013; Herman, 1992). If no significant association is found between trauma exposure 

and DSO symptoms even after accounting for P, this may indicate that DSO symptoms 

are not uniquely trauma-related phenomena. Researchers may have to reconsider 

whether these symptoms emerge following trauma exposure or whether DSO symptoms 

are already present before trauma exposure and predispose the development of PTSD. 

There is currently a lack of research assessing the risk factors of ICD-11 CPTSD, 

continued research in this area will contribute towards the development of theory 

concerning CPTSD, which may, in turn, shed further light on the development of DSO 

symptoms. 
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7.3.3. BPD  

The present thesis findings may somewhat undermine the validity of BPD in the context 

of trauma exposure. In chapter 5, it was found that BPD symptoms did not emerge 

independently of PTSD and DSO symptoms. Additionally, in chapter 6, symptoms 

considered to be core features of BPD (i.e. self-harm and fears of abandonment) were 

better indicators of a shared liability to psychopathology. Only BPD symptoms 

reflecting an alternating self-concept uniquely distinguished the BPD factor. Notably, 

the term ‘borderline’ was originally coined to capture a group of individuals who were 

described as on the border of psychosis and neurosis (Stern, 1938). An alternating self-

concept is also evident across psychosis disorders, such as mania and bipolar (Deltito et 

al., 2001; Eaton et al., 2010), thus an alternating self-concept may not be unique to 

BPD.  

 

In recent years, the clinical utility and validity of BPD, as well as other 

personality disorders, has been greatly debated. Research assessing the 

conceptualisation of personality disorder has consistently found support for a 

dimensional perspective (Tyrer et al., 2010; Widger et al., 2009). Based on the empirical 

evidence, the ICD-11 has decided to replace the 10 categories of personality disorder 

(e.g. antisocial, avoidant, dependent) with a dimensional model (WHO, 2018). A single 

dimension now captures personality dysfunction, this ranges from normal personality to 

severe personality disorder. Furthermore, as personality disorder comprises different 

types of pathology, five trait domains have been incorporated into this system (i.e. 

negative, affectivity, anankastia, detachment, dissociality, and disinhibition; WHO, 

2018). Tyrer, Mulder, Kim, & Crawford, (2019), documented support for a dimensional 

model of personality disorder within the clinical and scientific community, but also 
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noted a significant reluctance to remove a BPD diagnosis. As the removal of a BPD 

diagnosis may have led to wider rejection of the new dimensional model of personality 

disorder, a BPD specifier was incorporated into the new system as a comprise (Tyrer et 

al., 2019). Despite reflecting a very heterogenous disorder, it has been suggested that 

some clinicians may find a BPD diagnosis appealing because it can explain certain 

behaviours such as self-harming behaviour (Tyrer et al., 2019). The present thesis also 

found that self-harming behaviour was not explained by BPD but rather by a general 

vulnerability to psychopathology. This finding was consistent with research evidencing 

that a broad liability to psychopathology may explain suicidal behaviour (Hoertel et al., 

2015). There is also evidence that broader dimensions of psychopathology can more 

reliably predict suicide risk as compared to the presence or absence of a specific 

disorder such as BPD (Eaton et al., 2013; Naragon-Gainey & Watson, 2011; Sunderland 

& Slade, 2015). The clinical utility of a BPD diagnosis may be overestimated by some 

clinicians but the inclusion of a BPD specifier within the ICD-11 may stimulate further 

research to evaluate the clinical utility and validity of BPD. 

 

When the validity of BPD has been investigated in isolation from other forms of 

psychopathology and other personality disorder traits, research has found support for 

the construct’s validity (Andión et al., 2011; Clifton & Pilkonis, 2007; Fossati et al., 

1999; Sanislow et al., 2002). When the validity of BPD has been investigated alongside 

other forms of psychopathology and personality traits, BPD symptoms may not reflect a 

unified construct. For example, one study demonstrated that BPD symptoms can be 

separated across the internalising and externalising dimensions of psychopathology 

(Kalpakci, Ha, & Sharp, 2018). As internalising and externalising characteristics 

comprise opposing domains of dysfunction, this finding may undermine that BPD 
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reflects a unified construct (Kalpakci et al. 2018). Additionally, BPD symptoms can be 

separated across several of the personality disorder traits that have been included in the 

