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ABSTRACT
ICD-11 Complex Posttraumatic Stress Disorder (CPTSD) is 
a disorder of six symptom clusters including reexperiencing, 
avoidance, sense of threat, affective dysregulation, negative 
self-concept, and disturbed relationships. Unlike earlier descrip-
tions of complex PTSD, ICD-11 CPTSD does not list dissociation 
as a unique symptom cluster. We tested whether the ICD-11 
CPTSD symptoms can exist independently of dissociation in 
a nationally representative sample of adults (N = 1,020) who 
completed self-report measures. Latent class analysis was used 
to identify unique subsets of people with distinctive symptom 
profiles. The best fitting model contained four classes including 
a “low symptoms” class (48.9%), a “PTSD” class (14.7%), 
a “CPTSD” class (26.5%), and a “CPTSD + Dissociation” class 
(10.0%). These classes were related to specific adverse child-
hood experiences, notably experiences of emotional and physi-
cal neglect. The “PTSD,” “CPTSD,” and “CPTSD + Dissociation” 
classes were associated with a host of poor health outcomes, 
however, the “CPTSD + Dissociation” class had the poorest men-
tal health and highest levels of functional impairment. Findings 
suggest that ICD-11 CPTSD symptoms can occur without corre-
sponding dissociative experiences, however, when CPTSD 
symptoms and dissociative experiences occur together, health 
outcomes appear to be more severe.
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The World Health Organization’s (WHO) 11th version of the International 
Classification of Diseases (ICD-11) came into effect on January 1, 2022 (WHO,  
2019). Complex Posttraumatic Stress Disorder (CPTSD) is included in ICD-11 
alongside Posttraumatic Stress Disorder (PTSD) in the chapter on “Disorders 
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Specifically Associated with Stress”. CPTSD is a disorder of six symptom 
clusters including reexperiencing in the here and now, avoidance of trauma 
reminders, sense of current threat, affective dysregulation, negative self- 
concept, and difficulties in interpersonal relationships. The first three symp-
tom clusters are shared with PTSD, and the latter three are collectively termed 
“Disturbances in Self-Organization” (DSO). Exposure to a traumatic event, or 
series of events, is a requirement for ICD-11 PTSD and CPTSD, and proto-
typical events likely to give rise to CPTSD include child abuse, intimate 
partner violence, torture, slavery, and genocide campaigns (Reed et al., 2022; 
WHO, 2019). The defining feature of traumatic events most likely to lead to 
the full spectrum of ICD-11 CPTSD symptoms is that escape from the trauma 
is difficult or impossible. Since the publication of the proposed description of 
ICD-11 CPTSD nearly a decade ago (Maercker et al., 2013), a substantial body 
of evidence has accumulated in support of its construct validity (Brewin et al.,  
2017; Redican et al., 2021). Various studies suggest that approximately 4–8% of 
the general adult population meet diagnostic requirements for ICD-11 CPTSD 
(Cloitre et al., 2019; Hyland, Karatzias, et al., 2020, 2021), and that the disorder 
is common in clinical samples (Cloitre et al., 2021; Murphy et al., 2021; 
Vallières et al., 2018).

The ICD-11 model of CPTSD differs from prior descriptions of complex 
PTSD including Herman’s (1992) formulation, the ICD-10 diagnosis of 
“Enduring Personality Change After Catastrophic Experience,” and the DSM- 
IV appendix diagnosis of “Disorder of Extreme Stress Not Otherwise 
Specified” in several ways that have contributed to its success. These include 
the fact that ICD-11 CPTSD has a simple and well-defined set of essential 
features, that diagnosis is defined by the presenting symptoms rather than the 
nature of the trauma, that core PTSD symptoms are a requirement, and that 
functional impairment is necessary for diagnosis (Brewin, 2020). One notable 
difference between earlier formulations of complex PTSD and ICD-11 CPTSD 
relates to dissociation. In pre-ICD-11 descriptions of complex PTSD, dissocia-
tion was identified as a core feature of the condition (J. D. Ford & Courtois,  
2009; Herman, 1992). In ICD-11, dissociative experiences are part of the 
overall symptom profile (i.e., dissociative flashbacks within the reexperiencing 
cluster and emotional numbing within the affective dysregulation cluster), but 
there is no distinct dissociation symptom cluster. Thus, dissociation is not part 
of the essential requirements for a diagnosis of ICD-11 CPTSD.

