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AIM
To investigate whether symptoms of CPTSD fit the proposed

ICD-11 operationalization, or if an internalizing spectrum could
explain symptoms

DISCUSSION
Discriminant validity as a model selection criterion

DSO collapses if used in a bifactor model (M8)
CPTSD requires the endorsement of all symptom clusters. A

unidimensional solution may therefore be inevitable in samples
where the CPTSD prevalence is very high

Internalizing spectrum: Why do symptoms of anxiety,
depression, stress and well being fit well in the same

unidimensional model?

Limitations: veteran sample, no women, cross-sectional data

INTRODUCTION
ICD-11 complex posttraumatic stress disorder (CPTSD) is described as severe and persistent symptoms of PTSD and
disturbances in self-organization (DSO). Validation studies argue that CPTSD and PTSD are empirically distinguishable
constructs. We are not convinced in light of limitations in the literature.

Inconsistent results: 9 out of 18 validation-studies identify the ICD-11 model to be relatively superior to other
tested models

1.

Relative comparisons are frequently limited to one or two competing models, thus most models are rarely
compared or rejected

2.

Inconsistent use of model selection criteria in ITI studies3.
Defining CPTSD as a latent variable while defining other symptoms as sum-scores may conceal poor model fit and
ensure apparent discriminant validity

4.

Impossible estimates are frequent and consistently ignored in the commonly preferred operationalization of CPTSD5.

AIM
To investigate whether symptoms of CPTSD fit the proposed ICD-11 operationalization, or if an internalizing spectrum
could explain symptoms

METHOD 
124 treatment-seeking veterans at the Military Psychology Department, The Danish Veterans Centre, in the Danish
Defense were interviewed with the International Trauma Interview (ITI). The best fitting CFA model(s) were tested in
hierarchical models alongside latent factors measuring depression, anxiety, stress and well-being. The tested models are
shown under (Figure 1)

RESULTS
Prevalence: 80 veterans (65%) had CPTSD, 17 (14%) had PTSD and 26 (21%) had no diagnosis.
Severity: Veterans with CPTSD had, on average, higher levels of all symptoms on the ITI, relative to those with PTSD
Model comparison: M3 shows the best fit, M8 fits the data adequately, M4 is rejected due to lacking discriminant
validity between PTSD and DSO (table 1)
Internalizing Spectrum: A higher order factor explains relationships between CPTSD symptoms and other internalizing
symptoms (Table 2 & figure 3)

DISCUSSION
Discriminant validity as a model selection criterion
DSO collapses if used in a bifactor model (M8)
CPTSD requires the endorsement of all symptom clusters. A unidimensional solution may
therefore be inevitable in samples where the CPTSD prevalence is very high
Internalizing spectrum: Why do symptoms of anxiety, depression, stress and well being fit
well in the same unidimensional model?
Limitations: veteran sample, no women, cross-sectional data

1 Research and Knowledge Centre, the Danish Veterans Centre, Ringsted, Denmark. 
2 The Research Unit and Section of General Practice, Department of Public Health, University of
Copenhagen, Copenhagen, Denmark. 
3 Department of Military Psychology, the Danish Veterans Centre, Copenhagen, Denmark. 



