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[9]. Dissociation is broadly defined as failures in the pro-
cess of integrating one’s own biopsychosocial experiences 
(e.g., memories, behaviors, emotions, identities) [10, 11]. 
Therefore, dissociation can be understood as state in which 
intrapersonal experiences become disconnected from con-
scious awareness [12]. Although dissociative experiences 
can occur in non-traumatic contexts, the construct of disso-
ciation remains most salient in the context of psychological 
trauma.

Post-traumatic stress disorder (PTSD) and dissociation are 
closely related, and both are common responses to trauma 
exposure, especially interpersonal and betrayal trauma [1–
4]. In both ICD-11 and DSM-5-TR, dissociative disorders 
are placed directly after the section on trauma-related dis-
orders, indicating that both groups of disorders are highly 
linked to trauma [5–7]. Patients with severe dissociative 
disorders report the highest rates of childhood abuse [8], 
and complex PTSD (CPTSD) has also been widely con-
ceptualized as a response to chronic interpersonal trauma 
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Abstract
Purpose  Post-traumatic stress disorder (PTSD) and dissociation are common responses to trauma, especially interpersonal 
and betrayal trauma. Dissociation has been proposed to be a core concept in understanding PTSD. However, little is known 
about the bidirectional relationship between dissociation and ICD-11 complex PTSD (CPTSD) symptoms. This study exam-
ined the relationship between classical PTSD, disturbances in self-organization (DSO), and dissociative symptoms across 
two culturally different samples.
Methods  Participants from Western and South Asian countries completed validated measures of PTSD, DSO, and dissocia-
tion two times, approximately six months apart.
Results  Across the Western (N = 101) and South Asian (N = 160) samples, at baseline, 71.7% to 84.2% of participants with 
probable CPTSD exhibited co-occurring dissociative symptoms, while 70.0% to 72.3% of participants with dissociative 
symptoms had probable PTSD or CPTSD. Dissociative symptoms were less common in participants with probable PTSD 
(20.0% to 28.6%). In addition, dissociative symptoms predicted subsequent levels of classical PTSD symptoms across 
the two samples (β = 0.241 to 0.246, p < .01). The predictive role of dissociative symptoms on DSO symptoms was only 
observed in the South Asian sample (β = 0.231, p = .011). Neither PTSD nor DSO symptoms predicted dissociative symp-
toms in both samples.
Conclusion  This study provides updated and cross-cultural data showing that dissociation is associated with an increase in 
PTSD symptoms over time, though its association with DSO symptoms is less clear. Assessment, prevention, and treatment 
of PTSD should take dissociative symptoms into consideration.
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Trauma, while not easy to define [12], is generally 
described as an event in which “(an) individual’s ability 
to integrate his/her emotional experience is overwhelmed” 
[13]. Linguistically, the problem with failing to integrate 
one’s own experience essentially denotes dissociation, as 
dissociation represents the opposite of integration. There-
fore, numerous scholars have consistently theorized that 
dissociation is a core construct central to understanding 
traumatization [3, 14]. From this perspective, PTSD has 
been theorized either as a dissociative disorder itself [15, 
16], or as a condition inherently involving dissociation [17]. 
This conclusion follows from the cumulative theoretical and 
empirical evidence reviewed above. For example, according 
to the theory of structural dissociation [3], complex PTSD 
involves both primary dissociation (characterized by a divi-
sion between apparently normal and emotional parts of the 
personality) and secondary dissociation (includes further 
fragmentation of emotional parts in response to chronic 
trauma) [15]. Theoretically speaking, PTSD symptoms arise 
because there are dissociated (unprocessed) emotions and 
memories. Some PTSD symptoms, such as re-experiencing, 
are also classified as dissociative (e.g., dissociative flash-
backs) in DSM-5-TR. This theoretical perspective, while 
seen as valid for many, has also been challenged. This is 
described more below.

