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Thesis Portfolio Abstract 

A separate dissociative subtype of post-traumatic stress disorder (PTSD-DS) has been 

described in the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders. 

It has been suggested that PTSD-DS represents a small proportion of individuals with 

PTSD and may be a more pathological and severe subtype, however, there has been 

limited investigation of this subtype, especially in children, following various forms of 

traumatic experience. A systematic review and meta-analysis were conducted, synthesising 

the current evidence relating to point prevalence of a PTSD-DS in children and adults (as a 

proportion of those with PTSD). In addition, empirical analysis was conducted of pre-

existing data from two longitudinal studies of children and adolescents; one in which they 

had experienced a single-event trauma, the second in which they were under the care of a 

local authority and had experience of abuse or neglect. Meta-analysis of 49 studies (53 

samples; N = 8214) estimated the point prevalence of PTSD-DS in children and adults to 

be 38.1% (95% CI 31.5–45.0%). Prevalence of PTSD-DS was significantly higher for 

children compared to adults, and when prevalence was determined by diagnostic or clinical 

cut-off methods compared to latent class and profile analyses (exploratory methods that 

determine hidden groups based on the means of categorical and continuous variables 

respectively). Results of the empirical study found that: PTSD-DS was common in 

children with PTSD, early PTSD-DS showed similar natural recovery to early PTSD, and 

PTSD-DS was predictive of later PTSD following single-event trauma. Dissociation did 

not appear to be an important factor in post-traumatic stress symptoms or functional 

impairment following single- or multi-event trauma. The results of both studies suggest 

that PTSD-DS is relatively common, especially in children. PTSD-DS may offer little 

clinical utility to the extant PTSD diagnosis, and dissociation may simply be a typical part 

of the PTSD presentation in children. Further research is warranted into PTSD-DS 

following different forms of trauma and in larger samples of participants with this subtype. 
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Chapter 1. Introduction to the Thesis Portfolio 

Janet (1907) posited a link between traumatic experience and dissociative 

symptoms over 100 years ago, and furthermore Freud (1962) suggested that dissociation 

might be a defence mechanism against the overwhelming affect associated with childhood 

trauma, particularly sexual abuse. Dissociative symptoms, in the context of dissociative 

disorders, can be thought of as “a disruption of and or discontinuity in the normal 

integration of consciousness, memory, identity, emotion, perception, body representation, 

motor control, and behavior” from a contemporary understanding of psychopathology 

[American Psychiatric Association (APA), 2012, p. 291]. Alternatively, the fifth edition of 

the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) define dissociation as 

“the splitting off of clusters of mental contents from conscious awareness… often a result 

of psychic trauma, dissociation may allow the individual to maintain allegiance to two 

contradictory truths while remaining unconscious of the contradiction” (APA, 2013, p. 

280). This second definition of dissociation is more appropriate in the context of a 

diagnosis of post-traumatic stress disorder (PTSD), as dissociation often takes a relatively 

mild to moderately severe form that can still be disruptive and cause functional 

impairment; however, it may not be as pervasive and debilitating as in dissociative 

disorders (Ginzburg et al., 2009; Waelde et al., 2009). After all, dissociation spans a broad 

range of different experiences; from slight lapses in awareness that are considered typical, 

to distorted self-perception as might be seen in individuals with the dissociative subtype of 

PTSD (PTSD-DS), to marked dissociation from identity that one might expect in 

individuals with dissociative identity disorder (Carlson et al., 2012). Some have argued 

that dissociation should not be considered a pathological response (Horowitz, 1986); a 

theory tested by Sterlini and Bryant (2002) who showed that following a significant 

stressor (skydiving from a plane), significant levels of dissociation were elicited in healthy 

adults where the frequency of dissociation was comparable to that seen in clinical 
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populations. Perhaps then dissociation is a normal and natural experience following a 

variety of different events, even including those that can be considered non-traumatic. 

PTSD was first described in the third edition of DSM-III (APA, 1980) as an anxiety 

disorder. In DSM-5, PTSD is classified as a trauma- and stressor-related disorder, and 

individuals who endorse the required number of symptoms in the domains of intrusion, 

avoidance, negative alterations in cognitions and mood, and alterations in arousal and 

reactivity, following a traumatic event meet the criteria for a diagnosis of PTSD (APA, 

2013). Also stipulated in the DSM-5 are the criteria required for a diagnosis of the PTSD-

DS where, in addition to first meeting the criteria for PTSD, individuals must also show 

symptoms of depersonalisation and or derealisation. Depersonalisation involves “persistent 

or recurrent experiences of feeling detached from, and as if one were an outside observer 

of, one’s mental processes or body” (APA, 2013, p. 272), and invokes a distorted 

perception of self, of various parts of one’s body, and of one’s feeling of agency (Carlson 

et al., 2012). Derealisation takes the form of “persistent or recurrent experiences of 

unreality of surroundings” (APA, 2013, p. 272), and refers to a distorted perception of 

one’s surroundings and context, objects, and events (Carlson et al., 2012). 

The trauma model of dissociation suggests that dissociation follows trauma and 

psychological adversity, as a way distancing oneself emotionally, cognitively, 

physiologically, and behaviourally (Nijenhuis et al., 1998; Putnam, 1985; 1997; Spiegel, 

1984; Spiegel & Cardeña, 1990; van der Kolk, 1987; van der Kolk & van der Hart, 1989), 

and is a common reaction (Bryant, 2007). The salience of these dissociative responses fade 

with time in individuals that recover, and a reduction in functional impairment is 

experienced (Dalenberg & Carlson, 2012). In individuals who do not recover, conditioning 

to trauma related stimuli may illicit a similar response to that of the time of trauma, for 

example further dissociation (Dalenberg & Carlson, 2012). Whilst these responses may not 

be intentional, any deliberate effort of the individual to avoid reminders of the trauma may 

only serve to reinforce the dissociative responses (Dalenberg & Carlson, 2012). The 
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review of Dalenberg, Brand et al. (2012) examined the wider literature on the trauma 

model of dissociation and concluded that there was strong evidence to support it.  

Due to increased interest in dissociation in the context of trauma and post-traumatic 

stress, other models have been put forward to further explain the link between PTSD and 

dissociation, for example the Fantasy Proneness, Mediation, and Comorbidity Models (see 

Dalenberg & Carlson, 2012 for more detail and empirical evidence for and against each 

model). The Component and Subtype Models posit dissociation as just one component of 

the post-traumatic stress response (Dalenberg & Carlson, 2012). In the Component Model 

specifically, dissociation forms an integrated part of the clustered symptoms that increase 

the likelihood of PTSD but is not necessarily present in every case of PTSD, much like 

other PTSD symptoms. Here, dissociation symptoms include re-experiencing (for example, 

feeling as if the event was re-occurring) and avoidance or distancing (for example, 

memory fragmentation, depersonalisation, and derealisation). The Subtype Model, by 

contrast, assumes that increased levels of dissociation change the symptomology of the 

PTSD itself, and that the subtype is related to specific clinical characteristics and 

comorbidities that differ from that of ‘classic’ PTSD (Dalenberg & Carlson, 2012). 

Therefore, this suggests that there may be a subset of individuals that have a subtype of 

PTSD that is phenomenologically different which presents with its own epidemiological 

features (see Schiavone et al., 2018 for a review). It has been suggested that a more 

dissociative presentation has a more severe presentation overall (Armour, Elklit et al., 

2014), with increased associated self-harming behaviours, suicidality, and disordered 

eating (Briere et al., 2010; Carlson et al., 2013). Additionally, there is neurobiological 

evidence for a dissociative subtype of PTSD where, broadly, individuals who dissociate 

following a trauma tend to show less brain activity in regions associated with fear (namely, 

the amygdala) and more activity in regions associated with emotion regulation (namely, 

the anterior cingulate cortex; Schiavone et al., 2018). PTSD-DS is also associated with 

differences in brain structure and function in areas involved in sensory integration and self-
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perception (see Schiavone et al., 2018). Therefore, there is compelling evidence that 

provides support to the Subtype Model. 

Dalenberg and Carlson (2012) were correct when they stated that “the inclusion of 

dissociative symptoms in the diagnostic criteria would result in an expansion of empirical 

research” (p. 558), as the Subtype Model of dissociation has received significant attention 

following the creation of the PTSD-DS diagnosis in the DSM-5 (Hansen et al., 2017; 

Schiavone et al., 2018). The DSM-5 criteria for PTSD have been criticised by many 

(Friedman et al., 2016; Hoge et al., 2016). Specific criticism concerns how PTSD criteria 

already take dissociative experiences into account (Ross, 2021), specifically the intrusion 

criterion “dissociative reactions (e.g., flashbacks) in which the individual feels or acts as if 

the traumatic event(s) were recurring’’ (APA, 2013, p. 271), and the negative alterations in 

cognitions and mood criterion “inability to recall an important aspect of the traumatic 

event(s)” (APA, 2013, p. 271). A second criticism surrounds the domains of dissociation 

chosen as necessary criteria in order to achieve a diagnosis of PTSD-DS according to 

DSM-5, where Ross (2021) believes that the current criteria are too narrow and should 

include other domains of dissociation. It has been suggested that dissociative amnesia 

(Wolf et al., 2017), and flashbacks (Dahal et al., 2018; Hyland et al., 2017) are common in 

individuals with PTSD, and memory disturbance, disengagement, time loss, and trance 

(Frewen et al., 2015), gaps in awareness, re-experiencing, and sensory misperception 

(Műllerová et al., 2016; Ross et al., 2018) are all associated with PTSD-DS. This criticism 

invites further research, and in part it is an aim of this thesis portfolio, to investigate 

whether the DSM-5 PTSD-DS criteria is fit for purpose and appropriate for use. 

A variety of methods have been used to identify PTSD-DS in a variety of different 

populations such as taxometric methods (Waelde et al., 2005; Waller & Ross, 1997) and 

signal detection analyses (Ginzburg et al., 2006), making it challenging to make 

comparisons between studies. More recently, latent class and profile analyses (LCA and 

LPA respectively) have been used extensively to identify and establish the prevalence of 
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PTSD-DS (Dalenberg, Brand et al., 2012). These methods determine how many classes or 

profiles of individuals statistically provide the best fit within a sample and are therefore a 

helpful way of exploring diagnostic subtypes. Other studies have rigorously used the new 

DSM-5 cluster-based criteria or validated cut-offs on measures assessing post-traumatic 

stress symptoms and dissociation. These latter techniques are less about exploring whether 

a subtype exists, but instead detail exactly how many individuals with PTSD also have 

PTSD-DS according to set criteria. Regardless of which method is used to estimate 

prevalence, there is a large degree of heterogeneity in the literature concerning both the 

prevalence and risk factors for PTSD-DS (Hansen et al., 2017), and a lack of research into 

child and adolescent PTSD-DS generally.  

The aim of this thesis portfolio is to investigate this recently defined yet poorly 

understood diagnosis to inform best practice and treatment in the future for individuals 

with dissociative PTSD. Addition of the dissociative subtype of PTSD to the DSM-5 

diagnostic criteria, criticism of its inclusion, lack of clarity around exactly how prevalent 

PTSD-DS is, and how dissociation fits into the broader picture of PTSD, all motivate 

further exploration of this subtype. The only review, to the author’s knowledge, exploring 

the prevalence of this new DSM-5 diagnosis is that of Hansen et al. (2017). However, this 

review was limited exclusively to studies utilising LCA and LPA to explore the existence 

of a dissociative subtype, and the various prevalence values were averaged without any 

weighting procedure. The point prevalence of PTSD-DS therefore warrants further 

investigation, taking account different methods of prevalence estimation and use of meta-

analysis methodology, which has the advantage of producing a weighted average of 

prevalence across a range of studies. Chapter 2 of this thesis portfolio therefore aims to 

conduct a broad and comprehensive systematic review of the literature and meta-analysis 

detailing the point prevalence of PTSD-DS.  
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Following on from this, Chapter 3 serves to bridge the gap and present theoretical 

links between the systematic review and the empirical study (Chapter 4), in the context of 

the wider literature around PTSD-DS.  

In Chapter 4, PTSD-DS will be explored further in two samples of children 

following different forms of traumatic exposure: the first being children who experienced a 

single-event trauma, and the second children who had been removed from their family 

home and were in the care of a nonbiological foster carer, kinship care, or residential care 

home following abuse or neglect. The diagnosis of PTSD-DS will be explored in these two 

samples with respect to: point prevalence, course, predictive value, severity, functional 

impairment, and characteristics, with the aim of better understanding this diagnosis in 

children following different forms of trauma.  

Chapter 5 and 6 offer the opportunity to present further methodology and results for 

both the systematic review and the empirical studies. These should be considered 

supplementary to the information presented in Chapters 2 and 4; this information not being 

included earlier due to restrictions on word count stipulated by journals for publication. 

The final chapter details an overall integrated summary of the findings from both 

the systematic review and the empirical study and offers a critical appraisal of the strengths 

and weaknesses of these studies, alongside the thesis portfolio as a whole. Both clinical 

and theoretical implications are presented, followed by considerations for suitable future 

research. Additionally, the author’s own reflections on the process of completing this 

thesis portfolio is presented. Finally, an overall conclusion to the thesis portfolio as a 

whole is given. 
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Abstract 

The dissociative subtype of post-traumatic stress disorder (PTSD-DS) was introduced in 

the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) and 

is characterised by symptoms of either depersonalisation or derealisation, in addition to a 

diagnosis of post-traumatic stress disorder (PTSD). This systematic review and meta-

analysis sought to estimate the point prevalence of current PTSD-DS, and the extent to 

which method of assessment, demographic and trauma variables moderate this estimate, 

across different methods of prevalence estimation. Studies included were identified by 

searching MEDLINE (EBSCO), PsycInfo, CINAHL, Academic Search Complete, and 

PTSDpubs, yielding 49 studies that met the inclusion criteria (N = 8214 participants). A 

random effects meta-analysis estimated the prevalence of PTSD-DS as 38.1% (95% CI 

31.5–45.0%) across all samples, 45.5% (95% CI 37.7–53.4%) across all diagnosis-based 

and clinical cut-off samples, 22.8% (95% CI 14.8–32.0%) across all latent class analysis 

(LCA) and latent profile analysis (LPA) samples, and 48.1% (95% CI 35.0–61.3%) across 

samples which strictly used the DSM-5 PTSD criteria; all as a proportion of those already 

with a diagnosis of PTSD. All results were characterised by high levels of heterogeneity, 

limiting generalisability. Moderator analyses mostly failed to identify sources of 

heterogeneity. PTSD-DS was more prevalent in children compared to adults, and in 

diagnosis-based and clinical cut-off samples compared to LCA and LPA samples. Risk of 

bias was not significantly related to prevalence estimates. The implications of these results 

are discussed further. 

Keywords:  Meta-Analysis; Prevalence; Stress Disorders, Post-Traumatic; Systematic 

Review
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Introduction 

In the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders 

[DSM-5; American Psychiatric Association (APA), 2013], post-traumatic stress disorder 

(PTSD) is classified as a trauma- and stressor-related disorder. A diagnosis is based on a 

required number of symptoms across domains of intrusion, avoidance, negative alterations 

in cognitions and mood, and alterations in arousal and reactivity. Also stipulated in DSM-5 

are the criteria required for specifying the dissociative subtype of PTSD (PTSD-DS) 

where, in addition to first meeting the criteria for PTSD diagnosis, individuals must 

endorse symptoms of depersonalisation and or derealisation. Depersonalisation involves 

“persistent or recurrent experiences of feeling detached from, and as if one were an outside 

observer of, one’s mental processes or body”, whereas derealisation takes the form of 

“persistent or recurrent experiences of unreality of surroundings” (DSM-5, 2013, p. 272).  

It has been extensively documented that persistent dissociation is linked to post-

traumatic symptomology (Carlson, Dalenberg, & McDade-Montez, 2012). The Subtype 

Model suggests that PTSD and PTSD-DS are distinct from one another (Dalenberg & 

Carlson, 2012), where PTSD-DS presents with its own epidemiological features 

(Schiavone, Frewen, McKinnon, & Lanius, 2018). Recent evidence suggests that there 

may be an association between PTSD-DS and psychopathological comorbidity and 

childhood abuse and neglect (Steuwe, Lanius, & Frewen, 2012), adult sexual abuse (Wolf, 

Miller et al., 2012), and with depression, suicidal thinking, and drug overdoses (Mergler et 

al., 2017), despite there being a large degree of heterogeneity in the literature concerning 

risk factors for PTSD-DS (Hansen, Ross, & Armour, 2017). This indicates that PTSD-DS 

may reflect a more severe form of PTSD (Zoet, Wagenmans, van Minnen, & de Jongh, 

2018), although this is not directly assessed in this present study. 

One criticism of the PTSD-DS diagnosis is that the symptoms of dissociation 

chosen as necessary criteria to achieve a diagnosis in DSM-5 are too narrow, where it is 

believed that the current criteria should also include other symptoms of dissociation (Ross, 
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2021), following evidence that dissociative amnesia (Wolf et al., 2017), and flashbacks 

(Dahal, Kumar, & Thapa, 2018; Hyland et al., 2017) are common in individuals with 

PTSD. Additionally, memory disturbance, disengagement, time loss, and trance (Frewen, 

Brown, Steuwe, & Lanius, 2015), gaps in awareness, re-experiencing, and sensory 

misperception (Műllerová, Hansen, Contractor, Elhai, & Armour, 2016; Ross, Baník, 

Dědová, Mikulášková, & Armour, 2018) are associated with PTSD-DS. However, to some 

extent, these symptoms are already captured by the existing PTSD criteria. 

Several methodologies have been used to determine the prevalence of PTSD-DS, 

with early studies using taxometric (Waelde, Silvern, & Fairbank, 2005; Waller & Ross, 

1997), and signal detection (Ginzburg et al., 2006) analyses. The prevalence of PTSD-DS 

has also been described in studies where participants were selected primarily due to a 

specific comorbid difficulty, such as substance abuse disorder or psychosis, using the 

DSM-5 diagnostic criteria (Gidzgier et al., 2019; Mergler et al., 2017; van Minnen et al., 

2016), and in studies that assessed subsyndromal PTSD (Bennett, Modrowski, Kerig, & 

Chaplo, 2015; Kerig et al., 2016; Modrowski & Kerig, 2017). Prevalence rates of PTSD-

DS have been reported in different ways; some with respect to the total number of 

participants regardless of whether the sample tested had PTSD, some were only trauma-

exposed or from a community sample, whereas other prevalence rates were with respect to 

those with PTSD. This makes it challenging to make comparisons between studies. Hansen 

et al.’s (2017) systematic review of latent class and profile analyses (LCA and LPA 

respectively) indicated that the mean prevalence of PTSD-DS was 20.4%. LCA determines 

hidden groups based on the means of categorical variables, whereas LPA does the same for 

continuous variables (Oberski, 2016). Both LCA and LPA are exploratory techniques that 

determine underlying hidden profiles or groups of individuals from observed data who 

display similar patterns of symptoms (Muthén, 2004; Oberski, 2016). The ‘best’ number of 

groups is determined by the most appropriate model fit, and whilst there are many methods 

for determining the number of classes or profiles, the two most common methods are the 
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Akaike information criterion and Bayesian information criterion (where lower values 

indicate a better fit). However, the selection of the optimal number of classes or profiles, 

and the qualitative naming of each group, remains subjective on the part of the researcher, 

which has implications for valid prevalence estimation (Hansen et al., 2017). In addition, 

Hansen et al. (2017) averaged the prevalence values despite dissociation being defined 

differently in various studies; some used the DSM-5 criteria stipulating symptoms of either 

depersonalisation or derealisation, and other studies assessed a wider spectrum of 

dissociative experiences. Finally, due to methodological constraints, there was no way of 

breaking down the heterogeneous nature of the population (Hansen et al., 2017).  

There is a need to comprehensively systematically review studies to attempt to 

establish some consensus around how prevalent PTSD-DS is in children and adults. This 

study aimed to conduct a broad meta-analysis of data from studies investigating current 

PTSD-DS to reach a reliable estimate of prevalence from studies utilising various methods 

of prevalence estimation, furthering the systematic review of Hansen et al. (2017). The aim 

was to provide greater insight into the heterogeneity that is common within participants 

with PTSD. This might lead to the development of risk factors for this particular subtype 

and help the structuring of efficacious interventions. This review will be, to the authors’ 

knowledge, the first of its kind to meta-analyse the prevalence of PTSD-DS in participants 

with PTSD, assessing moderators that affect PTSD-DS prevalence, and using studies 

utilising different methods of prevalence estimation. There is disagreement as to what 

symptoms of dissociation should be required as necessary criteria to achieve a diagnosis of 

PTSD-DS, and this review may shed further light on this debate, by comparing the 

prevalence rates of PTSD-DS when defined by depersonalisation and or derealisation, and 

when dissociation is defined more broadly (domains other than depersonalisation and or 

derealisation).  
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Method 

 The protocol for this review was pre-registered on PROSPERO (reference: 

CRD42021210902) prior to any formal review of searches.  

Search Strategy 

 Relevant studies were identified through a systematic search of the following 

databases: MEDLINE (EBSCO), PsycInfo, CINAHL, Academic Search Complete, and 

PTSDpubs. Studies included were those published from 1st January 1980, when the 

Diagnostic and Statistical Manual of Mental Disorders first defined PTSD according to 

DSM-III (APA, 1980), and before 14th February 2021 when the searches were conducted.  

 The following search terms were used for each database, processing study titles and 

abstracts only: (posttrauma* OR post-trauma* OR "post trauma*" OR PTSD OR PTSS) 

AND (dissociat* OR depersonali* OR dereali*). Medical Subject Headings (MeSH), and 

other equivalent key words for other databases, were used for each search term: “post-

traumatic stress disorder”, “post-traumatic stress”, “posttraumatic stress disorder”, 

“posttraumatic stress”, “post-traumatic stress disorder in children”, “stress disorders, post-

traumatic”, “complex PTSD”, “PTSD”, “PTSD (DSM-III)”, “PTSD (DSM-III-R)”, “PTSD 

(DSM-IV)”, “PTSD (DSM-5)”, “PTSD (ICD-9)”, “PTSD (ICD-10)”, “PTSD (ICD-11)”, 

“dissociation”, and “depersonalization”.  

The reference sections of relevant systematic reviews and meta-analyses were also 

searched to ensure studies were not missed. 

Inclusion and Exclusion Criteria 

Studies were included in this review if data were presented on the point prevalence 

of PTSD-DS following a traumatic event. In a bid to take a broad and comprehensive 

approach, the prevalence of PTSD-DS was defined as the number of participants who 

scored above a clinical cut-off on a validated measure or who met DSM diagnostic criteria 

following a clinical interview or self-report measure, or who were categorised into a 

distinct class or profile following LCA or LPA. Dissociation was defined by 
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depersonalisation and or derealisation (DSM-5 criteria), and more broadly (additionally 

inclusive of domains other than depersonalisation and or derealisation). Studies of 

participants of all ages, any sex, and from either community or clinical samples were 

included. Studies were excluded: if they were not written in English; if participants were 

selected primarily due to a specific comorbid disorder; if PTSD was assessed acutely 

within a month of the index trauma; if exclusively lifetime PTSD or PTSD-DS prevalence 

was reported; if subsyndromal PTSD was assessed only; if dissociation was triggered via 

experimental manipulation; or if studies used analyses other than LCA, LPA, diagnostic, or 

clinical cut-off method to determine the prevalence of PTSD-DS. Qualitative 

methodology, single case studies, reviews and meta-analyses were also excluded.  

Screening, Data Extraction, Coding and Synthesis 

All studies were screened, and the data extracted by the first author (WW) using a 

database which indexed the information provided in Table 1. The extracted data for all 

studies were reviewed by an independent researcher (AO), so as to reduce the likelihood of 

error (Buscemi, Hartling, Vandermeer, Tjosvold, & Klassen, 2006). Any queries were 

discussed, and agreement reached between the researchers. Wherever there was continued 

disagreement, a final decision was made by the senior researcher (RM-S). Where there was 

missing information, authors were contacted directly. 

 During data extraction, several rules were followed to ensure consistency between 

studies. Articles such as Eidhof et al. (2019), Guetta et al. (2019), and Zoet et al. (2018) 

used multiple measures for the assessment of PTSD, however in these cases the Clinician 

Administered PTSD scale (CAPS) was prioritised as it is regarded as the gold standard for 

assessing PTSD (Weathers et al., 2004). Other studies assessed multiple populations 

(Hansen, Müllerová, Elklit, & Armour, 2016; Kenny, Helpingstine, Long, & Harrington, 

2020; Wolf, Lunney et al., 2012), or used multiple analyses (Choi et al., 2017; 2019; 

Hansen, Hyland, Armour, & Andersen, 2019), and therefore these were treated separately 

in this review as individual samples. Care was taken to ensure that no dataset contributed 
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more than one data point in any one meta-analysis (where diagnostic and clinical cut-off 

samples were prioritised over LCA and LPA samples). Multiple studies investigating the 

same population were removed, retaining the study with the largest sample size. Many 

studies (Cloitre, Petkova, Wang, & Lu, 2012; Daniels, Frewen, Theberge, & Lanius, 2016; 

Swart, Wildschut, Fraijer, Langeland, & Smit, 2020; Tsai, Armour, Southwick, & Pietrzak, 

2015) reported means and standard deviations for participant age and sex in aggregated 

format, rather than for the sample as a whole. For these studies, the means and standard 

deviations were combined (Higgins & Deeks, 2008). When absolute frequencies were not 

reported, these were calculated from the reported percentage prevalence. For the LCA and 

LPA samples, only those classed as having ‘moderate’ to ‘severe’ symptomology were 

deemed to meet ‘caseness’ for PTSD and PTSD-DS. The point prevalence of PTSD-DS 

was consistently calculated as a proportion of all participants with PTSD. 

Quality Assessment and Risk of Bias 

 Two authors (WW & AO) assessed the risk-of-bias using a researcher developed 

tool based on the Assessment Tool for Observational Cohort and Cross-Sectional Studies 

(National Heart Lung and Blood Institute, 2014), and modified questions from other 

relevant prevalence and risk factor studies (Hoy et al., 2012; Munn, Moola, Riitano, & 

Lisy, 2014). The quality assessment checklist (see Appendix B) consisted of five items 

assessing how well the population and index trauma were specified, the rate of 

participation, and whether objective and standard criteria were used for the assessment of 

PTSD and PTSD-DS. Each item used a three-point scale (0-2), and the following 

categorical system was used to rate the total risk-of-bias score: 0-4 high risk/low quality, 5-

6 moderate risk/quality, 7-10 low risk/high quality, following the methodology used by 

Memarzia, Walker, and Meiser-Stedman (2021). An inter-rater reliability assessment was 

conducted for all ratings between the two raters (WW & AO) which indicated a good 

correlation on all items [intraclass correlation = 0.87, 95% confidence intervals (CI) 0.77–

0.93].  
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Meta-Analytic Method 

 The meta-analysis was conducted using R (version 4.1.1) which uses the metafor 

package (version 3.0-2; Viechtbauer, 2010). The extracted point prevalence of PTSD-DS, 

as a proportion of PTSD cases, was pooled to provide a weighted estimate of the 

prevalence of PTSD-DS overall (with 95% CI). 

 A random effects model was used given the high degree of variability expected in 

effect size between samples as it provides a broader and more conservative 95% 

confidence interval around the estimate of the prevalence.  

 Estimates of prevalence underwent an arcsin transformation to ensure that the 

confidence intervals did not fall below zero for samples where the prevalence estimate was 

low (Barendregt, Doi, Lee, Norman, & Vos, 2013); results were then back-transformed for 

ease of interpretation. 

 Cochran’s Q test (Cochran, 1954) was used to ascertain if heterogeneity within 

samples was significant. The I2 statistic (Higgins & Thompson, 2002) was used to 

determine the percentage of total variation in sample estimates that is due to between-study 

heterogeneity. 

 Moderator analyses of prevalence estimates were conducted to ascertain if sample 

characteristics impacted the prevalence estimate. These characteristics included: method of 

PTSD-DS assessment, which DSM criteria was used, participant age group, occupation, 

and the type of trauma experienced. These were included as there were multiple samples 

that allowed for these comparisons to be made. A sensitivity analysis was used to assess 

the impact of risk-of-bias on the estimated pooled prevalence. This was achieved by 

repeating the meta-analysis, excluding those samples that constituted a high risk-of-bias. 

Any differences in the moderator and sensitivity analyses were tested for clinical 

significance by meta-analytic regression.  

A funnel plot was used to assess for publication bias (Higgins & Altman, 2008), 

however this is less likely to occur in prevalence studies given there is no assessment of 
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clinical significance, and therefore it is less likely that there is a bias in levels of 

acceptance to journals (Brewin, Andrews, & Valentine, 2000). The ‘trim-and-fill’ method 

was used (Duval & Tweedie, 2000), where any missing null or weaker studies are 

estimated to improve the symmetry of the sample distribution.  

Results 

 The Preferred Reporting Items for Systematic Reviews and Meta-Analyses 

(PRISMA) diagram shows that 337 studies met the eligibility criteria following the initial 

screen of titles and abstracts (Figure 1). Full text reviews were conducted again, leading to 

49 studies being included in the meta-analysis. Four studies were split into two samples 

due to different characteristics, index traumas or analyses, leaving 53 samples included in 

this review (Table 1). Around half the samples were treatment-seeking (k = 23), and 

PTSD-focussed (a diagnosis of PTSD was an inclusion criterion; k = 22). Nine samples 

included only female participants, three samples included only males, and the rest were 

mixed or the sex was not reported. The majority of included samples were adult (k = 41); 

only five exclusively comprised children. Samples mostly originated from high-income 

countries (k = 49).  
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Figure 1 

PRISMA diagram showing the process of study identification, screening, and inclusion 

 

 

Note. n = number of studies 



THE DISSOCIATIVE SUBTYPE OF PTSD 29 

Table 1 

Included sample characteristics 

Sample 

No. Sample Location 

Population/trauma 

type 

Proportion 

female 

Age 

Method of PTSD 

assessment 

PTSD 

measure; 

DSM 

PTSD-DS measure; 

DSM-5/other 

criteria 

N 

Range Mean (SD) 

Age 

group Total PTSD 

PTSD-

DS 

1 Abu-Rus, Thompson, Naish, 

Brown, and Dalenberg (2020) 

USA General population 

(T, P) 

46% NR 37.9 (10.3) NR Diagnosis CAPS; DSM-5 CAPS; DSM-5 345 40 16 

2 Acar, Öğülmüş, and Boysan, 

(2019) 

Turkey Prisoners 3% 18-75 34.5 (9.9) Adult Diagnosis PCL†; DSM-5 DES†; other 399 237 115 

3 Armour, Elklit, Lauterbach, and 

Elhai (2014) 

Denmark Sexual assault and 

rape (T) 

100% NR 22.4 (9.4) Both LPA HTQ†; DSM-

IV 

TSC†; other 313 226 41 

4 Armour, Karstoft, and 

Richardson (2014) 

Canada Military veterans (T) 6% 24-93 54.0 (19.0) Adult LPA CAPS; DSM-

IV 

CAPS; other 432 286 59 

5 Blevins, Weathers, and Witte 

(2014) 

USA Trauma-exposed 

college students 

67% 18-32 20.2 (1.6) Adult LCA PCL-S†; DSM-

IV 

MDI†; DSM-5 541 206 65 

6 Boysan et al. (2017) Turkey Psychiatric patients 

(T, P) 

44% NR 29.0 (9.0) Adult Diagnosis CAPS; DSM-5 CAPS; DSM-5 90 30 24 

7 Briere, Scott, and Weathers 

(2005) 

USA Trauma-exposed 

community 

48% NR 45.2 (16.7) Adult Diagnosis DAPS†; DSM-

IV 

DAPS†; other 372 23 13 

8 Burton, Feeny, Connell, and 

Zoellner (2018) 

USA Chronic PTSD (P) 76% NR 37.4 (11.3) Adult LTA (expanded 

version of LPA) 

PSS-I; DSM-

IV 

DES-D†; DSM-5 200 129 24 
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Sample 

No. Sample Location 

Population/trauma 

type 

Proportion 

female 

Age 

Method of PTSD 

assessment 

PTSD 

measure; 

DSM 

PTSD-DS measure; 

DSM-5/other 

criteria 

N 

Range Mean (SD) 

Age 

group Total PTSD 

PTSD-

DS 

9 Caroppo, Lanzotti, and Janiri 

(2021) 

Italy Asylum seekers (T) 48% 18-59 25.5 (5.6) Adult Diagnosis SCID-I; DSM-

IV 

SCID-I; other 180 95 74 

10 Choi et al. (2019) USA Trauma-exposed 

adolescents (T) 

61% 12-16 14.5 (1.5) Child Diagnosis UCLA PTSD-

RI†; DSM-IV 

TSCC-A†; DSM-5 3081 734 394 

11 Choi et al. (2017) USA Trauma-exposed 

adolescents (T) 

61% 12-16 14.5 (1.5) Child LCA UCLA PTSD-

RI†; DSM-IV 

TSCC-A†; DSM-5 3081 1279 444 

12 Cloitre et al. (2012) USA Childhood sexual 

and/or physical abuse 

(P) 

100% 18-65 36.4 (9.4)§ Adult Diagnosis CAPS; DSM-

IV 

TSI†; other 104 104 28 

13 Criswell, Sherman, and 

Krippner (2018) 

USA Psychiatric patients 

(T, P) 

73% 20-65 44.0 (NR) Adult Diagnosis CAPS; DSM-5 CAPS; DSM-5 30 30 13 

14 Daniels et al. (2016) Germany Trauma-exposed 

community (P) 

61% 23-58 38.0 (11.8)§ Adult Diagnosis & 

clinical cut-off 

CAPS; DSM-

IV 

CAPS; DSM-5 59 59 15 

15 Dorahy et al. (2017) Northern 

Ireland 

Psychiatric patients 

(T, P) 

32% 19-65‡ 40.4 (12.4) Adult Diagnosis Clinical 

diagnosis; NR 

DES†; other 210 65 27 

16 Durham, Byllesby, Elhai, and 

Wang (2020) 

USA & 

Canada 

Trauma-exposed 

community 

63% 18-74 36.0 (12.7) Adult LPA PCL†; DSM-5 DES-II†; DSM-5 360 204 51 

17 Eidhof et al. (2019) Netherlands Trauma-exposed 

community (T, P) 

33% 19-83 48.8 (12.1) Adult Diagnosis CAPS; DSM-5 CAPS¶; DSM-5 320 131 31 
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Sample 

No. Sample Location 

Population/trauma 

type 

Proportion 

female 

Age 

Method of PTSD 

assessment 

PTSD 

measure; 

DSM 

PTSD-DS measure; 

DSM-5/other 

criteria 

N 

Range Mean (SD) 

Age 

group Total PTSD 

PTSD-

DS 

18 Frewen et al. (2015) Canada Probable diagnosis of 

PTSD (T) 

71% NR 33.1 (10.8) Adult LPA PCL†; DSM-5 Dissociation-TRASC 

item list†; DSM-5 

557 311 183 

19 Frewen, Zhu, and Lanius 

(2019) 

Canada Community 52% NR 36.5 (12.6) Adult Diagnosis PCL†; DSM-5 Dissociation-TRASC 

item list†; DSM-5 

418 98 41 

20 Guetta et al. (2019) USA Military veterans (P) 16% 21-75 53.8 (11.4) Adult LPA PCL, Trauma 

Assessment 

from the 

NSES; DSM-5 

CAPS¶; DSM-5 209 209 31 

21 Hansen, Hyland, and Armour 

(2016) 

Denmark Bank employees 

following robbery 

62% 20-65 42.1 (12.5) Adult LCA HTQ†; DSM-

IV 

TSC†; DSM-5 371 67 0 

22 Hansen et al. (2019) Denmark Whiplash injury 62% 18-89 37.5 (13.9) Adult Diagnosis HTQ†, TSC†; 

DSM-5 

TSC†; DSM-5 234 21 7 

23 Hansen et al. (2019) Denmark Whiplash injury 62% 18-89 37.5 (13.9) Adult LCA HTQ†, TSC†; 

DSM-5 

TSC†; DSM-5 234 27 0 

24 Hansen, Müllerová et al. (2016) Denmark Whiplash injury (P) 78% NR 43.6 (10.4) Adult LCA HTQ†, TSC†; 

DSM-5 

TSC†; DSM-5 476 476 178 

25 Hansen, Müllerová et al. (2016) Denmark Incest during 

childhood (T, P) 

88% NR 35.9 (11.0) Adult LCA HTQ†, TSC†; 

DSM-5 

TSC†; DSM-5 311 311 139 

26 Harricharan et al. (2020) Canada Trauma-exposed 

community (P) 

63% 18-60‡ 39.6 (12.5)§ Adult Diagnosis & 

clinical cut-off 

CAPS; DSM-

IV & 5 

CAPS; DSM-5 184 133 49 



THE DISSOCIATIVE SUBTYPE OF PTSD 32 

Sample 

No. Sample Location 

Population/trauma 

type 

Proportion 

female 

Age 

Method of PTSD 

assessment 

PTSD 

measure; 

DSM 

PTSD-DS measure; 

DSM-5/other 

criteria 

N 

Range Mean (SD) 

Age 

group Total PTSD 

PTSD-

DS 

27 Hill et al. (2020) USA Trauma-exposed 

women (T) 

100% 18-62 34.1 (13.2) Adult Clinical cut-off PCL†; DSM-5 DSPS†; DSM-5 104 88 73 

28 Kenny et al. (2020) USA Commercial sexual 

exploitation (T) 

100% 12-18 16.6 (1.2)‡ Child Diagnosis UCLA PTSD-

RI†; DSM-5 

UCLA PTSD-RI†; 

DSM-5 

56 15 11 

29 Kenny et al. (2020) USA At risk of commercial 

sexual exploitation 

(T) 

100% 12-18 15.3 (1.6)‡ Child Diagnosis UCLA PTSD-

RI†; DSM-5 

UCLA PTSD-RI†; 

DSM-5 

40 3 3 

30 Kim et al. (2019) South Korea Psychiatric patients 

(T, P) 

64% 16-70 38.7 (12.7) Both Diagnosis CAPS; DSM-5 CAPS; DSM-5 249 249 82 

31 Lebois et al. (2021) USA Interpersonal 

childhood 

maltreatment (T, P) 

100% 18-61 34.4 (12.2) Adult Diagnosis CAPS; DSM-5 CAPS; DSM-5 65 65 47 

32 Li, Hasset, and Seng (2019) USA Pregnant women 100% NR NR NR Diagnosis National 

Women’s 

Study PTSD 

Module; DSM-

IV 

DES-T†; other 22 10 4 

33 Mulder, Beautrais, Joyce, and 

Fergusson (1998) 

New 

Zealand 

Community NR NR NR Adult Diagnosis SCID; DSM-

III 

DES†; other 1028 9 3 
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Sample 

No. Sample Location 

Population/trauma 

type 

Proportion 

female 

Age 

Method of PTSD 

assessment 

PTSD 

measure; 

DSM 

PTSD-DS measure; 

DSM-5/other 

criteria 

N 

Range Mean (SD) 

Age 

group Total PTSD 

PTSD-

DS 

34 Müllerová et al. (2016) USA & 

Canada 

Trauma-exposed 

community 

56% NR 35.2 (11.9) NR LPA PCL†; DSM-5 DSS†; other 309 215 83 

35 Naish et al. (2021) USA Trauma-exposed 

community 

45% 18-65 40.5 (11.8) Adult Diagnosis CAPS; DSM-5 CAPS; DSM-5 100 63 31 

36 Nejad et al. (2007) Iran Military veterans (P) 0% NR 41.5 (5.1) Adult Diagnosis Clinical 

diagnosis; 

DSM-IV 

DES†; other 260 130 42 

37 Özdemir, Celik, and Oznur 

(2015) 

Turkey Serving soldiers (P) 0% NR 30.3 (5.6) Adult Diagnosis SCID-I; DSM-

IV 

DES†; other 184 84 59 

38 Powers et al. (2017) USA Trauma-exposed 

women 

100% 18-65‡ 39.4 (11.6) Adult Diagnosis CAPS; DSM-5 CAPS; DSM-5 190 72 2 

39 Putnam et al. (1996) USA & 

Canada 

Psychiatric patients - 

(T, P) 

60% NR 39.0 (NR) Adult Diagnosis Clinical 

diagnosis; 

DSM-III 

DES†; other 1566 116 54 

40 Richard-Malenfant, Douglass, 

Higginson, Ray, and Robillard 

(2019) 

Canada Military veterans (P) 36% NR 49.3 (9.3) Adult Diagnosis CAPS; DSM-5 CAPS; DSM-5 14 14 6 

41 Ross, Armour, Kerig, Kidwell, 

and Kilshaw (2020) 

USA Trauma-exposed 

youth in detention 

centres 

25% 12-19 16.0 (1.3) Child Diagnosis UCLA PTSD-

RI†; DSM-5 

UCLA PTSD-RI†; 

DSM-5 

448 197 119 
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Sample 

No. Sample Location 

Population/trauma 

type 

Proportion 

female 

Age 

Method of PTSD 

assessment 

PTSD 

measure; 

DSM 

PTSD-DS measure; 

DSM-5/other 

criteria 

N 

Range Mean (SD) 

Age 

group Total PTSD 

PTSD-

DS 

42 Ross et al. (2018) Slovakia Trauma-exposed 

university students 

83% NR 22.7 (5.1) Adult LPA PCL†; DSM-5 DSS†; other 689 308 24 

43 Sierk, Manthey, Brakemeier, 

Walter, and Daniels (2021) 

Germany Childhood 

interpersonal abuse 

(P) 

100% NR 40.0 (9.8) Adult Diagnosis CAPS; DSM-

IV 

DES†, CDS-30†, 

CDS-state†, CAPS, 

SCID-D; other 

42 42 23 

44 Stein et al. (2013) Global Community NR NR NR Adult Diagnosis WHO CIDI; 

DSM-IV 

WHO CIDI; DSM-5 25018 747 108 

45 Steuwe et al. (2012) Canada Trauma-exposed 

community (T, P) 

90% NR 37.9 (9.4) NR Diagnosis CAPS; DSM-

IV 

CAPS; DSM-5 134 134 47 

46 Swart et al. (2020) Netherlands Psychiatric patients 

(T) 

77% 18-68 34.2 (11.9)§ Adult Diagnosis CAPS; DSM-

IV 

DES†; DSM-5 150 84 18 

47 Tsai et al. (2015) USA Military veterans NR 20-94‡ 60.8 (15.2)§ Adult Diagnosis PCL†; DSM-5 CAPS†; DSM-5 1484 64 12 

48 van der Kolk et al. (1996) USA Psychiatric patients 

(T) 

67% 15+ 37.1 (15.0) Both Diagnosis SCID & DIS 

PTSD 

modules; 

DSM-III 

SIDES; other 395 182 149 

49 Verbeck et al. (2015) USA Psychiatric patients 

(T) 

49% 18-69 44.0 (10.9) Adult Diagnosis CAPS; DSM-

IV 

TSI-2†, DES-R†; 

other 

100 47 29 

50 Wolf, Lunney et al. (2012) USA Military veterans (P) 0% 44-74 50.6 (3.6) Adult LPA CAPS; DSM-

IV 

CAPS; other 360 360 56 
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Sample 

No. Sample Location 

Population/trauma 

type 

Proportion 

female 

Age 

Method of PTSD 

assessment 

PTSD 

measure; 

DSM 

PTSD-DS measure; 

DSM-5/other 

criteria 

N 

Range Mean (SD) 

Age 

group Total PTSD 

PTSD-

DS 

51 Wolf, Lunney et al. (2012) USA Military veterans (P) 100% 22-78 44.8 (9.4) Adult LPA CAPS; DSM-

IV 

TSI†; DSM-5 284 284 85 

52 Wolf, Miller et al. (2012) USA Military veterans & 

their partners 

36% 21-75‡ 51.5 (11.2)‡ Adult LPA CAPS; DSM-

IV 

CAPS; other 492 239 30 

53 Zoet et al. (2018) Netherlands Psychiatric patients 

(T) 

70% 19-63‡ 38.2 (10.9)§ Adult Clinical cut-off CAPS; DSM-

IV 

CAPS¶; DSM-5 168 168 38 

Note. SD = standard deviation, T = treatment-seeking inclusion criteria; P = diagnosis of PTSD inclusion criteria; NR = Not Reported; CAPS = Clinician Administered Post-traumatic Stress 

Disorder Scale; PCL = Post-traumatic Stress Disorder Checklist; DES = Dissociative Experiences Scale; LPA = latent profile analysis; HTQ = Harvard Trauma Questionnaire; TSC = 

Trauma Symptom Checklist; LCA = latent class analysis; PCL-S = Post-traumatic Stress Disorder Checklist Specific; MDI = Multiscale Dissociation Inventory; DAPS = Detailed 

Assessment of Posttraumatic Stress; DES-D = depersonalization/derealisation subscale of the DES; PSS = Post-traumatic Stress Disorder Symptom Scale; PSS-I = PTSD Symptom Scale-

Interview, SCID-I = Structured Clinical Interview for the DSM-IV Axis I Disorders; UCLA PTSD-RI = University of California at Los Angeles Posttraumatic Stress Disorder Reaction 

Index; TSCC-A = Trauma Symptom Checklist for Children-Alternate Version; TSI Trauma Symptom Inventory; TRASC = trauma-related altered states of consciousness; NSES = National 

Stressful Events Survey; DES-T = 8-item taxon version of the DES; SCID = Structured Clinical Interview for DSM; DSPS = Dissociative Subtype of PTSD Scale; DSS = Dissociative 

Symptoms Scale; CDS = Cambridge Depersonalization Scale; SCID-D = Structured Clinical Interview for DSM-IV Dissociative Disorders; WHO CIDI = World Health Organisation 

Composite International Diagnostic Interview; DIS = Diagnostic Interview Schedule; SIDES = Structured Interview for Disorders of Extreme Stress; DES-R = Dissociative Experiences 

Scale – Revised. 