WIDER LITERATURE OF INTEREST
 

PREDICTORS OF COMPLEX PTSD: THE ROLE OF TRAUMA CHARACTERISTICS, DISSOCIATION, AND COMORBID PSYCHOPATHOLOGY

Background: Complex Posttraumatic Stress Disorder (CPTSD) has previously been associated with earlier trauma onset, repeated interpersonal traumatization, more
dissociation, and more comorbid psychopathology. However, it is still debated if the afore-mentioned risk factors are related to CPTSD diagnosis or rather indicative of a
more severe form of post-traumatic distress. The aim of this study was to compare patients with a CPTSD diagnosis to those with PTSD in trauma characteristics (onset,
chronicity, interpersonal nature, familiarity with perpetrator), dissociation, and psychiatric comorbidities, while accounting for symptom severity.
Methods: In total, N = 81 patients with a trauma history (n = 43 with CPTSD; n = 37 with PTSD) underwent diagnostic interviews by trained clinicians and completed
measures on CPTSD symptom severity, trauma characteristics, and dissociation (Screening for Complex PTSD; Dissociative Experience Scale Taxon).
Results: Patients with CPTSD reported earlier onset of trauma, more trauma perpetrated by acquaintances or family members, and more comorbidities than those with
PTSD, also when accounting for symptom severity. No group differences in chronicity and dissociation were found. Severity of CPTSD was associated with earlier onset,
familiarity with perpetrator, more comorbid (affective) disorders, and dissociation in both diagnostic groups.
Conclusion: Findings largely confirm earlier research, suggesting that CPTSD is associated with traumatic events that start earlier in life and are perpetrated by
acquaintances. Focusing on transdiagnostic symptoms, such as dissociation, may help to detain symptom deterioration. Due to the small sample size, findings need to be
interpreted with caution and further research is needed to replicate findings in larger samples. Future research should also elucidate possible working mechanisms
besides dissociation, such as emotion dysregulation or negative self-image.

ASSESSMENT TOOLS FOR COMPLEX POST TRAUMATIC STRESS DISORDER: A SYSTEMATIC REVIEW

Aim: Appropriate screening tools are required to accurately detect complex post traumatic stress disorder (CPTSD). This systematic review aimed to assess and compare
measurement tools. 
Method: A literature search using key words ‘complex post traumatic stress disorder’, ‘PTSD’, and ‘assessment’ was undertaken on Embase and PsychINFO during
February 2022 by two reviewers. Inclusion criteria included full text papers between 2002–2022 which evaluated CPTSD using assessment tools. Exclusion criteria
included reviews, editorials, meta-analyses, or conference abstracts. 
Results: Twenty-two papers met selection criteria. Thirteen studies used the International Trauma Questionnaire (ITQ). Two studies each evaluated CPTSD with the
International Trauma Interview (ITI) or Symptoms of Trauma Scale (SOTS). The Developmental Trauma Inventory (DTI), Cameron Complex Trauma Interview (CCTI),
Complex PTSD Item Set additional to the Clinician Administered PTSD Scale (COPISAC), Complex Trauma Questionnaire (ComplexTQ), and Scale 8 of the Minnesota
Multiphasic Personality Inventory Scale (MMPI) were used by a single study each.The ITQ was the most thoroughly investigated, validated across different populations,
and is a convenient questionnaire for screening within the clinical setting. Where self-report measures are inappropriate, the ITI, SOTS, and COPISAC are interview tools
which detect CPTSD. However, they require further validation and should be used alongside clinical history and examination.



WIDER LITERATURE OF INTEREST
 

COMPLEX TRAUMA FROM CHILD ABUSE & NEGLECT: “I’M NOT SURE WE’RE EVEN ALL TALKING ABOUT THE SAME THING AND WE’RE PROBABLY
NOT”

Aims: This research aimed to assess the conceptual maturity of complex trauma for children and young people who have experienced abuse and neglect by discussing
the concept with Australian experts. The research aimed to conceptualise complex trauma through a dimensional lens and impacts-based approach. The overall aim was
to increase understanding of the development and maintenance of complex trauma and its distinctiveness from other types of trauma.
Method: Group interviews were conducted, and reflexive thematic analysis was used to analyse the data. A member-checking survey helped review and improve the
findings.
Results: Findings suggest a vast array of impacts from complex trauma, that diagnostic boxes may not be right for complex trauma, and that the potentially chaotic cycle
of complex trauma perpetuates issues. Results from this pilot indicate that complex trauma may be an immature concept for expert clinicians and researchers alike.
Conclusions: Despite assessing complex trauma as an emerging or even immature concept, the discussion generates direction forward and suggests further research
avenues. Associated ideas and emerging concepts begin a conceptual discussion of complex trauma.

A PILOT STUDY OF THE EFFICACY OF THE UNIFIED PROTOCOL FOR TRANSDIAGNOSTIC TREATMENT OF EMOTIONAL DISORDERS IN
TREATING POSTTRAUMATIC PSYCHOPATHOLOGY: A RANDOMIZED CONTROLLED TRIAL

The Unified Protocol for Transdiagnostic Treatment of Emotional Disorders (UP) is an intervention that targets common mechanisms that maintain symptoms across
multiple disorders. The UP has been shown to be effective across many disorders, including generalized anxiety disorder, major depressive episode (MDE), and panic
disorder, that commonly codevelop following trauma exposure. The present study represented the first randomized controlled trial of the UP in the treatment of
trauma-related psychopathology, including posttraumatic stress disorder (PTSD), depression, and anxiety symptoms. 