Dissociation involves the temporary or prolonged absence of normal inte-
gration of psychological phenomena manifesting in a variety of ways including 
pathological absorption, trauma-related amnesia, identity disturbances, unex-
plained physical pain, depersonalization, and derealization (Moskowitz, n.d..). 
Dissociation is positively correlated with history of trauma exposure, and 
much like ICD-11 CPTSD, exposure to traumatic events from which escape 
is difficult or impossible is most likely to lead to dissociation (Bailey & Brand,  
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2017; Briere et al., 2008; Cloitre et al., 2009). A meta-analysis of 65 studies 
including 7,352 people found that dissociation was most common in survivors 
of childhood abuse and childhood neglect, and levels of dissociation were 
highest amongst those who had experienced childhood physical abuse and 
childhood sexual abuse (Vonderlin et al., 2018). In their analysis of the World 
Mental Health Survey data, Stein et al. (2013) found that two adverse child-
hood experiences – parental mental illness and family violence – were inde-
pendently associated with a dissociative subtype of PTSD. Jowett et al. (2021) 
also reported that dissociation mediates the relationship between traumatic 
life events in childhood and the presence of ICD-11 CPTSD symptom clusters.

In a landmark paper published a decade ago, Dalenberg and Carlson (2012) 
discussed the various ways in which dissociation might be related to DSM-IV 
PTSD, namely as a mediator in the relationship between trauma and PTSD, as 
a moderator of the relationship between trauma and PTSD, as a comorbid 
outcome of trauma alongside PTSD, as a component of PTSD, or as a subtype 
of PTSD. Following a review of the literature they concluded that the evidence 
most strongly supported conceptualizing dissociation as a component of 
DSM-IV PTSD or as a subtype of DSM-IV PTSD. Subsequently, the DSM-5 
included a dissociative subtype of PTSD (i.e., PTSD plus symptoms of deper-
sonalization or derealization), and various studies suggest that approximately 
one-in-five people that meet diagnostic criteria for DSM-5 PTSD satisfy 
requirements for the dissociative subtype (Hansen et al., 2017; Stein et al.,  
2013).

Theoretical accounts of how dissociation is related to ICD-11 CPTSD have 
not been published, but several studies have explored how these constructs are 
related (Bondjers et al., 2019; Elklit et al., 2014; Hyland, Karatzias, et al., 2020; 
Møller et al., 2021). Two consistent findings have emerged. One is that those 
meeting diagnostic criteria for ICD-11 CPTSD (or those with a symptom 
profile reflecting ICD-11 CPTSD) have higher levels of dissociation than 
those meeting diagnostic criteria for ICD-11 PTSD or no diagnosis (or those 
with a symptom profile reflecting ICD-11 PTSD or neither disorder). The 
other is that the ICD-11 CPTSD symptom clusters of reexperiencing in the 
here and now, affective dysregulation, and disturbed relationships are most 
strongly associated with dissociation.

Given that dissociation and ICD-11 CPTSD share a key etiological risk 
factor (i.e., exposure to trauma from which escape is difficult or impossible), 
that dissociation is prominent among those who meet diagnostic requirements 
for ICD-11 CPTSD, and that dissociation was once considered a core feature of 
complex PTSD, it raises the question of whether dissociation should be 
considered a core component of ICD-11 CPTSD. If, as ICD-11 describes, 
dissociation is not a core component of CPTSD then researchers should seek 
to understand how dissociation relates to this disorder (e.g., as a mediator, 
moderator, or comorbid response to trauma). However, if the ICD-11 model 
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of CPTSD is incorrect, and dissociation is a core but unrecognized component 
of the disorder, this would have serious implications for accurate diagnosis 
and effective treatment planning. Consequently, the primary objective of this 
study is to test whether dissociation and ICD-11 CPTSD are empirically 
distinguishable.