† Measure completed via self-report 

‡ Information acquired via correspondence with study author(s) 

§ Mean and standard deviation values combined (Higgins & Deeks, 2008) 

¶ Multiple measures used, however CAPS chosen as the gold standard (Weathers et al., 2004)  
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Risk-of-Bias Assessment 

 Twelve samples were deemed to be at high risk-of-bias, 16 were moderate risk, 

whereas 25 were low risk (Appendix C). The proportion of samples rated as low, moderate 

and high risk across the five quality assessment items can be seen in Appendix D.  

Prevalence 

The pooled prevalence of PTSD-DS estimates and heterogeneity statistics for all 

samples can be seen in Table 2. The overall pooled prevalence was 38.1%. For diagnosis-

based and clinical cut-off samples the pooled prevalence was 45.5%, while for latent class 

and profile samples the estimate was 22.8%. Meta-regression analyses indicated that the 

prevalence of PTSD-DS in the diagnosis-based or clinical cut-off samples was statistically 

significantly greater that the LCA or LPA samples (see Figure 2 for forest plot). The range 

of prevalence overall was 0-100%, and the degrees of between sample heterogeneity were 

extremely high. 

Table 2 

Pooled point prevalence of PTSD-DS as a proportion of those with PTSD for all samples 

(k = 51) 

Meta-analysis subgroup k n 

Pooled 

Prevalence (%) 95% CI Q test I2 

All samples† 51 8214 38.1 (31.5, 45.0) 1602.0* 97.4 

Method of PTSD-DS Assessment [b = -0.2418 (95% CI = -0.3780, -0.1056), p = 0.0005] 

      Diagnosis-based/clinical cut-off 36 4383 45.5 (37.7, 53.4) 923.6* 96.0 

      LCA/LPA† 15 3831 22.8 (14.8, 32.0) 482.5* 97.6 

PTSD DSM criteria used†‡ [b = -0.0871 (95% CI = -0.2328, 0.0586), p = 0.24] 

DSM-5 24 3451 42.5 (32.4, 53.0) 624.6* 97.3 

DSM-III or DSM-IV 25 4565 34.1 (24.9, 43.9) 936.0* 97.8 

Dissociation criteria† [b = 0.0342 (95% CI = -0.1113, 0.1796), p = 0.65] 

DSM-5 (Dereal / Depers) 32 5436 36.9 (28.5, 45.8) 895.2* 97.6 
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Meta-analysis subgroup k n 

Pooled 

Prevalence (%) 95% CI Q test I2 

Broader dissociation 19 2778 40.2 (29.5, 51.4) 698.3* 97.1 

Dissociation measure completion†§ [b = 0.0281 (95% CI = -0.1189, 0.18), p = 0.71] 

Self-report 31 4997 38.8 (30.6, 47.3) 778.8* 97.2 

Interview 19 3175 36.2 (24.8, 48.5) 690.4* 97.9 

Age group†¶ [b = 0.3587 (95% CI = 0.0814, 0.6360), p = 0.01] 

Child  4 949 62.9 (39.6, 83.3) 11.4* 82.0 

Adult 40 6209 35.0 (27.8, 42.6) 1121.1* 97.3 

Occupation† [b = -0.1439 (95% CI = -0.3227, 0.0350), p = 0.11] 

Military 9 1670 26.9 (16.2, 39.1) 138.1* 96.3 

Civilian 42 6544 40.7 (33.1, 48.5) 1325.7* 97.4 

Trauma type† [b = 0.1011 (95% CI = -0.1163, 0.3185), p = 0.36] 

Interpersonal 6 763 46.8 (28.3, 65.7) 101.9* 95.9 

Other 45 7451 37.0 (29.9, 44.3) 1494.9* 97.5 

Note. k = number of samples; n = number of participants; CI = confidence interval; LCA = latent 

class analysis; LPA = latent profile analysis; Dereal = derealisation; Depers = depersonalisation 

* p < 0.0001, where the degrees of freedom (df) = k - 1 

† Samples 11 and 23 removed to avoid duplication of population samples 

‡ Sample 15 removed as no PTSD DSM criteria reported, sample 26 removed as used both DSM-

IV and DSM-5 when assessing for PTSD 

§ Sample 43 removed as a mix of self-report and interview measures were used 

¶ Several samples were removed due to populations formed of both children and adults, or age 

group not reported 
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Figure 2 

Forest plot of PTSD-DS prevalence estimates grouped by PTSD-DS assessment method 

Note. Samples 11 and 23 removed to avoid duplication of population samples
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Moderator Analyses 

All Samples 

Moderator analyses were conducted for all samples to assess whether the pooled 

prevalence estimate of PTSD-DS was associated with demographic, trauma or assessment 

factors (Table 2). Meta-regression analyses confirmed that the prevalence of PTSD-DS in 

the child samples was statistically significantly greater than the adult samples, although 

there were only four child samples for comparison. All other comparisons were non-

significant; however, several comparisons were likely underpowered. 

Diagnostic and Clinical Cut-off Samples 

Further subgroup moderator analyses were conducted separately for the diagnostic 

and clinical cut-off samples (Table 3), regardless of the dissociation criteria used, given the 

significant difference in pooled prevalence estimates of PTSD-DS between these samples 

and those using LCA or LPA. Meta-regression analyses confirmed again that the 

prevalence of PTSD-DS in the child samples was statistically significantly greater than the 

adult samples, although there were only four child samples for comparison. All other 

comparisons were non-significant; however, several comparisons were likely 

underpowered. 

Further moderator analyses were conducted for only those samples utilising DSM-5 

criteria for dissociation (depersonalisation and or derealisation; see Appendix E). When 

only samples using DSM-5 diagnostic and clinical cut-off criteria for the assessment of 

PTSD and PTSD-DS were pooled, the estimated prevalence of PTSD-DS was 48.2%. This 

provides the most valid estimate of PTSD-DS prevalence according to the DSM-5 criteria. 

Meta-regression analyses confirmed again that the prevalence of PTSD-DS in the child 

samples was statistically significantly greater than the adult samples, although there were 

only four child samples for comparison. All other comparisons were non-significant; 

however, several comparisons were likely underpowered.  
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Table 3 

Pooled point prevalence of PTSD-DS as a proportion of those with PTSD for all 

diagnostic and clinical cut-off samples (i.e., excluding LCA & LPA samples; k = 36) 

Meta-analysis subgroup k n 

Pooled 

Prevalence 

(%) 95% CI Q test I2 

PTSD DSM criteria used† [b = -0.0363 (95% CI = -0.2065, 0.1338), p = 0.68] 

DSM-5 17 1417 48.1 (35.0, 61.3) 288.3* 95.7 

DSM-III or DSM-IV 17 2768 44.2 (33.6, 55.1) 623.7* 96.5 

Dissociation criteria [b = 0.1135 (95% CI = -0.0471, 0.2740), p = 0.17] 

DSM-5 (Dereal / Depers) 23 3239 41.7 (31.5, 52.2) 622.8* 96.9 

Broader dissociation 13 1144 52.9 (42.5, 63.3) 173.2* 91.4 

Dissociation measure completion‡ [b = 0.0479 (95% CI = -0.1171, 0.2130), p = 0.57] 

Self-report 20 2260 47.0 (37.8, 56.3) 233.1* 93.9 

Interview 15 2081 42.7 (29.2, 56.8) 576.9* 97.3 

Age group§ [b = 0.2794 (95% CI = 0.0115, 0.5474), p = 0.04] 

Child  4 949 62.9 (50.2, 74.7) 11.4** 82.0 

Adult 27 2819 42.1 (33.4, 51.2) 616.6* 95.4 

Occupation [b = -0.0574 (95% CI = -0.3115, 0.1968), p = 0.66] 

Military 4 292 40.5 (19.1, 63.9) 49.8* 93.2 

Civilian 32 4091 46.1 (37.8, 54.6) 873.7* 96.3 

Trauma type [b = 0.1184 (95% CI = -0.1345, 0.3714), p = 0.36] 

Interpersonal only 4 226 55.9 (33.4, 77.2) 41.4* 90.5 

Other 32 4157 44.2 (35.6, 52.6) 876.4* 96.3 

Note. k = number of samples; n = number of participants; CI = confidence interval; Dereal = 

derealisation; Depers = depersonalisation 

* p < 0.0001, where the degrees of freedom (df) = k – 1 

** p < 0.01, where the degrees of freedom (df) = k – 1 
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† Sample 15 removed as no PTSD DSM criteria reported, sample 26 removed as used both DSM-

IV and DSM-5 when assessing for PTSD 

‡ Sample 43 removed as a mix of self-report and interview measures were used 

§ Several samples were removed due to populations formed of both children and adults, or age 

group not reported 

Latent Class and Profile Samples 

Moderator analyses were conducted separately for the LCA and LPA samples (see 

Appendix F), again given the significant difference in pooled prevalence of PTSD-DS 

estimates between these samples and those using diagnostic and clinical cut-off methods. 

Meta-regression analyses confirmed that there were no statistically significant differences, 

however several comparisons were likely underpowered. 

Sensitivity Analyses 

When the 28 samples of low and moderate quality were removed, the estimated 

prevalence of PTSD-DS was not dissimilar to that for all samples (35.7%, 95% CI 24.8–

47.3%) with a similar degree of between sample heterogeneity [k = 25, Q(24) = 717.8, p < 

0.0001, I2 = 98.5%]. Meta-regression analyses indicated there was not a significant 

difference between high and low-moderate quality groups [b = 0.0040 (95% CI -0.1384, 

0.1463), p = 0.96]. Therefore, it can be concluded that there was no support for the quality 

of the samples affecting the prevalence of PTSD-DS estimates. 

Given the differences in prevalence in PTSD-DS between child and adult samples, 

the child samples were removed to assess whether similar results were achieved as in 

Table 2. Meta-regression analyses confirmed that the only statistically significant 

difference existed between the estimated prevalence of PTSD-DS for the diagnosis-based 

or clinical cut-off samples and LCA or LPA samples [b = -0.2159 (95% CI -0.3531, -

0.0787), p = 0.002]. All other comparisons were non-significant (ps = 0.19–0.87), however 

several comparisons were likely underpowered.  
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Publication Bias 

Visual inspection of the funnel plot (see Appendix G) suggests the distribution of 

samples was asymmetrical, which was confirmed by Egger’s test (p = 0.03). However, the 

study of Kenny et al. (2020; sample 29) was very small and should be considered an 

outlier. When this sample was removed, the Egger’s test confirmed the symmetry of the 

distribution (p = 0.30). No null or weaker studies were estimated as missing, indicating 

little to no publication bias.  

Discussion 

A comprehensive systematic review and meta-analysis of prevalence data from 

studies investigating current PTSD-DS utilising various methods of prevalence estimation 

was completed. The aim was to generate a reliable estimate for the prevalence of PTSD-

DS and to provide greater insight into the heterogeneity in prevalence that is common 

within participants with PTSD-DS. The estimated pooled prevalence of PTSD-DS was: 

38.1% for all samples, 45.5% for all diagnostic and clinical cut-off samples, and 22.8% for 

all LCA and LPA samples. The estimated prevalence of PTSD-DS from the LCA and LPA 

samples was similar to that found in the Hansen et al. (2017) systematic review (20.4%); 

this is unsurprising given nine of the 11 studies in the Hansen et al. (2017) review were 

also included in the present study. When only samples strictly using DSM-5 diagnostic and 

clinical cut-off criteria for the assessment of PTSD and PTSD-DS were pooled, the 

estimated prevalence of PTSD-DS was 48.1%. The prevalence of PTSD-DS may therefore 

be significantly greater than previously suggested. 

Impact of Diagnostic and Clinical Cut-off Assessment Versus LCA and LPA on 

Estimated Prevalence of PTSD-DS 

 The estimated prevalence of PTSD-DS for the diagnostic and clinical cut-off 

samples was significantly higher than that of the LCA and LPA samples. Use of clinical 

cut-off measures may overestimate the prevalence of PTSD in adults (Richardson, Frueh, 

& Acierno, 2010). Moreover, it may be easier to identify individuals with PTSD who show 
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symptoms of depersonalisation or derealisation in a clinical interview or that surpass a 

clinical cut-off on a dissociation measure, rather than via LCA and LPA methods. On the 

other hand, latent class and profile analyses may rely on participants reporting multiple 

significant dissociative symptoms rather than just one symptom to a significant level. 

Achterhof, Huntjens, Meewisse, and Kiers (2019) questioned the use of LCA and LPA to 

ascertain the prevalence of Complex PTSD and highlighted that despite the analyses 

determining distinct profiles, the symptom profiles for groups of participants were very 

close to one another and even overlapped on occasion. Therefore, it may be questioned 

whether LCA and LPA reliably and validly estimates subtype prevalence. 

Impact of Moderators on Estimated Prevalence of PTSD-DS 

There was no significant difference between the estimated prevalence of PTSD-DS 

when dissociation was assessed by the DSM-5 criteria (presence of either 

depersonalisation or derealisation) or when defined by a broader spectrum of dissociative 

symptoms. The aim of the inclusion of the PTSD-DS in DSM-5 was to define a small 

subgroup of individuals with consistent clinical and epidemiological features (Miller, 

Wolf, & Keane, 2014; Schiavone et al., 2018), however results from the present study 

suggest a subtype where the prevalence varies widely across samples (0-100%) and where 

the heterogeneity could not be broken down following moderator analyses. Research 

literature suggests that the symptomology of PTSD is itself heterogeneous (Elhai, Frueh, 

Davis, Jacobs, & Hamner, 2003; Galatzer-Levy & Bryant, 2013; Naifeh, Richardson, Del 

Ben, & Elhai, 2010), where dissociation is one such symptom that can vary.  

 The estimated prevalence of PTSD-DS was significantly higher for samples of 

children compared to adults, although there were limited number of samples investigating 

exclusively children, and the results were dominated by that of Choi et al. (2019; sample 

10). There was no one trauma type that best categorised the child samples. Research has 

shown that dissociation is a common experience for children, that later becomes less 

prevalent with child development and the transition into adulthood (Brunner, Parzar, 
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Schuld, & Resch, 2000; Choi et al., 2017; Coons, 1996; Shimizu & Sakamoto, 1986). Choi 

et al. (2019) reported that 53.7% of children with PTSD had the dissociative subtype; a 

prevalence much higher than in many other adult samples, and the authors cited the 

prominence of dissociation as a form of coping in response to maltreatment in childhood 

(Liotti, 2004). Children may be more susceptible to PTSD-DS because they do not have 

the same capacity to avoid cues relating to the traumatic event, especially when the trauma 

was based within the home environment, or with a primary caregiver (Choi et al., 2019). In 

children, dissociation may offer an alternative method of escape to reduce distress. It might 

also be considered whether depersonalisation and derealisation are the most appropriate 

symptoms by which to assess for PTSD-DS in children. The premise of the Subtype Model 

is that these dissociative symptoms are rare (Lanius et al., 2014), however it may be that 

dissociative experiences are more common in youth (Carlson, Yates, & Sroufe, 2009) and 

may not even be considered as pathological. Further research is required within this area to 

determine whether children are more at risk from dissociation in the context of PTSD 

compared to adults, as the lack of power within the samples of children frustrated the 

moderator analyses.  

 Other than age group, all other moderator analyses yielded non-significant results 

indicating no support for any differences between estimated prevalence of PTSD-DS. This 

is surprising given the extant research on mediators and risk factors in relation to PTSD-

DS (Hansen et al., 2017; Schiavone et al., 2018 for review), but these non-significant 

results are likely to reflect the heterogeneity between these samples and the lack of power 

in some moderator analyses. 

It is important to stress that the pooled prevalence estimates were characterised by a 

high degree of heterogeneity throughout, and inspection of the forest plot (Figure 2) shows 

how varied the prevalence of PTSD-DS is across different samples. This is not unexpected 

given the multiple ways of assessing and conceptualising PTSD-DS, however subsequent 

sensitivity and moderation analyses failed to reduce the level of heterogeneity. This 
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therefore limits the generalisability of the findings. The consistently high level of 

prevalence heterogeneity may reflect the difficulty in conceptualising and defining a 

construct such as dissociation in the context of PTSD. Even when only samples adhering to 

the strict DSM-5 criteria for PTSD-DS were pooled, a high degree of heterogeneity 

remained.  

Clinical Implications and Suggestions for Future Research 

This meta-analysis suggests that PTSD-DS is common in children and adults with 

PTSD, and therefore should be routinely assessed for and formulated in the form of 

additional questions and information around symptoms of derealisation, depersonalisation, 

and other dissociative symptomology, especially if the DSM-5 framework is used. 

Clinicians supporting individuals with PTSD should be aware that dissociation is a 

prevalent and important feature of the overall presentation of PTSD; this may be especially 

true for children, though this finding was based on only five samples. When the DSM-5 

criteria were published it was believed that PTSD-DS cases formed a minority of those 

with PTSD, however the finding that nearly half of PTSD cases meet the criteria for 

PTSD-DS suggests that it may be less of a subtype and that dissociation forms a central 

component to PTSD symptomology. This should be a consideration for how dissociation is 

specified in future versions of the DSM. Whilst Hoeboer et al. (2020) indicated that there 

was no evidence to suggest that dissociation impacts the efficacy of PTSD psychotherapy, 

evidence may highlight that different treatment options are appropriate for dissociative 

symptoms in the context of PTSD as defined by the DSM in the future. Perhaps the 

conceptualisation of Complex PTSD as defined by the 11th revision of the International 

Classification of Diseases (World Health Organisation, 2019), where dissociation is 

stipulated as one of several symptoms seen to be indicative of a more complex form of 

PTSD, is a more appropriate fit. There is evidence for instance that individuals with 

Complex PTSD have elevated levels of dissociation (Hyland, Shevlin, Fyvie, Cloitre, & 

Karatzias, 2019).  
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 Despite the DSM-5 criteria stipulating depersonalisation and derealisation as 

symptoms required for PTSD-DS, findings of this review suggested that when a wider 

view of dissociation (i.e., drawing on a broader range of dissociation symptoms) is 

included in the criteria, PTSD-DS prevalence does not change significantly. No 

conclusions can be drawn as to whether it would be more or less appropriate for a narrower 

(i.e., solely based on depersonalisation and or derealisation) or a broader definition of 

dissociation, in the context of this subtype, to be used in future versions of diagnostic 

criteria. However, it does not seem to matter how dissociation is defined when determining 

the prevalence of PTSD-DS, which raises questions firstly about the strict nature of the 

DSM criteria when defining this subtype (Ross, 2021), and secondly about the existence of 

this subtype full stop. Further research is required to establish if there are particular risk 

factors, and whether PTSD-DS could be indicative of a distinct form of PTSD that has its 

own clinical characteristics, and therefore break down the prevalence heterogeneity 

common to populations with the subtype. This would help inform exactly how dissociation 

should be integrated into future diagnostic criteria of PTSD. Perhaps as Ross (2021) 

suggests, future diagnostic criteria could stipulate the requirement for the presence of one 

or more of: depersonalisation, derealisation, dissociative amnesia, and dissociative 

flashbacks. Non-dissociative PTSD may then form the subtype based on a minority of 

cases, and dissociative PTSD may form the majority of diagnosed cases.  

The method for determining PTSD-DS was found to have important implications 

for the estimated prevalence, where samples using diagnostic and clinical cut-off methods 

reported a higher prevalence than those using LCA and LPA. Future research should aim 

to standardise the methodology used to identify and determine PTSD-DS in order to make 

more valid comparisons between studies. 

Limitations 

 There are several limitations that should be considered for this review. Firstly, 

whilst many more studies were reviewed in comparison to the most recent systematic 
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review (Hansen et al., 2017), there was still a considerable degree of heterogeneity 

between samples, reducing the generalisability of the findings. This raises questions 

around the validity of the underlying diagnostic subtype. Secondly, most studies were 

conducted in high income countries, and all studies were exclusively written in English, 

therefore indicating that the results are likely not globally generalisable. Thirdly, some 

moderator analyses lacked power and further planned moderator analyses were not 

possible due to a lack of identified studies. Understanding the influence of, for instance, 

sex, time between index trauma and PTSD assessment, single- versus multi-event traumas, 

and individual versus collective trauma could lead to important and interesting findings. 

Finally, several studies chose to assess PTSD-DS with regard to the most recent trauma 

that the participant was exposed to, and it is unclear whether other traumas may have taken 

place, and what impact these may have on the prevalence of PTSD-DS. 

Conclusion 

 This study is the first to meta-analyse data on the point prevalence of PTSD-DS. 

The estimated prevalence of PTSD-DS, with respect to participants diagnosed with PTSD, 

was 38.1% (95% CI 31.5 – 45.0%) for all samples, 45.5% (95% CI 37.7 – 53.4%) for all 

diagnosis-based and clinical cut-off samples, 22.8% (95% CI 14.8 – 32.0%) for all LCA 

and LPA samples, and 48.1% (95% CI 35.0 – 61.3%) for diagnosis-based and clinical cut-

off samples which assessed PTSD and PTSD-DS strictly according to the DSM-5 criteria. 

The prevalence of PTSD-DS was significantly higher for children compared to adults. 

Factors such as the DSM criteria used for the assessment of both PTSD and dissociation, 

whether the dissociation assessment was self-report or interview, and participant or trauma 

characteristics, did not significantly affect the estimated prevalence of PTSD-DS. 

However, all results were characterised by very high levels of heterogeneity. Further 

research is required to investigate this construct, and to determine how it should be best 

conceptualised in future editions of the diagnostic criteria. 
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Chapter 3. Bridging Chapter  

The systematic review outlined in Chapter 2 provided an overview of the available 

evidence concerning the point prevalence of the dissociative subtype of post-traumatic 

stress disorder (PTSD-DS) in both children and adults, relative to those with PTSD. The 

evidence presented is a significant addition to the research literature, following the 

systematic review by Hansen et al. (2017) which focussed purely on latent class and profile 

analyses (LCA and LPA respectively). The systematic review presented in Chapter 2 is 

therefore the first study to include a comprehensive and broad meta-analysis of prevalence 

of PTSD-DS by pooling empirical evidence utilising different methods of prevalence 

estimation.  

Estimated point prevalence of PTSD-DS, as a proportion of PTSD cases, was 

38.1% (95% CI 31.5-45.0%) when all studies were included in the meta-analysis, 45.5% 

(95% CI 37.7 – 53.4%) for all studies where the prevalence was determined by diagnostic 

and clinical cut-off methods, and 22.8% (95% CI 14.8 – 32.0%) for all LCA and LPA 

samples. The estimated prevalence of PTSD-DS for the diagnostic and clinical cut-off 

samples was significantly higher than that of the LCA and LPA samples [b = -0.2418 

(95% CI = -0.3780, -0.1056), p = 0.0005], raising the question whether these latter 

analyses validly and reliably determine the prevalence of PTSD-DS. Estimated prevalence 

was 48.1% (95% CI 35.0-61.3%) when diagnosis and clinical cut-off methods were used to 

define PTSD and PTSD-DS according to the fifth edition of the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-5) criteria, in which one or both symptoms of 

depersonalisation and derealisation are required [American Psychiatric Association (APA), 

2013].  

The estimated prevalence of PTSD-DS was significantly higher for the studies 

sampling children compared to adults, which might suggest that PTSD-DS is more 

common in children, or that the criteria for PTSD-DS are overly sensitive to this 

presentation in children, relative to adults. All other moderator analyses indicated no 
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significant differences in prevalence of PTSD-DS, including whether dissociation was 

measured via self-report or interview, and whether participants had experienced an 

interpersonal trauma or not. The results of the meta-analysis were characterised throughout 

by a high degree of heterogeneity where prevalence rates varied significantly between 

studies, and the results of sensitivity and moderation analyses failed to reduce the level of 

prevalence heterogeneity. It was therefore concluded that PTSD-DS is an elusive construct 

to determine with respect to prevalence.  

Whilst the systematic review offers evidence that PTSD-DS is relatively common 

in those with PTSD, our understanding of this subtype remains poor. One of the first major 

gaps in the literature concerns studies investigating PTSD-DS in children. Given the 

systematic review identified that the prevalence of PTSD-DS may be significantly higher 

in children compared to adults (albeit the comparisons were underpowered), there is good 

reason to conduct further research to ascertain the prevalence of the subtype in children. 

There is disagreement in the literature as to which aspects of dissociation should be 

considered typical and which should be considered pathological across development 

(Hornstein & Putnam, 1992; Putnam, 2000; Silberg & Dallam, 2009). For example, having 

an imaginary friend or daydreaming might be deemed a form of developmentally 

appropriate dissociation in childhood. Whilst PTSD is commonly misdiagnosed in 

childhood, dissociation is reported to be misdiagnosed to an even greater degree 

(Berenson, 1998; Choi et al., 2019). It is therefore important to develop a more robust 

evidence base surrounding PTSD-DS in children. 

Secondly, much of the research into PTSD-DS has involved samples of children 

who have experienced single-event trauma only (Bennett et al., 2015), neglecting other 

forms of trauma such as abuse and chronic maltreatment. Suliman et al. (2009) 

demonstrated that there was a linear relationship between the number of traumas and an 

increase in PTSD symptoms in children. Additionally, there is an association between 

dissociation and trauma severity and frequency (Carlson et al., 2012; Ford, 2013; 



THE DISSOCIATIVE SUBTYPE OF PTSD 65 

Schimmenti & Caretti, 2016; Trickett et al., 2011), where cumulative childhood chronic 

maltreatment is associated with more complex PTSD symptomology including dissociation 

(Bernier et al., 2013; Hagenaars et al. 2011; Herman, 1992; van der Kolk et al., 2009). 

Furthermore, it is thought that levels of post-traumatic dissociation are higher in children 

who have suffered prolonged interpersonal traumas (such as sexual and physical abuse 

instigated by caregivers; Bennett et al., 2014; Kerig et al., 2009; Kerig & Becker, 2015). 

Therefore, it would be pertinent to explore key differences in the presentation of PTSD-DS 

in children following both single- and multi-event trauma. 

Thirdly, whilst there has been a focus in the literature on the cognitive mechanisms 

that might maintain PTSD symptomology in children (Bryant et al., 2007; Dalgleish et al., 

2005; Hiller et al., 2019; Hiller et al., 2021; Meiser-Stedman et al., 2019; Mitchell et al., 

2017; Salmond et al., 2011; Stallard & Smith; 2007) following the cognitive theory of 

PTSD (Brewin et al, 1996; Dalgleish, 2004; Ehlers & Clark, 2000), no studies exist to the 

author’s knowledge that have investigated these constructs in the context of PTSD-DS. 

Investigating cognitive mechanisms as well as demographic, trauma, psychopathology and 

functional impairment factors may elucidate processes that maintain PTSD-DS in children. 

Fourthly, it has been questioned whether PTSD-DS is a more severe form of PTSD, 

and therefore whether it is more difficult to treat effectively (Dalenberg & Carlson, 2012; 

Dorahy & van der Hart, 2015). It has been suggested that treatments should be altered for 

those experiencing dissociation symptoms alongside PTSD (Lanius et al., 2010) and that 

around half of clinicians feel that dissociation is a barrier to PTSD treatment (Becker et al., 

2004; Ronconi et al., 2014). However, two systematic reviews highlighted that individuals 

with PTSD and dissociative symptoms can benefit from trauma-focussed treatments as 

they often reduce both the trauma related and dissociation symptoms (Atchley & Bedford, 

2021), and furthermore that pre-treatment dissociation has no bearing on treatment efficacy 

in patients with PTSD (Hoeboer et al., 2020). It would be important then to investigate the 
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degree to which concurrent PTSD and dissociation more generally implicate greater PTSD 

severity and functional impairment in children. 

Finally, the systematic review (Chapter 2) highlighted how widespread the 

heterogeneity was with regard to estimates of prevalence of PTSD-DS, but also the 

literature review process for the empirical paper (Chapter 4) highlighted how there was 

little consensus with regard to which correlates and risk factors are associated with the 

subtype. Reviews by Hansen et al. (2017) and Schiavone et al. (2018) indicate a lack of 

agreement across a range of different variables, which only adds to the confusing picture. 

These reviews indicated that variables such as age, sex, ethnicity, prior traumatic exposure, 

other aspects of mental health such as anxiety and depression, childhood and sexual abuse 

were risk factors and covariates related to PTSD-DS (Hansen et al., 2017; Schiavone et al., 

2018), although these were predominantly in adult studies. It was hoped that by reaching a 

pooled estimate of the prevalence of PTSD-DS in the meta-analysis in Chapter 2, the 

degree of prevalence heterogeneity between studies would be reduce following moderator 

analyses. However, this was not the case and a confusing picture emerged regarding the 

moderator factors for this subtype. The high degree of heterogeneity found throughout may 

reflect the difficulty in conceptualising and defining a construct such as dissociation in the 

context of PTSD. Further investigation into what factors are associated with PTSD-DS 

may therefore make a valuable contribution to the literature. 

In a bid to address some of these aims and questions, a valuable opportunity arose 

to analyse data from two pre-existing studies which recruited large samples of children. 

The two studies investigated children who had experiences of single-event trauma 

following presentation at one of four emergency departments in the East of England [Acute 

Stress Programme for Children and Teenagers study (ASPECTS); Meiser-Stedman et al., 

2017], and experiences of multi-event trauma who were in the care of a nonbiological 

foster carer, in kinship care, or resided in residential care homes across three local 

authorities in England [Coping in Care After Trauma study (C-CATS); Hiller et al., 2021]. 
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In the single-event trauma study (ASPECTS), children completed both self-report and 

semi-structured interview measures at two- and nine-weeks post-trauma, providing the 

opportunity for both cross-sectional and longitudinal analyses. In the multi-event trauma 

study (C-CATS), children completed self-report measures only at baseline, six-month, and 

12-month follow-up, again providing the opportunity for both cross-sectional and 

longitudinal analyses. Initial screening and evaluation of measures used in both studies 

afforded the opportunity to source data and plan analyses to address previously neglected 

areas of research (prevalence, course, diagnostic predictive value, predictive ability with 

regard to post traumatic stress symptoms and functional impairment, and characteristics, 

all with regard to PTSD-DS in children). There was commonality in some of the outcome 

measures used between the single- and multi-event trauma studies, which made data 

analysis planning and operationalisation easier. Use of both datasets allowed for valuable 

comparisons to be made between demographically similar children who have experienced 

single- and multi-event trauma. It was aimed to build upon the existing understanding of 

PTSD-DS and the work undertaken in the systematic review conducted in Chapter 2, to 

investigate PTSD-DS in two samples of children following different forms of traumatic 

exposure and make a valued contribution to the research. 
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Abstract 

Objectives: Investigation of the dissociative subtype of post-traumatic stress disorder 

(PTSD-DS) has primarily focused on adults. This study aimed, following both single- and 

multi-event trauma, to ascertain point prevalence and course of PTSD-DS in children and 

adolescents; how well early PTSD-DS predicts later PTSD; whether dissociation accounts 

for unique variance in post-traumatic stress symptoms (PTSS) and functional impairment 

over and above the effect of other post-trauma cognitive processing factors and PTSS; and 

whether PTSD-DS is associated with risk or maintenance factors relative to its non-

dissociative form. Methods: This study is a secondary analysis of data from the Acute 

Stress Programme for Children and Teenagers study (Meiser-Stedman et al., 2017), and the 

Coping in Care After Trauma study (Hiller et al., 2021), in which children had experienced 

single- and multi-event trauma respectively. Results: PTSD-DS diagnosis was common in 

children with PTSD regardless of trauma experienced (>40.0%). PTSD-DS showed a 

similar trajectory of natural recovery to PTSD, and it was similarly predictive of later 

PTSD following single-event trauma. Finally following both single- and multi-event 

trauma, dissociation did not appear to be a significant factor in PTSS or functional 

impairment. PTSD-DS was associated with sex and cognitive processing factors, although 

group comparisons were frustrated by small sample sizes. Conclusions: PTSD-DS may 

offer little clinical utility to the extant PTSD diagnosis in children and adolescents. Further 

investigation and research, over longer time periods, is warranted into PTSD-DS in 

children following both single- and multi-event trauma. 

Keywords: Stress Disorders, Post-Traumatic; Prevalence; Prognosis; Risk Factors



THE DISSOCIATIVE SUBTYPE OF PTSD 70 

Introduction 

Single- and multi-event traumatic exposure in youth is common (Copeland et al., 

2007), where the former follows a discrete incident, whereas the latter follows a prolonged 

period of maltreatment, abuse or exposure to violence. Furthermore, around 16% of 

children exposed to trauma develop post-traumatic stress disorder (PTSD; Alisic et al., 

2014). PTSD is characterised in the Diagnostic and Statistical Manual of Mental Disorders 

(DSM-5) by four core symptom clusters: intrusions such as nightmares or flashbacks; 

avoidance of thoughts or feelings related to the trauma; negative alterations in cognitions 

and mood; and alterations in arousal and reactivity [American Psychiatric Association 

(APA), 2013]. The DSM-5 also defines a dissociative subtype of PTSD (PTSD-DS) where, 

in addition to meeting the criteria for PTSD, individuals must demonstrate symptoms of 

depersonalisation and or derealisation. Depersonalisation encompasses “persistent or 

recurrent experiences of feeling detached from, and as if one were an outside observer of, 

one’s mental processes or body”, whereas derealisation entails “persistent or recurrent 

experiences of unreality of surroundings” (DSM-5, 2013, p. 272). It is important to 

consider both single- and multi-event trauma in the context of PTSD-DS, as cumulative 

childhood chronic maltreatment is associated with more complex PTSD symptomology 

and dissociation (Bernier et al., 2013; Hagenaars et al. 2011; van der Kolk et al., 2009). To 

date, investigation of PTSD-DS has mostly been conducted in adults, and our 

understanding of this subtype in children and adolescents has largely been neglected. This 

is problematic, as dissociative symptoms may be more common during childhood and 

disagreement exists as to which domains of dissociation are pathological across 

development (Silberg & Dallam, 2009). It is therefore important to develop a more robust 

evidence base surrounding PTSD-DS in children and young people following various 

forms of trauma. 

Both studies investigating adolescents in the juvenile justice system (Bennett et al., 

2015; Kerig et al., 2016; Modrowski & Kerig, 2017) and a recent meta-analysis (White et 
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al., in press) suggest that the prevalence of PTSD-DS is higher in children than adults, and 

that levels of post-traumatic dissociation are higher in children who have suffered 

prolonged interpersonal trauma (such as sexual and physical abuse instigated by 

caregivers). The relatively high prevalence in children appears incongruous with the 

premise that PTSD-DS occurs in a small proportion of individuals with PTSD (Lanius et 

al., 2012). The point prevalence of this relatively new subtype of PTSD therefore warrants 

further investigation, in addition to understanding the course and natural progression of 

PTSD-DS over time. There is evidence that significant natural recovery in PTSD occurs 

for children during the first few months after single-event trauma (Hiller et al., 2016; 

Meiser-Stedman et al., 2017). In adults, the frequency of dissociative experiences also 

reduces over time following a traumatic experience (Carlson et al., 2012), correlating with 

natural reduction of post-traumatic stress symptoms (PTSS; Blanchard et al., 1996; Riggs 

et al., 1995; Rothbaum et al., 1992). However, this needs to be examined in populations of 

children, as the prevalence of PTSD-DS may similarly reduce over time in children as 

natural recovery occurs. 

