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PREFACE 
The present PhD-thesis is prepared as a synopsis in accordance with the guidelines from the 

Faculty of Health and Medical Science at Copenhagen University. It is based on two studies and four 

papers. The central topic of the dissertation is an exploration of the ICD-11 post-traumatic stress 

disorders in outpatient mental health care services. The ICD-11 disorders are investigated with regard 

to maladaptive personality traits, personality functioning, and dissociation. The four papers are found 

at the end of this synopsis and are included in the form they had at the time of submission. 

The work was carried out in collaboration with all the outpatient clinics in Region Zealand and 

one outpatient clinic in the Capital Region that treats PTSD, among others. 
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ABSTRACT (ENGLISH) 
Introduction 

The International Classification of Diseases, 11th edition (ICD-11) includes a revision of post- 

traumatic stress disorder (PTSD) and a new “sibling” diagnosis to PTSD, complex PTSD (CPTSD). 

Studies have found issues with the old diagnostic demarcation of complex posttraumatic symptoms 

and evidence in favor of the two new diagnoses in the ICD-11 is accumulating. At this point, construct 

and discriminant validity of ICD-11 PTSD and CPTSD have been demonstrated in multiple studies 

from around the world. However, few studies have investigated the different clinical features of ICD- 

11 PTSD and CPTSD. For instance, unique personality traits and functioning has been acknowledged 

in the study of psychopathology and shared personality traits have been found to account for co- 

occurrence between disorders. However, the investigation of such features in relation to ICD-11 

PTSD and CPTSD have not been examined. Furthermore, prior research has documented overlaps in 

symptoms between dissociation and PTSD. Despite such evidence, the investigation of the 

relationship between ICD-11 PTSD/CPTSD and dissociation has not gained much interest yet. 

 
Aims 

The general purpose of the present thesis was two-fold. Firstly, we sought to investigate the 

frequency of traumatization, ICD-11 PTSD and CPTSD in outpatient mental health care settings in 

Denmark. Secondly, we sought to explore the demarcation of ICD-11 PTSD and CPTSD with areas 

that border the category of post-traumatic stress disorders: dissociation and personality pathology. 

The specific aims were: 1) to investigate frequencies of traumatic experiences, ICD-11 PTSD and 

CPTSD, overlap to ICD-10 disorders, and experienced types of traumatic events; 2) to explore 

whether DSM-5 section III personality traits and functioning can discriminate between ICD-11 PTSD 

and CPTSD; 3) to test the structural validity of ICD-11 CPTSD, and evaluate the relationship between 

ICD-11 CPTSD and dissociation. 

 
Method 

The present thesis comprises two studies and four papers: 1) a clinical epidemiological study 

encompassed in paper 1, and 2) a psychopathology study, exploring clinical manifestations and 

differential diagnostics encompassed in paper 2, 3, and 4. Cross-sectional data were collected from 

two different outpatient populations in mental health care services in Denmark. One population 

comprised outpatients seeking treatment for different diagnoses. The other population comprised 
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outpatients with an ICD-10 PTSD diagnosis. The instruments we used were: International Trauma 

Questionnaire, Life Events Checklist, Personality Inventory for DSM 5, Dissociative Symptoms 

Scale, Somatoform Dissociation Questionnaire, 5-items, World Health Organization – Well-being 

Index Five, and the Structured Clinical Interview for the DSM–5 Alternative Model for Personality 

Disorders, Module I. For diagnostic characteristics we used the MINI - International Neuropsychiatric 

Interview version 7.0.2 in study 2. 

 
Results 

Paper 1: Almost all patients had experienced at least one traumatic experience during their life. 

ICD-11 CPTSD was found to be more common, than PTSD. Both ICD-11 disorders had considerable 

overlap with most ICD-10 disorders that comprised the sample. One quarter of patients with ICD-10 

PTSD did not meet criteria for ICD-11 PTSD or CPTSD. 

Paper 2: Patients with ICD-11 PTSD or CPTSD had elevated scores on personality traits 

indicative of internalizing psychopathology. However, especially the personality trait domains 

Psychoticism and Negative Affectivity were found to discriminate between ICD-11 PTSD and 

CPTSD, showing higher impairment levels for patients identified with ICD-11 CPTSD. Detachment 

was moderately positively correlated to most of the ITQ symptom clusters. Furthermore, the ITQ 

Negative Self-concept symptom cluster showed a relatively high number of significant correlations 

across all the PID-5 trait domains and facets. 

Paper 3: Substantial differences were found between ICD-11 PTSD and CPTSD on all domains 

of personality functioning, showing higher impairment levels for patients identified with CPTSD. 

Higher levels of impairment on the identity and Intimacy domains were accountable for increase in 

disturbances in self-organization (DSO) symptom severity. 

Paper 4: The structure of ICD-11 CPTSD was replicated and supports that PTSD and DSO are 

related but distinct constructs. Generally, overall dissociative symptoms were found to be associated 

with all ICD-11 CPTSD symptom clusters. Nevertheless, dissociative Gaps in Awareness and 

Memory, and Sensory Misperception were not predicted by any of the ICD-11 CPTSD symptom 

clusters. Dissociative experiences appeared to be useful indicators in differentiating ICD-11 PTSD 

and CPTSD. 
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Conclusions and future direction 

Our findings suggest that outpatients in Danish mental health care have experienced severe 

traumatization during their life. Most patients seeking treatment for posttraumatic stress in mental 

health care are likely to present with CPTSD. Reduced prevalence rates of PTSD from ICD-10 to 

ICD-11 was evident in all our samples. Further research is required to determine what is accountable 

for this difference and what implication it has for patients who will not get a PTSD-diagnosis 

according to ICD-11. From the results in study 2 we can conclude that ICD-11 PTSD and CPTSD are 

not only discriminated on a factorial level, but also on clinical features of dissociation and personality 

pathology. Furthermore, it seems that there are differences in personality traits of people with PTSD 

and those with CPTSD. The magnitude of impairment in personality functioning was very high for 

patients meeting the criteria for ICD-11 CPTSD. Consequently, we suggest that future studies 

investigate how CPTSD can be discriminated from personality disorders on personality functioning. 

We can also conclude that ICD-11 CPTSD is strongly associated with dissociation, especially 

psychoform dissociation. Further work is required to extend the findings from the present thesis in a 

larger sample and uncover how these findings can be integrated into treatment programs. 
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DANSK RESUMÉ (DANISH SUMMARY) 
Introduktion 

Den ellevte udgave af sygdomsklassifikationen International Classification of Diseases (ICD-11), 

inkluderer en opdateret formulering af posttraumatisk stressforstyrrelse (PTSD) samt en ny 

”søsterdiagnose” til PTSD, nemlig kompleks PTSD (KPTSD). Flere studier har påvist en række 

problemstillinger med tidligere diagnostiske afgrænsninger af komplekse posttraumatiske 

symptomer, mens der akkumuleres evidens for de to nye diagnoser i ICD-11 i flere nyere studier. På 

nuværende tidspunkt er begrebs- og divergensvaliditeten for ICD-11 PTSD og KPTSD blevet 

demonstreret i adskillige studier på verdensplan. Imidlertid har kun få studier undersøgt forskellige 

kliniske karakteristiske egenskaber af ICD-11 PTSD og KPTSD. Unikke personlighedstræk og 

sværhedsgrad anerkendes for eksempel til undersøgelse af psykopatologi, og man har fundet ud af, at 

fælles personlighedstræk forklarer sammenhængen mellem samtidigt forekommende lidelser. 

Alligevel er der ikke foretaget undersøgelser af dette i relation til ICD-11 PTSD og KPTSD. 

Herudover har tidligere studier fundet overlap af symptomer mellem dissociative lidelser og PTSD. 

På trods af resultaterne, har forholdet mellem ICD-11 PTSD/KPTSD og dissociation ikke generet 

meget interesse endnu. 

 
Formål 

Det overordnede formål med denne Ph.d.-afhandling er todelt. Den ene del omhandler en 

undersøgelse af hyppigheden af traumatiske oplevelser, ICD-11 PTSD og KPTSD, i den ambulante 

psykiatri i Danmark. Den anden del består af en undersøgelse der udforsker afgrænsningen af ICD- 

11 PTSD og KPTSD indenfor områder, der grænser op til de posttraumatiske stresslidelser, nemlig 

dissociation og personlighedspatologi. Derfor er de specifikke mål med afhandlingen følgende: studie 

1 undersøger hyppigheden af traumer, ICD-11 PTSD og KPTSD, overlap med ICD-10 lidelser, samt 

forskellige oplevede typer af traumatiske hændelser. Studie 2 undersøger om DSM-5 sektion III 

personlighedstræk og funktionsniveau kan diskriminere mellem ICD-11 PTSD og KPTSD og at teste 

den strukturelle validitet af ICD-11 KPTSD samt evaluere forholdet mellem ICD-11 KPTSD og 

dissociation. 

 
Metode 

Denne afhandling består af to studier og fire artikler. Studie 1 er et klinisk epidemiologisk studie 

og er beskrevet i artikel 1. Det andet studie er et eksplorativt psykopatologisk studie, der undersøger 
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kliniske manifestationer og forskellige diagnoser, som behandles i artikel 2, 3 og 4. Tværsnitdata er 

indhentet fra 2 forskellige populationer af ambulante psykiatriske patienter i Danmark. Den ene 

population består af ambulante patienter, som søgte behandling for forskellige psykiatriske diagnoser. 

Den anden population består af ambulante patienter med en ICD-10 PTSD-diagnose. Følgende 

instrumenter er anvendt i dataindsamlingen: International Trauma Questionnaire, Life Events 

Checklist, Personality Inventory for DSM-5, Dissociative Symptoms Scale, Somatoform Dissociation 

Questionnaire, 5-items, World Health-Organization – Well-being index five, og The Structured 

Clinical Interview for the DSM-5 Alternative Model for Personality Disorders, Module I. 

Diagnostiske egenskaber blev undersøgt med MINI – International Neuropsychiatric Interview 

version 7.0.2 i studie nr. 2. 

 
Resultater 

Artikel 1: Stort set alle patienter havde været udsat for mindst én traumatisk oplevelse. ICD-11 

KPTSD forekom oftere end PTSD. Begge ICD-11 PTSD-lidelser havde betydelige overlap med de 

fleste ICD-10 lidelser, der omfattede undersøgelsen. En fjerdedel af patienterne i undersøgelsen med 

påvist ICD-10 PTSD opnåede ikke kriterierne for ICD-11 PTSD eller KPTSD. 

Artikel 2: Patienter diagnosticeret med ICD-11 PTSD eller KPTSD scorede højt på 

personlighedstræk, der kan sidestilles med internaliserende psykopatologi. Den højere score på 

personlighedstræksdomænerne Psychoticism og Negativ Affektivitet viste sig især at skelne patienter 

identificeret med ICD-11 KPTSD fra patienter der blev identificeret med ICD-11 PTSD, da patienter 

med ICD-11 KPTSD havde en større forstyrrelse. Personlighedstrækdomænet tilbagetrækning 

korrelerede moderat med de fleste ITQ-symptomklynger. Derudover viste ITQ-symptomklyngen 

negativ selvopfattelse betydningsfulde sammenhænge på tværs af alle PID-5 

personlighedstrækdomæner 

Artikel 3: Der blev fundet betydelige forskelle mellem ICD-11 PTSD og KPTSD indenfor alle 

domæner af personlighedsfunktionsniveau med påvist øget sværhedsgrad for alle patienter 

identificeret med KPTSD. Vi fandt også, at jo lavere funktionsniveauet var indenfor identitets- og 

intimitetsområdet, desto højere var scoren på forstyrrelse i selvorganisering (DSO; domænet der 

beskriver KPTSD). 

Artikel 4: KPTSDs struktur blev efterprøvet i denne undersøgelse, og understøtter dermed at 

PTSD og DSO er relaterede, men har forskellige konstruktioner. På det overordnede plan viste 

undersøgelsen også, at dissociative symptomer var relateret til alle symptomklynger under ICD-11 
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KPTSD. Ikke desto mindre viste det sig, at de dissociative fænomener som for eksempel ”huller” i 

hukommelse og opmærksomhed samt sensorisk perceptionsforstyrrelse formentlig ikke er relateret 

til symptomklyngerne under ICD-11 KPTSD. Dissociative oplevelser viste sig at være brugbare 

indikatorer i distinktionen mellem ICD-11 PTSD og KPTSD. 

 
Opsummering og fremtidig perspektivering 

Vores undersøgelser tyder på, at ambulante patienter i den danske psykiatri har været udsat for 

alvorlige traumatiske oplevelser i deres liv. Langt de fleste af de patienter, der har søgt behandling 

for posttraumatisk stress i psykiatrien, viste i høj grad tegn på KPTSD. Der blev påvist en reduceret 

prævalens af ICD-10 PTSD i forhold til ICD-11 PSTD i alle vores undersøgelser. Yderligere 

forskning er nødvendig for at afgøre, hvad der ligger til grund for denne forskel, samt hvilke 

konsekvenser det vil få for de patienter, der ikke får en PSTD-diagnose i henhold til ICD-11. 

Resultaterne i studie nr. 2 viser at ICD-11 PTSD og KPTSD ikke blot bliver diskrimineret på et 

faktorielt niveau, men også på kliniske niveauer omhandlende dissociation og personlighedspatologi. 

Derudover ser det ud til, at der er er forskelle i personlighedstræk mellem patienter med ICD-11 

PTSD og KPTSD. Sværhedsgraden af personlighedsfunktionsniveauet viste sig at være meget høj for 

de patienter, der opfyldte kriterierne for ICD-11 KPTSD. Derfor foreslår vi, at fremtidige 

forskningsstudier undersøger, hvordan KPTSD er adskilt fra personlighedsforstyrrelser på 

personlighedsfunktionsniveauet. Vi konkluderer også, at ICD-11 KPTSD er særdeles relateret til 

dissociation, især til den psykoforme dissociation. Yderligere undersøgelser er dog nødvendige for at 

understøtte denne Ph.d.-afhandlings konklusioner samt for at undersøge, hvordan disse resultater kan 

integreres i behandlingsprogrammer for patienter med KPTSD. 
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1 BACKGROUND 

1.1 TRAUMATIC STRESS 
Stressful experiences are a central aspect of human life but also a potential threat to homeostasis 

(1). If confronted with a stressful experience, a reaction is elicited based on the perceived threat 

appraisal (2). Following exposure to a potentially threatening event, there is a cascade of changes in 

the biological systems (i.e., the nervous, cardiovascular, endocrine, and immune systems) constituting 

a physical stress response (1). An acute stress response, a response in the immediate aftermath of a 

stressful experience, is generally adaptive and helps the individual stay focused, energetic, and alert. 

This reaction has a protective function as it allows the individual to endure the stressful experience. 

The acute stress response most often dissolves within weeks and usually does not cause a long-term 

health burden. However, repeated and continuous activation of the acute stress response system is 

indicative of a chronic stress response, which is generally maladaptive and potentially can lead to 

psychological disorders. 

There is an ongoing discussion of when a stressful experience can be understood as a traumatic 

stressor. According to the present International Classification of Diseases and Related Health 

Problems, 10th Revision (ICD-10), the traumatic stressor criteria is defined as an extraordinary 

event(s) that is “of an exceptionally threatening or catastrophic nature, which is likely to cause 

pervasive distress in almost anyone (i.e., natural or man-made disaster, combat, serious accident, 

witnessing the violent death of others, or being the victim of torture, terrorism, rape, or other crime)” 

(3, p. 120). This description emphasizes the intensity of the exposure and excludes stressors of lesser 

intensity. Yet, previous studies have found stressors of a supposedly lesser severity (i.e., marital 

disruption, affairs, and divorce) to be associated with the full set of post-traumatic stress reactions 

included in post-traumatic stress disorder (PTSD) (4). 

Exposure to a traumatic event is a prerequisite for a diagnosis of PTSD but is also associated with 

several other mental and physical disorders (5). In ICD-10, traumatic events are additionally 

recognized in the formulation of the following mental disorders: F23.x1 acute and transient psychotic 

disorders, F44 dissociative disorders, and F62.00 enduring personality change after catastrophic 

experiences (EPCACE) (3). Furthermore, previous studies have shown an added risk of developing 

psychopathological disorders when experiencing multiple traumatic events (5). 

Individuals with a severe mental illness have also been found to have a substantially greater risk 

of being exposed to traumatic experiences compared to the general population (6–9). Still, there 

appears to be a general reluctance to obtain information about traumatic experiences in mental health 
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care services, despite evidence pointing to traumatic experiences as highly common and clinically 

important in mental health populations (6,9). 

 
1.2 POST-TRAUMATIC STRESS DISORDER 

1.2.1 PTSD IN THE DIAGNOSTIC CLASSIFICATION SYSTEMS 

PTSD appeared as a diagnosis for the first time in DSM III in 1980. The inclusion legitimized that 

reactions to traumatic events could lead to a psychological disorder. PTSD was placed under the 

category for anxiety disorders possibly because the observed primary responses to traumatic events 

were panic, cognitive and emotional distress, and physical responses (10). Before PTSD was included 

in DSM III, posttraumatic reactions were defined as short-lived, acute, transient responses to unusual 

and overwhelming stress experienced by individuals with no premorbid psychopathology. Examples 

include “gross stress reactions” in DSM I and “adjustment reactions of adult life” in DSM II (11). 

The same developmental pattern appeared in the ICD system with an initial inclusion of the “transient 

situational disorder” in the 8th edition (12). With the ICD-10 revision in 1990 two new disorders 

emphasizing chronic responses to traumatization were added: F43.1 PTSD and F62.00 EPCACE. 

Today, the diagnostic classification systems acknowledge that reactions to traumatic stress can be 

acute and transient in nature, but also severe and chronic, such as delineated in PTSD and now in the 

new included disorder Complex PTSD (CPTSD) in ICD-11. 

 

1.2.2 THE PRESENT PTSD FORMULATION 

The present formulation of PTSD in ICD-10 is still classified under the category of anxiety 

disorders and follows exposure to an external traumatic experience of exceptional threatening or 

catastrophic character. The symptoms of PTSD are divided into three symptom clusters: (a) repeated 

reliving of the traumatic experience in intrusive memories (“flashback”) or dreams, (b) avoidance, 

especially of cues that reminds the individual of the experienced traumatic event, (c) a state of 

hyperarousal with hypervigilance, enhanced startle reaction and insomnia (3, p. 120). According to 

ICD-10 the onset of PTSD “follows the trauma with a latency period which may range from a few 

weeks to months (but rarely exceeds 6 months)” (3, p.120). However, ICD-10 authorizes that ”a 

"probable" diagnosis might still be possible if the delay between the event and the onset was longer 

than 6 months, provided that the clinical manifestations are typical and no alternative identification 

of the disorder (e.g. as an anxiety or obsessive-compulsive disorder or depressive episode) is 

plausible” (3, p. 120). The research criteria are construed more rigidly and states that PTSD manifest 
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within six months after exposure to the traumatic event or after the end of a period of stress (13). A 

rigid application of the duration criterion, as delineated in the research version of ICD-10, is typical 

of clinical practice in Denmark (14) and in compensation claims, this is problematic as there is 

growing evidence showing that a delayed onset of PTSD may occur (15,16). Another complicating 

factor of choosing to adhere to the rigid and strict duration criteria is that investigations of the exact 

time course of the expression can be affected by a potential unreliable retrospective report of the 

symptom trajectory and this is often so in people with long-term disorder course (17). There is also 

evidence suggesting that the relationship between intrusive recollection and arousal is less apparent 

in the immediate aftermath of exposure and that avoidance behaviors develop over time (18). In DSM-

IV this evidence was acknowledged and denoted in a specifier stating “with delayed onset”. It has 

been shown that the trajectory of delayed onset of PTSD starts with the immediate exhibition of 

expressions of some of the symptoms defined in the PTSD diagnostic criteria after exposure to a 

traumatic event. The expressions of this “subsyndromal PTSD” goes on throughout the delayed 

period, but the full syndrome does not develop until later and often following a new exposure to a 

traumatic experience (15). In DSM-5 this specifier has been slightly altered to “with delayed 

expression”, since “onset” implies that the disorder did not exist prior to meeting the full PTSD 

criteria (15). 

 

1.2.2.1 Etiological factors 

Even though exposure to traumatic events has been found to be surprisingly common (19,20), 

only a small minority of people in the population develops PTSD (21). Therefore, other factors (i.e., 

vulnerability, maintenance, and health promoting) have been considered as predictors of development 

and maintenance of PTSD symptoms. Results from three systematic meta-analyses (22–24) and a 

prospective longitudinal study of assault survivors (25) showed that there is a complex relationship 

between vulnerability factors, peritraumatic reactions, maintaining factors, posttraumatic processes, 

health promoting factors and the development of PTSD. Different determinants may have an effect 

in the first weeks or months influencing the transition from distress to disorder. In Figure 1.1 a 

composition of how the etiological factors found in the meta-analyses and longitudinal study relates 

and influence the transition from distress to disorder is demonstrated. Figure 1.1. describes the 

following etiological factor groups: 
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1) Predisposing factors: 

Studies have consistently found women to be at greater risk of developing PTSD, despite the 

fact that men are more frequently exposed to traumatic events (26,27). This result is sustained 

when controlling for other sociodemographic factors (28). Higher levels of neuroticism, 

history of prior traumatic experiences, history of psychological traumatization prior to the 

traumatic experience, family history of psychopathology, and pre-existing anxiety and 

depression are all found to be vulnerability factors predicting PTSD (22,24,29). 

Vulnerability factors have an impact on the individual’s capacity to modulate acute 

arousal, to engage in reappraisal of the experience, and to develop novel meaning of the 

experience (30). 

2) Peritraumatic reaction factors: 

Peritraumatic dissociation, perceived life threat during traumatization and peritraumatic 

emotional reaction are also found to be central prerequisites of PTSD (22,24). For certain 

traumatic events (i.e., rape), the conditional risk for PTSD is found to be high regardless of 

other involved individual risk factors (31). 

3) Posttraumatic maintenance factors: 

Not having social support, cognitive maintaining factors, mental defeat, and rumination about 

the trauma, and other stressful life situations are all factors that lower the resources that 

underpin healthy coping in posttraumatic processes and thereby becomes maintaining factors 

(24) 

4) Posttraumatic resources and health promoting factors: 

Having social support, having an education and being able to disclose the traumatic 

experience have been found to be resources and protective factors in preventing the resolution 

from distress to disorder (24). 

5) Posttraumatic processes and consequences: 

The neurobiology of the individual distress-response and anchoring the traumatic experiences, 

the peritraumatic life threat, and the emotional reaction in the memory system are central 

aspects of posttraumatic processes from transition to disorder (18,30). 

Opposite, exposure to traumatic experiences can promote personal growth and 

increased self-respect, by going through a process of reassessing once values and priorities 

(32). 
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Figure 1.1. Etiological factors influencing the developmental process of trauma disorders. 
 

Note: Modified from Maercker & Augsburger, 2019 p. 27; McFarlane &Yehuda, 2009 p. 157 (18,30). 
 
 

1.2.2.2 Prevalence rates 

Prevalence rates of PTSD in the general population have mostly been based on DSM criteria (26) 

and ranges between 0% - 9.2% (31,33). Prevalence rates of PTSD among patients with severe mental 

illness have been found to have an average rate of 30% (range: 20 - 47%) (34). 

 

1.2.2.3 Differential diagnostics 

The present formulation of PTSD in ICD-10 has wide-ranging overlap in symptoms with other 

disorders. Sleep problems, concentration difficulties, and irritability are shared symptoms both with 

generalized anxiety and depression. Social withdrawal, loss of interest, and hopelessness are also 

shared with depressive disorders (35). The symptoms emotional and physiological arousal and 

avoidance overlap with phobic disorders; and flashbacks, amnesia, detachment, and restricted range 

of affect are overlapping with dissociative disorders (36). Recurrent intrusive unwanted thoughts and 

memories, repetitive behaviors aimed at reducing distress, and avoidance of stimuli that cause 

intrusive thoughts to occur are symptoms that are similar with OCD diagnoses (37,38). Re- 

experiencing (i.e., flashbacks) show similarities with positive psychotic symptoms such as auditory, 

visual or sensory hallucinations (39). Furthermore, negative alterations in cognitive perceptions (i.e., 

paranoia, suspiciousness, possible delusions) may have a delusional quality (40). These symptoms 
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may clinically be difficult to distinguish from psychosis in schizophrenia, brief psychotic disorders 

and other psychotic disorders. PTSD and Adjustment disorder (AJD) can in clinical assessment be 

difficult to differentiate because both are linked to distress that develops after exposure to a stressor. 

However, PTSD and AJD differs in the nature of the stressor and symptoms, and the symptoms of 

PTSD tend to last longer than in AJD. PTSD may develop following a traumatic stressor, whereas 

AJD tend to develop after a stressful life event (3). There is also an overlap in symptoms 

accompanying traumatic brain injury (TBI) and PTSD. Research suggests that TBI can result in 

emotional numbing, derealization, reduced awareness of surroundings, depersonalization, and 

amnesia (41), which also are symptoms of PTSD. A complicating issue in differential diagnosis of 

TBI and PTSD is amnesia, it is difficult to differentiate between organic and psychogenic amnesia 

(41). However, symptoms that distinguishes the presentation of PTSD from TBI is re-experiencing 

and avoidance, and vice versa symptoms that distinguishes the presentation of TBI from PTSD is 

confusion and persistent disorientation (42). 

 

1.2.2.4 Comorbidity 

One of the largest epidemiological survey of comorbidity of PTSD, The US National comorbidity 

survey (NCS) conducted by Kessler et al. (1995), reviewed data from a survey of 6000 individuals 

aged 15 to 54. This study found a lifetime history of at least one other present DSM-III-R mental 

disorder in 88.3% of the men and 79% of the women with lifetime PTSD. The most common lifetime 

comorbidity with PTSD were major depressive disorder, anxiety disorders, and alcohol and substance 

abuse/dependence disorders (28). In a large national representative sample (N = 34,653; response rate 

70.2%) from the US National Epidemiologic Survey on Alcohol and Related Conditions Wave II 

(NESARC-2) 24.2% of individuals with PTSD were also diagnosed with borderline personality 

disorder (BPD), whereas of individuals with BPD 30.2% were also diagnosed with PTSD (43). 

Findings from the NESARC-2 also showed that 23.5% of individuals with PTSD (n = 2463) had a 

comorbid bipolar disorder, with most having bipolar 1 (29.1%) compared to bipolar II (4.4%) (44). 

A lifetime comorbidity rate of 11% have been found between PTSD and schizophrenia. Research 

examining dissociative disorders comorbidity with PTSD is rare, mainly because there is a low base 

rate of dissociative disorders and because there is an absence of measures investigating dissociative 

phenomena in mental health care services (45). However, studies that investigated patients with 

dissociative identity disorder have found prevalence rates of PTSD comorbidity in more than 80% of 
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patients (46,47). There is also an accumulating evidence base showing attention-deficit/hyperactivity 

disorder comorbidity in PTSD samples with prevalence rates ranging from 12% - 37% (48). 

The aforementioned disorders are only some of the disorders found to be comorbid with PTSD. 

Multiple psychiatric diagnoses are commonly found to co-occur with PTSD and the vast majority of 

individuals with PTSD have at least one other diagnosable disorder (28,49). 

 

1.2.3 COMPLEX PTSD 

Clinical descriptions following severe and prolonged traumatic experiences, not well 

characterized by PTSD, were identified in an extensive literature review conducted by Judith Herman 

(50). These additional identified posttraumatic responses were descriptions of somatization, 

dissociation, affective, and characterological changes (i.e., pathological changes in relationship and 

identity) (50). In 1992 Herman combined these additionally identified posttraumatic responses into a 

coherent distinguished syndrome that she named complex PTSD (CPTSD) (51). The symptoms of 

CPTSD reflected psychological sequelae of severe and prolonged traumatic experiences in the areas 

of self-regulation, self-definition, interpersonal functioning, and adaptational style. She argued that 

many of these symptoms were misattributed to other disorders and that symptoms of traumatized 

survivors are phenomenological dissimilar to symptoms in other disorders (i.e., depressive, anxiety 

and fear symptoms) (51). Herman described CPTSD as a syndrome characterized by a “pleomorphic 

symptom picture, enduring personality changes, and high risk for repeated harm, either self-inflicted 

or at the hands of others” (50 p. 387). 

Since Herman’s proposal of CPTSD the documentation of a specific distinguished syndrome 

following complex traumatization has proved to be difficult. Two major attempts followed: the 

disorders of extreme stress not otherwise specified (DESNOS) and enduring personality change after 

catastrophic experiences (EPCACE) (3). 

 

1.2.3.1 Disorders of extreme stress not otherwise specified 

Following the conceptualization of CPTSD by Herman (51) DESNOS was proposed for inclusion 

in DSM-IV as a formal disorder distinct to PTSD. DESNOS was described by alterations in six areas 

of functioning: A) regulation of affect and impulses, B) attention and consciousness, C) self- 

perception, D) relationships, E) somatization, and F) systems of meaning (52,53). Clearly, these are 

phenomena that went beyond characteristics of PTSD in DSM-IV. Previous studies have shown that 

a critical risk factor for development of the symptoms subsumed under DESNOS was interpersonal 
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abuse in childhood. Nevertheless, findings also indicated a more complex relation between onset, 

chronicity and type of abuse in predicting DESNOS symptoms (54). 

The Structured Interview for Disorders of Extreme Stress (SIDES) was developed to enable 

operationalization of DESNOS under the PTSD field trials for DSM-IV. Findings from the field trials 

demonstrated the existence and frequency of DESNOS and found it to be associated with severity 

and type of traumatic experiences, age of onset and it was rarely found among individuals who had 

not experienced traumatization (54–56). Nonetheless, DESNOS was rejected and not included in 

DSM-IV. Many of the proposed symptoms were instead incorporated under associated features of 

PTSD. DESNOS was believed to be too diffuse a syndrome with too many psychopathological 

outcomes. Also, DESNOS was not considered distinguished from PTSD because it was found that 

90% who identified with DESNOS also met the criteria for PTSD (54). Consequently, DESNOS was 

thought to be a more severe form of PTSD, not a different syndrome. Complex PTSD was again 

proposed for DSM-5, but turned down in the final version of the manual. 

Prevalence rates of DESNOS have varied according to the population under study: in clinical 

studies comprising high rates of childhood abuse prevalence rates ranged between 20% - 50%; in war 

veteran samples, 38% - 58%; in refugee samples, 0% - 66%; and in representative non-clinical 

samples, 2% -13.2% (57). 

CPTSD has been criticized for its heterogenous constellation of traits and symptoms and for the 

overlap in symptom criteria with other disorders (58). For example, there have been documentation 

of extensive overlap in symptoms between CPTSD and borderline personality disorder and CPTSD 

and Depression (58). Critics have further questioned the utility of CPTSD relative to the strategy of 

assigning PTSD along with other diagnoses (58). 

 

1.2.3.2 Enduring personality change after catastrophic experience 

EPCACE, another attempt to capture the complex sequelae of prolonged traumatic experiences, 

was the first diagnosis describing complex posttraumatic reactions to be included in a classification 

system. The diagnosis is placed under the category of personality disorders in ICD-10. The criteria 

for EPCACE includes: a) a hostile or mistrustful attitude toward the world, b) social withdrawal, c) 

feelings of emptiness and hopelessness, d) a chronic feeling of being on edge and constantly 

threatened, and e) chronic sense of estrangement (3). Furthermore, the causing stressor should be of 

such an extreme nature that considering personal vulnerabilities is unnecessary to explain the effect 

on the personality (3). The symptoms have to be present for at least two years, after exposure to a 
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catastrophic stressor (i.e., concentration camp experiences, disasters, prolonged captivity with 

imminent possibility of being killed, prolonged exposure to life-threatening situations such as being 

a victim of terrorism or torture) and the abovementioned symptoms is established as not previously 

being present. Given the placement in the category of personality disorders, clearly the disorder has 

lost its relationship to PTSD, though they both have traumatic experiences as a primary diagnostic 

criterion. An emphasis that can be derived from the formulation of EPCACE is that complex 

traumatization is likely to change the structure of a personality already formed towards dysfunctional 

patterns of trait features. This stresses EPCACE’s relation to traumatization in adulthood. 

Several issues have been related to the sustainability of EPCACE as a diagnosis in the ICD. It has 

failed to attract scientific interest, and it does not include reactions arising from prolonged stress in 

early childhood (12). However, EPCACE has been used to describe severely traumatized refugees 

and torture survivors or political prisoners (59,60). 

Unlike DESNOS, EPCACE has not attracted very much research. Only on study have investigated 

the prevalence rate of EPCACE. In a group of 698 compensation and non-compensation seeking 

Croatian soldiers a prevalence rate of 6 % was found (Kozarcic-Kovacic & Kocijan-Hercigonja, 2001 

in (57)). 

 

1.2.4 PTSD AND EPCACE IN DANISH OUTPATIENT AND INPATIENT MENTAL 

HEALTH CARE SERVICES 

The PTSD diagnosis was first taken into use in Denmark in 1994 with the implementation of ICD- 

10 in the Danish mental health care system. To this date, there has been no Danish population studies 

of the prevalence of PTSD and traumatic experiences. Nevertheless, we made an extraction from the 

Danish National Patient Register (DNPR) of registered PTSD and EPCACE diagnoses in Danish 

outpatient and inpatient mental health care services between 2007 – 2016. Table 1.1 includes figures 

on the prevalence and incident rates of all active primary or co-occurring ICD-10 F43.1 PTSD and 

F62.0 EPCACE for adult outpatients and inpatients in Denmark between 2007 – 2016. The 

percentages are estimated on the basis of all registered psychiatric disorders in the given year. 

The figures show a trend towards an increase in registered PTSD and EPCACE diagnoses in 

outpatient and inpatient mental health care services in Denmark from year 2007 - 2016. Compared to 

prior studies (i.e., (6,7,61)) that have conducted structured assessments of PTSD diagnoses in 

outpatient and inpatient mental health care services the registered diagnoses in the DNPR appear to 

be low. Gottlieb et al. (6) found that 34.8% of 272 patients from psychiatric facilities in Madrid who 
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had experienced a traumatic event met the criteria for a probable PTSD diagnosis although none had 

a medical record of this diagnosis. Mueser et al. (7) found that 43% of 275 patients with a severe 

mental illness met criteria for a PTSD diagnosis, however only 2% had a PTSD diagnosis in their 

medical record. 

The diagnoses registered in the DNPR are based on clinical assessment and it is unknown how 

the assessment has been conducted. The explanation of the low prevalence rates compared to prior 

studies can only be speculative; it may reflect a tendency to neglect inquiring about traumatic 

experiences in the assessment phase, leaving the symptoms of PTSD to be unrecognized and perhaps 

the patient with another diagnoses; it could also reflect that individuals with PTSD symptoms do not 

reach psychiatric facilities but are treated by their general practitioner, psychologists, or psychiatrists 

in private practice or not treated at all. Nevertheless, further research using structured measures is 

warranted to uncover the prevalence rate of PTSD in outpatient and inpatient mental health care 

services in Denmark. 

 
Table 1.1. PTSD and EPCACE in Danish outpatient and inpatient mental health care services. 

 
 

 
Year 

Prevalence rates 

N % 
 
Men % 

 
N 

Incident rates 

% 
 

Men % 
2007 1965 2.35 50.79 - - - 

2008 2415 2.83 50.48 - - - 

2009 2949 3.32 51.64 - - - 

2010 3314 3.65 52.69 - - - 

2011 3653 3.85 52.97 - - - 

2012 4373 4.45 53.26 1643 5.36 56.18 

2013 5004 4.81 51.60 1747 5.38 52.49 

2014 6748 5.64 50.70 2527 6.1 51.48 

2015 7869 6.45 49.47 2580 6.4 51.24 

2016 8392 7.04 47.62 2758 7.14 48.77 

Note: The figures are extracted from the Danish National Patient Register. Incident rates are calculated on persons who have not 
had contact with psychiatry the last five years. Because we only had data from 2007 incident rates are only possible to calculate 
between 2012 and 2016. 

 

1.3 ICD-11 PTSD AND CPTSD 

The 11th edition of the ICD (62) has been agreed upon at the Seventy-second World Health 

Assembly in May 2019 and is to become the new guideline for classification of disorders in mental 

health care services. It emphasizes clinical utility including simplicity in the diagnostic structure. The 

heterogenic posttraumatic symptom responses have in ICD-11 been recognized and organized into 
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two disorders: PTSD and CPTSD. Each disorder comprises a simplified set of symptom clusters. The 

two disorders are placed under a new category of disorders specifically associated with stress as 

sibling diagnoses. With the new disorder category traumatic stress disorders (i.e., PTSD and CPTSD) 

are recognized as distinct disorders with different psychopathology, and etiologically bound to a 

stressor event (12). 