The dissociative subtype of PTSD is recognized in the 
DSM-5-TR, yet includes only two dimensions of dissocia-
tion: depersonalization and derealization. In the ICD-11, 
neither PTSD nor complex PTSD (CPTSD) includes disso-
ciative symptoms as required diagnostic features, although 
an earlier formulation of CPTSD proposed dissociation 
as one of its core features [9, 18, 19]. Two recent studies, 
using different statistical methods, found that CPTSD can 
exist without significant levels of dissociation; only 42.3% 
of those with CPTSD exhibited dissociative symptoms [16, 
17]. Therefore, recent research findings do not support the 
notion that PTSD or CPTSD is, per se, a dissociative dis-
order. This apparent incongruence may reflect differences 
between earlier theoretical conceptualizations, in which 
many of which pre-dated the ICD-11 and were based on 
descriptive or clinical models, and more recent latent-
variable and empirical frameworks, such as those used to 
develop the ITQ.

Nevertheless, dissociation might still play an important 
role in the development and maintenance of PTSD symp-
toms. It has been proposed that dissociative symptoms might 
mediate the relationship between trauma and subsequent 
psychopathology (including PTSD symptoms) [5], with 
significant implications for prevention and early interven-
tions. If a traumatized individual continues to enter or expe-
rience dissociation as a (maladaptive) coping mechanism, 
they have fewer opportunities to confront, process, accept, 

and integrate trauma-related memories and emotions, which 
may lead to the persistence of PTSD symptoms because 
detaching from distressing internal states may lead to inter-
ruptions of the natural processes of emotional engagement 
and cognitive integration that are central to trauma recovery. 
Over time, these experiences remain fragmented, encoded 
as isolated sensory or emotional traces rather than inte-
grated recollections, which could sustain intrusive imagery 
and emotional numbing. However, there is a lack of studies 
on the bidirectional relationship between dissociation and 
CPTSD symptoms, especially since the launch of ICD-11. 
The ICD-11 identifies two primary clusters of trauma-related 
symptoms: namely, classical PTSD symptoms and distur-
bances in self-organization (DSO) symptoms. Two recent 
studies aimed to address this research gap, but the results 
were inconsistent. One study with a sample of 340 Chinese 
young adults found that baseline dissociative symptoms 
predicted overall CPTSD symptoms at 4-month follow-up, 
but not the other way around [20]. Another study, however, 
did not observe that CPTSD and dissociative symptoms pre-
dicted each other in two samples (N = 214 Chinese speakers 
and N = 301 English speakers) [21].

In this study, we aim to advance the understanding of 
the complex relationship between CPTSD and dissociative 
symptoms. We analyzed data from two culturally differ-
ent samples and provide updated cross-national evidence 
regarding (1) the co-occurrence of PTSD/CPTSD and dis-
sociative symptoms, and (2) their bidirectional relationship. 
While this study was exploratory in nature, we hypothesized 
that dissociative symptoms would predict both PTSD and 
DSO symptoms at a later time because dissociation is a bar-
rier to trauma recovery. When a person continue to disso-
ciate, they may not have enough opportunities to process 
and integrate the trauma-related memories and emotions, 
resulting in ongoing post-traumatic reactions including but 
not limited to re-experiencing, avoidance, negative self-
concept, and emotional dysregulation, thus leading to sub-
sequent PTSD and DSO symptoms.

Previous studies showed that there are cultural differ-
ences in terms of trauma responses, post-traumatic growth, 
and stress coping [22–24]. Therefore, it is important to rep-
licate our results across culturally different samples and 
examine whether the results are valid across cultures. While 
the samples differ in cultural background, our focus is on 
cross-cultural replication rather than an explicit examina-
tion of cultural mechanisms; cultural considerations are 
addressed in the discussion section. Findings from the cur-
rent study would have significant implications for the cross-
national understanding of the role of dissociation in PTSD 
and CPTSD research.
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Methods

Participants

This study analyzed data from an international female men-
tal health survey project, which obtained ethics approval at 
Leshan Normal University. This is a collaborative project. 
In 2024, the research team recruited potential participants in 
clinics and affiliated community centers and through online 
social media advertising. Eligibility criteria included being 
female aged 18 or above, provide informed consent, pos-
sess the ability to read and write in English, receive any 
kind of mental health services in the past 12 months, and 
have not been officially diagnosed with reading disorders, 
or any cognitive or intellectual impairments. Participants 
were excluded if they failed to answer the embedded atten-
tion checking items (e.g., 4 + 3=?). Participants with dupli-
cate email addresses were also excluded from the analysis. 
Although no monetary incentives were given, participants 
were offered a free e-copy of a mental health self-help 
booklet as a token of gratitude for their time upon survey 
completion.