ICD-11 (Crawford et al., 2018). This finding may indicate that BPD reflects a set of 

maladaptive personality traits rather than a unified syndrome (Crawford et al., 2018). It 

is currently unclear how the ICD-11 model of personality disorder maps onto the 

HiTOP model (Kotov et al., 2017). There is some initial evidence that ICD-11 

personality disorder traits may be accounted for by broader dimensions of 

psychopathology within the HiTOP model (Wright & Simms, 2015) but further 

investigation is warranted to assess the joint structure of psychopathology and 

personality disorder dimensions. The present thesis findings may contribute to a 

growing evidence base that questions the validity of a BPD construct (Tyrer et al., 

2019). Further investigation is warranted to assess if BPD reflects a valid psychological 

construct in light of other forms of psychopathology or personality disorder traits. 

Further research is also required to assess the validity of BPD in the context of CPTSD. 

 

7.3.4. The general factor of psychopathology 

In chapter 6, a general factor was found to underlie all traumatic stress and BPD 

symptoms and this general factor was assumed to represent a shared liability to 

psychopathology which has been termed P (Caspi & Moffitt, 2018). Latent variable 

modelling is agnostic and cannot reveal the true nature of this unobserved variable. The 

general factor identified may reflect a method effect such as capturing response styles 

during self-report data collection (i.e. tendency to report about oneself negatively or 

positively; Caspi & Moffitt, 2018). In chapter 6, the general factor identified was 

associated with predictor variables including trauma exposure and outcome variables 

such as psychological well-being. These significant associations may indicate that the 
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general factor reflects a meaningful psychological phenomenon (i.e. a predisposing 

vulnerability) rather than a possible method effect as risk for psychopathology has been 

theorised to only operate in the context of vulnerability (Meehl, 1962; Monroe & 

Simmons, 1991). Several suggestions have been put forward as to what P possibly 

reflects (Caspi & Moffitt, 2018).  

 

First, it has been hypothesised that P represents a diffuse unpleasant affective 

state, generally termed neuroticism or negative emotionality (Lahey, Krueger, Rathouz, 

Waldman, & Zald, 2017). Evidence for this hypothesis comes from longitudinal studies 

that have demonstrated that neuroticism predicts multiple psychiatric disorders (Kotov, 

Gamez, Schmidt, & Watson, 2010). Further evidence for this hypothesis comes from 

twin studies which have identified that common genetic factors influence levels of 

neuroticism and negative emotionality (Tackett et al., 2013). Second, it has been 

hypothesised that P may represent poor impulse control over emotions (Carver, 

Johnson, & Timpano, 2017). It has been suggested that deficits with various forms of 

emotion regulation including response inhibition (i.e. impulsive speech and action in 

response to emotions) and cognitive impulsiveness (i.e. rumination about the 

consequences and cause of distress; Caspi et al., 2014; Castellanos-Ryan et al., 2016) 

may reflect the functional mechanism inherent to P. Evidence for this hypothesis comes 

from longitudinal research which demonstrates that poor impulse control in childhood, 

reflecting executive deficits and emotion dysregulation, cuts across all disorder 

liabilities and poses a key predictor of P (Snyder et al., 2015). Third, it has been 

hypothesised that P may reflect deficits in intellectual intelligence (Caspi et al., 2014; 

Castellanos-Ryan et al., 2016). Evidence for this hypothesis comes from research 

highlighting that deficits in intellectual function (i.e. attention, concentration, visual 
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perceptual processing, and visual-motor co-ordination) have been associated with higher 

scores on P (Caspi et al., 2014; Castellanos-Ryan et al., 2016). Several explanations 

may account for this association, it may be the case that a lower level of intelligence 

may reduce mental health literacy and preclude early help-seeking, or low cognitive 

ability may increase exposure to life stressors (Caspi & Moffitt, 2018). Lastly, it has 

been suggested that P reflects disordered thought process (Caspi et al., 2014). 