A mixture-modeling approach will be used to identify the optimal number 
of discrete latent classes required to explain the covariation between ICD-11 
CPTSD symptoms and a range of dissociative experiences. Assuming the ICD- 
11 formulation of CPTSD is accurate (i.e., that dissociation is not a core 
component of CPTSD), the best-fitting model should include multiple classes 
where at least one class has elevated probabilities of all ICD-11 CPTSD features 
and correspondingly low probabilities of all dissociative features. This would 
demonstrate that ICD-11 CPTSD can occur without dissociation. However, if 
the best-fitting model includes multiple classes where each class with elevated 
probabilities of all ICD-11 CPTSD features also has elevated probabilities of 
dissociation, this would suggest that dissociation is a component of CPTSD, 
and thus represent positive evidence against the ICD-11 formulation of 
CPTSD.

Secondary aims are to explore how the resultant latent classes are associated 
with specific adverse childhood experiences, and how the classes vary across 
a range of indicators of mental health and functional impairment. Given the 
uncertainty over the latent classes that will emerge in the best fitting mixture 
model, no specific hypotheses are formulated for these secondary aims.

Methods

Participants and procedures

This study uses data collected in February 2019 from a non-probability, 
nationally representative sample of adults living in the Republic of Ireland 
(N = 1,020). These data were collected by the survey company Qualtrics, with 
participants recruited from actively managed, double-opt-in research panels 
via e-mail, text message, or in-app notifications. Quota sampling methods 
were used to recruit a sample that was representative of the general adult 
population of Ireland in terms of sex, age, and geographical distribution, as per 
Irish census data at the time (Central Statistics Office, 2016). It is important to 
note however that certain member of society (i.e., those hospitalized, in prison, 
homeless, or without access to the internet) were not eligible for inclusion in 
the study as they could not belong to a research panel. Inclusion criteria were 
that respondents were aged 18 years or older, residing in the Republic of 
Ireland, and capable of completing the survey in English. Participants were 
remunerated by Qualtrics, and informed consent was obtained from all parti-
cipants. Ethical approval was granted by the Social Research Ethics Committee 
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at Maynooth University in Ireland (SRESC-2019-001). Sociodemographic 
characteristics of the sample are presented in Table 1.

Materials

Primary measures
ICD-11 CPTSD. The International Trauma Questionnaire (ITQ: Cloitre et al.,  
2018) is a self-report measure capturing all diagnostic criteria for ICD-11 
PTSD and CPTSD. Participants completed the ITQ in relation to their worst 
traumatic life event, as identified using the International Trauma Exposure 
Measure (Hyland, Karatzias, et al., 2021). There are 12 items measuring the six 
symptom clusters of reexperiencing in the here and now, avoidance, sense of 
current threat, affective dysregulation, negative self-concept, and disturbed 
relationships. Each symptom cluster is measured using two items, and all 
items use a five-point Likert scale ranging from 0 (Not at all) to 4 
(Extremely). A symptom is present based on a response of ≥ 2 (Moderately) 
on the Likert scale. Diagnostic rules for ICD-11 CPTSD require that at least 
one symptom is present from each cluster. The psychometric properties of the 
ITQ are well supported (Redican et al., 2021), and the internal reliability of the 
scale scores in this sample was excellent (α = .93).

Table 1. Sociodemographic Characteristics of the Sample (N  
= 1,020).