Two instruments have been developed to operationalize and facilitate assessment of ICD-11 

PTSD and CPTSD. A freely available self-report questionnaire: The International Trauma 

Questionnaire (ITQ) (63) and a preliminary diagnostic interview: The International Trauma 

Interview (ITI) (64). 

 

1.3.1 PTSD 

In ICD-11, PTSD follows exposure to an event or series of events of an extremely threatening or 

horrific nature and encompass three symptom clusters: 1) Re-experiencing the traumatic event in the 

present, as if the traumatic experience is occurring again in the here and now; 2) Avoidance of 

thoughts and memory of the traumatic event; 3) Persistent perceptions of current threat, indicated by 

enhanced startle reactions and hypervigilance. The syndrome is specified to last for several weeks 

and the symptoms to cause significant impairment in functioning (62). PTSD should not be diagnosed 

if all the criteria for CPTSD is met, then a CPTSD diagnosis is given. CPTSD encompasses all 

diagnostic criteria of PTSD and is more comprehensive (12). 

The formulation of ICD-11 PTSD excludes non-specific symptoms and is narrowly defined. This 

is a consequence of criticism that claimed PTSD was too broad defined and had very high levels of 

comorbidity. The aim with the symptom reduction was therefore to reduce co-occurrence with other 

disorders and to make it easier for clinicians to identify the core features that characterizes PTSD. 

Additional changes from ICD-10 to ICD-11 consist of the inclusion of a requirement of functional 

impairment to help differentiate PTSD from normal reactions to extreme traumatic experiences; a 

sharper focus on re-experiencing in the present; and increased focus on the importance of avoidance 

symptoms (12) (See section 1.3.3 for more information on the difference between ICD-10 and ICD- 

11 PTSD). 

Using the ITQ, estimates of PTSD reported by community and national representative samples 

ranges between 1.5% - 9.2% (65,66). For clinical samples the reported rates range between 8% - 41% 

(67,68). A general finding across studies is that prevalence rates of ICD-11 PTSD are considerably 

less than for ICD-10 PTSD. The change may be accounted for by the inclusion of a requirement of 
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functional impairment in ICD-11 (69) and the change in the re-experiencing and hyperarousal/sense 

of threat cluster (70,71). The prevalence rates for ICD-11 PTSD are also reduced compared to DSM- 

IV and DSM-5 (69). 

The risk for developing PTSD have been associated with being female (72–74), growing up in an 

urban area, and being in a relationship (74). Furthermore, PTSD symptoms have been associated with 

higher levels of fear/anxiety-based measures, than CPTSD (75–77). PTSD is also associated with 

clinical correlates such as dissociation, BPD, and depression but to a lesser degree than CPTSD (78). 

Whether changes in ICD-11 PTSD reduces co-occurrence with other disorders appears as an area to 

be further investigated. Only a few studies have investigated changes in co-occurrence with other 

disorders between ICD-11 and ICD-10 PTSD (70,71,79). The findings indicated that ICD-11 PTSD 

had equal or higher co-occurrence with depression and anxiety, compared with the ICD-10 PTSD. 

However, it is noteworthy that the studies did not include ICD-11 CPTSD in their evaluation. One 

study that included both ICD-11 PTSD and CPTSD, found high rates of co-occurring depression and 

generalized anxiety for both disorders (i.e., ICD-11 PTSD and CPTSD), however the levels were 

higher for ICD-11 CPTSD (74). When co-occurrence rates for ICD-11 PTSD have been evaluated 

against DSM-IV it appears that co-occurring depression may be reduced under ICD-11 (69). 

The structure of the PTSD disorder has changed with the different edition of the diagnostic 

manuals (i.e., DSM or ICD). This is likely to be a consequence of using confirmatory factor analysis 

(CFA). Estimations of CFA led to the inclusion of four symptom clusters in DSM-5, separating 

avoidance symptoms from numbing symptoms (80). There are accumulating studies exploring 

different models pertaining to different structures (i.e., DSM-5 and ICD-11) and the majority of 

studies finds that the 3-factor solution of ICD-11 PTSD may have equally good fit as other structures 

of PTSD (69,71,81,82). 

 

1.3.2 COMPLEX PTSD 

In ICD-11, CPTSD generally follows exposure to a stressor typically of extreme prolonged nature 

and from which escape is difficult or impossible, however, it may also follow a single traumatic 

experience. CPTSD encompass the symptoms of PTSD and in addition three symptom clusters 

describing severe and persistent disturbances in self-organization (DSO): 4) Affective disturbances 

resulting from difficulties in emotion regulation manifested in heightened emotional reactivity or in 

lack of emotions and lapses into dissociative states; 5) Negative Self-concept, referring to beliefs 

about oneself as diminished, defeated or worthless, accompanied by feelings of shame, guilt or 
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failure; and 6) Disturbances in Relationship characterized as difficulties in sustaining relationships 

and in feeling close to others (12,62). 

CPTSD replaces EPCACE with the main reason that EPCACE failed to attract scientific research 

and did not include symptoms arising from prolonged traumatic experiences in childhood (12). The 

syndrome characterization is based on expert opinions (83) and prior research from the DSM-IV field 

trial (12,84). Results from the DSM-IV field study revealed higher endorsement of DESNOS 

symptoms, representative of disturbances in affect, self, and relational domains and as described 

above most who identified with DESNOS also meet the criteria for PTSD (12,53,85,86). 

Subsequently, CPTSD in ICD-11 was theoretically structured as separate from but related to PTSD 

by comprising PTSD and DSO as two distinct but related (hereof the “sibling”-terminology) higher- 

order factors with six lower-ordered factors. Thus, CPTSD in ICD-11 is different from previous 

definition of complex traumatization in that it is bound to PTSD. 

The factor structure of ICD-11 CPTSD has been validated in several studies using confirmatory 

factor analysis in trauma exposed individuals (76,87–90), children (91,92), and refugee populations 

(93–96). The findings from these studies showed two feasible structural representation of ICD-11 

CPTSD: 1) a correlated six-factor first-order structure, suggesting no hierarchical structure, and 2) a 

correlated two-factor second-order structure (PTSD and DSO) with six first-order factors; three first- 

order factors encompassed under each second-order factor. So far, the majority of studies support the 

hierarchical two-factor second-order model (63,75,76,87,91,92,96). 

The discriminant validity of CPTSD as compared to PTSD have been supported in studies using 

latent class (LCA) or latent profile analysis (72,87,97–101). The majority of them find at least two 

distinct symptom classes or profiles with groups of individuals endorsing symptoms representing a 

PTSD profile and a CPTSD profile. Two studies have different findings. One study found that the 

classes were discriminated by severity and not type of symptom endorsement (102). The other 

replicated prior LCA solutions, nevertheless when further evaluated by graphical inspection the 

indicated clusters were not well separated (103). There is also accumulating evidence regarding the 

discriminant validity of CPTSD as compared to BPD when using LCA (104–107), even though the 

studies also show overlap in symptoms. 

Using the ITQ, estimates of CPTSD reported by community and national representative samples 

ranges between 0.5% to 12.9% (66,74). For clinical samples the reported rates are substantial higher 

ranging between 20.8 to 69.1% (100,108). 
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CPTSD have been associated with younger age, interpersonal trauma in childhood and in 

adulthood, and growing up in an urban environment (74). As noted in a review by Brewin and 

colleagues (69) there are inconsistencies in the role of gender-related risk for the disorder. However, 

there seem to be more studies finding no gender differences (69). This finding is argued to relate to 

the nature of the studied sample and types of experienced traumatic event (69). Relative to PTSD, 

there is accumulating evidence showing that CPTSD is associated with more psychopathology and 

greater functional impairment. This pertains to higher levels of co-occurring depression and anxiety 

(74), and higher levels of dysthymia, dissociation (108), lower levels of perceived social support 

(109), attachment anxiety, negative cognitions, expressive suppression of emotion regulation 

strategies, and decreased use of cognitive reappraisal emotion regulation strategies (110). Especially 

the DSO domain in CPTSD seem to predict depressive symptoms (76), and to be associated with 

feeling worthless, interpersonal withdrawal, emotional avoidance, feeling cut-off from others and 

having difficulty staying close to others (105,111). The presence of CPTSD have also been found to 

increase the likelihood of suicidality more than three times (74). 

 

1.3.3 CHANGES TO THE PTSD DIAGNOSTIC CRITERIA FROM ICD-10 TO ICD-11 

The diagnostic criteria of PTSD in ICD-11 are in many ways similar to those of ICD-10. However, 

changes have been made to meet the evidence-based critiques of the syndrome (i.e., removing the 

statement that the traumatic events are “likely to cause pervasive distress in almost everyone”; 

clarification that intrusive memories are not synonymous with re-experiencing in the present; an 

increased emphasis on the importance of deliberate avoidance; and a more explicit recognition of 

delayed-onset PTSD (12)), to identify core elements instead of typical features, to meet the emphasize 

on clinical utility in ICD-11 including simplicity in the diagnostic structure, and to reduce 

comorbidity. The main criteria change of PTSD from ICD-10 to ICD-11 are: 

• The statement ”likely to cause pervasive distress in almost everyone” in the traumatic event 

criterion in ICD-10 has been removed in ICD-11. The trauma event criterion has been 

expanded to include ”learning about the sudden, unexpected or violent death of a loved one” 

in ICD-11. 

• In ICD-11, the PTSD re-experience criterion has been reformulated to focus on the here and 

now instead of just remembering the event. This focus is a clarification, emphasizing that re- 

experiencing is reliving the traumatic event in the present, which is not synonymous with 

intrusive thoughts. It is stressed that an intrusive memory in PTSD has to be vivid. Thus, the 
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intrusion has to have a character of realness; for that reason, it may be experienced as if it 

occurs in the present. In ICD-11, the core-disturbance fear-based character is stressed by 

underlining emotional reaction of horror, fear, or strong physical reaction and not only distress 

as it is stated in ICD-10. It can be deduced that reliving the trauma in the forms of nightmares, 

flashbacks, and intrusive images without dissociative character are excluded in ICD-11. 

• In the formulation of PTSD in ICD-11, there is an increased emphasis on the importance of 

deliberate avoidance. This can be inferred from the more explicit formulation on avoidance 

in ICD-11, compared to ICD-10. 

• The hyperarousal criterion also differs in ICD-11, compared to ICD-10. In ICD-11, the 

hyperarousal symptoms focus is trauma-specific (i.e., hypervigilance and exaggerated startle). 

Furthermore, hyperarousal symptoms are now renamed as a sense of current threat. Insomnia, 

sleep disturbances, and concentration problems (i.e., unspecific types of hyperarousal) have 

been removed in the formulation of PTSD in ICD-11. 

• In ICD-11, an additional diagnostic requirement of functional impairment has been included. 

This additional feature is included to help differentiate PTSD from normal reactions to 

extreme stressors (12). 

• The onset criterion in ICD-10 has been removed in ICD-11. However, the characteristic 

syndrome is specified to persist at least several weeks. 

• Complex PTSD is included as a new diagnostic syndrome in ICD-11. It replaces the ICD-10 

disorder “Enduring personality change after catastrophic experiences” (DF62.00). 

Research has demonstrated a reduced prevalence rate when applying the ICD-11 diagnostic 

criteria, compared to applying ICD-10 diagnostic criteria (70,71,90,112). The results from one study 

showed that while there was an increase in severe PTSD cases, cases with moderate PTSD symptom 

severity decreased under ICD-11 (113). Such findings have led to worries that fewer individuals with 

post-traumatic clinically significant distress and dysfunction would get appropriate care due to more 

infrequent PTSD diagnosis under ICD-11 (113). To the best of my knowledge, no study has to date 

investigated whether the group of patients that do not fulfill the criteria for a PTSD diagnosis under 

ICD-11 would be better off with another diagnosis 
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Table 1.2. Comparison of diagnostic criteria for PTSD in ICD-10 and ICD-11 
 
 

ICD-10 PTSD 

Diagnostic criteria 

ICD-11 PTSD 

Diagnostic criteria 

Traumatic event(s) 

Stressful event or situation (either short- or long-lasting) of an exceptionally 

threatening or catastrophic nature, which is likely to cause pervasive distress 

in almost anyone (e.g., natural or man-made disaster, combat, serious accident, 

witnessing the violent death of others, or being the victim of torture, terrorism, 

rape, or other crime). 

Traumatic event(s): 

Exposure to an event or situation (either short- or long-lasting) of an 

extremely threatening or horrific nature. Such events include, but are not 

limited to, directly experiencing natural or human-made disasters, combat, 

serious accidents, torture, sexual violence, terrorism, assault or acute life- 

threatening illness (such as a heart attack); witnessing the threatened or 

actual injury or death of others in a sudden, unexpected, or violent manner; 

and learning about the sudden, unexpected or violent death of a loved one. 

Re-experiencing: 

Typical symptoms include episodes of repeated reliving of the trauma in 

intrusive memories (“flashbacks”) or dreams, occurring against the persisting 

background of a sense of “numbness” and emotional blunting, detachment 

from other people, unresponsiveness to surroundings, anhedonia. 

Re-experiencing: 

Re-experiencing the traumatic event in the present, in which the event(s) is 

not just remembered but is experienced as occurring again in the here and 

now. This typically occurs in the form of vivid intrusive memories or images; 

flashbacks, which can vary from mild (there is a transient sense of the 

event occurring again in the present) to severe (there is a complete loss 

of awareness of present surroundings), or repetitive dreams or nightmares 

that are thematically related to the traumatic event(s). Re-experiencing is 

typically accompanied by strong or overwhelming emotions, such as fear or 

horror, and strong physical sensations. Re-experiencing in the present can 

also involve feelings of being overwhelmed or immersed in the same intense 

emotions that were experienced during the traumatic event, and may occur in 

response to reminders of the event. Reflecting on or ruminating about the 

event(s) and remembering the feelings that one experienced at that time are 

not sufficient to constitute re-experiencing. 

Avoidance 

Avoidance of activities and situations reminiscent of the trauma. Commonly 

there is fear and avoidance of cues that remind the sufferer of the original 

trauma. 

Avoidance: 

Avoidance of thoughts and memories of the event or events, or avoidance 

of activities, situations, or people reminiscent of the event or events 

Hyperarousal 

There is usually a state of autonomic hyperarousal with hypervigilance, an 

enhanced startle reaction, and insomnia 

Sense of Current Threat: 

Persistent perceptions of heightened current threat, for example as indicated 

by hypervigilance or an enhanced startle reaction to stimuli such as 

unexpected noises 

The onset follows the trauma with a latency period which may range from a 

few weeks to months (but rarely exceeds 6 months). 

The symptoms persist for at least several weeks 

Predisposing factors such as personality traits (e.g. compulsive, asthenic) or 

previous history of neurotic illness may lower the threshold for the development 

of the syndrome or aggravate its course, but they are neither necessary nor 

sufficient to explain its occurrence. 

Significant functional impairment in personal, social, education, 

occupational or other important area. 

In a small proportion of patients, the condition may show a chronic course over 

many years and a transition to an Enduring personality change after 

catastrophic experience (F62.0) 

Complex PTSD 

Note: Unique characteristics for each disorder are marked with bold letters. (3 p. 120,62); 
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1.3.4 COMPARING PTSD IN ICD-11 TO DSM-5 

The ICD-11 and DSM-5 approach to nosology of posttraumatic stress disorders are very different. 

ICD-11 does not include a formal stressor criterion, but provides clinical guidance that PTSD and 

CPTSD “may develop following exposure to an extremely threatening or horrific event or series of 

events.” (62). Contrarily, in DSM-5 criterion A is specifically linked to the development of a 

characteristic symptom constellation. DSM-5 Criterion A is defined as “exposure to actual or 

threatened death, serious injury, or sexual violence” experienced either directly or indirectly (42 p. 

271). DSM-5 PTSD includes 20 symptoms divided into four symptoms clusters: (B) Intrusion, (C) 

Avoidance, (D) Negative alterations in cognitions and mood, and (E) Alterations in arousal and 

reactivity (see Table 1.3). This description is based on a failure to confirm the latent 3-factor structure 

of DSM-IV PTSD in confirmatory factor analysis across studies (80). Studies have consistently 

showed a separation of the avoidance/numbing cluster into two distinct clusters. Furthermore, the 

description is based on evidence that suggest multiple phenotypes as relevant posttraumatic clinical 

responses, i.e. a dysphoric/anhedonia- and externalizing phenotype (15). Accordingly, DSM-5 are 

characterized by a broad representation of symptoms that can be combined in a variety of ways, with 

the result of multiple different phenotypical expressions of PTSD (80). 

Another major difference between the classification systems is that ICD-11 includes CPTSD (62), 

whereas DSM-5 includes a dissociative subtype characterized by elevation of depersonalization and 

derealization (42). The dissociative subtype, will be introduced in section 1.6. 

The two classification systems seem to contain some similar symptoms. Complex PTSD includes 

symptoms that can be found in cluster (D) Negative alterations in cognitions and mood and (E) 

Alterations in arousal and reactivity (80). The representation of the structure of relationship between 

the symptoms and different factor structures in ICD-11 versus DSM-5 may be explained from the 

controversial understanding of whether PTSD should be defined narrowly or broadly and include a 

complex posttraumatic response (12,80). 
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Table 1.3. Symptom categories and diagnostic criteria for DSM-5 PTSD and ICD-11 PTSD 

& CPTSD 
DSM-5 ICD-

11 
Criterion Number of 

Symptoms 
required 

Symptoms Diagnosis & 
# symptoms 
required 

Symptoms 

A  Traumatic event(s) 
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 
aversine 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 

PTSD Traumatic event(s): 
Exposure to an event or situation (either 
short- or long-lasting) of an extremely 
threatening or horrific nature. Such events 
include, but are not limited to, directly 
experiencing natural or human-made 
disasters, combat, serious accidents, torture, 
sexual violence, terrorism, assault or acute 
life-threatening illness (such as a heart 
attack); witnessing the threatened or actual 
injury or death of others in a sudden, 
unexpected, or violent manner; and 
learning about the sudden, unexpected or 
violent death of a loved one. 

B > 1 Intrusions 
1. Recurrent, involuntary, and intrusive distressing 

memories of the traumatic event 
2. Recurrent distressing dreams in which the content 

and/or affect of the dream are related to the 
traumatic event 

3. Dissociative reactions (i.e., flashbacks) in which 
the individual feels or acts as if the traumatic event 
were recurring 

4. Intense or prolonged psychological distress at 
exposure to internal or external cues that symbolize 
or resemble an aspect of the traumatic event 

5. Marked physiological reactions to internal or 
external cues that symbolize or resemble an aspect 
of the traumatic event 

> 1 Re-experiencing 

   Re-experiencing the traumatic event in the 
present, in which the event(s) is not just 
remembered but is experienced as occurring 
again in the here and now. This typically 
occurs in the form of vivid intrusive 
memories or images; flashbacks, which can 
vary from mild (there is a transient sense of 
the event occurring again in the present) to 
severe (there is a complete loss of awareness 
of present surroundings), or repetitive 
dreams or nightmares that are thematically 
related to the traumatic event(s). Re-
experiencing is typically accompanied by 
strong or overwhelming emotions, such as 
fear or horror, and strong physical 
sensations. Re- experiencing in the present 
can also involve feelings of being 
overwhelmed or immersed in the same 
intense emotions that were experienced 
during the traumatic event, and may occur in 
response to reminders of the event. 
Reflecting on or ruminating about the 
event(s) and remembering the feelings that 
one experienced at that time are not 
sufficient to constitute re-experiencing. 

C > 1 Avoidance 
1. Avoidance of or efforts to avoid distressing 

memories, thoughts, or feelings about or closely 
associated with the traumatic event. 

2. Avoidance of or efforts to avoid external reminders 
(people, places, conversations, activities, objects, 
situations) that arouse distressing memories, 

> 1 Avoidance 
   Avoidance of thoughts and memories of the 
   event or events, or avoidance of activities, 
   situations, or people reminiscent of the event 

or 
   events 
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  thoughts or feelings about or closely associated 
with the traumatic event 

  

D > 2 Negative alterations in cognitions and mood 
1. Inability to remember an important aspect of the 

traumatic event (typically due to dissociative 
amnesia and not to other aspects such as head 
injury, alcohol, or drugs) 

2. Persistent and exaggerated negative beliefs or 
expectations about oneself, other, or the world (e.g., 
“I’m bad,” “no one can be trusted,” “The world is 
completely dangerous,” “My whole nervous system 
is permanently ruined”) 

3. Persistent distorted cognition about the cause or 
consequences of the traumatic event that lead to 
blame himself/herself. 

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

> 1 Sense of Current Threat 
persistent perceptions of heightened 
current threat, for example as indicated by 
hypervigilance or an enhanced startle 
reaction to stimuli such as unexpected 
noises 

 The symptoms persist for at least several 
weeks 
Significant functional impairment in 
personal, social, education, occupational 
or other important area. 

E > 2 Alterations in arousal and reactivity 
1. Irritable behavior or 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) 

CPTSD Traumatic event(s): 
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). 

F  Duration of the disturbance is > 1 month.  All diagnostic requirements for PTSD are 
met 

G  The disturbances cause significant clinical distress or 
impairment in social, occupational, or other important areas of 
functioning. 

> 1 Affective regulation problems: 
Severe and pervasive problems in affect 
regulation. Examples include heightened 
emotional reactivity to minor stressors, 
violent outbursts, reckless or self-
destructive behaviour, dissociative 
symptoms when under stress, and 
emotional numbing, particularly the 
inability to experience pleasure or positive 
emotions. 

H  The disturbances not attributable to the physiological effects of 
a substance (e.g., medication, alcohol) or another medical 
condition. 

> 1 Negative Self-concept: 
Persistent beliefs about oneself as 
diminished, defeated or worthless, 
accompanied by deep and pervasive 
feelings of shame, guilt or failure related to 
the stressor. For example, the individual 
may feel guilty about not having escaped 
from or succumbing to the adverse 
circumstance, or not having been able to 
prevent the suffering of others. 
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Specify 
whether: 

 
 
 
 
 
 
 
 
 
 

 With dissociative symptoms: 
The individual’s symptoms meet the criteria for PTSD, and in 
addition, in response to the stressor, the individual experiences 
persistent or recurrent symptoms of either of: 

- 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) 

- Derealization: Persistent or recurrent experiences 
of unreality of surroundings (e.g., the world around 
the individual is experienced as unreal, dreamlike, 
distant 

With delayed onset: 
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). 

> 1 Disturbances in Relationship: 
Persistent difficulties in sustaining 
relationships and in feeling close to others. 
The person may consistently avoid, deride 
or have little interest in relationships and 
social engagement more generally. 
Alternatively, there may be occasional 
intense relationships, but the person has 
difficulty sustaining them. 

 Significant functional impairment in 
personal, social, education, occupational 
or other important area. 

Note: the number of diagnostic criteria to fulfill a PTSD diagnosis under ICD-11 is coherent with ITQ (42 pp. 271-274; 62)) 
 
 

1.4 CONSIDERATION OF TAXONOMIC STRUCTURES AND MODELS 
Before elaborating on the association of the interface between PTSD and personality, as well as, 

PTSD and dissociation a few words should be said about taxonomic structures and models of 

diagnostic classification. 

The taxonomic structure used to classify mental disorders in ICD-10 is based on a categorical 

model and it is organized in a hierarchical format or more specifically on exclusion criteria (114). 

The categorical model encompasses two structures that organize descriptions of illness phenomena 

holistically. One structure is the classical monothetic taxa comprising discrete entities where all 

features are necessary, jointly sufficient, homogeneous in the sense that all defining features have to 

be present in all members of the category, and the boundaries between the categories are distinct. It 

is only very rarely seen in psychiatry (115). The other structure is prototypal and adheres to a 

polythetic format. The prototypal structure describes an “ideal type” of a phenomenon. For example, 

the most typical features of the PTSD diagnosis are recognized as a standard against which the 

patient’s presented pathological picture can be evaluated. The polythetic format emphasizes the 

number of fulfilled criteria from a list of attributes. In this format no distinction is made between the 

importance of the criteria. To give an example of the polythetic format the DSM-5's approach to 

diagnosing PTSD is a good example. PTSD is diagnosed at least one month after being exposed to a 

traumatic experience(s) (criterion A) if the person fulfils at least one symptom from cluster B) 

reexperiencing of the traumatic event, at least one symptom from cluster C) avoidance of trauma- 
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related stimuli or negative alteration of cognitions and mood, and at least two symptoms from cluster 

D) hyperarousal and hyperreactivity (42). 

The prototypal categorical model is based on an understanding that mental illness is discrete well- 

defined entities. Thus, the patient either has the disorder in question or does not (114). However, in 

practice discrete well-defined mental disorders are rare, and it is difficult to fit the patient’s expressive 

symptoms into one disorder. This is particularly true for the diagnostic groups of personality, anxiety, 

and affective disorders. However, it also applies to the PTSD diagnosis cf. section 1.2.2.3. The 

categorical taxa also have the following disadvantages: 1) many patients meet the diagnostic criteria 

for several different disorders, 2) significant heterogeneity of symptoms among people who share the 

same diagnosis, 3) inadequate coverage of all syndromes 4) arbitrary and unstable diagnostic 

boundaries between normal psychology and psychopathology (116). 

It is proposed that illnesses are better registered in a dimensional system and by severity (i.e., 

degrees of illness, degrees of symptoms) (114). The dimensional structure quantifies clinical 

attributes, which is a contrast to the categorical structure. Clinical attributes are organized as a series 

of dimensions that combine to form distinctive profiles for each individual (115). The dimensional 

model relies on graduation of the attributes. The advantages of this model are: 1) no information lost 

because there is a combination of several clinical attributes in a single configuration, 2) permits 

graded description of psychopathology, 3) encourage representation of individuality, 4) permits 

assessment of unusual cases and more subtle aspects, 5) detailed descriptions facilitate treatment 

planning, 6) dimensional scores are relatively unaffected by minor shift in psychopathology (114). 

As mentioned above the ICD-10 classification system indicates a hierarchical structure of 

diagnoses. A hierarchical structure is typically arranged in the form of decision trees. This means that 

a higher-ordered diagnosis can only further be differentiated in the subdivisions of that diagnosis 

(115) According to the structure that the ICD-10 is built on, disorders with organic etiology are ranked 

at the top of the hierarchy, with the lowest F digit, followed by psychoactive substance use disorder, 

psychotic disorders, and mood disorders which also may be psychotic, and then nonpsychotic 

disorders (114). The hierarchy gives preference to diagnoses ranked higher in the hierarchy. For 

example, if a patient gets diagnosed with a psychotic disorder according to the exclusion criteria, it 

is impossible to add an anxiety or personality disorder as a “comorbid” primary disorder. This may 

be problematic because some lower ranked disorders may have importance for the individual 

psychopathological expression. To take an example, personality disorders can provide a disposition 

for the onset of many other disorders (117). Furthermore, difficulties in personality functioning such 
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as relational capacities and self-understanding may greatly impact treatment alliance and response to 

treatment. Taking such factors into account personality contributes to the structure of 

psychopathology regardless of the disorder and the rank in the classification system (118). 

Another classification configuration, the spectrum model, further develops the dimensional way 

of thinking (119). The spectrum model provides a system that describes a range of related 

psychopathological phenomena linked under a common spectrum that graduates milder to more 

severe cases that stem from the same core pathology (114,119). As mentioned earlier ICD-11 has a 

new category “Disorders Specifically associated with Stress” (DAS). DAS includes disorders related 

to stressful and traumatic experiences, or a series of such events or adverse experiences. A fairly new 

study investigated the dimensional latent structure of three ICD-11 DAS diagnoses, AJD, PTSD, and 

CPTSD, in a clinical sample of 331 trauma patients to determine the degree of distinctiveness (120). 

They also explored the predictive utility of different types of stressors of the three disorders. The 

findings indicated a high degree of comorbidity between the three disorders. However, their symptom 

profiles were distinct and both stressful and traumatic experiences precipitated all three disorders, 

except childhood adversity which was only associated with CPTSD. Given the results from the study 

(120) it is a possibility that the three disorders fall within a spectrum differentiated by the duration of 

illness, and functional impairment. However, this has not yet been studied. 

The intention behind the ICD-10 hierarchical classification system including diagnoses based on 

a prototypal and polythetic structure is to guide and make it easy for the clinician to identify and 

determine present mental disorders in their clinical work. However, the criteria for a disorder are in 

many ways arbitrary and solely chosen for pragmatic reasons and multiple studies have revealed that 

well-defined discrete categories are rare (119). Strictly using the hierarchical decision-tree there is a 

potential risk that attributes important for treatment, treatment alliance, and response to treatment 

may be excluded, limiting the clinical utility of the classification system. The ICD-11 will take a more 

horizontal approach and become more dimensional in its structure for psychiatric classification. 

 
1.5 PTSD AND PERSONALITY 

There are two primary ways to look at the impact of traumatic experiences on personality. First, 

traumatization in childhood, often of extreme and interpersonal character, may shape the personality 

structure leading to characterological disturbances. Second, traumatization may alter the previous 

personality structure leading to changes in the personality structure (57). The latter understanding can 

be connected to the conceptualization of EPCACE and the former to DESNOS. Theoretically, the 
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relationship between traumatization and personality have been associated with changes in the 

domains sense of self and identity (i.e., downgrading of self-appraisals or mental defeat), and changes 

in relationship (i.e., withdrawal, estrangement, and the feeling of alienation) (35,50,121–123). 

There has been a growing interest in the interface between personality and posttraumatic 

psychopathology in research studies (29,29,124–129). It has been hypothesized that pre-existing 

personality features may serve as temperamental diathesis for individual variability in the 

manifestation of potential posttraumatic psychopathology, after exposure to traumatic experiences 

(127). Miller (29) reviewed the literature to provide an overview of research on the influence of 

personality features on development, course, and expression of PTSD. Studies included in the review 

had measured constructs related to three higher-order dimensions of personality: negative 

emotionality, positive emotionality, and constraint/inhibition. These dimensions were taken from 

Tellegen’s conceptualization and had according to Miller consistently appeared in the literature on 

personality and psychopathology. The review identified four pretrauma prospective studies of 

personality and PTSD, and 7 posttrauma prospective studies. Furthermore, cross-sectional studies 

were also included in the review. However, the findings from the cross-sectional studies were 

compared to findings from the prospective studies in order to validate the results of this less rigor 

scientific method when studying risk factors. Miller (29) found preliminary evidence suggesting that 

high levels of negative affectivity is the primary personality risk factor for the development of PTSD. 

Low levels of positive emotionality and constraint/inhibition was found to serve as moderators in the 

interaction with negative affectivity influencing the phenotypic expressions of PTSD (29). 

Personality trait inventories have continued to be used to explore trait characteristics of PTSD and 

to explore whether the heterogeneity of posttraumatic psychopathology could be divided into 

different PTSD phenotypical categories (124,130). Accumulating evidence using techniques such as 

cluster analysis suggests that reaction to traumatic stress can be divided into three personality-based 

typology clusters: one that constitute low pathology and two characterized by more severe pathology 

that differed on variables consistent with internalizing and externalizing psychopathology (124–126). 

Individuals under the internalizing subtype were characterized by marked depressive and anxious 

symptoms and social withdrawal. Contrary, individuals under the externalizing subtype were 

characterized by problems in the domains of impulsivity, aggression, antisocial, and substance abuse, 

including higher rates of cluster B personality disorder features (127). 

The conceptualization of CPTSD as formulated by Herman (51) has also been investigated for 

underlying subgroups in order to try to find coherence in the complexity and breadth of symptom 
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constellation. One study performed cluster analysis on Millon Clinical Multiaxial Inventory-III 

personality disorder profiles obtained from 227 severely traumatized inpatient women (129). The 

findings from this study suggested five phenotypical expressions, that the authors labelled: alienated, 

withdrawn, aggressive, suffering and adaptive. Another study (128) explored whether PTSD 

associated features (i.e., personality pathology, dissociative tendencies) could be distinguished into 

distinct categories corresponding to Herman’s distinctions of a complex disorder as opposed to a 

simple disorder. This study performed cluster analyses on associated features to PTSD (i.e., The 

Personality Diagnostic Questionnaire for DSM-IV, Dissociative Experiences Scale) obtained from 

60 PTSD patients (128). They found good fit for a two-cluster solution, with one cluster resembling 

CPTSD and the other simple PTSD. However, the “complex PTSD” cluster had less severe 

dissociation, and there was difference in chronicity of exposure to interpersonal traumatic experiences 

(128). 

With the introduction of DSM-5 and ICD-11 a new dimensional perspective on conceptualizing 

personality pathology and disorders have been presented. For DSM-5, the Alternative Model for 

Personality Disorders (AMPD) was proposed, as categorical personality disorders have been found 

to have significant problems, including arbitrary diagnostics threshold, extensive overlap among 

categories, and insufficient clinical utility (131,132). The proposed model is a hybrid categorical- 

dimensional approach placed in section III (“Emerging Measures and Models”) in DSM-5, as a model 

to be further investigated (42). The AMPD encompass dimensional assessment of personality 

functioning and maladaptive traits. The development of the AMPD has opened up for the study of 

personality severity operationalized in the level of personality functioning scale (LPFS) (133). The 

LPFS captures ways of thinking about and understanding oneself and interactions with others and 

comprises four elements: identity, self-direction, empathy, and intimacy (131). Given the similarity 

of content, the LPFS seems to be an unique opportunity to study the characteristics of disturbances in 

self-organization as formulated in ICD-11 CPTSD. 
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Figure 1.2. Descriptive of the personality functioning domains in LPFS 
 
 

 
 

Another component of the AMPD is the dimensional trait system, operationalized with the 

Personality Inventory for DSM-5 (PID-5) (134). The dimensional trait system comprises 25 

maladaptive trait facets that are organized into five higher-ordered domains of Negative Affectivity, 

Detachment, Antagonism, Disinhibition and Psychoticism (134). The maladaptive personality trait 

system enables assessments of individual characteristics on the basis of a spectrum of maladaptive 

trait dimensions. Furthermore, the trait facets enable description of specific personality difficulties 

making it relevant also in assessment of individuals without a personality disorder. Two former 

studies have applied the DSM-5 trait system to study PTSD (130,135). The results from both studies, 

with a cross-sectional design, indicate that PTSD is associated especially with the trait domains 

Detachment, Negative Affectivity, and Psychoticism. 
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Table 1.4. Personality traits with associated facets in the DSM-5 Alternative Model for Personality 
Disorders (Criterion B) 

 
 

Negative Affectivity Detachment Antagonism Disinhibition Psychoticism 

Emotional Lability Withdrawal Manipulativeness Irresponsibility Unusual Beliefs & 
Experiences 

Anxiousness Intimacy Avoidance Deceitfulness Impulsivity Eccentricity 

Separation Insecurity Anhedonia Grandiosity Distractibility Cognitive and 
Perceptual 
Dysregulation 

Depressivity Depressivity Attention seeking Risk Taking  

Hostility Restricted Affectivity Callousness (Lack of) Rigid 
Perfectionism 

 

Suspiciousness Suspiciousness Hostility   

Submissiveness     

Perseveration     

(Lack of) Restricted 
Affectivity 

    

Note: The three first trait facets in each column are the strongest indicators of the particular domain (114 pp. 779-781) 
 
 

In the present thesis I use personality traits and trait facets and personality functioning as 

formulated in the AMPD in DSM-5 to explore potential personality psychopathology of ICD-11 

PTSD and CPTSD. 

 

1.6 PTSD AND DISSOCIATION 
There has been little agreement on a definition of dissociation in the psychological literature, even 

though there is some consistency in the understanding of when phenomena can be considered 

dissociative (136). In this section I will describe an understanding of dissociation as a structure of the 

personality which gives rise to different dissociative phenomena and further comment on the 

relationship between dissociative phenomena and PTSD. 

Dissociative states exist as a wide range of alterations in attention or consciousness (136). These 

alterations can be considered along a continuum of experiences that ranges between everyday 

phenomena to severe psychopathological phenomena. Examples of dissociative phenomena are flight 

into an imaginary world (i.e., daydreaming), alterations in perceptions (i.e., derealization), and 

alterations in consciousness (i.e., trance state). 
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When dissociative states become pathological, the integrated, unified, and cohesive sense of 

oneself, which most persons’ experience, is lost or disrupted (137). The loss or disruption occurs as 

a result of not being able to use evolutionary adaptational reaction patterns, such as the fight or flight 

reactions, to defend oneself when under extreme psychological pressure. In an attempt to avoid the 

uncontainable painful emotions connected with the unescapable experience, the consciousness alters 

and disconnects. The emotional, perceptual and cognitive impressions of the experience get 

fragmented and not processed in its entirety leaving it impossible to integrate an episodic memory of 

the experience. Instead, the experience will be stored in the procedural memory system as fragments 

of feelings and sensorimotor impressions (138). In this way dissociation can be understood as a 

disruption or breakdown of the normal integration functioning or as stated in the definition of 

dissociative disorders in ICD-11: “involuntary disruption or discontinuity in the normal integration 

of one or more of the following: identity, sensations, perceptions, affects, thoughts, memories, control 

over bodily movements, or behavior. Disruption or discontinuity may be complete, but is more 

commonly partial, and can vary from day to day or even from hour to hour” (62). 