Adults (N = 43) who developed posttraumatic psychopathology that included PTSD, MDE, or an anxiety disorder after sustaining a severe injury were randomly assigned
to receive 10–14 weekly, 60-min sessions of UP (n = 22) or usual care (n = 21). The primary treatment outcome was PTSD symptom severity, with secondary outcomes of
depression and anxiety symptom severity and loss of diagnosis for any trauma-related psychiatric disorder. Assessments were conducted at intake, posttreatment, and
6-month follow-up. Posttreatment, participants who received the UP showed significantly larger reductions in PTSD, Hedges’ g = 1.27; anxiety, Hedges’ g = 1.20; and
depression symptom severity, Hedges’ g = 1.40, compared to those receiving usual care. These treatment effects were maintained at 6-month follow-up for PTSD,
anxiety, and depressive symptom severity. Statistically significant posttreatment loss of PTSD, MDE, and agoraphobia diagnoses was observed for participants who
received the UP but not usual care. This study provides preliminary evidence that the UP may be an effective non–trauma-focused treatment for PTSD and other
trauma-related psychopathology.



WIDER LITERATURE OF INTEREST
 

A MULTIFACETED CASE-VIGNETTE INTEGRATING NEUROFEEDBACK AND EMDR IN THE TREATMENT OF COMPLEX PTSD

The methods of neurofeedback (Kirk, 2016) and Eye Movement Desensitization and Reprocessing (Shapiro, 2018; Shapiro & Silk Forrest, 1997) will be reflected
in relation to a short-time treatment of a patient with complex PTSD and an unspecified dissociative disorder. The aim is to inspire colleges to integrate
therapy methods in their quest to help dysregulated patients to become stabile and regulated enough to endure trauma work. This is considered important,
especially when working with patients with severe and complex posttraumatic conditions and dissociative disorders, where the evidence-based treatments
often not fit for purpose (Corrigan & Hull, 2015). 

An alternative approach is presented with a single case-study of a patient treated with neurofeedback and EMDR in a psychodynamic short-time
psychotherapy. The results of these interventions are presented together with the patient's drawings and reflections and finally discussed.

Complex posttraumatic stress disorder (CPTSD) follows persistent and repeated trauma and is a serious mental health problem among women. One of the strongest
predictors of CPTSD symptoms is childhood trauma, especially child abuse and neglect, both of which are traumas that tend to be persistent and repeated. CPTSD
is also associated with intimate partner violence (IPV; physical, emotional, and/or sexual violence in an intimate relationship), a trauma that, similar to child abuse
and neglect, is also persistent and repeated. However, it is unclear how child abuse/neglect and IPV may jointly influence CPTSD symptoms vis-à-vis other traumatic
events. In this study, we examined the relative effects of child abuse/neglect and IPV on CPTSD symptoms over and above other traumatic events in a sample of
women (N = 553) using a partial least squares approach to multiple regression and structural equation modeling. 

Results indicated that in general childhood trauma was the strongest predictor of CPTSD symptoms. However, when we analyzed specific aspects of child abuse,
child neglect, and IPV, we found that childhood emotional abuse was the primary predictor of CPTSD symptoms over and above the effects of other traumatic life
events, with sexual and emotional IPV also having small effects. These results highlight the salient effects of childhood emotional trauma on CPTSD symptoms
among women, underscoring the importance of assessing for this in women presenting for treatment of CPTSD.