% n

Sex
Female 51.0 520
Male 49.0 500
Age group (years)
18–24 12.3 125
25–34 20.2 206
35–44 23.5 240
45–54 19.1 195
55–64 14.1 144
65+ 10.8 110
Birthplace
Ireland 70.3 717
Region of Ireland
Leinster 53.9 550
Munster 26.9 274
Connaught 13.5 138
Ulster 5.7 58
Highest Education
Did not complete secondary school 7.1 72
Completed secondary school 39.2 400
Undergraduate degree 36.9 376
Postgraduate degree 16.9 172
Employment status
Full-time employed 45.8 467
Part-time employed 17.8 182
Not in employment, seeking work 8.6 88
Not in employment, not seeking work 27.7 283
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Dissociation. The ten-item dissociation subscale of the Trauma Symptom 
Inventory-2 (Briere, 2011) was used to measure dissociative experiences. 
Items include “feeling like you were in a dream,” “feeling like you were outside 
your body,” “feeling like things weren’t real,” “spacing out,” “finding yourself 
some place and not knowing how you got there,” “people saying you don’t pay 
enough attention to what’s going on around you,” “feeling like there were two 
or more people inside you,” “not feeling like your real self,” “having trouble 
remembering the details about something bad that happened to you,” and 
“feeling like you were watching yourself from far away.” Respondents were 
asked to report how frequently they had each experience in the last six months 
using a four-point Likert scale including response options Never (0), Rarely 
(1), Sometimes (2), and Often (3). The psychometric properties of the TSI-2 
have been well supported (Godbout et al., 2016). We used confirmatory factor 
analysis with weight least squares mean- and variance-adjusted estimation to 
test the unidimensional structure of these items in the current sample. This 
model had acceptable fit to the sample data (χ2 (35) = 343.05, p < .001; CFI  
= .98; TLI = .98; RMSEA = .09; SRMR = .03), and all items loaded significantly 
(p < .001) and strongly (factor loadings ranged from .74 to .90) on to the latent 
factor. The internal reliability of the scale scores was excellent (α = .92).

Secondary measures
Adverse childhood experiences (ACEs). The Adverse Childhood Experiences 
Questionnaire (ACE-Q; Felitti et al., 1998) measures exposure to ten events 
occurring before the age of 18. All items were answered on a “Yes” (1) or “No” 
(0) basis. The measure is widely used and multiple studies with adult samples 
have demonstrated that the ACE-Q produces reliable and valid scale scores 
(e.g., D. C. Ford et al., 2014). The internal reliability of the scale scores in this 
sample was good (α = .79).

Depression and general anxiety. Participants completed the Patient Health 
Questionnaire-9 (PHQ-9: Kroenke et al., 2001) and the Generalized Anxiety 
Disorder 7-item Scale (GAD-7: Spitzer et al., 2006). These measures ask 
participants to indicate how often they have been bothered by each symptom 
over the last two weeks using a four-point Likert scale ranging from 0 (Not at 
all) to 3 (Nearly every day). Total scores range from 0–27 and 0–21 on the two 
measures, respectively. Both measures have been shown to produce reliable 
and valid scores in general population surveys (Hinz et al., 2017; Shin et al.,  
2020). The PHQ-9 (α = .93) and GAD-7 (α = .94) had excellent internal relia-
bility in this sample.

Psychosis. A modified version of the seven-item Adolescent Psychotic-like 
Symptom Screener (APSS: Kelleher et al., 2011) was used. Items include 
“Some people believe that their thoughts can be read by another person. Have 
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other people ever read your mind?” and “Have you ever felt you were under the 
control of some special power?” Participants first indicated how often they had 
each experience on a four-point Likert scale (Never, Sometimes, Often, and 
Nearly Always), and then how distressed they were by each experience, also on 
a four-point Likert scale (Not distressed, A bit distressed, Quite distressed, and 
Very distressed). A “symptom” of psychosis was present if (a) the frequency 
was rated as Sometimes or above, and (b) the distress was rated as A bit 
distressed or more. The summed score ranges from 0–7 with higher scores 
reflecting greater symptomatology. Kelleher et al. (2011) reported that APSS 
scores detected those with clinical interview verified psychotic experiences 
with a sensitivity of 70% and a specificity of 83%. The internal reliability of the 
seven psychosis symptoms in this sample was good (α = .88).

Somatization. The ten-item somatization subscale of the Trauma Symptom 
Inventory-2 (Briere, 2011) was used. As with the dissociation items, respon-
dents indicated how frequently they had each experience (e.g., aches or pains, 
dizziness, lower back pain) in the last six months along a four-point Likert 
scale with the response options Never (0), Rarely (1), Sometimes (2), and Often 
(3). The internal reliability of the somatization scale scores in this sample was 
good (α = .87).