In extreme cases, adverse prolonged experiences may provoke recurring dissociative experiences 

that form a more permanent structural division of the personality (139). This dissociation occurs when 

adverse experiences demand more integrative capacity than what the person can assemble to integrate 

the experience. The dissociated fragments may gradually develop into separated states, subsystems 

or “parts” with different integrated sensations, affects, thoughts, memories, and behaviors, that handle 

different functions (137). Each of these parts include the accumulation of unprocessed traumatic 

materials, the developmental stage and the implied degree of maturity at the time of traumatization, 

exist side by side, and can take the control over the person in different degrees. Several separate 

mutually independent parts have been created in the person, which initially had a protective and 

adaptive function (138). 

In a recent theory by Van der Hart, Nijenhuis and Steele (137), these different parts have been 

addressed metaphorically as “apparently normal” part(s)(ANP) and “emotional” part(s)(EP), parts 

which are mediated by different action systems (e.g., energy management, sociability, care taking, 

defensive survival actions). In the EP, the person has become fixated in their traumatic experience 

and do not have a normal narrative autobiographical memory of the experience. In the ANP, the 

person wishes to mentally avoid the traumatic memory in order to meet the interest of the daily life. 

The severity of the pathology increases according to the complexity of the dissociated structure. That 
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is, the more established dissociated EP’s and ANP’s (though there rarely exist more ANP’s) that exist 

in the person the more complex the personality structure has become dissociated. 

The development of such extreme dissociated states has been found in several studies to be related 

to prolonged and repetitive traumatic experiences in childhood of physical or sexual character 

(137,140,141). Especially children are very vulnerable to traumatic experiences, because the brain 

structures that are responsible for important integrative and affect modulation functions (e.g., 

hippocampus and prefrontal lopes) do not mature before later in life (142). Another vulnerability 

factor that has been linked to dissociative pathology is the attachment pattern disorganized attachment 

(143). A caregiver is the child’s source of safety and security and helps the child cope with and 

modulate unexpected stress and arousal. However, when the caregiver instead manifests a frightened, 

hostile, or helpless behavior pattern towards their child, the child most often organizes its behavior 

toward the caregiver as an approach-avoidance response. If this response style develops into a pattern 

then it becomes disorganized attachment (137). Disorganized attachment compromises the person’s 

capacity to integrate adverse traumatic experiences, because the ability to regulate threat affects and 

responses has been compromised (137). 

 
The relationship between dissociative phenomena (i.e., depersonalization, derealization, and 

amnesia) and PTSD have been explained via different potential theoretical models (36,144,145), but 

is still an area of controversy. For example, Dalenberg and Carlson (144) have proposed a fantasy 

proneness model, a comorbidity model, a mediation model, an interactional comorbidity model, and 

the component and subtype models (144). So far there is evidence to support two different models: a 

comorbidity model (36) and the component and subtype models (144). Studies have consistently 

shown that dissociative phenomena are related to the presence and severity of DSM-IV PTSD. 

In the description of the PTSD syndrome, dissociative clinical features can be found included: 

PTSD flashbacks are similar to the description of dissociative re-experiencing that describe a range 

of sensory and perceptual intrusions of past traumatic experiences (146); the description of PTSD 

detachment overlaps with dissociative depersonalization and derealization, for example alienation or 

disconnection from oneself and others; and PTSD emotional numbing has similarities with a sensory 

disconnection of feelings (36,146). 

Today, the relationship between PTSD and dissociative phenomena has been acknowledged in 

the DSM-5 as a dissociative subtype of PTSD, characterized by elevated depersonalization and 

derealization (42). The dissociative subtype has been supported by empirical evidence from multi- 
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methodological approaches (147). Nevertheless, the focus in most of the empirical studies 

investigating the dissociative subtype of PTSD has solely been on few aspects of dissociative 

symptoms: depersonalization and derealization. Dissociative phenomena are not considered as a 

general disturbance of self-regulation in this narrow focus. Dissociation as a general disturbance of 

self-regulation may reflect a failure to integrate systems of ideas and functions into the personality as 

a whole after severe and terrifying exposure to traumatic experiences (136). 

In ICD-11, dissociative phenomena are components of the ICD-11 PTSD domain Re- 

Experiencing, such as flashbacks and the ICD-11 CPTSD symptom cluster Affective Dysregulation, 

manifested as lapses into dissociative states or numbing (85,148). There are currently two studies 

published that has investigated the relationship between dissociative phenomena and ICD-11 

PTSD/CPTSD. One study by Elklit et al (98), evaluated the structure of ICD-11 PTSD and CPTSD 

in a diverse group of traumatized individuals using latent class analysis, found two dissociative 

phenomena (feeling that things are “unreal”; “Spacing out”- going away in your mind) to be elevated 

in the class defined as “CPTSD”, compared to the “PTSD” and the “low symptoms” class. The other, 

a recent study by Hyland et al. (108), directly examined the association of dissociative phenomena 

(i.e., psychoform) and ICD-11 PTSD/CPTSD. They found elevated levels of the total dissociation 

score (summarized scores from the questionnaire Dissociative Symptoms Scale) in individuals with 

CPTSD, compared to individuals with PTSD and individuals with no PTSD disorder. Furthermore, 

they found an association between the total dissociation score and the ICD-11 CPTSD symptom 

clusters Affective Dysregulation, Disturbances in Relationship and Re-experiencing. These findings 

were expected because some of the symptoms (i.e., Re-experiencing, Affective dysregulation) in 

ICD-11 CPTSD, outlined above may be dissociative by definition. 

In the present thesis we bring the exploration level to a higher level by investigating the structural 

relationship between symptom clusters of ICD-11 CPTSD and psychoform and somatoform 

dissociation. 
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2 AIMS OF THE THESIS 
The general purpose of this thesis was two-fold. Firstly, we wanted to explore how prevalent 

exposure to traumatic events and ICD-11 PTSD and CPTSD were in outpatient mental health care 

services. Secondly, given former difficulties with diagnostic delineation we wanted to explore the 

conceptualization of- and differences between ICD-11 PTSD and CPTSD. For this purpose, we 

applied constructs from the personality- and dissociation field. Accordingly, the thesis is comprised 

of two studies: 1) a clinical epidemiology study, and 2) a psychopathology study. The specific aims 

for each study were as follows: 

 
Study 1: Clinical epidemiology 

 

Paper 1: 

To investigate frequencies of traumatic exposure, ICD-11 PTSD and CPTSD among outpatients, and 

the comorbidity of the two diagnoses with other ICD-10 diagnoses, and types of traumatic events. 

 
1) To determine frequencies and sex differences of traumatic experiences. 

2) To investigate prevalence rates of ICD-11 PTSD and CPTSD, their sex differences, and 

comorbidity with other ICD-10 diagnoses. 

3) To provide conditional prevalence rates for ICD-11 PTSD and CPTSD within the overall 

sample and the ICD-10 PTSD group, given experience of a specific type of traumatic event. 

4) To compare ICD-11 PTSD and CPTSD on exposure to multiple traumatic experiences and 

psychological well-being. 

 
 

Study 2: Psychopathology: clinical manifestations and differential diagnostics 
 

Paper 2: 

To apply the maladaptive personality traits from the AMPD in DSM-5 section III to explore clinical 

differences between ICD-11 PTSD and CPTSD. 

 
1) To identify differences between ICD-11 PTSD and CPTSD on maladaptive personality trait 

domains and facets. 



 
46 

2) To examine the association between PTSD and DSO symptom clusters and maladaptive trait 

domains and facets 

 
Paper 3: 

To explore the association between personality functioning according to the definition of DSM-5 

LPFS and the DSO domain in ICD-11 CPTSD. 
 
 

1) To investigate the impairment levels of personality functioning in ICD-11 post-traumatic 

stress disorders and compared the impairment levels between PTSD and CPTSD. 

2) To explore the degree of conceptual overlap, we examined the bivariate association between 

CPTSD symptom clusters and LPFS domains. 

3) To explore whether the four LPFS domains, where equally able to predict DSO 

symptomatology. 

 
Paper 4: 

To evaluate the factorial validity of ICD-11 CPTSD and the relationship between ICD-11 CPTSD 

and dissociation. 

 
1) To test the factorial validity of ICD-11 CPTSD as operationalized with the ITQ. 

2) To assess associations between CPTSD clusters and features of dissociation (i.e., psychoform 

and somatoform). 

3) To investigate whether patients with CPTSD show elevated levels of dissociation, when 

compared to PTSD and no-disorder. 
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3 STUDY 1 

3.1 METHOD 

3.1.1 DESIGN 

Study 1 was designed to provide an overview of the distribution and rates of ICD-11 

PTSD/CPTSD and frequencies of exposure to traumatic events in a population of outpatients with 

ICD-10 diagnoses. We used consecutive sampling for collecting participants for study one. The 

survey was developed as online accessible, in order for patients to fill out the survey on a tablet while 

they were in the waiting area at the clinics. The study was a multi-site survey and the uptake area 

mainly comprised rural and suburban areas. The patients were recruited from the areas of Maribo, 

Næstved, and Slagelse in Region Zealand, Denmark. 

 

3.1.2 PARTICIPANTS AND PROCEDURE 

During approximately four months (mid-May – end September, 2018) all individuals who were 

1) consecutively referred to three outpatient mental healthcare clinics for treatment of mental health 

problems, 2) aged between 18 – 65, 3) who were able to understand and read Danish fluently, and 4) 

were willing and able to give informed consent were invited to participate in the current study. A total 

of 328 individuals were referred to the three outpatient mental healthcare clinics in the survey period. 

Successfully, 195 agreed to participate, which resulted in a response rate of 59%. The final sample, 

however, included 165 patients; 30 patients were excluded because they withdrew consent (n = 5) or 

because they provided incomplete data (n = 25). The participants filled out three questionnaires and 

demographic information on a tablet after the first or second appointment in the clinic. 

 

3.1.2.1 Sample characteristics: 
 

The sample comprised 123 women (75%) and the mean age was 34 (SD = 12.8, range 18-65). 

Seventy-seven participants were single (47%), 27 were married (16%), 42 were living with a partner 

(26%) and 19 were living with others (12%). Half of the participants did not have children (n = 82), 

and 83 had one or more children. Most participants reported primary school as their highest education 

level (n = 62, 38%), followed by vocational education, bachelor degree or higher (both n = 35, 21%), 

and upper secondary school (n = 33, 20%). Furthermore, 60 participants were on an illness leave 

(36%), 52 were employed or retired (32%), 42 were unemployed or in rehabilitation (both 26%), and 

11 (7%) were receiving early retirement benefits. 
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3.1.3 MEASURES 
ICD-11 PTSD and Complex PTSD 

The International Trauma Questionnaire (ITQ) (63), was developed to measure ICD-11 PTSD 

and CPTSD, and was used as a primary measure in this thesis. It is divided in two section. In the first 

section the participants answered six questions that comprised the subdomains of the PTSD diagnosis, 

followed by three questions that measured levels of functional impairment. The questions were 

answered in terms of how much the problem had bothered the participants in the past month. In the 

second section the participants answered six more questions comprising the subdomains of DSO, also 

followed by three questions measuring levels of functional impairment. For the second sections the 

participants were instructed to answer the questions in terms of how they typically feel, think about 

themselves and relate to others. All questions were rated on a 5-point Likert scale from 0 (Not at all) 

to 4 (Extremely). The domains and overall measure demonstrated good reliability in both samples for 

this thesis. Exact reliability estimates can be found in the respective papers, but we generally found 

good inter-item correlations and high internal consistency across the studies. 

There was no formal Danish translation of the ITQ when we began the present PhD project. The 

ITQ was therefore, translated into Danish by researchers from the Psychiatric Research Unit, Region 

Zealand and professionally back-translated. The final Danish translation was approved by the authors 

of the measure. The ITQ is a freely available measure which can be accessed in different languages 

along with other available ICD-11 stress-related measures on: 

https://www.traumameasuresglobal.com. 

 
Traumatic experiences 

The Lifetime Events Checklist (LEC) (149) was used to assess for traumatic lifetime experiences 

in all four papers. LEC is a self-report questionnaire that identifies exposure to 16 different types of 

traumatic events. In addition, LEC includes an open-ended question that asks about exposure to any 

other traumatic experience not listed by the former events. We added the following three traumatic 

experiences to assess for childhood experiences before the age of 18: childhood physical abuse (being 

hit, punched or hurt by someone responsible for caregiving such as a parent, foster parent, teacher, or 

coach), childhood sexual abuse (being touched sexually or being sexually assaulted by someone older 

or a caregiver), and neglect (not being properly clothed or fed or being left without care). The LEC 

has five nominal response categories; 1) Happened to me; 2) Witnessed it; 3) Learned about it; 4) Not 
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sure; 5) Doesn't apply. There is no formal scoring protocol. For this part of the study, we identified 

whether the participants had experienced one or more of the events listed. 

 
Psychological Well-being 

The World Health Organization – Well-being Index Five (WHO-5) was used to assess 

psychological well-being in study 1. WHO-5 is a 5-item self-report questionnaire that assesses quality 

of life within the last two weeks. The levels of well-being were scored on a 6-point Likert scale 

ranging from 0 (no times) to 5 (all the times). Total quality of life was estimated by summation of the 

scores and ranges between 0 and 25. Higher mean score represent better quality of life with 25 

representing best possible quality of life. WHO-5 has demonstrated adequate psychometric properties 

in previous studies (150). Inter-item correlations were calculated and showed acceptable internal item 

correlations (0.47). 

 

3.1.4 DATA ANALYSIS 

Diagnostics rates for ICD-11 PTSD and CPTSD were calculated and frequencies of different types 

and number of traumatic experiences were estimated. Pearson chi‐square analyses, Fisher's exact tests, 

and t‐tests were used to examine differences between ICD-11 PTSD and CPTSD on type of traumatic 

experience, overlap to ICD-10 diagnoses, psychological well-being and mean number of experienced 

traumatic events. We used the Bayes’ theorem formula to calculate the conditional probability for 

ICD-11 PTSD and CPTSD in the overall sample and the ICD-10 PTSD group, given the experience 

of a specific type of traumatic event. Data analyses were performed on complete cases and in R (R 

Core Team, 2019). 

 

3.1.5 ETHICS 

At the time of recruitment each participant gave oral consent for participation. Written information 

about the study was provided on a tablet. The patient was asked to actively consent on the tablet to 

be able to activate the questionnaires for the study. Five patients did not consent. The confidentiality 

was secured by a unique link that could only be accessed once. The survey was closed when the patient 

left the browser. The data was stored on a secure account only accessible by the first author. 
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3.2 RESULTS 
In this section, main findings from study 1 are summarized. The full presentation of results and 

tables can be found in paper 1 (Appendix A). 

 
Diagnostic status 

One month-prevalence rate for ICD-11 PTSD was 8% (n = 13) and the prevalence rates was 

equally distributed across men (n = 6; 46%) and women (n = 7; 58%), (χ2 (1) = 2.1, p = .1). One 

month-prevalence rate for ICD-11 CPTSD was 36% (n = 60) and there were also no significant 

differences in distribution across men (n = 16; 27%) and women (n = 44; 73%), (χ2 (1) = .007, p = 

.93). Frequencies of ICD-10 disorders and distribution of ICD-11 PTSD and CPTSD across ICD-10 

disorders can be found in Table 2.1. 

 
Table 3.1. Frequencies of ICD-10 disorders and distributions of ICD-11PTSD/CPTSD 

 
 

 
 

ICD-10 diagnoses 

 
 

N = 165 

 
 

(%) 

ICD-11 

PTSD (n = 

13) 

n (%) 

ICD-11 

CPTSD  

(n = 60) 

n (%) 

Fishers 

Exact test 

Mood (affective) disorders 18 (11%) - 4 (7%) n.s. 

Anxiety, phobic, and OCD disorders 26 (16%) 1 (8%) 8 (13%) n.s. 

Adjustment and stress-reaction  
19 (11.5%)  

4 (30%) 
 

5 (8%) 
 

* 
disorders      

PTSD 30 (18%) 6 (46%) 17 (28%) n.s. 

Behavioral and emotional 
disorders with onset usually 
occurring in 

 
13 

 
(8%) 

 
1 (8%) 

 
7 (12%) 

 
n.s. 

childhood and adolescence      

Emotional unstable personality disorder 
- borderline type 

13 (8%) 1 (8%) 6 (10%) n.s. 

Personality disorders (other) 20 (12%) - 5 (8%) n.s. 

Other disorders 26 (18%) - 8 (13%) n.s. 

Note: PTSD = Post-traumatic stress disorder. CPTSD = Complex Post-traumatic stress disorder. The “other disorder” category comprised 
individuals with code DZ038 observation for other suspected diseases and conditions. ICD-10 Disorder categories with n < 5 was not used 
exploring ICD-11. n.s. = p > .05; * = p < .05 

 
 

Traumatic experiences in outpatient psychiatry 

The participants had on average experienced 4.78 (SD = 3.18; median = 4; range 0-15) traumatic 

events, and 94% (n = 155) had experienced at least one traumatic event. Furthermore, 67% (n = 110) 

had witnessed someone close experience a traumatic event. 
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Table 3.2. Traumatic experiences across total sample, gender and ICD-11 PTSD/CPTSD 
 
 

 
 
 
 
 
 
Traumatic events 

Total sample 

(ICD-10) 

 
 

(N = 165) 
% 

 
 
 

Women 

(n = 123) 

n (%) 

 

Gender 
 

Men 

(n = 42) 

n (%) 

 
 
 

Gender 

difference 

χ2 (1) 

 
 
 

PTSD 

(n = 13) 

n (%) 

ICD-11 

CPTSD 

(n = 60) 

n (%) 

 
 
 

ICD-11 

difference 

χ2 (df) 

Physical assault 55 
 

51 
 

48 
 

41 
 

39 
 

24 
 

34 
 

26 
 

26 
 

19 

58 (47) 
 

62 (50) 
 

56 (46) 
 

47 (38) 
 

51 (42) 
 

22 (18) 
 

51 (42) 
 

38 (31) 
 

33 (27) 
 

27 (22) 

32 (76) 
 

22 (52) 
 

23 (55) 
 

21 (50) 
 

13 (31) 
 

17 (41) 
 

5 (12) 
 

3 (7) 
 

10 (24) 
 

5 (15) 

10** 

n.s. 

n.s. 
 

n.s. 
 

n.s. 

8** 

10** 
 

8** 

n.s. 

n.s. 

9 (69) 
 

2 (15) 
 

6 (46) 
 

4 (31) 
 

6 (46) 
 

5 (39) 
 

3 (23) 
 

6 (46) 
 

3 (23) 
 

6 (46) 

44 (73) 
 

9 (15) 
 

27 (45) 
 

28 (47) 
 

27 (45) 
 

25 (42) 
 

25 (42) 
 

18 (30) 
 

24 (40) 
 

27 (45) 

n.s. 
 

n.s. 
 

n.s. 
 

n.s. 
 

n.s. 
 

n.s. 
 

n.s. 
 

n.s. 
 

n.s. 
 

n.s. 

Sudden, unexpected death of 
someone close to you 

Childhood physical abuse (before the 
age of 18) 

Traffic accident 

Neglect (before the age of 18) 

Assault with a weapon 

Other unwanted or uncomfortable 
sexual experience 

Sexual assault 

Any other stressful event or 
experience 

Childhood sexual abuse (before the 
age of 18) 
Note: This table includes the most frequent experienced traumatic events, please see paper 1 for the full list. PTSD = Post-traumatic 
stress disorder. CPTSD = Complex Post-traumatic stress disorder. N.s. = p > .05; **= p < .01 

 
 
 

The probability of ICD-11 PTSD or CPTSD given exposure to a traumatic event 

Regarding the conditional probability of ICD-11 PTSD, given exposure to any type of traumatic 

event, we found no clear picture neither within the overall sample (captivity 31%, combat or exposure 

to war 25%, severe human suffering 18%, and sexual assault 15%) or within the ICD-10 PTSD group 

(combat or war-zone activity 100%, captivity 50%, or toxic substances 33%). The same accounts for 

the conditional probability ICD-11 CPTSD within the overall sample (serious injury, harm or death 

you caused to someone else 89%, assault with a weapon 64%, and captivity 62%) and within the ICD-

10 PTSD group (neglect 87%, natural disaster 83%, serious accident at work, home, or during 

recreational activity 70%). 



 
52 

 
 

Differences between ICD-11 PTSD and CPTSD on well-being and number of traumas 

Contrary to the results found in previous studies (38,45), we found no significant differences 

between ICD-11 PTSD and CPTSD on number of experienced traumatic events and psychological 

well-being. 

 

3.3 DISCUSSION: 

3.3.1 TRAUMATIC EXPERIENCES, ICD-11 PTSD AND CPTSD 
 

In study 1, we investigated frequencies of lifetime traumatic experiences, ICD-11 PTSD and 

CPTSD, overlap to ICD-10 disorders, and experienced types of traumatic events in outpatient mental 

health care services. 

 
The main findings were: 

 
 

1. Nearly all patients in our sample had experienced at least one severe lifetime traumatic event 

(94%). On average the number of experienced traumatic events were 4.8. 

2. ICD-11 CPTSD was more common (36%) compared with ICD-11 PTSD (8%). 

3. About 23% with ICD-10 PTSD were not identified with a probable ICD-11 PTSD or CPTSD 

disorder. 

4. Cases of ICD-11 PTSD and CPTSD were identified across multiple ICD-10 diagnoses. More 

cases of ICD-11 PTSD, than CPTSD were identified in patients diagnosed with ICD-10 

adjustment and stress-related disorders. 

5. Well-being scores and number of experienced traumatic events did not appear to be 

discriminant factors for ICD-11 PTSD and CPTSD. 

 
We found high levels of lifetime traumatic experiences irrespective of the psychiatric diagnosis; 

that men were more likely to report violent assaults; and that women were more likely to report sexual 

assaults. These results are general findings across studies (6,9,87,151–153). Contrary to prior findings 

(87) we did not find a gender effect for the total number of experienced traumatic events in our 

sample. 
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In the current study outpatients with clinical representation of posttraumatic stress symptoms were 

more than four-times as likely to have CPTSD. To the best of our knowledge, it is the first time that 

rates of ICD-11 PTSD and CPTSD have been systematically investigated in a heterogenic sample 

comprising different diagnostic disorders. There is a need for studies to replicate these findings in a 

bigger sample to substantiate the validity and reliability of the rates. 

There are at least two other studies that have reported reduced prevalence rates of PTSD from 

ICD-10 to ICD-11 (70,71). In the two prior studies, the decrease in prevalence of PTSD from ICD- 

10 to ICD-11 was found to be accounted for by a reduction in fulfillment of the Re-experiencing 

criteria and because of changes in the Hyperarousal symptom cluster (70,71). Thus, the formulation 

of a narrower concept of PTSD appears to have an impact in clinical practice especially for patients 

that fulfill the criteria for a clinically significant PTSD diagnosis according to ICD-10. 

In our sample, 30% had an ICD-10 PTSD diagnosis in their medical record. However, our results 

showed that 44% endorsed symptoms fulfilling the requirements for one of the ICD-11 posttraumatic 

stress disorders, using the ITQ. One of two possible explanations may describe this result: ICD-10 

PTSD may either be underdiagnosed in our sample or has been documented as a co-occurring 

secondary diagnosis in the medical record. We did not include co-occurring ICD-10 disorders from 

the medical record. Research studies primarily support the first assumption, that PTSD often goes 

unrecognized in mental health services. For example, in a community mental health sample, Cusack 

et al. (2006) found that between 19% to 30% of 142 participants met criteria for PTSD, however only 

3% had a medical record of the diagnosis (154). Additionally, as addressed earlier, studies normally 

show reduced rates of ICD-11 PTSD relative to ICD-10 PTSD lending more support that PTSD may 

be underdiagnosed in this sample. 

Cumulative traumatic experiences and functional impairment have in prior studies been found to 

be differential factors of ICD-11 PTSD and CPTSD (65,72). We did not find the same results within 

this sample. It is possible that these factors may not be effective differential factors in a sample of 

mental health outpatients often displaying high symptom complexity and severity. 

Furthermore, interpersonal traumatic experiences in childhood and adulthood have been found to 

be independently associated with ICD-11 CPTSD (74). The results from the estimation of the 

conditional probability given exposure to a traumatic experience showed no clear picture whether 

specific types of traumatic experiences would lead to either of the diagnoses. In the patients diagnosed 

with ICD-10 PTSD, conditional prevalence of ICD-11 CPTSD was associated with neglect, natural 
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disaster, serious accident at work, home, or during recreational activity, and conditional prevalence 

of ICD-11 PTSD was associated with combat or war-zone activity, captivity, or toxic substances. 

 
 

3.4 METHODOLOGICAL CONSIDERATIONS AND LIMITATIONS 
Several methodological implications and limitations should be considered when interpreting 

the results in this study. 

First, we used consecutive sampling, a non-probability sampling strategy. Stratified sampling 

may have been an alternative sampling approach for this particular study. With stratified sampling, 

we would have been able to stratify our population into groups of different ICD-10 diagnoses 

proportional of the total outpatient population in mental health care services. Furthermore, we would 

have been able to calculate the appropriate size of each diagnostic groups required to answer the 

research question of prevalence rates and comorbidity of ICD-11 PTSD and CPTSD in different 

outpatient diagnostic groups. 

Second, a major limitation of study 1 was that we compared ICD-10 clinical diagnoses with 

self-reported ICD-11 diagnoses. This comparison possesses several methodological implications that 

may have impacted the results. Examples of such methodological implications are the validity of the 

clinically obtained diagnosis, the reliability of the self-report questionnaire ITQ, the validity of the 

patient’s self-reports on the ITQ, and usages of two different classification systems (i.e., ICD-10 vs. 

ICD-11), which unavoidably will produce different prevalence rates (57). In the present study these 

reliability implications were undetermined, although the internal consistency of the ITQ was found 

to be good. 

Third, as a consequence of the overall sample size (N = 165) each ICD-10 diagnostic category 

contained few participants, which may have underpowered the statistical comparison analyses. 

Therefore, the results from the comparison analyses should be interpreted cautiously. 

Fourth, we had no data on how many outpatients declined participation. Consequently, we were 

not able to investigate differences between outpatients who chose to participate relative to those who 

declined to participate. Likewise, we were not able to provide information on whether patients from 

a particular diagnostic group relative to patients from another diagnostic group were more likely to 

reject participation. Because we did not collect this information, we cannot rule out a possible 

selection bias in the outcome results. 

Fifth, traumatic life experiences were studied retrospectively, which may have caused an 

information bias. However, this is almost always a prerequisite in the study of traumatic life events. 
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Sixth, the study included a relatively small sample size. The small sample size, together with 

the specific study population (i.e., psychiatric outpatients), and the possible selection bias may 

compromise generalizability of this study. Therefore, extrapolating the results to the general 

population, patients in inpatient treatment facilities, and outside psychiatric settings should be done 

with caution. 

Seventh, we used the Life Events Checklist (LEC), a self-report measure, to assess traumatic 

experiences. The self-report assessment of traumatic experiences was filled out in the waiting area at 

the clinics. The LEC was chosen as a consequence of the particular collection method, because the 

questions of LEC may only stimulate recognition of the event and not provoke the patient to recall 

details. There are, however, several methodological implications with using the LEC to collect 

information on traumatic experiences. First, the LEC does not assess the time of exposure, the 

intensity of exposure or whether the exposure was of a single or repeated character. Such factors have 

importance for the present study, because they have been found to be associated with the risk of 

developing CPTSD (73,74). Second, LEC only assesses adulthood lifetime trauma. We added three 

common childhood traumatic experiences to LEC. Nevertheless, childhood traumatic experiences 

may have been under assessed. Third, the assessment of traumatic experiences is known to be quite 

challenging, since it may evoke a range of emotions and intrusions, possibly leading to defensive 

reactions (155). 

Eight, the ITQ was not finalized and no formal Danish translation existed when we began the 

Ph.D. project. We used a preliminary longer version of the instrument that encompassed the items of 

the final version (63). Consequently, the Danish version of the ITQ had not undergone formal 

psychometric evaluation prior to being used in the present study. However, the internal consistency 

of the ITQ was found to be good. A recent Danish study investigated in four clinical samples, the 

construct validity of the Danish-translated ITQ used in the study. (156). The findings supported the 

utility of the Danish-translated ITQ to identify symptoms of PTSD and DSO consistent with the ICD- 

11 proposal for disorders related to traumatic stress. These findings lend support to the reliability of 

the ITQ used in the present study. 
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4 STUDY 2 

4.1 METHOD 

4.1.1 DESIGN 

Study 2 was designed to explore the conceptualization of- and difference between ICD-11 PTSD 

and CPTSD in psychiatric outpatients. For this purpose, we applied constructs from the personality- 

and dissociation field. The present study was an explorative and cross-sectional investigation with a 

naturalistic consecutive design. It was carried out at multiple sites in Region Zealand and the Capital 

Region of Denmark and the patients were recruited from the following outpatient mental health 

clinics: Klinik for PTSD, Psykiatrisk klinik Slagelse, Psykiatrisk klinik Holbæk, Psykiatrisk klinik 

Maribo, Psykiatrisk klinik Næstved, Arbejdsmedicinsk klinik, and Psykoterapeutisk ambulatorium, 

Ballerup. The uptake area was broad and comprised both urban, suburban and rural areas. 

 

4.1.2 INCLUSION AND EXCLUSION CRITERIA 
 

The inclusion criteria were: 

- ICD-10 F43.1 PTSD or F62.00 EPCACE 

- Ages between 18-65 

- Danish speaking 

- Having received a maximum of seven psychotherapy sessions 

- Willing and able to give informed consent 

The exclusion criteria were: 

- Current psychiatric inpatient treatment 

- Traumatized refugees 
 
 

4.1.3 PARTICIPANTS AND PROCEDURE 
During a 22-months period (December 2017 – September 2019) patients who were clinically 

diagnosed with a primary diagnosis of PTSD or EPCACE according to ICD-10, were consecutively 

recruited from the abovementioned clinics by their primary clinician. Patients were invited for 

participation within a timeframe of six therapy treatment sessions and had to agree to participation 

no later than on the seventh therapy treatment session. This procedure was agreed upon to 

accommodate the clinicians’ disbelief in successful recruitment without having a necessary 
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therapeutic working alliance with the patients. Amongst the clinicians, the main reason for this 

particular worry was the possibility that the patients would be too distrustful as a consequence of 

symptoms such as hypervigilance or on guard. The specific types of psychotherapy differed across 

the individual clinics and there was no general policy regarding intervention types. 

Also, traumatized refugees were excluded from the current study. Traumatized refugees in Danish 

mental health care services are characterized by diverse cultural ethnicity. The psychopathology of 

traumatized refugees is often associated with specific and severe war and torture traumatization. 

Translation of the instruments into different languages that takes specific cultural consideration into 

account would be necessary if refugees were to be included in the study. Considering the aim and 

design of the current study such factors would have brought considerable variance into the study that 

would be difficult to identify and to control for in the analyses. Consequently, traumatized refugees 

were excluded despite the fact that they most likely would fulfill most of the abovementioned 

inclusion criteria. Furthermore, patients with a substance abuse disorder or/and psychosis were 

naturally excluded from the present study because outpatients with these disorders get referred to 

other specialized treatments in Denmark. 

The data collection was performed at the clinics over a minimum of two appointments, each 

appointment lasting 2.5 hours, with an approximate interval of one to two weeks. The diagnostic 

inclusion criterion (i.e., F43.1 PTSD) was confirmed with the MINI International Neuropsychiatric 

Interview version 7.0.2 (157) at the first appointment. No patients were referred to the study with 

F62.00 EPCACE. If the diagnostic inclusion criterion was not confirmed the participant was excluded 

from further participation. 

Two interviews (i.e., MINI and SCID-5-AMPD, Module 1) and a questionnaire comprising 220 

questions (i.e., PID-5) were performed at the appointments. Four self-report instruments (i.e., ITQ, 

LEC, DSS, and SDQ-5) were completed at home between the two appointments via a secure online 

access. If a patient were unable to fill out the questionnaires at home, the questionnaires could be 

filled out on a tablet at the second test-appointment. To ensure the reliability of the interview (i.e., 

SCID-5-AMPD) was not compromised, the patients were instructed to complete the questionnaires 

alone to ensure the author of this thesis (LM) and the assistant psychologist were blinded to the 

answers. 

Most interviews (n = 90) were performed by LM. A subset (n = 25) was performed by an 

experienced psychologist trained by LM and regular supervision was provided. The training consisted 

of listening to prior recorded interviews and sitting in on interviews made by LM. 
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4.1.3.1 Sample characteristics 

A total of 115 patients were referred for participation in study 2. Three were excluded because 

they did not fulfill the diagnostic inclusion criterion (i.e., ICD-10 F43.1 PTSD), when assessed by the 

MINI interview. The total sample comprised N = 112 outpatients with a primary diagnosis of ICD-

10 PTSD, 56% (n = 63) were women and the mean age was 41.44 (SD =12.08, range = 18 to 64). The 

majority of the sample were living with a partner (n = 47, 41%), 35 (31%) were single, 18 (16%) 

were living with children, 13 (12%) were living with others. Forty-seven (42%) had finished a 

bachelor degree or higher as their highest education level, 27 (24%) had finished primary school or 

less, 23 (21%) had a vocational education, and 15 (13%) had finished upper secondary school. Fifty 

(45%) were on sick leave, 22 (20%) were in occupational rehabilitation, 22 (20%) were in job or 

retired, 10 (9%) were unemployed, and 8 (7%) were receiving early retirement benefits. Thirty-three 

did not have children (29%), 20 (18%) had one child, 36 had two children (32%), and the remaining 

participants had three or more children (n = 23, 21%). 

 
 

Figure 4.1. Numbers of participants in the individual papers of study 2 
 
 

Note: We had varying incomplete data across the measures. Therefore, there is a natural variation in sample size and characteristics across the 
three papers in study 2 
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4.1.4 MEASURES 

The primary outcome variable in study 2 was ICD-11 PTSD/CPTSD, operationalized with ITQ. 

Information on traumatic experience was included in all sub-studies and collected with the LEC 

measure (See section 3.1.3 for descriptions of ITQ and LEC). The following measures were the 

experimental variables of study 2: 

 
Personality pathology 

The Structured Clinical Interview for the DSM–5 Alternative Model for Personality Disorders, 

Module I (SCID-5-AMPD) (158) was used to assess level of personality functioning operationalized 

by the Level of Personality functioning Scale. SCID-5-AMPD opens with eight questions to establish 

a global score. The global score provides a foundation for the continued detailed assessment. The 

interview goes on to an evaluation of the four domains and their corresponding subdomains. The 

severity of impairment in personality functioning is rated for each subdomain in accordance to the 

five levels of the LPFS, which ranges from 0 (Little or no impairment) to 4 (Extreme impairment). 

The SCID-5-AMPD interview has demonstrated good test-retest and interrater reliability (159). Good 

convergent validity is also demonstrated against the Structured Interview for Personality Organization 

(160). Calculated interrater reliability coefficients in the present study were moderate to good. For 

the overall LPFS interrater reliability was 0.83 and for the LPFS components between 0.64 – 0.88. 

The SCID-5-AMPD was translated into Danish by researchers from the Psychiatric Research 

Unit, Region Zealand. The terminology was agreed upon in consensus. Given that SCID-5-AMPD is 

a relatively new interview and has not previously been used in Denmark. Training in assessing the 

LPFS with the SCID-5-AMPD interview was provided by the developer Dr. Donna Bender during a 

two-day workshop. 

 
Personality traits 

To assess for personality traits, the Personality Inventory for DSM-5 (PID-5) (134) was used. 

PID-5 is a self-report inventory comprising 220 items rated on a four-point Likert scale ranging from 

“Very false or often false” to “Very true or often True”. It encompasses 25 trait facets and five higher- 

ordered trait domains comprising: Negative Affectivity, Detachment, Antagonism, Disinhibition, and 

Psychoticism. Krueger et al. (2012), describes the development of the measures and the psychometric 

properties (134,161) of the scale are well-documented. The Danish version of PID-5, used in this 
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thesis, has demonstrated good internal consistency and factorial validity (162), measurement 

invariance (163) and good criterion validity (164–166). Presented in paper 2, cronbach’s alpha values 

for the five domains were acceptable (Mean ⍺	= .88; range = .86 - .91). 