RELATIVE EFFECTS OF CHILDHOOD TRAUMA, INTIMATE PARTNER VIOLENCE, AND OTHER TRAUMATIC LIFE EVENTS ON COMPLEX
POSTTRAUMATIC STRESS DISORDER SYMPTOMS.

https://www.sciencedirect.com/journal/european-journal-of-trauma-and-dissociation/vol/4/issue/3
https://www.sciencedirect.com/topics/neuroscience/neurofeedback
https://www.sciencedirect.com/topics/medicine-and-dentistry/eye-movement-desensitization-and-reprocessing
https://www.sciencedirect.com/topics/medicine-and-dentistry/posttraumatic-stress-disorder
https://www.sciencedirect.com/topics/neuroscience/dissociative-disorder
https://www.sciencedirect.com/topics/pharmacology-toxicology-and-pharmaceutical-science/injury
https://www.sciencedirect.com/topics/medicine-and-dentistry/neurofeedback
https://www.sciencedirect.com/topics/neuroscience/psychodynamics


WIDER LITERATURE OF INTEREST
 

FUNCTIONAL NEUROIMAGING IN PTSD: FROM DISCOVERY OF UNDERLYING MECHANISMS TO ADDRESSING DIAGNOSTIC
HETEROGENEITY

Exposure to trauma is highly common worldwide, ranging from interpersonal assaults to disasters, wars, and pandemics. Ensuing trauma-
related psychopathology is common, broad, and diverse. Although a history of traumatic events is found across a spectrum of psychiatric
disorders, including anxiety, depressive disorders, bipolar illness, and schizophrenia, posttraumatic stress disorder (PTSD) is the most
researched trauma-related psychiatric disorder over the past four decades. A 2013 World Health Organization study of 21 countries
estimated that 3.6% percent of the world’s population suffers from PTSD. In the United States, the lifetime prevalence of PTSD among
adults is estimated at 6.8%, with a current past-year prevalence of 3.5%. Military personnel, facing higher risk for trauma exposure through
combat, injury, captivity, and sexual assault, face even higher rates, reaching up to 30%.

Despite extensive research, available psychotherapies and pharmacotherapies for PTSD have shown only limited benefits. For example, for
prolonged exposure—the gold-standard PTSD treatment—nonresponse rates range from 25% to 60%, with dropout rates reaching 50% (9,
10). Similarly, few medications have been found to ameliorate PTSD, with small effect sizes. Military veterans, a highly trauma-exposed
population, benefit even less from existing treatments and have higher attrition rates. 

The cause of limited treatment efficacy in PTSD may lie not only in the treatments themselves but in the heterogeneity within the diagnosis
of PTSD. PTSD is currently defined by exposure to a wide variety of traumatic events and by a broad constellation of physical, affective,
behavioral, and cognitive symptoms. Improving the diagnostic specificity of PTSD would yield more homogeneous patient samples and
increase the likelihood of identifying clinically meaningful neurobiological markers, which could in turn serve as objective, measurable
targets for novel and specific treatments. In trying to address the problem, functional neuroimaging studies have become central to efforts
to characterize neural markers of PTSD. Commonly they include task-based functional MRI (fMRI), aiming to elucidate brain regions that are
differentially activated during processing of affective and cognitive stimuli, and resting-state fMRI (rs-fMRI) experiments, aiming to identify
brain-wide networks that are altered in psychiatric disorders. This review covers progress in these areas, highlighting current limitations and
ways to overcome them.

https://www.sciencedirect.com/journal/european-journal-of-trauma-and-dissociation/vol/4/issue/3
https://psychiatryonline.org/doi/10.1176/appi.ajp.2020.20121727#core-B9
https://psychiatryonline.org/doi/10.1176/appi.ajp.2020.20121727#core-B10


ADDITIONAL TRAUMA RESOURCES: SCREENING AND ASSESSMENT TOOLS
 

INTERNATIONAL TRAUMA QUESTIONNAIRE

‘”The International Trauma Questionnaire (ITQ) is
a brief, simply worded measure, focusing only on
the core features of PTSD and CPTSD, and
employs straightforward diagnostic rules. The
ITQ was developed to be consistent with the
organizing principles of the ICD-11, as set forth
by the World Health Organization, which are to
maximize clinical utility and ensure international
applicability through a focus on the core
symptoms of a given disorder.”

Several versions of the ITQ have been developed
and validated, dependent on the needs of the
individual being assessed. 