Functional impairment. The five-item Work and Social Adjustment Scale 
(WSAS: Mundt et al., 2002) assesses perceived impairments across five 
domains of work, home management, social leisure activities, private leisure 
activities, and relationships with others. Participants were asked to rate their 
agreement that their feelings affect their ability to engage in each activity on 
a seven-point Likert scale ranging from 1 (Strongly agree) to 7 (Strongly 
disagree). Scores range from 5–35 with lower scores indicating greater impair-
ment. The WSAS has been shown to provide reliable and valid scores 
(Jansson-Fröjmark, 2014), and the internal reliability of the scale scores in 
this sample was excellent (α = .92).

Healthcare utilization. Participants were asked to indicate how many times in 
the last 12 months they had visited their general practitioner (G.P.), how many 
times in the last 12 months they had visited a mental health professional such 
as a psychiatrist, clinical psychologist, or therapist, how many different med-
ications they had been prescribed in the last 12 months, and how many times 
they had visited a hospital for treatment in the last 12 months.

Data analysis
The analytic plan for this study involved several steps. First, latent class 
analysis (LCA) was used to determine the optimal number of classes based 
on responses to the ICD-11 CPTSD and dissociation items. To keep the 
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observed variables to a manageable number, six binary items representing 
whether participants met the diagnostic requirement for each of ICD-11 
CPTSD symptom clusters were used (i.e., one of two symptoms were present 
for the six symptom clusters). Given the use of diagnostic thresholds for the 
CPTSD items, we set the threshold for dichotomizing the dissociation items to 
be above the mid-point on the Likert such that those who responded Often (3) 
were distinguished from those who responded Never (0), Rarely (1), and 
Sometimes (2). Models with 1–6 latent classes were estimated using the robust 
maximum likelihood estimation (Yuan & Bentler, 2000). To avoid solutions 
based on local maxima, 500 random sets of starting values and 100 final stage 
optimizations were used. The relative fit of these models was assessed using the 
Akaike Information Criterion (AIC; Akaike, 1987), the Bayesian Information 
Criterion (BIC;Schwartz, 1978), and the sample-size adjusted BIC (ssaBIC; 
Sclove, 1987). In each case, the model with the lowest value is considered the 
best fitting model, and the BIC is considered the best test for detecting the 
correct number of classes (Nylund et al., 2007). Furthermore, the Lo-Mendell- 
Rubin adjusted likelihood ratio test (LMR-A; Lo et al., 2001) compares models 
with increasing numbers of classes, and a non-significant result indicates that 
the model with one less class is the preferred model. Entropy values were 
assessed to determine how accurately individuals are classified into classes 
with values closer to 1 indicating better classification.

Second, after determining the best fitting LCA model, the latent classes were 
regressed onto the ten ACE items, as well as variables representing participant 
sex (0 = males, 1 = females) and age. These analyses were carried out using the 
“R3step method” which prevents class shifts due to the inclusion of covariates 
while accounting for the classification uncertainty rate (i.e., measurement 
error) (Asparouhov & Muthén, 2014). Adjusted odds ratios (AORs) with 
95% confidence intervals were computed to represent the independent asso-
ciations between each predictor variable and membership of the classes.

Finally, the “BCH method” was used to compare the latent classes across all 
mental health and functional impairment variables (Bolck et al., 2004). Mean 
differences across the latent classes were assessed using an overall Wald chi- 
square test and pairwise comparisons. All analyses were performed using 
Mplus version 8.2 (Muthén & Muthén, 2017).

Results

The fit statistics for the LCA models are presented in Table 2. The BIC results 
indicate that the best fitting model includes four latent classes. The BIC values 
declined markedly for models with one through to four classes, and then 
remained similar for the model with five classes before increasing for the 
model with six classes. Moreover, the LMR-A become statistically non- 
significant for the model with five classes suggesting no improvement in fit 
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for the extraction of a fifth class. Inspection of the profile plots for the four- 
and five-class solutions revealed that one class in the four-class solution was 
split into two quantitatively differing classes in the five-class solution meaning 
no substantively new information was obtained by extracting an additional 
class. Thus, considering model fit, model parsimony, and model interpret-
ability, the four-class solution was deemed to be the optimal representation of 
the sample data. The entropy value for this model was .84 suggesting good 
classification of participants to the respective latent classes. The latent classes 
profiles are displayed in Figure 1.