The Mediation Model of dissociation described by Dalenberg and Carlson (2012) 

suggests that dissociation could be a prerequisite for PTSD and may be a clinical marker 

for a more severe pathology (Lanius et al., 2012; Stein et al., 2013; Wolf et al., 2012). 

Associations between dissociation and PTSS have been reported (Bennett et al., 2015; 

Kadak et al., 2013), and dissociation and PTSS follow a similar pattern following 

treatment (Carlson et al., 2012). Finally, PTSD can significantly impair day-to-day 

functioning (APA, 2013) and dissociation in the context of PTSD may be associated with 

greater functional impairment (Boyd et al., 2018; 2020; Evren et al., 2011; Stein et al., 

2013). There is therefore a need to evaluate whether a diagnosis of PTSD-DS is more 

predictive of PTSD longitudinally than a diagnosis of PTSD, and whether persistent 

dissociation is associated with greater PTSS and functional impairment in children. 
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Although evidence of risk factors for PTSD-DS in children and young people is 

limited, associations with PTSS, female sex, experience of sexual abuse, and frequency of 

traumatic events have been described (Bennett et al., 2015; Choi et al., 2019; Hagan et al., 

2018). Within the broader child and adolescent field, PTSD has been associated with a 

wide variety of factors, including but not limited to threat to life, female sex, time since 

trauma, trauma severity, comorbid psychopathology, distraction, and thought suppression 

(Cox et al., 2008; Trickey et al., 2012). Recently, numerous groups have found that 

different types of cognitive processing post-trauma are associated with the maintenance of 

PTSD, including negative trauma-related appraisals, data-driven processing, memory 

quality relating to the trauma, and rumination (Hiller et al., 2019; Hiller et al., 2021; 

McKinnon et al., 2008; Meiser-Stedman et al., 2019; Mitchell et al., 2017). This emerging 

evidence base is consistent with the Ehlers and Clark (2000) cognitive model of PTSD. 

This model posits three core psychological processes that maintain PTSS: negative 

appraisals about the trauma regarding self and the world, disjointed and disorganised 

memories of the trauma that are rich with emotional and sensory aspects but lacking in 

semantic and contextual information (Hiller et al., 2021), and maladaptive forms of coping, 

such as cognitive avoidance and thought suppression. Further investigation of risk factors 

for development and maintenance of PTSD-DS in children and young people is needed.  

This study sought to address the lack of research into child and adolescent PTSD-

DS using evidence from children exposed to both single- and multi-event trauma. First, it 

was sought to ascertain the point prevalence of PTSD-DS following both single- (i.e., 

where a clear traumatic stressor and the time since the stressor can be identified) and multi-

event trauma. Secondly, the aim was to determine the course of PTSD-DS in the first 

months following single-event trauma. Third, it was sought to investigate how well early 

PTSD-DS predicts later PTSD following single-event trauma, to ascertain if PTSD-DS 

may be an early indicator of a more severe PTSD in general. Given the lack of 

understanding around the impact of PTSD-DS in youth, a fourth aim was to investigate 
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whether dissociation accounted for unique variance in PTSS over and above the effect of 

other post-trauma cognitive processing factors and accounted for unique variance in 

functional impairment over and above the effect of PTSS, both following single- and 

multi-event trauma. Finally, it was aimed to conduct an exploratory investigation of 

whether PTSD-DS, non-dissociative PTSD (PTSD-ND) and no diagnosis groups differed 

in demographic, trauma, psychopathology, post-trauma cognitive processing, and 

functional impairment variables in youth exposed to single-, multi-event, and mixed 

trauma, to ascertain if there are key risk or maintenance factors that can be identified. 

Similar measures were used in both the single- and multi-event studies, which allowed for 

direct comparisons to be made and for the merging of the single- and multi-event trauma 

samples for these latter analyses. 

Method 

 This study took the form of a secondary analysis of data from a prospective 

longitudinal study of youth attending an Emergency Department following single-event 

traumas [Acute Stress Programme for Children and Teenagers study (ASPECTS); Meiser-

Stedman et al., 2017], and from a longitudinal study of children in care [Coping in Care 

After Trauma study (C-CATS); Hiller et al., 2021]. Please see these studies for full 

methodologies. 

Participants 

ASPECTS 

The first part of the analysis longitudinally investigated children who had 

experienced a single-event trauma and completed an assessment around two-weeks (n = 

226) and nine-weeks (n = 208) post-trauma. The second part of the analysis investigated 

children who completed the Children’s PTSD Symptom Scale (CPSS) at the nine-week 

assessment regardless of measure completion at the two-week assessment (n = 234; see 

Appendix I for sample trauma and demographic information). There were no significant 

differences between children that did or did not complete the CPSS at nine-weeks in terms 
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of age, sex, ethnicity, days since trauma, or PTSS (as measured by CPSS at two-weeks; all 

ps > 0.07). 

C-CATS 

Hiller et al. (2021) reported longitudinal data focusing on children who had been 

removed from their family home and were under the care of a local authority. All had past 

experience of abuse or neglect and were in the care of a nonbiological foster carer, kinship 

care, or residential care homes (n = 110; see Appendix I for sample trauma and 

demographic information). Only baseline assessment information was used in this study 

because the longitudinal elements of the current research focussed on course and predictive 

ability based on clinical interview data, and the Hiller et al. (2021) study exclusively used 

child- and carer-report questionnaires to assess for PTSD and PTSD-DS. Whilst the Hiller 

et al. (2021) study included 120 participants, data were missing from ten children, and 

these were set aside from the analysis. There were no differences between children who 

did or did not have missing data at baseline in terms of sex, ethnicity, and numbers of days 

since trauma (all ps > 0.28). Children were more likely to be older in the missing data 

group compared to the complete data group (p = 0.005). 

Measures 

Unless otherwise specified, all measures were child self-reported. 

ASPECTS 

The Children’s PTSD Inventory (CPTSDI; Saigh et al., 2000) is a structured 

interview assessing for DSM-IV PTSD (APA, 1994). Additional items were used to 

diagnose DSM-5 PTSD (Appendix J).  

The Children’s PTSD Symptom Scale (CPSS; Foa et al., 2001) assesses PTSS 

mapping onto the DSM-IV diagnostic criteria for PTSD (APA, 1994). Additional items 

were added to account for new symptoms in DSM-5, and for persistent dissociation where 

items indexed the domains of emotional numbness, reduced awareness of surroundings, 

depersonalisation, and derealisation (Meiser-Stedman et al., 2019; Appendix K). In 
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addition to providing a PTSS score, a ‘probable PTSD’ diagnosis was derived from the 

CPSS if the required number of symptoms were met according to DSM-5 criteria; a 

symptom was deemed present if it was demonstrated at least “2 to 4 times a week/half the 

week”. The two items indexing depersonalisation and derealisation were used to derive a 

‘probable PTSD-DS’ diagnosis. 

Anxiety was assessed via the Spence Child Anxiety Scale (SCAS; Spence, 1998), 

and depression by the Short Mood and Feelings Questionnaire (SMFQ; Angold et al., 

1995).  

The Trauma Memory Quality Questionnaire (TMQQ; Meiser-Stedman et al., 2007) 

was used to assess trauma memory characteristics, referring to visual quality, non-visual 

sensory qualities, temporal context, and degree to which the memory was in a verbally 

accessible format. The items were designed to focus on the memory quality, rather than the 

frequency of memories (Meiser-Stedman et al., 2007). 

The Children’s Post-Traumatic Cognitions Inventory (CPTCI; Meiser-Stedman et 

al., 2009) was used to assess negative trauma-related maladaptive appraisals. The CPTCI is 

based on the adult Post-Traumatic Cognitions Inventory (Foa et al., 1999) where items 

were adapted to be suitable for children. Additional items were added focussing on 

negative appraisals of traumatic stress symptoms following research investigating 

cognitive models of PTSD (Steil & Ehlers, 2000). 

Self-blame was assessed by a novel two-item scale (Meiser-Stedman et al., 2019; 

Appendix L) focusing on the extent to which a child felt responsible for the event, and that 

it was their fault.  

Functional impairment was measured by relevant items on the CPSS, i.e., did they 

endorse (“yes” or “no”) on a list of six areas of their life (i.e., “fun and hobby activities”, 

“relationships with your friends”, “schoolwork”, “relationship with your family”, “chores 

and duties at home”, and “general happiness with your life”). A continuous impairment 

score was formed by summing the number of “yes” answers (range 0-6).  
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C-CATS 

 The Child and Adolescent Trauma Screen (CATS; Sachser et al., 2017) assesses 

PTSS mapping onto the DSM-5 diagnostic criteria for PTSD (APA, 2013). A ‘probable 

PTSD’ diagnosis was derived from the CATS if the required number of symptoms were 

met according to the DSM-5 criteria, a symptom deemed present if it was demonstrated at 

least “half the time”. Depersonalisation and derealisation were measured via the same two 

items used in the single-event trauma study (i.e., CPSS; ASPECTS), however items in the 

multi-event trauma study (C-CATS) were phrased in the first person and each item rated 

on a subtly different scale (Appendix M). 

Anxiety and depression were measured via the Revised Child Anxiety and 

Depression Scale-25 (RCADS-25; Ebesutani et al., 2012). 

The same measures were used as in the single-event trauma study (ASPECTS) to 

assess post-trauma cognitive processing (i.e., the TMQQ, CPTCI, and the self-blame 

items). 

Functional impairment was measured by relevant items on the CATS, i.e., was 

there interference (“yes” or “no”) with a list of five areas of their life (i.e., “getting along 

with others”, “hobbies/fun”, “school or work”, “family relationships”, and “general 

happiness”). A continuous impairment score was formed by summing the number of “yes” 

answers (range 0-5).  

Procedure 

Approval for ASPECTS was given by the UK National Research Ethics Service, 

Cambridgeshire 1 Research Ethics Committee (10/H0304/11). Approval for C-CATS was 

given by the University of Bath and Social-Care Research Ethics Committees 

(16/IEC08/0025), and additionally by participating Local Authorities.  

Statistical Analyses 

 The first part of the data analysis centred around investigating the point prevalence 

of current (not lifetime) PTSD-DS in both single and multi-event trauma samples 
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(ASPECTS & C-CATS). Both absolute and relative prevalence statistics were reported for 

PTSD-DS, the former being the proportion of participants with PTSD-DS within the 

sample, and the latter the proportion of participants with PTSD that have PTSD-DS. 

Following on from prevalence, the course and predictive value of PTSD-DS were 

investigated longitudinally between two- and nine-weeks post-trauma, using the frequency 

of diagnoses as determined by structured interview (i.e., the CPTSDI), using the single-

event trauma dataset (ASPECTS). The predictive ability of PTSD-DS at two-week 

assessment was compared to that of PTSD using positive and negative predictive values, 

sensitivity and specificity statistics, and logistic regression modelling. To make a valid 

comparison between two- and nine-week assessments, a diagnosis of ‘two-week PTSD’ 

ignored the duration Criterion F (APA, 2013; Brewin et al., 2003; Meiser-Stedman et al., 

2005). 

The second part of the analysis involved hierarchical regression modelling, using 

both single- and multi-event trauma data, which was used to assess the predictive ability of 

dissociation on PTSS over and above other post-trauma cognitive processing factors, and 

the predictive ability of dissociation on functional impairment over and above PTSS. 

Scatterplots were used to visualise the relationship between independent and dependant 

variables. Assumption of multivariate normality was supported by checking residuals were 

normally distributed. Due to evidence of heteroscedasticity, nonparametric adjustments 

were made using bootstrapping (Chernick, 2008), where 2000 re-samples were used. There 

was no evidence of multicollinearity (no tolerance statistics < 0.259, no variance inflation 

factors > 3.865), following inspection of the collinearity statistics for each model.  

Finally, a cross-sectional exploratory comparison was conducted between PTSD-

DS, PTSD-ND and no diagnosis groups. Data from ASPECTS (nine weeks post-trauma) 

and C-CATS (baseline) studies were used both independently and when the data was 

combined to create a ‘mixed’ trauma sample (for variables where the same outcome 

measure was used between studies). To make comparisons between the single- and multi-



THE DISSOCIATIVE SUBTYPE OF PTSD 78 

event trauma studies, and in order to combine the data to form a mixed trauma dataset, 

‘probable PTSD-ND/PTSD-DS’ diagnoses were determined by self-report measures only 

(CPSS, CATS, and CPSS dissociation items). Due to the skewed nature of the data, non-

parametric (Kruskal-Wallis H) tests were used for between-group comparisons, regarding 

demographic, trauma, psychopathology, post-trauma cognitive processing, and functional 

impairment factors. Mann-Whitney U tests (with p values adjusted for multiple 

comparisons via the Holm-Bonferroni method) were used to ascertain any significant 

differences. Chi-squared tests were used to make comparisons between categorical data; 

inspection of residuals indicated where significant differences could be found, again 

adjusting for multiple comparisons. A power test confirmed two-tailed between-group 

comparisons between diagnostic groups were not adequately powered to detect even a 

large effect (Cohen’s D = 0.8; α = 0.05, achieved power 33.0-66.0%). Effect sizes for all 

comparisons were calculated (Appendix N). Non-statistically significant comparisons 

yielded medium to large effect sizes, suggesting a lack of power that may have skewed the 

findings. 

Results 

Prevalence 

The prevalence of PTSD and PTSD-DS at two- and nine-weeks following single-

event trauma (ASPECTS) are presented in Table 4. The relative prevalence of PTSD-DS 

as a proportion of those with PTSD was 45.0% [8.2% absolute prevalence (the proportion 

of those who were exposed to trauma)] at baseline following multi-event trauma in the C-

CATS study (based on self-report rather than diagnostic structured interview). 

Course 

Absolute prevalence (the proportion of those who were exposed to trauma) of both 

PTSD and PTSD-DS approximately halved from two- to nine- weeks post-trauma, whereas 

relative prevalence of PTSD-DS as a proportion of those with PTSD remained similar over 

time (39.0% and 40.0% respectively; see Table 4). 
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Table 4 

PTSD and PTSD-DS point prevalence at two- and nine-weeks following single-event 

trauma (ASPECTS) 

Diagnosis 

Two-weeks post-trauma 

(n = 226) 

Nine-weeks post-trauma 

(n = 208) McNemar 

Test n Absolute % Relative % n Absolute % Relative % 

PTSD 41 18.1 - 20 9.6 - p = 0.002 

PTSD-DS 16 7.1 39.0 8 3.8 40.0 p = 0.02 

Note. PTSD statistics previously reported in Meiser-Stedman et al. (2017) 

Predictive Value 

 The degree to which a diagnosis of ‘two-week PTSD-DS’ predicted a diagnosis of 

PTSD at nine-weeks following single-event trauma can be seen in Table 5. Regression 

statistics indicate ‘two-week PTSD-DS’ was significantly predictive of later PTSD (c2 = 

14.65, p < 0.0001, odds ratio = 10.71). The positive predictive value, negative predictive 

value and specificity were similar for ‘two-week PTSD-DS’ compared to ‘two-week 

PTSD’, however the sensitivity was considerably lower for ‘two-week PTSD-DS’.  

Table 5 

Positive and negative predictive values, sensitivity, specificity of two-week diagnosis to 

predict nine-week PTSD diagnosis following single-event trauma (ASPECTS) 

Two-week Predictor 

Nine-week 

Outcome 

Positive 

Predictive 

Value 

Negative 

Predictive 

Value Sensitivity Specificity 

Percentage 

Correctly 

Identified 

‘Two-week PTSD’ PTSD 0.41 0.97 0.75 0.88 87.0 

‘Two-week PTSD-DS’ PTSD 0.44 0.93 0.35 0.95 89.4 

Note. PTSD statistics previously reported in Meiser-Stedman et al. (2017) 
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PTSS and Functional Impairment 

Significant predictors of PTSS and functional impairment were assessed via 

hierarchical regression modelling where predictor variables were entered in two steps (see 

Tables 6 and 7). For PTSS, post-trauma cognitive processing accounted for considerable 

variance in both the single-event trauma (ASPECTS; nine-weeks post trauma) and multi-

event trauma (C-CATS; baseline) studies. Whilst the addition of dissociation improved the 

model in both cases, the amount of additional variance explained was minimal, especially 

for multi-event trauma youth (C-CATS). For functional impairment, PTSS accounted for 

considerable variance in both the single-event trauma (ASPECTS; nine weeks post trauma) 

and multi-event trauma (C-CATS; baseline) studies. Whilst the addition of dissociation 

accounted for a small degree of additional variance in single-event trauma youth, the 

addition of dissociation did not significantly contribute to the model for multi-event trauma 

youth. 

Significant predictors of early PTSS and functional impairment were additionally 

assessed cross-sectionally at two weeks, and longitudinally with predictor variables at two 

weeks predicting dependent variable at nine weeks, via hierarchical regression modelling 

of the single-event trauma study data only (see Appendix O and P for supplementary 

tables). Very similar results to those indicated in Tables 6 and 7 were produced where 

post-trauma cognitive processing accounted for considerable variance, and whilst the 

addition of dissociation improved the model, the amount of additional variance explained 

was minimal. For functional impairment, PTSS accounted for considerable variance, and 

whilst the addition of dissociation accounted for a small degree of additional variance, the 

amount of additional variance explained was minimal. 
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Table 6 

Hierarchical regression model predicting PTSS (CPSS & CATS) considering post-trauma 

cognitive processing factors and persistent dissociation, following single- and multi-event 

trauma 

Trauma 

type Predictor variable 

Model Step Step 2 

Adj. 

R2 F test DR2 F test B 

Bootstrapped 

95% CI β 

Single-event trauma (ASPECTS; nine weeks post-trauma)      

 Step 1: Post-trauma 

cognitive processing 

.66 F3,224 = 149.9, p < 

0.001 

.66 F3,224 = 149.9, p < 

0.001 

   

    Memory quality     .50 (.35, .65) .29 

    Negative appraisals     .32 (.26, .39) .43 

    Self-blame     .16 (-.23, .55) .03 

 Step 2: Persistent 

dissociation 

.75 F4,223 = 172.4, p < 

0.001 

.09 F1,223 = 80.3, p < 0.001 2.22 (1.73, 2.71) .34 

Multi-event trauma (C-CATS; baseline)       

 Step 1: Post-trauma 

cognitive processing 

.74 F3,96 = 95.3, p < 0.001 .74 F3,96 = 95.3, p < 0.001    

    Memory quality     .50 (.23, .76) .27 

    Negative appraisals     .37 (.23, .52) .50 

    Self-blame     .23 (-.79, 1.24) .03 

 Step 2: Persistent 

dissociation 

.75 F4,95 = 76.2, p < 0.001 .01 F1,95 = 5.5, p = 0.021 .89 (.14, 1.65) .17 

Note. B and β are regression coefficients. 95% bootstrapped regression coefficients highlighted in bold did not cross zero. 

 

 

 

 

 

 

 

 



THE DISSOCIATIVE SUBTYPE OF PTSD 82 

Table 7 

Hierarchical regression model predicting functional impairment (CPSS & CATS) 

considering the effect of PTSS and persistent dissociation, following single- and multi-

event trauma. 

Trauma 

type Predictor variable 

Model Step Step 2 

Adj. 

R2 F test DR2 F test B 

Bootstrapped 

95% CI β 

Single-event trauma (ASPECTS; nine weeks post-trauma)      

 
Step 1: PTSS 

.41 F1,229 = 162.7, p < 

0.001 

.41 F1,229 = 162.7, p < 

0.001 

.08 (.06, .09) .54 

 Step 2: Persistent 

dissociation 

.42 F2,228 = 85.4, p < 

0.001 

.01 F1,228 = 5.2, p = 0.023 .14 (.02, .25) .15 

Multi-event trauma (C-CATS; baseline)       

 Step 1: PTSS .44 F1,98 = 75.9, p < 0.001 .43 F1,98 = 75.9, p < 0.001 .10 (.07, .13) .72 

 Step 2: Persistent 

dissociation  

.44 F2,97 = 74.1, p < 0.001 .00 F1,97 = 0.7, p = 0.412 -.06 (-.22, .09) -.09 

Note. B and β are regression coefficients. 95% bootstrapped regression coefficients highlighted in bold did not cross zero. 

Characteristics of Youth with PTSD-DS 

 Demographic, trauma, psychopathology, post-trauma cognitive processing, and 

functional impairment factors, differentiated by diagnostic category, across single- 

(ASPECTS), multi-event (C-CATS), and mixed trauma (ASPECTS & C-CATS) samples 

are shown in Table 8. The distribution of data for psychopathology, post-trauma cognitive 

processing, and functional impairment, differentiated by diagnostic group, are shown in 

raincloud plots (Allen et al., 2019; Appendix Q).  

Demographic variables were not significantly related to diagnostic group in all 

comparisons except sex, where there was a higher proportion of females in the PTSD-ND 

group compared to the PTSD-DS and no diagnosis groups following multi-event (C-

CATS) and mixed trauma (ASPECTS & C-CATS). Levels of assault were highest in the 

PTSD-ND group compared to the PTSD-DS and no diagnosis groups following single-

event trauma. 
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Table 8 

Demographic, trauma, psychopathology, post-trauma cognitive processing, and functional 

impairment factors by diagnostic group following single- (ASPECTS; nine weeks post-

trauma), multi-event (C-CATS; baseline) and mixed trauma (ASPECTS & C-CATS 

combined) 

 

Trauma 

type 

Test of Significant 

Difference 

PTSD-DS PTSD-ND No diagnosis 

M SD M SD M SD 

Demographic factors         

      Age Single H(2) = 1.8, p = 0.415 14.6 2.4 15.3 2.3 13.9 3.0 

Multiple H(2) = 1.2, p = 0.560 13.8 2.9 14.0 2.8 13.2 1.9 

 Mixed H(2) = 1.8, p = 0.403 14.2 2.6 14.5 2.6 13.7 2.8 

      Ethnic minority, n (%) Single χ2(2) = 0.7, p = 0.693 1 (10.0%) 0 (0.0%) 13 (6.0%) 

Multiple χ2(2) = 1.1, p = 0.584 1 (14.3%) 2 (18.2%) 7 (8.8%) 

 Mixed χ2(2) = 1.0, p = 0.596 2 (11.8%) 2 (11.1%) 20 (6.7%) 

      Female Sex, n (%) Single χ2(2) = 2.1, p = 0.345 2 (20.0%) 3 (42.9%) 94 (43.3%) 

Multiple χ2(2) = 11.4, p = 0.003 4 (44.4%)a 11 (100%)b 42 (46.7%)a 

 Mixed χ2(2) = 9.2, p = 0.010 6 (31.6%)a 14 (77.8%)b 136 (44.3%)a 

Trauma type         

      Assault (non-sexual), n (%) Single χ2(2) = 26.9, p < 0.001 5 (50.0%)a 5 (71.4%)b 27 (12.4%)c 

      Sexual abuse, n (%) Multiple χ2(2) = 1.7, p = 0.428 4 (44.4%) 7 (63.3%) 36 (42.9%) 

Psychopathology         

      PTSS† Single H(2) = 45.0, p < 0.001 33.3a 6.9 38.7a 4.6 7.0b 8.6 

  Multiple H(2) = 45.9, p < 0.001 39.2a 9.5 29.7b 6.8 8.8c 8.0 

      Anxiety† Single H(2) = 30.6, p < 0.001 38.8a 12.8 46.7a 14.1 14.7b 14.5 

 Multiple H(2) = 28.8, p < 0.001 21.4a 6.5 11.3b 6.3 5.0c 5.6 

      Depression† Single H(2) = 26.1, p < 0.001 10.2a 5.8 15.0a 5.2 3.9b 4.9 

 Multiple H(2) = 29.3, p < 0.001 17.4a 7.49 9.8b 7.1 3.5c 4.4 

Post-trauma cognitive processing         

      Memory quality Single H(2) = 33.9, p < 0.001 31.4a 3.9 32.9a 4.5 20.4b 5.9 

Multiple H(2) = 38.9, p < 0.001 35.0a 4.4 26.2b 4.2 17.8c 5.1 

 Mixed H(2) = 68.0, p < 0.001 33.2a 4.5 28.8b 5.3 19.6c 5.8 

      Negative appraisals Single H(2) = 33.0, p < 0.001 56.3a 12.5 75.0b 16.2 35.0c 12.5 

Multiple H(2) = 34.9, p < 0.001 75.5a 12.7 55.6b 17.2 35.5c 11.6 
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Trauma 

type 

Test of Significant 

Difference 

PTSD-DS PTSD-ND No diagnosis 

M SD M SD M SD 

 Mixed H(2) = 67.5, p < 0.001 65.9a 15.7 63.1a 19.0 35.1b 12.3 

      Self-blame Single H(2) = 5.8, p = 0.056 4.9 2.3 2.4 0.8 3.3 1.9 

Multiple H(2) = 22.5, p < 0.001 5.3a 2.8 4.6a 2.3 2.5b 1.1 

 Mixed H(2) = 15.2, p < 0.001 5.1 2.5 3.8 2.2 3.1 1.7 

Functional impairment†         

 Single H(2) = 45.2, p < 0.001 3.8a 2.0 4.1a 1.2 0.7b 1.3 

 Multiple H(2) = 24.3, p < 0.001 3.8a 1.7 3.4a 1.4 1.3b 1.7 

Note. Superscript letters represent significant between group differences. Single-event trauma study (ASPECTS) – 

PTSD-DS (n = 10), PTSD-ND (n = 7), no diagnosis (n = 217). Multi-event trauma study (C-CATS) – PTSD-DS (n = 9), 

PTSD-ND (n = 11), no diagnosis (n = 90). Mixed trauma (ASPECTS & C-CATS) – PTSD-DS (n = 19), PTSD-ND (n = 

18), no diagnosis (n = 307). Groups were determined by self-report questionnaires (CPSS for ASPECTS, CATS for C-

CATS). M = mean, SD = standard deviation. 

† Indicates variable that was tested using different questionnaires in single- and multi-event trauma studies (ASPECTS & 

C-CATS).  

In all measures of psychopathology, both PTSD-ND and PTSD-DS groups scored 

higher than the no diagnosis group. Post hoc comparisons indicated levels of PTSS, 

anxiety, and depression were all greater in the PTSD-DS group compared to the PTSD-ND 

group following multi-event trauma (C-CATS), whereas no statistically significant 

differences between the PTSD-ND and PTSD-DS groups were observed following single-

event trauma.  

Regarding measures indexing post-trauma cognitive processing, there were 

significant differences for all processes, except self-blame following single-event trauma 

(ASPECTS), where PTSD-ND and PTSD-DS diagnostic groups scored significantly 

higher than the no diagnosis group in all other cases. Poorer memory quality was 

associated with PTSD-DS following multi-event trauma (C-CATS) and mixed trauma 

(ASPECTS & C-CATS), and more negative appraisals was associated with PTSD-DS 

following multi-event trauma (C-CATS), whereas fewer negative appraisals were 

associated with PTSD-DS following single-event trauma (ASPECTS).  
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 Finally, levels of functional impairment were higher in the PTSD-ND and PTSD-

DS groups compared to the no diagnosis group following both single- and multi-event 

trauma; however, no one diagnostic group had significantly higher levels of functional 

impairment than the other. 

Post hoc bootstrapped comparisons (2000 resamples used) were made to assess 

whether outliers or the distribution of data may have influenced the differences between 

PTSD-ND and PTSD-DS groups. However, the results were very similar following these 

post-hoc analyses, indicating that outliers and data distribution did not significantly impact 

the findings.  

A post-hoc exploratory analysis of characteristics of youth with PTSD-DS was 

repeated, however using the CPTSDI for the single-event trauma dataset (ASPECTS; 

Appendix R). Results were very similar to those presented in Table 8, indicating that the 

method of diagnostic assessment did not significantly impact the findings. 

Discussion 

This study is one of the first to investigate PTSD-DS in two child and adolescent 

populations, across both single-event and multi-event trauma indexes. The first part of the 

analysis primarily focussed on data from the single-event trauma study to establish the 

point prevalence, course, and prognostic ability of PTSD-DS regarding PTSD in youth. 

Whilst the absolute prevalence rates indicated PTSD-DS is not common following 

traumatic exposure, a significant proportion of those who went on to meet the threshold for 

a diagnosis of PTSD also had PTSD-DS. The PTSD-DS prevalence range of 39-45% 

found in this study was higher than the pooled estimate for adults reported by White et al. 

(in press); although, it needs to be re-stated that the prevalence of PTSD-DS, calculated 

from the multi-event trauma data, was based on child self-report rather than a structured 

interview. Additionally, the prevalence range of 39-45% fell within the 95% confidence 

intervals for the prevalence of PTSD-DS in adults found in White et al. (in press; see 

Appendix E for supplementary table where the DSM-5 criteria for PTSD was rigorously 
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applied for determining the prevalence). Nonetheless, the relatively high prevalence rate 

provides tentative further evidence that PTSD-DS is more common in children and 

adolescents than adults. This may be because symptoms of dissociation (depersonalisation 

and derealisation) stipulated as criteria in the DSM-5 are not specific enough indicators of 

this subtype in children, in contrast to adults (Kerig et al., 2016). The subtype model was 

proposed as a way of defining a rare dissociative subgroup (Lanius et al., 2012); however, 

experiences of depersonalisation and derealisation may be more common in children 

(Carlson et al., 2009). While the relative prevalence of PTSD-DS was higher following 

multi-event trauma compared to single-event trauma, key differences in how PTSD-DS 

was assessed may have impacted measured prevalence. Significant recovery was seen in 

rates of PTSD-DS without intervention following single-event trauma, which lends further 

evidence that course of dissociative symptoms is consistent with the natural reduction of 

PTSS over time.  

 The ability for PTSD-DS at two weeks post-trauma to predict PTSD at nine weeks 

following single-event trauma was similar to the predictive ability of PTSD, although there 

was a marked drop-off in sensitivity. This is consistent with the premise that acute 

symptoms of dissociation are not predictive of later PTSD (Bryant et al., 2007; Dalgleish 

et al., 2008; Meiser-Stedman et al., 2005), and dissociation may simply be a normal 

symptom in the immediate aftermath of a traumatic experience that does not indicate a 

more severe PTSD. 

  The second part of this study, focussing on both data from youth exposed to 

single- and multi-event trauma, demonstrated that dissociation accounted for little to no 

additional variance in both PTSS and functional impairment, over and above the variance 

accounted for by post-trauma cognitive processing factors and PTSS respectively. This 

held true when analyses were repeated cross-sectionally and longitudinally using two 

weeks post single-event trauma data, and using two week predictors and nine week 

outcome variables post single-event trauma. While not increasing the amount of variance 
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explained, persistent dissociation appears to account for unique variance in models of 

PTSS, however the beta coefficients were smaller than those for negative appraisals. 

Whilst this evidences the importance of cognitive processes and supports the applicability 

of the cognitive model to PTSD, perhaps there is overlap between dissociation and other 

cognitive processes; for example, perhaps dissociation is driven by negative appraisals or 

fragmented memory. This is an area for further research. Given dissociation appears to 

play next to no part in predicting functional impairment, dissociation may not be such a 

concerning aspect of PTSD. 

A final exploratory analysis, utilising data from youth exposed to single- and multi-

event trauma, demonstrated many significant differences between diagnostic and non-

diagnostic groups across a range of factors. The primary finding was that in most cases, 

both diagnostic groups scored significantly higher in areas of psychopathology, post-

trauma cognitive processing, and functional impairment, compared to non-diagnostic 

controls. This highlights that despite all children having experienced some form of 

traumatic exposure, those children with PTSD are significantly more pathological and 

impaired compared to those who do not meet the criteria for PTSD. Regarding significant 

differences between diagnostic groups, there was an observable pattern where levels of 

indicated psychopathology, post-trauma cognitive processing, and functional impairment 

were increased in the PTSD-DS group compared to the PTSD-ND group following multi-

event trauma, whereas the opposite was true following single-event trauma. However firm 

conclusions cannot be drawn on the basis of this final exploratory and comparative 

analysis with regard to diagnostic group comparisons, due to the poor power and small 

sample size. It was interesting that there was no difference in levels of functional 

impairment between diagnostic groups; the implication being that PTSD-DS is no more or 

less functionally harmful that ‘classic’ PTSD-ND. However, caution needs to be taken due 

to the comparison being underpowered, and the low sensitivity of the functional 

impairment measures based on the sum of “yes” answers (rather than the binary “no” 
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answers) on five or six items relating to various areas of life. The comparisons of mixed 

trauma samples were more highly powered than those for single- and multi-event trauma 

only and indicated that female sex was associated with PTSD-ND rather than PTSD-DS, 

and that poorer memory quality was associated with PTSD-DS rather than PTSD-ND. This 

evidences the importance of poorer and more fragmented trauma memories in the 

maintenance of PTSD-DS, as with PTSD (Hiller et al., 2021), and supports applicability of 

the cognitive model to this PTSD subtype. Impairments in memory have long been 

attributed as a symptom of dissociation (Lanius et al., 2012; McKinnon et al., 2016). With 

regard to sex, there is conflicting evidence regarding associations to PTSD-DS. Műllerová 

et al. (2016) and Stein et al. (2013) found that PTSD-DS was associated with male sex, 

whereas Hagan et al. (2018) found that there was an association with female sex in a small 

sample of children. Further research is required to ascertain if sex is a risk factor to PTSD-

DS following traumatic exposure using larger sample sizes. 

 This study has demonstrated that there is significant natural recovery in terms of 

PTSD-DS following single-event trauma, and therefore clinicians should be cautious about 

offering an intervention when a period of monitoring might be more beneficial. Early 

dissociation (at two weeks) is no more predictive of later PTSD (at nine weeks) than early 

PTSD. Dissociation has been shown to be secondary to other cognitive mechanisms that 

maintain PTSD such as fragmented memories and negative appraisals, and whilst this latter 

cognitive mechanism appears to mediate treatment response (Jensen et al., 2018; Pfeiffer et 

al., 2017), no such interaction has been found regarding dissociation (Hoeboer et al., 

2020). It has been suggested that treatments should be altered for individuals experiencing 

dissociation symptoms alongside PTSD (Lanius et al., 2010) and clinicians perceive 

dissociation to be a barrier to PTSD treatment (Becker et al., 2004; Ronconi et al., 2014). 

This study however suggests dissociation may simply be a routine component of the 

presentation of PTSD in children and therefore may not be something to be feared within 

the clinical setting. Perhaps instead clinicians can assess for, and recognise, a wide breadth 
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of symptoms of dissociation (given the high prevalence indicated both in this study and in 

White et al., in press), especially as dissociation has been linked to self-harm (Rossi et al., 

2019). Whilst it has been shown that dissociation does not moderate the effectiveness of 

psychotherapy for PTSD (Hoeboer et al., 2020), if a young person does not respond well to 

treatment on account of dissociation, perhaps a differentiated approach could be offered. 

This could involve a modular approach where PTSD symptom clusters are targeted in a 

person-centred manner as determined by idiosyncratic formulation (Karatzias & Cloitre, 

2019). Exposure based therapies are often used to treat PTSD symptoms, and dissociation 

can impact the ability to connect with the present moment during the process of reliving 

traumatic memories (Jowett et al., 2022) and create avoidance (Murray et al., 2022). 

Adaptations to therapy could include using reminders of the present such as: objects or 

sensory experiences, keeping eyes open at all times, speaking in the past tense, regular 

therapist verbal communication, and via the use of narrative rather than imaginal reliving 

(Murray et al., 2022). The use of treatment methods such as trauma-focussed CBT should 

focus on cognitive mechanisms such as fragmented memories and negative appraisals, as 

per the cognitive model of PTSD (Ehlers & Clark, 2000), especially given the importance 

these processes have in maintaining PTSS (see Table 6).  

 These results should be viewed in the context of several limitations. Firstly, both 

single- and multi-event trauma samples were based on predominantly White British 

children based in two specific regions in the UK, having been exposed to specific types of 

trauma. Therefore, the results may not be generalisable. All self-report questionnaires were 

completed by children, and given Hiller et al. (2021) reported poor agreement between 

child and carer reported measures of traumatic exposure, this raises questions about 

accuracy of reporting, where young people likely under-reported symptoms in the multi-

event trauma study (C-CATS). Furthermore, self-reported measures were used to diagnose 

PTSD and PTSD-DS; some measures having been developed specifically for the single-

event trauma study (ASPECTS) where construct validity could not be assessed. Moreover, 
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there were discrepancies between the methodologies used in the ASPECTS and C-CATS 

studies which make cross study comparisons less valid as a result of measurement bias. 

Functional impairment was measured via different scales, and whilst PTSS was measured 

using the same four items, they were phrased in the first person in the multi-event trauma 

study (C-CATS) and third person in the single-event trauma study (ASPECTS). 

Additionally, the items were assessed over a subtly different scale (see Appendix K & M). 

Finally, several analyses, particularly those presented in Table 8, were underpowered and 

were therefore unable to detect even large effect sizes or may have led to some bias. Small 

groups in Table 8 resulted in some chi-squared analyses breaking the assumption that 

fewer than 20% of cells have an expected count less than five. Unfortunately, a Fishers 

exact test could not be conducted on account of the analysis being a 3x2 design. 

Conclusion 

 PTSD-DS is prevalent in children with PTSD nine weeks post single-event trauma 

(40.0%) and following multi-event trauma (45.0%). However, PTSD-DS does not appear 

to present as a particularly concerning subtype given it shows a similar trajectory of natural 

recovery to PTSD, it does not appear to be additionally indicative of later PTSD, and 

dissociation does not appear to be a significant factor in PTSS or functional impairment. 

Therefore, PTSD-DS may offer little clinical utility to the extant PTSD diagnosis in 

children and adolescents. However, PTSD-DS was associated with sex, and post-trauma 

cognitive processing factors, although the group comparisons were frustrated by very low 

sample sizes. Further investigation and research, longitudinally over longer time periods, 

with a greater number of participants, is warranted into PTSD-DS in children following 

both single- and multi-event trauma. 
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Chapter 5. Additional Methodology  

This chapter details additional methodological processes that should be considered 

supplementary to those in Chapters 2 and 4.  

Additional Methodology for Systematic Review 

PRISMA Checklist 

 The Preferred Reporting Items for Systematic Reviews and Meta-Analyses 

(PRISMA) Checklist 2020 (Page et al., 2021) was used to ascertain exactly where the 

meta-analysis covered the relevant requirements of a systematic review of this nature (see 

Appendix S). This helped to provide a transparent account of the reasons for conducting 

the review, the process undertaken to complete the review, and what results were found. 

Additionally, applying the PRISMA Checklist is a requirement of some journals when 

submitting manuscripts for publication. 

Further Inclusion and Exclusion Criteria 

 Studies were included in the systematic review if the point prevalence of the 

dissociative subtype of post-traumatic stress disorder (PTSD-DS) following a traumatic 

event was calculated. Previous studies have used a variety of methods to determine the 

prevalence of PTSD-DS, some based on participants who scored above a clinical cut-off 

on a validated measure or who met Diagnostic and Statistical Manual of Mental Disorders 

(DSM) diagnostic criteria following a clinical interview or self-report measure. Other 

methods of prevalence estimation were latent class and profile analyses (LCA and LPA 

respectively), where individuals are probabilistically grouped into classes or profiles 

following an analysis of mental health indicators (Collins & Lanza, 2010). The resulting 

classes or profiles are therefore in theory internally homogenous and externally 

heterogenous (Berlin et al., 2013). A real advantage of LCA and LPA is that there is an 

indication of best-fitting solution regarding the number of classes or profiles, allowing for 

decisions to be made around which model is most appropriate (Vermunt & Magidson, 

2002) and for comparison between models (Miettunen et al., 2016). 
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Data Extraction 

A data extraction database was used to document the following information 

pertinent for inclusion in the systematic review: (a) author(s), (b) year of publication, (c) 

journal title, (d) demographic information (mean and standard deviation of age, the age 

range, child or adult category, the percentage of the sample female, a description of the 

sample population), (e) type and nature of index trauma experienced, (f) time since index 

trauma to assessment of post-traumatic stress disorder (PTSD), (g) type of analysis used to 

determine the prevalence of PTSD and PTSD-DS, (h) DSM criteria used to conceptualise 

both PTSD and PTSD-DS, (i) the prevalence of PTSD and PTSD-DS. Where information 

was missing, authors were contacted directly via email. 