Disordered thought processes may not only be confined to only psychosis symptoms but 

may reflect any illogical or distorted cognitions such as rumination, intrusive thoughts, 

irrational fears, or dissociative states (Caspi & Moffitt, 2018). From this perspective 

disordered thought processes underlie liability to every disorder (Caspi & Moffitt, 

2018). If P reflects disordered thought processes, a high location along P may increase 

liability to psychopathology with more severe disordered thought processes, such as 

psychosis (Caspi & Moffitt, 2018). Evidence for this hypothesis comes from research 

demonstrating that plans to end one’s life, which may represent one of the most 

disordered thought processes, has been linked to a general liability to psychopathology 

(Hoertel et al., 2015). Evidence for all of these hypotheses was found in the present 

thesis, although a proxy for intellectual intelligence lower education was linked to P, as 

was suicidal behaviour, and symptoms reflecting possible neuroticism or poor impulse 

control over emotions (i.e. difficulty calming down when upset, fears of abandonment). 

Further research is required to assess the true nature of P, but P may also represent all of 

the latter suggestions. 

 

At present, P has not been recognised within mainstream psychiatry. 

Recognition of this phenomenon and the recognition of a dimensional model of 
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psychopathology may have significant implications for advancing clinical research and 

practice.  

 

7.4. Future research implications for the HiTOP model of psychopathology  

The present thesis provided evidence that PTSD, DSO, and BPD symptoms were best 

conceptualised as comprising associated phenomena that were further linked by a 

shared vulnerability to psychopathology. This finding is consistent with the HiTOP 

model (Kotov et al., 2017), but contrasts the categorical approach to psychopathology 

which assumes that disorders reflect distinct entities characterised by either presence or 

absence. As outlined within the introductory chapter of this thesis, the HiTOP model 

may overcome many of the limitations inherent to a categorical approach to 

psychopathology, including a loss of information, improved reliability, and can account 

for comorbidity (Clark & Watson, 2006; Kotov et al., 2017; Markon, Chmielewski, & 

Miller, 2011; Watson, 2003).  

 

The continued use of diagnoses within research may be hindering scientific 

progress. To date, most clinical research has employed a case-controlled design, 

whereby individuals that meet the criteria for a particular disorder are compared to 

individuals that do not meet the criteria for psychological distress or present with a 

different disorder (Conway et al., 2019). For example, this approach was dominant 

during the initial phases of psychiatric research and resulted in many separate studies 

evaluating the contribution of child maltreatment to various forms of psychopathology. 

This line of research has consumed considerable resources but has failed to reveal any 

unique associations between aetiological factors such as child maltreatment and specific 

disorders (Conway et al., 2019). Instead, it has been found that maltreatment poses a 
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risk factor for multiple disorders (Conway et al., 2019). Ignoring the high rate of 

comorbidity between disorders and recruiting participants based on a particular 

diagnosis has been criticised for creating a fragmented scientific record and for 

piecemeal progress within mental health research (Caspi & Moffitt, 2018; Conway et 

al., 2019; Hopwood et al., 2019; Ruggero et al., 2019).  

 

In contrast, the HiTOP model may have the potential to accelerate mental health 

research (Kotov et al., 2017). A distinguishing feature of this model is the hierarchical 

organisation of psychopathology. The hierarchical structure implies that various 

processes are implicated in the origins and outcomes of psychopathology. Any cause or 

outcome of psychopathology could arise because of processes related to the specific 

lower dimensions or the broader higher dimensions (Forbes, Tackett, Markon, & 

Krueger, 2016). For example, PTSD has been theorised to have a unique association 

with trauma exposure, but trauma exposure, especially that occurring during early life, 

has proven a potent and non-specific aetiological factor for most forms of 

psychopathology (Green et al., 2010; McLaughlin et al., 2010). The present thesis 

findings indicated that trauma exposure had a significant association with P. This 

finding may indicate that trauma influences the development of various forms of 

psychopathology via process inherent to P. If this is the case, then aetiological models 

of posttraumatic distress should be updated and reformulated to account for the finding 

that trauma exposure confers risk for various forms of psychopathology. 