In total, the baseline survey included valid responses 
from 208 participants from the Western countries (i.e., 
United States, United Kingdom, and Canada) and 208 
from the South Asian countries (i.e., Indonesia, Philip-
pines, Singapore, and Malaysia). All participants were 
invited to complete a follow-up online survey approxi-
mately 6 months later. Previous longitudinal studies have 
demonstrated that PTSD symptoms often exhibit clinically 
meaningful changes after 6 months, including substantial 
spontaneous remission and reductions in symptom severity 
[25, 26]. Thus, the 6-month longitudinal observation period 
was selected to capture trajectories of PTSD/CPTSD in our 

samples and whether these symptoms would be associated 
with dissociation. The included sample for the present study 
comprised only of participants who provided valid data at 
both time points, resulting in a response rate of 48.6% in 
the Western samples and 26.6% in the South Asian sample. 
In each sample, participants completed the International 
Trauma Questionnaire (ITQ) to assess the PTSD and DSO 
symptoms and they also completed the Multiscale Disso-
ciation Inventory (MDI) to assess dissociative symptoms at 
both time points.

Sample characteristics

Sample 1 consisted of 101 participants from Western coun-
tries (57.4% North America/Canada, 42.6% the United 
Kingdom). Their ages ranged from 18 to 64. At baseline, 
65.3% and 47.5% reported seeing a psychiatrist or a clini-
cal psychologist, respectively, in the past 12 months. Par-
ticipants who completed the follow-up survey (N = 101) and 
those who did not (N = 107) did not differ in any major vari-
ables (i.e., age, dissociation, PTSD, and DSO) at baseline.

Sample 2 consisted of 160 participants from South Asian 
countries (36.9% Malaysia, 30% the Philippines, 22.5% 
Indonesia, 10.6% Singapore). Their ages ranged from 18 to 
45. At baseline, 53.1% and 48.1% reported seeing a psychi-
atrist or a clinical psychologist, respectively, in the past 12 
months. Participants who completed the follow-up survey 
(N = 160) and those who did not (N = 442) did not differ in 
age and DSO symptoms at baseline, but those who did not 
complete the follow-up survey had higher levels of PTSD 
(M = 13.50 vs. M = 11.38, p <.001) and dissociative symp-
toms (M = 71.17 vs. M = 63.69, p =.002).

Detailed demographics are included in Table 1. No sta-
tistically significant differences were observed between 

Table 1  Sample Characteristics
Variable All

Count N (%)/
mean (sd)

Western
Count n (%)/
mean (sd)

South Asian
Count n (%)/
mean (sd)

t/X2 p

Gender Female 261 (100%) 101 160 − −
Age Age 26.34 (7.11) 26.04 (9.27) 26.53 (5.35) − 0.485 0.629
Education Bachelor’s Degree 122 (67.40%) 49 (48.51%) 127 (79.38%) 26.850 < 0.001
Employment/Occupation Full Time employment 94 (36.02%) 27 (26.73%) 67 (41.88%) 6.161 0.013
Marital Status Married or in a common-law 

partnership
53 (20.31%) 26 (25.74) 27 (16.88%) 3.009 0.083

Mental Health Service 
Utilization (Past Year)

Psychiatrist 151 (57.85%) 66 (65.35%) 85 (53.13%) 3.793 0.051
Clinical psychologist 125 (47.89%) 48 (47.54%) 77 (48.13%) 0.009 0.925

Mental Health Measures MDI 65.52 (26.09) 68.43 (27.77) 63.69 (24.88) 1.430 0.154
PTSD 12.01 (6.93) 13.03 (7.09) 11.37 (6.77) 1.888 0.060
DSO 14.64 (6.32) 14.86 (6.52) 14.51 (6.21) 0.441 0.659
Probable ICD-11 PTSD or CPTSD 115 (44.06%) 48 (47.52%) 67 (41.88%) 0.802 0.371

Childhood trauma BBTS 3.28 (2.50) 3.14 (2.54) 3.37 (2.48) −0.723 0.470
Any 227 (86.97%) 86 (85.15%) 141 (88.1%) 0.484 0.487

PTSD = post-traumatic stress disorder; DSO = disturbances in self-organization
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and conservatively evaluated whether the results would be 
statistically significant at the level of 0.0083 (0.05/6).