Additional Methodology for Empirical Paper 

Secondary Analysis of Pre-Existing Datasets 

 As described previously, the empirical study made use of two pre-existing datasets 

from longitudinal studies which recruited large samples of children following: experiences 

of single-event trauma [Acute Stress Programme for Children and Teenagers (ASPECTS); 

Meiser-Stedman et al., 2017], and experiences of multi-event trauma [Coping in Care After 

Trauma study (C-CATS); Hiller et al., 2021]. Datasets had been anonymised to maintain 

confidentiality by removal of information such as names, dates of birth, National Health 

Service numbers and recruitment site. Both longitudinal studies had undergone full ethical 

review, and therefore no further ethical approval was required for the empirical study.  

Participants 

ASPECTS 

Participants were children and adolescents aged eight to 17-years-old who had 

experienced a single-event trauma between 3rd September 2010 and 30th April 2013, and 

presented at one of four emergency departments in the East of England. An event was 

considered a trauma if it met the DSM-5 Criterion A for PTSD [American Psychiatric 

Association (APA), 2013]. Participant exclusion criteria included inability to speak 
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English, presence of a learning disability or a moderate to severe brain injury, emergency 

department attendance due to deliberate self-harm, or when the child was under the care of 

social services or where there was a child protection issue related to the trauma.  

A total of 773 children were identified as suitable for the study, however only 226 

completed the initial two-week assessment post-trauma. The first part of the analysis 

investigated these 226 participants [days since trauma, mean (M) = 22.0, standard 

deviation (SD) = 7.2], and, of these, 208 participants also completed an assessment nine-

weeks post-trauma (days since trauma, M = 67.5, SD = 11.7). For full details of 

demographic information for these participants, see Meiser-Stedman et al. (2017; 2019). 

The second part of the analysis investigated participants (n = 234; days since trauma, M = 

67.3 days, SD = 11.2) who completed the Children’s PTSD Symptom Scale (CPSS) at the 

nine-week assessment only.  

C-CATS 

Participants were children and adolescents aged ten to 18-years-old who had been 

removed from their family home and were in the care of a nonbiological foster carer, in 

kinship care, or resided in residential care homes following abuse or neglect. The average 

age for entering care was 8.3 years old (SD = 3.8), and participants had been in care 

between six months and 15 years (M = 4.9 years, SD = 3.7). All 120 participants had been 

exposed to some form of maltreatment, with 77% identifying that they had been exposed to 

at least one DSM-5 PTSD Criterion A trauma (APA, 2013); this proportion increasing to 

85% on the basis of carer-report. For full details of participant demographic information, 

see Hiller et al. (2021). 

Whilst 120 participants were detailed in the Hiller et al. (2021) study, data was 

missing from ten participants, which were therefore excluded from the analysis in this 

study, leaving 110 participants (days since trauma, M = 1735.6 days, SD = 1307.0). 

Measures 

ASPECTS 
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The following information pertains to the scoring and psychometric qualities of 

each of the measures used in the analysis in Chapter 4. As indicated in Meiser-Stedman et 

al. (2019), published measures validated for use with children were preferred, where there 

was good evidence of both internal consistency and construct validity. Where no such 

measure was available, the authors developed their own measures (Meiser-Stedman et al., 

2019). 

The Children’s PTSD Inventory (CPTSDI; Saigh et al., 2000), a youth-report 

structured interview assessing for PTSD, has good internal consistency, inter-rater 

reliability, test–retest reliability, convergent validity, and discriminant validity (Saigh et 

al., 2000; Yasik et al., 2001). 

Items in the Children’s PTSD Symptom Scale (CPSS; Foa et al., 2001) were rated 

on a 0 (not at all or only one time) to 3 (5 or more times a week/almost always) scale, 

where total score could range from 0 to 60. The CPSS has been shown to have excellent 

internal consistency, test-retest reliability, and good convergent validity (Gillihan et al., 

2013); and excellent internal consistency and good test-retest reliability within the 

ASPECTS sample (Meiser-Stedman et al., 2019). The score for the four additional items 

measuring persistent dissociation (Meiser-Stedman et al., 2019; see Appendix K) could 

range from 0 to 12. Meiser-Stedman et al. (2019) stated that these items demonstrated 

good internal consistency and test-retest reliability within the ASPECTS sample. 

Each item in the Spence Child Anxiety Scale (SCAS; Spence, 1998) was rated on a 

0 (never) to 3 (always) scale, where the total scores could range from 0 to 114. Ramme 

(2008) detailed how a large body of literature supported the internal reliability, test-retest 

reliability, convergent and divergent validity, discriminant validity and construct validity 

of the SCAS. 

Items in the Short Mood and Feelings Questionnaire (SMFQ; Angold et al., 1995) 

were rated on a 0 (not true) to 2 (true) scale, where the total score could range from 0 to 

26. The SMFQ has been shown to demonstrate good discriminate validity and high internal 
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reliability (Angold et al., 1995; Messer et al., 1995), and excellent internal consistency and 

test-retest reliability within the ASPECTS sample (Meiser-Stedman et al., 2019). 

Items in the Trauma Memory Quality Questionnaire (TMQQ; Meiser-Stedman, 

Smith, Yule et al., 2007) were rated on a 1 (disagree a lot) to 4 (agree a lot) scale, where 

the total score could range from 11 to 44. The TMQQ showed good internal consistency, 

criterion validity, and construct validity (Meiser-Stedman, Smith, Yule et al., 2007), and 

good internal consistency and excellent test-retest reliability within the ASPECTS sample 

(Meiser-Stedman et al., 2019). 

Each item in the Children’s Post-Traumatic Cognitions Inventory (CPTCI; Meiser-

Stedman et al., 2009) was rated on a 1 (don’t agree at all) to 4 (agree a lot) scale, where the 

total score could range from 25 to 100. The CPTCI showed good internal consistency, test-

retest reliability, convergent validity, and discriminative validity (Meiser-Stedman et al., 

2009), and excellent internal consistency and test-retest reliability within the ASPECTS 

sample (Meiser-Stedman et al., 2019). 

Finally, two novel items assessing self-blame (Meiser-Stedman et al., 2019; see 

Appendix L) were rated on a 1 (disagree a lot) to 4 (agree a lot) scale, where the total score 

could range from 2 to 8. Meiser-Stedman et al. (2019) asserted that these demonstrated 

excellent internal consistency and good test-retest reliability within the ASPECTS sample. 

C-CATS 

 The young person or carer could indicate ‘yes’ or ‘no’ whether they had been 

exposed to any of 15 Criterion A traumas according to the PTSD DSM-5 criteria (APA, 

2013). Additionally, social workers reported the trauma history of the child via Kaufman’s 

5-point Likert scale, which assessed for: physical, sexual, emotional abuse, and exposure 

to domestic violence (Kaufman et al., 1994).  

 Each item on the Child and Adolescent Trauma Screen (CATS; Sachser et al., 

2017) was rated by the young person on a 0 (never) to 3 (almost always) scale, where the 

total score could range from 0 to 60. Hiller et al. (2021) reported a strong internal 
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consistency for child-report completion, and Sachser et al. (2017) detailed excellent 

reliability.  

Anxiety and depression were measured via the Revised Child Anxiety and 

Depression Scale-25 (RCADS-25; Ebesutani et al., 2012); a shorter version of the full 

RCADS. Each item was rated by the young person on a 0 (never) to 3 (always) scale. The 

RCADS-25 is formed of two subscales indexing anxiety and depression (possible range of 

total scores from 0 to 45 and 0 to 30 respectively). The RCADS-25 demonstrates 

acceptable reliability, excellent internal consistency, acceptable to good test-retest 

reliability (Ebesutani et al., 2012; Ebesutani et al., 2017). 

The same measures were used as in the ASPECTS study to assess post-trauma 

cognitive processing, and persistent dissociation. 

Procedure 

ASPECTS 

Research nurses identified children at hospital emergency departments who might 

be suitable to take part, and details of the proposed study and information sheets regarding 

the research study were provided. Consent was gained for a member of the ASPECTS 

team to contact the family. Informed written consent was sought from both the child and 

parent or carer in order to participate in the study. The children and their parents were then 

sent a letter following their attendance at the emergency department and asked to complete 

self-report questionnaires. Participants were then contacted by telephone by graduate-level 

psychologists a week after the emergency department attendance to arrange the first two-

week post-trauma assessment. Two clinical psychologists, with experience interviewing 

children exposed to trauma, blind-rated the interviews to test for diagnostic reliability, 

which was found to be excellent (Meiser-Stedman et al., 2017). For the duration of the 

study, participants were not offered any form of psychological or psychiatric intervention. 

For further information on the study procedure see Meiser-Stedman et al. (2017; 2019). 

C-CATS 
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Participants were recruited by social workers who had parental responsibility for 

the child, and of the 242 children that were consented by their social worker, 120 child and 

their carers volunteered and consented to participate. All assessments were self- or carer-

report and were completed during a home visit or were sent via post or online. Following 

initial assessment, repeated further assessment took place at six- and 12-months, however 

only data from baseline assessment were used in the empirical study. For further 

information on the procedure see Hiller et al. (2021).  

Additional Analyses 

Some studies assessing PTSD (Cohen et al., 2004; Copeland et al., 2007; Meiser-

Stedman et al., 2017; Nixon et al., 2012) and PTSD-DS (Bennett et al., 2015; Kerig et al., 

2016; Modrowski & Kerig, 2017) in children used subsyndromal criteria for diagnosis. 

This ensured cases were not missed where clinically significant traumatic stress persisted 

and where the threshold for a full adult diagnosis of PTSD was not reached. This is in line 

with evidence that has shown children who have experienced a traumatic event but do not 

meet the full diagnostic criteria still exhibit symptoms significant enough to interfere with 

functioning (Cohen & Scheeringa, 2009). As younger children have more impaired 

cognitive and verbal expression capacities, more behaviourally focussed and 

developmentally appropriate criteria have been suggested (Scheeringa et al., 1995; 2001), 

and therefore the preschool PTSD diagnosis introduced in DSM-5 may be more 

appropriate than the full adult criteria for older children, including adolescents, on account 

of its simplicity (APA, 2013; Danzi & La Greca, 2017; Meiser-Stedman et al., 2008; 2017; 

Scheeringa et al., 2006). Therefore, the first part of the analysis in the empirical paper was 

repeated using preschool PTSD criteria rather than the full adult diagnostic criteria for 

PTSD, to assess the point prevalence, course and predictive value of the preschool 

diagnosis in the ASPECTS study dataset. This additional analysis was not considered 

fundamental to answering the research questions and achieving the aims in the empirical 

paper, and therefore was not reported earlier.  
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Further post-hoc exploratory analyses were repeated based on the data in the 

second part of the analysis in the empirical paper. Due to the bidirectional results for PTSS 

between the single- and multi-event trauma samples (ASPECTS and C-CATS) in Table 8 

of Chapter 4, it was decided that further exploration of the clustered DSM-5 criteria would 

illuminate specific aspects of PTSD symptomology that may characterise PTSD-DS. 

Therefore, the Kruskal-Wallis ANOVA in Table 8 was repeated, utilising the same three 

groups [PTSD-DS, non-dissociative PTSD (PTSD-ND), and no diagnosis] formed on the 

basis of the DSM-5 criteria using the CPSS for the ASPECTS data and the CATS for the 

C-CATS data. In this exploratory analysis, groups were compared across scores in each of 

the clustered criteria described in the DSM-5 for PTSD (APA, 2013). Other studies 

conducting similar analyses have found that PTSD-DS has been associated with re-

experiencing symptoms generally, but more specifically with flashbacks (Stein et al., 2013; 

Wolf, Miller et al., 2012), however, this result has not been replicated however in other 

studies (Steuwe et al., 2012b; Wolf, Lunney et al., 2012).  
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Chapter 6. Additional Results  

 This chapter details additional results that should be considered supplementary to 

those in Chapters 2 and 4. The method sections in Chapter 2 and 4, alongside the 

additional methods section in Chapter 5, provide all necessary information to the analyses 

undertaken in this chapter. 

Additional Results for Systematic Review 

Risk of Bias Assessment  

Assessment of study quality is recommended as good practice when conducting a 

meta-analysis (Higgins et al., 2012). The proportion of studies rated as a low, moderate or 

high risk of bias for each quality assessment item can been seen in Appendix D. Four of 

the five quality assessment items indicated that 50.9-100% of the studies presented a low 

to medium risk of bias. However, 77.4% of the studies failed to meet the item “appropriate 

and meaningful post-traumatic stress disorder (PTSD) assessment follow up time”. As 

already highlighted, Criterion F in the fifth edition of the Diagnostic and Statistical Manual 

of Mental Disorders [DSM-V; American Psychiatric Association (APA), 2013] stipulates 

that PTSD symptoms must have been present for over a month. Therefore, in order for 

PTSD to be diagnosed, the assessment must take place at least one month following the 

index trauma. At assessment, the time since trauma was poorly reported across studies, 

perhaps because it can be challenging to identify the most salient index trauma for 

participants who have experienced multiple traumatic events (Priebe et al., 2018; Weathers 

& Keane, 2007). A high proportion of studies (49%) failed to meet the item ‘participation 

rate greater than 50%’. This was mostly due to studies not reporting rates of drop-out or 

missing data. 

Sensitivity Analyses 

The level of between study prevalence heterogeneity was high in this review, and 

therefore sensitivity analyses were conducted to determine whether the quality of the 

studies impacted the prevalence estimates. In addition to the analysis in Chapter 2 where 
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the 28 studies of low and medium quality were removed, a secondary sensitivity analysis 

was conducted when only the 12 low quality studies were removed. The estimated point 

prevalence of the dissociative subtype of PTSD (PTSD-DS) was not dissimilar (35.2%, 

95% CI 28.0 – 42.9%), with a similar degree of heterogeneity (k = 41, Q(40) = 1010.0, p < 

0.0001, I2 = 97.7%), to the statistics when all studies were included. Meta-regression 

analysis indicated that the difference between high-medium and low-quality groups of 

studies were non-significant (b = 0.0576, 95% CI -0.1053–0.2206, p = 0.49). This provides 

further evidence that the quality of the studies did not affect the prevalence of PTSD-DS 

estimates. 

Additional Results for Empirical Paper 

Prevalence of Preschool PTSD-DS 

The point prevalence of preschool PTSD and PTSD-DS at two- and nine-weeks 

following single-event trauma in the Acute Stress Programme for Children and Teenagers 

(ASPECTS; Meiser-Stedman et al., 2017) are presented in Table 9. The prevalence of 

PTSD-DS relative to those with PTSD was 40.9%, whereas the absolute prevalence 

relative to those that were trauma exposed was 8.2%, at baseline following multi-event 

trauma in the Coping in Care After Trauma study (C-CATS; Hiller et al., 2021) study 

(based on self-report rather than diagnostic structured interview). 

Course of Preschool PTSD-DS 

Absolute prevalence (the proportion of those with exposure to trauma) of both 

preschool PTSD and PTSD-DS approximately halved from two to nine weeks post-trauma, 

where the difference over time was significant only for preschool PTSD and not for 

preschool PTSD-DS (although the difference approached significance; see Table 9). The 

relative prevalence of PTSD-DS as a proportion of those with PTSD remained similar 

between two-weeks and nine-weeks post-trauma (37.8% and 40.0% respectively). 
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Table 9 

Point prevalence of Preschool PTSD and PTSD-DS at two- and nine-weeks post-trauma 

following single-event trauma (ASPECTS) 

Diagnosis 

Time point 

McNemar 

test 

Two-weeks post-trauma  

(n = 226) 

Nine-weeks post-trauma  

(n = 208) 

n Absolute % Relative % n Absolute % Relative % 

Preschool PTSD 45 19.9 - 20 9.6 - p < .001 

Preschool PTSD-DS 17 7.5 37.8 8 3.8 40.0 p = .06 

Note. Preschool PTSD statistics previously reported in Meiser-Stedman et al. (2017) 

Predictive Value of Preschool PTSD-DS 

The degree to which a diagnosis of ‘two-week’ preschool PTSD-DS predicted a 

diagnosis of preschool PTSD at nine-weeks can be seen in Table 10. Regression statistics 

indicated that preschool ‘two-week PTSD-DS’ was significantly predictive of later 

preschool PTSD (c2 = 18.53, p = < 0.0001, odds ratio = 13.26). The positive predictive 

value, negative predictive value and specificity were similar for preschool ‘two-week 

PTSD-DS’ compared to preschool ‘two-week PTSD’, however the sensitivity was 

considerably lower for preschool ‘two-week PTSD-DS’.  

Table 10 

Positive and negative predictive values, sensitivity, and specificity of two-week diagnosis 

to predict nine-week preschool PTSD diagnosis following single-event trauma (ASPECTS) 

Week 2 Predictor 

Week 9 

Outcome 

Positive 

Predictive 

Value 

Negative 

Predictive 

Value Sensitivity Specificity 

Percentage 

Correctly 

Identified 

Preschool ‘two-week PTSD’ Preschool 

PTSD 

0.39 0.98 0.80 0.87 86.1 

Preschool ‘two-week PTSD-DS’ Preschool 

PTSD 

0.47 0.94 0.40 0.95 89.9 

Note. Preschool PTSD statistics previously reported in Meiser-Stedman et al. (2017) 
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Discussion of Preschool PTSD-DS Analyses 

 Results of the analyses relating to the preschool PTSD-DS diagnosis showed 

similar patterns to those presented in Chapter 4 concerning the prevalence, course and 

predictive value of the adult PTSD-DS diagnosis. Given no clear differences were 

identified between the use of either adult or preschool criteria for PTSD and PTSD-DS in 

terms of prevalence, course and predictive value, there is no reason to recommend use of 

one set of criteria over the other. However, as children may present with significant PTSD 

symptoms that interfere with functioning, and yet not achieve a diagnosis based on the 

adult criteria (Cohen & Scheeringa, 2009), it should be considered whether using the 

preschool criteria would be more appropriate.  

Additional Exploratory Analyses 

DSM-5 PTSD criteria symptom scores differentiated by diagnostic category are 

shown visually in Figures 3-6, and in Table 11. No criteria significantly differentiated the 

non-dissociative PTSD (PTSD-ND) and PTSD-DS groups, aside from Criterion B where 

for the single-event trauma study (ASPECTS), the PTSD-DS group showed significantly 

fewer intrusion symptoms; and Criterion C where for the multi-event trauma study (C-

CATS), the PTSD-DS group showed significantly greater overall avoidance of trauma 

related stimuli. For almost all criteria, symptom endorsement was higher in the PTSD-DS 

group compared to the PTSD-ND group following multi-event trauma, whereas the 

opposite was true for following single-event trauma. Unfortunately, the single- and multi-

event trauma groups could not be combined for this analysis, on account of the two studies 

using different measures to test for post-traumatic stress symptoms (PTSS).
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Figure 3 

Raincloud plot of reexperiencing symptom score by diagnostic group following single-event trauma [ASPECTS; Child PTSD Symptom Scale 

(CPSS)] and multi-event trauma [C-CATS; Child and Adolescent Trauma Screen (CATS)]. 

Single-event trauma (ASPECTS) Multi-event trauma (C-CATS) 

 
Note. Boxplots indicate the interquartile range, median, and maximum and minimum scores for the data. The mean of the data is indicated by 

the black square. Raw data is also displayed – please note that a degree of ‘jitter’ has been applied to make inspection of the data easier for the 

reader. 
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Figure 4 

Raincloud plot of avoidance symptom score by diagnostic group following single-event trauma (ASPECTS; CPSS) and multi-event trauma (C-

CATS; CATS). 

Single-event trauma (ASPECTS) Multi-event trauma (C-CATS) 

 
Note. Boxplots indicate the interquartile range, median, and maximum and minimum scores for the data. The mean of the data is indicated by 

the black square. Raw data is also displayed – please note that a degree of ‘jitter’ has been applied to make inspection of the data easier for the 

reader. 
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Figure 5 

Raincloud plot of negative alterations in cognitions and mood symptom score by diagnostic group following single-event trauma (ASPECTS; 

CPSS) and multi-event trauma (C-CATS; CATS). 

Single-event trauma (ASPECTS) Multi-event trauma (C-CATS) 

 
Note. Boxplots indicate the interquartile range, median, and maximum and minimum scores for the data. The mean of the data is indicated by 

the black square. Raw data is also displayed – please note that a degree of ‘jitter’ has been applied to make inspection of the data easier for the 

reader. 
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Figure 6 

Raincloud plot of alterations in arousal and reactivity symptom score by diagnostic group following single-event trauma (ASPECTS; CPSS) 

and multi-event trauma (C-CATS; CATS). 

Single-event trauma (ASPECTS) Multi-event trauma (C-CATS) 

 
Note. Boxplots indicate the interquartile range, median, and maximum and minimum scores for the data. The mean of the data is indicated by 

the black square. Raw data is also displayed – please note that a degree of ‘jitter’ has been applied to make inspection of the data easier for the 

reader. 
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Table 11 

DSM-5 PTSD diagnostic criteria by diagnostic group following both single- and multi-

event trauma (ASPECTS & C-CATS respectively) 

 

Trauma 

type 

Test of Significant 

Difference 

PTSD-DS PTSD-ND 
No 

diagnosis 

M SD M SD M SD 

B. Reexperiencing Single 

Multi 

H(2) = 42.8, p < .001 

H(2) = 34.0, p < .001 

7.3a 

9.1a 

1.6 

3.8 

9.9b 

6.2a 

2.7 

2.6 

1.8c 

2.1b 

2.7 

2.8 

C. Avoidance Single 

Multi 

H(2) = 52.2, p < .001 

H(2) = 38.5, p < .001 

4.4a 

4.9a 

1.0 

1.5 

4.7a 

3.5b 

1.1 

1.1 

0.8b 

1.1c 

1.3 

1.4 

D. Negative alterations in cognitions and mood  Single 

Multi 

H(2) = 47.3, p < .001 

H(2) = 42.6, p < .001 

11.1a 

13.3a 

3.8 

4.2 

13.0a 

10.5a 

4.3 

4.4 

1.9b 

2.5b 

3.1 

3.0 

E. Alterations in arousal and reactivity  Single 

Multi 

H(2) = 41.5, p < .001 

H(2) = 36.6, p < .001 

10.5a 

11.9a 

2.3 

3.5 

11.1a 

9.5a 

3.2 

3.9 

2.5b 

3.2b 

3.2 

3.2 

Note. Superscript letters represent significant between group differences. ASPECTS – PTSD-DS (n = 10), PTSD-ND (n 

= 7), no diagnosis (n = 217). C-CATS – PTSD-DS (n = 9), PTSD-ND (n = 11), no diagnosis (n = 90). Groups were 

determined by self-report questionnaires (CPSS for ASPECTS, CATS for C-CATS). M = mean; SD = standard deviation. 

Once again, the exploratory analysis in Table 11 was frustrated by low sample sizes 

in the diagnostic groups and, as detailed in Chapter 4, the comparisons between diagnostic 

groups were not adequately powered to detect even a large effect. Effect sizes for all 

comparisons were therefore calculated (see Table 12). Specifically with regard to 

comparisons between the diagnostic groups, non-statistically significant comparisons 

yielded small to large effect sizes (Cohen’s D range = 0.22-1.17). This therefore suggests 

that the comparisons between the PTSD-ND and PTSD-DS groups were under-powered, 

and this may have skewed the findings. 

 

 

 

 

 



THE DISSOCIATIVE SUBTYPE OF PTSD 119 

Table 12 

Between group effect sizes for diagnostic groups by the DSM-5 PTSD diagnostic criteria 

following both single- and multi-event trauma (ASPECTS & C-CATS respectively) 

 

Trauma 

type 

Effect Size 

PTSD-DS 

vs PTSD-

ND 

PTSD-DS 

vs no 

diagnosis 

PTSD-

ND vs no 

diagnosis 

B. Reexperiencing Single -1.17 2.48 3.00 

Multi 0.89 2.10 1.52 

C. Avoidance Single -0.29 3.10 3.24 

Multi 1.06 2.62 1.91 

D. Negative alterations in cognitions and mood  Single -0.47 2.65 2.96 

Multi 0.65 2.96 2.12 

E. Alterations in arousal and reactivity Single -0.22 2.87 2.69 

Multi 0.65 2.59 1.77 

Note. All effect sizes are Cohen’s D. ASPECTS – PTSD-DS (n = 10), PTSD-ND (n = 7), no diagnosis (n = 217). C-

CATS – PTSD-DS (n = 9), PTSD (n = 11), no diagnosis (n = 90).  

Discussion of Additional Exploratory Analyses 

 The only criteria which successfully differentiated the diagnostic groups was 

Criterion B specifically following single-event trauma (ASPECTS), where PTSD-DS was 

associated with lower scores, and Criterion C specifically following multi-event trauma 

(C-CATS), where PTSD-DS was associated with higher scores. This contrasts evidence 

from other studies where an association has been found between PTSD-DS and re-

experiencing, specifically with flashbacks (Stein et al., 2013; Wolf, Miller et al., 2012). 

The bi-directional nature of the results across nearly all factors between the single- and 

multi-event trauma samples might suggest that dissociative reactions in the context of 

PTSD are more problematic following multi-event trauma compared to single-event 

trauma. Alternatively, dissociation may just represent a subtle phenomenon that is 

challenging to measure and define. No firm conclusions can be drawn due to the low 

powered comparative analysis between the diagnostic groups. 
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Assumptions for Multiple Hierarchical Regression Modelling 

As described in Chapter 4, a multiple hierarchical regression analysis was used to 

assess the predictive ability of dissociation on PTSS over and above other cognitive 

processing factors, and the predictive ability of dissociation on functional impairment over 

and above PTSS. Prior to the completion of these two analyses, checks were made to 

ensure that the assumptions were met for multiple hierarchical regression modelling. The 

assumptions are as follows: linearity of relationships between predictors and outcome 

variables; normality of error terms; homoscedasticity indicating constant variance of error 

terms; and no multicollinearity of predictor variables (UCLA Statistical Consulting 

Group). 

Scatterplots with lines of best fit were used to confirm that relationships between 

independent and dependant variables were linear. Multicollinearity between predictor 

variables was assessed using pairwise correlation coefficients, where r > 0.7 was 

considered to indicate a high degree of correlation. There was no evidence of 

multicollinearity using this method and following inspection of the tolerance statistics (all 

< 0.259) and variance inflation factors (all > 3.865). Additionally, all correlations between 

independent and dependent variables were greater than 0.3.  

The assumption of multivariate normality was investigated by checking that 

residuals were normally distributed, that there was limited deviation from a straight line in 

p and q normal plots, and by applying Shapiro-Wilk W tests (Shapiro & Wilk, 1965). Due 

to evidence of some heteroscedasticity, nonparametric adjustments were made by the use 

of bootstrapping (Chernick, 2008), where 2000 resamples were used (Efron & Tibshirani, 

1993).  
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Chapter 7. Discussion and Critical Evaluation  

 This last chapter firstly presents a broad overview of the findings from both the 

systematic review and empirical studies. Following this, both studies are critically 

appraised and their strengths and limitations discussed. Both clinical and theoretical 

implications are examined, followed by considerations for future research. The author’s 

reflections on the process of completing this thesis portfolio and an overall conclusion is 

presented.  

Main Findings 

Systematic Review 

 The aim of the systematic review was to address the lack of consensus regarding 

prevalence of PTSD-DS and associated risk factors (Hansen et al., 2017). The review 

encompassed a broad range of studies that used different methods to estimate prevalence, 

ultimately pooling these results to provide an overall summary value for the point 

prevalence of PTSD-DS. To the author’s knowledge, the review was the first of its kind to 

meta-analyse the prevalence of PTSD-DS in participants with PTSD whilst assessing the 

impact of moderators on PTSD-DS prevalence, furthering the work of Hansen et al. (2017) 

following their systematic review.  

Forty-nine studies were included in the meta-analysis, four of which were divided 

into two samples due to different participant characteristics, index traumas or analyses. 

This left 53 samples included in this review (N = 8214 participants). The estimated pooled 

prevalence of PTSD-DS in children and adults, as a proportion of those with PTSD, was: 

38.1% [95% confidence intervals (CI) 31.5–45.0%], 45.5% (95% CI 37.7–53.4%) across 

samples which used diagnosis-based and clinical cut-off methods, 22.8% (95% CI 14.8–

32.0%) across latent class analysis (LCA) and latent profile analysis (LPA) samples, and 

48.1% (95% CI 35.0–61.3%) across samples which strictly used the fifth edition of the 

Diagnostic and Statistical Manual of Mental Disorders [DSM-5; American Psychiatric 

Association (APA); 2013] PTSD criteria. As this was the first meta-analysis of its kind, 



THE DISSOCIATIVE SUBTYPE OF PTSD 122 

making comparisons with the wider literature and other reviews was challenging. 

However, the prevalence of PTSD-DS for the LCA and LPA studies was similar to the 

average prevalence calculated by Hansen et al. (2017), which is not unexpected given both 

reviews analysed similar studies. It was surprising, however, that such relatively high 

prevalence rates were ascertained, especially given the perception that dissociative 

symptoms are rare in the context of PTSD (Lanius et al., 2014). This perhaps suggests that 

dissociative symptoms are more prevalent following traumatic exposure than previously 

thought.  

The difference between the estimated prevalence of PTSD-DS in children and 

adults for the diagnostic and clinical cut-off samples and that of the LCA and LPA samples 

was found to be significant. This highlighted that the method of prevalence estimation 

impacts the value of estimated prevalence of PTSD-DS, and more exploratory methods 

such as LCA and LPA result in significantly lower prevalence rates than diagnostic or 

clinical cut-off analyses. To the author’s knowledge, no studies have compared the 

estimation of prevalence between diagnostic, clinical cut-off, and LCA and LPA methods. 

The systematic review in Chapter 2 described two studies where sets of data that were 

analysed twice, once using diagnostic criteria and second by LCA (Choi et al., 2017; 2019; 

Hansen et al., 2019). In both cases, the prevalence determined by diagnostic criteria was 

greater than when determined by LCA. Bauer and Curran (2004) have questioned the 

validity and reliability of LCA and LPA, given they are data-driven approaches, and 

therefore any classes or profiles are statistical constructs rather than nosological subgroups. 

Achterhof et al. (2019) also questioned the use of LCA, as the authors found classes were 

not always distinctly separated from each other. What is clear from the systematic review 

is that different methods of prevalence estimation result in varying estimates of prevalence 

of PTSD-DS; a consideration for future research into the prevalence of PTSD-DS. 

The only significant moderator analysis that yielded a significant result was when 

the data were split according to participant age group (child versus adult). All other 
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moderator analyses yielded non-significant results indicating no evidence for differences 

between the estimated prevalence of PTSD-DS. This is surprising given that other studies 

have found multiple mediating and risk factors in relation to PTSD-DS (Hansen et al., 

2017; Schiavone et al., 2018 for reviews), however, this may have been due to a lack of 

power that frustrated the moderator analyses. Despite the limited number of studies which 

estimated the prevalence of PTSD-DS in children, the prevalence was significantly higher 

in children compared to adults. This finding could be justified in the context of the trauma 

model of dissociation (Nijenhuis et al., 1998; Putnam, 1985; 1997; Spiegel, 1984; Spiegel 

& Cardeña, 1990; van der Kolk, 1987; van der Kolk & van der Hart, 1989), in that 

dissociation may be a more adaptive and suitable strategy in children for avoiding cues 

related to the traumatic event compared to adults. For example, if a trauma was perpetrated 

in the child’s home, a child might have less resource to find other forms of coping when 

living in the setting where the trauma took, or continues to take, place is a constant 

reminder of the trauma (Choi et al., 2019). Dissociation, unknowingly on the part of the 

child, might offer some relief and a method of escape from the overwhelming affect 

associated with cues relating to the trauma. Unfortunately, the prevalence of PTSD-DS in 

children following different forms of trauma could not be compared due to a lack of 

studies and power, but this could form the basis for future research.  

No statistically significant differences were identified following the moderator 

analyses when the data were split according to whether dissociation was determined via the 

DSM-5 criteria (depersonalisation and or derealisation) or by broader dissociation criteria. 

No conclusions can be drawn as to whether it would be more or less appropriate for the 

PTSD-DS criteria stipulated in the DSM-5 or a different approach to be utilised on the 

basis of this result alone. However, it does not seem to matter how dissociation is defined 

when determining the prevalence of PTSD-DS. This raises questions about the strict nature 

of the DSM criteria when defining this subtype (Ross, 2021). 
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As indicated in the systematic review, there was a high degree of between study 

heterogeneity throughout. There is evidence that diagnostic and clinical cut-off analyses 

can create heterogeneous subtypes (Dowdy & Kamphaus, 2007). Moreover, when using 

LCA and LPA methods, the researcher must decide which class solution to proceed with. 

As this is subjective, the results of a LCA or LPA study may not always be replicable (van 

de Schoot et al., 2017). These methodological issues only further promote between study 

heterogeneity. Overall, given the sensitivity and moderation analyses failed to reduce the 

level of heterogeneity, PTSD-DS remains an elusive construct that is challenging to define, 

and it is still unclear what factors moderate prevalence of this subtype of PTSD. 

Empirical Study 

The empirical study sought to address the lack of research into child and adolescent 

PTSD-DS following different forms of trauma and had several aims. The first aim was to 

establish the point prevalence of PTSD-DS in the first months following single-event 

trauma and following chronic multi-event trauma. A second aim was to investigate the 

course of PTSD-DS and how well early PTSD-DS predicted later PTSD, both following 

single-event trauma. Thirdly, the study aimed to investigate whether dissociation 

accounted for unique variance in post-traumatic stress symptoms (PTSS) over and above 

the effect of other post-trauma cognitive processing factors, and accounted for unique 

variance in functional impairment over and above the effect of PTSS. A final aim was to 

investigate whether PTSD-DS, non-dissociative PTSD (PTSD-ND) and no diagnosis 

groups differed across demographic, trauma, psychopathology, post-trauma cognitive 

processing, and functional impairment factors. The rationale for this investigation is a lack 

of understanding around the aetiology and impact of PTSD-DS in children and adolescents 

following experiences of single- and multi-event trauma.  It was therefore hoped that a 

meaningful and valuable contribution could be made to the existing literature on PTSD-DS 

in children and adolescents, informing future research and clinical practice. 
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The absolute prevalence of PTSD-DS was low (3.8% nine weeks after single-event 

trauma, 8.2% following multi-event trauma; both relative to those who were exposed to 

trauma); however, a significant proportion of children who had a diagnosis of PTSD also 

had PTSD-DS (40.0% nine weeks after single-event trauma, 45.0% following multi-event 

trauma). This relative prevalence of PTSD-DS in children was higher than the pooled 

estimate of prevalence in adults reported in the systematic review, although as discussed, 

the prevalence rates found in the empirical study fell within the 95% confidence intervals 

for the prevalence of PTSD-DS found in adults when the DSM-5 PTSD criteria was 

rigorously applied (see Appendix E for supplementary table). However, the higher 

prevalence in children is nonetheless suggestive that PTSD-DS is more common in 

children and adolescents than adults. It was discussed that symptoms of dissociation 

(depersonalisation and derealisation), stipulated as criteria in the DSM-5, may not be 

specific enough indicators of PTSD-DS in children, in contrast to adults (Kerig et al., 

2016). The proposed ‘rare’ dissociative subtype of PTSD (Lanius et al., 2012) appears 

more common in children, possibly indicating that depersonalisation and derealisation are 

more frequently endorsed symptoms in children than adults (Carlson et al., 2009). 

Significant recovery was seen in the prevalence of PTSD-DS without intervention 

following single-event trauma, which lends further evidence that the course of dissociative 

symptoms is consistent with the natural reduction of PTSS over time (Blanchard et al., 

1996; Riggs et al., 1995; Rothbaum et al., 1992).   

Furthermore, PTSD-DS at two-weeks post single-event trauma was no more 

predictive of PTSD at nine weeks, and was considerably less sensitive, compared to PTSD 

at two weeks post single-event trauma. Dissociation has been found to not be predictive of 

later PTSD (Bryant et al., 2007; Dalgleish et al., 2008; Meiser-Stedman et al., 2005), and 

perhaps dissociation is a routine and predictable symptom in the immediate aftermath of a 

traumatic experience, therefore not indicating a more severe PTSD. Additionally, 

dissociation accounted for little to no additional variance in both PTSS and functional 
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impairment, over and above other post-trauma cognitive processing factors and PTSS. 

Whilst persistent dissociation appeared to play a role in increasing PTSS, this effect was 

little more significant than negative appraisals or memory quality. It must therefore be 

concluded that dissociation in the context of PTSD may not present as a particularly 

concerning feature, given it appears to play a limited part in predicting either PTSS or 

functional impairment.  

Following a final exploratory analysis where PTSD-DS, PTSD-ND and no 

diagnosis groups were compared across a range of factors. The main finding was that both 

diagnostic groups scored significantly higher in areas of psychopathology, post-trauma 

cognitive processing, and functional impairment, compared to non-diagnostic controls in 

most cases. Therefore, despite all children having experienced some form of traumatic 

exposure, those children with PTSD-ND and PTSD-DS were significantly more 

pathological and impaired compared to those who did not meet the criteria for PTSD-DS. 

Regarding the comparisons between diagnostic groups, PTSD-DS was found to be 

associated with: male sex and poorer memory quality following both multi-event and 

mixed trauma; increased PTSS, anxiety, depression, and more negative appraisals 

following multi-event trauma; and fewer instances of assault and less negative appraisals 

following single-event trauma. However, power analyses indicated that diagnostic group 

comparisons were significantly underpowered, limiting the ability to make firm 

conclusions on the basis of the results. Nonetheless, interesting results were found, and 

given the challenge of recruiting large groups of individuals with PTSD-DS, it was 

pertinent to report the results of the exploratory analyses despite the lack of power. The 

findings of this study offer support for the applicability of the cognitive model (Ehlers & 

Clark, 2000) to this PTSD subtype, as with PTSD (Hiller et al., 2021), and highlight the 

importance of more negative appraisals and poorer and more fragmented trauma memories 

in the maintenance of PTSD-DS. Impairments in memory have long been attributed as a 

symptom of dissociation (Lanius et al., 2012; McKinnon et al., 2016). 
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 It was particularly striking that the PTSD-DS group scored more highly on 

measures of psychopathology, post-trauma cognitive processing, and functional 

impairment following multi-event trauma compared to the PTSD-ND group, whereas the 

opposite was true following single-event trauma. Perhaps in the early stages following 

single-event trauma (i.e., the experience of participants in the ASPECTS study), 

dissociation in children reflects initial processing difficulties rather than a persistent 

maladaptive response. Equally, PTSD-DS may represent a more pathological form of 

PTSD in children following multi-event trauma, where there is an increased use of post-

trauma cognitive processes such as negative appraisals and fragmented memory. 

Dissociative coping following chronic childhood maltreatment has been detailed in the 

extant literature (Liotti, 2004; Putnam, 1997); children who have suffered chronic 

maltreatment may have fewer opportunities to escape home and caregiver related traumatic 

stressors, and therefore dissociation presents as a successful way of reducing distress and 

coping in the short-term (Choi et al., 2019). However, these are tentative hypotheses, and 

further research is required to investigate these fully, comparing PTSD-ND and PTSD-DS 

groups in larger samples.  

Strengths and Limitations 

Systematic Review 

The available literature describing the prevalence of PTSD in children and adults 

was comprehensively consolidated following a rigorous search strategy and screening of 

papers. The benefit of using meta-analysis methodology was that it provided a weighted 

pooled estimate of the point prevalence of PTSD-DS; a first in the published literature. 