 
Psychoform dissociation 

The Dissociative Symptoms Scale (DSS) (146) is a 20-item self-report questionnaire rating the 

frequency of experienced dissociative phenomena in the past week on a five-point Likert scale from 

0 (not at all) – 4 (more than once a day). It describes four domains of psychoform dissociation: 

Depersonalization/Derealization (six items), Gaps in Awareness and Memory (five items), Sensory 

Misperceptions (five items), and Cognitive and Behavioral Re-Experiencing (four items). Total 

scores range between 0 - 80, and subscale scores are the mean scores for the items encompassed in 

each subscale. The cronbach’s alpha coefficient for the total scale and domains indicated high internal 

consistency (Total scale: ⍺	= .92; domain ⍺	range = .79 – .86). 

 
Somatoform dissociation 

The Somatoform Dissociation Questionnaire, 5-item (SDQ-5) (167) identifies levels of negative 

(i.e. analgesia) and positive (i.e. site-specific pain) somatoform dissociative experiences in the past 

year. The five items were derived from the 20 items that comprises the SDQ-20 and may be used to 

screen for dissociative disorders. The SDQ-5 has demonstrated satisfactory sensitivity, specificity 

and positive predictive values in previous studies (167). The questions are rated on a five-point Likert 

scale ranging from 1 (not at all) – 5 (extremely). Whether the individual symptom has been related to 

a physical disease by a physician is indicated and scores are adjusted accordingly. The SDQ has a 

unidimensional structure. The total score ranges between 5 - 25. The cronbach’s alpha coefficient for 

the total scale were good (⍺	=	.82.) 

 
Mental state disorders 

The MINI - International Neuropsychiatric Interview version 7.0.2. (MINI) (157) was 

administered to assess comorbid mental state disorders, including affective disorders, anxiety and 

phobic disorders, eating disorders, psychotic disorders, and substance use disorders. It is a structured 

and short interview developed to screen for the 17 most current and lifetime Axis I disorders. The 

MINI is well-validated and previous versions have demonstrated good interrater and test-retest 

reliability (157,168). 



 
61 

 
 

4.1.5 DATA ANALYSIS 

4.1.5.1 Paper 2 

In paper 2, we sought to evaluate individuals with probable ICD-11 post-traumatic stress 

disorders. Therefore, for the analyses in the present paper we only used patients identified with ICD- 

11 PTSD or CPTSD. Consequently, the sample size for the analyses were N = 84. The diagnostic 

rates of ICD-11 PTSD and CPTSD were, 23% (n = 24) and 57% (n = 60), respectively. 

To compare frequencies between ICD-11 PTSD and CPTSD on traumatic experiences, current 

mental disorders, and suicidal ideation, Pearson Chi-square analysis was applied. However, Fisher's 

exact test was applied, when the estimated expected value of any cell in the contingency table was 

below 5. Welch’s t-test and Mann-Whitney U test (nonparametric test) were estimated to examine 

differences between ICD-11 PTSD and CPTSD on maladaptive personality traits. Cohen’s d was used 

to examine the magnitude of the differences. A series of Pearson correlation coefficients were 

calculated to assess bivariate associations between maladaptive personality trait domains and facets, 

and the symptom clusters of ITQ. The Benjamini-Hochberg method was applied to control the false 

discovery rate of multiple comparisons in all analyses. Data analyses were carried out in the statistical 

program R (R Core Team, 2019). 

 

4.1.5.2 Paper 3 

In paper 3 we also sought to evaluate individuals with probable ICD-11 post-traumatic stress 

disorders. Therefore, the sample size for the analyses in paper 3 consisted of N = 83 outpatients 

identified with ICD-11 PTSD or CPTSD. The diagnostic rates of ICD-11 PTSD and CPTSD were, 

23% (n = 24) and 57% (n = 59), respectively. 

Three statistical analyses were used to explore the aims in paper 3. First, we summarized the 

impairment levels of the LPFS for the total sample, ICD-11 PTSD and CPTSD. Then, nonparametric 

Mann-Whitney U tests and Cohen’s d effect sizes were applied to estimate differences and the 

magnitude of differences in the mean scores of maladaptive trait domains and subdomains between 

ICD-11 PTSD and CPTSD. Mann-Whitney U tests was used because the normality assumption was 

violated. Second, bivariate associations were calculated between scores on the four domains of the 

LPFS and all the ITQ symptom clusters, the DSO and PTSD domains, and the overall ITQ using 

Pearson correlation coefficient. Third, multiple linear regression was utilized to analyze the 

association between the four LPFS domains and DSO symptom severity. Stepwise forward 
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elimination was used to determine specific LPFS domains that contributed to the best relevant model 

for predicting DSO symptom severity. The Akaike information criterion (AIC) defined the best fitting 

model. We inspected the data for multicollinearity, autocorrelation, and outliers and no apparent 

problems appeared. As a consequence of the number of estimated statistical tests we applied the 

Benjamini-Hochberg method to control the false discovery rate on all analyses. 

Intraclass correlation coefficients (ICC) were estimated on the basis of a mean-rating (k = 3), 

absolute-agreement, 2-way mixed-effects model (ICC (2, k)). The data for the ICC came from 15 

video- and audio-based recordings rated by three experienced clinicians, all having the same amount 

of training. All analyses were performed in R (R Core Team, 2019). 

 

4.1.5.3 Paper 4 
 

In Paper 4, we sought to the evaluate the factorial validity of ICD-11 CPTSD and the relationship 

between ICD-11 CPTSD and dissociation in a group of traumatized adult psychiatric outpatients. 

Therefore, in the present study the full sample was used for analyses (N = 111; see Table 3.1 for how 

we obtained the sample size). Mplus 7.4 was the main statistical software used in paper 4. With the 

robust weighted least squares estimator (WLSMV), confirmatory factor analysis was employed to 

replicate prior findings of the ICD-11 CPTSD factor structure comprising six first-order factors and 

two correlated second-order factors (PTSD and DSO). Four structural equation models (SEM) were 

conducted to investigate the relationship between the six latent ITQ factors and somatoform and 

psychoform dissociation. χ² statistic, the Comparative Fit Index (CFI), the Tucker-Lewis Index (TLI), 

and the Root Mean Square Error of Approximation (RMSEA) was used as goodness of fit indices. 

SEM was applied because it allows for paths to be estimated simultaneously taking the entire model 

into account. R (R Core Team, 2019) was also used in the current paper to conduct a one-way 

nonparametric analysis of variance (ANOVA) in order to examine differences in psychoform and 

somatoform dissociation across the diagnostic groups from ITQ. Post-hoc nonparametric pairwise 

analysis was estimated to follow up on specific group differences. The WRS2 package was used for 

nonparametric estimation. 1,000 samples bootstraps were used to account for non-normality and low 

samples size in SEM and ANOVA. Missing data (in 7 cases) were handled using pairwise present 

analysis. 
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4.1.6 ETHICS 

Patients eligible for participation were provided with written materials from their primary 

therapist. The patient was given time to consider participation before oral consent were given. Written 

consent was given at the first participation appointment, after the patient had received further detailed 

oral information from the research staff. On the basis of the second round of information, one 

participant chose not to participate. The thoroughly recruitment strategy was decided upon as a 

consequence of multiple clinical recruiters placed at different clinics; to secure that all patient were 

familiar with the study procedure and thus able to make an informed choice of participation. 

 

4.2 RESULTS 

In this section, main findings from study 2 are summarized. The full presentation of results and 

tables can be found in papers 2, 3, and 4 (Appendix A). 

 

4.2.1 PAPER 2 

Traumatic experiences and comorbidity 

All participants had either experienced or witnessed a traumatic life event measured with the Life 

Events Checklist (149). On average the participants had experienced 6.20 (SD = 3.30, median = 6) 

types of lifetime traumatic events and the average number of witnessed traumatic experiences were 

2.25 (SD = 2.89, median = 1). The most commonly reported self-experienced traumatic experiences 

were 77.38%; childhood physical assault, 51.19%; and transportation accident, 50% 
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Table 4.1. Comorbid mental disorders for ICD-11 PTSD/CPTSD 
 

 
 
 
 
 
 
MINI-disorders 

 
PTSD 

(n = 24) 

CPTSD 

(n = 60) 

 
 

ICD-11 Chi-square differences test 

 
 

n (%) 

 
 

n (%) 

FDR-BH 

Adjusted p- 

χ2 (1) p-value values 
 

Depressive episode 15 (63%) 52 (87%) 4.80 .02* 0.07 

Suicidal ideation (low) 10 (42%) 13 (22%) 4.61 .02* 0.07 

Suicidal ideation (medium) 0 8 (13%) 2.16 .1* 0.28 

Suicidal ideation (high) 0 25 (42%) 12.31 <.001 0.01 

Panic disorder 10 (42%) 25 (42%) 0 1 1 

Agoraphobia 6 (25%) 13 (22%) 0 .97 1 

Social phobia 1 (4%) 9 (15%) 1.02 .27* 0.59 

Obsessive-compulsive disorder 5 (21%) 8 (13%) 0.28 .51* 0.94 

PTSD 24 (100%) 60 (100%)    

Depersonalization 14 (58%) 40 (67%) .22 .64 1 

Derealization 10 (42%) 25 (42%) 0 1 1 

Psychosis 0 0 (…) (…) (…) 

Note: * = Fisher’s exact test. FDR-BH = False Discovery Rate – Benjamini-Hochberg correction for multiple testing. PTSD = Post-traumatic 
stress disorder. CPTSD = Complex post-traumatic stress disorder. 

 
Differences between CPTSD and PTSD on maladaptive personality traits 

Statistically significant differences were found between CPTSD and PTSD on the maladaptive 

trait domains Negative Affectivity (d = 0.75) and Psychoticism (d = 0.80). At the trait facet level, 

significantly higher severity scores were found for CPTSD, than PTSD on the following maladaptive 

trait facets: Anxiousness (d = 0.72), Separation insecurity (d = 0.66), Depressivity, (d = 1.29), 

Suspiciousness (d = 0.78), Submissiveness (d = 0.80), Perseveration (d = 0.72), Withdrawal (d = 

0.64), Anhedonia (d = 0.72), Eccentricity (d = 0.75), and Cognitive and Perceptual Dysregulation (d 

= 0.76). 
 
 

Associations between ITQ symptom clusters and trait domains and facets 

In the correlation analysis, the ITQ symptom cluster Negative Self-concept was found to be 

significantly associated with most trait domains and facets. The results revealed the strongest 

association between the ITQ symptom cluster Negative Self-concept and the trait facets Depressivity 

(r = .75). There were no significant associations between the trait Antagonism and any of the ITQ 

symptom clusters. The trait domain Detachment and all the underlying facets were strongly correlated 
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with the ITQ symptom cluster Disturbances in Relationship. The ITQ symptom cluster Re- 

experiencing was significantly associated with only two trait facets (Submissiveness r = -.27, 

Cognitive and Perceptual Dysregulation r = .28). 

 

4.2.2 PAPER 3 

Impairment levels of personality functioning 

The results showed that 61.43% of the total sample were rated with impairment levels in 

personality functioning of at least moderate. For the PTSD and CPTSD group it was 29.17% and 

74.57% who were rated with a moderate or above impairment level, respectively. Furthermore, 

differences in effect sizes between PTSD and CPTSD were large across all LPFS domains and 

subdomains, which indicated that the CPTSD group had significantly higher impairment levels in 

personality functioning, than the PTSD group. 

 
Association between LPFS domains and CPTSD symptom clusters 

The results revealed significant associations between all LPFS domains, except for the Empathy 

domain, and both ITQ domains (PTSD and DSO). However, the associations were stronger between 

the DSO domain and the LPFS domains (range: r = .25 - .59. The strongest significant association 

was between the ITQ symptom cluster Negative Self-concept and the LPFS domain Identity (r = .59). 

Generally, the ITQ symptom cluster Negative Self-concept had the strongest associations with the 

LPFS domains (range: r = .37 - .59). There were no significant associations between the ITQ symptom 

cluster Re-experiencing and the LPFS domains, as well as, between the ITQ symptom cluster Sense 

of Current Threat and the LPFS domains. The LPFS domains had stronger association to each other 

(range r = .61 - .80), than to the ITQ domains and symptom clusters (range: r = .24 - 

.59). (for details see Appendix A, paper 3) 
 
 

LPFS domains as predictors of DSO symptomatology 
 

From the four LPFS domains, Identity and Intimacy were identified as the most relevant predictors 

of DSO symptom severity scores. The Identity and Intimacy domains accounted for 33% of the 

variance in DSO symptom severity. The results from the multiple linear regression showed a 

significant positive relationship between scores on the identity domain and DSO symptom severity 

scores. Participants’ predicted DSO symptom severity is equal to 8.02 – 1.69 (Identity) + 1.24 

(Intimacy) (See paper 3, Appendix A for more information). 
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4.2.3 PAPER 4 
Diagnostic rates 

The majority of the participants were identified with ICD-11 CPTSD (n = 61, 55%) and equally 

many were identified with ICD-11 PTSD and no ICD-11 disorder (both n = 25, 22,5%). 

 
Structure of ICD-11 CPTSD 

With data from the Danish-translated ITQ, we replicated the hierarchical CPTSD factor structure 

of six first-order factors and two correlated second-order factors (PTSD and DSO) found in prior 

studies (i.e., 94). The CFA model fit was adequate to good and the latent factors PTSD and DSO 

correlated significantly with r = .78. 

 
Relationships between CPTSD symptom clusters and dissociative phenomena 

Four SEM models was conducted. The first SEM model regressed the six latent ITQ factors onto 

the overall latent factor of DSS and had adequate fit indices (Chi2 = 619.936 [df = 443], RMSEA = 

0.060, CFI = .949, TLI = .943, WRMR = .958). All latent factors of CPTSD predicted the general 

factor of psychoform dissociation. The highest coefficient was Affective Disturbances (𝛽	=	.91). 

The second SEM model regressed the six latent ITQ factors onto four lower-order factors of DSS 

and had adequate fit indices (Chi2 = 527.335 [df = 419], RMSEA = .048, CFI = .969, TLI = .963, 

WRMR = 0.801). The ITQ factor Re-Experiencing revealed to be a particularly strong predictor of 

the DSS factor Cognitive and Behavioral Re-Experiencing, whereas the DSS factors Sensory 

Misperceptions, and Gaps in Awareness and Memory were not predicted by any of the ITQ factors. 

The third SEM model regressed the six latent ITQ factors onto the overall latent factor of SDQ-5 

and showed adequate fit indices (Chi2 = 185.905 [df = 99], RMSEA = .089, CFI = .966, TLI = .954, 

WRMR = .886). All latent factors of CPTSD predicted the general factor of somatoform dissociation. 

The highest coefficient was Affective Disturbances (𝛽	=	.75). 

The fourth SEM model regressed the six latent ITQ factors onto the latent factors of SDQ-5 (i.e., 

somatoform dissociation) and DSS (i.e., psychoform dissociation), simultaneously, and showed less 

adequate fit indices (Chi2 = 982.569 [df = 603], RMSEA = 0.075, CFI = 0.891, TLI = .880, WRMR 

= 1.211). Somatoform dissociation was predominantly predicted by the ITQ factors Affective 

Disturbances (𝛽	=	.21), Re-Experiencing (𝛽	=	.15), and Negative Self-Concept  (𝛽	=		.14),  whereas  

psychoform  dissociation  was  predominantly  predicted  by  the  ITQ  factors  Affective 
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Disturbances (𝛽	=	.77), followed by Disturbances in Relationships (𝛽	=	.66), Avoidance (𝛽	=	

.58), and Sense of Current Threat (𝛽	=	.49). 
 

One-way between group analysis of variance 

From the ANOVA estimation, it was evident that patients identified with ICD-11 CPTSD had 

significantly higher levels of psychoform dissociation, than patients with PTSD (𝛹 	= 12.84; 95% 

CI 

= 5.97, 19.39; p = .00; d = 0.88) and no-disorder (𝛹 	= 9.46; 95% CI = 3.76, 16.31; p = .00; d = 1.18). 

Regarding levels of somatoform dissociation, we only found a small significant difference between 

ICD-11 CPTSD and PTSD (𝛹 	= 2.06; 95% CI = 1.02, 3.12; p = .00; d = 0.35). 

 
4.3 DISCUSSION: 
4.3.1 PERSONALITY FEATURES AND PATHOLOGY AS DIFFERENTIAL FACTORS 

OF ICD-11 PTSD AND CPTSD 
 

The overall aim for paper 2 and 3 was to explore dimensional maladaptive personality traits and 

pathology as possible discriminant features of ICD-11 CPTSD and PTSD. In this section the main 

findings of paper 2 and 3 will shortly be discussed together. 

 
The main findings were as follows: 

 
 

1. Patients with ICD-11 PTSD or CPTSD had elevated scores on personality traits indicative of 

internalizing psychopathology. 

2. ICD-11 CPTSD was discriminated from ICD-11 PTSD with more impairment in the 

personality trait domains Negative Affectivity and Psychoticism. 

3. The personality trait domain Detachment was associated to most of the ITQ symptom clusters 

and the trait domain Negative Affectivity and the encompassing facets were only significantly 

associated with DSO symptom clusters. 

4. Patients identified with ICD-11 CPTSD were found to be more severely impaired in the 

Identity, Self-direction, Empathy, and Intimacy domains, than patients identified with ICD- 

11 PTSD. 

5. There was a degree of conceptual overlap between personality functioning, conceptualized by 

LPFS, and CPTSD disturbances in self-organization. 
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6. Identity and Intimacy, two out of four personality functioning domains, was found to have 

predictive value for DSO symptom severity. 

 
As in paper 1, we identified more than twofold with a potential CPTSD disorder, than PTSD or 

no ICD-11 disorder in paper 2 and 3. This finding is not uncommon. In clinical studies higher rates 

of CPTSD, than PTSD is a general finding (69). 

It is worth mentioning that participants in the current papers had an average number of 1.8 co- 

occurring mental disorders. In general, we only found that patients identified with CPTSD was 

differentiated from patients identified with PTSD by high suicidal ideation. There is some evidence 

that, relative to PTSD, CPTSD is associated with a greater number of co-morbid disorders 

(74,78,169). We believe that higher levels of comorbidity are simply what will be found in patients 

with CPTSD, relative to PTSD, due to higher number and complexity of symptoms in CPTSD. 

According to dimensional models of psychopathology psychiatric disorders and their constituent 

symptoms are highly correlated, because the constituent symptoms are manifestations of underlying 

latent dimensions (170). In paper 2 we used a dimensional personality trait model to assess ICD-11 

PTSD and CPTSD on a broad range of clinical features. We found that ICD-11 PTSD and CPTSD 

had elevated scores on features indicating internalizing psychopathology (125,171). We found low 

scores on the trait domain antagonism and no significant associations between Antagonism and the 

ITQ symptom clusters suggesting that externalizing features are relatively limited in this sample. The 

elevated traits for PTSD and CPTSD in the current studies are common clinical features of the most 

prevalent comorbid disorders found for PTSD and CPTSD (i.e., depression, anxiety disorders). 

Furthermore, many of the elevated traits were significantly correlated with the symptom clusters 

constituting the DSO domain in CPTSD. This finding suggests that DSO symptoms could play an 

important role in CPTSD comorbidity. 

Individuals identified with ICD-11 CPTSD had significantly higher score on the traits Negative 

Affectivity and Psychoticism, than individuals identified with PTSD. This finding suggests that 

individuals with ICD-11 CPTSD are likely to express more frequent and more intense experiences of 

a wide range of negative emotions and exhibit more eccentric, or unusual behaviors and cognitions, 

including both process (i.e., perception, dissociation) and content (i.e., beliefs). Additionally, the 

results from the correlation analysis revealed that the Psychoticism trait and constituting facets were 

especially associated with the ITQ symptom cluster Negative Self-concept. This suggests that the 
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Negative Self-concept has a heterogenetic expression with possible features of derealization, 

depersonalization, strange and unpredictable thoughts, and unusual expression. 

Another noteworthy finding in paper 2 is the significant associations between almost all ITQ 

symptom clusters, except Re-experience cluster, and the Withdrawal trait facet (Detachment). This 

result suggests that withdrawal is likely to be an essential feature cross-cutting the ICD-11 post- 

traumatic stress disorders. Furthermore, it also indicates that individuals with either ICD-11 PTSD or 

CPTSD are more or less withdrawn from their inner and outer world alike. 

Results from the present study demonstrates an overlap between state, that is PTSD symptoms, 

and fundamental personality traits. It indicates that PTSD and CPTSD may fall along a spectrum. 

 
In paper 3, it was evident that patients identified with CPTSD had significant higher impairment 

in symptoms describing self-other functioning, than patients identified with ICD-11 PTSD. The 

magnitudes of these differences were high to very high (d range = .70 - 1.41). There is great 

resemblance between the constructs defining LPFS and the DSO as formulated in ICD-11 CPTSD. 

Thus, our findings of more severe levels of LPFS in patients identified with CPTSD may serve as an 

initial validation of the DSO construct. 

Characterological changes have by multiple theorists been described as a common problem in 

survivors of enduring and severe traumatization (35,51,121,123,172). Traumatization seems to 

change the whole world around the individual and puts a negative sound to their existence. 

Experiences of mental defeat, described as a total loss of identity (123), for example in veterans 

describing losing themselves in combat (35), prior assumptions about oneself as capable and worthy, 

and the world as a safe place gets questionable (172), and feelings of powerlessness and helplessness 

are a few descriptions of how traumatic experiences have an impact on identity. Although based on a 

small sample of traumatized psychiatric outpatients the findings from paper 3 suggests increasing 

impairment in personality pathology as trauma responses become increasingly complex. Furthermore, 

our results indicated that more severe identity and intimacy impairment accounted for more severe 

impairment in DSO, as formulated in ICD-11 CPTSD. With LPFS as a reliable measure of personality 

functioning, measuring impairment levels in aspects of self and interpersonal functioning independent 

of trauma-related DSO, we obtained preliminary support of prior theoretical and empirical findings 

that severe characterological disturbances are a common problem in PTSD, especially evident for 

psychiatric outpatients. 
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When personality functioning is severely impaired it may leave the individual more vulnerable to 

future traumatization, especially of interpersonal character, and with less capacity to cope. 

Consequently, further incoherence of self-experiences is likely to happen. This may especially be true 

when traumatization has been experienced in childhood in relation to a person of trust. Such 

experience of early relational trauma can be understood in the light of attachment theory. Early 

attachment experiences with a person of trust form the protype for interpersonal relationships and 

self-regulation throughout life, stored in the individual as internal working models (173). Attachment 

disorganization is a consequence of early relational trauma, developed by interpersonal relationship 

trauma, that leaves the child with fright of the person in trust, simultaneously with being bound to 

seek comfort from the same person. This may result in an incoherent, non-integrated understanding 

of self and others (173), leading to disturbances in self-organization. One prior study has found 

association between attachment anxiety and ICD-11 CPTSD (110). Though, not assessed in the 

current study, attachment disorganization/anxiety may be a valid mediating factor of the impairment 

levels of personality functioning in ICD-11 CPTSD patients, however, warranted to be explored in 

future studies. 

 

4.3.2 DISSOCIATIVE SYMPTOMS IN ICD-11 CPTSD 
 

The last aim of study 2 was to test the structural validity of ICD-11 CPTSD and explore the 

relationship between CPTSD and dissociation. 

 
The main findings of paper 4 were as follows: 

 
 

1. The structure of ICD-11 CPTSD, describing two higher-ordered domains (PTSD and DSO), 

with three lower-order symptom clusters, was replicated in the current study. 

2. All ITQ symptom clusters were found to be associated with overall psychoform and 

somatoform dissociative experiences. 

3. The strongest effect of the associations was found for the latent ITQ factors Affective 

Disturbance and Disturbances in Relationship. 

4. Dissociative Depersonalization/Derealization and Cognitive and Behavioral Re-Experiencing 

are likely to be strongest represented in ICD-11 CPTSD as compared to dissociative Gaps in 

Awareness and Memory and Sensory Misperception. 



 
71 

5. Dissociative Depersonalization/Derealization was negatively associated with the ITQ Sense 

of Current Threat. 

6. Patients with CPTSD show elevated levels of dissociation, when compared to PTSD and no- 

disorder. 

 
In accordance with prior studies (87,91) the structure of ICD-11 was replicated in the current 

study, when using the Danish traslated ITQ. Our findings provide the first empirical evidence for the 

factorial validity of the Danish translated ITQ. However, one small caveat regarding factor loadings 

should be mentioned. The factor loadings for the Affective Disturbance (AD) domain in the CFA was 

below 0.60. Theoretically, the AD items represent opposite aspects of affective dysregulation, hyper- 

activation and hypo-activation, therefore this finding was expected. The two items fall within the 

theoretical understanding of complex posttraumatic affective disturbances and given the overall good 

model fit the factor loadings may not question the validity of the findings. However, one might 

question whether two items are sufficient to capture the whole spectrum of complex post-traumatic 

affect dysregulation. Future research using CFA may investigate the potential of using the prior 

preliminary longer version or supplement the narrow ITQ version with additional items for research 

and clinical purposes. 

In general, the results from the SEMs extent prior findings of a relationship between dissociative 

symptoms and PTSD to the formulations of post-traumatic stress disorders in ICD-11. It is notable 

that all ITQ symptom clusters are positively associated with both overall psychoform and somatoform 

dissociation indicating that dissociation is related to all aspects of ICD-11 CPTSD. However, the 

effects of the associations were stronger for psychoform dissociation. 

The ITQ symptom clusters Affective Disturbances and Disturbances in Relationship was found 

to have the strongest effect for the association with both psychoform and somatoform dissociative 

experiences. The relationship between Affective Disturbances and dissociation clearly reflects the 

extensive overlap between the two concepts. For example, Affective Disturbances includes emotional 

numbing, which also is viewed as a dissociative experience (36). However, emotional numbing could 

also reflect a state of depression in terms of reduced affect or anhedonia of schizophrenia (36), 

nonetheless the result from our study suggest that CPTSD affective dysregulation in terms of numbing 

may at least involve a “dissociation” or ”discontinuity of normal integration” of emotions. 

A prior study found that reduced affect regulation capacities, together with post-traumatic stress 

were multivariate predictors of dissociation (174). This may propose reduced ability to affect regulate 
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as diatheses to dissociation and could be a possible explanation of the co-occurrence between PTSD 

and dissociation. Further investigation into the causal relationship between CPTSD Affective 

Disturbances and dissociation is needed, and reduced ability of affect regulation is likely to be a 

central component in understanding the relationship between CPTSD and dissociation. 

The relationship between Disturbances in Relationship and dissociation may suggest that 

difficulties with sustaining close relationship are likely to induces dissociative experiences. Our 

findings suggest that especially dissociative experiences such as a feeling of estrangement, 

detachment, or disconnection from oneself or the world (Depersonalization/Derealization), or trauma-

related intrusions into consciousness (Cognitive and Behavioral Re-Experiencing) are most likely to 

get worse with more disturbances in relationships. Nevertheless, the findings suggest that patients’ 

bodily reactions and psychoform manifestations of dissociation, may cover over strong affects and 

painful relationship experiences. 

Different interesting relational patterns emerged from the analysis regressing the six ITQ 

symptom clusters onto the four DSS latent factors. We found that dissociative Cognitive and 

Behavioral Re-Experiencing and Depersonalization/Derealization were strongest represented in 

CPTSD suggesting that intrusions/hypervigilance and distortion in perception of self and one’s 

surroundings are characteristics more likely to be seen in patients with CPTSD, than experiences of 

gaps in awareness. 

Dissociative Cognitive and Behavioral Re-Experiencing and Depersonalization/Derealization 

have in the literature been described and established as two different response-types to traumatic 

experiences in individuals with chronic PTSD (147). The re-experiencing/hyperarousal type, 

described under modulation of affects which induce distressed emotional experiences, is found to be 

the most common type, whereas the depersonalization/derealization type, described by over 

modulation of affects which induce a feeling of distance from emotional distress, is only found in a 

subgroup of patients with chronic PTSD (175,176). It was not a focus of paper 4 to examine whether 

CPTSD is represented by different response-types. However, our results suggest that dissociative 

descriptions of the response-types are strongest represented in our sample. We found a negative 

association between Sense of Current Threat and Depersonalization/Derealization which may be 

coherent with the re-experiencing/hyperarousal response-type. Also, the association between post- 

traumatic Re-Experiencing and dissociative Cognitive and Behavioral Re-Experiencing had the 

strongest effect and most ITQ symptom clusters were found to be associated with dissociative 

Cognitive and Behavioral Re-Experiencing in that analysis. These findings may suggest a stronger 
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representation of dissociative re-experiencing characteristics in patients with CPTSD. There is a need 

for further research, to explore how ICD-11 CPTSD is different from the dissociative subtype to 

PTSD in DSM-5, given that the theoretical and empirical support for the dissociative subtype to PTSD 

in DSM-5 are substantiated in the response-type theory, representing the subtype model of the 

association between PTSD and dissociation. 

Contrary to results from a study by Hyland and colleagues (108), we did not find differences of 

dissociative severity scores between patients identified with ICD-11 PTSD and no-diagnosis. This 

may be explained by the particular population in our study; all had a diagnosis of PTSD according to 

ICD-10 PTSD. Given the magnitude of differences between CPTSD, PTSD and CPTSD, no-disorder 

on psychoform dissociative experiences, we believe, in agreement with Hyland and colleagues (108), 

that psychoform dissociation may be a clinical useful indicator of differential diagnosis. The results 

from paper 4 shows that ICD-11 CPTSD certainly is related to dissociative experiences 

 

4.4 METHODOLOGICAL CONSIDERATIONS AND LIMITATIONS 
Several methodological implications and limitations should be considered when interpreting the 

results in study 2. 

 
First, we used a cross-sectional design in study 2 which means that the temporal nature of 

traumatic experiences, the pattern of personality traits and personality functioning, and dissociative 

experiencing in relation to the onset of PTSD/CPTSD cannot be determined. A case-control or cohort 

study would have been an ideal design for study 2. 

Second, we used the diagnostic interview MINI 7.0.2 to confirm the inclusion diagnosis ICD-10 

PTSD. However, the diagnoses in MINI 7.0.2 is based on DSM-5 criteria. Confirmation of an ICD- 

10 PTSD diagnosis with MINI 7.0.2 is problematic, because the diagnostic approach to PTSD in 

DSM-5 diverge from the diagnostic approach to PTSD in ICD-10. To compensate for this, we 

excluded the additional DSM-5 symptom cluster Negative Alteration in Cognition and Mood in the 

confirmation of the ICD-10 PTSD diagnosis. However, we did not have a formal strategy for 

converting the criteria for a DSM-5 PTSD diagnosis into an ICD-10 PTSD diagnosis. Studies have 

shown that when using the DSM-5 diagnostic approach to PTSD the prevalence rates are slightly 

lower than when using the ICD-10 diagnostic approach (70,112). Three patients might have been 

excluded as a possible consequence of using the DSM-5 based diagnostic interview because a PTSD 

diagnosis could not be confirmed. 
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Third, the assessment of ICD-11 PTSD and CPTSD were only based on self-report data (i.e., the 

ITQ). When we began the PhD-project the International Trauma Interview (ITI) was too preliminary 

and therefore not included. It is likely that we could have obtained more precise prevalence rates if 

we had been able to administer a structured clinical interview. 

Fourth, we did not register the number and type of current and previous pharmacological and 

psychotherapeutic treatments. These are extraneous factors that potentially may have an influence on 

the outcome in study 2, especially the diagnostic rates of ICD-11 PTSD and CPTSD. In few of the 

recruitment clinics pharmacological and psychotherapeutic treatment was provided in between the 

ICD-10 diagnostic assessment and the research assessment. We did not control for differences in 

treatment sessions between the participants. 

Fifth, we did not assess for personality disorders (PD). Such information is important because it 

could clarify whether some of the results from study 2 are a consequence of PD comorbidity. 

Sixth, the small sample size had great implications for the choice of statistical methods. For 

example, our initial choice of statistical methods in paper 2 included calculating a latent profile 

analysis to explore individuals' profiles based on personality trait characteristics. After that, we 

intended to fit identified ICD-11 diagnoses against the identified latent profiles. We calculated latent 

profiles; however, the spread of the responses was too large to identify well-separated profiles, 

although there was some tendency for a profile characterized with higher psychoticism scores. 

Furthermore, some of the results in study 2 may be a consequence of limited statistical power. 

Seventh, as the case was in study 1, we had no data on outpatients who declined participation. 

Eight, as in study 1, rates of traumatic life experiences were examined retrospectively, which may 

have resulted in information bias. 

Ninth, the relatively small sample size and the selected sample comprising psychiatric outpatients 

affects the generalizability of study 2. Extrapolating the results to other treatment facilities (i.e., 

inpatient and outside psychiatric settings) and the general population should be done with caution. 

Traumatized refugees were excluded from participation in the present study. Furthermore, outpatients 

with psychosis or a comorbid substance abuse disorder are most often referred to specialized 

treatment facilities and were therefore naturally excluded. The exclusion of these diagnostic groups 

may compromise generalization of the results to other PTSD populations. 

Tenth, the implications of using LEC and the reliability of the Danish translated ITQ, described 

in section 3.4 Methodological complications and limitations (for study 1), do also apply to study 2. 

Please see section 3.4 for further details. Several of the assessment instruments (i.e., ITQ, DSS, SDQ- 
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5) were translated into Danish for research purposes. Consequently, the instruments had not been 

validated in a Danish sample before. 

 
Besides the methodological implications and limitations for this study, it can be considered a 

strength that the study was designed as a multi-center study and were representative of the whole 

uptake area of Region Zealand, Denmark, as well as, a suburban part to Copenhagen (i.e., Ballerup). 

Another strength of study 2 is that the sample consisted of a diverse group of outpatients that had 

developed PTSD as a consequence of different kinds of traumatic events. 

 
 

5 DATA PROTECTION 
The protocol for the PhD-thesis was reviewed by the Regional Ethics Committee of Zealand (J.nr. 

17-000048). The studies were based on questionnaires and interviews and did not use biological data 

material or investigated a new treatment. Consequently, the committee judged that no formal approval 

was needed. 

The patients participated voluntarily and no remuneration was given. However, transportation 

expenses were covered. 
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6 DIRECTION FOR FUTURE RESEARCH 
Based on the results from this PhD-thesis I suggest the following recommendations for future 

research. 

The result from paper 1 showed that rates of ICD-11 CPTSD were more prevalent than PTSD in 

our sample of outpatients from mental health care services. However, extension of these results is 

necessary in a larger and more representative sample of mental health care patients, i.e., including 

inpatients. It will be an important next step that likely will provide an approximate idea of the 

magnitude and distribution of expected patients with either PTSD or CPTSD. Such information will 

be helpful in the transition toward implementation of ICD-11 in mental health care services. 

The ITQ may be a convenient measure in a large-scale investigation, because it is a short and 

simply-worded measure (63). Encouraging results regarding the psychometric properties of the 

Danish ITQ version were found in paper 4. The CFA replicated the factor structure that is in line with 

the ICD-11 proposal and found in multiple prior studies (91,92). However, further evaluation of the 

psychometric properties of the Danish version is warranted. One such step is the determination of the 

prevalence rates in a national representative population, but also in groups with different trauma 

profiles, both in severity and types of trauma to investigate whether the Danish version perform 

equally well across groups. Investigating the criterion validity of the ITQ is another critical step in 

the validation process in order to support whether the instrument correspond to the content. This may 

especially be relevant for the DSO domain, given the potential similarities with symptoms from other 

disorders such as Depression and BPD. 

 
In paper 2, the results showed that ICD-11 CPTSD was discriminated from PTSD by the means 

of specific personality traits. The sample in this study was not large enough to study the organization 

or structure of the complexity/heterogeneity of posttraumatic responses, based on personality traits. 

Prior research that used factor analysis or cluster analysis has identified PTSD to load primarily onto 

the distress substrate of internalizing psychopathology (124,171). Future research should extent such 

analytical approach to the ICD-11 formulation. This approach is likely to advance our understanding 

of the organizational association between PTSD/CPTSD and other disorders. For example, such 

research could explore whether CPTSD are likely to load onto the anxious-distress factor and PTSD 

onto the fear factor under the internalizing dimension. This information may eventually shed light on 



 
77 

prior findings of the co-occurrence between PTSD/CPTSD and other disorders, and confirm the two 

disorders as having distinct underlying psychopathology. 

 
In paper 3, the CPTSD group was found to have severe impairment in personality functioning, 

which was significantly more impairment as the PTSD group. Given the similarity of conceptual 

description between some domains of the LPFS and the DSO scale, this overlap would be beneficial 

to clarify in future studies. Furthermore, the LPFS permits a comprehensive descriptive assessment 

of the level of self-other experiences. Such information may enlighten the conceptual formulation of 

the DSO scale in CPTSD and could eventually serve as content validation. 

Given the results of severe impairment in personality functioning in individuals identified with 

CPTSD, it could be interesting to investigate in future research whether there is a relationship between 

traumatization, level of personality functioning, and dissociation in patients with CPTSD. One 

possible focus in this research could be to explore whether more severe impairment levels of 

personality functioning equalize with a sense of a more disorganized or fractured self, which in 

dissociative terms is explained as compartmentalization. This exploration taps into a study of the 

structural organization of the posttraumatic sequalae in the individual. This may further contribute to 

explain our findings that individuals with CPTSD had significant higher levels of impairment in the 

Psychoticism trait domain. 