The ITQ can be freely accessed at:

https://www.traumameasuresglobal.com/itq

https://www.sciencedirect.com/journal/european-journal-of-trauma-and-dissociation/vol/4/issue/3


ADDITIONAL TRAUMA RESOURCES: SCREENING AND ASSESSMENT TOOLS
 

INTERNATIONAL TRAUMA QUESTIONNAIRE - CHILD AND ADOLESCENT VERSION

“The International Trauma Questionnaire Child and Adolescent Version (ITQ-CA) is a brief, simply-worded measure of PTSD and CPTSD symptoms for use with people
aged 7 to 17 years.  As with the International Trauma Questionnaire, the ITQ-CA was developed to be consistent with the organizing principles of the ICD-11, as set
forth by the World Health Organization, which are to maximize clinical utility and ensure international applicability through a focus on the core symptoms of a given
disorder”

The ITQ-CA can be freely accessed at:

https://www.traumameasuresglobal.com/itqca

https://www.sciencedirect.com/journal/european-journal-of-trauma-and-dissociation/vol/4/issue/3


ADDITIONAL TRAUMA RESOURCES: SCREENING AND ASSESSMENT TOOLS
 

INTERNATIONAL TRAUMA EXPOSURE MEASURE

“The International Trauma Exposure Measure (ITEM)
is a checklist developed to measure exposure to
several traumatic life events in a manner consistent
with the definition of trauma exposure in the 11th
version of the International Classification of
Diseases.
 
The ITEM measures exposure to 21 different
traumatic life events across different
developmental periods: childhood, adolescence,
and adulthood”
 
The ITEM can be freely accessed at: 

https://www.traumameasuresglobal.com/item

https://www.sciencedirect.com/journal/european-journal-of-trauma-and-dissociation/vol/4/issue/3
https://www.traumameasuresglobal.com/item


ADDITIONAL TRAUMA RESOURCES: SCREENING AND ASSESSMENT TOOLS
 

INTERNATIONAL ADJUSTMENT DISORDER
QUESTIONNAIRE 

“The International Adjustment Disorder
Questionnaire (IADQ) is a brief, simply-worded
measure, focusing only on the core features of
Adjustment Disorder, and employs straightforward
diagnostic rules. The IADQ was developed to be
consistent with the organizing principles of the
ICD-11, as set forth by the World Health
Organization, which are to maximize clinical utility
and ensure international applicability through a
focus on the core symptoms of a given disorder.”

The IADQ can be freely accessed at: 

https://www.traumameasuresglobal.com/iadq

https://www.sciencedirect.com/journal/european-journal-of-trauma-and-dissociation/vol/4/issue/3
https://www.traumameasuresglobal.com/iadq


ADDITIONAL TRAUMA RESOURCES: SCREENING AND ASSESSMENT TOOLS
 

INTERNATIONAL PROLONGED GRIEF DISORDER SCALE

“The WHO ICD-11 Working Group on Disorders
specifically associated with stress developed clinical
guidelines for the prolonged grief disorder (PGD)
(Maercker et al. 2013). These guidelines are structured
following the remit of the new ICD-11 to provide: a
narrative definition, to include cultural features, to
provide core symptoms and be easy to use in the clinical
setting (Reed 2010).

The IPGDS seeks to operationalize the ICD-11 definition
of PGD in a self-report questionnaire format.... The
threshold for clinical diagnosis of PGD is currently under
investigation.”

The IPGDS can be freely accessed at:

https://www.traumameasuresglobal.com/ipdgs

https://www.sciencedirect.com/journal/european-journal-of-trauma-and-dissociation/vol/4/issue/3
https://www.traumameasuresglobal.com/ipgds


ADULT TRAUMA ASSESSMENTS | INTERNATIONAL SOCIETY FOR TRAUMATIC
STRESS STUDIES

A list of clinical tools and resources for the
assessment of traumatic experiences and
related symptomology in child and adult

populations is available from the
International Society of Traumatic Stress

Studies (ISTSS) website here: 

https://istss.org/clinical-resources/

Several guidelines and materials for the
treatment of trauma in patient and staff

populations are also available on the
website:

https://istss.org/clinical-resources/trauma-
treatment/

https://www.sciencedirect.com/journal/european-journal-of-trauma-and-dissociation/vol/4/issue/3
https://istss.org/clinical-resources/
https://istss.org/clinical-resources/trauma-treatment/
https://istss.org/clinical-resources/trauma-treatment/