This review also took a broad approach by summarising and distinguishing between 

multiple methods of PTSD-DS prevalence estimation. A quality assessment framework 

was used to gauge and consider the impact of risk of bias in relation to the prevalence of 

PTSD-DS. Quality assessment frameworks are not consistently used in meta-analyses, but 

are an important part of the review process to assess the impact of study quality on the 
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results (Cuijpers, 2016). Conducting sensitivity analysis and meta-regressions, removing 

studies considered at high risk of bias, showed that study quality had no impact on the 

overall prevalence estimate for PTSD-DS. Additionally, use of funnel plots and assessment 

of publication bias provided reassurance that it was unlikely studies were missing that may 

have not been published.  

There were also several limitations of the systematic review. Very stringent 

exclusion criteria were applied during the study screening process, which is also 

considered a strength. However, PTSD-DS is associated with high degrees of psychiatric 

comorbidity (Stein et al., 2013), and yet several studies where participants were recruited 

on the basis of comorbid difficulties were not included in the systematic review. However, 

it would have been challenging to account for the impact of comorbidity in studies where 

participants were recruited specifically due to other diagnostic difficulties (Gidzgier et al., 

2019; Mergler et al., 2017; van Minnen et al., 2016). The search strategy had in any case 

already elucidated a large number of studies, and any more would have been 

unmanageable for inclusion in a single review within the constraints of a thesis portfolio as 

part of a Doctorate in Clinical Psychology. 

Whilst a relatively high number of studies were included in the review, some 

moderator analyses lacked power due to paucity of appropriate samples. Further planned 

moderator analyses investigating the influence of sex, time between index trauma and 

PTSD assessment, single- versus multi-event traumas, and individual versus collective 

trauma were therefore not possible. Additionally, multiple underpowered meta-regression 

analyses may be more likely to output false-positive results (Hedges & Pigott, 2004; 

Higgins & Thompson, 2004), which may have affected some analyses. There is scope for 

further research to investigate moderators not covered in this study. 

A considerable degree of heterogeneity was found between studies in the meta-

analysis regarding the prevalence of PTSD-DS, which reduced the generalisability of the 

findings. Higgins et al. (2003) state that around a quarter of meta-analyses describe I2 
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statistics of greater than 50%, indicating that high degrees of heterogeneity are common in 

psychological research (Cuijpers, 2016; Engels et al., 2000; Higgins, 2008). However, it is 

unlikely this heterogeneity occurred by chance and instead may reflect the construct being 

investigated. It may be that criteria for PTSD-DS are not specific enough to define a pool 

of individuals that can be considered homogenous between studies. Therefore, whilst the 

high degree of heterogeneity is a limitation of this study, it also raises questions around the 

validity of an underlying diagnostic dissociative subtype.  

Finally, most studies were conducted in high income countries, and all were written 

in English; therefore, the results are not generalisable globally. Conclusions made should 

therefore be viewed through the lens of this limitation. 

Empirical Study 

A real strength of the empirical study was the opportunity to further evaluate two 

pre-existing longitudinal datasets, in which children were demographically comparable 

despite being from different parts of the UK, the methodologies were comparable, and the 

types of trauma were so contrasting. The systematic review in Chapter 2 specifically 

highlighted how PTSD-DS has not been researched in children to the same extent as in 

adults, and how there is a significant difference in the prevalence of PTSD-DS in children 

and adults. The Acute Stress Programme for Children and Teenagers study (ASPECTS; 

Meiser-Stedman et al., 2017) and Coping in Care After Trauma study (C-CATS; Hiller et 

al., 2021) datasets enabled further investigation of PTSD-DS in children and adolescents 

and address a gap in the literature. The ASPECTS and C-CATS datasets are the two largest 

in the UK where the largest study globally is Choi et al. (2017; 2019). Therefore, the 

empirical paper presents a step forward in the investigation of PTSD-DS in children and 

adolescents, and is the first to assess PTSD-DS in two populations of children following 

single-event and multi-event trauma. The empirical study is therefore a novel piece of 

work which will contribute to the ongoing debate about dissociative symptoms following 

PTSD. The scale of data available from these two existing research projects was far greater 
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than that which could have been obtained within the constraints of a Doctorate in Clinical 

Psychology. Overall sample sizes in both ASPECTS and C-CATS studies, where data was 

captured over a two-month and 12-month longitudinal timeframe respectively, far 

exceeded what would have been possible in the limited time afforded to completing a 

research project on the Doctorate in Clinical Psychology. Having access to such large 

datasets allowed for consideration of exactly which research questions would be most 

appropriate and helpful to address, and to plan more sophisticated data analyses. Finally, 

using pre-existing datasets gave more time to complete a broad and comprehensive 

systematic review and meta-analysis, leading to a more comprehensive and adventurous 

review than would otherwise have been possible. Assumptions for statistical testing were 

rigorously observed and, where violations did occur, the use of non-parametric alternatives 

and bootstrapping techniques produced more reliable results.  

There were several limitations associated with the empirical paper. Firstly, whilst 

the use of two datasets was advantageous in many ways, it also presented some challenges. 

Whilst the ASPECTS study used both semi-structured interviews and self-report measures 

to assess PTSD, the C-CATS study only used self-report measures. Therefore, the 

prevalence of PTSD in the empirical study should be treated with caution as statistics are 

based on self-report measures. The variables PTSS, and anxiety and depression, were 

measured using different outcome measures in the ASPECTS and C-CATS studies, 

limiting the ability to compare these factors between the two datasets. Additionally, the 

ASPECTS and C-CATS studies represented two different geographic locations in the UK, 

limiting the generalisability of the findings.  

 Despite large sample sizes in both the ASPECTS and C-CATS studies of children 

who had either experienced single-event trauma or been removed from their family home 

and were under the care of a local authority, the proportion of children with PTSD was 

relatively small, and the proportion with PTSD-DS even smaller again. This led to the 
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diagnostic group comparison being frustrated by a lack of power. There is therefore a need 

to replicate this method and analysis using larger samples. 

 Another limitation was that all outcome measure responses were child-report. 

Whilst Meiser-Stedman, Smith, Glucksman et al. (2007) recommend child self-report 

when reporting on internal states, Hiller et al. (2021) found there was poor agreement 

between social worker, carer and child report on maltreatment history and total symptoms, 

where children underreported on symptoms compared to carer-report. Future studies 

should therefore consider obtaining data from multiple sources, and comparing data from 

children versus carer report, as in Hiller et al. (2021).  

Furthermore, some measures were developed specifically for the single-event 

trauma study (ASPECTS) where construct validity could not be assessed. Some measures 

in both ASPECTS and C-CATS also lacked sensitivity, most notably measures of 

functional impairment and self-blame. 

 Finally, both ASPECTS and C-CATS studies only included participants who spoke 

English proficiently. Whilst this served to protect participants by ensuring that they were 

able to provide informed consent to take part in the research, it means that the results are 

not generalisable. 

Clinical Implications and Theoretical Implications 

 Following completion of the systematic review and empirical study, it has become 

clear that dissociative symptoms are commonly endorsed in the context of PTSD, 

especially in children. It does not appear, however, at least on the basis of the research 

conducted in this thesis portfolio, that dissociative PTSD is indicative of more severe 

PTSD overall. Additionally, the empirical study showed that there is significant natural 

recovery in PTSD-DS following a single-event trauma, and therefore periods of watchful 

waiting may be important before commencement of psychological therapy in child cases of 

single-event trauma. Similar conclusions cannot be drawn on the basis of child cases 

following multi-event trauma. Clinicians should assess for a range of dissociative 
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symptoms, given how prevalent they have been shown to be in the context of PTSD in the 

systematic review, and given there is an association between dissociation and self-harm 

(Rossi et al., 2019). Hoeboer et al. (2020) recently concluded that there was no evidence to 

suggest that dissociation impacts the efficacy of PTSD psychotherapy. Clinicians therefore 

should be tasked with continuing to support individuals with PTSD, regardless of the 

presence of symptoms of dissociation. However, if a young person does not appear to 

respond well to psychotherapy on account of dissociation, perhaps a differentiated 

approach could be provided. Exposure based therapies are often used to treat PTSD 

symptoms, and dissociation can impact the connection with the present moment during the 

process of reliving traumatic memories (Jowett et al., 2022) and create avoidance (Murray 

et al., 2022). Adaptations to therapy could include using reminders of the present such as: 

objects or sensory experiences, keeping eyes open at all times, speaking in past tenses, 

regular therapist verbal communication, and via the use of narrative rather than imaginal 

reliving (Murray et al., 2022). The use of treatment methods such as trauma-focussed CBT 

should focus on cognitive mechanisms such as fragmented memories and negative 

appraisals, as per the cognitive model of PTSD (Ehlers & Clark, 2000), especially given 

they have been shown to be the most significant predictors of PTSS (as shown in the 

empirical paper). It might be useful for clinicians to also consider methods that focus on 

the re-processing of trauma related memories and on persistent dissociation, as both these 

factors accounted for variance in PTSS in children.  

Whilst this thesis portfolio did not specifically address the research question 

regarding which model of dissociation is most appropriate in the context of PTSD, the 

overall results do not offer support to the Subtype Model (i.e., where it is posited that 

increased levels of dissociation change the symptomology of the PTSD itself, and where 

the subtype is related to specific clinical characteristics and comorbidities that differ from 

that of ‘classic’ PTSD; Dalenberg & Carlson; 2012). Given this piece of research identified 

relatively high prevalence of PTSD-DS, especially in children, dissociation appears to 
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form a prevalent constituent part of the overall PSTD presentation. In fact, Ross (2021) 

proposed an alternative view; that is, dissociative PTSD constitutes the ‘classic’ and 

typical diagnosis, whereas PTSD-ND could be considered the subtype. The research 

conducted in this thesis suggests dissociation is not so rare that it warrants the formation of 

a subtype. Viewing dissociation as a routine and normal part of PTSD symptomology may 

support clinicians to view it as less of a barrier to efficacious interventions. 

Future Research Directions 

 Completion of this thesis portfolio identified many areas that future research could 

explore further, particularly as PTSD-DS is still a relatively new diagnosis and is not well 

understood. Unfortunately, there is a dearth of research investigating PTSD-DS in children 

compared to adults (Choi et al., 2019), and the applicability of evidence to children based 

on the adult literature should not be assumed (Ross, 2020). This is because research 

suggests that dissociative symptoms are more subtle in children compared to adults and 

symptoms can be misinterpreted as inattention (Dalenberg, Brand et al., 2012), dissociation 

is often missed diagnostically (Berenson, 1998; Grasso et al., 2009), and children may lack 

the awareness that their dissociative symptoms are atypical (Dalenberg, Brand et al., 2012) 

which has implications for accuracy of reporting. Additionally, it has been questioned 

whether dissociation should be viewed as a continuum rather than dichotomously (Carlson 

et al., 2009), as it is not clear which elements of dissociation should be considered 

pathological across development (Hornstein & Putnam, 1992; Putnam, 2000; Silberg & 

Dallam, 2009). Finally, as in adult studies, other domains of dissociation (other than just 

depersonalisation and derealisation) have been found to be prominent for children (i.e., 

dissociative amnesia and dissociative avoidance; Choi et al., 2017). Therefore, it is 

important to build a strong foundation of literature around dissociation and PTSD in 

children, to investigate these areas in more detail to help determine whether the current 

diagnostic criteria reliably and validly determine a dissociative subtype of PTSD in 

children. 
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If the presumption can be made that diagnostic criteria are valid descriptions of 

PTSD-DS across development, then further research is required to determine why it is that 

children are more pathologically dissociative in the context of PTSD compared to adults, 

as indicated by the high prevalence indicated in both the systematic review and the 

empirical paper. Is it that dissociation offers an adaptive way of responding to trauma in 

childhood when the experience of affective and cognitive dysregulation is too 

overwhelming (Carlson et al., 2009; Kerig & Bennett, 2013; Putnam, 1997), or is it that 

childhood interpersonal trauma and maltreatment are strongly associated with dissociative 

symptoms (Irwin, 1999; Sanders & Giolas, 1991) and therefore the prevalence of PTSD-

DS is greater in children? Further research needs to build on the work conducted so far to 

continue to develop our understanding.  

In addition to the recommendations made throughout this chapter, PTSD-DS 

should be explored in larger, more diverse samples including, for example, children of 

different ages and who have experienced different forms of traumatic exposure. Future 

studies should look to standardise methods of PTSD-DS assessment, for example, LCA 

and LPA studies should look to use the same mental health indicators, so that comparisons 

between studies can be made more successfully. Future researchers should be encouraged 

to relax the inclusion and exclusion criteria (Ronconi et al., 2014) and explore PTSD-DS in 

naturalistic samples where there may be comorbidities, for example. Further research is 

also required to establish if there are particular risk factors associated with PTSD-DS (for 

example trauma chronicity and type).  

Reflections on the Process of Completing the Thesis Portfolio 

 The author’s motivation for writing a thesis portfolio in the area of PTSD was 

driven by experience of working in schools and screening children and parents for PTSD 

after the Grenfell Tower Fire disaster in 2017. The author was struck by the resilience of 

local families in the immediate aftermath of the fire, and it fostered a real interest in post-

traumatic stress.  
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The start of the COVID-19 pandemic shortly following the research fair in 2020 

caused some challenges in choosing and designing a project to complete as part of the 

Doctorate in Clinical Psychology. It was fortunate that no data was needed to be collected 

first-hand for the empirical paper, which meant that the pandemic had little impact on 

completion of this thesis portfolio. However, not collecting data personally may have 

prevented development of qualitative insight into the experiences of children following 

traumatic exposure, which may have aided interpretation of results. However, secondary 

analysis of data afforded the opportunity to view the data objectively, reducing likelihood 

of researcher bias.  

 Whilst ethical approval was not required for the completion of the secondary 

analysis of data for the empirical paper, the ethics of using these data was further 

considered. As a large volume of data had been collected for both the ASPECTS and C-

CATS studies, it was felt ethically and morally prudent to maximise the use of these data 

for further research. Many children took part in these research studies having experienced 

a range of traumas and it felt appropriate to make the most of the data derived from these 

experiences and recognise the efforts of those children who opted to take part, and to avoid 

a ‘file-drawer’ issue. For relevant ethics approval forms for both ASPECTS and C-CATS 

studies, see Appendix T and U. 

 The process of submitting the systematic review to Psychological Medicine prior to 

submission of the thesis, and preparing to submit the empirical paper to a journal 

immediately post submission of the thesis portfolio, is a further opportunity to reflect. 

Selecting a journal with the widest reach and readership, whilst also accounting for 

likelihood of acceptance and interest on the part of the editor, was an engaging and useful 

exercise. However, it was the process of involving the wider research team who offered 

peer review feedback which proved to be especially helpful in obtaining external objective 

comments from experienced researchers in the field of PTSD. Feedback at an early stage 
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helped to hone the papers and ensure that they were of a standard suitable for publication. 

Appendix V details the cover letter sent to Psychological Medicine for their consideration. 

Overall Conclusion 

The systematic review and empirical study presented clinically and theoretically 

interesting findings which contribute to and inform the ongoing discussion around PTSD-

DS in children and adults following experience of different forms of trauma. In particular, 

the findings indicated that PTSD-DS is prevalent, especially in children and adolescents. 

The results of the empirical paper additionally suggested that PTSD-DS follows a similar 

trajectory of natural recovery to PTSD, and it does not appear to additionally indicate later 

PTSD following single-event trauma. Furthermore, dissociation does not seem to be a 

significant factor associated with PTSS or functional impairment following either single- 

or multi-event trauma. Therefore, whilst PTSD-DS is a common in those with PTSD, it 

may offer little clinical utility to the extant PTSD diagnosis in children and adolescents, 

and may simply be a routine component of the PTSD presentation. However, the results 

presented in this thesis portfolio should be viewed with caution due to limitations in both 

studies. Further research is warranted into PTSD-DS following different forms of trauma 

and in larger samples of participants. In particular, future studies should aim to identify 

factors that moderate the prevalence of PTSD-DS, and identify both risk and maintenance 

factors. Finally, it would be useful to determine whether a dissociative subtype is 

warranted for inclusion in the diagnostic criteria, or whether dissociation should be 

considered a routine part of the PTSD presentation. 

Dalenberg, Glaser et al. (2012) made the argument that clinical meaningfulness is 

required to justify the inclusion of a PTSD subtype, specifically when a subtype is related 

to increased functional impairment and different risk factors. Given the evidence presented 

in this thesis portfolio, the dissociative subtype may not be particularly clinically 

meaningful or warranted; therefore, it is hard to justify the inclusion of a dissociative 
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subtype in the diagnostic criteria in addition to the diagnosis of PTSD. As Achterhof et al. 

(2019) stated, “diagnostic utility does not equal ontological truth” (p. 10). 



THE DISSOCIATIVE SUBTYPE OF PTSD 138 

References 

Abu-Rus, A., Thompson, K. J., Naish, B. L., Brown, C., & Dalenberg, C. (2020). 

Development of a validity scale for the dissociative experience scale-revised: 

Atypicality, structure, and inconsistency. Psychological Injury and Law, 13, 167-

177. Retrieved from https://link-springer-

com.uea.idm.oclc.org/article/10.1007/s12207-019-09371-9 

Acar, Ö. F., Öğülmüş, S., & Boysan, M. (2019). Associations between circadian 

preferences, sleep quality, dissociation, post-traumatic cognitions, and post-

traumatic stress disorder (PTSD) among incarcerated offenders. Sleep and 

Hypnosis, 21(3), 201-219. https://dx.doi.org/10.5350/Sleep.Hypn.2019.21.0188 

Achterhof, R., Huntjens, R. J., Meewisse, M. L., & Kiers, H. A. (2019). Assessing the 

application of latent class and latent profile analysis for evaluating the construct 

validity of complex posttraumatic stress disorder: Cautions and limitations. 

European Journal of Psychotraumatology, 10(1), 1698223. 

https://doi.org/10.1080/20008198.2019.1698223 

Alisic, E., Zalta, A. K., van Wesel, F., Larsen, S. E., Hafstad, G. S., Hassanpour, K., & 

Smid, G. E. (2014). Rates of post-traumatic stress disorder in trauma-exposed 

children and adolescents: Meta-analysis. British Journal of Psychiatry, 204, 335–

340. https://doi.org/10.1192/bjp.bp.113.131227 

Allen, M., Poggiali, D., Whitaker, K., Marshall, T. R., & Kievit, R. A. (2019). Raincloud 

plots: A multi-platform tool for robust data visualization. Wellcome Open 

Research, 4, 63. https://doi.org/10.12688/wellcomeopenres.15191.1 

American Psychiatric Association. (1980). Diagnostic and statistical manual of mental 

disorders (3rd ed.). Washington, DC: Author. 

https://doi.org/10.1176/ajp.137.12.1630 



THE DISSOCIATIVE SUBTYPE OF PTSD 139 

American Psychiatric Association. (1994). Diagnostic and statistical manual of mental 

disorders (4th ed.). Washington, DC: Author. 

https://doi.org/10.1007/springerreference_179660 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 

disorders (5th ed.). Washington, DC: Author. 

https://doi.org/10.1176/appi.books.9780890425596 

Angold, A., Costello, E. J., Messer, S. C., Pickles, A., Winder, F., & Silver, D. (1995). 

Development of a short questionnaire for use in epidemiological studies of 

depression in children and adolescence. International Journal of Methods in 

Psychiatric Research, 5(4), 237–249.  

Armour, C., Elklit, A., Lauterbach, D., & Elhai, J. D. (2014). The DSM-5 dissociative-

PTSD subtype: Can levels of depression, anxiety, hostility, and sleeping difficulties 

differentiate between dissociative-PTSD and PTSD in rape and sexual assault 

victims? Journal of Anxiety Disorders, 28(4), 418–426. 

https://doi.org/10.1016/j.janxdis.2013. 12.008 

Armour, C., Karstoft, K. I., & Richardson, J. D. (2014). The co-occurrence of PTSD and 

dissociation: Differentiating severe PTSD from dissociative-PTSD. Social 

Psychiatry and Psychiatric Epidemiology, 49(8), 1297-1306. 

https://doi.org/10.1007/s00127-014-0819-y 

Atchley, R., & Bedford, C. (2021). Dissociative symptoms in posttraumatic stress disorder: 

A systematic review. Journal of Trauma and Dissociation, 22(1), 69–88. 

https://doi.org/10.1080/15299732.2020.1760410 

Barendregt, J. J., Doi, S. A., Lee, Y. Y., Norman, R. E., & Vos, T. (2013). Meta-analysis 

of prevalence. Journal of Epidemiology and Community Health, 67(11), 974–978. 

https://doi.org/10.1136/jech-2013-203104 



THE DISSOCIATIVE SUBTYPE OF PTSD 140 

Bauer, D. J., & Curran, P. J. (2004). The integration of continuous and discrete latent 

variable models: Potential problems and promising opportunities. Psychological 

Methods, 9(1), 3–29. https://doi.org/10.1037/1082-989X.9.1.3 

Becker, C. B., Zayfert, C., & Anderson, E. (2004). A survey of psychologists’ attitudes 

towards and utilization of exposure therapy for PTSD. Behaviour Research and 

Therapy, 42(3), 277–292. https://doi.org/10.1016/S0005-7967(03)00138-4 

Bennett, D. C., Kerig, P. K., Chaplo, S. D., McGee, A. B., & Baucom, B. R. (2014). 

Validation of the five-factor model of PTSD symptom structure among delinquent 

youth. Psychological Trauma: Theory, Research, Practice, and Policy, 6(4), 438–

447. https://doi.org/10.1037/a0035303 

Bennett, D. C., Modrowski, C. A., Kerig, P. K., & Chaplo, S. D. (2015). Investigating the 

dissociative subtype of posttraumatic stress disorder in a sample of traumatized 

detained youth. Psychological Trauma: Theory, Research, Practice, and Policy, 

7(5), 465–472. https://doi.org/10.1037/tra0000057 

Berenson, C. K. (1998). Frequently missed diagnoses in adolescent psychiatry. Psychiatric 

Clinics of North America, 21(4), 917–926. https://doi.org/10.1016/S0193-

953X(05)70049-6 

Berlin, K. S., Williams, N. A., & Parra, G. R. (2013). An introduction to latent variable 

mixture 140odelling (part 1): Overview and cross-sectional latent class and latent 

profile analyses. Journal of Pediatric Psychology, 39(2), 174–187. 

https://doi.org/10.1093/jpepsy/jst084 

Bernier, M. J., Hébert, M., & Collin-Vézina, D. (2013). Dissociative symptoms over a year 

in a sample of sexually abused children. Journal of Trauma and Dissociation, 

14(4), 455–472. https://doi.org/10.1080/15299732.2013.769478 

Blanchard, E. B., Hickling, E. J., Barton, K. A., Taylor, A. E., Loos, W. R., & Jones-

Alexander, J. (1996). One-year prospective follow-up of motor vehicle accident 



THE DISSOCIATIVE SUBTYPE OF PTSD 141 

victims. Behaviour Research and Therapy, 34(10), 775–786. 

https://doi.org/10.1016/0005-7967(96)00038-1 

Blevins, C. A., Weathers, F. W., & Witte, T. K. (2014). Dissociation and posttraumatic 

stress disorder: A latent profile analysis. Journal of Traumatic Stress, 27(4), 388-

396. https://doi.org/10.1002/jts.21933 

Boyd, J. E., O’Connor, C., Protopopescu, A., Jetly, R., Lanius, R. A., & McKinnon, M. C. 

(2020). The contributions of emotion regulation difficulties and dissociative 

symptoms to functional impairment among civilian inpatients with posttraumatic 

stress symptoms. Psychological Trauma: Theory, Research, Practice, and Policy, 

12(7), 739–749. https://doi.org/10.1037/tra0000576 

Boyd, J. E., Protopopescu, A., O’Connor, C., Neufeld, R. W., Jetly, R., Hood, H. K., 

Lanius, R. A., & McKinnon, M. C. (2018). Dissociative symptoms mediate the 

relation between PTSD symptoms and functional impairment in a sample of 

military members, veterans, and first responders with PTSD. European Journal of 

Psychotraumatology, 9(1), 1463794. 

https://doi.org/10.1080/20008198.2018.1463794 

Boysan, M., Ozdemir, P. G., Yilmaz, E., Selvi, Y., Özdemir, O., & Kefeli, M. C. (2017). 

Psychometric properties of the Turkish version of the Clinician-Administered 

PTSD scale for Diagnostic and Statistical Manual of Mental Disorders, fifth edition 

(Turkish CAPS-5). Psychiatry and Clinical Psychopharmacology, 27(2), 173-184. 

https://doi.org/10.1080/24750573.2017.1326746 

Brewin, C. R., Andrews, B., & Rose, S. (2003). Diagnostic overlap between acute stress 

disorder and PTSD in victims of violent crime. American Journal of Psychiatry, 

160(4), 783–785. https://doi.org/10.1176/appi.ajp.160.4.783 

Brewin, C. R., Andrews, B., & Valentine, J. D. (2000). Meta-analysis of risk factors for 

posttraumatic stress disorder in trauma-exposed adults. Journal of Consulting and 

Clinical Psychology, 68, 748–766. https://doi.org/10.1037/0022-006x.68.5.748 



THE DISSOCIATIVE SUBTYPE OF PTSD 142 

Brewin, C. R., Dalgleish, T., & Joseph, S. (1996). A dual representation theory of 

posttraumatic stress disorder. Psychological Review, 103(4), 670–686. 

https://doi.apa.org/doi/10.1037/0033-295X.103.4.670 

Briere, J., Hodges, M., & Godbout, N. (2010). Traumatic stress, affect dysregulation, and 

dysfunctional avoidance: A structural equation model. Journal of Traumatic Stress, 

23(6), 767–774. https://doi.org/10.1002/jts.20578 

Briere, J., Scott, C., & Weathers, F. (2005). Peritraumatic and persistent dissociation in the 

presumed etiology of PTSD. American Journal of Psychiatry, 162(12), 2295-2301. 

https://doi.org/10.1176/appi.ajp.162.12.2295 

Brunner, R., Parzer, P., Schuld, V., & Resch F. (2000). Dissociative symptomatology and 

traumatogenic factors in adolescent psychiatric patients. The Journal of Nervous 

and Mental Disease, 188(2), 71–77. https://doi.org/10.1097/00005053-200002000-

00002 

Bryant, R. A. (2007). Does dissociation further our understanding of PTSD? Journal of 

Anxiety Disorders, 21(2), 183-191. https://doi.org/10.1016/j.janxdis.2006.09.012 

Bryant, R. A., Salmon, K., Sinclair, E., & Davidson, P. (2007). The relationship between 

acute stress disorder and posttraumatic stress disorder in injured children. Journal 

of Traumatic Stress, 20(6), 1075–1079. https://doi.org/10.1002/jts.20282 

Burton, M. S., Feeny, N. C., Connell, A. M., & Zoellner, L. A. (2018). Exploring evidence 

of a dissociative subtype in PTSD: Baseline symptom structure, etiology, and 

treatment efficacy for those who dissociate. Journal of Consulting and Clinical 

Psychology, 86(5), 439-451. https://doi.org/10.1037/ccp0000297 

Buscemi, N., Hartling, L., Vandermeer, B., Tjosvold, L., & Klassen, T. P. (2006). Single 

data extraction generated more errors than double data extraction in systematic 

reviews. Journal of Clinical Epidemiology, 59(7), 697-703. 

https://doi.org/10.1016/j.jclinepi.2005.11.010 



THE DISSOCIATIVE SUBTYPE OF PTSD 143 

Carlson, E. B., Dalenberg, C., & McDade-Montez, E. (2012). Dissociation in posttraumatic 

stress disorder part I: Definitions and review of research. Psychological Trauma: 

Theory, Research, Practice, and Policy, 4(5), 479–489. 

https://doi.org/10.1037/a0030230 

Carlson, E., McDade-Montez, E., Armstrong, J., Dalenberg, C., & Loewenstein, R. J. 

(2013). Development and initial validation of the Structured Interview for Self-

Destructive Behaviors. Journal of Trauma and Dissociation, 14(3), 312–327. 

https://doi.org/10.1080/15299732.2012.762822 

Carlson, E., Yates, T. M., & Sroufe, L. A. (2009). Dissociation and development of the 

self. In P. F. Dell & J. A. O’Neil (Eds.), Dissociation and the dissociative 

disorders: DSM-V and beyond (pp. 39–52). New York: Routledge. 

Caroppo, E., Lanzotti, P., & Janiri, L. (2021). Psychopathology in refugees subjected to the 

Dublin Regulation: An Italian study. CNS Spectrums, 26(1), 77-83. 

https://doi.org/10.1017/S1092852920001248 

Chernick, M. R. (2008). Bootstrap methods: A guide for practitioners and researchers. 

Hoboken, NJ: Wiley. 

Choi, K. R., Ford, J. D., Briggs, E. C., Munro-Kramer, M. L., Graham-Bermann, S. A., & 

Seng, J. S. (2019). Relationships between maltreatment, posttraumatic 

symptomatology, and the dissociative subtype of PTSD among adolescents. 

Journal of Trauma and Dissociation, 20(2), 212–227. 

https://doi.org/10.1080/15299732.2019.1572043 

Choi, K. R., Seng, J. S., Briggs, E. C., Munro-Kramer, M. L., Graham-Bermann, S. A., 

Lee, R. C., & Ford, J. D. (2017). The dissociative subtype of posttraumatic stress 

disorder (PTSD) among adolescents: Co-occurring PTSD, 

depersonalization/derealization, and other dissociation symptoms. Journal of the 

American Academy of Child and Adolescent Psychiatry, 56(12), 1062-1072. 

https://doi.org/10.1016/j.jaac.2017.09.425 



THE DISSOCIATIVE SUBTYPE OF PTSD 144 

Cloitre, M., Petkova, E., Wang, J., & Lu, F. (2012). An examination of the influence of a 

sequential treatment on the course and impact of dissociation among women with 

PTSD related to childhood abuse. Depression and Anxiety, 29(8), 709-717. 

https://doi.org/10.1002/da.21920 

Cochran, W. (1954). The combination of estimates from different experiments. Biometrics, 

10(1), 101-129. https://doi.org/10.2307/3001666 

Cohen, J. A., Deblinger, E., Mannarino, A. P., & Steer, R. A. (2004). A multi-site, 

randomized controlled trial for children with sexual abuse-related PTSD symptoms. 

Journal of the American Academy of Child and Adolescent Psychiatry, 43(4), 393–

402. https://doi.org/10.1097/00004583-200404000-00005 

Cohen, J. A., & Scheeringa, M. S. (2009). Post-traumatic stress disorder diagnosis in 

children: Challenges and promises. Dialogues in Clinical Neuroscience, 11(1), 91–

99. https://doi.org/10.31887/DCNS.2009.11.1/jacohen 

Collins, L., & Lanza, S. T. (2010). Latent Class and Latent Transition Analysis. Hoboken, 

NJ: Wiley. 

Coons, P. M. (1996). Depersonalization and derealization. In L. K. Michelson & W. J. Ray 

(Eds.), Handbook of dissociation (pp. 291-305). Springer, Boston, MA. 

https://doi.org/10.1007/978-1-4899-0310-5_14 

Copeland, W. E., Keeler, G., Angold, A., & Costello, E. J. (2007). Traumatic events and 

posttraumatic stress in childhood. Archives of General Psychiatry, 64(5), 577–584. 

https://doi.org/10.1001/archpsyc.64.5.577 

Cox, C. M., Kenardy, J. A., & Hendrikz, J. K. (2008). A meta-analysis of risk factors that 

predict psychopathology following accidental trauma. Journal for Specialists in 

Pediatric Nursing, 13(12), 98–110. https://doi.org/10.1111/j.1744-

6155.2008.00141.x 

Criswell, S. R., Sherman, R., & Krippner, S. (2018). Cognitive behavioral therapy with 

heart rate variability biofeedback for adults with persistent noncombat-related 



THE DISSOCIATIVE SUBTYPE OF PTSD 145 

posttraumatic stress disorder. The Permanente Journal, 22, 17–207. 

https://doi.org/10.7812/TPP/17-207 

Cuijpers, P. (2016). Meta-analyses in mental health research: A practical guide. 

Amsterdam, Netherlands: VU University 

Dahal, H. R., Kumar, S., & Thapa, D. K. (2018). Prevalence and risk factors of post-

traumatic stress disorders among survivors of the 2015 Nepal earthquake, in 

Dhading, Nepal. Sleep and Hypnosis, 20(2), 128–139. 

https://doi.org/10.5350/sleep.hypn.2017.19.0145 

Dalenberg, C. J., Brand, B. L., Gleaves, D. H., Dorahy, M. J., Loewenstein, R. J., Cardeña, 

E., Frewen, P. A., Carlson, E. B., & Spiegel, D. (2012). Evaluation of the evidence 

for the trauma and fantasy models of dissociation. Psychological Bulletin, 138(3), 

550–588. https://doi.org/10.1037/a0027447 

Dalenberg, C., & Carlson, E. B. (2012). Dissociation in posttraumatic stress disorder part 

II: How theoretical models fit the empirical evidence and recommendations for 

modifying the diagnostic criteria for PTSD. Psychological Trauma: Theory, 

Research, Practice, and Policy, 4(6), 551–559. https://doi.org/10.1037/a0027900 

Dalenberg, C. J., Glaser, D., & Alhassoon, O. M. (2012). Statistical support for subtypes in 

posttraumatic stress disorder: The how and why of subtype analysis. Depression 

and Anxiety, 29(8), 671–678. https://doi.org/10.1002/da.21926 

Dalgleish, T. (2004). Cognitive approaches to posttraumatic stress disorder: The evolution 

of multirepresentational theorizing. Psychological Bulletin, 130(2), 228–260. 

https://doi.apa.org/doi/10.1037/0033-2909.130.2.228 

Dalgleish, T., Meiser-Stedman, R., Kassam-Adams, N., Ehlers, A., Winston, F., Smith, P., 

Bryant, B., Mayou, R. A., & Yule, W. (2008). Predictive validity of acute stress 

disorder in children and adolescents. The British Journal of Psychiatry, 192(5), 

392–393. https://doi.org/10.1192/bjp.bp.107.040451 



THE DISSOCIATIVE SUBTYPE OF PTSD 146 

Dalgleish, T., Meiser-Stedman, R., & Smith, P. (2005). Cognitive aspects of posttraumatic 

stress reactions and their treatment in children and adolescents: An empirical 

review and some recommendations. Behavioural and Cognitive Psychotherapy, 

33(4), 459–486. https://doi.org/10.1017/S1352465805002389 

Daniels, J. K., Frewen, P., Theberge, J., & Lanius, R. A. (2016). Structural brain 

aberrations associated with the dissociative subtype of post‐traumatic stress 

disorder. Acta Psychiatrica Scandinavica, 133(3), 232-240. 

https://doi.org/10.1111/acps.12464 

Danzi, B. A., & La Greca, A. M. (2017). Optimizing clinical thresholds for PTSD: 

Extending the DSM-5 preschool criteria to school-age children. International 

Journal of Clinical and Health Psychology, 17(3), 234–241. 

https://doi.org/10.1016/j.ijchp.2017.07.001 

Dorahy, M. J., Corry, M., Black, R., Matheson, L., Coles, H., Curran, D., Seager, L., 

Middleton, W., & Dyer, K. F. (2017). Shame, dissociation, and complex PTSD 

symptoms in traumatized psychiatric and control groups: Direct and indirect 

associations with relationship distress. Journal of Clinical Psychology, 73(4), 439-

448. https://doi.org/10.1002/jclp.22339 

Dorahy, M. J., & van der Hart, O. (2015). DSM–5’s posttraumatic stress disorder with 

dissociative symptoms: Challenges and future directions. Journal of Trauma and 

Dissociation, 16(1), 7–28. https://doi.org/10.1080/15299732.2014.908806 

Dowdy, E., & Kamphaus, R. W. (2007). A comparison of classification methods for use in 

predicting school-based outcomes. The California School Psychologist, 12(1), 121-

132. https://doi.org/10.1007/BF03340936 

Durham, T. A., Byllesby, B. M., Elhai, J. D., & Wang, L. (2020). Latent profile analysis of 

PTSD and dissociation, and relations with anger. Current Psychology, 41, 1-8. 

https://doi.org/10.1007/s12144-020-00693-5 



THE DISSOCIATIVE SUBTYPE OF PTSD 147 

Duval, S., & Tweedie, R. (2000). Trim and fill: A simple funnel-plot-based method of 

testing and adjusting for publication bias in meta-analysis. Biometrics, 56(2), 455-

463. https://doi.org/10.1111/j.0006-341x.2000.00455.x 

Ebesutani, C., Korathu-Larson, P., Nakamura, B. J., Higa-McMillan, C., & Chorpita, B. 

(2017). The revised child anxiety and depression scale 25-parent version: Scale 

development and validation in a school-based and clinical sample. Assessment, 

24(6), 712–728. https://doi.org/10.1177%2F1073191115627012 

Ebesutani, C., Reise, S. P., Chorpita, B. F., Ale, C., Regan, J., Young, J., Higa-McMillan, 

C., & Weisz, J. R. (2012). The revised child anxiety and depression scale short 

version: Scale reduction via exploratory bifactor modeling of the broad anxiety 

factor. Psychological Assessment, 24(4), 833–845. 

https://doi.org/10.1037/a0027283 

Efron, B., & Tibshirani, R. J. (1993). An Introduction to the Bootstrap. Chapman and Hall, 

New York. https://doi.org/10.1007/978-1-4899-4541-9 

Ehlers, A., & Clark, D. M. (2000). A cognitive model of posttraumatic stress disorder. 

Behaviour Research and Therapy, 38(4), 319–345. https://doi.org/10.1016/S0005-

7967(99)00123-0 

Eidhof, M. B., ter Heide, F. J. J., van Der Aa, N., Schreckenbach, M., Schmidt, U., Brand, 

B. L., Lanius, R. A., Loewenstein, R. J., Spiegel, D., & Vermetten, E. (2019). The 

dissociative subtype of PTSD interview (DSP-I): Development and psychometric 

properties. Journal of Trauma and Dissociation, 20(5), 564-581. 

https://doi.org/10.1080/15299732.2019.1597806 

Elhai, J. D., Frueh, B. C., Davis, J. L., Jacobs, G. A., & Hamner, M. B. (2003). Clinical 

presentations in combat veterans diagnosed with posttraumatic stress disorder. 

Journal of Clinical Psychology, 59, 385-397. https://doi.org/10.1002/jclp.10135 

Engels, E. A., Schmid, C. H., Terrin, N., Olkin, I., & Lau, J. (2000). Heterogeneity and 

statistical significance in meta-analysis. Statistics in Medicine, 19(13), 1707–1728. 



THE DISSOCIATIVE SUBTYPE OF PTSD 148 

https://doi.org/10.1002/1097-0258(20000715)19:13%3C1707::AID-

SIM491%3E3.0.CO;2-P 

Evren, C., Sar, V., Dalbudak, E., Cetin, R., Durkaya, M., Evren, B., & Celik, S. (2011). 

Lifetime PTSD and quality of life among alcohol-dependent men: Impact of child- 

hood emotional abuse and dissociation. Psychiatry Research, 186(1), 85–90. 

https://doi.org/10.1016/j.psychres.2010.07.004 

Foa, E. B., Ehlers, A., Clark, D. M., Tolin, D. F., & Orsillo, S. M. (1999). The 

Posttraumatic Cognitions Inventory (PTCI): Development and validation. 

Psychological Assessment, 11(3), 303-314. https://doi.org/10.1037/1040-

3590.11.3.303 

Foa, E. B., Johnson, K. M., Feeny, N. C., & Treadwell, K. R. (2001). The child PTSD 

Symptom Scale: A preliminary examination of its psychometric properties. Journal 

of Clinical Child Psychology, 30(3), 376–384. 

https://doi.org/10.1207/S15374424JCCP3003_9 

Ford, J. D. (2013). How can self-regulation enhance our understanding of trauma and 

dissociation? Journal of Trauma and Dissociation, 14(3), 237–250. 

http://dx.doi.org/10.1080/15299732.2013.769398 

Freud, S. (1962). The aetiology of hysteria (1896). In J. Strachey (Ed.), The standard 

edition of the complete psychological works of Sigmund Freud (Vol. 7, pp. 187–

221). London, UK: Hogarth Press. 