Additionally, little is known about the developmental course of PTSD, such as when and how 

PTSD becomes a chronic adaptation to trauma (i.e., CPTSD). The disorder may show different sets 

of symptoms, which may appear in different phases. For example, fear-based core PTSD symptoms 

may appear in the immediate aftermath of traumatization with increased defensive reactions such as 

avoidance or dissociation. These states may then give way to an incoherent sense of self marked by 

more intrusions or hyperarousal, that again in a circular way are likely to increase defensive reactions 

(121). Longitudinal studies assessing which variables predicts the course of the disorder over time 

are warranted. 

 
The study in paper 4 is the first attempt to test the structural relationship between ICD-11 CPTSD 

symptom clusters and dissociative phenomena. The extent of the findings should be investigated in 

future studies comprising a larger and more diverse group of posttraumatic stress disorders and 

dissociative disorders. Such empirical research may reveal insight into the delineation of post- 

traumatic stress disorders and dissociative disorders. In order for the field of trauma-related 
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dissociation, i.e., in Denmark, to be able to move forward translation of diverse instruments that can 

be used in research and clinical practice is necessary and a next step in the exploration of the 

demarcation between the disorders. 
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7 CLINICAL IMPLICATIONS 
It was evident in study 1 that most outpatients with different disorders had experiences of serious 

traumatic events in their lives and often more than one. Trauma informed care (TIC) is a relative new 

practice describing how to approach patient care by having an understanding of the many effects 

traumatization can have on an individual (177). The overall aim with TIC is to avoid re-traumatization 

and promote safety for traumatized individuals (TIC is not a treatment). Our results in paper 1 suggest 

that TIC may have a valid place in outpatient mental health services, given the high frequencies of 

severe traumatization. 

Across both studies, ICD-11 CPTSD appeared as the most frequent ICD-11 posttraumatic stress 

disorder in the involved outpatient mental health clinics. This may have great implication for the 

current treatment organization in outpatient mental health services, because the standard care for 

PTSD treatment (i.e., in Denmark) is organized in accordance with the diagnostic criteria for PTSD 

in ICD-10. As introduced in the introduction-section the formulation of PTSD in ICD-10 are different 

from ICD-11, and includes two separate disorders. Consequently, there may be a need for different 

approaches to treatment. 

Given the lack of an official diagnosis for Complex PTSD until ICD-11, treatment models for 

CPTSD are greatly missing. A phase-based treatment model has been recommended as a preferred 

treatment for CPTSD by researchers and clinicians (55,178–181). However, only a few research 

studies have provided support for it (178,179). The phases in the treatment model include 1) a 

stabilization phase, 2) a phase including exploration and processing of the traumatic experience, and 

3) a reestablishing phase. 

A meta-analysis has recently been conducted evaluating randomized control trials for 

psychological treatments for participant with PTSD, where one DSO symptom cluster were 

additionally reported (178). Evidence from the meta-analysis substantiate that there is little research 

on the effectiveness of complete psychotherapies for CPTSD (55,178). However, childhood abuse 

was found to be a moderator of all outcomes across all types of treatments. Karatzias and colleagues 

(178) suggest that having a history of childhood abuse lead to less improvement in treatment. 

Experiences of childhood traumatization have been found to be associated with the development of 

ICD-11 CPTSD. As a consequence of our findings of high rates of patients with CPTSD, assessment 

of childhood traumatization should be done routinely in clinical practice to track patients that may be 

challenging to help in clinical settings. Even though there is limited knowledge on how to handle 
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these challenges, it may be beneficial information for clinicians, for instance as it could potentially 

lead to less frustration of slow recovery processes. 

Study 2 in the current thesis showed that patients identified with CPTSD were characterized with 

higher scores on at least the following personality trait features: Psychoticism, Depressivity, 

Detachment, Suspiciousness, Eccentricity, and Cognitive and Behavioral Dysregulation. The 

consequences of the combination of these features are noteworthy as they may have great clinical 

implication for the individual patient and provide great challenges to treatment given the severity and 

deliberating effect they have on daily functionality. For instance, first, if taking the form of trauma- 

induced dissociative detachment, detachment have been suggested to make individuals vulnerable to 

psychosis and relates to personality decompensation (182). A combination of the trait domain 

Detachment, CPTSD, and Dissociation can clinically take the form of social isolation and perception 

disturbances. A patient with these characteristics is likely to be difficult to engage in treatment (129). 

Detachment in the form of avoidance and in combination with numbing, shame and guilt may 

consequently foster difficulties for the traumatized individual to acknowledge the need for treatment 

and impede treatment seeking (129). Second, suspiciousness when co-occurring with PTSD have 

been found to have little decline over time (183), indicating the severity of the symptom for the 

individual. Furthermore, suspiciousness can be linked with perceptions of current threat, feelings of 

mistrust, and as if constantly threatened. Mistrust and suspiciousness may challenge the therapeutic 

working alliance, that consequently may be time consuming to build-up. Thus, being aware of these 

additional personality traits in clinical settings seems important because working with trauma-related 

cognitive and behavioral perceptual problems is no small challenge. 

The personality trait domains found to be especially characteristic for the patients identified with 

CPTSD may also have diagnostic challenges, given the symptom overlap with other psychiatric 

diagnosis (i.e., psychotic disorders, schizotypal disorders, personality disorders, depression). 

We found high levels of impairment in experiences on the self and others in both PTSD and 

CPTSD patients. Thus, in psychotherapy treatment targeting the way PTSD/CPTSD patients view 

themselves and their world, for example by helping the patient to reestablish a feeling of control and 

personal integrity, may be an essential focus. 

In study 2, the feedback we got from the participants on participation in the SCID-5-AMPD 

interview supports the importance of focusing on self-other impairments in treatment. One participant 

said: This is the first time a professional has asked such questions. This is important to how I feel, 

and how the trauma have affected my life. It was a general feedback from many of the participants, 
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though not phrased with the same words. Even though the participants indicated that it was difficult 

to focus on questions about identity, self-direction, empathy, and intimacy, knowledge about the 

PTSD/CPTSD patients’ understanding of self and others may have great clinical meaning and utility, 

also in providing the clinician with important knowledge to foster therapeutic working alliance. 

Based on the findings in paper 4 it is evident that patients identified with ICD-11 CPTSD will 

present with clinical representation of psychoform and somatoform dissociation. Systematic 

assessment of dissociative experiences should be routinely done in clinical practice, when working 

with patients suffering from CPTSD. Furthermore, the understanding and awareness of patient’s 

bodily reactions and extension of psychoform dissociative expressions, such as depersonalization, 

derealization, or general detachment, seems important in clinical practice, because such reactions and 

expressions may cover strong affects and painful relationship experiences. 

Patients identified with CPTSD was found to have higher levels of impairment in personality 

functioning and was characterized by higher levels of psychoform dissociation, than patients 

identified with PTSD and no-disorder (ICD-10 PTSD). Severe impairment in personality functioning 

and dissociation are likely to be indicators that may be useful in clinical practice to differentiate 

between the post-traumatic stress disorders in ICD-11. 

Generally, based on all the findings included in the present thesis ICD-11 CPTSD appears to be a 

severe clinical disorder that are likely to require a great deal of therapeutic effort. 
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8 CONCLUDING REMARKS 
In conclusion, by gathering the results from this PhD thesis it is clearly evident that including a 

diagnosis in ICD-11 that integrates complex posttraumatic stress reactions, that has a connection to 

PTSD is clinically relevant and scientifically warranted. Using measures from other fields of 

psychology to investigate the new formulations of posttraumatic stress disorders seems to be 

promising and may advance our understanding of the disorders and their relationship to other 

disorders. Novel insight into the psychopathology of ICD-11 CPTSD was gained in study 2. Patients 

identified with CPTSD are likely to present with additional features not captured in the diagnostic 

formulation, have severe difficulties in understanding themselves and their surroundings, and be 

characterized by high levels of dissociation. Subsequently, ICD-11 CPTSD appears to be a severe 

clinical disorder that are likely to require substantial and prolonged therapeutic effort in treatment. 

Additional work is now needed to replicate and further explicate the findings from the present thesis 

and to uncover how these findings can be integrated into future treatment programs. 
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Abstract 

Background: The formulations of post-traumatic stress disorder (PTSD) and the newly included disorder 

complex PTSD (CPTSD) in the 11th edition of the International Classification of Diseases (ICD-11) have not 

been evaluated on a broad range of maladaptive personality traits. 

Objective: The aim of this study was to evaluate ICD-11 PTSD and CPTSD on maladaptive personality traits. 

Method: In a cross-sectional study of 106 Danish outpatients with ICD-10 PTSD, we used the International 

Trauma Questionnaire (ITQ) to identify patients with either ICD-11 PTSD or CPTSD (N = 84). We utilized 

the Personality Inventory for DSM-5 (PID-5) from the alternative model of personality disorders in DSM-5, 

section III, to evaluate personality trait differences between ICD-11 PTSD and CPTSD. Furthermore, PID-5 

was also used to investigate relationships between personality traits and ICD-11 PTSD/CPTSD symptom 

clusters. The Life Event Checklist was used to assess traumatic experiences, and the MINI International 

Neuropsychiatric Interview was applied to assess comorbidity.  

Results: Patients with ICD-11 PTSD or CPTSD had elevated scores on personality traits indicative of 

internalizing psychopathology. However, higher impairment levels of the trait domains Negative Affectivity 

(d = 0.75) and Psychoticism (d = 0.80) discriminated patients with ICD-11 CPTSD from patients with PTSD. 

The PID-5 trait domain Detachment was moderately positively correlated to most of the ITQ symptom clusters 

and, the ITQ Negative Self-concept symptom cluster showed a relatively high number of significant 

correlations across all the PID-5 trait domains and facets. The PID-5 domain Negative Affectivity and almost 

all the encompassing facets were significantly correlated with DSO symptom clusters. 

Conclusions: The findings demonstrate the relevance of applying dimensional assessment of personality 

features to study the psychopathology of ICD-11 PTSD and CPTSD and potential differences. The results 

suggest that CPTSD is a more debilitating disorder than PTSD considering the severity of the personality 

features.  

Keywords: Maladaptive personality traits, ICD-11, PTSD, Complex PTSD, DSM-5, PID-5 
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1 Introduction 

Post-traumatic stress disorder (PTSD) in the 11th edition of the International Classification of 

Diseases (ICD-11) is divided into two sibling disorders: PTSD and complex PTSD (CPTSD). PTSD 

in ICD-11 is defined by symptoms that relate to core post-traumatic responses that describe fear-

based reactions. These are 1) re-experiencing the traumatic event in the present in the form of 

nightmares, flashbacks, or vivid intrusive memories typically accompanied by strong emotions like 

fear or horror, 2) avoidance of reminders of the traumatic events, and 3) persistent perceptions of 

heightened current threat as indicated by, e.g., hypervigilance (World Health Organization, 2018). 

CPTSD is organized into two overarching groups of symptoms: Symptoms related to PTSD and 

symptoms related to disturbances in self-organization (DSO). The DSO domain describes three 

clusters of symptoms: problems in affect regulation (i.e., heightened emotional reactivity, dissociative 

experiences, or emotional numbing), negative self-concept (i.e., feelings of guilt, shame, or 

worthlessness), and disturbances in relationships (i.e., difficulties sustaining relationships and feeling 

close to others). The division of PTSD into two qualitatively different disorders has so far been 

supported in several studies using different methodological analysis, such as factor analysis, network 

analysis, and latent class analysis (Cloitre et al., 2013; Elklit et al., 2014; Knefel et al., 2019). 

Several empirical studies have consistently demonstrated that ICD-11 CPTSD is associated 

with more comorbidity, significantly worse functioning, and worse quality of life than ICD-11 PTSD, 

which suggests that CPTSD is a more severe disorder than PTSD in clinically meaningful ways 

(Brewin et al., 2017; Karatzias et al., 2019). ICD-11 CPTSD is particularly associated with emotional 

disorders (i.e., depression, anxiety, dissociation, sleep disturbances, somatization, aggression, 

dysthymia) (Elklit et al., 2014; Hyland et al., 2017, 2018, 2020; Karatzias et al., 2019; Knefel et al., 

2016). Predominantly, the DSO domain in CPTSD is found to have overlapping symptoms with 

prominent symptoms of emotional disorders, especially depressive symptoms such as feeling 
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worthless, interpersonal withdrawal, emotional avoidance, feeling cut-off from others, and difficulty 

in staying close to others (Gilbar, 2019; Hyland et al., 2019). Furthermore, ICD-11 CPTSD has been 

found to be associated with psychotic symptoms such as mind-reading, experiencing special 

messages sent through TV or radio, being under the control of some extraordinary power, a feeling 

of having extra-special powers, feeling that people were following or spying on you, and auditory 

and visual hallucinations (Frost et al., 2019). Studies exploring characteristics that are associated with 

and central to PTSD as compared to characteristics that are associated with and central to CPTSD are 

especially warranted. Knowledge gained from such studies may 1) uncover symptoms that account 

for the comorbidity between ICD-11 PTSD and CPTSD and other disorders, 2) improve differential 

diagnosis between ICD-11 PTSD and CPTSD in clinical practice, and 3) be useful in identifying 

therapeutic interventions that are particularly relevant for the treatment of the particular disorder (i.e., 

PTSD or CPTSD) (Karatzias & Cloitre, 2019). 

Personality trait inventories have been applied to explore PTSD trait characteristics, 

heterogeneity of PTSD responses, and co-occurrence of PTSD with other disorders in prior research 

(Cox et al., 2002; Miller et al., 2008; Miller et al., 2003). The shift from a categorical approach toward 

a dimensional approach to diagnostics of personality disorders (PD) has helped in assessing 

differences in degree, rather than kinds, thereby allowing descriptions of psychopathological 

variation. The Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5) 

(American Psychiatric Association, 2013) includes a novel empirically derived hybrid categorical-

dimensional model, the Alternative Model for Personality Disorders (AMPD) placed in section III, 

(for "Emerging Measures and Models"). In addition to general diagnostic criteria that correspond to 

the current DSM-5 section II classification of PDs, the AMPD encompasses a dimensional assessment 

of personality functioning, utilized to determine the severity of a PD (criterion A) and maladaptive 

personality traits which are used to describe the stylistic features of a PD (criterion B). Criterion A 
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defines the degree of disturbances in self-functioning (i.e., identity and self-direction) and 

interpersonal functioning (i.e., empathy and intimacy), and it is operationalized by the Level of 

Personality Functioning Scale (LPFS). Criterion B permits the assessment of dimensional 

maladaptive personality traits. The maladaptive personality traits are delineated by five higher-

ordered broad traits (Negative Affectivity, Detachment, Antagonism, Disinhibition, and 

Psychoticism) defining a wide range of behavioral tendencies, comprising 25 lower-ordered trait 

facets that specify specific and narrow behaviors (Skodol et al., 2011). The maladaptive personality 

traits in the AMPD are operationalized with the Personality Inventory for DSM-5 (PID-5) (Krueger 

et al., 2012). Among common mental health disorders, shared personality traits have shown to 

account for comorbidity (Kotov et al., 2010, 2017), whereas lower-order trait facets have been used 

to describe differences and specific variations in psychopathology (Bach et al., 2015).  

The maladaptive personality trait model from the AMPD in DSM-5, as operationalized with 

PID-5, has been found to have excellent internal consistency, test-retest reliability, convergent 

validity with different personality instruments, and discriminating potential (Barchi-Ferreira, Bel & 

Osório, 2020). Two prior studies have used the maladaptive personality trait model to study PTSD 

psychopathology (James et al., 2015; Waszczuk et al., 2018). Investigating veterans (James et al., 

2015) and World Trade Center first responders (Waszczuk et al., 2018), the results from the two 

studies indicated that PTSD might especially be associated with the trait domains Detachment, 

Negative Affectivity, and Psychoticism. Furthermore, veterans with and without PTSD could be 

discriminated on maladaptive personality traits, highlighting the relevance of maladaptive personality 

traits to the study of PTSD psychopathology (James et al., 2015). This study attempted to extend the 

findings on the composition of maladaptive personality traits from the AMPD in DSM-5 to the study 

of ICD-11 PTSD and CPTSD.  
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The main objective was to apply the maladaptive personality traits from the AMPD in DSM-5 to 

explore clinical differences between ICD-11 PTSD and CPTSD. Specifically, we aimed to 1) identify 

differences between ICD-11 PTSD and CPTSD on maladaptive personality trait domains and facets, 

and 2) examine the association between PTSD and DSO symptom clusters and maladaptive trait 

domains and facets. 

This study is the first to investigate ICD-11 PTSD and CPTSD on dimensional maladaptive 

personality traits. We expected that both PTSD and CPTSD would generally endorse high scores on 

multiple maladaptive trait domains and facets, but that CPTSD would have substantially higher scores 

on specific traits conceptually similar to the symptom cluster of the DSO domain than PTSD.  

 

2 Method 

2.1 Participants and procedures 

Psychiatric outpatients clinically diagnosed with F43.1 PTSD based on ICD-10 were 

consecutively recruited during a period of 22-months (December 2017 – September 2019) from a 

clinic for specialized trauma treatment and six psychiatric outpatient clinics in Denmark. The 

inclusion criteria were ICD-10 PTSD, age between 18 and 64 years, capable of speaking and 

understanding Danish, admitted to an outpatient psychiatric facility, and received no more than seven 

treatment sessions. Exclusion criteria were naturally established by the clinics (i.e., current psychotic 

disorder, substance abuse or dependence, age <18 years).  

In total, 115 participants were recruited. Three were excluded because they did not fulfill the 

diagnostic inclusion criteria (i.e., ICD-10 PTSD assessed with the MINI International 

Neuropsychiatric Interview version 7.0.2, (MINI)). Further six were excluded because of incomplete 

survey data. In the present study we wanted to assess psychiatric outpatients with ICD-11 PTSD or 
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ICD-11 CPTSD. Therefore, the participants were divided into subgroups based on scores from the 

ITQ (see the result section 3.1). Of the 106 participants with an ICD-10 PTSD diagnosis 22 

participants were further excluded from the analysis, because they did not fulfil either an ICD-11 

PTSD or CPTSD diagnosis according to scores on ITQ. We found no significant difference on gender 

proportion between the group of participants that did not obtain any ICD-11 PTSD diagnoses (no 

ICD-11) (12 women, 55%; 10 men, 45%) and the group that obtained an ICD-11 diagnosis (48 

women, 57%; 36 men, 43%); χ2(1, n = 84) = 5.839e-31, p = 1. There was no significant difference in 

age between the no ICD-11 group (M = 38.73, SD = 13.09) and the ICD-11 group (M = 42, SD = 

11.68); t(30.34) = -1.14, p = 0.26. There was also no significant difference on number of traumatic 

experiences between the no ICD-11 group (M = 5, SD = 3.13) and the ICD-11 group (M = 6.20, SD 

= 3.30); t(34.25) = 1.59, p = 0.1. Furthermore, there was also no significant difference on witnessed 

traumatic experiences between the two groups; t(39.50) = 0.35, p = 0.73. 

The final sample comprised N = 84 outpatients with complete data and a probable ICD-11 PTSD 

or CPTSD diagnosis. Twenty-six (31%) were single, 37 (44%) lived with a partner, and the rest lived 

with either their parents, children, or others (all n = 21, 25.1%). Twenty-four (28.6%) had no children, 

12 (14.3%) had one child, and 48 (57.1%) had two children or more. Twenty (23.8%) had finished 

primary school as their highest education level, 18 (21.4%) had a vocational education, 14 (16.7%) 

had finished upper secondary school, and 32 (38.1%) had a bachelor degree or higher. Most patients 

were on sick leave (n = 38, 45.2%), followed by being in rehabilitation (n = 17, 20.1%), employed (n 

= 15, 17.9%), unemployed (n = 7, 8.3%), receiving early retirement (n = 6, 7.1%) or were retired (n 

= 1, 1.2%). 

The clinically-based inclusion diagnosis F43.1 PTSD and comorbid mental disorders were 

assessed with the structured diagnostic Interview MINI. All 220 PID-5 self-report questions were 



Running head: ICD-11 PTSD, ICD-11 CPTSD, AND PERSONALITY TRAITS 
 

  

read aloud to ensure completion. Participants completed the ITQ and the Life Events Checklist from 

home via secure online access. Most of the data collection was completed by the first author (LM). 

However, a smaller subset (n = 21) was completed by an experienced psychologist trained by LM, 

and regular supervision was provided. Participation was voluntary, and all participants provided 

written informed consent. Transportation expenses were compensated, but no further remuneration 

was provided. The study design was approved by the Regional Ethics Committee of Zealand (J.nr. 

17-000048) and notified to the Danish Data Protection Agency.  

 

2.2 Measures 

2.2.1 Personality Inventory for DSM-5  

We used the full 220-items self-report version of the Personality Inventory for DSM-5 (PID-5; 

Krueger et al., 2012) measuring five broad maladaptive personality trait domains and 25 lower-order 

trait facets. The items were measured on a four-point Likert scale from 0 (Very false or often false) 

to 3 (Very true or often true). Mean scores for the domains and facets were calculated according to 

the guidelines on the official scoring sheet for the questionnaire (see 

https://www.psychiatry.org/psychiatrists/practice/dsm/educational-resources/assessment-

measures#Personality). For interpretation of the traits, we used the following scores as degree of trait 

severity: absent to very low (0), low to moderate (0-1), moderate to high (1-2), or very high (2-3). 

Internal consistency of the five trait domains was generally within the acceptable range with scores 

yielding ⍺ = .86 for Negative Affectivity, ⍺ = .89 for Detachment, ⍺ = .87 for Antagonism, ⍺ = 86 

for Disinhibition, and ⍺ = .91 for Psychoticism. The facet scores' alpha coefficients ranged from .48 

(Irresponsibility) to .91 (Depressivity, Psychoticism) with a median value of .84. 
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2.2.2 International Trauma Questionnaire 

We used the self-report International Trauma Questionnaire (ITQ; Cloitre et al., 2018) to 

assess ICD-11 PTSD and CPTSD. Three symptom clusters each comprising two items measured 

PTSD in the past month. Further, six items with two items per cluster measured disturbances in self-

organization (DSO) including three clusters: Affective Dysregulation, Negative Self-concept, and 

Disturbances in Relationships. The participants answered the DSO items in terms of how they 

typically felt, thought about themselves, and related to others. Three items for each domain (PTSD 

and DSO) measured the level of functional impairment. The items were measured on a five-point 

scale from 0 (Not at all) to 4 (Extremely). The ITQ has demonstrated good psychometric properties 

in several studies (Cloitre et al., 2018; Hyland et al., 2017). Since there was no formal Danish 

translation when the study began, we translated the ITQ into Danish and professionally back-

translated it. To ensure consistency in the chosen Danish terminology, the final Danish translation 

received consensus from a group of psychiatrists and psychologists. The authors of the measure 

approved the back-translation (M. Cloitre, Personal communication with L. Møller, November 19th, 

2019). The cronbach’s alpha value was ⍺ = 0.85 for the total scale, and for both subdomain; ⍺ = 0.71 

for PTSD and ⍺ = 0.81 for DSO.  

2.2.3 Life Events Checklist 

The Life Events Checklist (LEC; Gray et al., 2004) assesses 16 potentially traumatic 

experiences and one additional traumatic experience representing any other extraordinarily traumatic 

experience. We included three additional items to consider traumatic experiences before age 18, 

specifically: childhood physical abuse (being hit, punched, or hurt by someone responsible for 

caregiving such as a parent, foster parent, teacher, or coach), childhood sexual abuse (being touched 

sexually or being sexually assaulted by someone older or a caregiver), and neglect (not being properly 

clothed or fed or being left without care). The participants checked whether they directly experienced 
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the traumatic event, witnessed it, learned about it, were not sure, or whether it did not apply to them. 

This study calculated mean scores for self-experienced traumatic events. The traumatic event items 

were coded as binary variables with endorsement of the traumatic experience as 1, otherwise 0. In 

addition, we estimated how many reported witnessing a close relative experience a traumatic event, 

and heard about traumatic experiences that happened to someone close.  

2.2.4 MINI International Neuropsychiatric Interview 7.0.2 

We used the MINI International Neuropsychiatric Interview (MINI; Sheehan et al., 1998) to 

assess for PTSD, other current mental state disorders, and suicidal ideation. MINI 7.0.2 is a short 

structured diagnostic interview developed to assess 17 DSM-5 psychiatric disorders. Validation 

studies comparing MINI with the Structured Clinical Interview for Diagnostic and Statistical Manual-

III-R patient version (SCID-p) and the composite international diagnostic interview for ICD-10 

(CIDI) showed similar validation properties as found for SCID-p and CIDI (Lecrubier et al., 1997).  

 

2.3 Data analysis 

First, we estimated frequencies and prevalence rates for ICD-11 PTSD and CPTSD, current 

mental state disorders, suicidal ideation, and traumatic experiences. We used Pearson’s chi-square 

analysis to compare frequencies of traumatic experiences, current mental state disorders, and suicidal 

ideation between the ICD-11 PTSD and CPTSD groups. However, we used Fisher's exact test when 

the estimated expected value of any cell in the contingency table was below 5. Second, to examine 

the degree of difference between ICD-11 PTSD and CPTSD on maladaptive personality trait domains 

or facets, we estimated Cohen's d effect sizes; statistical differences were tested via a series of 

independent t-tests. We used Welch's t-test because we had unequal group sizes. We inspected the 

data for normal distribution and applied the Mann-Whitney U non-parametric test when normality 

was violated. Finally, we estimated a series of Pearson correlation coefficients to test the bivariate 
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association between the maladaptive personality trait domains and facets, and the symptom clusters 

of ITQ. We used the final sample (N = 84) for the Pearson correlation coefficient estimations. The 

Benjamini-Hochberg method was applied to control the false discovery rate of multiple comparisons 

in all comparison analysis. All statistical analyses were conducted in R (R Core Team, 2019). 

 

3 Results 

3.1 Traumatic experiences and diagnostic status 

The participants had on average experienced 6.20 (SD = 3.30, median = 6) types of traumatic 

experiences during their life, witnessed 2.25 (SD = 2.89) traumatic experiences that happened to 

someone else, and heard about 2 (SD = 3.13) traumatic experiences that happened to someone close. 

The most commonly reported type of self-experienced traumatic experiences was physical assault, 

77.38%; childhood physical assault, 51.19%; and transportation accident, 50%.  

The identified diagnostic rates of ICD-11 PTSD and CPTSD were 23% (n = 24) and 57% (n = 

60), respectively. Consequently, 20% (n = 22) were not identified with any ICD-11 PTSD or CPTSD 

diagnoses. We found that patients who had CPTSD according to ICD-11 were more likely to have 

high levels of suicidal ideation (42%), compared to patients who were diagnosed with PTSD (0%); 

χ2(1, n = 84) = 12.31, adjusted p = .01 (Table 1). We found no significant differences between ICD-

11 PTSD and CPTSD on any types of traumatic experiences.  

 

3.2  PID-5 trait domains and facets in PTSD and CPTSD 

As presented in Table 2, we conducted a series of t-tests and Mann Whitney U tests to estimate 

differences between ICD-11 PTSD and CPTSD on maladaptive traits. At the trait domain level, 
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Negative Affectivity (d = 0.75) and Psychoticism (d = 0.80) differentiated patients diagnosed with 

CPTSD from those diagnosed with PTSD with higher severity scores. At the facet level, 10 trait facets 

out of 25 differentiated outpatients with ICD-11 CPTSD from outpatients with ICD-11 PTSD with 

higher severity scores and large effect sizes.   

 

3.3 ITQ symptom clusters and PID-5 trait domains and facets 

As presented in Table 3, we estimated bivariate correlations between ITQ symptom clusters 

and PID-5 trait domains and facets. The ITQ symptom cluster Re-experiences had a significant weak 

positive correlation and a significant weak negative correlation with PID-5 trait facets. The ITQ 

symptom cluster Avoidance had a significant moderate positive correlation with one trait domain out 

of five and a weak and a moderate significant positive correlation with PID-5 trait facets. We found 

a significant moderate positive correlation between the ITQ symptom cluster Sense of Threat and a 

PID-5 trait domain. Furthermore, the ITQ symptom cluster Sense of Threat was found to have two 

weak significant positive correlations and one moderate significant positive correlation on the facet 

level. 

The ITQ symptom cluster Affective Dysregulation had significant moderate positive correlations 

to three PID-5 trait facets. The ITQ symptom cluster Negative Self-concept had significant moderate 

positive correlations to three PID-5 trait domains. Furthermore, we found one strong positive 

correlation and 11 moderate positive correlations between the ITQ symptom cluster Negative Self-

concept and PID-5 trait facets. The ITQ symptom cluster Disturbances in Relationship had significant 

moderate positive correlations to two PID-5 trait domains and had moderate positive correlations to 

nine PID-5 trait facets. 
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4 Discussion 

The present study investigated differences of ICD-11 PTSD and CPTSD on a broad range of 

clinical symptoms by means of a dimensional approach assessing maladaptive personality traits.  

As hypothesized, we found that both PTSD and CPTSD had elevated scores (above 1.5) on 

multiple maladaptive trait domains and facets. The trait domains and facets, found to be elevated in 

this study, are indicative of internalizing psychopathology. This is consistent with results from prior 

cluster and factor analytic studies finding that PTSD falls within the internalizing dimension of 

psychopathology (Cox et al., 2002; Miller et al., 2003, 2004; Miller & Resick, 2007). 

The hypothesis that CPTSD would have substantially higher scores on specific traits 

conceptually similar to the symptom cluster of the DSO domain than PTSD was supported in our 

results. The higher scores on the domains Negative Affectivity and Psychoticism suggest that 

individuals with CPTSD express more frequent and more intense experiences of a wide range of 

negative emotions (e.g., anxiety, depression, guilt/shame) and their interpersonal (e.g., dependency) 

manifestation, and exhibit more eccentric, or unusual behaviors and cognitions, including both 

process (e.g., perception, dissociation) and content (e.g., beliefs) (American Psychiatric Association, 

2013, 779-781). Furthermore, as a consequence of the elevated scores of the CPTSD group on the 

trait facets included under the detachment domain (i.e., Withdrawal, Anhedonia), they showed more 

constriction of emotions, especially the capacity to feel pleasure. This is in line with the American 

Psychiatric Association’s description of people with PTSD: “they have less enjoyment from, 

engagement in, or energy for life's experience, have a higher preference for being alone, and avoiding 

social contacts and activity” (American Psychiatric Association, 2013, pp. 779-781).  

The higher levels of Negative Affectivity differentially associated with CPTSD compared to 

PTSD did not come as a surprise. There appears to be a conceptual overlap between the DSO domain 

and facets constituting the Negative Affectivity domain. Results from the correlation analysis showed 
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that the PID-5 domain Negative Affectivity and all the encompassing facets were only significantly 

associated with DSO symptom clusters, except for a negative correlation between Submissiveness 

and the ITQ cluster Re-experiencing. This finding may evidence criterion validity. DSO symptoms 

are described as pervasive, persistent, and severe and, therefore, are similar to personality disorders' 

general criteria. Thus, the maladaptive personality trait domains, specifically Negative Affectivity 

and in part Detachment, may function as criterion variables. The results from this study extends prior 

study results demonstrating an association between Negative Affectivity and PTSD (James et al., 

2015; Waszczuk et al., 2018) to the diagnoses of PTSD and CPTSD as formulated in ICD-11. The 

result of significant higher levels of psychoticism in patients with CPTSD as compared to PTSD is 

consistent with previous work showing that dissociative symptoms and even psychosis symptoms are 

more common in CPTSD (Frost et al., 2019; Philip Hyland et al., 2020). The correlation analysis 

revealed that the psychoticism trait is especially associated with the ITQ symptom cluster Negative 

Self-concept and in part with the ITQ symptom cluster Disturbances in Relationships. These findings 

suggest a heterogenetic expression of the Negative Self-concept symptoms with possible features of 

derealization, depersonalization, strange and unpredictable thoughts, and unusual experiences of 

reality. In contrast to the AMPD approach in DSM 5, Section III, the ICD-11 approach to 

classification of PDs has chosen to integrate features similar to the psychoticism trait domain under 

personality functioning. Therefore, these features are not conceptualized as trait characteristics. The 

overlap between the two approaches reflects different traditions for describing personality 

dysfunction (trait theory versus psychodynamic traditions) in different ways. Our findings suggest 

that psychoticism trait features are indicative of higher severity of personality functioning. 

All the patients in our sample had low scores on the Antagonism trait domain; we found no 

significant associations between the Antagonism trait domain or the underlying facets and the 

symptom clusters of the PTSD or DSO domain. This result is in line with previous results (James et 
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al., 2015), suggesting that externalizing features are relatively limited in our sample of psychiatric 

outpatients. Individuals characterized by externalizing PTSD or DSO features may rather end up with 

a substance use disorder diagnosis or perhaps in prison. 

The trait domain Detachment was significantly associated with four out of six ITQ symptom 

clusters. The facet Withdrawal, part of the Detachment domain, was significantly associated with 

almost all the ITQ symptom clusters except the Re-experience symptom cluster. Our results suggest 

that trauma survivors diagnosed with either PTSD or CPTSD are more or less withdrawn from their 

inner and outer world alike. A detached state weakens the patient's foundation in their inner and outer 

world and isolation from oneself, the world, and others may be the consequence. Whether 

detachment, especially withdrawal, is an essential characteristic cross-cutting the ICD-11 post-

traumatic disorders needs to be investigated in future studies. 

The results from the correlation analysis demonstrated that the ITQ Negative Self-concept 

symptom cluster showed a relatively high number of significant correlations across all the personality 

trait domains and facets. Our results indicate that the self-image in CPTSD is characterized by 

different states, comprising amongst others: “a range of negative emotions (i.e., anxiety, depression, 

guilt/shame); fears of separation from significant others based on lack of confidence in one’s ability 

to care for oneself; perseveration; preference of being alone to being with others; lack of enjoyment 

from, engagement in, or energy for life’s experiences; expectations of – and sensitivity to – signs of 

interpersonal ill-intent or harm; difficulty concentrating and focusing on tasks; disregard for – and 

failure to honor – financial and other obligations or commitments; odd, eccentric, or unusual 

behaviors and cognitions, including both perception and dissociation and beliefs” (American 

Psychiatric Association, 2013, pp. 779-781). 

Our results revealed no significant correlations between any of the ITQ symptom clusters and 

the trait facets Emotional Lability, Risk-taking, and Impulsivity. These three trait features have been 
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found to be characteristic Borderline Personality Disorder (BPD) traits in prior studies. In a study that 

investigated individuals with PTSD as a consequence of childhood abuse, the symptom Impulsivity 

amongst others, was found to differentiate BPD from complex PTSD (Cloitre et al., 2014). Moreover, 

another prior study found Emotional Lability and in part, Risk-taking to be core trait features of 

patients with BPD (Bach et al., 2016). Even though the mean scores on Emotional Lability were 

relatively high for both PTSD and CPTSD, the non-significant correlation indicates that Emotional 

Lability is not an integrated concept of CPTSD. Thus, our findings suggest that affect dysregulation 

in the DSO domain is conceptually different from Emotional Lability. The results from the present 

study add information to the empirical knowledge base suggesting that there may be differential 

characteristics between BPD and ICD-11 CPTSD. 

We found a range of disorders comorbid to PTSD and CPTSD. In line with previous research, 

our results suggest that patients identified with CPTSD had more comorbid disorders. Due to the 

higher number and complexity of symptoms in CPTSD, we believe that higher comorbidity rates are 

simply what will be found in CPTSD, compared to PTSD. We found no significant differences 

between PTSD and CPTSD on the dissociative subtype traits of PTSD (i.e., depersonalization, 

derealization) assessed with the MINI interview. Findings from prior studies suggest that individuals 

with PTSD who present dissociative symptoms are more likely to report childhood adversity, earlier 

traumatic events, and more previous traumatic exposure (Stein et al., 2013). The diagnostic groups in 

our sample (i.e., PTSD and CPTSD) were not differentiated on these parameters. This may be one 

reason that we did not find a significant difference on the dissociative subtype symptoms between the 

PTSD and CPTSD groups. Nevertheless, it is noteworthy that above 50% of the participants in the 

present study were found to exhibit these particular symptoms additional to PTSD symptoms. Prior 

studies have found prevalence of the PTSD dissociative subtype to range between 12% to 44% (Swart 
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et al., 2019). Further work is required to explicate the difference between CPTSD and the PTSD 

dissociative subtype construct.  

The elevated personality trait domains and facets for PTSD and CPTSD in the present study are 

also common clinical features of the most prevalent comorbid disorders of PTSD (i.e., affective 

disorders, anxiety disorders, substance use disorder, and borderline personality disorder). Many of 

these features in the present study were significantly correlated with the symptom clusters of the 

DSO-domain. This suggests that DSO symptoms may play an important role in CPTSD comorbidity. 