Class 1 (48.9%) was characterized by low probabilities of endorsing all ICD- 
11 CPTSD and dissociation items. This was labeled the “Low” class. Class 2 
(14.7%) was characterized by elevated probabilities of meeting criteria for 
reexperiencing in the here and now, avoidance, and sense of current threat, 
and low probabilities of all other items. This was labeled the “PTSD” class. 
Class 3 (26.5%) was characterized by elevated probabilities of meeting criteria 
for the six ICD-11 CPTSD symptom clusters and low probabilities of 

Table 2. Latent Class Analysis Fit Statistics for Complex PTSD and Dissociation.
Classes Log likelihood AIC BIC ssaBIC LMR-A (p) Entropy

1 −6345.601 12723 12802 12751 – –
2 −5188.598 10443 10605 10500 2294.52 (<.001) .85
3 −4887.676 9875 10121 9962 596.78 (<.001) .87
4 −4813.046 9760 10090 9877 148.00 (.003) .84
5 −4753.976 9675 10089 9823 117.15 (.053) .83
6 −4707.302 9616 10114 9793 92.56 (.063) .83

AIC: Akaike Information Criterion, BIC: Bayesian Information Criterion (BIC), ssaBIC: sample-size adjusted BIC, (LMR-A): 
Lo-Mendell-Rubin adjusted likelihood ratio test. Best fitting model in bold.

Figure 1. Latent Class Profiles of Complex PTSD and Dissociation.
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endorsing all dissociation items. This was labeled the “CPTSD” class. Finally, 
Class 4 (10.0%) was characterized by high probabilities of meeting the criteria 
for the six ICD-11 CPTSD symptom clusters and elevated probabilities of 
endorsing all dissociation items. This was labeled the “CPTSD + Dissociation” 
class.

The latent classes were regressed on to the ten ACE events, plus gender and 
age, with the “Low” class set as the reference category (see Table 3). 
Membership of the “PTSD” class was associated with emotional neglect 
(AOR = 2.76) and mental illness at home (AOR = 2.11). Membership of the 
“CPTSD” class was also associated with emotional neglect (AOR = 5.09) and 
mental illness at home (AOR = 2.24). Membership of the “CPTSD +  
Dissociation” class was associated with verbal abuse (AOR = 2.83), emotional 
neglect (AOR = 3.26), and mental illness at home (AOR = 3.74). Older age was 

Table 3. Correlates of Class Membership.
Class 2: PTSD Class 3: CPTSD Class 4: CPTSD+D

AOR (95% CI) AOR (95% CI) AOR (95% CI)

Sex (Females) 1.39 (.84, 2.30) 1.46 (.98, 2.18) 1.68 (.96, 2.95)
Age .99 (.97, 1.01) .96 (.95, .97) .94 (.91, .96)
ACE1: Verbal abuse 1.72 (.83, 3.56) 1.35 (.71, 2.55) 2.83 (1.32, 6.06)
ACE2: Physical abuse 1.16 (.56, 2.41) 1.32 (.70, 2.51) 1.02 (.49, 2.11)
ACE3: Sexual abuse 1.69 (.82, 3.48) 1.74 (.95, 3.16) 1.83 (.90, 3.74)
ACE4: Emotional neglect 2.76 (1.39, 5.46) 5.09 (3.10, 8.36) 3.26 (1.68, 6.30)
ACE5: Physical neglect 1.42 (.47, 4.29) 1.42 (.61, 3.35) 2.34 (.99, 5.53)
ACE6: Divorce/separation 1.31 (.62, 2.79) .90 (.50, 1.61) .58 (.30, 1.13)
ACE7: Domestic violence .81 (.27, 2.42) 1.20 (.55, 2.63) 1.65 (.71, 3.83)
ACE8: Alcohol/drugs 1.04 (.56, 1.91) 1.15 (.69, 1.92) 1.44 (.77, 2.70)
ACE9: Mental illness 2.11 (1.08, 4.12) 2.24 (1.32, 3.80) 3.74 (2.02, 6.94)
ACE10: Prison 1.68 (.51, 5.51) 1.94 (.73, 5.12) 1.88 (.61, 5.84)

Reference class for all analyses is Class 1 (the “Low” class); AOR (95% CI) = adjusted odds ratio with 95% 
confidence intervals.