Frewen, P. A., Brown, M. F., Steuwe, C., & Lanius, R. A. (2015). Latent profile analysis 

and principal axis factoring of the DSM-5 dissociative subtype. European Journal 

of Psychotraumatology, 6(1), 26406. https://doi.org/10.3402/ejpt.v6.26406 

Frewen, P., Zhu, J., & Lanius, R. (2019). Lifetime traumatic stressors and adverse 

childhood experiences uniquely predict concurrent PTSD, complex PTSD, and 

dissociative subtype of PTSD symptoms whereas recent adult non-traumatic 

stressors do not: Results from an online survey study. European Journal of 



THE DISSOCIATIVE SUBTYPE OF PTSD 149 

Psychotraumatology, 10(1), 1606625. 

https://doi.org/10.1080/20008198.2019.1606625 

Friedman, M. J., Kilpatrick, D. G., Schnurr, P. P., & Weathers, F. W. (2016). Correcting 

misconceptions about the diagnostic criteria for posttraumatic stress disorder in 

DSM-5. JAMA Psychiatry, 73(7), 753–754. 

https://doi.org/10.1001/jamapsychiatry.2016.0745 

Galatzer-Levy, I. R., & Bryant, R. A. (2013). 636,120 ways to have posttraumatic stress 

disorder. Perspectives on Psychological Science, 8(6), 651–662. 

https://doi.org/10.1177/1745691613504115 

Gidzgier, P., Grundmann, J., Lotzin, A., Hiller, P., Schneider, B., Driessen, M., Schaefer, 

M., Scherbaum, N., Hillemacher, T., & Schäfer, I. (2019). The dissociative subtype 

of PTSD in women with substance use disorders: Exploring symptom and exposure 

profiles. Journal of Substance Abuse Treatment, 99, 73-79. 

https://doi.org/10.1016/j.jsat.2019.01.004 

Gillihan, S. J., Aderka, I. M., Conklin, P. H., Capaldi, S., & Foa, E. B. (2013). The Child 

PTSD Symptom Scale: Psychometric properties in female adolescent sexual assault 

survivors. Psychological Assessment, 25(1), 23–31. 

https://doi.apa.org/doi/10.1037/a0029553 

Ginzburg, K., Butler, L. D., Saltzman, K., & Koopman, C. (2009). Dissociative reactions 

in PTSD. In P. F. Dell, J. O’Neil, & E. Somer (Eds.), Dissociation and the 

dissociative disorders: DSM-V and beyond (pp. 456–470). New York, NY: 

Routledge. 

Ginzburg, K., Koopman, C., Butler, L. D., Palesh, O., Kraemer, H. C., Classen, C. C., & 

Spiegel, D. (2006). Evidence for a dissociative subtype of post-traumatic stress 

disorder among help-seeking childhood sexual abuse survivors. Journal of Trauma 

and Dissociation, 7(2), 7–27. https://doi.org/10.1300/j229v07n02_02 



THE DISSOCIATIVE SUBTYPE OF PTSD 150 

Guetta, R. E., Wilcox, E. S., Stoop, T. B., Maniates, H., Ryabchenko, K. A., Miller, M. W., 

& Wolf, E. J. (2019). Psychometric properties of the dissociative subtype of PTSD 

scale: Replication and extension in a clinical sample of trauma-exposed veterans. 

Behavior Therapy, 50(5), 952-966. https://doi.org/10.1016/j.beth.2019.02.003 

Hagan, M. J., Gentry, M., Ippen, C. G., & Lieberman, A. F. (2018). PTSD with and 

without dissociation in young children exposed to interpersonal trauma. Journal of 

Affective Disorders, 227, 536–541. https://doi.org/10.1016/j.jad.2017.11.070 

Hagenaars, M. A., Fisch, I., & van Minnen, A. (2011). The effect of trauma onset and 

frequency on PTSD-associated symptoms. Journal of Affective Disorders, 132(1–

2), 192–199. https://doi.org/10.1016/j.jad.2011.02.017 

Hansen, M., Hyland, P., & Armour, C. (2016). Does highly symptomatic class membership 

in the acute phase predict highly symptomatic classification in victims 6 months 

after traumatic exposure? Journal of Anxiety Disorders, 40, 44-51. 

https://doi.org/10.1016/j.janxdis.2016.04.008 

Hansen, M., Hyland, P., Armour, C., & Andersen, T. E. (2019). Assessing the existence of 

dissociative PTSD in sub-acute patients of whiplash. Journal of Trauma and 

Dissociation, 20(1), 16-31. https://doi.org/10.1080/15299732.2018.1451805 

Hansen, M., Műllerová, J., Elklit, A., & Armour, C. (2016). Can the dissociative PTSD 

subtype be identified across two distinct trauma samples meeting caseness for 

PTSD? Social Psychiatry and Psychiatric Epidemiology, 51(8), 1159-1169. 

https://doi.org/10.1007/s00127-016-1235-2 

Hansen, M., Ross, J., & Armour, C. (2017). Evidence of the dissociative PTSD subtype: A 

systematic literature review of latent class and profile analytic studies of PTSD. 

Journal of Affective Disorders, 213, 59-69. 

https://doi.org/10.1016/j.jad.2017.02.004 

Harricharan, S., Nicholson, A. A., Thome, J., Densmore, M., McKinnon, M. C., Théberge, 

J., Frewen, P. A., Neufeld, R. W. J., & Lanius, R. A. (2020). PTSD and its 



THE DISSOCIATIVE SUBTYPE OF PTSD 151 

dissociative subtype through the lens of the insula: Anterior and posterior insula 

resting‐state functional connectivity and its predictive validity using machine 

learning. Psychophysiology, 57(1), e13472. https://doi.org/10.1111/psyp.13472 

Hedges, L. V., & Pigott, T. D. (2004). The power of statistical tests for moderators in 

meta-analysis. Psychological Methods, 9(4), 426–445. 

https://doi.org/10.1037/1082-989X.9.4.426 

Herman, J. (1992). Trauma and recovery. New York, NY: Basic Books, Perseus Book 

Group.  

Higgins, J. P. (2008). Commentary: Heterogeneity in meta-analysis should be expected and 

appropriately quantified. International Journal of Epidemiology, 37(5), 1158– 

1160. https://doi.org/10.1093/ije/dyn204 

Higgins, J. P., & Altman, D. G. (2008). Assessing risk of bias in included studies. In J. P. 

Higgins & S. Green (Eds.), Cochrane handbook for systematic reviews of 

interventions (pp. 187–241). Chichester, UK: The Cochrane Collaboration and 

John Wiley & Sons Ltd. 

Higgins, J. P., & Deeks, J. J. (2008). Selecting studies and collecting data. In J. P. Higgins 

& S. Green (Eds.), Cochrane handbook for systematic reviews of interventions (pp. 

151–185). Chichester, UK: The Cochrane Collaboration and John Wiley & Sons 

Ltd. 

Higgins, J. P., & Thompson, S. G. (2002). Quantifying heterogeneity in a meta-analysis. 

Statistics in Medicine, 21(11), 1539–1558. https://doi.org/10.1002/sim.1186 

Higgins, J. P., & Thompson, S. G. (2004). Controlling the risk of spurious findings from 

meta-regression. Statistics in Medicine, 23(11), 1663-1682. 

https://doi.org/10.1002/sim.1752 

Higgins, J. P., Thompson, S. G., Deeks, J. J., & Altman, D. G. (2003). Measuring 

inconsistency in meta-analyses. BMJ, 327(7414), 557-560. 

https://doi.org/10.1136/bmj.327.7414.557 



THE DISSOCIATIVE SUBTYPE OF PTSD 152 

Hill, S. B., Wolff, J. D., Bigony, C. E., Winternitz, S. R., Ressler, K. J., Kaufman, M. L., & 

Lebois, L. A. (2020). Dissociative subtype of posttraumatic stress disorder in 

women in partial and residential levels of psychiatric care. Journal of Trauma and 

Dissociation, 21(3), 305-318. https://doi.org/10.1080/15299732.2019.1678214 

Hiller, R. M., Creswell, C., Meiser-Stedman, R., Lobo, S., Cowdrey, F., Lyttle, M. D., 

Ehlers, A., & Halligan, S. L. (2019). A longitudinal examination of the relationship 

between trauma-related cognitive factors and internalising and externalising 

psychopathology in physically injured children. Journal of Abnormal Child 

Psychology, 47(4), 683–693. https://doi.org/10.1007/s10802-018-0477-8 

Hiller, R. M., Meiser‐Stedman, R., Elliott, E., Banting, R., & Halligan, S. L. (2021). A 

longitudinal study of cognitive predictors of (complex) post‐traumatic stress in 

young people in out‐of‐home care. Journal of Child Psychology and Psychiatry, 

62(1), 48–57. https://doi.org/10.1111/jcpp.13232 

Hiller, R. M., Meiser-Stedman, R., Fearon, P., Lobo, S., McKinnon, A., Fraser, A., & 

Halligan, S. L. (2016). Research review: Changes in the prevalence and symptom 

severity of child post-traumatic stress disorder in the year following trauma – A 

meta-analytic study. Journal of Child Psychology and Psychiatry, 57(8), 884–898. 

https://doi.org/10.1111/jcpp.12566 

Hoeboer, C. M., de Kleine, R. A., Molendijk, M. L., Schoorl, M., Oprel, D. A. C., 

Mouthaan, J., van der Does, W., & van Minnen, A. (2020). Impact of dissociation 

on the effectiveness of psychotherapy for post-traumatic stress disorder: Meta-

analysis. BJPsych Open, 6(3), e53. https://doi.org/10.1192/bjo.2020.30 

Hoge, C. W., Yehuda, R., Castro, C. A., McFarlane, A. C., & Rothbaum, B. O. (2016). 

Unintended consequences of changing the definition of posttraumatic stress 

disorder in DSM-5: Critique and call for action. JAMA Psychiatry, 73(7), 750–752. 

https://doi.org/10.1001/jamapsychiatry.2016.0647 



THE DISSOCIATIVE SUBTYPE OF PTSD 153 

Hornstein, N. L., & Putnam, F. W. (1992). Clinical phenomenology of child and 

adolescent dissociative disorders. Journal of the American Academy of Child and 

Adolescent Psychiatry, 31(6), 1077–1085. https://doi.org/10.1097/00004583-

199211000-00013 

Horowitz, M. J. (1986). Stress response syndromes (2nd ed.). New York: Jason Aronson. 

Hoy, D., Brooks, P., Woolf, A., Blyth, F., March, L., Bain, C., Baker, P., Smith, S., & 

Buchbinder, R. (2012). Assessing risk of bias in prevalence studies: Modification 

of an existing tool and evidence of interrater agreement. Journal of Clinical 

Epidemiology, 65(9), 934–939. https://doi.org/10.1016/j.jclinepi.2011.11.014 

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 posttraumatic stress 

disorder (PTSD) and complex PTSD using the International Trauma Questionnaire. 

Acta Psychiatrica Scandinavica, 136(3), 313–322. 

https://doi.org/10.1111/acps.12771 

Hyland, P., Shevlin, M., Fyvie, C., Cloitre, M., & Karatzias, T. (2020). The relationship 

between ICD-11 PTSD, complex PTSD and dissociative experiences. Journal of 

Trauma and Dissociation, 21(1), 62-72. 

https://doi.org/10.1080/15299732.2019.1675113 

Irwin, H. J. (1999). Pathological and nonpathological dissociation: The relevance of 

childhood trauma. The Journal of Psychology, 133, 157-164. 

https://doi.org/10.1080/00223989909599730  

Janet, P. (1907). The major symptoms of hysteria: Classics of psychiatry and behavioral 

sciences library. Division of Gryphon Editions. 

Jensen, T. K., Holt, T., Mørup Ormhaug, S., Fjermestad, K. W., & Wentzel-Larsen, T. 

(2018). Change in post-traumatic cognitions mediates treatment effects for 

traumatized youth - A randomized controlled trial. Journal of Counseling 

Psychology, 65(2), 166–177. https://doi.org/10.1037/cou0000258 



THE DISSOCIATIVE SUBTYPE OF PTSD 154 

Jowett, S., Karatzias, T., Shevlin, M., & Hyland, P. (2022). Psychological trauma at 

different developmental stages and ICD-11 CPTSD: The role of dissociation. 

Journal of Trauma and Dissociation, 23(1), 52–67. 

https://doi.org/10.1080/15299732.2021.1934936 

Kadak, M. T., Nasıroğlu, S., Boysan, M., & Aydın, A. (2013). Risk factors predicting 

posttraumatic stress reactions in adolescents after 2011 Van earthquake. 

Comprehensive Psychiatry, 54(7), 982–990. 

https://doi.org/10.1016/j.comppsych.2013.04.003 

Karatzias, T., & Cloitre, M. (2019). Treating adults with complex posttraumatic stress 

disorder using a modular approach to treatment: Rationale, evidence, and directions 

for future research. Journal of Traumatic Stress, 32(6), 870–876. 

https://doi.org/10.1002/jts.22457 

Kaufman, J., Jones, B., Stieglitz, E., Vitulano, L., & Mannarino, A. P. (1994). The use of 

multiple informants to assess children’s maltreatment experiences. Journal of 

Family Violence, 9(3), 227–248. https://doi.org/10.1007/BF01531949 

Kenny, M. C., Helpingstine, C., Long, H., & Harrington, M. C. (2020). Assessment of 

commercially sexually exploited girls upon entry to treatment: Confirmed vs. at 

risk victims. Child Abuse and Neglect, 100, 104040. 

https://doi.org/10.1016/j.chiabu.2019.104040 

Kerig, P. K., & Becker, S. P. (2015). Early abuse and neglect as risk factors for the 

development of criminal and antisocial behavior. In J. Morizot & L. Kazemian 

(Eds.), The development of criminal and antisocial behavior: Theory, research and 

practical applications (pp. 181–199). Springer International Publishing AG.  

Kerig, P. K., & Bennett, D. C. (2013). Beyond fear, helplessness, and horror: Peritraumatic 

reactions associated with posttraumatic stress symptoms among traumatized 

delinquent youth. Psychological Trauma, 5(5), 431-438. 

https://doi.org/10.1037/a0029609 



THE DISSOCIATIVE SUBTYPE OF PTSD 155 

Kerig, P. K., Charak, R., Chaplo, S. D., Bennett, D. C., Armour, C., Modrowski, C. A., & 

McGee, A. B. (2016). Validation of the factor structure of the adolescent 

dissociative experiences scale in a sample of trauma-exposed detained youth. 

Psychological Trauma: Theory, Research, Practice, and Policy, 8(5), 592–600. 

https://doi.org/10.1037/tra0000140 

Kerig, P. K., Ward, R. M., Vanderzee, K. L., & Moeddel, M. A. (2009). Posttraumatic 

stress as a mediator of the relationship between trauma and mental health problems 

among juvenile delinquents. Journal of Youth and Adolescence, 38(9), 1214–1225. 

https://doi.org/10.1007/s10964-008-9332-5 

Kim, D., Kim, D., Lee, H., Cho, Y., Min, J. Y., & Kim, S. H. (2019). Prevalence and 

clinical correlates of dissociative subtype of posttraumatic stress disorder at an 

outpatient trauma clinic in South Korea. European Journal of Psychotraumatology, 

10(1), 1657372. https://doi.org/10.1080/20008198.2019.1657372 

Lanius, R. A., Brand, B., Vermetten, E., Frewen, P. A., & Spiegel, D. (2012). The 

dissociative subtype of posttraumatic stress disorder: Rationale, clinical and 

neurobiological evidence, and implications. Depression and Anxiety, 29(8), 701–

708. https://doi.org/10.1002/da.21889 

Lanius, R. A., Vermetten, E., Loewenstein, R. J., Brand, B., Christian, S., Bremner, J. D., 

& Spiegel, D. (2010). Emotion modulation in PTSD: Clinical and neurobiological 

evidence for a dissociative subtype. American Journal of Psychiatry, 167(6), 640–

647. https://doi.org/10.1176/appi.ajp.2009.09081168 

Lanius, R. A., Wolf, E. J., Miller, M. W., Frewen, P. A., Vermetten, E., Brand, B., & 

Spiegel, D. (2014). The dissociative subtype of PTSD. In M. J. Friedman, T. M. 

Keane, & P. A. Resick (Eds.), Handbook of PTSD: Science and practice (pp. 234–

250). New York: The Guilford Press. 

Lebois, L. A., Li, M., Baker, J. T., Wolff, J. D., Wang, D., Lambros, A. M., Grinspoon, E., 

Winternitz, S., Ren, J., Gönenç, A., Gruber, S. A., Ressler, K. J., Liu, H., & 



THE DISSOCIATIVE SUBTYPE OF PTSD 156 

Kaufman, M. L. (2021). Large-scale functional brain network architecture changes 

associated with trauma-related dissociation. American Journal of Psychiatry, 

178(2), 165-173. https://doi.org/10.1176/appi.ajp.2020.19060647 

Li, Y., Hassett, A. L., & Seng, J. S. (2019). Exploring the mutual regulation between 

oxytocin and cortisol as a marker of resilience. Archives of Psychiatric Nursing, 

33(2), 164-173. https://doi.org/10.1016/j.apnu.2018.11.008 

Liotti, G. (2004). Trauma, dissociation, and disorganized attachment: Three strands of a 

single braid. Psychotherapy: Theory, Research, Practice, Training, 41(4), 472-486. 

https://doi.org/10.1037/0033-3204.41.4.472 

McKinnon, M. C., Boyd, J. E., Frewen, P. A., Lanius, U. F., Jetly, R., Richardson, J. D., & 

Lanius, R. A. (2016). A review of the relation between dissociation, memory, 

executive functioning and social cognition in military members and civilians with 

neuropsychiatric conditions. Neuropsychologia, 90, 210–234. 

https://doi.org/10.1016/j.neuropsychologia.2016.07.017 

McKinnon, A. C., Nixon, R. D., & Brewer, N. (2008). The influence of data-driven 

processing on perceptions of memory quality and intrusive symptoms in children 

following traumatic events. Behaviour Research and Therapy, 46(6), 766–775. 

https://doi.org/10.1016/j.brat.2008.02.008 

Meiser‐Stedman, R., McKinnon, A., Dixon, C., Boyle, A., Smith, P., & Dalgleish, T. 

(2017). Acute stress disorder and the transition to posttraumatic stress disorder in 

children and adolescents: Prevalence, course, prognosis, diagnostic suitability, and 

risk markers. Depression and Anxiety, 34(4), 348–355. 

https://doi.org/10.1002/da.22602 

Meiser‐Stedman, R., McKinnon, A., Dixon, C., Boyle, A., Smith, P., & Dalgleish, T. 

(2019). A core role for cognitive processes in the acute onset and maintenance of 

post‐traumatic stress in children and adolescents. Journal of Child Psychology and 

Psychiatry, 60(8), 875–884. https://doi.org/10.1111/jcpp.13054 



THE DISSOCIATIVE SUBTYPE OF PTSD 157 

Meiser-Stedman, R., Smith, P., Bryant, R., Salmon, K., Yule, W., Dalgleish, T., & Nixon, 

R. D. (2009). Development and validation of the Child Post-Traumatic Cognitions 

Inventory (CPTCI). Journal of Child Psychology and Psychiatry, 50(4), 432–440. 

https://doi.org/10.1111/j.1469-7610.2008.01995.x 

Meiser-Stedman, R., Smith, P., Glucksman, E., Yule, W., & Dalgleish, T. (2007). Parent 

and child agreement for acute stress disorder, post-traumatic stress disorder and 

other psychopathology in a prospective study of children and adolescents exposed 

to single-event trauma. Journal of Abnormal Child Psychology, 35, 191–201. 

https://doi.org/10.1007/s10802-006-9068-1 

Meiser-Stedman, R., Smith, P., Glucksman, E., Yule, W., & Dalgleish, T. (2008). The 

posttraumatic stress disorder diagnosis in preschool- and elementary school-age 

children exposed to motor vehicle accidents. American Journal of Psychiatry, 

165(10), 1326–1337. https://doi.org/10.1176/appi.ajp.2008.07081282 

Meiser-Stedman, R., Smith, P., Yule, W., & Dalgleish, T. (2007). The Trauma Memory 

Quality Questionnaire: Preliminary development and validation of a measure of 

trauma memory characteristics for children and adolescents. Memory, 15(3), 271–

279. https://doi.org/10.1080/09658210701256498 

Meiser-Stedman, R., Yule, W., Smith, P., Glucksman, E., & Dalgleish, T. (2005). Acute 

stress disorder and posttraumatic stress disorder in children and adolescents 

involved in assaults or motor vehicle accidents. American Journal of Psychiatry, 

162(7), 1381–1383. https://doi.org/10.1176/appi.ajp.162.7.1381 

Memarzia, J., Walker, J., & Meiser-Stedman, R. (2021). Psychological peritraumatic risk 

factors for post-traumatic stress disorder in children and adolescents: A meta-

analytic review. Journal of Affective Disorders, 282, 1036–1047. 

https://doi.org/10.1016/j.jad.2021.01.016 

Mergler, M., Driessen, M., Lüdecke, C., Ohlmeier, M., Chodzinski, C., Weirich, S., 

Schläfke, D., Wedekind, D., Havemann-Reinecke, U., Renner, W., Schäfer, I., & 



THE DISSOCIATIVE SUBTYPE OF PTSD 158 

TRAUMAB Studygroup. (2017). Relationships between a dissociative subtype of 

PTSD and clinical characteristics in patients with substance use disorders. Journal 

of Psychoactive Drugs, 49(3), 225-232. 

https://doi.org/10.1080/02791072.2017.1296209 

Messer, S. C., Angold, A., Costello, J., Loeber, R., van Kammen, W., & Stouthamer-

Lober, M. (1995). Development of a short questionnaire for use in epidemiological 

studies of depression in children and adolescence: Factor composition and structure 

across development. International Journal of Methods in Psychiatric Research, 

5(4), 251–262. 

Miettunen, J., Nordström, T., Kaakinen, M., & Ahmed, A. (2016). Latent variable mixture 

modeling in psychiatric research – A review and application. Psychological 

Medicine, 46(3), 457–467. https://doi.org/10.1017/S0033291715002305 

Miller, M. W., Wolf, E. J., & Keane, T. M. (2014). Posttraumatic stress disorder in DSM‐

5: New criteria and controversies. Clinical Psychology: Science and Practice, 

21(3), 208–220. https://doi.org/10.1111/cpsp.12070 

Mitchell, R., Brennan, K., Curran, D., Hanna, D., & Dyer, K. F. (2017). A meta-analysis of 

the association between appraisals of trauma and posttraumatic stress in children 

and adolescents. Journal of Traumatic Stress, 30(1), 88–93. 

https://doi.org/10.1002/jts.22157 

Modrowski, C. A., & Kerig, P. K. (2017). Investigating factors associated with PTSD 

dissociative subtype membership in a sample of traumatized justice-involved 

youth. Journal of Child and Adolescent Trauma, 10(4), 343–351. 

https://doi.org/10.1007/s40653-017-0153-0 

Mulder, R. T., Beautrais, A. L., Joyce, P. R., & Fergusson, D. M. (1998). Relationship 

between dissociation, childhood sexual abuse, childhood physical abuse, and 

mental illness in a general population sample. American Journal of Psychiatry, 

155(6), 806-811. https://doi.org/10.1176/ajp.155.6.806 



THE DISSOCIATIVE SUBTYPE OF PTSD 159 

Műllerová, J., Hansen, M., Contractor, A. A., Elhai, J. D., & Armour, C. (2016). 

Dissociative features in posttraumatic stress disorder: A latent profile analysis. 

Psychological Trauma: Theory, Research, Practice, and Policy, 8(5), 601-608. 

https://doi.org/10.1037/tra0000148 

Munn, Z., Moola, S., Riitano, D., & Lisy, K. (2014). The development of a critical 

appraisal tool for use in systematic reviews addressing questions of prevalence. 

International Journal of Health Policy and Management, 3(3), 123–128. 

https://doi.org/10.15171/ijhpm.2014.71 

Murray, H., Grey, N., Warnock-Parkes, E., Kerr, A., Wild, J., Clark, D., & Ehlers, A. 

(2022). Ten misconceptions about trauma-focused CBT for PTSD. Cognitive 

Behaviour Therapist. 

Muthén, B. (2004). Latent variable analysis: Growth mixture modeling and related 

techniques for longitudinal data. In Kaplan, D. (Ed.), Handbook of quantitative 

methodology for the social sciences (pp. 345–368). Sage, Newbury Park, CA. 

http://dx.doi.org/10.4135/9781412986311.n19 

Naifeh, J. A., Richardson, J. D., Del Ben, K. S., & Elhai, J. D. (2010). Heterogeneity in the 

latent structure of PTSD symptoms among Canadian veterans. Psychological 

Assessment, 22(3), 666-674. https://doi.org/10.1037/a0019783 

Naish, B. L. (2021). Relative efficacy of the Clinician-Administered PTSD Scale-5, the 

Dissociative Subtype of PTSD Scale, and the Dissociative Experiences Scales to 

identify the PTSD dissociative subtype. [Doctoral dissertation, Alliant International 

University]. 

National Heart Lung and Blood Institute. (2014). Quality assessment tool for 

observational, cohort and cross-sectional studies. National Heart Lung and Blood 

Institute. Retrieved from https://www.nhlbi.nih.gov/health-topics/study-quality-

assessment-tools 



THE DISSOCIATIVE SUBTYPE OF PTSD 160 

Nejad, A. G., & Farahati, H. (2007). Dissociative disorders and dissociative symptoms 

among veterans of the Iraq-Iran war suffering from chronic post-traumatic disorder. 

Neurosciences Journal, 12(4), 318-321. Retrieved from 

https://nsj.org.sa/content/12/4/318 

Nijenhuis, E. R. S., Vanderlinden, J., & Spinhoven, P. (1998). Animal defensive reactions 

as a model for trauma-induced dissociative reactions. Journal of Traumatic Stress, 

11(2), 243–260. https://doi.org/10.1023/A:1024447003022 

Nixon, R. D., Sterk, J., & Pearce, A. (2012). A randomized trial of cognitive behaviour 

therapy and cognitive therapy for children with posttraumatic stress disorder 

following single-incident trauma. Journal of Abnormal Child Psychology, 40(3), 

327–337. https://doi.org/10.1007/s10802-011-9566-7 

Oberski, D. (2016). Mixture models: Latent profile and latent class analysis. In Modern 

statistical methods for HCI (pp. 275-287). Springer, Cham. 

Özdemir, B., Celik, C., & Oznur, T. (2015). Assessment of dissociation among combat-

exposed soldiers with and without posttraumatic stress disorder. European Journal 

of Psychotraumatology, 6(1), 26657. https://doi.org/10.3402/ejpt.v6.26657 

Page, M. J., McKenzie, J. E., Bossuyt, P. M., Boutron, I., Hoffmann, T. C., Mulrow, C. D., 

Shamseer, L., Tetzlaff, J. M., Akl, E. A., Brennan, S. E., Chou, R., Glanville, J., 

Grimshaw, J. M., Hróbjartsson, A., Lalu, M. M., Li, T., Loder, E. W., Mayo-

Wilson, E., McDonald, S., McGuinness, L. A., Stewart, L. A., Thomas, J., Tricco, 

A. C., Welch, V. A., Whiting, P., & Moher, D. (2021). The PRISMA 2020 

statement: An updated guideline for reporting systematic reviews. BMJ, 372, n71. 

https://doi.org/10.1017/S0033291715002305 

Pfeiffer, E., Sachser, C., de Haan, A., Tutus, D., & Goldbeck, L. (2017). Dysfunctional 

posttraumatic cognitions as a mediator of symptom reduction in Trauma-Focused 

Cognitive Behavioral Therapy with children and adolescents: Results of a 



THE DISSOCIATIVE SUBTYPE OF PTSD 161 

randomized controlled trial. Behaviour Research and Therapy, 97, 178–182. 

https://doi.org/10.1016/j.brat.2017.08.001 

Powers, A., Fani, N., Carter, S., Cross, D., Cloitre, M., & Bradley, B. (2017). Differential 

predictors of DSM-5 PTSD and ICD-11 complex PTSD among African American 

women. European Journal of Psychotraumatology, 8(1), 1338914. 

https://doi.org/10.1080/20008198.2017.1338914 

Priebe, K., Kleindienst, N., Schropp, A., Dyer, A., Krüger-Gottschalk, A., Schmahl, C., 

Steil, R., & Bohus, M. (2018). Defining the index trauma in post-traumatic stress 

disorder patients with multiple trauma exposure: Impact on severity scores and 

treatment effects of using worst single incident versus multiple traumatic events. 

European Journal of Psychotraumatology, 9(1), 1486124. 

https://doi.org/10.1080/20008198.2018.1486124 

Putnam, F. W. (1985). Dissociation as an response to extreme trauma. In R. P. Kluft (Ed.), 

Childhood antecedents of multiple personality (pp. 65–98). Washington, DC: 

American Psychiatric Association. 

Putnam, F. W. (1997). Dissociation in children and adolescents: A developmental 

perspective. Guilford Press.  

Putnam, F. W. (2000). Dissociative disorders. In A. J. Sameroff, M. Lewis, & S. M. Miller 

(Eds.), Handbook of developmental psychopathology (2nd ed., pp. 739–754). 

Dordrecht, the Netherlands: Kluwer Academic. https://doi.org/10.1007/978-1-

4615-4163-9_39 

Putnam, F. W., Carlson, E. B., Ross, C. A., Anderson, G., Clark, P., Torem, M., Bowman, 

E. S., Coons, P., Chu, J. A., Dill, D. L., Loewenstein, R. J., & Braun, B. G. (1996). 

Patterns of dissociation in clinical and nonclinical samples. Journal of Nervous and 

Mental Disease, 184(11), 673-679. https://doi.org/10.1097/00005053-199611000-

00004 



THE DISSOCIATIVE SUBTYPE OF PTSD 162 

Ramme, R. (2008). Spence Children’s Anxiety Scale: An overview of psychometric 

findings. SCAS. https://www.scaswebsite.com/portfolio/scas-child-psychometric-

properties/ 

Richard-Malenfant, C., Douglass, A., Higginson, C., Ray, L., & Robillard, R. (2019). 

Dissociative subtype of post-traumatic stress disorder: Preliminary results 

examining sleep architecture. Sleep Medicine, 64(1), S322-S323. 

https://doi.org/10.1016/j.sleep.2019.11.904 

Richardson, L. K., Frueh, B. C., & Acierno, R. (2010). Prevalence estimates of combat-

related post-traumatic stress disorder: Critical review. Australian and New Zealand 

Journal of Psychiatry, 44(1), 4–19. https://doi.org/10.3109/00048670903393597 

Riggs, D. S., Rothbaum, B. O., & Foa, E. B. (1995). A prospective examination of 

symptoms of posttraumatic stress disorder in victims of nonsexual assault. Journal 

of Interpersonal Violence, 10(2), 201–214. 

https://doi.org/10.1177/0886260595010002005 

Ronconi, J. M., Shiner, B., & Watts, B. V. (2014). Inclusion and exclusion criteria in 

randomized controlled trials of psychotherapy for PTSD. Journal of Psychiatric 

Practice, 20(1), 25–37. https://doi.org/10.1097/01.pra.0000442936.23457.5b 

Ross, C. A. (2021). Problems with the dissociative subtype of posttraumatic stress disorder 

in DSM-5. European Journal of Trauma and Dissociation, 5(4), 100081. 

https://doi.org/10.1016/j.ejtd.2018.08.005 

Ross, J., Armour, C., Kerig, P. K., Kidwell, M. C., & Kilshaw, R. E. (2020). A network 

analysis of posttraumatic stress disorder and dissociation in trauma-exposed 

adolescents. Journal of Anxiety Disorders, 72, 102222. 

https://doi.org/10.1016/j.janxdis.2020.102222 

Ross, J., Baník, G., Dědová, M., Mikulášková, G., & Armour, C. (2018). Assessing the 

structure and meaningfulness of the dissociative subtype of PTSD. Social 



THE DISSOCIATIVE SUBTYPE OF PTSD 163 

Psychiatry and Psychiatric Epidemiology, 53(1), 87-97. 

https://doi.org/10.1007/s00127-017-1445-2 

Rossi, R., Longo, L., Fiore, D., Carcione, A., Niolu, C., Siracusano, A., & Di Lorenzo, G. 

(2019). Dissociation in stress-related disorders and self-harm: A review of the 

literature and a systematic review of mediation models. Journal of 

Psychopathology, 25(3), 162–171.  

Rothbaum, B. O., Foa, E. B., Riggs, D. S., Murdock, T., & Walsh, W. (1992). A 

prospective examination of post-traumatic stress disorder in rape victims. Journal 

of Traumatic Stress, 5(3), 455–475. https://doi.org/10.1002/jts.2490050309 

Sachser, C., Berliner, L., Holt, T., Jensen, T. K., Jungbluth, N., Risch, E., Rosner, R., & 

Goldbeck, L. (2017). International development and psychometric properties of the 

Child and Adolescent Trauma Screen (CATS). Journal of Affective Disorders, 210, 

189–195. https://doi.org/10.1016/j.jad.2016.12.040 

Saigh, P. A., Yasik, A. E., Oberfield, R. A., Green, B. L., Halamandaris, P. V., Rubenstein, 

H., Nester, J., Resko, J., Hetz, B., & McHugh, M. (2000). The children’s PTSD 

inventory: Development and reliability. Journal of Traumatic Stress, 13(3), 369–

380. https://doi.org/10.1023/A:1007750021626 

Salmond, C. H., Meiser-Stedman, R., Glucksman, E., Thompson, P., Dalgleish, T., & 

Smith, P. (2011). The nature of trauma memories in acute stress disorder in 

children and adolescents. Journal of Child Psychology and Psychiatry, 52(5), 560–

570. https://doi.org/10.1111/j.1469-7610.2010.02340.x 

Sanders, B., & Giolas, M. H. (1991). Dissociation and childhood trauma in psychologically 

disturbed adolescents. The American Journal of Psychiatry, 148, 50–54. 

https://doi.org/10.1176/ajp.148.1.50 

Scheeringa, M. S., Peebles, C. D., Cook, C. A., & Zeanah, C. H. (2001). Toward 

establishing procedural, criterion, and discriminant validity for PTSD in early 



THE DISSOCIATIVE SUBTYPE OF PTSD 164 

childhood. Journal of the American Academy of Child and Adolescent Psychiatry, 

40(1), 52–60. https://doi.org/10.1097/00004583-200101000-00016 

Scheeringa, M. S., Wright, M. J., Hunt, J. P., & Zeanah, C. H. (2006). Factors affecting the 

diagnosis and prediction of PTSD symptomatology in children and adolescents. 

American Journal of Psychiatry, 163(4), 644–651. 

https://doi.org/10.1176/ajp.2006.163.4.644 

Scheeringa, M. S., Zeanah, C. H., Drell, M. J., & Larrieu, J. A. (1995). Two approaches to 

the diagnosis of posttraumatic stress disorder in infancy and early childhood. 

Journal of the American Academy of Child and Adolescent Psychiatry, 34(2), 191–

200. https://doi.org/10.1097/00004583-199502000-00014 

Schiavone, F. L., Frewen, P., McKinnon, M., & Lanius, R. A. (2018). The dissociative 

subtype of PTSD: An update of the literature. PTSD Research Quarterly, 29(3), 1-

13. Retrieved from https://www.ptsd.va.gov/ 

Schimmenti, A., & Caretti, V. (2016). Linking the overwhelming with the unbearable: 

Developmental trauma, dissociation, and the disconnected self. Psychoanalytic 

Psychology, 33(1), 106–128. https://doi.org/10.1037/a0038019 

Shapiro, S. S., & Wilk, M. B. (1965). An analysis of variance test for normality (complete 

samples). Biometrika, 52(3/4), 591–611. https://doi.org/10.2307/2333709 

Shimizu, M., & Sakamoto, S. (1986). Depersonalization in early adolescence. Psychiatry 

and Clinical Neurosciences, 40(4), 603–608. https://doi.org/10.1111/j.1440-

1819.1986.tb03174.x 

Sierk, A., Manthey, A., Brakemeier, E. L., Walter, H., & Daniels, J. K. (2021). The 

dissociative subtype of posttraumatic stress disorder is associated with subcortical 

white matter network alterations. Brain Imaging and Behavior, 15(2), 643-655. 

https://doi.org/10.1007/s11682-020-00274-x 



THE DISSOCIATIVE SUBTYPE OF PTSD 165 

Silberg, J. L., & Dallam, S. (2009). Dissociation in children and adolescents: At the 

crossroads. In P. F. Dell & J. A. O’Neil (Eds.), Dissociation and the dissociative 

disorders: DSM-V and beyond (pp. 67–81). New York, NY: Routledge. 

Spence, S. H. (1998). A measure of anxiety symptoms among children. Behaviour 

Research and Therapy, 36(5), 545–566. https://doi.org/10.1016/s0005-

7967(98)00034-5 

Spiegel, D. (1984). Multiple personality as a post-traumatic stress disorder. Psychiatric 

Clinics of North America, 7(1), 101-110. 

Spiegel, D., & Cardeña, E. (1990). Dissociative mechanisms in posttraumatic stress 

disorder. In M. E. Wolf & A. D. Mosnaim (Eds.), Posttraumatic stress disorder: 

Etiology, phenomenology, and treatment (pp. 23–34). Arlington, VA: American 

Psychiatric Association. 

Stallard, P., & Smith, E. (2007). Appraisals and cognitive coping styles associated with 

chronic post-traumatic symptoms in child road traffic accident survivors. Journal of 

Child Psychology and Psychiatry, 48(2), 194–201. https://doi.org/10.1111/j.1469-

7610.2006.01692.x 

Steil, R., & Ehlers, A. (2000). Dysfunctional meaning of posttraumatic intrusions in 

chronic PTSD. Behaviour Research and Therapy, 38(6), 537–558. 

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., Matschinger, H., Mladenova, M., 

Posada-Villa, J., Tachimori, H., Viana, M. C., & 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 



THE DISSOCIATIVE SUBTYPE OF PTSD 166 

Sterlini, G. L., & Bryant, R. A. (2002). Hyperarousal and dissociation: A study of novice 

skydivers. Behaviour Research and Therapy, 40(4), 431–437. 

https://doi.org/10.1016/s0005-7967(01)00021-3 

Steuwe, C., Lanius, R. A., & Frewen, P. A. (2012a). Evidence for a dissociative subtype of 

PTSD by latent profile and confirmatory factor analyses in a civilian sample. 

Depression and Anxiety, 29(8), 689-700. https://doi.org/10.1002/da.21944 

Steuwe, C., Lanius, R. A., & Frewen, P. A. (2012b). The role of dissociation in civilian 

posttraumatic stress disorder: Evidence for a dissociative subtype by latent class 

and confirmatory factor analysis. Depression and Anxiety, 29(8), 689–700. 

https://doi.org/10.1002/da.21944 

Suliman, S., Mkabile, S. G., Fincham, D. S., Ahmed, R., Stein, D. J., & Seedat, S. (2009). 

Cumulative effect of multiple trauma on symptoms of posttraumatic stress disorder, 

anxiety, and depression in adolescents. Comprehensive Psychiatry, 50(2), 121–127. 

https://doi.org/10.1016/j.comppsych.2008.06.006 

Swart, S., Wildschut, M., Draijer, N., Langeland, W., & Smit, J. H. (2020). Dissociative 

subtype of posttraumatic stress disorder or PTSD with comorbid dissociative 

disorders: Comparative evaluation of clinical profiles. Psychological Trauma: 

Theory, Research, Practice, and Policy, 12(1), 38-45. 

https://doi.org/10.1037/tra0000474 

Trickett, P. K., Noll, J. G., & Putnam, F. W. (2011). The impact of sexual abuse on female 

development: Lessons from a multigenerational, longitudinal research study. 

Development and Psychopathology, 23(2), 453–476. 

https://doi.org/10.1017/S0954579411000174 

Trickey, D., Siddaway, A. P., Meiser-Stedman, R., Serpell, L., & Field, A. P. (2012). A 

meta-analysis of risk factors for post-traumatic stress disorder in children and 

adolescents. Clinical Psychology Review, 32(2), 122–138. 

https://doi.org/10.1016/j.cpr.2011.12.001 



THE DISSOCIATIVE SUBTYPE OF PTSD 167 

Tsai, J., Armour, C., Southwick, S. M., & Pietrzak, R. H. (2015). Dissociative subtype of 

DSM-5 posttraumatic stress disorder in US veterans. Journal of Psychiatric 

Research, 66-67, 67-74. https://doi.org/10.1016/j.jpsychires.2015.04.017 

UCLA: Statistical Consulting Group. Introduction to SAS. Regression with Stata Chapter 2 

– Regression Diagnostics [web chapter]. 

https://stats.idre.ucla.edu/stata/webbooks/reg/chapter2/stata-

%20webbooksregressionwith-statachapter-2-regression-diagnostics/ 

van de Schoot, R., Sijbrandij, M., Winter, S. D., Depaoli, S., & Vermunt, J. K. (2017). The 

GRoLTS-checklist: Guidelines for reporting on latent trajectory studies. Structural 

Equation Modeling, 24(3), 451–467. 

https://doi.org/10.1080/10705511.2016.1247646 

van der Kolk, B. A. (1987). The psychological consequences of over-whelming life 

experiences. In B. A. van der Kolk (Ed.), Psychological trauma (pp. 1–30). 