As shown in a previous study, especially symptoms from the negative self-concept were connected 

to depression, whereas avoidance symptoms were connected to anxiety (Gilbar, 2019). Nevertheless, 

symptom similarity between disorders warrants precaution in clinical practice, because it may 

complicate clinical decision-making and differential diagnosis.  

The results from this study should be interpreted taking the following limitations into 

consideration. The sample size and the selected sample comprising psychiatric outpatients might 

compromise generalizability of the present study. Extrapolating the results to other treatment facilities 

(i.e., psychiatric inpatients, outside psychiatric settings) and to the general population should be done 

with caution. Furthermore, outpatients with a comorbid substance use disorder or comorbid psychosis 

were naturally excluded from the sample, because they are referred to specialized abuse treatment or 

facilities that treat psychosis. However, the exclusion of PTSD outpatients with a comorbid substance 

use disorder or comorbid psychosis have very likely resulted in a selection bias. Particularly, the 

restricted level of externalizing maladaptive personality traits in the current study may be a 

consequence of this selection bias. Thus, generalization of the results to other PTSD and CPTSD 

population should be done with caution. Patients were illegible for participation in the present study 

if they had received maximum seven treatment sessions. However, we did not register the number 

and type of current psychotherapeutic treatments. To the best of our knowledge, most of the 
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participants had not received psychotherapeutic treatment before recruitment and were on a waiting 

list for treatment. Nevertheless, in few of the recruitment clinics psychotherapeutic treatment were 

provided between the clinical ICD-10 diagnostic assessment and the research assessment. 

Psychotherapeutic treatment may potentially have influenced the severity of symptomatology, 

diagnostic rates of ICD-11 PTSD and CPTSD, and comorbidity rates. This may especially be true for 

the PTSD group because these patients may require less treatment. We did not control for differences 

in treatment sessions between the participants. The sample size might have been somewhat small to 

prevent risk of type 2 error. Furthermore, there were almost three times fewer participants in the 

PTSD group than in the CPTSD group, this may have affected the statistical power of the difference 

tests. We used a cross-sectional design in the current study. Therefore, the temporal relationship 

between the pattern of maladaptive personality traits, traumatic experience, and ICD-11 PTSD or 

CPTSD cannot be determined.  

In conclusion, considering the level of endorsed severity on personality features ICD-11 CPTSD 

is likely to be a more debilitating disorder than PTSD. Furthermore, the results add to the existing 

knowledge of associations between the ICD-11 PTSD disorders and other mental health disorders. In 

particular, this study documents that ICD-11 CPTSD has a different comorbidity pattern compared 

with ICD-11 PTSD. The utility of a broader assessment approach might be a relevant method to 

understand psychopathology differences between ICD-11 PTSD and CPTSD and their comorbidity 

patterns with other mental disorders.  

Funding details 

This work was supported by the Region Zealand Health Scientific Research Fund under grant 

number: R17A108B88.  

 



Running head: ICD-11 PTSD, ICD-11 CPTSD, AND PERSONALITY TRAITS 
 

  

Disclosure statement  

The authors report no conflict of interest. 

Data availability statement  

The data that support the findings of this study are available on request from the corresponding 

author, Lise Møller. The data are not publicly available due to legislation restrictions; the data 

contains information that could compromise the privacy of research participants. 

 

5 References 

American Psychiatric Association. (2013). American Psychiatric Association: Diagnostic and 

Statistical Manual of Mental Disorders (Fifth Edition). American Psychiatric Association. 

Bach, B., Sellbom, M., Bo, S., & Simonsen, E. (2016). Utility of DSM-5 section III personality 

traits in differentiating borderline personality disorder from comparison groups. European 

Psychiatry, 37, 22–27. https://doi.org/10.1016/j.eurpsy.2016.04.006 

Bach, Bo, Markon, K., Simonsen, E., & Krueger, R. F. (2015). Clinical Utility of the DSM-5 

Alternative Model of Personality Disorders: Six Cases from Practice. Journal of Psychiatric 

Practice, 21(1), 3–25. https://doi.org/10.1097/01.pra.0000460618.02805.ef 

Barchi-Ferreira, Bel, A. M., & Osório, F. L. (2020). The Personality Inventory for DSM-5: 

Psychometric Evidence of Validity and Reliability—Updates. Harvard Review of 

Psychiatry, 28(4), 225–237. https://doi.org/10.1097/HRP.0000000000000261 

Brewin, C. R., Cloitre, M., Hyland, P., Shevlin, M., Maercker, A., Bryant, R. A., Humayun, A., 

Jones, L. M., Kagee, A., Rousseau, C., Somasundaram, D., Suzuki, Y., Wessely, S., van 



Running head: ICD-11 PTSD, ICD-11 CPTSD, AND PERSONALITY TRAITS 
 

  

Ommeren, M., & Reed, G. M. (2017). A review of current evidence regarding the ICD-11 

proposals for diagnosing PTSD and complex PTSD. Clin Psychol Rev, 58, 1–15. 

https://doi.org/10.1016/j.cpr.2017.09.001 

Cloitre, M., Garvert, D. W., Weiss, B., Carlson, E. B., & Bryant, R. A. (2014). Distinguishing 

PTSD, Complex PTSD, and Borderline Personality Disorder: A latent class analysis. Eur J 

Psychotraumatol, 5. https://doi.org/10.3402/ejpt.v5.25097 

Cloitre, M., Shevlin, M., Brewin, C. R., Bisson, J. I., Roberts, N. P., Maercker, A., Karatzias, T., & 

Hyland, P. (2018). The International Trauma Questionnaire: Development of a self-report 

measure of ICD-11 PTSD and complex PTSD. Acta Psychiatr Scand, 138(6), 536–546. 

https://doi.org/10.1111/acps.12956 

Cloitre, Marylene, Garvert, D. W., Brewin, C. R., Bryant, R. A., & Maercker, A. (2013). Evidence 

for proposed ICD-11 PTSD and complex PTSD: A latent profile analysis. Eur J 

Psychotraumatol, 4. 

Cox, B. J., Clara, I. P., & Enns, M. W. (2002). Posttraumatic stress disorder and the structure of 

common mental disorders. Depression and Anxiety, 15(4), 168–171. 

https://doi.org/10.1002/da.10052 

Elklit, A., Hyland, P., & Shevlin, P. (2014). Evidence of symptom profiles consistent with 

posttraumatic stress disorder and complex posttraumatic stress disorder in different trauma 

samples. Eur J Psychotraumatol, 5. http://dx.doi.org/10.3402/ejpt.v5.24221 

Frost, R., Louison, M. V., Karatzias, T., Hyland, P., & Shevlin, M. (2019). The distribution of 

psychosis, ICD-11 PTSD and complex PTSD symptoms among a trauma-exposed UK 

general population sample. Psychosis, 1–12. 

https://doi.org/10.1080/17522439.2019.1626472 

Gilbar, O. (2019). Examining the boundaries between ICD-11 PTSD/CPTSD and depression and 



Running head: ICD-11 PTSD, ICD-11 CPTSD, AND PERSONALITY TRAITS 
 

  

anxiety symptoms: A network analysis perspective. J Affect Disord. 

https://doi.org/10.1016/j.jad.2019.11.060 

Gray, M. J., Litz, B. T., Hsu, J. L., & Lombardo, T. W. (2004). Psychometric properties of the life 

events checklist. Assessment, 11(4), 330–341. https://doi.org/10.1177/1073191104269954 

Hyland, P., Karatzias, T., Shevlin, M., & Cloitre, M. (2019). Examining the Discriminant Validity 

of Complex Posttraumatic Stress Disorder and Borderline Personality Disorder Symptoms: 

Results from a United Kingdom Population Sample. J Trauma Stress, 1–9. 

https://doi.org/0.1002/jts.22444 

Hyland, P., Shevlin, M., Brewin, C. R., Cloitre, M., Downes, A. J., Jumbe, S., Karatzias, T., Bisson, 

J. I., & Roberts, N. P. (2017). Validation of post-traumatic stress disorder (PTSD) and 

complex PTSD using the International Trauma Questionnaire. Acta Psychiatr Scand, 136(3), 

313–322. https://doi.org/10.1111/acps.12771 

Hyland, Philip, Shevlin, M., Elklit, A., Murphy, J., Vallieres, F., Garvert, D. W., & Cloitre, M. 

(2017). An assessment of the construct validity of the ICD-11 proposal for complex 

posttraumatic stress disorder. Psychol Trauma, 9(1), 1–9. 

http://dx.doi.org/10.1037/tra0000114 

Hyland, Philip, Shevlin, M., Fyvie, C., Cloitre, M., & Karatzias, T. (2020). The relationship 

between ICD-11 PTSD, complex PTSD and dissociative experiences. J Trauma 

Dissociation, 21(1), 62–72. https://doi.org/10.1080/15299732.2019.1675113 

Hyland, Philip, Shevlin, M., Fyvie, C., & Karatzias, T. (2018). Posttraumatic Stress Disorder and 

Complex Posttraumatic Stress Disorder in DSM-5 and ICD-11: Clinical and Behavioral 

Correlates. J Trauma Stress, 31(2), 174–180. https://doi.org/10.1002/jts.22272 

James, L. M., Anders, S. L., Peterson, C. K., Engdahl, B. E., Krueger, R. F., & Georgopoulos, A. P. 

(2015). DSM-5 personality traits discriminate between posttraumatic stress disorder and 



Running head: ICD-11 PTSD, ICD-11 CPTSD, AND PERSONALITY TRAITS 
 

  

control groups. Exp Brain Res, 233(7), 2021–2028. https://doi.org/10.1007/s00221-015-

4273-1 

Karatzias, T., Hyland, P., Bradley, A., Cloitre, M., Roberts, N. P., Bisson, J. I., & Shevlin, M. 

(2019). Risk factors and comorbidity of ICD-11 PTSD and complex PTSD: Findings from a 

trauma-exposed population based sample of adults in the United Kingdom. Depress Anxiety. 

https://doi.org/10.1002/da.22934 

Karatzias, Thanos, & Cloitre, M. (2019). Treating Adults With Complex Posttraumatic Stress 

Disorder Using a Modular Approach to Treatment: Rationale, Evidence, and Directions for 

Future Research. J Trauma Stress, 32(6), 870–876. https://doi.org/10.1002/jts.22457 

Knefel, M., Lueger-Schuster, B., Bisson, J., Karatzias, T., Kazlauskas, E., & Roberts, N. P. (2019). 

A Cross-Cultural Comparison of ICD-11 Complex Posttraumatic Stress Disorder Symptom 

Networks in Austria, the United Kingdom, and Lithuania. J Trauma Stress. 

https://doi.org/10.1002/jts.22361 

Knefel, M., Tran, U. S., & Lueger-Schuster, B. (2016). The association of posttraumatic stress 

disorder, complex posttraumatic stress disorder, and borderline personality disorder from a 

network analytical perspective. Journal of Anxiety Disorders, 43, 70–78. 

https://doi.org/10.1016/j.janxdis.2016.09.002 

Kotov, R., Gamez, W., Schmidt, F., & Watson, D. (2010). Linking “big” personality traits to 

anxiety, depressive, and substance use disorders: A meta-analysis. Psychological Bulletin, 

136(5), 768–821. https://doi.org/10.1037/a0020327 

Kotov, R., Krueger, R. F., Watson, D., Achenbach, T. M., Althoff, R. R., Bagby, R. M., Brown, T. 

A., Carpenter, W. T., Caspi, A., Clark, L. A., Eaton, N. R., Forbes, M. K., Forbush, K. T., 

Goldberg, D., Hasin, D., Hyman, S. E., Ivanova, M. Y., Lynam, D. R., Markon, K., … 

Zimmerman, M. (2017). The Hierarchical Taxonomy of Psychopathology (HiTOP): A 



Running head: ICD-11 PTSD, ICD-11 CPTSD, AND PERSONALITY TRAITS 
 

  

dimensional alternative to traditional nosologies. Journal of Abnormal Psychology, 126(4), 

454–477. https://doi.org/10.1037/abn0000258 

Krueger, R. F., Derringer, J., Markon, K. E., Watson, D., & Skodol, A. E. (2012). Initial 

construction of a maladaptive personality trait model and inventory for DSM-5. 

Psychological Medicine, 42(9), 1879–1890. https://doi.org/10.1017/S0033291711002674 

Lecrubier, Y., Sheehan, D., Weiller, E., Amorim, P., Bonora, I., Harnett Sheehan, K., Janavs, J., & 

Dunbar, G. (1997). The Mini International Neuropsychiatric Interview (MINI). A short 

diagnostic structured interview: Reliability and validity according to the CIDI. Eur Psychiat, 

12(5), 224–231. https://doi.org/10.1016/S0924-9338(97)83296-8 

Miller, M. W., Fogler, J. M., Wolf, E. J., Kaloupek, D. G., & Keane, T. M. (2008). The 

internalizing and externalizing structure of psychiatric comorbidity in combat veterans. J 

Trauma Stress, 21(1), 58–65. https://doi.org/10.1002/jts.20303 

Miller, Mark W., Greif, J. L., & Smith, A. A. (2003). Multidimensional Personality Questionnaire 

profiles of veterans with traumatic combat exposure: Externalizing and internalizing 

subtypes. Psychological Assessment, 15(2), 205–215. https://doi.org/10.1037/1040-

3590.15.2.205 

Miller, Mark W., Kaloupek, D. G., Dillon, A. L., & Keane, T. M. (2004). Externalizing and 

Internalizing Subtypes of Combat-Related PTSD: A Replication and Extension Using the 

PSY-5 Scales. Journal of Abnormal Psychology, 113(4), 636–645. 

https://doi.org/10.1037/0021-843X.113.4.636 

Miller, Mark W., & Resick, P. A. (2007). Internalizing and externalizing subtypes in female sexual 

assault survivors: Implications for the understanding of complex PTSD. Behavior Therapy, 

38(1), 58–71. http://dx.doi.org/10.1016/j.beth.2006.04.003 

Sheehan, D. V., Lecrubier, Y., Sheehan, K. H., Amorim, P., Janavs, J., Weiller, E., Hergueta, T., 



Running head: ICD-11 PTSD, ICD-11 CPTSD, AND PERSONALITY TRAITS 
 

  

Baker, R., & Dunbar, G. C. (1998). The Mini-International Neuropsychiatric Interview 

(M.I.N.I.): The development and validation of a structured diagnostic psychiatric interview 

for DSM-IV and ICD-10. J Clin Psychiatry, 59 Suppl 20, 22-33;quiz 34-57. 

Skodol, A. E., Clark, L. A., Bender, D. S., Krueger, R. F., Morey, L. C., Verheul, R., Alarcon, R. 

D., Bell, C. C., Siever, L. J., & Oldham, J. M. (2011). Proposed changes in personality and 

personality disorder assessment and diagnosis for DSM-5 Part I: Description and rationale. 

Personality Disorders: Theory, Research, and Treatment, 2(1), 4–22. 

https://doi.org/10.1037/a0021891 

Stein, D. J., Koenen, K. C., Friedman, M. J., Hill, E., McLaughlin, K. A., Petukhova, M., Ruscio, 

A. M., Shahly, V., Spiegel, D., Borges, G., Bunting, B., Caldas-de-Almeida, J. M., de 

Girolamo, G., Demyttenaere, K., Florescu, S., Haro, J. M., Karam, E. G., Kovess-Masfety, 

V., Lee, S., … Kessler, R. C. (2013). Dissociation in Posttraumatic Stress Disorder: 

Evidence from the World Mental Health Surveys. Biological Psychiatry, 73(4), 302–312. 

https://doi.org/10.1016/j.biopsych.2012.08.022 

Swart, S., Wildschut, M., Draijer, N., Langeland, W., & Smit, J. H. (2019). Dissociative Subtype of 

Posttraumatic Stress Disorder or PTSD With Comorbid Dissociative Disorders: 

Comparative Evaluation of Clinical Profiles. Psychological Trauma: Theory, Research, 

Practice, and Policy. https://doi.org/10.1037/tra0000474 

Waszczuk, M. A., Li, K., Ruggero, C. J., Clouston, S. A. P., Luft, B. J., & Kotov, R. (2018). 

Maladaptive Personality Traits and 10-Year Course of Psychiatric and Medical Symptoms 

and Functional Impairment Following Trauma. Annals of Behavioral Medicine, 52(8), 697–

712. https://doi.org/10.1093/abm/kax030 

World Health Organization. (2018). ICD-11—International Statistical Classification of Diseases 

and Related Health Problems 11th Revision. Https://Icd.Who.Int/En/. 



Running head: ICD-11 PTSD, ICD-11 CPTSD, AND PERSONALITY TRAITS 
 

  

 
Table 1 
Comorbid mental state disorders 

  
ICD-11 PTSD 

(n = 24) 

ICD-11 
CPTSD 
(n = 60)       

MINI-disorders: n (%) n (%) χ2 (1) p-values FDR-BH 
Adjusted p-values 

 Depressive episode 15 (63%) 52 (87%) 4.80 0.02* 0.07 

 Suicidal ideation (low) 10 (42%) 13 (22%) 4.61 0.02* 0.07 

 Suicidal ideation (medium) 0 8 (13%) 2.16 0.1* 0.28 

 Suicidal ideation (high) 0 25 (42%) 12.31 <0.001 0.01 

 Panic disorder  10 (42%) 25 (42%) 0 1 1 

 Agoraphobia 6 (25%) 13 (22%) 0 0.97 1 

 Social phobia 1 (4%) 9 (15%) 1.02 0.27* 0.59 

 Obsessive-compulsive disorder 5 (21%) 8 (13%) 0.28 0.51* 0.94 

 PTSD      

   Depersonalization 14 (58%) 40 (67%) .22 0.64 1 

   Derealization 10 (42%) 25 (42%) 0 1 1 

 Psychosis 0 0 (…) (…) (…) 
Note: * = Fisher’s exact test. FDR-BH = False Discovery Rate, Benjamini-Hochberg method. PTSD = Post-traumatic stress disorder. 
CPTSD = complex post-traumatic stress disorder. 
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Table 2 
PID-5 descriptive statistics and difference test 

 

 ICD-11 
PTSD 

(n = 24) 

 ICD-11 
CPTSD 
(n = 60) 

 
PTSD vs. CPTSD 

PID-5 scales  mean SD  mean SD  p-values 

FDR-
BH 

Adjusted 
p-values 

Cohen's d 

Negative Affectivity 
 

1.4 .53 
 

1.8 .5  0.004 0.017 .75 

  Emotional Lability 
 

1.9 .8 
 

2.2 .6  0.194 0.265 .34 

  Anxiousness 
 

1.8 .61 
 

2.2 .64  0.004 0.017 .72 

  Separation Insecurity 
 

.62 .64 
 

1.08 .75  0.009* 0.025 .66 

  Depressivity 
 

.96 .57 
 

1.7 .62  < 0.001 0.015 1.29 

  Hostility 
 

1.3 .6 
 

1.6 .68  0.046 0.086 .48 

  Suspiciousness 
 

1.13 .50 
 

1.60 .70  0.002* 0.015 .78 

  Submissiveness 
 

.72 .75 
 

1.44 1.03  0.005* 0.017 .80 

  Perseveration 
 

1.1 .67 
 

1.6 .62  0.006 0.018 .72 

Detachment 
 

1.6 .51 
 

1.8 .55  0.038 0.081 .51 

  Withdrawal 
 

1.8 .65 
 

2.2 .67  0.013 0.033 .64 

  Intimacy Avoidance 
 

1.3 .95 
 

1.3 .87  0.921 0.987 .02 

  Anhedonia 
 

1.7 .54 
 

2.1 .54  0.005 0.017 .72 
  Depressivity (see Negative  
    Affectivity) 

 
  

 
  

 
   

  Restricted Affectivity 
 

1.1 .74 
 

1.3 .73  0.282 0.358 .26 

Antagonism  
 

.45 .47 
 

.44 .39  0.996* 0.996 .005 

  Manipulativeness 
 

.68 . 58 
 

.71 .69  0.96* 0.993 .06 

  Deceitfulness 
 

.24 .51 
 

.34 .44  0.097* 0.162 .23 

  Grandiosity 
 

.42 .52 
 

.27 .32  0.286* 0.358 .34 

  Attention seeking 
 

.47 .54 
 

.54 .69  0.908* 0.987 .11 

  Callousness 
 

.4 .5 
 

0.5 .51  0.663 0.796 .11 
  Hostility (see Negative  
    Affectivity) 

 
  

 
      

Disinhibition 
 

1.1 .56 
 

1.4 .49  0.042 0.084 .52 

  Irresponsibility 
 

.49 .37 
 

.65 .48  0.168* 0.252 .38 

  Impulsivity 
 

1 .89 
 

1.3 .83  0.192 0.265 .33 

  Distractibility 
 

1.8 .75 
 

2.2 .60  0.034 0.078 .56 

  Risk Taking 
 

1 .57 
 

1 .76  0.913 0.987 .02 

  Rigid Perfectionism 
 

1.4 .68 
 

1.7 .75  0.124 0.196 .37 

Psychoticism 
 

.9 .46 
 

1.3 .53  0.001 0.015 .80 
  Unusual Beliefs and 
    Experiences 

 
.7 .61 

 
1 .71  0.052 0.092 .46 

  Eccentricity 
 

1 .66 
 

1.5 .71  0.003 0.017 .75 
  Cognitive and Perceptual  
    Dysregulation 

 
1.1 .49 

 
1.4 .51  0.002 0.015 .76 

Note: SD = standard deviation. FDR-BH = False discovery rate, Benjamini-Hochberg method. * = Mann Whitney 
U test, non-parametric difference test. 
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Table 3 
Pearson correlation coefficients for ITQ symptom clusters and PID-5 domains and traits 

 PTSD  DSO 

 Re-experiences Avoidance Sense of Threat 

 
Affective 

Dysregulation  
Negative Self-

concept 

Disturbances 
in 

Relationship  
 r r r  r r  r  

Negative Affectivity .02 .15 .07  -.04 .46** .15 

  Emotional Lability .07 .02 -.02  -.07 .22 .11 

  Anxiousness .05 .23 .09  -.08 .50** .14 

  Separation Insecurity -.06 .09 .10  .06 .33* .09 

  Depressivity .12 .22 .20  .06 .75** .37** 

  Hostility .15 .11 .22  .29* .19 .25 

  Suspiciousness .09 .10 .13  -.01 .45** .29* 

  Submissiveness -.27* .15 -.13  -.09 .32* .10 

  Perseveration .11 .25 .11  .12 .42** .30* 

Detachment .23 .38** .36**  .28 .33* .57** 

  Withdrawal .20 .38** .29*  .39** .28* .59** 

  Intimacy Avoidance .19 .28* .22  .14 .16 .37** 

  Anhedonia .15 .23 .37**  .16 .40** .41** 

  Restricted Affectivity .12 .25 .17  .45** .12 .28* 

Antagonism -.10 -.14 .04  .18 .05 -.04 

  Manipulativeness -.15 -.13 .04  .18 -.02 -.06 

  Deceitfulness -.13 -.08 .06  .19 .09 .05 

  Grandiosity .05 -.11 0  .04 -.21 -.10 

  Attention Seeking -.14 -.02 .05  .10 .10 -.04 

  Callousness .18 .04 .19  .24 -.01 .08 

Disinhibition .22 .04 .20  .09 .38** .19 

  Irresponsibility .19 .02 .20  .05 .32* .10 

  Impulsivity .22 -.04 .09  .06 .24 .10 

  Distractibility .10 .12 .22  .09 .36** .26 

  Risk Taking .11 .04 .08  .25 .11 .11 
  Rigid  
    Perfectionism .18 .21 .23 

 
.18 .22 .22 

Psychoticism .24 .22 .23  .21 .43** .29* 
  Unusual Beliefs and  
    Experiences .17 .09 .12 

 
.16 .30* .13 

  Eccentricity .18 .22 .25*  .16 .38** .28* 
  Cognitive & Perceptual  
    Dysregulation .28* .26* .20 

 
.22 .40** .33* 

Note: N = 84. The p-values are corrected for false discovery rates; * p < .05, ** p < .01. r = Pearson correlation coefficient. DSO = 
disturbances in self-organization.  Significant values are in bold.  
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Abstract 

The newly added diagnosis complex post-traumatic stress disorder (CPTSD) in the 11th 

edition of the International Classification of Diseases (ICD-11) includes a domain of 

disturbances in self-organization (DSO), in addition to PTSD. The DSO construct appears to 

have definitional overlap with the dimensional personality pathology severity measure, 

personality functioning. This study investigated the association between personality 

functioning and ICD-11 CPTSD, and the degree of association between DSO clusters and 

personality functioning domains. The sample comprised 83 outpatients with ICD-11 PTSD or 

CPTSD. Personality functioning was operationalized with the Level of Personality 

Functioning Scale (LPFS) and assessed with the Structured Clinical Interview for the DSM–5 

AMPD, Module I. Results showed an average level of moderate impairment in personality 

functioning (i.e., Identity, Self-direction, Empathy, and Intimacy) for the whole sample. 

However, the levels of impairment in personality functioning were significantly more severe 

in patients with ICD-11 CPTSD, compared to patients with PTSD. Furthermore, the results 

revealed strong significant positive associations between the personality functioning domains 

and the DSO symptom clusters, except for the LPFS Identity domain and the DSO Affective 

Dysregulation cluster. Contrary to what was expected we found a significant positive 

association between the PTSD symptom cluster Avoidance and the LPFS domains Identity, 

Self-direction, and Intimacy. Furthermore, higher levels of impairment in the Identity and 

Intimacy domain were associated with an increase in DSO symptom severity. New 

development in assessment of personality functioning may assist clinicians in differential 

diagnosis of PTSD and CPTSD. 

Keywords: Personality functioning, AMPD, ICD-11, PTSD, CPTSD.   
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Traumatic experiences can have a significant impact that leads to profound and 

lasting changes in understanding oneself and others as well as engagement with society 

(Brewin et al., 2011). Different theoretical approaches have speculated that among possible 

effects of prolonged traumatic experiences is the shattering of prior life goals and deeply held 

beliefs about the world (Janoff-Bulman, 1992), regression to earlier schemas of self (Horowitz 

& Sicilia, 2016), ways of managing emotional distress, and increased use of defensive 

strategies such as denial, avoidance, and dissociation (Herman, 1992b). These theoretical 

approaches describe the effects of traumatic experiences that give rise to a feeling of a more 

or less disintegrated understanding of oneself and others with the possible result of 

disturbances in self-organization. Previous findings indicate that a perceived permanent 

change in personality, especially identity, and a sense of alienation from other people is related 

to chronic PTSD (Ehlers et al., 2000). However, studies to substantiate these theories are still 

few. 

Investigation of disturbances in the experience of oneself and others after 

exposure to traumatic experiences is of particular interest with the update of the ICD to the 

11th edition. Disturbances in self-organization resulting from traumatic experiences has been 

recognized in the newly included diagnosis complex post-traumatic stress disorder (CPTSD) 

listed under the newly added diagnostic grouping Disorders Specifically Associated with 

Stress. Thus, ICD-11 now includes two sibling PTSD diagnoses: 1) PTSD characterized by 

intrusions of the traumatic event in the here and now, avoidance, and a sense of current threat, 

and 2) CPTSD characterized by PTSD and disturbances in self-organization (DSO). The DSO 

domain in ICD-11 CPTSD includes disturbances in emotion regulation, self-concept, and 

relationships mainly characterized by heightened emotional outbursts, dissociative states 

when under stress, beliefs about oneself as diminished, defeated or worthless, accompanied 
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with shame or guilt, and difficulties in sustaining relationships (i.e., by difficulties feeling 

close to others) (World Health Organization, 2018). Also, the DSO symptoms must be severe, 

persistent and cause significant impairment in functioning.  

Levels of integration of self-other psychopathology gained renewed interest in 

the personality disorder research field with the publication of the Diagnostic and Statistical 

Manual of Mental Disorders, Fifth Edition (DSM-5) (American Psychiatric Association, 

2013). In DSM-5 section III a new dimensional framework for diagnosing personality 

disorders has been included, also known as the alternative model for personality disorders 

(AMPD). Criterion A in this model focuses on the global severity of personality disorders by 

measuring impairment in self- and interpersonal functioning. In essence, personality 

functioning is understood as ways of thinking about and understanding oneself and 

interactions with other people and stems from the psychoanalytical description of personality 

structure or organization (Bender et al., 2011; Kernberg, 1970). The AMPD criterion A 

personality functioning comprises four elements: identity and self-direction capturing 

capacities related to the self, and empathy and intimacy capturing capacities related to 

interpersonal functioning (Bender et al., 2011). The impairment level of personality 

functioning is distributed across a continuum and is operationalized in the level of personality 

functioning scale (LPFS). The LPFS is a unitary scale developed for clinical use. Furthermore, 

the Structured Clinical Interview for the DSM–5 Alternative Model for Personality Disorders, 

Module I (SCID-5-AMPD) was developed to guide a more detailed inquiry of the 4 domains 

and 12 subdomains of LPFS (Bender et al., 2018). Preliminary evidence has shown that LPFS 

might also be able to inform various aspects of psychosocial functioning (Buer Christensen et 

al., 2020). LPFS is a comprehensive measure and may be ideal to investigate the effects 

exposure to traumatic experiences have on individuals' understanding of oneself and others.  
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The capacities related to self-functioning captured in the LPFS identity element 

is a sense of self, self-esteem, and emotional range and regulation. The capacities captured in 

the self-direction element include; ability to pursue meaningful goals, constructive, prosocial 

standards, and self-reflective functioning. The capacities related to interpersonal-functioning 

that is captured in the LPFS empathy element include; understanding and appreciation of 

others' experience, tolerance of differing perspectives, and understanding of effects of own 

behavior on others. The capacities captured in the intimacy element include; depth and 

duration of connections, desires and capacities for closeness, mutuality of regard reflected in 

behavior. It appears that particularly the identity and intimacy domains of the LPFS capture 

similar capacities as the DSO domain in ICD-11 CPTSD. The similarity between DSO and 

personality functioning is particularly relevant with the inclusion of a new dimensional 

approach to classifying personality disorders (PD) in ICD-11. The new approach to PD in 

ICD-11 classifies personality disorders in terms of levels of severity, aside from the general 

diagnostic requirements of personality disorders (i.e., enduring disturbances in functioning of 

aspects of the self and/or interpersonal dysfunction; the disturbances have to be existence over 

an extensive period of time; maladaptive patterns of cognition, emotional experience, 

emotional expression, and behavior of the dysfunction; the disturbances must be associated 

with distress and cause significant impairment in functioning). These conceptual similarities 

in ICD-11 may be clinically counterproductive and lead to difficulty in differential diagnostic 

assessment. The purpose of the ICD-11 diagnostic classification system is to inform clinical 

management in terms of decision-making, treatment planning, and intervention. Therefore, 

research that explores commonalities, boundaries, and differences between the ICD-11 

CPTSD DSO-domain and personality functioning included in the dimensional approaches to 

PD have clinical relevance.  
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Previous research has focused on whether CPTSD is distinguishable from the 

categorical borderline personality disorder (BPD) diagnosis as a consequence of conceptual 

similarities and overlap in symptoms between DSO and BPD (Cloitre et al., 2014; Frost et al., 

2018; Hyland et al., 2019; Jowett et al., 2019; Knefel et al., 2016). Collectively, the results 

from these studies suggest that ICD-11 CPTSD and BPD share symptoms and are related, but 

that they also can be meaningfully distinguished in terms of phenomenological differences. 

However, with the radical change in the classification of personality disorders to levels of 

severity (i.e., in ICD-11) this discussion could benefit from refocusing to how impairment in 

personality organization in individuals with CPTSD, by the inclusion of DSO, are different 

from the phenomena of personality functioning that contribute to the severity determination 

of a personality disorder. Furthermore, multiple studies have found empirical evidence that 

support the distinction between ICD-11 PTSD versus CPTSD (Cloitre et al., 2013; Elklit et 

al., 2014) and in a vignette study with 1738 participating mental health professionals accuracy 

in differential diagnosis was high (Keeley et al., 2016). Nevertheless, studies that investigate 

the extent of characterological disturbances in ICD-11 CPTSD relative to PTSD are still 

lacking. Studies of this kind may provide insights into avenues that might be relevant for the 

treatment-planning of CPTSD as compared to PTSD.  

The Present Study 

The aim of the present study was to investigate the association between 

personality functioning according to the LPFS in DSM-5 and ICD-11 PTSD and CPTSD. 

Firstly, we investigated the impairment levels of personality functioning in ICD-11 post-

traumatic stress disorders (i.e., PTSD and CPTSD) and compared the impairment levels 

between the two disorders. Secondly, we examined the bivariate association between CPTSD 
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symptom clusters and LPFS domains. Lastly, we explored whether the four LPFS domains 

were equally able to predict DSO symptomatology.  

Method 
 
Participants and procedures 

Participants for the current study were consecutively admitted outpatients 

seeking treatment for ICD-10 PTSD in seven different psychiatric outpatient clinics in 

Denmark. A total of 115 outpatients with a clinical diagnosis of ICD-10 F43.1 PTSD were 

initially recruited for participation. Nevertheless, three participants did not meet the F43.1 

PTSD inclusion diagnosis when interviewed with the MINI-International Neuropsychiatric 

Interview 7.0.2 (MINI) and were excluded. Additionally, nine patients were excluded because 

they had incomplete data on the International Trauma Questionnaire (ITQ). Patients with a 

substance use disorder, psychosis, and traumatized refugees were naturally excluded from the 

present sample because these groups of outpatients get referred to other specialized treatments 

in Danish Mental Health Services. Hence, the sample comprised 103 outpatients with a 

primary diagnosis of ICD-10 PTSD  

The data collection was primarily conducted by the first author (LM); however, 

25 participants were interviewed by an experienced clinical psychologist. Sample 

characteristics, ICD-11 PTSD and CPTSD, and traumatic experiences were completed from 

home via a secure online platform. The ICD-11 diagnoses were unknown to the investigators 

throughout the whole data collection period. The duration of the SCID-5-AMPD interview 

was between 45 min. and 2h. The primary investigator was trained in assessing the LPFS with 

the SCID-5-AMPD interview during a two-day workshop by the developer Dr. Donna Bender. 

The experienced psychologist was trained by LM with an introduction to the interview and by 

rating videotaped interviews. We compensated transportation expenses, but no further 
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remuneration was given. Approval was provided by the Regional Ethics Committee of 

Zealand (J.nr. 17-000048), and the study was notified to the Danish Data Protection Agency. 

Written and oral consent was obtained from all participants. 

 

Sample description 

In the present study, we sought to evaluate individuals with a probable ICD-11 

post-traumatic stress disorders. Therefore, the sample was divided into subgroups based on 

the ITQ. The diagnostic rates of ICD-11 PTSD and CPTSD were 23% (n = 24), and 57% (n = 

59), respectively. Consequently, 19% (n = 20) with ICD-10 PTSD were not identified with 

either ICD-11 PTSD or CPTSD and therefore, the final sample for the analyses consisted of 

N = 83 outpatients with ICD-11 PTSD or CPTSD. The sample encompassed 46 women and 

37 men. The mean age was 42.51 (SD = 11.61, range 18 – 64 year). Most participants were 

living with a partner (48%), 28% were living alone, and the rest were either living with their 

children, parents, or others (all 24%). Thirty-two (39%) had a bachelor's degree or higher, 20 

(24%) had only finished primary school, 18 (22%) had a vocational education, and 13 (15%) 

had completed upper secondary school. Thirty-five (42%) were on sick leave, 21 (26%) were 

in occupational rehabilitation, 15 (18%) were in a job or retired, seven (8%) were unemployed, 

and five (6%) were receiving early retirement benefits.  

All participants had either experienced or witnessed a traumatic life event 

measured with the Life Events Checklist (Gray et al., 2004). The average number of self-

experienced traumatic experiences was 6.07 (SD = 3.21, range 0-15), and the average number 

of witnessed traumatic experiences was 2.23 (SD = 2.91, range 0-15). The most commonly 

reported experienced traumatic event was physical assault, 77.1%; childhood physical assault, 

50.1%; and transportation accident, 49.4%. The average number of co-occurring symptom 
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disorders, assessed with the MINI-International Neuropsychiatric Interview 7.0.2 (MINI), was 

1.77 (SD = 1.21, range = 0-4). Frequencies were as follows: a major depressive episode, 82%; 

panic disorder, 41%; social phobia, 12%; agoraphobia, 23%; obsessive-compulsive disorder, 

16%; eating disorder, 2%; and generalized anxiety disorder, 2%. Additionally, 56% qualified 

for the PTSD dissociative subtype specifier. 

 

Instruments 

Personality functioning: SCID-5-AMPD Module I. Levels of personality 

functioning were assessed with the Structured Clinical Interview for the DSM–5 Alternative 

Model for Personality Disorders, Module I (SCID-5-AMPD; Bender, Skodol, et al., 2018). 