Simultaneously, PTSD demonstrated a unique association with trauma exposure even 

after adjusting for a shared vulnerability to psychopathology. This finding may suggest 

that while trauma can lead to the development of various forms of psychopathology via 

process related to broader dimensions of psychopathology, there may be unique trauma-
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related processes contributing to the development of psychopathology at the lower 

levels of the hierarchy (e.g. PTSD may arise from a failure to integrate trauma 

memories into narrative memory; Brewin et al., 1996). The HiTOP model enables 

researchers to elicit information about the effect of trauma concerning general and 

specific forms of psychopathology. The HiTOP model therefore may contribute to the 

development of more nuanced aetiological models of psychopathology (Conway et al., 

2019).  

 

The HiTOP model may also advance research concerning the genetic and 

neurobiological underpinnings of psychopathology. Evidence from twin studies 

demonstrates that there may be an overarching genetic liability factor that creates 

vulnerability to all forms of psychopathology, which may be reflective of P (Pettersson, 

Larsson, & Lichtenstein, 2016). Genetic influences may also be identified at the lower 

levels of the hierarchy. For example, antisocial behaviour and substance-use conditions 

have been found to share a common genetic diathesis while depressive and anxiety 

syndromes have been found to share another distinct genetic substrate (Kendler & 

Myers, 2014). Furthermore, certain symptoms or syndromes may possess unique 

genetic influences (Kendler, Aggen, Prescott, Crabbe, & Neale, 2012; Rosenström et 

al., 2017). A case-controlled designed would not be capable of untangling the 

hierarchical genetic underpinnings of psychopathology. These findings highlight that 

the HiTOP model can be used to illicit more nuanced information about the genetic 

factors implicated in the development of psychopathology (Conway et al., 2019).  

 

Similarly, the HiTOP model may provide a useful framework to determine the 

neurological underpinnings of psychopathology. Brain function and structure studies 
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also show that brain activity patterns do not correspond to categorical diagnosis. For 

example, there are no ‘centres’ in the brain that correspond to schizophrenia or 

depression (Sprooten et al., 2017), rather similar patterns of activity that have been 

identified across major diagnoses  (Goodkind et al., 2015; McTeague et al., 2017). As 

such, there may exist common patterns of activation which underpin broader 

dimensions of psychopathology. For example, the neurological underpinnings of P 

remain unclear, but higher levels of P have been associated with aberrant patterns of 

activation within the cingulate cortex (Shanmugan et al., 2016). Additionally, after 

accounting for the phenotypic variation explained by P, some unique patterns of 

activation have been observed for specific symptoms. For example, psychosis has been 

associated with hypoactivation of the dorsolateral prefrontal cortex (Shanmugan et al., 

2016).  

 

There are currently no specific biomarkers for PTSD. Patterns of brain activity 

that have been identified among those with PTSD have also been identified across other 

disorders such as depression (Lehrner & Yehuda, 2014). This may reflect the limitations 

inherent to the use of diagnoses and case-controlled designs to determine the 

biomarkers of PTSD. It may be necessary to organise psychopathology dimensionally 

and hierarchically to identify the biomarkers common to all forms of psychopathology 

and to assess if there are biomarkers unique to specific symptoms such as PTSD or 

DSO.  

 

7.5. Clinical implications  

Although the HiTOP model may provide a more superior classification of 

psychopathology as it can overcome the limitations associated with diagnosis, there is 
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currently a lack of research focusing on the implementation of such a model within 

clinical practice. Several researchers have begun to discuss the potential clinical utility 

of the HiTOP model (Hopwood et al., 2019; Ruggero et al., 2019).  

 

The DSM and ICD already have established clinical utility and existing 

treatment guidelines are generally based upon diagnoses. However, it has been reported 

that many clinicians do not select a particular treatment according to a particular 

diagnosis but rather focus upon a variety of symptoms and presenting problems 

(Baldwin & Kosky, 2018; First et al., 2018; Taylor, 2016). This type of assessment may 

already be more aligned to the HiTOP model, as the model allows clinicians to focus on 

a broad number of dimensions, syndromes, or symptoms as appropriate (Hoppman et 

al., 2019; Ruggero et al., 2018).  

 

One of the most radical implications of the HiTOP model and the existence of P 

may be that clinicians could potentially provide the same treatment to all clients 

regardless of their presenting problems (Caspi & Moffitt, 2018). Evidence for this 

hypothesis comes from the increasing popularity of transdiagnostic therapies. 