Table 4. Tests of Mean Differences Across Latent Classes (N = 1,020).
Depression Anxiety

Psychosis Somatization WSAS GP MH Rx Hospital

C1: Low 2.85 1.97 .21 6.79 27.90 2.27 0.19 2.13 .81
C2: PTSD 5.96 5.55 .87 11.15 23.00 2.54 0.53 2.35 .74
C3: CPTSD 11.82 9.36 1.20 12.26 17.43 2.54 1.37 2.64 .74
C4: CPTSD+D 16.63 14.04 2.69 17.32 15.67 3.18 2.30 3.20 1.95
Overall χ2 699.61*** 735.31*** 157.77*** 336.09*** 419.83*** 12.83** 79.17*** 15.84** 11.87**
Pairwise χ2

C1 vs. C2 29.42*** 45.96*** 12.13*** 44.62*** 27.86*** 1.14 3.38 0.61 .10
C1 vs. C3 341.32*** 325.97*** 49.69*** 116.08*** 293.31*** 2.38 36.78*** 5.20* .22
C1 vs. C4 357.46*** 390.93*** 93.25*** 238.31*** 201.53*** 11.27** 34.18*** 12.54*** 1.79**
C2 vs. C3 61.73*** 32.41*** 1.94 1.96 29.14*** .00 9.06** 0.68 .00
C2 vs. C4 144.01*** 119.97*** 34.19*** 50.32*** 40.98*** 3.54 19.33*** 4.92* 9.96**
C3 vs. C4 3.75*** 41.09*** 25.35*** 39.71*** 3.38 4.50* 4.93* 2.56 1.99**

statistical significance *p < .05, **p < .01, ***p < .001; GP = General practitioner visits; MH = Mental health visits; Rx =  
number of prescriptions in the last year; overall Wald χ2 tests have three degrees of freedom; pairwise χ2 tests have 
one degree of freedom.
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associated with lower odds of membership of the “CPTSD” (AOR = 0.96) and 
“CPTSD + Dissociation” (AOR = 0.94) classes.

The four latent classes were compared across all mental health and func-
tional impairment variables (see Table 4). The four classes significantly dif-
fered on all measures. Focusing on the pairwise comparisons between the 
“CPTSD + Dissociation” and “CPTSD” classes, the former had significantly 
higher levels of depression, anxiety, psychosis, and somatization, and reported 
more visits to the GP, a mental health professional, and to the hospital in the 
last 12 months.

Discussion

The primary aim of this study was to test whether ICD-11 CPTSD symptoms 
were empirically distinguishable from dissociation in a large general popula-
tion sample. Our findings suggest that ICD-11 CPTSD symptoms can occur 
without dissociative experiences, however, a notable minority of people with 
ICD-11 CPTSD symptoms also showed elevated dissociative experiences. 
These findings provide tentative support for the conceptual and diagnostic 
model of CPTSD in ICD-11, while also indicating that dissociation is likely to 
co-occur with CPTSD for many people.