The interview provides a global functioning score estimated from 8 general questions. 

Furthermore, it provides scores for each of the twelve subdomains and four higher-ordered 

domains (i.e., Identity, Self-direction, Empathy, and Entimacy). To obtain a final LPFS score, 

the sum scores for the twelve subdomains were averaged. The level of impairment is measured 

on a 5-point Likert scale going from 0 (little or no) to 4 (extreme). The interview has a funnel 

structure, meaning that, the interview starts each subdomain with a couple of opening 

questions to obtain an impression of the functioning level. The opening questions were 

followed-up by specific questions to evaluate the precise level of impairment (Buer 

Christensen et al., 2018). Buer Christensen and colleagues (2018) have demonstrated that 

applying the SCID-5-AMPD interview does not require extensive training. They found no 

statistical difference in interrater reliability between experienced clinicians and inexperienced 

students (Buer Christensen et al., 2018). 

Interrater reliability was conducted by three experienced clinicians who had been 

trained by the first author of the SCID-5-AMPD, Module I interview. The interrater reliability 
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for the current study was evaluated based on video and sound recordings. We estimated 

intraclass correlation coefficients (ICC) and their 95% confident intervals for the SCID-5-

AMPD interview domains and subdomains. The ICCs were based on a mean-rating (k = 3), 

absolute-agreement, and 2-way mixed-effects model (ICC (2, k)). The ICC for the overall 

LPFS scoring was .83 (95% CI [.59, .94]), indicating good reliability. For LPFS domains, the 

ICC values ranged from .81 (for Self-direction, Empathy, and Intimacy) to .85 (for Identity). 

For LPFS subdomains, the smallest ICC value was .64 for mutuality of regard reflected in 

behaviour (the domain Intimacy), followed by .69 for self-reflective functioning (the domain 

Self-direction) and the highest ICC value was .88 for understanding and appreciating others' 

experience (the domain Empathy) (see Appendix A for complete ICC estimates). We defined 

the levels of impairment according to the following intervals:  Little or no impairment (Level 

0): LPFS mean 0 - 0.99; some impairment (Level 1): 1 - 1.99; moderate impairment (Level 2): 

2 - 2.99; severe impairment (Level 3): 3 – 3.99; and extreme severe impairment (Level 4): 4. 

ICD-11 PTSD and CPTSD: ITQ. We used the self-report International Trauma 

Questionnaire (ITQ) to assess ICD-11 PTSD and CPTSD (Cloitre et al., 2018). The ITQ 

includes six items measuring three PTSD symptoms clusters: 1) re-experiencing in the here 

and now, 2) avoidance, and 3) sense of current threat, with two items per cluster. Six items 

measure disturbances in self-organization (DSO). The DSO scale consisting of three symptom 

clusters: 1) affective dysregulation, 2) negative self-concept, and 3) disturbances in 

relationships with two items per cluster. Individuals are instructed to answer the DSO items 

in terms of how they typically feel, think about themselves, and relate to others. The DSO 

domain is unique to CPTSD. Three items measure functional impairment in relation to PTSD 

and CPTSD, respectively. Functional impairment is present with the endorsement of > 2 on 

one item. All items were rated on a 5-point Likert scale going from 0 (Not at all) to 4 
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(Extremely). A diagnosis of PTSD requires endorsement of a score > 2 on one item from each 

PTSD symptom cluster. A diagnosis of CPTSD requires the criteria for a diagnosis of PTSD 

to be met and endorsement of > 2 on one item from each DSO cluster. For both diagnoses 

evidence of functional impairment is required. A categorical scoring with an identified 

diagnosis of either PTSD or CPTSD was used in the present study. Since no Danish translation 

of the ITQ existed at the beginning of this study, we translated the ITQ into Danish. Final 

terminology was agreed upon in a consensus format by a group of psychiatrists and 

psychologists. The translation was back-translated by a professional translator and approved 

by the first author of the ITQ (M. Cloitre, personal communication with L. Møller, November 

19th, 2019). The internal reliability in the current study for items comprising the PTSD scale 

(α = .79), the DSO scale (α = .85), and the full ITQ scale (α = .89) was good. 

 

Data Analysis 

All analyses were conducted in R (R Core Team, 2019). All N = 83 participants 

had complete data. First, we estimated the impairment levels of the LPFS for the total sample, 

ICD-11 PTSD and CPTSD. We applied the nonparametric Mann-Whitney U tests to 

investigate differences between ICD-11 PTSD and CPTSD on domain and subdomain scores 

of the SCID-5-AMPD interview. Mann-Whitney U tests were applied because there was 

evidence from the Shapiro-Wilk’s test that normality was violated in each group for all of the 

measured SCID-5-AMPD, Module I variables. Furthermore, we inspected the data for 

homogeneity of variance (i.e., Levene’s test) and this assumption was violated for the 

following three LPFS subdomains: understanding effects of own behaviour on others 

(Empathy domain), tolerance of differing perspectives (Empathy domain), emotional range 

and regulation (Identity domain). We employed 2,000 samples bootstraps and M-estimation. 
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performed with the function pb2gen (WRS package), to account for non-normality, low 

sample size, and non-equality of variance for the aforementioned three LPFS subdomains. 

Cohen’s d effect sizes were estimated to specify the magnitude of the differences in means 

between the two disorders (d values ≤ 0.5 = small effect, 0.5 – 0.8 = moderate effect, > 0.8 = 

large effect). Second, we estimated bivariate associations between scores on the domains of 

the SCID-5-AMPD interview and all the ITQ symptom clusters, the DSO and PTSD domains, 

and the overall mean ITQ score using Pearson correlation coefficient. As a consequence of the 

number of estimated statistical tests, we applied the Benjamini-Hochberg method to control 

the false discovery rate on all analyses. Last, a multiple linear regression was estimated to 

analyse the association between the four LPFS domains and DSO symptoms severity score. 

Because no prior studies have investigated this area, we wanted to explore whether all domains 

were necessary for predicting DSO severity or whether selected LPFS domains would account 

for nearly as much of the variance as was accounted for by all the domains. Therefore, we 

built the multiple linear regression model using stepwise forward elimination to determine 

whether any of the LPFS domains were adequate predictors of the DSO severity score. The 

Akaike information criterion (AIC) determined the best fitting model. We started with the 

simplest model using only the intercept to model the DSO symptoms severity score and then 

added all the LPFS domains (Identity, Self-direction, Empathy, and Intimacy) to end at the 

most complex model. We inspected the data for multicollinearity, autocorrelation, and outliers 

and no apparent problems appeared.  
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Results 

Level of personality functioning in ICD-11 PTSD and CPTSD 

 For all 83 participants mean LPFS was 2.29 (SD = 1.01), while for the ICD-11 

PTSD group (n = 24) it was 1.54 (SD = 0.91) and for the CPTSD group (n = 59) it was 2.59 

(SD = 0.88). 

In the total sample, little or no impairment was rated in 12% of the sample; some 

impairment was rated in 26.51%; moderate impairment was rated in 32.51%; severe 

impairment was rated in 26.51%; and extreme severe impairment was rated in 2.41 %. Thus, 

61.43% were rated to have a moderate impairment level or more.  

In the group of ICD-11 PTSD patients, little or no impairment was rated in 

29.17% of the group; some impairment was rated in 41.67%; moderate impairment was rated 

in 25%; severe impairment was rated in 4.17%; and none were rated with extreme severe 

impairment.  

In the group of ICD-11 CPTSD patients, little or no impairment was rated in 

5.09% of the group; some impairment was rated in 20.34%; moderate impairment was rated 

in 35.59%; severe impairment was rated in 35.59%; and extreme severe impairment was rated 

in 3.39%.  

Furthermore, the CPTSD group had significantly higher impairment levels 

across all domains and subdomains of the LPFS, compared to the PTSD group. The effect 

sizes were medium to very large ranging from d = .70 to d = 1.41 (Table 1). 

 

Associations between LPFS domains and CPTSD symptom clusters  

 The bivariate associations between the CPTSD symptoms clusters and LPFS can 

be found in Table 2. The results revealed a strong positive correlation between the total ITQ 
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scale and all the LPFS domains. We found strong positive associations between the DSO 

domain and all the LPFS scales. However, we also found positive associations between the 

PTSD domain and three of the LPFS scales, although with less correlational strength.  

 The association between the PTSD domain and the LPFS domains were 

accounted for by the Avoidance symptom cluster. The PTSD symptom cluster Avoidance was 

positively associated with the LPFS domains Identity, Self-direction, and intimacy. 

 We found significant associations between all LPFS domains and all symptom 

clusters of the DSO domain, except for the LPFS Identity domain and the ITQ Affective 

Dysregulation cluster. The strongest association between LPFS domains and CPTSD 

symptom clusters was found between the LPFS Identity domain and the Negative Self-concept 

cluster of CPTSD (r = .59). Furthermore, the Negative Self-concept cluster in CPTSD had the 

strongest associations with all the LPFS domains.  

 We found higher correlational strength between the LPFS domains, than 

between the LPFS domains and any ITQ domains or symptom clusters.   

 

LPFS domains as predictors of DSO symptomatology 

The stepwise forward elimination process identified the best fitting model with 

the lowest AIC score (AIC = 298.03) to have the LPFS Identity and Intimacy domains as 

independent variables to predict CPTSD symptom severity scores. A multiple linear 

regression was estimated to identify the relationship between DSO symptom severity and the 

LPFS domains Identity and Intimacy. The multiple linear regression model, including Identity 

and Intimacy as independent variables, accounted for 33% of the variance in the DSO domain, 

AdjR2 = .3292, F(2,80) = 21.12, p < .001. The Identity domain, relative to the Intimacy domain, 

had slightly higher impact on the DSO symptom severity score (Table 3).  
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Discussion 

A major finding of the present study was the high levels of impairment on all 

personality functioning domains and subdomains endorsed by patients identified with CPTSD. 

Furthermore, it was evident that the personality functioning impairment levels found in the 

CPTSD group were significantly higher than for participants identified with PTSD. A strength 

of this finding is that the LPFS impairment levels were rated without knowledge of the 

participants ICD-11 disorder group affiliation and measured with a reliable measure, 

measuring impairment levels in aspects of self and interpersonal functioning independently of 

trauma-related DSO. These findings support results from prior studies and theories (Ehlers et 

al., 2000; Herman, 1992b; Horowitz & Sicilia, 2016) arguing that traumatic experiences have 

an impact on personality organization capacities and our findings suggest that this is true even 

for patients with less severe trauma responses. Nevertheless, based on a relatively small 

sample of traumatized outpatients, the findings from the present study suggest increasing 

impairment in personality pathology as trauma responses become increasingly complex.  

Notably, the mean LPFS impairment level for the CPTSD group was above 

moderate. In a previous study, individuals fulfilling criteria for one or more DSM-IV 

personality disorder(s) were found to have an average level of just above moderate impairment 

in personality functioning (M = 2.2) when interviewed with the SCID-5-AMPD, module I 

(Buer Christensen et al., 2020). This level is slightly lower than the level found for the CPTSD 

group in the current study (M = 2.59). Accordingly, it is likely that individuals with CPTSD 

may have at least equally severe impairment in the way they typically experience themselves 

and others, as individuals with a personality disorder. This knowledge may be a useful 

guidance when choosing the extent and length of treatment offered to patients with ICD-11 

PTSD disorders. In a systematic review of research concerning the impact of personality 
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organization on therapeutic outcome it was found that higher baseline level of personality 

functioning (i.e., mature defenses, identity integration, object relations, and reality testing)	was 

associated with better treatment outcomes (Koelen et al., 2012). Accordingly, most of the 

included studies showed moderate to large effect sizes in terms of changes in general 

symptomatic distress and psychosocial functioning (Koelen et al., 2012). Furthermore, two 

studies have also found that the degree of personality functioning interact with readiness and 

motivation for psychotherapeutic treatment along with therapeutic alliance (Haggerty et al., 

2018; Papamalis et al., 2020). The individuals with the most severe levels of personality 

dysfunction showed the lowest treatment engagement, lowest readiness for psychotherapy and 

reported lower alliances with clinicians (Haggerty et al., 2018; Papamalis et al., 2020).  

However, in a recent study of inpatient treatment, it was found that the patients with the most 

severely impaired personality functioning had the largest pre-post treatment effect of 

psychodynamic inpatient treatment (Leichsenring et al., 2019). This may be an indication that 

there is more room for improvement in personality functioning for the patients with the most 

severely impaired personality functioning (Bach & Simonsen, 2021). Furthermore, severe 

personality dysfunction is treatable, but may require extensive clinical management (i.e., 

inpatient care). Nevertheless, in treatment settings of individuals with CPTSD the clinicians 

have to not only balance severe impairment in personality functioning, but also symptoms of 

recollective intrusions of traumatic experiences in the present, avoidance, and a sense of 

current threat. In light of the prior findings (Haggerty et al., 2018; Koelen et al., 2012; 

Leichsenring et al., 2019; Papamalis et al., 2020), the results from the present study suggests 

that treatment of patients with CPTSD is likely to be a complicated matter requiring lengthy 

treatment. Treatment of PTSD disorders may benefit from matching duration and intensity of 
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therapy with the magnitude and intensity of the patient's personality problems (Bach & 

Simonsen, 2021).  

The second aim of the present study was to examine the association of the 

CPTSD symptom clusters and LPFS domains. The results suggest that there might be a 

conceptual overlap between the phenomena constituting personality functioning according to 

the LPFS and DSO symptoms in CPTSD. This was an expected finding considering the 

definitional overlap of the constructs. However, interestingly our results also revealed that the 

LPFS domains were not solitary associated with the DSO domain. We found the PTSD 

symptom cluster Avoidance to be positively associated with the LPFS domains Identity, Self-

direction, and intimacy. This finding underscores that avoidance or constrictive symptoms in 

PTSD are linked with and may interfere with self and interpersonal functioning. It has been 

argued that avoidance interferes with the accommodation of horrifying information, 

incompatible with preexisting beliefs about the world and the self, into existing schemas 

(Brewin et al., 1996). Accordingly, avoidance strategies e.g., of internal and external cues that 

activate emotional, bodily, and cognitive responses to horrifying experiences leaves the 

individual with no internal and external guidance. Thus, a loss of the ability to be self-

consciousness, the ability for self-direction, and therefore to engage in intimate relationships. 

This may leave the individual without a sense of identity in the longer run. The findings from 

the correlation analyses also suggest that all aspects of personality functioning as 

conceptualized by the LPFS effect the level of negative evaluation of the self in individuals 

with CPTSD, though it predominantly corresponds with levels of identity impairment. The 

results from the correlation analysis showed that the associations between the LPFS elements 

and the ITQ domains and symptom clusters were not as strong as the association between the 

LPFS elements themselves. Consequently, there may not be a 1:1 conceptual overlap between 
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the two phenomena. The DSO domain in CPTSD describes impairments particular to 

chronically traumatized individuals and the LPFS is formulated as a global personality 

disorder severity dimension. 

Nonetheless, conceptual similarity is likely to lead to difficulties with 

discriminating diagnoses in clinical practice. The proposal to replace the ICD-10 categorical 

personality disorder types with personality functioning severity dimensions in ICD-11 creates 

new challenges for differential assessment between ICD-11 CPTSD and PDs in clinical 

practice. Given the broad definition and requirement of persistent, pervasive, and severe 

symptoms related to disturbances in emotion regulation, self-concept, and relationships, many 

individuals with ICD-11 CPTSD may show similar symptoms of disturbances in personality 

functioning as PDs in ICD-11. As mentioned above, PTSD symptoms are part of the CPTSD 

diagnosis which stands in contrast to the formulation of PDs. Thus, in light of the findings 

from the current study routinely integration of assessment of core PTSD symptoms in clinical 

practice appear to be important. Because, assessment of PTSD symptoms may help to 

discriminate between ICD-11 CPTSD and PD.  

We also investigated whether the four LPFS domains, were equally able to 

predict DSO symptomatology. We found that the Identity and Intimacy domain was the only 

domain that accounted for significant variance in DSO symptom severity. The Identity and 

Intimacy domains of the LPFS describe impairment in sense of self, self-esteem, emotional 

range and regulation, depth and duration of connections, desires and capacity for closeness, 

and mutuality of regard reflected in behavior. These elements are similar to the symptoms 

constituting the DSO domain. Therefore, this result may serve as a validation of the DSO 

construct. Nevertheless, the findings are supportive of prior theoretical descriptions and 
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empirical findings that perceived permanent change in personality, especially identity and a 

sense of alienation from others are related to chronic PTSD (Ehlers et al., 2000; Herman, 

1992b; Horowitz & Sicilia, 2016; Janoff-Bulman, 1992). Brewin (Brewin, 2003) suggested 

that feelings of powerlessness and helplessness, the self as inferior, non-existing, and 

futureless are among the consequences of prolonged traumatic maltreatment on the survivor’s 

identity, undermining positive selves. Ehlers and colleagues have described a response of total 

loss of identity and termed it mental defeat; a total surrender of one-self as a human being 

(Ehlers et al., 2000). States of mental defeat have been observed in veterans who have 

described a loss of themselves in combat (Brewin, 2003). It has further been proposed that 

identity disturbances awoken by traumatic experiences are consequences of changes in early 

schema formation and a questioning of  prior assumptions about oneself as capable and worthy 

(Horowitz & Sicilia, 2016; Janoff-Bulman, 1992). In a review of articles comprising clinical 

observations of the sequalae of complex traumatization, Herman (1992a) found that 

characterological disturbances were often described as an area of disturbances that transcends 

simple PTSD (Herman, 1992a). Herman described characterological disturbances as 

personality changes, including deformations of relatedness and identity, after prolonged abuse 

(Herman, 1992a). A recent study of 199 traumatized adolescents found that the association 

between childhood maltreatment and personality functioning was mediated by the severity of 

attachment. Hence, exposure to adverse interpersonal maltreatment in the formative years 

appears to have an impact on the development of difficulties in self-regulation, self-definition 

and interpersonal functioning  (Gander et al., 2020).  

Our results should be interpreted with the following limitations in mind. Firstly, 

the cross-sectional nature of the design in the present study makes it difficult to deduce 

whether the impairment level of personality functioning emerged as a consequence of the 
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traumatic experience(s) or preceded the traumatic experience(s). Secondly, our sample was 

relatively small and the participants came from outpatient treatment facilities. This may 

compromise the generalizability of the results in the current study. Furthermore, extrapolating 

the results to other treatment facilities, the general population, and better functioning and less 

distressed trauma samples should be done with caution. Thirdly, there were substantially less 

participants in the PTSD group than in the CPTSD group, this may have affected the statistical 

power of the difference tests. Fourthly, we did not assess for personality disorders in our study. 

Such information is essential because it could clarify whether some of the results from the 

current study are a consequence of PD comorbidity. However, after several hours of interview 

we clinically considered ICD-10 PTSD to be the most prominent disorder in each included 

patient. Fifthly, the quantitative design of the present study limits the description of specific 

qualitative problems. The usage of a mixed-method design in future research could advance 

our understanding of phenomenological differences between trauma-related DSO symptoms 

and personality functioning in PDs. Sixthly, it is the first time the SCID-5-AMPD interview 

is used to study PTSD disorders. A big challenge during the interviews was to separate 

impairment levels of personality functioning from states of post-traumatic stress symptoms 

because these states were often experienced as ego-syntonic. Future research using repeated 

measure design in a population of non-PDs would make important contributions to advance 

our understanding of the fluctuation of the level of personality functioning in non-PDs over 

time. Seventhly, we did not analyze the potential effect of different types and frequencies of 

traumatic experiences on LPFS impairment levels in PTSD compared to CPTSD, because our 

sample was too small to meaningfully incorporated covariates in the analysis. Lastly, the ICCs 

for interrater reliability of two subscales (i.e., Self-reflective functioning, Self-direction 

domain; Mutuality of regard reflected in behavior, Intimacy domain) of the LPFS domains 



Running head: LPFS, ICD-11 PTSD AND Complex PTSD 
 

were below .70, suggesting less than adequate reliability. Consequently, the results from these 

two subscales should be interpreted with caution.  We have no good explanations for the lower 

reliability of these two subscales. However, it may be that these two subscales on the SCID-

5-AMPD, Module I consist of constructs complicated to assess in PTSD patients. Another 

possible explanation may be that two of the raters were not regularly working with PTSD, but 

with PDs, leaving them less experienced with clinical assessment of PTSD. A prior study 

(Buer Christensen et al., 2018) investigating interrater reliability of the SCID-5-AMPD, 

module I in a sample including personality disorders and non-clinical individuals found that 

the subscale mutuality of regard reflected in behavior (Intimacy domain) had the weakest 

interrater reliability (ICC = .77), indicating that this subscale in general may be more difficult 

to capture with the SCID-5-AMPD. However, further research is needed in order to make 

further conclusions. 

In conclusion, our study demonstrated that impairment in personality 

functioning is associated to both ICD-11 post-traumatic disorders. However, relative to PTSD, 

CPTSD have significantly higher levels of impairment across all domains and subdomains. 

We further found that the symptoms of the DSO construct may to some degree overlap with 

the capacities constituting personality functioning. Consequently, the utility of personality 

functioning assessment may assist in differential diagnosis of PTSD and CPTSD. However, 

unpacking the relationship between the DSO concept in CPTSD and personality functioning 

requires further research in a sample that includes personality disorders. This is particularly 

relevant given that individuals with PDs are often traumatized and because it is acknowledged 

in the section Boundary with Other Disorders and Conditions in the ICD-11 diagnostic 

guidelines for CPTSD that differential assessment between ICD-11 CPTSD and PD is 

difficult. 
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Table 1 
Level of personality functioning in ICD-11 PTSD and CPTSD 

 

PTSD 
(n = 24) 

 CPTSD 
(n = 59) 

 

PTSD vs. CPTSD 

LPFS Score M  SD 
 

M  SD 
 

Sig. 
FDR-BH 

Adjusted p-values Cohen's d 

Identity 1.68 1 

 

2.83  .77 

 

< 0.001  0.000 1.24 

   Sense of self 1.46 1.25 

 

2.53  1.29 

 

0.001 0.002 .84 

   Self-esteem 1.46 1.14 

 

2.95  .95 

 

< 0.001 0.000 1.41 

   Emotional range and  
   regulation 2.13 1.19 

 

3.02  .73 

 

 0.003* 0.004 1.14 

Self-direction 1.53 1.05 

 

2.51  1.09 

 

< 0.001 0.001 .91 

   Ability to pursue  
   meaningful goals 1.42 1.41 

 

2.75  1.40 

 

< 0.001 0.001 .95 

   Constructive, prosocial  
   Standards 1.42 1.25 

 

2.1  1.27 

 

0.027 0.027 .54 

   Self-reflective     
   Functioning 1.75 1.07 

 

2.69  1.18 

 

0.002 0.003 .82 

Empathy 1.14 1.07 

 

2.18  1.23 

 

< 0.001 0.002 .83 
   Understanding and  
   appreciation of others'  
   experience 1.33 1.20 

 

2.37  1.32 

 

0.002 0.003 .82 

   Tolerance of  
   differing perspectives 1.08 1.1 

 

2.12 1.51 

 

0.021* 0.022 .78 
   Understanding 
   effects of own behavior  
   on others 1 1.18 

 

2.05  1.38 

 

0.011* 0.012 .82 

Intimacy 1.81 1.21 

 

2.84  1.07 

 

< 0.001 0.000 .90 

   Depth and duration of  
   connections 1.92 1.38 

 

2.88  1.19 

 

0.003 0.004 .75 

   Desire and capacity for  
   closeness 1.92 1.38 

 

2.85 1.27 

 

.005 0.006 .70 

   Mutuality of regard  
   reflected in behavior 1.58 1.32 

 

2.78 1.19 

 

< 0.001 0.001 .95 

Total LPFS 1.54 .91  2.59 .88  < 0.001 0.000 1.13 
Note: SE = standard error. FDR-BH = False discovery rate, Benjamini-Hochberg method. Mann Whitney U test, non-parametric difference test. * = 
2,000 bootstrap and M-estimation to account for violation of normality and non-equality of variance. 
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Table 2  
Bivariate correlation between CPTSD symptom clusters and LPFS domains 
 

1 2 3 4 5 6 7 8 9 10 11 12 13 M (SD) 

1. ITQ Total - 
            

33.13 (6.98) 

2. ITQ PTSD .77** - 
           

17.71 (3.36) 

3. ITQ DSO .90** .41** - 
          

15.42 (4.91) 

4. ITQ Re-experiencing .45** .74** .13 - 
         

5.43 (1.73) 

5.  ITQ Avoidance .70** .72** .51** .27* - 
        

5.67 (1.47) 

6. ITQ Sense of Current 
Threat 

.52** .70** .26* .23 .33** - 
       

6.60 (1.46) 

7. ITQ Affective 
dysregulation 

.54** .24* .61** -.03 32* .25* - 
      

5.27 (1.67) 

8. ITQ Negative Self-
concept 

.69** .26* .80** .12 .35** .11 .13 - 
     

4.96 (2.68) 

9. ITQ Disturbances in 
Relationships 

.81** .44** .85** .19 .50** .28* .47** .49** - 
    

5.19 (2.07) 

10. LPFS Identity .51** .26* .54** .09 .32* .17 .20 .59** .36** - 
   

2.50 (0.99) 

11. LPFS Self-direction  .44** .24* .47** .09 .25* .19 .27* .47** .28* .80** - 
  

2.22 (1.16) 

12. LPFS Empathy .39** .21 .41** .20 .13 .22 .28* .37** .27* .61** .66** - 
 

1.88 (1.27) 

13. LPFS Intimacy .49** .25* .53** .02 .41** .13 .25* .47** .45** .66** .63** .72** - 2.22 (1.16) 

14. Total LPFS .52** .27* .56** .08 .32* .21 .29* .54** .39** .87** .88** .87** .87** 2.29 (1.01) 

Note: N = 83. The p-values are corrected for false discovery rates; * p < .05, ** p < .01. r = Pearson correlation coefficient. DSO = disturbances in self-organization. 
ITQ = International Trauma Questionnaire. LPFS = Level of Personality Functioning. 
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Table 3 
Multiple regression of DSO symptoms severity based on LPFS domains 

Variable B 95% CI SE t p 

Intercept 8.02 [5.56, 10.48] 1.24 6.492 <.001 

LPFS Identity 1.69 [0.50, 2.89] 0.60 2.824 .006 

LPFS Intimacy 1.24 [0.26, 2.23] 0.49 2.522 .014 

Note: CI = confidence interval for B. SE = Standard error. N = 83. Adjusted R-squared = .3292. 
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Appendix A 

ICC scores for LPFS domains, subdomains and total scale 

  ICC 95 % CI F(13, 26) 

Identity .85 [.64, .95] 7.34*** 

   sense of self .83 [.59,.94] 5.9*** 

   Self-esteem .85 [.65, .95] 7.6*** 

   Emotional range and regulation .78 [.49, .92] 4.9*** 

Self-direction .81 [.55, .93] 6*** 

   Ability to pursue meaningful goals .75 [.41, .92] 4.1*** 

   Constructive, prosocial standards .82 [.56, .94] 6.4*** 

   Self-reflective functioning .69 [.28, .89] 3.5*** 

Empathy .81 [.55, .94] 6.1*** 

   Understanding and appreciation of others' experience .88 [.76, .96] 9.6*** 

   Tolerance of differing perspectives .71 [. 31, .89] 4.1*** 

   Understanding of effects of own behavior on others .80 [.52, .93] 5.1*** 

Intimacy .81 [.55, .93] 5.8*** 

   Depth and duration of connections .73 [.37, .90] 4*** 

   Desire and capacity for closeness .84 [.60, .94] 7.1*** 

   Mutuality of regard reflected in behavior .64 [.13, .88] 2.8*** 

Total LPFS .83 [.59, .94] 6.75*** 

Note: Two-way mixed effects, mean of 3 raters, absolute agreement (ICC2k). ICC = Intraclass correlation 
coefficient. CI = confidence interval. *** = p< .001. (13, 26) = (df1, df2). 
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Abstract 

Objective: The structure of the relationship between ICD-11 Complex Post-traumatic Stress Disorder (C-

PTSD) and dissociative symptoms requires more extensive research, especially with respect to the empirical 

support for a DSM-5 dissociative subtype of PTSD. The present study sought to examine (1) the structural 

validity of ICD-11 C-PTSD, (2) the association between latent C-PTSD factors and features of dissociation, 

and (3) whether patients with C-PTSD show elevated levels of dissociation when compared to PTSD and no-

disorder.  

Methods: A sample of traumatized psychiatric outpatients (N = 114) were diagnosed with a structured 

interview and subsequently administered the International Trauma Questionnaire (ITQ), the Dissociative 

Symptom Scale (DSS), and the Somatoform Dissociation Questionnaire, 5-items (SDQ). We used 

Confirmatory Factor Analysis (CFA) to replicate the established structure of C-PTSD as operationalized with 

the ITQ. Subsequently, a structural equation model (SEM) approach was employed to examine associations of 

ITQ with psychoform and somatoform dissociation as measured with the DSS and SDQ.  

Results: The expected factorial structure of C-PTSD was replicated in the present sample, and the domains 

PTSD and disturbance in self-organization were found to be related but distinct constructs. All ICD-11 C-

PTSD latent factors were associated with dissociative experiences. The strongest effects were found for the 

symptom clusters Affective Dysregulation, Disturbances in Relationship, and Re-Experiencing. However, 

dissociative Gaps in Awareness and Memory and Sensory Misperception were not predicted by any ICD-11 

C-PTSD latent factors. Cumulative levels of dissociative experiences appeared to differentiate ICD-11 PTSD 

and C-PTSD with significantly higher levels for C-PTSD.  

Conclusion: ICD-11 C-PTSD is strongly associated with dissociative symptoms in complex ways. 

Somatoform and psychoform manifestations of dissociation should be routinely assessed in patients with ICD-

11 C-PTSD because such expressions may cover intense affects and painful relationship experiences. Future 

studies are needed to substantiate the causal and predictive relationship between ICD-11 C-PTSD and 

dissociation. Keywords: ICD-11; PTSD; Complex PTSD; Dissociation; Psychoform; Somatoform  
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1 Introduction 

The International Classification of Diseases 11th edition (ICD-11) now includes a diagnosis of 

Complex post-traumatic Stress Disorder (C-PTSD) as a “sibling” to post-traumatic stress disorder 

(PTSD). C-PTSD comprises six symptom clusters, the three symptom clusters of PTSD: Re-

Experiencing in the present, Avoidance, and Sense of Current Threat, and three clusters that represent 

disturbances in self-organization (DSO): Affective Dysregulation, Negative Self-Concept, and 

Disturbances in Relationship. The DSO symptoms must be pervasive and persistent and occur across 

different contexts (Maercker, Brewin, Bryant, Cloitre, van Ommeren, et al., 2013). An additional 

requirement in ICD-11, compared to ICD-10, is a demonstrable functional impairment (WHO, 2019). 

C-PTSD is found to occur more frequently after exposure to a traumatic event of interpersonal and 

prolonged character experienced in childhood or adulthood than PTSD (Karatzias et al., 2019; 

Karatzias, Cloitre, et al., 2017). The International Trauma Questionnaire (ITQ) was developed to 

operationalize ICD-11 PTSD and C-PTSD (Cloitre et al., 2018) and has been used in multiple 

research studies (i.e., Brewin et al., 2017; Frost et al., 2019; Hyland et al., 2020; Jowett et al., 2019; 

Kazlauskas et al., 2018; McElroy et al., 2019; Rocha et al., 2019). 

Structure of ICD-11 Complex PTSD 

The structure of ICD-11 C-PTSD was primarily guided by the principle of clinical utility, expert 

opinions, and from the results of a literature review of prior studies included in the evaluation of 

PTSD for DSM-5 (Brewin et al., 2017). The theoretical structure of ICD-11 C-PTSD have been 

explored by various plausible factor models in different cultures (Cloitre et al., 2018; Haselgruber et 

al., 2019; Hyland et al., 2017; Karatzias, Shevlin, et al., 2017; Kazlauskas et al., 2018; Nickerson et 

al., 2016; Shevlin et al., 2017; Tay et al., 2015). Across the studies, there is an overall consistency 

verifying the C-PTSD structure as two higher-ordered domains, that is, PTSD and DSO, with three 

lower-order symptom clusters each (Haselgruber et al., 2019; Kazlauskas et al., 2018; Nickerson et 
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al., 2016). However, to the best of our knowledge, no study has yet evaluated whether the ICD-11 C-

PTSD factor structure can be replicated in a Danish population when using the ITQ.  

C-PTSD and Dissociative phenomena  

Evidence supports a relatively strong relationship between PTSD and Dissociation (Carlson et al., 

2012). However, the demarcation of PTSD and dissociation is still an area of controversy, and the 

nature of the relationship is an ongoing debate (Carlson et al., 2012; Dorahy & Van der Hart, 2015; 

Nijenhuis, 2017; Simeon, 2007). This debate continues with the latest and different formulations of 

PTSD diagnoses in ICD-11 and the Diagnostic and Statistical Manual of Mental Disorders, fifth 

edition (DSM-5). The core emphasis that can be derived from this debate is whether dissociative 

symptoms occur in a distinct subgroup of individuals with PTSD as associated features or as integral 

features in post-traumatic symptoms.  

DSM-5 included a dissociative subtype characterized by depersonalization and/or derealization 

combined with PTSD (American Psychiatric Association, 2013; Friedman, 2013; Lanius et al., 2010). 

The subtype reflects accumulating empirical data showing that dissociation is a feature of PTSD in 

only a subset of individuals. Whereas, in ICD-11, the relationship between PTSD/C-PTSD and 

dissociative phenomena is represented as integral elements of the ICD-11 PTSD domain Re-

Experiencing, and the ICD-11 C-PTSD domain Affective Dysregulation, manifested as lapses into 

dissociative states or numbing (Cloitre et al., 2013; Maercker, Brewin, Bryant, Cloitre, Reed, et al., 

2013). There are no explicit empirical derived stand-point explaining the relationship between 

dissociation and C-PTSD in ICD-11, and so far, this relationship has been given limited attention. 

One study found elevation of two dissociative phenomena (Feeling that things are “unreal”; “Spacing 

out”- going away in your mind) in the latent class defined as “C-PTSD” compared to the “PTSD” and 

the “low symptoms” class (Elklit et al., 2014). Another recent study directly examined the association 

of psychoform dissociation and ICD-11 PTSD/C-PTSD and found elevated levels of dissociation in 
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individuals with C-PTSD compared to individuals with PTSD and no-disorder (Hyland et al., 2020). 

Furthermore, Hyland et al. (2020) found positive associations between the total dissociation score 

and the ICD-11 PTSD/C-PTSD domains Re-Experiencing, Affective Dysregulation, and 

Disturbances in Relationship. An examination of the relationship between ICD-11 C-PTSD and 

dissociation seems very relevant, given the limited research. Such study will add evidence to the 

debate regarding the relationship between dissociation and PTSD, exploring whether ICD-11 C-

PTSD is associated with dissociative features similar to the DSM-5 PTSD dissociative subtype.  

Different explanatory models have been proposed to explain the association between PTSD and 

Dissociation (Dalenberg & Carlson, 2012; Nijenhuis, 2017; Simeon, 2007; Waelde et al., 2009), and 

research data seem to support both the component/integral and subtype model (Carlson et al., 2012; 

Dalenberg & Carlson, 2012). Additionally, some evidence suggests a dimensional relationship 

between dissociation and post-traumatic stress disorders finding higher dissociation levels in more 

complex post-traumatic presentation (Dorahy & Van der Hart, 2015).  

Aims of the present study 

The present study aimed (1) to test the structural validity of ICD-11 C-PTSD in a sample of 

traumatized adult psychiatric outpatients, (2) to assess relationships between latent C-PTSD factors 

and features of dissociation (i.e., psychoform and somatoform), and (3) to investigate whether patients 

with C-PTSD show elevated levels of dissociation when compared to PTSD and no-disorder.  

 

2 Methods 

2.1 Participants and procedures 

Participants were recruited from a specialized trauma clinic and multisite outpatient mental health 

clinics in Denmark. The diagnostic inclusion criteria for participation were ICD-10 F43.1 PTSD (as 
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assessed by the MINI International Neuropsychiatric Interview version 7.0.2 (Sheehan et al., 1998)) 

or F62.0 Enduring Personality Change after Catastrophic Experience. Moreover, participants had to 

be in outpatient treatment, between 18 – 64 years of age, and capable of speaking and understanding 

Danish.  