Transdiagnostic therapies reflect therapies that were initially developed for one disorder 

but have proven successful in treating a range of different disorders. For example, 

dialect behaviour therapy was initially developed to treat BPD symptoms but has 

proven effective in treating a range of psychopathology (Linehan, 1993; Neacsiu, 

Eberle, Kramer, Wiesmann, & Linehan, 2014). It has been suggested that 

transdiagnostic therapies may help people presenting with remarkably different 

problems because they may target aspects of emotion dysregulation and neuroticism, as 
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well as restructuring thought processes, all of which are considered aetiological factors 

of P (Capsi & Moffitt, 2018).  

 

It is also possible that there may be some more nuanced therapeutic 

requirements for particular syndromes or symptoms at the lower level of the hierarchy 

(Caspi & Moffitt, 2018). It has been suggested that transdiagnostic therapies may 

provide the first line of treatment, and if clients do not show improvements then more 

specialised treatments may be required (Caspi & Moffitt, 2018). This assumption 

depends on whether on-going research can identify if different treatments are associated 

with different regions of the HiTOP model (Hoppman et al., 2019; Ruggero et al., 

2018). For example, within chapter 6, PTSD and DSO symptoms were distinguishable 

from P which may suggest that specific processes underlie the development of these 

symptoms.  

 

In general, the introduction of ICD-11 PTSD may have implications for the 

treatment of traumatic stress. Although there are several theories of PTSD (Brewin & 

Holmes, 2003), one of the most influential theories, the dual-processing theory (Brewin, 

Dalgleish, & Joseph, 1996), may now be more closely aligned with ICD-11 PTSD. Dual 

processing theory assumes that a pathological response to trauma manifests when 

trauma memories are dissociated from ordinary narrative memory resulting in the 

emergence of re-experiencing symptoms (Brewin et al., 1996). According to this theory, 

successful treatment of PTSD depends upon transforming trauma memories into 

narrative memory, which can be made possible through the use of exposure-based 

therapeutic techniques such as eye movement desensitization and reprocessing therapy 

or narrative exposure therapies (Brewin & Homles, 2003). Most treatment guidelines 
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for PTSD recommend the use of trauma-focused cognitive behaviour therapy (National 

Institute of Clinical Excellence, 2005) but these recommendations are largely based 

upon research documenting the treatments that were effective in treating DSM-IV and 

DSM-5 PTSD. As ICD-11 PTSD focuses exclusively on the core PTSD symptoms (i.e. 

re-experiencing in the here and now). The effectiveness and applicability of cognitive 

behavioural therapy techniques may be somewhat reduced for those diagnosed with 

ICD-11 PTSD and perhaps exposure-based therapies may be increased for individuals 

diagnosed with ICD-11 PTSD (Brewin et al., 2017; Hoge et al., 2016). Further research 

is required to assess the therapies which are most effective in treating ICD-11 PTSD. 

Furthermore, it may also be necessary to conduct this research within the context of P to 

assess if PTSD symptoms require unique therapeutic techniques or whether these 

symptoms can be treated by transdiagnostic therapies.  

 

Similarly, it has been suggested that individuals with CPTSD may have 

additional therapeutic requirements (Cloitre et al., 2011; Karatzias & Cloitre, 2019). 

Current trauma therapies such as eye movement desensitization and reprocessing 

therapy as well as cognitive behaviour therapy may be effective in treating PTSD 

symptoms, but additional treatment considerations may be required to target DSO 

symptoms. It has been suggested that DSO symptoms may require treatments that 

encompass building emotion regulation skills, interpersonal skills, and promoting a 

positive self-concept (Cloitre et al., 2011; Karatzias & Cloitre, 2019). For example, 

‘Skills Training in Affective and Interpersonal Regulation Narrative Therapy’ (STAIR) 

was designed to target CPTSD like symptoms. STAIR incorporates narrative exposure 

therapy but also contains modules that focus on building emotion regulation and 

interpersonal skills as well as promoting resilience (Cloitre, Cohen, & Koenen, 2006). 
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One randomised control trial evaluated the effectiveness of STAIR among a sample that 

presented with PTSD related to child abuse (Cloitre et al., 2010). In the study, the full 