Washington, DC: American Psychiatric Association.  

van der Kolk, B. A., Pelcovitz, D., Roth, S., Mandel, F. S., McFarlane, A., & Herman, J. L. 

(1996). Dissociation, somatization, and affect dysregulation: The complexity of 

adaptation to trauma. American Journal of Psychiatry, 153(7), 83-93. 

https://doi.org/10.1176/ajp.153.7.83 

van der Kolk, B. A., Pynoos, R. S., Cicchetti, D., Cloitre, M., D’Andrea, W., Ford, J. D., 

Lieberman, A. F., Putnam, F. W., Saxe, G., Spinazzola, J., Stolbach, B. C., & 

Teicher, M. (2009, February 01). Proposal to include a developmental trauma 

disorder diagnosis for children and adolescents in DSM-5. 

https://www.cttntraumatraining.org/uploads/4/6/2/3/46231093/dsm-v_proposal-

dtd_taskforce.pdf 

van der Kolk, B. A., & van der Hart, O. (1989). Pierre Janet and the breakdown of 

adaptation in psychological trauma. The American Journal of Psychiatry, 146(12), 

1530–1540. https://doi.org/10.1176/ajp.146.12.1530 



THE DISSOCIATIVE SUBTYPE OF PTSD 168 

van Minnen, A., van der Vleugel, B. M., van den Berg, D. P., de Bont, P. A. J. M., de 

Roos, C., van der Gaag, M., & de Jongh, A. (2016). Effectiveness of trauma-

focused treatment for patients with psychosis with and without the dissociative 

subtype of post-traumatic stress disorder. The British Journal of Psychiatry, 209(4), 

347-348. https://doi.org/10.1192/bjp.bp.116.185579 

Verbeck, E. G. (2015). Examining the evidence for a dissociative subtype of posttraumatic 

stress disorder. [Doctoral dissertation, Alliant International University].  

Vermunt, J. K., & Magidson, J. (2002). Latent class cluster analysis. In J. Hagenaars, & A. 

McCutcheon (Eds.), Applied latent class analysis. (pp. 89-106). Cambridge: 

Cambridge University Press. 

Viechtbauer, W. (2010). Conducting meta-analyses in R with the metafor package. Journal 

of Statistical Software, 36(3), 1–48. https://doi.org/10.18637/jss.v036.i03 

Waelde, L. C., Silvern, L., Carlson, E. B., Fairbank, J. A., & Kletter, H. (2009). 

Dissociation in PTSD. In P. F. Dell, J. O’Neil, & E. Somer (Eds.), Dissociation and 

the dissociative disorders: DSM-V and beyond (pp. 447–456). New York, NY: 

Routledge. 

Waelde, L. C., Silvern, L., & Fairbank, J. A. (2005). A taxometric investigation of 

dissociation in Vietnam veterans. Journal of Traumatic Stress, 18(4), 359–369. 

https://doi.org/10.1002/jts.20034 

Waller, N. G., & Ross, C. A. (1997). The prevalence and biometric structure of 

pathological dissociation in the general population: Taxometric and behavior 

genetic findings. Journal of Abnormal Psychology, 106(4), 499–510. 

https://doi.org/10.1037/0021-843X.106.4.499 

Weathers, F. W., & Keane, T. M. (2007). The Criterion A problem revisited: Controversies 

and challenges in defining and measuring psychological trauma. Journal of 

Traumatic Stress, 20(2), 107–121. https://doi.org/10.1002/jts.20210 



THE DISSOCIATIVE SUBTYPE OF PTSD 169 

Weathers, F. W., Newman, E., Blake, D. D., Nagy, L. M., Schnurr, P. P., Kaloupek, D. G., 

& Keane, T. M. (2004). Clinician-administered PTSD Scale:(CAPS). Torrance, 

CA: Western Psychological Services. 

White, W. F., Burgess, A., Dalgleish, T., Halligan, S., Hiller, R., Oxley, A., Smith, P., & 

Meiser-Stedman, R. (in press). The prevalence of the dissociative subtype of post-

traumatic stress disorder: A systematic review and meta-analysis. Psychological 

Medicine. 

Wolf, E. J., Lunney, C. A., Miller, M. W., Resick, P. A., Friedman, M. J., & Schnurr, P. P. 

(2012). The dissociative subtype of PTSD: A replication and extension. Depression 

and Anxiety, 29(8), 679–688. https://doi.org/10.1002/da.21946 

Wolf, E. J., Miller, M. W., Reardon, A. F., Ryabchenko, K. A., Castillo, D., & Freund, R. 

(2012). A latent class analysis of dissociation and posttraumatic stress disorder: 

Evidence for a dissociative subtype. Archives of General Psychiatry, 69(7), 698–

705. https://doi.org/10.1001/archgenpsychiatry.2011.1574 

Wolf, E. J., Mitchel, K. S., Sadeh, N., Hein, C., Fuhrman, I., Pietrzak, R. H., & Miller, M. 

W. (2017). The dissociative subtype of PTSD scale: Initial evaluation in a national 

sample of trauma-exposed veterans. Assessment, 24, 503–516. 

https://doi.org/10.1177/1073191115615212 

World Health Organization. (2019). ICD-11: International classification of diseases (11th 

revision). Retrieved from https://icd.who.int/ 

Yasik, A. E., Saigh, P. A., Oberfield, R. A., Green, B., Halamandaris, P., & McHugh, M. 

(2001). The validity of the children’s PTSD Inventory. Journal of Traumatic 

Stress, 14(1), 81–94. https://doi.org/10.1023/A:1007887615685 

Zoet, H. A., Wagenmans, A., van Minnen, A., & de Jongh, A. (2018). Presence of the 

dissociative subtype of PTSD does not moderate the outcome of intensive trauma-

focused treatment for PTSD. European Journal of Psychotraumatology, 9(1), 

1468707. https://doi.org/10.1080/20008198.2018.1468707 



THE DISSOCIATIVE SUBTYPE OF PTSD 170 

Appendices 

Appendix A – Author Guidelines for Psychological Medicine 

Instructions for authors  

Jump to: 

Manuscript Submission 
Required Statements 
Production 
Open Access 
Author Support 
Publication Ethics 

Important notice: We have become aware that there are websites such as University Press 
Journals, Association of British University Presses and International Agency for 
Development of Culture, Education and Science (IADCES) which are claiming to offer 
publication in certain Cambridge University Press journals for a fee. We do not work with 
such companies. Submissions to Cambridge University Press journals can only be made 
via the online peer review systems linked to from this Cambridge Core website, or else 
directly to the editorial offices of those journals that do not operate online peer review 
systems. To submit a paper, go to the 'Submission of manuscripts' section below and 
follow the instructions. For more information on predatory publishing, please visit the 
Think Check Submit website 

Psychological Medicine is a journal aimed primarily for the publication of original 
research in clinical psychiatry and the basic sciences related to it. These include relevant 
fields of biological, psychological and social sciences. Review articles, editorials and 
letters to the Editor discussing published papers are also published. Contributions must be 
in English. 

 
Submission of manuscripts  

Manuscripts should be submitted online via our manuscript submission and tracking site, 
http://www.editorialmanager.com/psm/. Full instructions for electronic submission are 
available directly from this site. To facilitate rapid reviewing, communications for peer 
review will be electronic and authors will need to supply a current e-mail address when 
registering to use the system.  

Papers for publication from Europe, (except those on genetic topics, irrespective of 
country), and all papers on imaging topics, should submitted to the UK Office.  

Papers from the Americas, Asia, Africa, Australasia and the Middle East, (except those 
dealing with imaging topics), and all papers dealing with genetic topics, irrespective of 
country, should be sent to US Office.  

Please see the below table for the types of papers accepted:  



THE DISSOCIATIVE SUBTYPE OF PTSD 171 

Article Type  

Usual 
Max  

Word 
count*  

Abstract  References  Tables/figures**  
Supplementary 
material online 
only  

Original article  4500  

250 words,  

structured, 
using 
subheadings 
Background, 
Methods, 
Results, 
Conclusions  

APA style 
– see  

elsewhere 
in this 
document 
for full 
details  

Usually up to 5  

total  
Yes  

Review article  4500  

250 words, 
not  

structured  

APA style  
Usually up to 5  

total  
Yes  

Editorial  3500  No  APA style  
Usually up to 5  

total  
Yes  

Correspondence***  1500  No  
max 20  

APA  style  
Max 1  No  

Commentary  

2000  

By 
invitation 
of editor  

No  
max 20  

APA style  
Not usually  Yes  

* Editors may request shortening or permit additional length at their discretion in 
individual cases  

** May be adjusted in individual cases at Editors' discretion  

*** Please note, Correspondence papers must be in response to content published in 
PSM  

NOTE:  

1. 1. Figures should be submitted as discrete files, not embedded in the text of the 
main document. 

2. 2. Supplementary material for online only should be submitted as discrete files, not 
as part of the main text. 

Generally papers should not have text more than 4500 words in length (excluding abstract, 
tables/figures and references) and should not have more than a combined total of 5 tables 
and/or figures. Papers shorter than these limits are encouraged. For papers of unusual 
importance the editors may waive these requirements. Articles require a structured abstract 
of no more than 250 words including the headings: Background; Methods; Results; 
Conclusions. Review Articles require an unstructured abstract of no more than 250 words. 



THE DISSOCIATIVE SUBTYPE OF PTSD 172 

The name of an author to whom correspondence should be sent must be indicated and a 
full postal address given in the footnote. Any acknowledgements should be placed at the 
end of the text (before the References section). 

Contributors should also note the following: 

1. 1. S.I. units should be used throughout in text, figures and tables.  
2. 2. Authors should spell out in full any abbreviations used in their manuscripts.  
3. 3. Foreign quotations and phrases should be followed by a translation. 
4. 4. If necessary, guidelines for statistical presentation may be found in: Altman 

DG., Gore SM, Gardner, MJ. Pocock SJ. (1983).  Statistical guidelines for 
contributors to medical journals. British Medical Journal 286, 1489-1493.  

Neuroscience-based Nomenclature 

For papers concerning neuropsychopharmacological treatments, Psychological Medicine 
encourages authors to utilize the ‘Neuroscience-based Nomenclature’ developed by the 
ECNP Taskforce on Nomenclature. The need for such a change arose to address a 
longstanding concern within the neuropsychopharmacological community that the 
nomenclature of psychotropic drugs did not properly reflect the underlying neuroscience of 
these compounds, as well as being unhelpful to clinicians and confusing to patients (e.g. 
the prescription of ‘antipsychotics’ for depression).  

More information about the nomenclature can be found on the ECNP website here, and in 
the paper here. The Neuroscience-based Nomenclature (NbN) itself is available free of 
charge as a mobile app (for both Android and iOS devices). 

References 

The guidelines set forth in the Publication Manual of the American Psychological 
Association (6th ed.) should be used in the text and a complete list of References cited 
given at the end of the article.  

Citing References in Text:  

Type of 
citation  

First citation in 
text  

Subsequent 
citation int 
text  

Parenthetical 
format, in first 
citation  

Parenthetical 
format, Subsequent 
citation int text  

One work 
by one 
author  

Walker (2007)  Walker (2007)  (Walker, 2007)  (Walker, 2007)  

One work 
by two 
authors  

Walker and Allen 
(2004)  

Walker and 
Alien (2004)  

(Walker & Allen, 
2004)  

(Walker & Alien, 
2004)  

One work 
by three 
authors  

Bradley, Ramjrez, 
and Soo (1999)  

Bradley et al. 
(1999)  

(Bradley, Ramirez, 
& Soo, 1999)  

(Bradley et al., 
1999)  

One work 
by four 
authors  

Bradley, Ramirez, 
Soo, and Walsh 
(2006)  

Bradley et al. 
(2006)  

(Bradley, Ramirez, 
Soo, & Walsh, 
2006)  

(Bradley et al., 
2006)  



THE DISSOCIATIVE SUBTYPE OF PTSD 173 

One work 
by five 
authors  

Walker, Alien, 
Bradley, Ramirez, 
and Soo (2008)  

Walker et al. 
(2008)  

(Walker, Allen, 
Bradley, Ramirez, 
& Soo, 2008)  

(Walker et al., 2008)  

One work 
by six 
authors or 
more  

Wasserstein et al. 
(2005)  

Wasserstein et 
al. (2005)  

(Wasserstejn et al., 
2005)  

(Wasserstejn et al., 
2005)  

The References section should be in alphabetical order. Examples follow:  

Journal article  
Author’s Last name, F. M. (Year published). Article title. Journal Title, Volume(Issue), 
pp.-pp.  

Journal article with DOl  
Nevin, A. (1990). The changing of teacher education special education. Teacher Education 
and Special Education: The Journal of the Teacher Education Division of the Council for 
Exceptional Children, 13(3-4), 147-148. doi:XXX  

Light, M. A., & Light, I. H. (2008). The geographic expansion of Mexican immigration in 
the United States and its implications for local law enforcement. Law Enforcement 
Executive Forum Journal, 8, 73–82. doi:XXX  

Journal article without DOl (when DOl is not available)  
Good, C. D., Johnsrude, I. S., Ashburner, J., Henson, R. N. A., Firston, K. J., & 
Frackowiak, R. S. J. (2001). A voxel-based morphometric study of ageing in 465 normal 
adult human brains. NeuroImage, 14, 21–36. Retrieved from http://xxxx  

No retrieval date is needed.  

Journal article with DOl, more than seven authors  
Gilbert, D. G., McClernon, F. J., Rabinovich, N. E., Sugai, C., Plath, L. C., Asgaard, G., ... 
Botros, N. (2004). Effects of quitting smoking on EEG activation and attention last for 
more than 31 days and are more severe with stress, dependence, DRD2 A1 allele, and 
depressive traits. Nicotine and Tobacco Research, 6, 249–267. doi:XXX  

Journal article without DOl, title translated into English, print version  
Guimard, P., & Florin, A. (2007). Las evaluations des enseignants en grande section de 
maternelle sont-elles predictives des difficultes de lecture au cours préparatoire? [Are 
teacher ratings in kindergarten predictive of reading difficulties in first grade?]. Approche 
Neuropsychologique des Apprentissages chez l'Enfant, 19, 5–17.  

Journal article with DOI, advance online publication  
Von Ledebur, S. C. (2007). Optimizing knowledge transfer by new employees in 
companies. Knowledge Management Research & Practice. Advance online publication. 
doi: 10.1 057/palgrave.kmrp.8500141  

In-press article  
Briscoe, R. (in press). Egocentric spatial representation in action and perception. 
Philosophy and Phenornenological Research. Retrieved from 
http://cogprints.org/5780/l/EC...  



THE DISSOCIATIVE SUBTYPE OF PTSD 174 

Citations for Websites 
Author’s Last name, F. M. (Year, Month Day published). Title of article or page. Retrieved 
from URL 

Simmons, B. (2015, January 9). The tale of two Flaccos. Retrieved from 
http://grantland.com/the-trian...  

 

Figures and tables  

Only essential figures and tables should be included and should be provided in black and 
white except in exceptional circumstances, eg PET scan images etc. If you request colour 
figures in the printed version, you will be contacted by CCC-Rightslink who are acting on 
our behalf to collect Author Charges. Please follow their instructions in order to avoid any 
delay in the publication of your article. Further tables, figures, photographs and 
appendices, may be included with the online version on the journal website.  

All wording within submitted figures must be Arial, point size 8. To ensure that your 
figures are reproduced to the highest possible standards and your article is published as 
quickly and efficiently as possible, Cambridge Journals recommends the following formats 
and resolutions for supplying electronic figures. Please note that submitting low quality 
figures may result in a delay in publishing your valuable research  

Please ensure that your figures are saved at final publication size (please see the latest issue 
of the journal for column widths) and are in our recommended file formats. Following 
these guidelines will result in high quality images being reproduced in both the print and 
the online versions of the journal.  

Line artwork  

Format: tif or eps Colour mode: black and white (also known as 1-bit) Size: please size to 
final publication size Resolution: 1200 dpi 

Combination artwork (line/tone)  

Format: tif or eps Colour mode: grayscale (also known as 8-bit) Size: please size to final 
publication size Resolution: 800 dpi 

Black and white halftone artwork  

Format: tif Colour mode: grayscale (also known as 8-bit) Size: please size to final 
publication size Resolution: 300 dpi 

Colour halftone artwork  

Format: tif Colour mode: CMYK colour Size: please size to final publication size 
Resolution: 300 dpi 

If you require any further guidance on creating suitable electronic figures, please visit the 
Cambridge Journals Artwork Guide.  



THE DISSOCIATIVE SUBTYPE OF PTSD 175 

All graphs and diagrams should be referred to as figures and should be numbered 
consecutively in Arabic numerals. Captions for figures should be typed double-spaced on 
separate sheets. Tables should be numbered consecutively in the text in Arabic numerals 
and each typed on a separate sheet after the References section. Titles should be typed 
above the table.  

Online Supplementary Material  

Relevant material which is not suitable for print production, such as movies or 
simulations/animations, can be uploaded as part of the initial submission. Movies should 
be designated as ‘Movie’ and each individual file must be accompanied by a separate 
caption and a suitable title (e.g., Movie 1). Accepted formats are .mov, .mpg, .mp4, and 
.avi, though they should be archived as a .zip or .tar file before uploading. Each movie 
should be no more than 10MB. Upon publication these materials will then be hosted online 
alongside the final published article. Likewise, should there be detailed tables or figures 
which are likely to take up excessive space in the printed journal, these can also be 
published online as supplementary material [designated as `Other supplementary 
material']. Note that supplementary material is published 'as is', with no further production 
performed.  

Required Statements  

Acknowledgements  

You may acknowledge individuals or organisations that provided advice, support (non-
financial). Formal financial support and funding should be listed in the following section.  

Financial support  

Authors must include a Funding Statement in their manuscript. Within this statement 
please provide details of the sources of financial support for all authors, including grant 
numbers, for example: “Funding Statement: This work was supported by the Medical 
Research Council (grant number XXXXXXX)”. Grants held by different authors should be 
identified as belonging to individual authors by the authors’ initials, for example: “Funding 
Statement: This work was supported by the Wellcome Trust (AB, grant numbers 
XXXX, YYYY), (CD, grant number ZZZZ); the Natural Environment Research Council 
(EF, grant number FFFF); and the National Institutes of Health (AB, grant number 
GGGG), (EF, grant number HHHH).” Where no specific funding has been provided for 
research, you should include the following statement: 

“Funding Statement: This research received no specific grant from any funding agency, 
commercial or not-for-profit sectors.” 

Conflicts of Interest  

Authors are required to include a Conflicts of Interest declaration in their 
manuscript. Conflicts of Interest are situations that could be perceived to exert an undue 
influence on an author’s presentation of their work. They may include, but are not limited 
to, financial, professional, contractual or personal relationships or situations. Conflicts of 
Interest do not necessarily mean that an author’s work has been compromised. Authors 
should declare any real or perceived Conflicts of Interest in order to be transparent about 
the context of their work. If the manuscript has multiple authors, the author submitting the 



THE DISSOCIATIVE SUBTYPE OF PTSD 176 

manuscript must include Conflicts of Interest declarations relevant to all contributing 
authors.  

Example wording for your Conflicts of Interest declaration is as follows: “Conflicts of 
Interest: Author A is employed at company B. Author C owns shares in company D, is on 
the Board of company E and is a member of organisation F. Author G has received grants 
from company H.” If no Conflicts of Interest exist, your declaration should state “Conflicts 
of Interest: None”. 

Ethical standards  

Where research involves human and/or animal experimentation, the following statements 
should be included (as applicable): “The authors assert that all procedures contributing to 
this work comply with the ethical standards of the relevant national and institutional 
committees on human experimentation and with the Helsinki Declaration of 1975, as 
revised in 2008.” and “The authors assert that all procedures contributing to this work 
comply with the ethical standards of the relevant national and institutional guides on the 
care and use of laboratory animals.”  

Proofs and offprints  

Page proofs will be sent to the author designated to receive correspondence. Authors will 
automatically receive a PDF of their article as soon as the issue in which it appears is 
published.  

Papers will be published at no charge to the author under a standard author publishing 
agreement, unless the author elects to publish their paper under an open access license. 
Both forms can be found here. Please see Cambridge Open section below for more details. 

Open Access  

Authors in Psychological Medicine have the option to publish their paper under a fully 
Open Access agreement, upon payment of a one-off Article Processing Charge. In this 
case, the final published Version of Record will be made freely available to all in 
perpetuity under a creative commons license, enabling its re-use and re-distribution. This 
Open Access option is only offered to authors upon acceptance of an article for 
publication. The current Article Processing Charge, can be found on our website.   

 
Author Support 

Author AID 

AuthorAID is a global network that provides free support, mentoring, resources and 
training to help researchers in developing countries to write, publish and otherwise 
communicate their work. 

Key features of AuthorAID are:  

discussion and questions where researchers can benefit from advice and insights 
from members across the globe 
documents and presentations on best practice in writing and publication 



THE DISSOCIATIVE SUBTYPE OF PTSD 177 

• world-wide training workshops and MOOCs on scientific writing 
• personal mentoring by highly published researchers and professional editors 

For any authors new to publishing research articles, we encourage you to make use of the 
AuthorAID resources before submitting your paper to Psychological Medicine. Through 
the AuthorAID network, guidance can be found to help researchers through the process of 
writing and submitting scientific papers, advice about responding to reviewer comments, 
as well as research design and grant applications.  

Please note that seeking support through AuthorAID will not guarantee acceptance for 
publication in Psychological Medicine, or affect the editorial process in any way.  

Author Language Services 

Cambridge recommends that authors have their manuscripts checked by an English 
language native speaker before submission; this will ensure that submissions are judged at 
peer review exclusively on academic merit. We list a number of third-party services 
specialising in language editing and / or translation, and suggest that authors contact as 
appropriate. Use of any of these services is voluntary, and at the author's own expense.  

Peer Review 

Please visit the Cambridge University Press Peer Review Hub for general information on 
how to peer review journal articles, a peer review FAQ, ethics in peer review, and more 
information. 

Publication Ethics  

Please visit https://www.cambridge.org/core/services/authors/publishing-ethics for 
information on our ethical guidelines.  

Last updated 2 January 2020 



THE DISSOCIATIVE SUBTYPE OF PTSD 178 

Appendix B – Systematic Review Supplementary Table 1 

Quality Assessment Checklist for Prevalence Meta-Analysis 

1 Was the study population and index trauma clearly specified and defined? 
Descriptive statistics were reported on participant demographics (including age 
range and mean, gender, ethnicity) and frequency of trauma type/nature within the 
participant pool reported 

2 

Some descriptive statistics provided about the sample but some missing 
information (e.g., authors did not report frequency of trauma type/nature or 
provide enough information about demographic variables). 

1 

No clear description of sample demographics or index trauma characteristics 0 

2 Was the participation rate of eligible persons at least 50%? 

More than 50% of eligible and approached participants took part 2 

Less than 50% of those approached took part, but there was no significant 
difference in non-response characteristics (such as age, gender) between those 
who participated and those who did not 

1 

Less than 50% of those approached took part, and differences between those who 
took part and those who didn’t were not reported or highlighted significant 
differences. Or, response was not reported 

0 

3 Was follow up time for PTSD assessment appropriate and meaningful? 
An appropriate time frame (>4 weeks) since trauma was reported 2 

No information given regarding time frame since trauma. Or, assessment <4 
weeks since trauma 0 

4 Were objective, standard criteria used for the assessment of Post-Traumatic 
Stress Disorder? 

Diagnostic interview or self-report questionnaire shown to demonstrate good 
levels of validity and reliability in the assessment of PTSD adhering to DSM 
criteria for PTSD i.e., cluster-based algorithm 

2 

Diagnostic interview or self-report questionnaire shown to demonstrate good 
levels of validity and reliability in the assessment of PTSD adhering to DSM 
criteria for PTSD using a cut-off score or grouping analysis such as LCA or LPA 

1 

Diagnostic interview or self-report without utilising DSM criteria (e.g., not 
conforming to cluster-based algorithm or cut-off score or grouping analysis). Or 
poor validity and reliability. 

0 

5 Were objective, standard criteria used for the assessment of the Dissociative 
Subtype of Post-Traumatic Stress Disorder? 

Diagnostic interview or self-report questionnaire shown to demonstrate good 
levels of validity and reliability, adhering to DSM-5 criteria for PTSD-DS i.e., 
based on depersonalisation and derealisation only 

2 

Diagnostic interview or self-report questionnaire shown to demonstrate good 
levels of validity and reliability, however not adhering to DSM-5 criteria for 
PTSD-DS i.e., based on other domains of dissociation outside of just 
depersonalisation and derealisation 

1 

Diagnostic interview or self-report questionnaire shown to demonstrate good 
levels of validity, however domains of dissociation assessed not reported. Or poor 
validity and reliability 

0 

Note. Where 2 = well addressed, 1 = partially addressed, 0 = poorly addressed/not 
addressed/not reported 
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This tool was developed by Mr. William White for a systematic review and meta-

analysis undertaken in partial fulfilment of a Doctorate in Clinical Psychology. The 

development of this tool was based on the Assessment Tool for Observational Cohort and 

Cross-Sectional Studies (National Heart Lung and Blood Institute, 2014), combining with 

modified questions from other prevalence and risk factor studies that would be appropriate 

for use in this review (Hoy et al., 2012; Munn et al., 2014).
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Appendix C - Systematic Review Supplementary Table 2 

Sample risk-of-bias scores by individual item and total 

Sample No. Author Item 1 Item 2 Item 3 Item 4 Item 5 Total Quality 

1 Abu-Rus et al. (2020) 1 2 0 2 2 7 High 
2 Acar et al. (2019) 1 0 0 2 1 4 Low 
3 Armour, Elklit et al. (2014) 2 2 2 1 1 8 High 
4 Armour, Karstoft et al. (2014) 2 0 0 1 1 4 Low 
5 Blevins et al. (2014) 2 0 0 1 2 5 Medium 
6 Boysan et al. (2017) 2 0 2 2 2 8 High 
7 Briere et al. (2005) 1 2 0 2 1 6 Medium 
8 Burton et al. (2018) 2 0 0 1 2 5 Medium 
9 Caroppo et al. (2021) 2 0 0 2 0 4 Low 
10 Choi et al. (2019) 2 2 0 2 2 8 High 
11 Choi et al. (2017) 2 2 0 1 2 7 High 
12 Cloitre et al. (2012) 2 0 2 0 1 5 Medium 
13 Criswell et al. (2018) 2 0 2 2 2 8 High 
14 Daniels et al. (2016) 1 0 0 1 2 4 Low 
15 Dorahy et al. (2017) 1 1 0 0 1 3 Low 
16 Durham et al. (2020) 2 2 0 1 2 7 High 
17 Eidhof et al. (2019) 2 0 0 2 2 6 Medium 
18 Frewen et al. (2015) 1 2 0 1 2 6 Medium 
19 Frewen et al. (2019) 1 0 0 2 2 5 Medium 
20 Guetta et al. (2019) 1 2 0 1 2 6 Medium 
21 Hansen, Hyland et al. (2016) 1 2 2 1 2 8 High 
22 Hansen et al. (2019) 2 1 2 2 2 9 High 
23 Hansen et al. (2019) 2 1 2 1 2 8 High 
24 Hansen, Müllerová et al. (2016) 2 2 0 1 2 7 High 
25 Hansen, Müllerová et al. (2016) 2 2 0 1 2 7 High 
26 Harricharan et al. (2020) 1 0 0 1 2 4 Low 
27 Hill et al. (2020) 1 0 0 1 2 4 Low 
28 Kenny et al. (2020) 2 2 0 2 2 8 High 
29 Kenny et al. (2020) 2 2 0 2 2 8 High 
30 Kim et al. (2019) 2 2 0 2 2 8 High 
31 Lebois et al. (2021) 1 2 0 2 2 7 High 
32 Li et al. (2019) 2 2 0 2 1 7 High 
33 Mulder et al. (1998) 2 2 0 2 1 7 High 
34 Müllerová et al. (2016) 2 2 0 1 1 6 Medium 
35 Naish et al. (2021) 2 0 2 2 2 8 High 
36 Nejad et al. (2007) 2 0 0 0 1 3 Low 
37 Özdemir et al. (2015) 2 0 0 2 1 5 Medium 
38 Powers et al. (2017) 1 2 2 2 2 9 High 
39 Putnam et al. (1996) 1 0 0 0 1 2 Low 
40 Richard-Malenfant et al. (2019) 1 0 0 2 2 5 Medium 
41 Ross et al. (2020) 2 2 0 2 2 8 High 
42 Ross et al. (2018) 2 0 0 1 1 4 Low 
43 Sierk et al. (2021) 2 2 2 2 1 9 High 
44 Stein et al. (2013) 1 0 2 2 2 7 High 
45 Steuwe et al. (2012) 1 0 0 2 2 5 Medium 
46 Swart et al. (2020) 2 2 0 2 2 8 High 
47 Tsai et al. (2015) 2 0 0 2 2 6 Medium 
48 van der Kolk et al. (1996) 1 0 0 2 0 3 Low 
49 Verbeck et al. (2015) 2 0 0 2 1 5 Medium 
50 Wolf, Lunney et al. (2012) 1 0 0 1 1 3 Low 
51 Wolf, Lunney et al. (2012) 1 0 2 1 2 6 Medium 
52 Wolf, Miller et al. (2012) 2 2 0 1 1 6 Medium 
53 Zoet et al. (2018) 2 2 0 1 2 7 High 

Note. 0-4 high risk/low quality, 5-6 moderate risk/quality, 7-10 low risk/high quality 
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Appendix D - Systematic Review Supplementary Figure 1 

Proportion of samples rated as a low, moderate or high risk-of-bias for each quality 

assessment item 
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Appendix E - Systematic Review Supplementary Table 3 

Pooled point prevalence of PTSD-DS as a proportion of those with PTSD for 

diagnostic/clinical cut-off samples utilising DSM-5 criteria for dissociation (i.e., excluding 

LCA and LPA samples and those using broader criteria for dissociation; k = 23) 

Meta-analysis subgroup k n Pooled 

Prevalence 

(%) 

95% CI Q test I2 

PTSD DSM criteria used† [b = -0.2041 (95% CI = -0.4406, 0.0324), p = 0.09] 

DSM-5 16 1180 48.2 (34.2, 62.3) 285.9* 95.5 

DSM-III or DSM-IV 6 1926 28.3 (17.6, 40.3) 289.7* 96.1 

Dissociation measure completion [b = 0.1271 (95% CI = -0.0882, 0.3423), p = 0.25] 

Self-report 10 1435 49.4 (32.0, 66.9) 174.5* 97.1 

Interview 13 1804 36.4 (24.3, 49.4) 244.3* 96.3 

Age group‡ [b = 0.3444 (95% CI = 0.0410, 0.6477), p = 0.03] 

Child  4 949 62.9 (50.2, 74.7) 11.4** 82.0 

Adult 16 1867 36.7 (24.7, 49.6) 376.3* 96.4 

Note. k = number of samples; n = number of participants; CI = confidence interval 

* p < 0.0001, where the degrees of freedom (df) = k – 1 

** p < 0.01, where the degrees of freedom (df) = k – 1 

† Sample 26 removed as used both DSM-IV and DSM-5 when assessing for PTSD 

‡ Several samples were removed due to populations formed of both children and adults, or age 

group not reported
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Appendix F - Systematic Review Supplementary Table 4 

Pooled point prevalence of PTSD-DS as a proportion of those with PTSD for all LCA & 

LPA samples (i.e., excluding diagnostic and clinical cut-off samples; k = 17) 

Meta-analysis subgroup k n Pooled 

Prevalence (%) 

95% CI Q test I2 

PTSD DSM criteria used [b = -0.0872 (95% CI = -0.3022, 0.1278), p = 0.43] 

DSM-5 8 1750 25.0 (10.9, 42.7) 328.5* 98.6 

DSM-III or DSM-IV 9 2850 18.2 (10.1, 28.1) 196.8* 97.4 

Dissociation criteria [b = -0.0648 (95% CI = -0.2912, 0.1616), p = 0.57] 

DSM-5 (Dereal / Depers) 11 3503 23.1 (11.3, 37.5) 311.3* 98.8 

Broader dissociation 6 1634 18.0 (10.7, 26.7) 83.7* 94.6 

Dissociation measure completion [b = 0.0940 (95% CI = -0.1589, 0.3468), p = 0.47] 

Self-report 13 3506 23.1 (12.6, 35.6) 429.9* 98.6 

Interview 4 1094 15.9 (12.7, 19.3) 6.7 55.6 

Occupation [b = -0.0532 (95% CI = -0.2918, 0.1853), p = 0.66] 

Military 5 1378 18.4 (12.9, 24.6) 32.0* 87.6 

Civilian 12 3759 22.5 (11.3, 36.1) 429.7* 98.8 

Note. k = number of samples; n = number of participants; CI = confidence interval; Dereal = 

derealisation; Depers = depersonalisation 

* p < 0.0001, where the degrees of freedom (df) = k – 1 
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Appendix G - Systematic Review Supplementary Figure 2 

Funnel plot to assessing publication bias 
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Appendix H – Author Guidelines for the British Journal of Clinical Psychology 

AUTHOR GUIDELINES 

Sections 

1. Submission 
2. Aims and Scope 
3. Manuscript Categories and Requirements 
4. Preparing the Submission 
5. Editorial Policies and Ethical Considerations 
6. Author Licensing 
7. Publication Process After Acceptance 
8. Post Publication 
9. Editorial Office Contact Details 

  

1. SUBMISSION 

Authors should kindly note that submission implies that the content has not been published 
or submitted for publication elsewhere except as a brief abstract in the proceedings of a 
scientific meeting or symposium. 

Once the submission materials have been prepared in accordance with the Author 
Guidelines, manuscripts should be submitted online 
at http://www.editorialmanager.com/bjcp 

Read more details on how to use Editorial Manager. 

All papers published in the British Journal of Clinical Psychology are eligible for Panel A: 
Psychology, Psychiatry and Neuroscience in the Research Excellence Framework (REF). 

Data protection: 

By submitting a manuscript to or reviewing for this publication, your name, email address, 
and affiliation, and other contact details the publication might require, will be used for the 
regular operations of the publication, including, when necessary, sharing with the publisher 
(Wiley) and partners for production and publication. The publication and the publisher 
recognize the importance of protecting the personal information collected from users in the 
operation of these services, and have practices in place to ensure that steps are taken to 
maintain the security, integrity, and privacy of the personal data collected and processed. 
You can learn more at https://authorservices.wiley.com/statements/data-protection-
policy.html. 

Preprint policy: 

This journal will consider for review articles previously available as preprints. Authors 
may also post the submitted version of a manuscript to a preprint server at any time. 
Authors are requested to update any pre-publication versions with a link to the final 
published article.  
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2. AIMS AND SCOPE 

The British Journal of Clinical Psychology publishes original research, both empirical and 
theoretical, on all aspects of clinical psychology: 

• clinical and abnormal psychology featuring descriptive or experimental studies 
• aetiology, assessment and treatment of the whole range of psychological disorders 

irrespective of age group and setting 
• biological influences on individual behaviour 
• studies of psychological interventions and treatment on individuals, dyads, families 

and groups 

For specific submission requirements, read the Author Guidelines. 

The Journal is catholic with respect to the range of theories and methods used to answer 
substantive scientific problems. Studies of samples with no current psychological disorder 
will only be considered if they have a direct bearing on clinical theory or practice. 

The following types of paper are invited: 

• papers reporting original empirical investigations; 
• theoretical papers, provided that these are sufficiently related to empirical data; 
• review articles, which need not be exhaustive, but which should give an 

interpretation of the state of research in a given field and, where appropriate, 
identify its clinical implications; 

• Brief Reports and Comments. 

  

3. MANUSCRIPT CATEGORIES AND REQUIREMENTS 

Papers describing quantitative research should be no more than 5000 words (excluding the 
abstract, reference list, tables and figures). Papers describing qualitative research 
(including reviews with qualitative analyses) should be no more than 6000 words 
(including quotes, whether in the text or in tables, but excluding the abstract, tables, figures 
and references). Brief reports should not exceed 2000 words and should have no more than 
one table or figure. Any papers that are over this word limit will be returned to the authors. 
Appendices are included in the word limit; however online appendices are not included. 

In exceptional cases the Editor retains discretion to publish papers beyond this length 
where the clear and concise expression of the scientific content requires greater length 
(e.g., explanation of a new theory or a substantially new method). Authors must contact the 
Editor prior to submission in such a case. 

Refer to the separate guidelines for Registered Reports. 

All systematic reviews must be pre-registered. 

  

4. PREPARING THE SUBMISSION 

Free Format Submission 
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British Journal of Clinical Psychology now offers free format submission for a simplified 
and streamlined submission process. 

Before you submit, you will need: 

• Your manuscript: this can be a single file including text, figures, and tables, or 
separate files – whichever you prefer. All required sections should be contained in 
your manuscript, including abstract, introduction, methods, results, and 
conclusions. Figures and tables should have legends. References may be submitted 
in any style or format, as long as it is consistent throughout the manuscript. If the 
manuscript, figures or tables are difficult for you to read, they will also be difficult 
for the editors and reviewers. If your manuscript is difficult to read, the editorial 
office may send it back to you for revision. 

• The title page of the manuscript, including a data availability statement and your 
co-author details with affiliations. (Why is this important? We need to keep all co-
authors informed of the outcome of the peer review process.) You may like to 
use this template for your title page. 

Important: the journal operates a double-blind peer review policy. Anonymise your 
manuscript and prepare a separate title page containing author details. (Why is this 
important? We need to uphold rigorous ethical standards for the research we consider for 
publication.) 

• An ORCID ID, freely available at https://orcid.org. (Why is this important? Your 
article, if accepted and published, will be attached to your ORCID profile. 
Institutions and funders are increasingly requiring authors to have ORCID IDs.) 

To submit, login at https://www.editorialmanager.com/bjcp/default.aspx and create a new 
submission. Follow the submission steps as required and submit the manuscript. 

If you are invited to revise your manuscript after peer review, the journal will also request 
the revised manuscript to be formatted according to journal requirements as described 
below. 

Revised Manuscript Submission 

Contributions must be typed in double spacing. All sheets must be numbered. 

Cover letters are not mandatory; however, they may be supplied at the author’s discretion. 
They should be pasted into the ‘Comments’ box in Editorial Manager. 

Parts of the Manuscript 

The manuscript should be submitted in separate files: title page; main text file; 
figures/tables; supporting information. 

Title Page 

You may like to use this template for your title page. The title page should contain: 

i. A short informative title containing the major key words. The title should not 
contain abbreviations (see Wiley's best practice SEO tips); 

ii. A short running title of less than 40 characters; 
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iii. The full names of the authors; 
iv. The author's institutional affiliations where the work was conducted, with a 

footnote for the author’s present address if different from where the work was 
conducted; 

v. Abstract; 
vi. Keywords 

vii. Data availability statement (see Data Sharing and Data Accessibility Policy); 
viii. Acknowledgments. 

Authorship 

Please refer to the journal’s Authorship policy in the Editorial Policies and Ethical 
Considerations section for details on author listing eligibility. When entering the author 
names into Editorial Manager, the corresponding author will be asked to provide a CRediT 
contributor role to classify the role that each author played in creating the manuscript. 
Please see the Project CRediT website for a list of roles. 

Abstract 

Please provide a structured abstract under the headings: Objectives, Methods, Results, 
Conclusions. For Articles, the abstract should not exceed 250 words. For Brief Reports, 
abstracts should not exceed 120 words. 
 
Articles which report original scientific research should also include a heading 'Design' 
before 'Methods'. The 'Methods' section for systematic reviews and theoretical papers 
should include, as a minimum, a description of the methods the author(s) used to access the 
literature they drew upon. That is, the abstract should summarize the databases that were 
consulted and the search terms that were used. 