In total, 114 patients were recruited, of which three were excluded because they did not fulfill the 

diagnostic inclusion criteria. The final sample comprised 111 patients, including 65 females (59%) 

and 46 males (41%). The mean age was M = 41.7 (SD = 11.89). Forty-seven (42.3%) were living 

with a partner, 36 (32.4%) were single, 18 (16.2%) were living with their children, and 10 (9%) were 

living with others. The majority (N = 45, 40.5%) had a bachelor-level degree or higher, 28 (25.2%) 

had finished primary school as the highest education level, 22 (19.8%) had a vocational education, 

and 16 (14.4%) had finished upper secondary school as the highest education level. Forty-nine were 

on sick leave (44.1%), 23 (20.7%) were in occupational rehabilitation, 20 (18%) were in employment, 

one (0.9%) had retired, nine (8.1%) were unemployed, and nine (8.1%) had received an early 

disability pension. Thirty-three did not have children (29.7%), 19 participants had one child (17.1%), 

38 had two children (34.2%), and the remaining participants had three or more children (N = 21, 

18.9%). All participants had either experienced or witnessed a traumatic life event measured with the 

Life Events Checklist (LEC; Gray et al., 2004). The average self-experienced number of traumatic 

events was M = 5.99 (SD = 3.29, range 0-15), and the average number of witnessed traumatic 

experiences was 2.25 (SD = 2.75, range 0-15). The most commonly reported experienced traumatic 

events were physical assault, n = 85 (76.6%); childhood physical assault, n = 57 (51.4%); and 

transportation accident, n = 55 (49.5%). 

The participants completed four self-report instruments (i.e., ITQ, dissociative symptoms scale, 

somatoform dissociative questionnaire - 5 items, Life events checklist) from home via secure online 

access. Ethical approval was obtained from the scientific, ethical committee. Participants were given 
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written and oral information about the study and written consent was obtained from each participant. 

Participation in this study was voluntary. However, the participant’s transportation expenses were 

reimbursed. 

 

2.2 Measures 

2.2.1 ICD-11 PTSD and C-PTSD 

We used the International Trauma Questionnaire (ITQ; Cloitre et al., 2018) to identify patients 

with ICD-11 PTSD, C-PTSD, and no-disorder. The no-disorder group in the current study encompass 

outpatients with an ICD-10 PTSD diagnosis who did not fulfill the criteria for ICD-11 PTSD or C-

PTSD. ITQ is an 18-item self-report questionnaire divided into two parts. Part one comprises six 

items that measure symptoms of three PTSD clusters: Re-Experiencing, Avoidance, and Sense of 

Current Threat. Each cluster encompasses two items. The second part measures the C-PTSD domain 

DSO symptoms and includes six items, two items for each cluster: Affect Dysregulation, Negative 

Self-concept, Disturbances in Relationship. For both parts, three items measure levels of functional 

impairment. All items are measured on a five-point Likert scale from 0 (Not at all) to 4 (Extremely). 

The diagnostic requirements are an endorsement of ≥ 2 (moderate) on at least one item for each 

symptom cluster and functional impairment. Only one diagnosis can be given, either PTSD or C-

PTSD. Exposure to an exceptionally threatening or horrific stressor is necessary, though not a 

sufficient causal factor, for a diagnosis of PTSD and C-PTSD. The ITQ asks for a brief description 

of an identified experience that is most troublesome. Nevertheless, we used the LEC (Gray et al., 

2004) to check whether each participant had at least been exposed to or witnessed one very significant 

stressor. 

Psychometric properties of the final ITQ have been demonstrated to capture the distinction 

between PTSD and DSO symptomatology efficiently in clinical samples (Cloitre et al., 2018). ITQ 
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was translated into Danish and professionally back-translated. The final Danish translation was 

approved by the authors of the measure. In the present study, we used mean inter-item correlations to 

test internal consistency. Mean inter-item correlations are not influenced by scale length and are more 

sensitive to multidimensional scales such as the ITQ (Briggs & Cheek, 1986). We obtained good 

internal consistency in the current sample for all scales and subscales; the inter-item correlation for 

the PTSD scale = 0.36, the DSO scale = 0.41, and the total scale = 0.34. The mean inter-item 

correlation for the subscales were mostly acceptable (M = 0.57; range = 0.27 – 0.90). However, the 

inter-item correlation for the Negative Self-concept scale in our sample was very high (0.90), 

indicating that the items are almost repetitive. 

 

2.2.2 Psychoform Dissociation 

To assess the severity of psychoform dissociation, we used the 20-item self-report Dissociative 

Symptoms Scale (DSS; Carlson et al., 2018). The scale encompasses four subscales: 

Depersonalization/Derealization (six items), Gaps in Awareness and Memory (five items), Sensory 

Misperceptions (five items), Cognitive and Behavioral Re-Experiencing (four items). The scale 

measures how often the individual has experienced the dissociative symptoms in the past week on a 

5-point Likert scale from 0 (not at all) - 4 (more than once a day). A total scale score is summarized 

by the scores for each item ranging between 0 – 80. Subscale scores are the mean of the scores for 

the items encompassed in the subscale. Considerable evidence for the reliability and validity of DSS 

scores have been provided in four clinical and five non-clinical samples, based on structural analysis, 

IRT analyses, and analyses of convergent, concurrent, and divergent validity (Carlson et al., 2018). 

The DSS was translated into Danish, and the back-translation was approved by the authors of the 

measure (L. Waelde, personal communication with M.W. Meisner, January 26th, 2018). The internal 

consistency in the current sample for the full scale and subscales were satisfactory: 
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Derealization/Depersonalization α = .82, Cognitive and Behavioral Re-Experiencing α = .79, Sensory 

Misperception α = .75, Gaps in Awareness and Memory α = .86, and the total scale α = .92 

 

2.2.3 Somatoform Dissociation 

The somatoform dissociation severity was measured with the Somatoform Dissociation 

Questionnaire, 5-item (SDQ-5; Nijenhuis et al., 1997), a self-report questionnaire. The items relate 

to both negative (i.e., analgesia) and positive (i.e., site-specific pain) dissociative phenomena. The 

measure assesses to what extend the item applies to the individual in the past year, and the items are 

supplied with a Likert-type 5-point scale going from 1 (not at all) to 5 (extremely). Respondents are 

further instructed to indicate whether a physician has related the symptom with a physical disease 

(Nijenhuis, 2010). For clinical use, it is recommended to adjust the score to “1” after a careful 

assessment that the medical diagnosis is valid. However, it is recommended that the item scores are 

not adjusted for indicated physical disease for research purposes, as such indications often seem to 

be inaccurate (Nijenhuis, 2010). Consistent with the guidelines for research, we did not adjust the 

scores in the present study. The SDQ-5 score is obtained by summation of the individual item scores 

and ranges from 5 - 25. The five items are derived from a pool of 20 items that comprise the more 

extended version SDQ-20 (Nijenhuis et al., 1996). The SDQ-5 has demonstrated satisfactory 

sensitivity, specificity, and positive predictive values in previous studies (Nijenhuis et al., 1997). In 

three independent samples, a score of ≥ 8 was found to yield the optimal balance between sensitivity 

and specificity for a dissociative disorder (Nijenhuis et al., 1997). The score of ≥ 8 yielded a 

sensitivity of 94% and a corrected positive predictive value of 72% at an estimated prevalence rate 

of 10% (Nijenhuis et al., 1997). In the present study, we used the reduced SDQ-5 form instead of the 

original SDQ-20 because it has the advantage of being a brief self-report instrument. The internal 
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consistency in the current study was ⍺	=	.82; this is consistent with the internal consistency value (⍺	

=	 .80) reported by Nijenhuis et al. (1997) in a population of dissociative and non-dissociative 

psychiatric outpatients.  

2.3 Analysis 

First, we sought to replicate the C-PTSD hierarchical structure of two higher-order factors (i.e., 

PTSD and DSO) and six lower-order factors. To replicate this structure, we employed confirmatory 

factor analysis (CFA) in Mplus 7.4 using the robust weighted least squares estimator (WLSMV). 

Secondly, to examine the relationship between C-PTSD and features of dissociation, we 

constructed a series of structural equation models (SEM) in which the six latent ITQ factors (from 

the CFA) were regressed onto latent factors of dissociation (i.e., DSS and SDQ-5). Such an SEM 

approach was used because it allows the relevant paths to be estimated simultaneously, which 

involves that each relationship is estimated, taking the entire model into account (Kline, 2015). Each 

latent factor was specified and estimated by its designated items and was allowed to correlate with 

the other latent factors.  

To evaluate the statistical significance of the SEM analyses, we employed bootstrapped 

confidence intervals (1,000 samples) to account for the non-normal distribution and the relatively 

small sample size. The goodness of fit was determined using the χ² statistic, the Comparative Fit 

Index (CFI), the Tucker-Lewis Index (TLI), and the Root Mean Square Error of Approximation 

(RMSEA). For CFI and TLI, values above 0.90 indicate adequate fit, whereas values above 0.95 

indicate excellent fit (Bentler, 1990; Tucker & Lewis, 1973). For RMSEA, values below 0.08 indicate 

adequate fit, whereas values below 0.06 indicate excellent fit (Steiger, 1990). Missing data (7 cases) 

were handled using present pairwise analysis, which is the default procedure when using the WLSMV 

estimator in Mplus. 
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Finally, to examine differences in psychoform and somatoform dissociation symptom severity 

across the three identified groups on the ITQ, we conducted two one-way nonparametric analyses of 

variance (ANOVA) using the WRS2 package in R (R Core Team, 2019). We employed 1,000 sample 

bootstraps to account for non-normality and low sample size. A nonparametric post hoc test on 1,000 

bootstraps using linear contrast was performed with the function mcppb20 (WRS2 package) to follow 

up on specific group differences. The post hoc test reports the �̂�values and the 95% CI. The p-values 

are adjusted for multiple testing. 

3 Results 

3.1 Replicating the hierarchical structure of ICD-11 Complex PTSD 

As presented in Table 1, a clear hierarchical structure of ITQ was identified, which corresponds 

to the previously supported organization of six first-order factors and two correlated second-order 

factors. All factor loadings were positive, statistically significant, and high (> 0.60), except for the 

two items for Affective Dysregulation (i.e., “long time to calm down when upset” and “Feeling numb 

or emotionally shut down”), which yielded loadings of 0.47 and 0.59, respectively and the Re-

Experiencing domain under PTSD which yielded a loading of 0.56. The latent factors of PTSD and 

DSO were highly correlated (r = 0.78, p < 0.001). The CFA model fit was overall adequate to 

excellent (Chi2 = 71.192 [df = 47], RMSEA = 0.068, CFI = 0.990, TLI = 0.986, WRMR = 0.621).  

 

3.2 Connecting Complex PTSD with features of dissociation 

As presented in Figure 1 and Figure 2, we constructed four SEM models for investigating the 

association between Complex PTSD and features of dissociation. 

Figure 1a depicts the six latent ITQ factors regressed onto the overall latent factor of DSS (i.e., 

psychoform dissociation). This model showed adequate goodness of fit (Chi2 = 619.936 [df = 443], 
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RMSEA = 0.060, CFI = 0.949, TLI = 0.943, WRMR = 0.958). As shown in Figure 1a, all latent C-

PTSD factors predicted the general latent factor of psychoform dissociation, ranging from the highest 

coefficient for Affective Disturbances (𝛽 = .91) to the lowest for Negative Self-Concept (𝛽 = .47).  

Figure 1b depicts the six latent ITQ factors regressed onto four lower-order factors of DSS. This 

model showed adequate goodness of fit (Chi2 = 527.335 [df = 419], RMSEA = 0.048, CFI = 0.969, 

TLI = 0.963, WRMR = 0.801). As shown in Figure 1b, the ITQ Re-Experiencing factor was a 

particularly strong predictor of Cognitive and Behavioral Re-Experiencing. Nevertheless, the DSS 

factors Sensory Misperceptions and Gaps in Awareness and Memory were not predicted by any ITQ 

latent factors. 

Figure 2a depicts the six latent ITQ factors regressed onto the overall latent factor of SDQ-5 (i.e., 

somatoform dissociation). This model showed adequate goodness of fit (Chi2 = 185.905 [df = 99], 

RMSEA = 0.089, CFI = 0.966, TLI = 0.954, WRMR = 0.886). As shown in Figure 2a, all latent C-

PTSD factors predicted the general factor of somatoform dissociation, ranging from the highest 

coefficient for Affective Disturbances (𝛽 = .65) to the lowest for Avoidance and Sense of Current 

Threat (both 𝛽 = .30). 

Figure 2b depicts the six latent ITQ factors regressed onto the latent factors of SDQ-5 (i.e., 

somatoform dissociation) and DSS (i.e., psychoform dissociation) simultaneously. However, this 

model overall showed less adequate goodness of fit (Chi2 = 982.569 [df = 603], RMSEA = 0.075, 

CFI = 0.891, TLI = 0.880, WRMR = 1.211). As shown in Figure 2b, somatoform dissociation was 

predominantly predicted by the ITQ factors Affective Disturbances (𝛽 = .19), Re-Experiencing (𝛽 =

.16), and Negative Self-Concept (𝛽 = .14). However, psychoform dissociation was predominantly 

predicted by the ITQ factors Affective Disturbances (𝛽 = .77), followed by Disturbances in 

Relationships (𝛽 = .65), Avoidance (𝛽 = .54), and Sense of Current Threat (𝛽 = .51). 
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3.3 ICD-11 diagnostic estimates and differences in levels of dissociation 

The majority of participants were identified with C-PTSD (N = 61, 55%), and equally many were 

identified with PTSD and no-disorder (both N = 25, 22,5%).  

Mean levels of psychoform dissociation were significantly different across all diagnostic groups 

and the magnitude of differences was large (ξ = 0.67) (Table 3). Post hoc tests showed that 

participants identified with C-PTSD had significant higher psychoform dissociation, than participants 

identified with PTSD (�̂�	= 12.84; 95% CI = 5.97, 19.39; p = 0.00; d = 0.88), and no-disorder (𝛹	^ = 

9.46; 95% CI = 3.76, 16.31; p = 0.00; d = 1.18). No significant difference was found between 

participants identified with PTSD and no-disorder (�̂�= -3.38; 95% CI = -8.79, 2.33; p = 0.20; d = 

0.36). Regarding somatoform dissociation, we found overall significant group differences across all 

groups with a medium effect size (ξ = 0.38) (Table 3). Post hoc tests revealed that only participants 

identified with C-PTSD and PTSD significantly differed on levels of somatoform dissociation (�̂�= 

1.94; 95% CI = 0.53, 3.05; p < 0.001), however the magnitude of difference was small (d = 0.34). 

4 Discussion 

This study was conducted to replicate the empirical structure of ICD-11 C-PTSD and explore the 

structural association between ICD-11 C-PTSD and dissociative phenomena in a sample of ICD-10 

PTSD outpatients from Danish Mental Health Care services.  

The CFA results support the factorial validity of ICD-11 C-PTSD in a Danish sample when using 

the ITQ. Most first-order and second-order CFA loadings were of an acceptable magnitude. However, 

the first-order AD items showed factor-loadings below 0.60, suggesting that they may have less 

optimal psychometric qualities. The AD item “Feeling numb or emotionally shut down” was on the 

border to 0.60. Notably, the AD item “Long time to calm down when upset” exhibited a lower factor-

loading (0.47). One prior study (Haselgruber et al., 2019) found similar results with a factor-loading 
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below 0.60 for the AD item “Long time to calm down when upset” in a sample of children. 

Haselgruber and colleagues (2019) argued that this finding might be attributed to the two AD items 

representing opposite aspects of affect dysregulation, consequently explaining the insufficient 

loading of one of the items. Two prior studies tested alternative models of the factor structure of C-

PTSD using the ITQ and found that a correlated first-order model with three PTSD domains and four 

DSO domains was the best fitting model (Ben-Ezra et al., 2018; Murphy et al., 2018). In that model, 

the AD domain was divided into two separate factors representing hyper-activation and hypo-

activation. These studies’ findings question whether the AD symptom cluster of the ITQ reflects 

equally representative indicators of a latent construct of affect dysregulation or an alternative structure 

specifying hyper-activation and hypo-activation as separate factors. Illustrated within the defense 

cascade model, supported by multiple studies, hyperarousal and hypoarousal have been suggested to 

fall along a continuum as defensive survival responses activated in the wake of a perceived threat in 

sequential order as the imminence of danger increases and the chance of escaping the threat is low 

(Terpou et al., 2019). Generally, when a threat has been detected, whether it is real or biased, either 

active or passive responses are elicited. These responses are generated by the increase or decrease in 

sympathetic nervous system expression, which manifest behaviorally as a fight-or-flight state (i.e., 

active response) or immobility/emotional shutdown (i.e., passive response), respectively (Terpou et 

al., 2019). Accordingly, some individuals with C-PTSD may respond with emotional shutdown 

learned in a situation where the threat was experienced as inescapable and the fight/flight responses 

with increased expression of the sympathetic nervous system were insufficient. Consequently, the 

individual may transition to a shutdown response mediated by the parasympathetic nervous system's 

activation.  

A notable result from the SEM analyses in the present study may further illuminate this discussion. 

We found a negative relationship between the ITQ symptom cluster Sense of Current Threat and 
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dissociative Depersonalization/Derealization, indicating differing phenotypic presentation. This 

effect is consistent with a theoretical and empirically supported description of two alternating 

phenotypic PTSD response-types to traumatic memories or overwhelming emotional content of 

traumatic memories: the re-experiencing/hyperarousal type versus the dissociative type characterized 

by depersonalization and/or derealization (Lanius et al., 2010; Lanius, 2015). The re-

experiencing/hyperarousal type is the most common type that involves hyper-emotionality, mediated 

by a failure of neurobiological prefrontal inhibition of limbic regions. In contrast, the less common 

dissociative type involves hyper-inhibition of affective arousal, i.e., detachment or distance from 

emotional distress mediated by midline prefrontal inhibition of the same limbic regions (Lanius et al., 

2010).  

Further research investigating the C-PTSD AD symptom cluster is needed. It may bring light into 

the discussion whether different subtypes of affect dysregulation exist in C-PTSD or whether the AD 

comprises a continuum, where defensive responses vary as the imminence of perceived danger 

increases or decreases. Furthermore, such information may show if the dissociative subtype of the 

DSM-5 PTSD, in essence, is similar to ICD-11 C-PTSD.  

The Re-experiencing domain under the second-order PTSD factor also yielded a loading just 

below 0.60. However, this inadequacy may not have any significance given the overall good fit 

supporting our model.  

 

A key finding from the SEM analyses was that all ITQ latent factors yielded significant unique 

associations with the latent domain of overall psychoform dissociation (i.e., DSS) and somatoform 

dissociation (i.e., SDQ-5). This finding suggests that each of the six symptom clusters of C-PTSD are 

related to dissociation and may support the notion that dissociative phenomena and complex post-

traumatic reactions are empirically interrelated constructs. 
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Looking into the findings of the structural relationship between the ITQ symptom clusters and 

dissociative phenomena, we particularly found Affective Disturbances (AD) to have a substantial 

effect on dissociative phenomena. Higher levels of AD were associated with higher levels of 

psychoform dissociation. This finding validates dissociative phenomena as a component of AD.   

Consistent with Hyland and colleagues (2020), our findings also showed a positive association 

between post-traumatic Disturbances in Relationship and psychoform dissociation. Disturbances in 

Relationship showed the second strongest effect for the associations between ITQ symptom clusters 

and psychoform dissociation. This may support Hyland and colleagues’ (2020) argument that 

dissociation can impact the ability to sustain a close relationship. However, a reverse relationship is 

also possible; disturbances in relationships may also induce dissociative states in the individual. Our 

results suggest that higher levels of post-traumatic Disturbances in Relationship are associated with 

higher levels of Depersonalization/Derealization and dissociative Cognitive and Behavioral Re-

Experiencing. Attachment, which has gained much focus in the literature and research field of the 

relationship between trauma and dissociation, may further illuminate this relationship. Studies have 

demonstrated a cumulative effect between disruption in the development of early attachment patterns 

(i.e., disorganized attachment (DA)) and later traumatic experience(s) in yielding clinically 

significant dissociative reactions, pathological dissociation, and dysregulated social relationships 

later in life (Liotti, 2004). A disorganized attachment pattern in a child develops when a caregiver 

manifests frightened, hostile, or helpless behavior toward their children and thus becomes misattuned 

to the child’s emotional and stressful expressions by showing unpredictable participation in the 

various types of arousal-regulating processes. DA is manifested as an approach-avoidance response 

pattern of the child toward the caregiver, who should be the source of safety and the source of threat 

and fear (Van der Hart et al., 2006). DA has been found to mediate individual responses to traumatic 

or stressful experiences later in life (Carlson, 1998; Ogawa et al., 1997). According to Liotti (Liotti, 
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1999, 2004), the contradictory behaviors that represent the infant’s DA pattern are indicative of the 

existence of multiple and incompatible ”internal working models” (IWM) of the self and the 

attachment figure, implying integrated failure of memory, affect, cognition, and identity. Once 

established, the IWM of early DA likely adds vulnerability by facilitating dissociative reactions to 

later traumas throughout the life-span (Liotti, 2004). The IWM(s) responses of early DA (i.e., 

attachment fear or need for attachment) may be activated by trauma-related reminders, which may be 

triggered when trying to connect to others. This process may facilitate, e.g., 

Depersonalization/Derealization or Cognitive and Behavioral Re-Experiencing. Whether such 

findings are related to other results showing that poor perceived social support is related to the 

maintenance of PTSD symptoms (Ozer et al., 2003) should be a focus in future research together with 

studying the causality.  

The positive association we found between Avoidance and dissociative Cognitive & Behavioral 

Re-experiencing may likely be a validation of the Avoidance items of the ITQ as behavioral and 

mentally escape from internal and external intrusions of trauma-related memories accompanied by 

horror, flashbacks, and vivid intrusive memories (Maercker, Brewin, Bryant, Cloitre, van Ommeren, 

et al., 2013). Avoidance can be viewed as having a defensive function in the form of functional 

adaptation to reduce the risk for further distress and danger (Carlson & Dalenberg, 2000; Dalenberg 

& Carlson, 2012). 

In the current study, higher levels of post-traumatic Re-Experiencing on the ITQ were associated 

with higher dissociative cognitive and behavioral re-experiencing levels. This relationship was 

displayed to have the strongest effect in that analysis. The result is not surprising given that these two 

domains are highly overlapping. From the perspective of dissociation, dissociative re-experiencing 

are intrusions of trauma-related affect, cognition, images, sensory perception into consciousness in 

daily life (Carlson et al., 2012). In ICD-11, PTSD Re-Experiencing is defined as “Reexperiencing the 
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traumatic event(s) in the present, as evidenced by vivid intrusive memories accompanied by fear, 

horror, flashbacks, or nightmares” (Maercker, Brewin, Bryant, Cloitre, Reed, et al., 2013, p. 201). 

This finding extends the notion that intrusive PTSD symptoms are considered dissociative to the 

formulation of ICD-11 PTSD. It may also support the strict formulation of the Re-Experiencing 

domain in ICD-11. ICD-11 PTSD has been criticized for the possibility of overlooking less severe 

traumatized patients, given the more stringent formulation of the diagnostic requirements for Re-

Experiencing. Our sample encompassed a high percentage of patients with probable ICD-11 C-PTSD. 

In future research, it could be interesting to examine whether the effect of the association would be 

weaker for a sample comprising ICD-11 PTSD or no-disorder. 

The association between ICD-11 PTSD Re-Experiencing and somatoform dissociation may 

reflect that Re-Experiencing, compared to Avoidance and Sense of Current Threat, is more likely to 

activate bodily responses.  

The results from all four SEM estimations indicate that ICD-11 C-PTSD symptom clusters and 

dissociation are closely connected and occur together. Psychoform dissociation was found with 

stronger associations to C-PTSD than somatoform dissociation in the present sample. This may be 

explained by the fact that somatoform dissociation was represented by fewer items as comprised in 

the SDQ-5. In the present study, dissociative Depersonalization/Derealization and dissociative 

Cognitive and Behavioral Re-Experiencing appeared to be strongest represented in ICD-11 C-PTSD. 

We found no effect of the association between any of the ICD-11 C-PTSD symptom clusters and 

Gaps in Awareness and Memory and Sensory Misperception, respectively. 

Concerning the third aim, we found C-PTSD differentiated from PTSD and no disorder with 

elevation in both psychoform and somatoform dissociative experiences. This is in line with Hyland 

et al.'s (2020) findings and supports that dissociation may likely be a clinically useful indicator of 

differential diagnosis between PTSD and C-PTSD. We found no difference in dissociative 
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experiences between ICD-11 PTSD and no-disorder. The sample in the present study comprised 

outpatients with a PTSD diagnosis according to ICD-10, and all participants were assessed to have 

clinically relevant post-traumatic distress. Consequently, patients identified with no-disorder still 

suffer from post-traumatic distress, which may account for the null effect of dissociative experiences 

scores found between ICD-11 PTSD and no-disorder. Another possible explanation for the null effect 

is that ICD-11 PTSD and no-disorder did not differ with respect to number, type, duration, and 

intensity of the traumatic event and immediate peritraumatic response. Research indicates that 

exposure to traumatic events in childhood of prolonged character coupled with a compromised ability 

to defend oneself and an experienced threat to survival may promote dissociative reaction as an 

immediate adaptive coping strategy and in the longer run (Terpou et al., 2019).  

Nijenhuis and colleagues (Nijenhuis et al., 1997, 1998; Nijenhuis et al., 1997; Nijenhuis, 2010) 

found that 43% - 84% of respondents from three independent samples with a score of  ≥ 8 on SDQ-

5 had a dissociative disorder. Furthermore, they found that all patients, except one, with a score above 

11 in the samples had a complex dissociative disorder (CDD) (i.e., dissociative identity disorder or 

dissociative disorder not otherwise specified). In our sample, 29.5% (n = 18) with a C-PTSD 

diagnosis obtained a score between 8 and 11, and 11% (n = 7) obtained a score of ≥ 11 on the SDQ-

5. Accordingly, it is likely that at least 11% of the patients with a C-PTSD diagnosis in the current 

study might also have a comorbid dissociative disorder. PTSD has been viewed as part of a broader 

post-traumatic spectrum that includes acute stress disorder, somatoform disorders, borderline 

personality disorders, and dissociative disorders, highlighting dissociative processes at the core of 

this spectrum (van der Hart et al., 2004). Others consider PTSD and dissociation to be distinct 

phenomena that are often comorbid (Marshall et al., 1999), and yet, others have argued for subtypes 

of PTSD, e.g., one of them being primarily dissociative, and another based on intrusions/hyperarousal 

(Bremner, 1999; Lanius et al., 2010). Our study showed mostly positive correlations between all C-
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PTSD symptom clusters and psychoform and somatoform dissociative phenomena (i.e., DSS and 

SDQ-5), suggesting that dissociative processes are components of all aspects of C-PTSD. 

Nevertheless, the finding of a negative relationship between the ITQ symptom cluster Sense of 

Current Threat and the DSS domain Depersonalization/Derealization in combination with the non-

significant bivariate association between the ITQ symptom clusters Re-Experiencing, Sense of 

Current threat and the DSS Depersonalization/Derealization domain suggest that a dissociative 

subtype could exist.  

The findings from the present study should be interpreted in light of the following limitation. First 

and importantly, the sample size was somewhat small, especially the number of participants within 

the ICD-11 PTSD and no ICD-11 disorder group was relatively small compared to the ICD-11 C-

PTSD group. The small sample size may have affected the statistical power of the various statistical 

analyses. The sample included a diverse though a typical group of outpatients with ICD-10 PTSD 

from governmental mental health care services. Outpatients from mental health care services are a 

unique group, severely symptomatic, and with general low functionality, consequently limiting the 

generalizability of the sample to other trauma populations, including community and general 

population samples. Replication using a larger sample with equal group sizes and inclusion of a group 

of non-clinical persons is needed. Second, we used a cross-sectional design, which precludes causal 

conclusions of the relationship. The causality of these findings should be studied in future research 

to investigate whether C-PTSD symptomatology leads to dissociation or vice versa. Third, we used 

the SDQ-5 instead of the original and more extended SDQ-20. Consequently, we may have missed 

some critical variance. Furthermore, empirical support for the reliability of the SDQ-5 has been 

mixed. Compared to the SDQ-20, SDQ-5 performed less well in a sample of Turkish psychiatric 

patients (Tsar et al., 2001). The sensitivity and specificity were more satisfactory for the SDQ-20 

(Tsar et al., 2001). In a Polish mixed clinical and non-clinical sample, the internal consistency of an 
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online and a pen and paper (p&p) version of SDQ-5 was unsatisfactory (p&p: ⍺ = 0.590; online: ⍺ = 

0.518) (Pietkiewicz et al., 2019). Consequently, the authors derived an alternative set of five items 

from the original SDQ-20 item pool that showed good psychometric properties. In light of these 

former results, it should be considered a limitation that the structure of the Danish SDQ-5 has not 

been validated. However, the internal consistency of Danish translated SDQ-5 in the present study 

was good. Nevertheless, future studies should investigate the psychometric properties of the Danish 

SDQ-5. Fourth, the DSS performance has not been tested in a population of complex dissociative 

disorders (Carlson et al., 2018) and is yet not validated in a Danish sample. Accordingly, we could 

not evaluate and consider the proportion of patients with ICD-11 PTSD or C-PTSD who may qualify 

for a possible dissociative disorder based on DSS scores. Future studies that investigate dissociative 

symptoms in patients with ICD-11 C-PTSD could benefit by using measures that have been validated 

in dissociative disorders or a diagnostic interview. Fifth, the LEC was only used to check the trauma 

criterion for diagnosing PTSD or C-PTSD in the present study. Therefore, we were not able to 

investigate whether certain traumatic events mediated the effects of levels of dissociative experiences. 

We suggest that future research include a measure of various traumatic childhood and adulthood 

experiences and explore whether any of the experiences have a mediating effect on the dissociative 

symptom severity levels between the PTSD disorders. Last, we found moderate factor loadings for 

the AD domain in the CFA. This may be a consequence of the few items comprising each domain in 

the ITQ. Future research using CFA may investigate the potential of using the prior preliminary 

longer version or supplement the narrow ITQ version with additional items.  

In conclusion, the present study's findings replicate the factor structure of ICD-11 C-PTSD in a 

Danish sample using the ITQ. The current study addresses an important gap in the research field of 

ICD-11 C-PTSD by providing insight into the structural relationship between ICD-11 C-PTSD and 

dissociative phenomena. In general, the results support the theoretical description that dissociative 
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phenomena are strongly associated with ICD-11 C-PTSD, especially the symptom cluster Affective 

Dysregulation, Disturbances in Relationship, and Re-Experiencing. Nevertheless, the present study's 

findings reveal that ICD-11 C-PTSD is related to dissociation in complex ways. Dissociative 

experiences seem to be a useful indicator in differentiating ICD-11 C-PTSD and PTSD. Based on our 

findings, it is important to be aware of patients’ bodily reactions and psychoform manifestations of 

dissociation in clinical settings because such expressions may cover intense affects and painful 

relationship experiences. ICD-11 C-PTSD appears to be a severe clinical disorder that is likely to 

require a great deal of therapeutic effort.  
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Tables and figures 
 
Table 1. Standardized loadings for a CFA model of two higher-order and six lower-order factors 

Higher-order 2-factor model PTSD DSO 
Re-experiencing (Re)  0.56     
Avoidance (Av)  0.93     
Sense of Threat (Th)  0.67     
Affective Dysregulation (AD)     1.08  
Negative Self-Concept (NSC)     0.69  
Disturbances in Relationships (DR)     1.06  
Lower-order 6-factor model Re Av Th AD NSC DR 
Having upsetting dreams (Re 1) 0.62      
Having powerful images and memories (Re 2) 1.13      
Avoiding internal reminders (Av 1)  0.81     
Avoiding external reminders (Av 2)  0.72     
Being ‘super-alert’, watchful or on guard (Th 1)   0.64    
Feeling jumpy or easily startled (Th 2)   0.91    
Long time to calm down when upset (AD 1)    0.47   
Feeling numb or emotionally shut down (AD 2)    0.59   
Feeling like a failure (NSC 1)     1.01  
Feeling worthless (NSC 2)     0.94  
Feeling distant or cut-off from people (DR 1)      0.83 
Finding it hard to stay emotionally close to people (DR 2)           0.77 
Latent domain correlations       
Re-experiencing (Re) -      
Avoidance (Av) 0.50 -     
Sense of Threat (Th) 0.39 0.63 -    
Affective Dysregulation (AD) 0.44 0.84 0.72 -   
Negative Self-Concept (NSC) 0.29 0.53 0.36 0.62 -  
Disturbances in Relationships (DR) 0.50 0.73 0.48 1.17 0.75 - 
Note: All factor loadings are statistically significant (p < 0.001). N = 111 
PTSD Posttraumatic stress disorder, DSO disturbances in self-organization 

 
 
 
Table 2. Bivariate associations among study variables 
  1 2 3 4 5 6 7 8 9 10 11 12 13 14 M (SD) 
1. ITQ TOTAL  -                           30.34 (9.19) 
2. ITQ PTSD 0.85  -                         16.15 (4.67) 
3. ITQ DSO 0.91 0.55  -                       14.19 (5.74) 
4. ITQ Re-experiencing 0.62 0.78 0.35  -                     4.66 (2.31) 
5. ITQ Avoidance 0.75 0.80 0.54 0.43  -                   5.16 (2.02) 
6. ITQ Sense of current threat  0.59 0.70 0.38 0.27 0.42  -                 6.33(1.78) 
7. ITQ Affective dysregulation 0.69 0.45 0.74 0.27 0.41 0.36  -               4.85 (1.85) 
8. ITQ Negative self-concept 0.72 0.40 0.83 0.25 0.41 0.26 0.34  -             4.60 (2.85) 
9. ITQ Disturbances in relationships 0.82 0.53 0.88 0.36 0.52 0.33 0.61 0.57 -           4.74 (2.28) 
10. DSS Depers/Dereali 0.48 0.33 0.50 0.23 0.33 0.17 0.47 0.33 0.46  -         4.65 (4.69) 
11. DSS Gaps in awareness 0.57 0.48 0.53 0.32 0.40 0.38 0.47 0.38 0.47 0.57  -       7.51 (5.2) 
12. DSS Sensory Misperception 0.50 0.45 0.44 0.37 0.32 0.33 0.39 0.32 0.39 0.65 0.64  -     2.4 (3.31) 
13. DSS Cogn/Beh Re-Experiencing 0.61 0.58 0.49 0.50 0.42 0.39 0.40 0.34 0.49 0.52 0.55 0.59  -   4.05 (3.34) 
14. DSS TOTAL 0.63 0.52 0.59 0.38 0.42 0.35 0.52 0.41 0.54 0.84 0.86 0.85 0.77  - 19.06 (13.81) 
15. SDQ-5 TOTAL 0.46 0.40 0.40 0.35 0.27 0.30 0.38 0.31 0.32 0.53 0.44 0.58 0.46 0.59 7.58 (2.58) 
Note: ITQ International Trauma Questionnaire. DSO disturbances in self-organization. PTSD posttraumatic stress disorder. DSS Dissociative symptoms scale. 
SDQ somatoform dissociation questionnaire. Correlations from 0.23 are significant at 0.05 and correlations from 0.31 are significant at 0.001. 
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Table 3. Between group nonparametric one-way ANOVA 
   

 N Mean SD F P ξ  

Psychoform dissociation No-disorder 25 10.50 8.05 9.58 .003 .67 

 PTSD 25 13.67 9.38    

 CPTSD 61 24.44 14.63    

        
Somatoform dissociation No-disorder 25 6.24 1.59 8.62 .006 .38 

 PTSD 25 7.32 2.59    

 CPTSD 61 8.23 2.70    
Note: Values of ξ = 0.10, 0.30, and 0.50 correspond to small, medium, and large effect sizes. 
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Figure 1. SEM-models of Relationship Between CPTSD and Psychoform Dissociation 
 

 
Note. N = 111. SEM = Structural Equation Modelling. a) illustrates the six latent domains of CPTSD regressed onto the latent domain of DSS 
Psychoform Dissociation. b) illustrates the six latent domains of CPTSD regressed onto the four latent subdomains of DSS Psychoform Dissociation. 
All path-coefficients (i.e., standardized beta-coefficients) are significant at the 0.001 level, and only statistically significant path-coefficients are 
reported in this figure. Dashed lines are only included to illustrate theorized associations. 
 
 
 
Figure 2. SEM-models of Relationship Between CPTSD and Psychoform versus Somatoform Dissociation 
 

  
 
Note. N = 111. a) SEM = Structural Equation Modelling. illustrates the six latent domains of CPTSD regressed onto the latent domain of SDQ 
Somatoform Dissociation. b) illustrates the six latent domains of CPTSD regressed onto the latent domains of DSQ Somatoform Dissociation and 
DSS Psychoform Dissociation, simultaneously. All path-coefficients (i.e., standardized beta-coefficients) are significant at the 0.001 level, and only 
statistically significant path-coefficients are reported in this figure. Dashed lines are only included to illustrate theorized associations. states  