STAIR approach was provided to one group of individuals whereas two other groups 

received one component of the therapy in isolation (i.e. either narrative exposure 

therapy in isolation or only the modules aimed at improving emotion regulation and 

interpersonal functioning) in combination with non-specific supportive counselling. It 

was reported that individuals who received the full STAIR approach demonstrated 

significantly reduced PTSD symptoms, improved emotion regulation, and interpersonal 

functioning as compared to the two other groups (Cloitre et al., 2010). Further research 

is required to assess if there are additional therapeutic requirements for those with 

CPTSD. Again, if such research was conducted in the context of P, it would be possible 

to assess if there are truly unique treatment considerations for DSO symptoms or if 

transdiagnostic therapies may be just as effective in treatment CPTSD symptoms.  

 

Dimensional models of psychopathology have not been fully embraced in 

mainstream psychiatry as clinicians may be unsure of how to implement these models in 

a clinical setting. Decision making within clinical practice reflects an inherently 

categorical process (i.e. hospitalisation versus no hospitalisation or treatment versus no 

treatment) and this process may be more closely aligned with existing nosologies. This 

may pose a challenge for the integration of a dimensional model within clinical practice. 

Ultimately, categories may have to be integrated within the HiTOP model to facilitate 

the model’s implementation within clinical practice. For example, it has been suggested 

that dimensional models could rely on the use of empirically derived cut-off scores 

(Ruggero et al., 2018). This is common practice in medicine as data-driven categories 

can be superimposed upon dimensional measures for blood pressure, weight, and 
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cholesterol (Kraemer, Noda, & O'Hara, 2004), but such a strategy would require further 

validation in relation to dimensions of psychopathology. It should be noted that 

empirically derived cut-offs are still rare for the DSM-5 and ICD-11 diagnosis, thus 

empirically derived cut-off scores within a dimensional framework may still offer a 

more reliable measurement of psychopathology compared to the categorical system 

currently in place (Ruggero et al., 2018). Others remain sceptical that such cut-off 

points would be any less arbitrary than that offered by current diagnostic criteria and 

question if the improvements would justify the resources that would be required to 

implement such a paradigm shift (Bebbington, 2015).  

 

Many clinical and administrative actions outside of clinical practice also rely 

upon the use of diagnoses. A diagnosis can facilitate communication between various 

healthcare professionals, act as a gateway to different treatments options or support 

services, facilitate reimbursement for mental health services from insurance companies, 

can be used by insurance companies to calculate insurance premiums, and may be used 

in courts of law if an individual is to stand trial (Ruggero et al., 2019). The categorical 

decision making inherent to diagnoses may facilitate these processes but may continue 

to pose a limitation to implementing the HiTOP model within and outside of clinical 

practice, perhaps until such a point where these processes may become more closely 

aligned with a dimensional nosology (Ruggero et al., 2018).  

 

Any decision to reinvent current psychiatric nosology would require significant 

empirical evidence, as such a decision could have far-reaching implications. The 

categorical approach to psychopathology is likely to dominate psychiatric classification 

and mental health research for the foreseeable future. In the meantime, researchers and 
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clinicians should be aware of the limitations inherent to diagnosis and should realise 

that diagnoses such as PTSD may be imperfectly defined (Bebbington, 2015; Hoge et 

al., 2016). This does not mean that attempts to assess the validity of psychiatric 

disorders should be abandoned, rather it is necessary to continue to assess if current 

diagnostic systems reflect reality as close as is possible. At present, there is insufficient 

evidence to recommend clinicians to abandon the categorical approach to diagnosis. 

Empirically derived dimensional models of psychopathology may offer greater insight 

into the nature of psychopathology and may afford the opportunity in the future to 

refine or reform our existing classification systems (Caspi & Moffitt, 2018; Kotov, 

2017). 

 

7.6. Methodological considerations 

Although a detailed account of the major limitations associated with each analysis was 

provided within each of the empirical chapters, some of the overall limitations of the 

thesis should be taken into consideration when interpreting the thesis findings. 