Additional aims included investigating associations between the latent 
classes and specific adverse childhood experiences as well as a range of 
indicators of mental health and functional impairment. We found that mem-
bership of the “PTSD,” “CPTSD,” and “CPTSD + Dissociation” classes were 
uniquely associated with a history of emotional neglect and growing up in 
a home with a household member that was mentally ill or had attempted 
suicide. Additionally, membership of the “CPTSD + Dissociation” class was 
also uniquely associated with a history of parental verbal abuse. Meta-analytic 
results previously showed that neglect during childhood is strongly associated 
with dissociation (Vonderlin et al., 2018), and that history of family violence 
and living with a household member with mental illness is uniquely associated 
with dissociative PTSD, as per the DSM-IV description (Stein et al., 2013). Our 
results add to these findings by highlighting the importance of early-life 
neglect and an unstable family environment for both ICD-11 CPTSD and 
dissociation. Theoretically, it has been suggested that children exposed to these 
types of inescapable and ongoing abuses from a parent or caregiver experience 
dissociation as a means of avoiding emotional distress and maintaining 
attachment with their caregivers (Bailey & Brand, 2017; Liotti, 1992; 
Nijenhuis et al., 1998). Fearful attachments have been found to correlate 
with both ICD-11 CPTSD symptoms (Karatzias et al., 2021) and dissociation 
(Simeon & Knutelska, 2022), and thus may be a useful clinical target for those 
people experiencing ICD-11 CPTSD and corresponding dissociation.
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Those belonging to the “PTSD,” “CPTSD,” and “CPTSD + Dissociation” 
classes all reported poorer mental health and more impairments in their daily 
lives than those in the “Low” class. Notably, however, those in the “CPTSD +  
Dissociation” class had the poorest mental health and the highest levels of 
impaired functioning. Individuals with ICD-11 CPTSD symptoms and perva-
sive dissociative experiences will therefore likely require additional clinical 
interventions to achieve satisfactory outcomes. It should be stressed however 
that although the existing literature indicates that there are several barriers to 
treatment for those with dissociation in clinical practice (Nester et al., 2022), 
there are several programs including those with a trauma-focused component, 
that have demonstrated success in the resolution of dissociative symptoms co- 
occurring with PTSD and complex PTSD symptoms (Hoeboer et al., 2020). 
Research on how best to engage and treat patients with dissociation and what 
type of treatment will produce the best outcomes for this population is needed. 
The results of this investigation are helpful. They provide evidence that 
different kinds of dissociative symptoms, as represented in reexperiencing 
symptoms, emotional numbing or depersonalization/derealization, are orga-
nized differently in the diagnosis. This may have clinical implications regard-
ing the translation of the identified symptom profile to optimal treatment 
interventions and engagement efforts.

There are several limitations with this study which should be noted. The 
first relates to the nature of “dissociation.” Dissociation tends to be defined 
and measured quite differently across studies (Nijenhuis & van der Hart,  
2011), and there are debates as to what constitutes “normal” and “abnor-
mal” dissociation. The measure of dissociation used in this study was 
designed as a global measure capturing a variety of dissociative experiences 
that may be considered more common (i.e., derealization) or less common 
(i.e., fugue states and identity disruption) following trauma. Replicating 
these findings with measures specifically designed to capture clinical man-
ifestations of dissociation, including dissociative identity disorder, will be 
beneficial. Second, the use of a self-report measure of dissociation may be 
considered a limitation. For those experiencing dissociation, it may be 
challenging to accurately report on the frequency of their dissociative 
experiences. Measurement challenges like this will also exist with clinician- 
administered measures but replication with alternative measurement 
approaches is recommended. Third, these findings were derived from 
a non-clinical, general population sample. Since our sampling methodology 
could not include persons that were hospitalized, imprisoned, homeless etc. 
at the time of data collection, and it is precisely these people that may be 
more likely to have co-occurring ICD-11 CPTSD and dissociative experi-
ences, it is possible that our recruitment method underrepresented those 
individuals in society with the highest likelihood of belonging to the 
“CPTSD + Dissociation” class. Future research with clinical and vulnerable 
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samples will be required to determine whether ICD-11 CPTSD symptoms 
can manifest independently of dissociation among those in the population 
experiencing high levels of psychological distress. Relatedly, replication 
with samples characterized by high levels of chronic, early life trauma 
would be useful given that this is an etiological risk factor for both 
dissociation and ICD-11 CPTSD. Fourth, LCA requires the dichotomization 
of items into binary variables and the categorization point we selected in 
this study for the dissociation items was somewhat arbitrary. We selected 
responses above the mid-point on the Likert scale to try and capture 
a “clinical” threshold, but this inevitably raises doubts about the reliability 
of the reported results. Much more research is needed before any strong 
conclusions should be drawn about the separability of ICD-11 CPTSD and 
dissociation.

In conclusion, the findings from this study suggest that ICD-11 CPTSD 
symptoms can exist independently of dissociation. Nevertheless, for 
a substantial minority of people with ICD-11 CPTSD symptoms, dissociation 
co-occurs, and this co-occurrence of symptoms is associated with more severe 
and debilitating health profiles. Future work with longitudinal designs will be 
required to understand how ICD-11 CPTSD and dissociation symptoms 
emerge and potentially influence one another after trauma exposure.
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