Keywords 

Provide appropriate keywords. 

Acknowledgments 

Contributions from anyone who does not meet the criteria for authorship should be listed, 
with permission from the contributor, in an Acknowledgments section. Financial and 
material support should also be mentioned. Thanks to anonymous reviewers are not 
appropriate. 

Practitioner Points 

All articles must include Practitioner Points – these are 2-4 bullet points, following the 
abstract, with the heading ‘Practitioner Points’. These should briefly and clearly outline the 
relevance of your research to professional practice. (The Practitioner Points should be 
submitted in a separate file.) 

Main Text File 

As papers are double-blind peer reviewed, the main text file should not include any 
information that might identify the authors. 

The main text file should be presented in the following order: 
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i. Title 
ii. Main text 

iii. References 
iv. Tables and figures (each complete with title and footnotes) 
v. Appendices (if relevant) 

Supporting information should be supplied as separate files. Tables and figures can be 
included at the end of the main document or attached as separate files but they must be 
mentioned in the text. 

• As papers are double-blind peer reviewed, the main text file should not include any 
information that might identify the authors. Do not mention the authors’ names or 
affiliations and always refer to any previous work in the third person. 

• The journal uses British/US spelling; however, authors may submit using either 
option, as spelling of accepted papers is converted during the production process. 

References 

This journal uses APA reference style; as the journal offers Free Format submission, 
however, this is for information only and you do not need to format the references in your 
article. This will instead be taken care of by the typesetter. 

Tables 

Tables should be self-contained and complement, not duplicate, information contained in 
the text. They should be supplied as editable files, not pasted as images. Legends should be 
concise but comprehensive – the table, legend, and footnotes must be understandable 
without reference to the text. All abbreviations must be defined in footnotes. Footnote 
symbols: †, ‡, §, ¶, should be used (in that order) and *, **, *** should be reserved for P-
values. Statistical measures such as SD or SEM should be identified in the headings. 

Figures 

Although authors are encouraged to send the highest-quality figures possible, for peer-
review purposes, a wide variety of formats, sizes, and resolutions are accepted. 

 Basic figure requirements for figures submitted with manuscripts for initial peer review, 
as well as the more detailed post-acceptance figure requirements. 

Legends should be concise but comprehensive – the figure and its legend must be 
understandable without reference to the text. Include definitions of any symbols used and 
define/explain all abbreviations and units of measurement. 

Supporting Information 

Supporting information is information that is not essential to the article, but provides 
greater depth and background. It is hosted online and appears without editing or 
typesetting. It may include tables, figures, videos, datasets, etc. 

Wiley’s FAQs on supporting information. 
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Note: if data, scripts, or other artefacts used to generate the analyses presented in the paper 
are available via a publicly available data repository, authors should include a reference to 
the location of the material within their paper. 

General Style Points 

For guidelines on editorial style, please consult the APA Publication Manual published by 
the American Psychological Association. The following points provide general advice on 
formatting and style. 

• Language: Authors must avoid the use of sexist or any other discriminatory 
language. 

• Abbreviations: In general, terms should not be abbreviated unless they are used 
repeatedly and the abbreviation is helpful to the reader. Initially, use the word in 
full, followed by the abbreviation in parentheses. Thereafter use the abbreviation 
only. 

• Units of measurement: Measurements should be given in SI or SI-derived units. 
Visit the Bureau International des Poids et Mesures (BIPM) website for more 
information about SI units. 

• Effect size: In normal circumstances, effect size should be incorporated. 
• Numbers: numbers under 10 are spelt out, except for: measurements with a unit 

(8mmol/l); age (6 weeks old), or lists with other numbers (11 dogs, 9 cats, 4 
gerbils). 

Wiley Author Resources 

Manuscript Preparation Tips: Wiley has a range of resources for authors preparing 
manuscripts for submission available here. In particular, we encourage authors to consult 
Wiley’s best practice tips on Writing for Search Engine Optimization. 

Article Preparation Support: Wiley Editing Services offers expert help with English 
Language Editing, as well as translation, manuscript formatting, figure illustration, figure 
formatting, and graphical abstract design – so you can submit your manuscript with 
confidence. 

Also, check out our resources for Preparing Your Article for general guidance and the 
BPS Publish with Impact infographic for advice on optimizing your article for search 
engines. 

5. EDITORIAL POLICIES AND ETHICAL CONSIDERATIONS 
Peer Review and Acceptance 

Except where otherwise stated, the journal operates a policy of anonymous (double blind) 
peer review. Please ensure that any information which may reveal author identity is 
blinded in your submission, such as institutional affiliations, geographical location or 
references to unpublished research. We also operate a triage process in which submissions 
that are out of scope or otherwise inappropriate will be rejected by the editors without 
external peer review. Before submitting, read the terms and conditions of submission and 
the declaration of competing interests. 

We aim to provide authors with a first decision within 90 days of submission. 
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Further information about the process of peer review and production can be found 
in ‘What happens to my paper?’ Appeals are handled according to the procedure 
recommended by COPE. Read Wiley's policy on the confidentiality of the review process. 

Clinical Trial Registration 

The journal requires that clinical trials are prospectively registered in a publicly accessible 
database and clinical trial registration numbers should be included in all papers that report 
their results. Authors are asked to include the name of the trial register and the clinical trial 
registration number at the end of the abstract. If the trial is not registered, or was registered 
retrospectively, the reasons for this should be explained. 

Research Reporting Guidelines 

Accurate and complete reporting enables readers to fully appraise research, replicate it, and 
use it. Authors are encouraged to adhere to recognised research reporting standards. 

We also encourage authors to refer to and follow guidelines from: 

• Future of Research Communications and e-Scholarship (FORCE11) 
• The Gold Standard Publication Checklist from Hooijmans and colleagues 
• FAIRsharing website 

Conflict of Interest 

The journal requires that all authors disclose any potential sources of conflict of interest. 
Any interest or relationship, financial or otherwise that might be perceived as influencing 
an author's objectivity is considered a potential source of conflict of interest. These must be 
disclosed when directly relevant or directly related to the work that the authors describe in 
their manuscript. Potential sources of conflict of interest include, but are not limited to: 
patent or stock ownership, membership of a company board of directors, membership of an 
advisory board or committee for a company, and consultancy for or receipt of speaker's 
fees from a company. The existence of a conflict of interest does not preclude publication. 
If the authors have no conflict of interest to declare, they must also state this at submission. 
It is the responsibility of the corresponding author to review this policy with all authors 
and collectively to disclose with the submission ALL pertinent commercial and other 
relationships. 

Funding 

Authors should list all funding sources in the Acknowledgments section. Authors are 
responsible for the accuracy of their funder designation. If in doubt, please check the Open 
Funder Registry for the correct nomenclature: https://www.crossref.org/services/funder-
registry/ 

Authorship 

All listed authors should have contributed to the manuscript substantially and have agreed 
to the final submitted version. Authorship is defined by the criteria set out in the APA 
Publication Manual: 
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“Individuals should only take authorship credit for work they have actually 
performed or to which they have substantially contributed (APA Ethics Code 
Standard 8.12a, Publication Credit). Authorship encompasses, therefore, not only 
those who do the actual writing but also those who have made substantial scientific 
contributions to a study. Substantial professional contributions may include 
formulating the problem or hypothesis, structuring the experimental design, 
organizing and conducting the statistical analysis, interpreting the results, or 
writing a major portion of the paper. Those who so contribute are listed in the 
byline.” (p.18) 

  

Data Sharing and Data Accessibility Policy 

The British Journal of Clinical Psychology recognizes the many benefits of archiving data 
for scientific progress. Archived data provides an indispensable resource for the scientific 
community, making possible future replications and secondary analyses, in addition to the 
importance of verifying the dependability of published research findings. 

The journal expects that where possible all data supporting the results in papers published 
are archived in an appropriate public archive offering open access and guaranteed 
preservation. The archived data must allow each result in the published paper to be 
recreated and the analyses reported in the paper to be replicated in full to support the 
conclusions made. Authors are welcome to archive more than this, but not less. 

All papers need to be supported by a data archiving statement and the data set must be 
cited in the Methods section. The paper must include a link to the repository in order that 
the statement can be published. 

It is not necessary to make data publicly available at the point of submission, but an active 
link must be included in the final accepted manuscript. For authors who have pre-
registered studies, please use the Registered Report link in the Author Guidelines. 

In some cases, despite the authors’ best efforts, some or all data or materials cannot be 
shared for legal or ethical reasons, including issues of author consent, third party rights, 
institutional or national regulations or laws, or the nature of data gathered. In such cases, 
authors must inform the editors at the time of submission. It is understood that in some 
cases access will be provided under restrictions to protect confidential or proprietary 
information. Editors may grant exceptions to data access requirements provided authors 
explain the restrictions on the data set and how they preclude public access, and, if 
possible, describe the steps others should follow to gain access to the data. 

If the authors cannot or do not intend to make the data publicly available, a statement to 
this effect, along with the reasons that the data is not shared, must be included in the 
manuscript. 

Finally, if submitting authors have any questions about the data sharing policy, access the 
FAQs for additional detail. 

Open Research initiatives.  
 
Recognizing the importance of research transparency and data sharing to cumulative 
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research, British Journal of Clinical Psychology encourages the following Open Research 
practices. 

Sharing of data, materials, research instruments and their accessibility. British Journal of 
Clinical Psychology encourages authors to share the data, materials, research instruments, 
and other artifacts supporting the results in their study by archiving them in an appropriate 
public repository. Qualifying public, open-access repositories are committed to preserving 
data, materials, and/or registered analysis plans and keeping them publicly accessible via 
the web into perpetuity. Examples include the Open Science Framework (OSF) and the 
various Dataverse networks. Hundreds of other qualifying data/materials repositories are 
listed at the Registry of Research Data Repositories (http://www.re3data.org). Personal 
websites and most departmental websites do not qualify as repositories. 

Open Research Badges. In partnership with the non-profit Center for Open Science 
(COS), British Journal of Clinical Psychology offers all submitting authors access to the 
following three Open Research Badges— Open Materials, Open Data, and Preregistered 
Research Designs. We also award all qualifying authors Open Research Badges 
recognizing their contributions to the Open Research movement. The Open Research 
practices and associated award badges, as implemented by the Center for Open Science 
and supported by British Journal of Clinical Psychology, are the following: 

The Open Materials Badge recognizes researchers who share their research instruments 
and materials in a publicly-accessible format, providing sufficient information for 
researchers to reproduce procedures and analyses of published research studies. A list of 
certified data repositories can be accessed at re3data.org or fairsharing.org. Guidelines 
about the use of data repositories can found at websites such as The Wellcome Trust 
(https://wellcomeopenresearch.org/for-authors/data-guidelines) and the Center for Open 
Science (https://cos.io/). 

The Open Data Badge recognizes researchers who make their data publicly available, 
providing sufficient description of the data to allow researchers to reproduce research 
findings of published research studies. An example of a qualifying public, open-access 
database for data sharing is the Open Science Framework repository. Numerous other data-
sharing repositories are available through various Dataverse networks (e.g., 
http://dataverse.org) and hundreds of other databases available through the Registry of 
Research Data Repositories (http://www.re3data.org). There are, of course, circumstances 
in which it is not possible or advisable to share data publicly. For example, there are cases 
in which sharing participant data could violate confidentiality. In these cases, the authors 
may provide an explanation of such circumstances in the Alternative Note section of the 
disclosure form. The information the authors provide will be included in the article’s Open 
Research note. 

The Preregistered Badge recognizes researchers who preregister their research plans 
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Appendix I – Empirical Study Supplementary Table 1 

Sample demographics for ASPECTS and C-CATS (relating to Tables 6-8) 

 ASPECTS (single-

event; n = 234) 

C-CATS (multi-

event; n = 110) 

Age in years, M (SD) 14.0 (3.0) 13.4 (2.1) 

Female 42.3% 51.8% 

Ethnic minority 6.0% 9.1% 

Days since trauma, M (SD) 67.3 (11.2) 1735.6 (1307.0) 

Index trauma 

Assault 

Sexual abuse 

 

15.8% 

- 

 

- 

42.7% 

Note. M = mean, SD = standard deviation. 
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Appendix J – Empirical Study Supplementary Table 2 

Additional Children’s PTSD Inventory (CPTSDI) items 

 DSM-5 Dissociation items   
3a) SAY: Since the [trauma] happened, have you felt as if things 

around you weren’t real? Yes [1   ] No [0   ] 
 If "Yes" was indicated, SAY: "Have you been doing this for 

the past week?" Yes [1   ] No [0   ] 
3b) SAY: Since the [trauma] happened, have you felt as if you 

were in a dream or a movie? Yes [1   ] No [0   ] 
 If "Yes" was indicated, SAY: "Have you been doing this for 

the past week?" Yes [1   ] No [0   ] 
4a) SAY: Since the [trauma] happened, have you felt as if you 

were outside your body? Yes [1   ] No [0   ] 
 If "Yes" was indicated, SAY: "Have you been doing this for 

the past week?" Yes [1   ] No [0   ] 
4b) SAY: Since the [trauma] happened, have you felt as if your 

body doesn’t really belong to you? Yes [1   ] No [0   ] 
 If "Yes" was indicated, SAY: "Have you been doing this for 

the past week?" Yes [1   ] No [0   ] 
4c) SAY: Since the [trauma] happened, have you felt as if you’re 

not really where you actually are? Yes [1   ] No [0   ] 
 If "Yes" was indicated, SAY: "Have you been doing this for 

the past week?" Yes [1   ] No [0   ] 
 
 DSM-5 items   
1a) SAY: Since the event, do you blame yourself for what 

happened in [EVENT], even though other people say it 
wasn’t your fault? Yes [1   ] No [0   ] 

 If "Yes" was indicated, SAY: "Have you been thinking this 
way for the past week?" Yes [1   ] No [0   ] 

1b) SAY: Since the event, do you blame someone else for what 
happened in the event, even though other people say it 
wasn’t their fault? Yes [1   ] No [0   ] 

 If "Yes" was indicated, SAY: "Have you been thinking this 
way for the past week?" Yes [1   ] No [0   ] 

2a) SAY: Since the event, do you feel scared a lot of the time? Yes [1   ] No [0   ] 
 If "Yes" was indicated, SAY: "Have you been feeling this 

way for the past week?" Yes [1   ] No [0   ] 
2b) SAY: Since the event, do you feel angry a lot of the time? Yes [1   ] No [0   ] 
 If "Yes" was indicated, SAY: "Have you been feeling this 

way for the past week?" Yes [1   ] No [0   ] 
2c) SAY: Since the event, do you feel guilty a lot of the time? Yes [1   ] No [0   ] 
 If "Yes" was indicated, SAY: "Have you been doing this for 

the past week?" Yes [1   ] No [0   ] 
2d) SAY: Since the event, do you feel ashamed of yourself a lot 

of the time? Yes [1   ] No [0   ] 
 If "Yes" was indicated, SAY: "Have you been feeling this 

way for the past week?" Yes [1   ] No [0   ] 
3a) SAY: Since the event, do you think that the world is a very 

dangerous place now? Yes [1   ] No [0   ] 
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 If "Yes" was indicated, SAY: "Have you been thinking this 
way for the past week?" Yes [1   ] No [0   ] 

3b) SAY: Since the event, do you think that your life has been 
ruined by what happened in the event? Yes [1   ] No [0   ] 

 If "Yes" was indicated, SAY: "Have you been thinking this 
way for the past week?" Yes [1   ] No [0   ] 

3c) Since the event, do you find it hard to trust other people? Yes [1   ] No [0   ] 
 If "Yes" was indicated, SAY: "Have you been doing this for 

the past week?" Yes [1   ] No [0   ] 
4a) Since the event have you been doing more dangerous things? Yes [1   ] No [0   ] 
 If "Yes" was indicated, SAY: "Have you been doing this for 

the past week?" Yes [1   ] No [0   ] 
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Appendix K – Empirical Study Supplementary Table 3 

Additional Children’s PTSD Symptom Scale (CPSS) items 

DSM-5 items  Not at 
all or 

only one 
time 

Once a 
week or 

less/once 
in a while 

2 to 4 
times a 

week/half 
the time 

5 or 
more 

times a 
week/ 
almost 
always 

Completely blaming myself or someone else for 
what happened. 

[  ] [  ] [  ] [  ] 

Feeling scared, angry, guilty or ashamed a lot of 
the time. 

[  ] [  ] [  ] [  ] 

Thinking that the world is very dangerous or that 
your life has been ruined by what happened. 

[  ] [  ] [  ] [  ] 

Taking more risks and being reckless or 
dangerous. 

[  ] [  ] [  ] [  ] 

 

Dissociation items 

Not at 
all or 
only 
one 
time 

Once a 
week or 

less/once 
in a while 

2 to 4 
times a 

week/half 
the time 

5 or 
more 

times a 
week/ 
almost 
always 

Being so shocked that I didn’t feel anything  [  ] [  ] [  ] [  ] 
Not really noticing what was going on around me 
(like being in a bubble)  [  ] [  ] [  ] [  ] 

Feeling like I was in a dream  [  ] [  ] [  ] [  ] 
Feeling like I was outside my body, or that my 
body didn’t belong to me  

[  ] [  ] [  ] [  ] 
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Appendix L – Empirical Study Supplementary Table 4 

Self-blame items 

 Disagree 
a lot 

Disagree 
a bit 

Agree a 
bit 

Agree a 
lot 

I made the event happen. [   ] [   ] [   ] [   ] 

It was my fault the event happened. [   ] [   ] [   ] [   ] 
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Appendix M – Empirical Study Supplementary Table 5 

Additional Child and Adolescent Trauma Screen (CATS) items 

Dissociation items 

Not at all 
or only 

one time 
Once in a 

while 
Some of 
the time 

A lot of 
the time 

I’ve been so shocked that I didn’t feel 
anything 

[   ] [   ] [   ] [   ] 

I’ve not really noticed what was going on 
around me (like being in a bubble) [   ] [   ] [   ] [   ] 

I’ve felt like I was in a dream [   ] [   ] [   ] [   ] 
I’ve felt like I was outside my body, or that 
my body didn’t belong to me 

[   ] [   ] [   ] [   ] 
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Appendix N – Empirical Study Supplementary Table 10 

Between group effect sizes for diagnostic groups by demographic, trauma, 

psychopathology, post-trauma cognitive processing, and functional impairment factors 

following both single- and multi-event trauma (ASPECTS & C-CATS respectively) 

 

Trauma 

type 

Effect Size 

PTSD-DS vs PTSD-

ND 

PTSD-DS vs no 

diagnosis 

PTSD-ND vs no 

diagnosis 

Demographic factors     

      Age Single -0.30 0.26 0.52 

Multiple -0.07 0.24 0.33 

 Mixed -0.12 0.19 0.30 

      Ethnic minority† Single 0.00 0.57 0.00 

Multiple 1.33 0.58 2.32 

 Mixed 0.94 0.54 1.73 

      Female Sex† Single 3.00 3.06 0.98 

Multiple - 1.09 - 

 Mixed 7.58 1.72 4.40 

Trauma type     

      Assault (non-sexual)† Single 2.50 0.14 17.59 

      Sexual abuse† Multiple 2.19 0.94 2.33 

Psychopathology     

      PTSS Single -0.92 3.37 4.60 

    Multiple 1.15 3.46 2.82 

      Anxiety Single -0.59 1.76 2.24 

    Multiple 1.58 2.70 1.06 

      Depression Single -0.87 1.17 2.20 

    Multiple 1.04 2.26 1.07 

Post-trauma cognitive processing     

      Memory quality Single -0.36 2.20 2.38 

Multiple 2.05 3.61 1.80 

 Mixed 0.89 2.62 1.66 

      Negative appraisals Single -1.29 1.70 2.76 

Multiple 1.32 3.29 1.37 

 Mixed 0.16 2.18 1.75 
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Trauma 

type 

Effect Size 

PTSD-DS vs PTSD-

ND 

PTSD-DS vs no 

diagnosis 

PTSD-ND vs no 

diagnosis 

      Self-blame Single 1.45 0.76 -0.62 

Multiple 0.27 1.32 1.16 

 Mixed 0.55 0.94 0.36 

Functional impairment     

 Single -0.18 1.84 2.72 

 Multiple 0.26 1.47 1.35 

Note. † Odds ratios. All other effect sizes are Cohen’s D. Single-event trauma study (ASPECTS) – PTSD-DS (n = 10), 

PTSD-ND (n = 7), no diagnosis (n = 217). Multi-event trauma study (C-CATS) – PTSD-DS (n = 9), PTSD-ND (n = 11), 

no diagnosis (n = 90). Mixed trauma (ASPECTS & C-CATS) – PTSD-DS (n = 19), PTSD-ND (n = 18), no diagnosis (n 

= 307). Groups were determined by self-report questionnaires (CPSS for ASPECTS, CATS for C-CATS). 
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Appendix O – Empirical Study Supplementary Tables 6 & 7 

Empirical Study Supplementary Table 6 

Hierarchical regression model predicting PTSS (CPSS & CATS) at two weeks post trauma 

considering post-trauma cognitive processing factors and persistent dissociation at two 

weeks post trauma, following single-event trauma 

Trauma 

type Predictor variable 

Model Step Step 2 

Adj. 

R2 F test DR2 F test B 

Bootstrapped 

95% CI β 

Single-event trauma (ASPECTS; two weeks post-trauma)      

 Step 1: Post-trauma 

cognitive processing 

.67 F3,198 = 136.6, p < 

0.001 

.67 F3,198 = 136.6, p < 

0.001 

   

    Memory quality     .53 (.34, .73) .29 

    Negative appraisals     .40 (.30, .49) .45 

    Self-blame     -.07 (-.55, .42) -.01 

 Step 2: Persistent 

dissociation 

.71 F4,197 = 121.4, p < 

0.001 

.04 F1,197 = 25.4, p < 0.001 1.33 (.81, 1.85) .24 

Note. B and β are regression coefficients. 95% bootstrapped regression coefficients highlighted in bold did not cross zero. 

 

Empirical Study Supplementary Table 7 

Hierarchical regression model predicting functional impairment (CPSS and CATS) at two 

weeks post trauma considering the effect of PTSS and persistent dissociation at two weeks 

post trauma, following single-event trauma. 

Trauma 

type Predictor variable 

Model Step Step 2 

Adj. 

R2 F test DR2 F test B 

Bootstrapped 

95% CI β 

Single-event trauma (ASPECTS; two weeks post-trauma)      

 
Step 1: PTSS 

.36 F1,202 = 115.1, p < 

0.001 

.36 F1,202 = 115.1, p < 

0.001 

.07 (.05, .09) .48 

 Step 2: Persistent 

dissociation 

.38 F2,201 = 62.4, p < 

0.001 

.02 F1,201 = 6.6, p = 0.011 .14 (.03, .25) .19 

Note. B and β are regression coefficients. 95% bootstrapped regression coefficients highlighted in bold did not cross zero. 
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Appendix P – Empirical Study Supplementary Tables 8 & 9 

Empirical Study Supplementary Table 8 

Hierarchical regression model predicting PTSS (CPSS & CATS) at nine weeks post 

trauma considering post-trauma cognitive processing factors and persistent dissociation at 

two weeks post trauma, following single-event trauma 

Trauma 

type Predictor variable 

Model Step Step 2 

Adj. 

R2 F test DR2 F test B 

Bootstrapped 

95% CI β 

Single-event trauma (ASPECTS; variables at two weeks predicting PTSS at nine weeks post-trauma) 

 Step 1: Post-trauma 

cognitive processing 

.59 F3,197 = 93.2, p < 

0.001 

.59 F3,197 = 93.2, p < 0.001    

    Memory quality     .30 (.09, .50) .18 

    Negative appraisals     .40 (.30, .50) .51 

    Self-blame     -.27 (-.77, .23) -.05 

 Step 2: Persistent 

dissociation 

.62 F4,196 = 78.4, p < 

0.001 

.03 F1,196 = 14.7, p < 0.001 1.04 (.50, 1.57) .21 

Note. B and β are regression coefficients. 95% bootstrapped regression coefficients highlighted in bold did not cross zero. 

 

Empirical Study Supplementary Table 9 

Hierarchical regression model predicting functional impairment (CPSS and CATS) at nine 

weeks post trauma considering the effect of PTSS and persistent dissociation at two weeks 

post trauma, following single-event trauma. 

Trauma 

type Predictor variable 

Model Step Step 2 

Adj. 

R2 F test DR2 F test B 

Bootstrapped 

95% CI β 

Single-event trauma (ASPECTS; variables at two weeks predicting functional impairment at nine weeks post-trauma) 

 
Step 1: PTSS 

.23 F1,202 = 61.0, p < 

0.001 

.23 F1,202 = 61.0, p < 

0.001 

.04 (.02, .06) .30 

 Step 2: Persistent 

dissociation 

.27 F2,201 = 38.2, p < 

0.001 

.04 F1,201 = 12.0, p < 

0.001 

.18 (.08, .28) .27 

Note. B and β are regression coefficients. 95% bootstrapped regression coefficients highlighted in bold did not cross zero. 
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Appendix Q – Empirical Study Supplementary Figures 1-7 

Boxplots indicate the interquartile range, median, and maximum and minimum scores for the data. The mean of the data is indicated by the 

black square. Raw data is also displayed – please note that a degree of ‘jitter’ has been applied to make inspection of the data easier for the 

reader. 

Empirical Study Supplementary Figure 1 

Raincloud plot of PTSS score by diagnostic group following single-event trauma [ASPECTS; Child PTSD Symptom Scale (CPSS)] and multi-

event trauma [C-CATS; Child and Adolescent Trauma Screen (CATS)].  

Single-event trauma (ASPECTS) Multi-event trauma (C-CATS) 
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Empirical Study Supplementary Figure 2 

Raincloud plot of anxiety score by diagnostic group following single-event trauma [ASPECTS; Spence Child’s Anxiety Scale (SCAS)] and 

multi-event trauma [C-CATS; Revised Child Anxiety and Depression Scale (RCADS)].  

Single-event trauma (ASPECTS) Multi-event trauma (C-CATS) 
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Empirical Study Supplementary Figure 3 

Raincloud plot of depression score by diagnostic group following single-event trauma (ASPECTS; Short Mood and Feelings Questionnaire) 

and multi-event trauma [C-CATS; Revised Child Anxiety and Depression Scale (RCADS)].  

Single-event trauma (ASPECTS) Multi-event trauma (C-CATS) 
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Empirical Study Supplementary Figure 4 

Raincloud plot of memory quality score by diagnostic group following single-event trauma (ASPECTS). multi-event trauma (C-CATS), and 

mixed trauma (ASPECTS & C-CATS), all using the Trauma Memory Quality Questionnaire (TMQQ).  

Single-event trauma (ASPECTS) Multi-event trauma (C-CATS) Mixed trauma (ASPECTS & C-CATS) 
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Empirical Study Supplementary Figure 5 

Raincloud plot of negative appraisals score by diagnostic group following single-event trauma (ASPECTS), multi-event trauma (C-CATS), 

and mixed trauma (ASPECTS & C-CATS), all using the Child Post-Traumatic Cognitions Inventory (CPTCI).  

Single-event trauma (ASPECTS) Multi-event trauma (C-CATS) Mixed trauma (ASPECTS & C-CATS) 
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Empirical Study Supplementary Figure 6 

Raincloud plot of self-blame score by diagnostic group following single-event trauma (ASPECTS), multi-event trauma (C-CATS), and mixed 

trauma (ASPECTS & C-CATS), all using the self-blame items.  

Single-event trauma (ASPECTS) Multi-event trauma (C-CATS) Mixed trauma (ASPECTS & C-CATS) 
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Empirical Study Supplementary Figure 7 

Raincloud plot of functional impairment score by diagnostic group following single-event trauma [ASPECTS; Child PTSD Symptom Scale 

(CPSS)] and multi-event trauma [C-CATS; Child and Adolescent Trauma Screen (CATS)]. 

Single-event trauma (ASPECTS) Multi-event trauma (C-CATS) 
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Appendix R – Empirical Study Supplementary Table 11 

Demographic, trauma, psychopathology, post-trauma cognitive processing, and functional 

impairment factors by diagnostic group [based on CPTSDI for single-event trauma study 

(ASPECTS) only] 

 
Test of Significant 

Difference  

PTSD-DS  

(n = 9) 

PTSD-ND 

(n = 13) 

No diagnosis 

(n = 204) 

M SD M SD M SD 

Demographic factors        

      Age H(2) = 3.23, p = 0.199 15.2 1.7 15.4 2.2 14.0 3.0 

      Ethnic minority, n (%) χ2(2) = 0.66, p = 0.720 0 (0.0%) 1 (7.7%) 13 (6.4%) 

      Female Sex, n (%) χ2(2) = 0.118, p = 0.943 4 (44.4%) 5 (38.5%) 988 (43.1%) 

Trauma type        

      Assault (non-sexual), n (%) χ2(2) = 27.1, p < 0.001 4 (44.4%)a 8 (61.5%)b 25 (12.3%)c 

Psychopathology        

      PTSS H(2) = 52.1, p < 0.001 31.3a 10.3 33.2a 10.6 6.6b 8.2 

      Anxiety H(2) = 38.4, p < 0.001 37.9a 13.7 43.1a 15.3 13.9b 14.1 

      Depression H(2) = 41.6, p < 0.001 13.9a 3.8 13.1a 6.3 3.5b 4.5 

Post-trauma cognitive processing        

      Memory quality H(2) = 36.7, p < 0.001 30.3a 6.7 31.3a 5.1 20.1b 5.7 

      Negative appraisals H(2) = 42.6, p < 0.001 62.4a 11.9 65.3a 18.5 34.2b 11.9 

      Self-blame H(2) = 3.3, p = 0.193 4.4 2.6 3.6 1.7 3.3 1.9 

Functional impairment        

 H(2) = 41.8, p < 0.001 3.4a 1.7 3.2a 1.9 0.7b 1.3 

Note. Superscript letters represent significant between group differences. ANOVA = one-way analysis of variance; PTSD 

= non-dissociative Post-Traumatic Stress Disorder; PTSD-DS = Post-Traumatic Stress Disorder Dissociative Subtype; 

PTSS = post-traumatic stress symptoms; M = mean; SD = standard deviation 
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Appendix S – Systematic Review PRISMA Checklist 

Section and 
Topic  

Item 
# Checklist item  Location where item 

is reported  
TITLE   
Title  1 Identify the report as a systematic review. Manuscript title 
ABSTRACT   
Abstract  2 See the PRISMA 2020 for Abstracts checklist. Abstract 
INTRODUCTION   
Rationale  3 Describe the rationale for the review in the context of existing knowledge. Introduction 
Objectives  4 Provide an explicit statement of the objective(s) or question(s) the review addresses. Introduction 
METHODS   
Eligibility criteria  5 Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses. Inclusion and 

Exclusion Criteria 
Information 
sources  

6 Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted to 
identify studies. Specify the date when each source was last searched or consulted. 

Search Strategy 

Search strategy 7 Present the full search strategies for all databases, registers and websites, including any filters and limits used. Search Strategy 
Selection process 8 Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many 

reviewers screened each record and each report retrieved, whether they worked independently, and if applicable, 
details of automation tools used in the process. 

Search Strategy & 
Data Extraction, 
Coding and Synthesis 

Data collection 
process  

9 Specify the methods used to collect data from reports, including how many reviewers collected data from each 
report, whether they worked independently, any processes for obtaining or confirming data from study investigators, 
and if applicable, details of automation tools used in the process. 

Data Extraction, 
Coding and Synthesis 

Data items  10a List and define all outcomes for which data were sought. Specify whether all results that were compatible with each 
outcome domain in each study were sought (e.g. for all measures, time points, analyses), and if not, the methods 
used to decide which results to collect. 

Data Extraction, 
Coding and Synthesis 

10b List and define all other variables for which data were sought (e.g. participant and intervention characteristics, 
funding sources). Describe any assumptions made about any missing or unclear information. 

Data Extraction, 
Coding and Synthesis 

Study risk of bias 
assessment 

11 Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how 
many reviewers assessed each study and whether they worked independently, and if applicable, details of 
automation tools used in the process. 

Quality Assessment 
and Risk of Bias 

Effect measures  12 Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or 
presentation of results. 

Meta-Analytic Method 

Synthesis 
methods 

13a Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study 
intervention characteristics and comparing against the planned groups for each synthesis (item #5)). 

Data Extraction, 
Coding and Synthesis 

13b Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing 
summary statistics, or data conversions. 

Data Extraction, 
Coding and Synthesis 
, & Meta-Analytic 
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Section and 
Topic  

Item 
# Checklist item  Location where item 

is reported  
Method 

13c Describe any methods used to tabulate or visually display results of individual studies and syntheses. N/A 
13d Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was 

performed, describe the model(s), method(s) to identify the presence and extent of statistical heterogeneity, and 
software package(s) used. 

Meta-Analytic Method 

13e Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup 
analysis, meta-regression). 

Meta-Analytic Method 

13f Describe any sensitivity analyses conducted to assess robustness of the synthesized results. Meta-Analytic Method 
Reporting bias 
assessment 

14 Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting 
biases). 

Meta-Analytic Method 

Certainty 
assessment 

15 Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome. Meta-Analytic Method 

RESULTS   
Study selection  16a Describe the results of the search and selection process, from the number of records identified in the search to the 

number of studies included in the review, ideally using a flow diagram. 
Results & Figure 1 

16b Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they were 
excluded. 

Figure 1 

Study 
characteristics  

17 Cite each included study and present its characteristics. Table 1 

Risk of bias in 
studies  

18 Present assessments of risk of bias for each included study. Risk of Bias 
Assessment & 
Supplementary 
information 

Results of 
individual studies  

19 For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an 
effect estimate and its precision (e.g. confidence/credible interval), ideally using structured tables or plots. 

Figure 2 

Results of 
syntheses 

20a For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies. Risk of Bias 
Assessment, 
Sensitivity Analysis, & 
Supplementary 
information 

20b Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary 
estimate and its precision (e.g. confidence/credible interval) and measures of statistical heterogeneity. If comparing 
groups, describe the direction of the effect. 

Results, Tables 2-4, 
Figure 2, & 
Supplementary 
information 

20c Present results of all investigations of possible causes of heterogeneity among study results. Results, Tables 2-4, 
& Supplementary 
information 
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Section and 
Topic  

Item 
# Checklist item  Location where item 

is reported  
20d Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results. Sensitivity Analysis 

Reporting biases 21 Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis 
assessed. 

Publication Bias 

Certainty of 
evidence  

22 Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed. Results, Tables 2-4, 
Supplementary 
Information 

DISCUSSION   
Discussion  23a Provide a general interpretation of the results in the context of other evidence. Discussion 

23b Discuss any limitations of the evidence included in the review. Discussion 
23c Discuss any limitations of the review processes used. Limitations 
23d Discuss implications of the results for practice, policy, and future research. Clinical Implications 

and Suggestions for 
Future Research 

OTHER INFORMATION  
Registration and 
protocol 

24a Provide registration information for the review, including register name and registration number, or state that the 
review was not registered. 

Method 

24b Indicate where the review protocol can be accessed, or state that a protocol was not prepared. Method 
24c Describe and explain any amendments to information provided at registration or in the protocol. Prospero protocol 

Support 25 Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in the 
review. 

Funding statement 

Competing 
interests 

26 Declare any competing interests of review authors. Conflict of interest 

Availability of 
data, code and 
other materials 

27 Report which of the following are publicly available and where they can be found: template data collection forms; 
data extracted from included studies; data used for all analyses; analytic code; any other materials used in the 
review. 

Table 1, analytic code 
not publicly available 

 
From:  Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updated guideline for reporting systematic reviews. BMJ 2021;372:n71. 
doi: 10.1136/bmj.n71 

For more information, visit: http://www.prisma-statement.org/  
 
 



THE DISSOCIATIVE SUBTYPE OF PTSD 218 

Appendix T – ASPECTS Research Ethics Committee Approval Letter 

 



THE DISSOCIATIVE SUBTYPE OF PTSD 219 



THE DISSOCIATIVE SUBTYPE OF PTSD 220 



THE DISSOCIATIVE SUBTYPE OF PTSD 221 



THE DISSOCIATIVE SUBTYPE OF PTSD 222 



THE DISSOCIATIVE SUBTYPE OF PTSD 223 

Appendix U – C-CATS Research Ethics Committee Approval Letters 

 

 

Social Care REC 
Ground Floor 

Skipton House 
80 London Road 

London 
SE1 6LH 

 
Tel: 0207 972 2568 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
13 February 2017 
 
Dr Rachel Hiller 
Department of Psychology 
University of Bath 
Claverton Down 
BA27AY 
 
 
Dear Dr Hiller 
 
Study title: Identifying the trauma-related profiles of children in foster 

care 
REC reference: 16/IEC08/0025 
Amendment number: 4 
Amendment date: 21 December 2016 
IRAS project ID: 193130 
 
The above amendment was reviewed by the Sub-Committee in correspondence.  
 
Ethical opinion 
 
The members of the Committee taking part in the review gave a favourable ethical opinion 
of the amendment on the basis described in the notice of amendment form and supporting 
documentation. 
 
 
Approved documents 
 
The documents reviewed and approved at the meeting were: 
 
Document   Version   Date   
Notice of Substantial Amendment (non-CTIMP)  4  21 December 2016  

Please note: This is the 
favourable opinion of the REC 
only and does not allow the 
amendment to be implemented   
at NHS sites in England until 
the outcome of the HRA 
assessment has been 
confirmed.  
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Participant consent form [Social Worker]  4  22 January 2017  
Research protocol or project proposal  5  21 January 2017  
 
Membership of the Committee 
 
The members of the Committee who took part in the review are listed on the attached 
sheet. 
 
Working with NHS Care Organisations 
 
Sponsors should ensure that they notify the R&D office for the relevant NHS care 
organisation of this amendment in line with the terms detailed in the categorisation email 
issued by the lead nation for the study. 
 
Statement of compliance 
 
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees and complies fully with the Standard Operating Procedures for 
Research Ethics Committees in the UK. 
 
We are pleased to welcome researchers and R & D staff at our Research Ethics Committee 
PHPEHUV¶�WUDLQLQJ�GD\V�± see details at http://www.hra.nhs.uk/hra-training/  
 
16/IEC08/0025:  Please quote this number on all correspondence 
 
Yours sincerely 
 

 
 
 
Mr Craig Moss 
Chair 
 
E-mail: nrescommittee.social-care@nhs.net 
 
 
Enclosures: List of names and professions of members who took part in the 

review 
 
Copy to:   Laura Armstrong,  Avon and Whiltshire Trust R&D 

Prof  Jonathan  Knight 
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Social Care REC 
 

Attendance at Sub-Committee of the REC meeting in correspondence 
 
  
Committee Members:  
 
Name   Profession   Present    Notes   
Mr Craig  Moss - Chair Research Director  Yes     
Dr Lindsey Pike  Senior Research and 

Development Officer  
Yes     

  
Also in attendance:  
 
Name   Position (or reason for attending)   
Mrs Barbara Cuddon  REC Manager  
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Appendix V - Cover Letter for the Submission of the Systematic Review Manuscript 

for Consideration by Psychological Medicine 

 
University of East Anglia Clinical Psychology Doctorate Programme 

Faculty of Medicine and Health Sciences 

University of East Anglia 

Norwich Research Park 

Norwich 

NR4 7TJ 

 

 

Psychological Medicine 

 

 

Cover letter for submission of manuscript for consideration by Psychological Medicine 
 
 

Dear Sir or Madam, 

 

We would like to submit our manuscript entitled “Prevalence of the Dissociative Subtype of Post-Traumatic 

Stress Disorder: A Systematic Review and Meta-Analysis” for your consideration. The protocol for this review 

was pre-registered on PROSPERO (reference: CRD42021210902) prior to any formal review of searches. This 

study is the first to meta-analyse the prevalence of the Dissociative Subtype of Post-Traumatic Stress Disorder 

in both children and adults, following its introduction in the fifth edition of the Diagnostic and Statistical 

Manual of Mental Disorders. This review raises important issues around the conceptualisation and utility of 

this subtype. 

 

Please find manuscript and PRISMA 2020 checklist included in this submission. 

 

We look forward to receiving your comments and feedback on this submission in due course. 

 

Yours sincerely, 

 

 
 

William White 

University of East Anglia 