 

First, a variety of scales were utilised to assess for CPTSD symptoms. Two of 

the empirical chapters (chapter 3 and chapter 6) employed the International Trauma 

Questionnaire (Cloitre et al., 2018) while two chapters (chapter 4 and chapter 5) 

selected index items to represent ICD-11 CPTSD symptoms from a variety of scales 

that were originally designed to assess for DSM based PTSD. Given the relative 

recency of the ICD-11 proposals (Maercker et al., 2013), most studies that have 

investigated the validity of CPTSD have employed the latter approach (Brewin et al., 

2017). Given this limitation, it may not be possible to directly compare the study 
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findings across the various chapters. This also prevents a comparison of the diagnostic 

rates of ICD-11 PTSD and CPTSD across the different samples. 

 

Second, the measurement of trauma exposure also varied across the sample. 

Within chapter 3 an adapted version of the Life Events Checklist-5 (LEC-5; Weathers et 

al., 2015) was employed. An adapted version of the measure was employed thus the 

measure no longer reflected a standardised validated measure. This may also explain 

why trauma did not have a significant association with the PTSD or DSO dimension. In 

chapters 4 and 5, various measures designed specifically for the National 

Epidemiological Survey on Alcohol and Related Conditions study were employed to 

measure trauma, while the LEC-5 (Weathers et al., 2015) was employed in chapter 6. 

The use of different trauma measures prevents a direct comparison of trauma exposure 

across the various samples. 

 

Third, psychiatric manuals largely overlook that there may be cultural factors 

that influence the expression of psychopathology, but it may be possible that cultural 

factors have been implicated within the present thesis findings. For example, the 

endorsement of a BPD symptom concerning fears of abandonment within the Israeli 

population was particularly high. Given that there has been limited investigation of BPD 

outside of North America and Europe it is not clear whether this reflects a cultural 

difference in the expression of BPD. The exploration of cultural differences in the 

expression of psychopathology was beyond the scope of the present thesis and such an 

investigation would likely require additional methodological considerations such as 

conducting qualitative analyses. 
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Fourth, all the analyses were of a cross-sectional nature. There is limited 

investigation of how PTSD, CPTSD, and BPD interact or present over time. Fifth, the 

first and last empirical chapters (chapter 3 and chapter 6) employed self-report data 

collection techniques. It is therefore possible that a self-report bias or a tendency to 

under or over-report symptoms may have impacted these findings (Growth-Marnat, 

2003). In contrast, the data for chapter 4 and chapter 5 was collected via interview-

based assessment which may provide a more reliable method of data collection 

(Growth-Marnat, 2003). Sixth, all analyses were conducted among adult populations 

therefore may not be applicable to child and adolescent samples. Further research would 

be required across child and adolescent samples to replicate the thesis findings.  

 

7.7. Policy implications 

As previously outlined, the data used in chapter 3 comprised primary data which was 

collected in collaboration with the Dublin Rape Crisis Centre (DRCC). The 

collaboration between mental health researchers and those working in other related 

disciplines (i.e. such as DRCC staff working in therapeutic, legal, policy, and advocacy 

roles) may enhance the study of psychotraumatology. The present thesis has, for the 

first time, provided the DRCC with information about the diagnostic rates of ICD-11 

traumatic stress disorders among DRCC service-users. These diagnostic rates 

highlighted the psychological impact of sexual violence. It was found that DRCC 

service-users are more likely to present with CPTSD as opposed to PTSD or no 

diagnosis. This information may be disseminated by DRCC staff to highlight the mental 

health status of DRCC service-users in an attempt to gain more resources for the centre. 

Based on these research findings a policy brief has been created which attempts to 

highlight how the research findings may contribute to DRCC practice and to a greater 
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understanding of the psychological impact of sexual violence in Ireland (please see 

Appendix C). 

 

7.8. Conclusion  

There are currently two definitions for PTSD within the ICD-11 and DSM-5 (APA, 

2013; WHO, 2018). These psychiatric manuals further differ as the ICD-11 has 

included a diagnosis of CPTSD, while the DSM-5 chose to omit such a diagnosis (APA, 

2013; WHO, 2018). The present thesis examined the validity of the ICD-11 revisions 

across various trauma-exposed populations using a variety of different latent variable 

modelling techniques. The present thesis findings provided support for the validity of 

CPTSD and found that the core symptoms which characterise CPTSD reflected 

meaningful psychological phenomena. It was also possible to distinguish CPTSD 

symptoms in light of other trauma-related pathologies including BPD. Overall, these 

findings contribute to a growing evidence base which documents the validity of ICD-11 

CPTSD (Brewin et al., 2017). It is not yet clear whether subsequent editions of the 

DSM will include a CPTSD diagnosis. The divergent definitions for trauma-related 

disorders within the ICD-11 and DSM-5 may undermine the credibility of psychiatric 

classification but may also encourage researchers to question the conceptualisation and 

the accuracy of psychopathology within the ICD and DSM. 

 

The arguments that led to the rejection of CPTSD within the DSM-5 (i.e. shared 

risk factors and high rates of comorbidity between PTSD and BPD; Resick et al., 2012) 

reflect limitations that are inherent to all psychiatric diagnoses. These limitations have 

led to the development of an empirically derived dimensional model of 

psychopathology (e.g. HiTOP model; Kotov et al., 2017) which may provide a more 
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valid classification system. The application of such a model to the study to the study of 

psychological trauma may provide valuable insights into the nature of trauma-related 

psychopathology. A dimensional model of psychopathology (i.e. HiTOP model; Kotov 

et al., 2017) may influence how researchers and clinicians approach trauma-related 

constructs such as PTSD, CPTSD, and BPD in future research and practice. Rather than 

viewing these phenomena as either present or absent, the symptoms that comprise these 

disorders may be viewed as associated phenomena that are linked by a shard 

vulnerability to psychopathology. Ultimately, determining the most valid classification 

system for mental illness remains a research priority as classification influences all 

aspects of research and clinical practice. 
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Appendix A 

Questionnaire used to collect data in the Dublin Rape Crisis Centre 
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Appendix B 

1. African American (Black, Negro, Afro-American) (n = 12, 3.9%) 

2. African (e.g., Egyptian Nigerian, Algerian) (n = 15, 4.9%) 

3. Austrian (n = 1, .3%) 

4. Belgian (n = 1 .3%) 

5. Central American (e.g., Nicaraguan, Guatemalan) (n = 29, 9.4%) 

6. Chicano (n = 1, .3%) 

7. Chinese (n = 8, 2.6%) 

8. Cuban (n = 84, 2.6%) 

9. Czechoslovakian (n = 2, .6%) 

10. English (n = 2, .6%) 

11. Filipino (n = 3, 1.0%) 

12. Finnish (n = 1, .3%) 

13. French (n = 2, .6%) 

14. German (n = 11, 3.6%) 

15. Greek (n = 1, .3%) 

16. Hungarian (n = 2, .6%) 

17. Indian, Afghanistani, Pakistani (n = 4, 1.3%) 

18. Indonesian (n = 2, .6%) 

19. Iranian (n = 6, 1.9%) 

20. Iraqi (n = 3, 1,0%) 

21. Israeli (n = 2, .6%) 

22. Italian (n = 4, 1.3%) 

23. Korean (n = 2, .6%) 

24. Lebanese (n = 3, 1%) 

25. Mexican (n = 2, .6%) 

26. Polish (n = 6, 1.9%) 

27. Puerto Rican (n = 1, .3%) 

28. Russian (n = 11, 3.6%) 

29. South American (Brazilian, Chilean, Columbian) (n = 11, 3.6%) 
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30. Spanish (Spain), Portuguese (n = 4, 1.3%)  

31. Vietnamese (n = 25, 8.1%) 

32. Yugoslavian (n = 6, 1.9%) 

33. Other Asian (Thai, Laotian, Cambodian, Burmese) (n = 19, 6.2%) 

34. Other Caribbean or West Indian (Spanish speaking) (n =1, .3%) 

35. Other Caribbean or West Indian (Non-Spanish speaking) (n = 1, .3%) 

36. Other Eastern European (Romanian, Bulgarian, Albanian) (n = 8, 2.6%) 

37. Other Middle Eastern (Saudi Arabian, Kuwaiti, Qatari, Syrian, Omani) (n = 3, 1%) 

38. Other Pacific Islander (Okinawian) (n = 2, .6%) 

39. Other Spanish (n = 4, 1.3%) 

40. Other (n = 3, 1%) 
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Appendix C 

Dublin Rape Crisis Centre Policy Brief 
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