Results

Co-occurrence

We calculated the co-occurrence rates of dissociation and 
probable PTSD/CPTSD at T1 in each sample.

In the Western sample, among participants with dissocia-
tion (MDI ≥ 67)(n = 47), 72.3% had probable PTSD (4.3%) 
or CPTSD (68.1%). Among participants with probable 
PTSD (n = 10), 20.0% had dissociation. Among participants 
with probable CPTSD (n = 38), 84.2% had dissociation.

In the South Asian sample, among participants with dis-
sociation (MDI ≥ 67)(n = 60), 70.0% had probable PTSD 
(6.7%) or CPTSD (63.3%). Among participants with 
probable PTSD (n = 14), 28.6% had dissociation. Among 
participants with probable CPTSD (n = 53), 71.7% had 
dissociation.

Could dissociative symptoms predict CPTSD 
symptoms?

Hierarchical linear regression showed that, after controlling 
for age, education, childhood trauma, and T1 PTSD symp-
toms, T1 dissociative symptoms predicted T2 PTSD symp-
toms in both Western (β = 0.241, p =.006) and South Asian 
(β = 0.246, p =.003) samples. The results remained statisti-
cally significant after applying the Bonferroni correction (p 
<.0083).

For DSO symptoms, T1 dissociative symptoms predicted 
T2 DSO symptoms in the South Asian sample (β = 0.231, p 
=.011) but not in the Western sample (β = 0.093, p =.311).

The results are reported in Tables 2 and 3.
We conducted the same analyses again without control-

ling for childhood trauma, and the results remained the 
same.

Could CPTSD symptoms predict dissociative 
symptoms?

When the same models were conducted, we found that T1 
PTSD and DSO symptoms did not predict T2 dissociative 
symptoms in both samples (see Tables 2 and 3).

We also conducted the same analyses again without con-
trolling for childhood trauma, and the results remained the 
same.

the two samples at baseline in terms of key demographics, 
except for education level (see Table 1). The South Asian 
sample had a substantially higher proportion of participants 
with a bachelor’s degree (79.38%) compared with the West-
ern sample (48.51%).

Measures

Participants completed the following self-report measures 
in English.

 Childhood trauma was assessed using the 12-item Child-
hood Trauma Section of the Brief Betrayal Trauma Survey 
(BBTS) [27]. The BBTS includes items which ask about 
both interpersonal and non-interpersonal traumatic events. 
It has been found to be a reliable measure [28]. It ranged 
from 0 (no traumatic event) to 12 (all included traumatic 
events).

 CPTSD symptoms were assessed using the International 
Trauma Questionnaire (ITQ), which is an 18-item measure 
of CPTSD symptoms (including PTSD and disturbances in 
self-organization [DSO] symptoms) as defined in ICD-11 
[29, 30]. The ITQ can also be used to make suggestive pres-
ence of PTSD/CPTSD according to ICD-11 criteria – this 
method has been widely used in epidemiological studies 
[31, 32]. Total ITQ scores ranged from 0 to 24.

 Dissociative symptoms were assessed using the Multi-
scale Dissociation Inventory (MDI), which is a 30-item mea-
sure of six different specific dissociative symptoms [33, 34]. 
The measure provides scores on six sub-domains, including 
Disengagement, Depersonalization, Derealization, Emo-
tional Constriction/Numbing, Memory Disturbance and 
Identity Dissociation. The MDI has been validated across 
cultures in a recent study [35]. Since the MDI has been 
normed [36], a cutoff score of 67 is commonly used to indi-
cate elevated (clinically significant) levels of dissociation 
[37]. Total scores ranges from 30 to 150.

Data analysis

SPSS 22.0 was used for statistical analysis. First, we pro-
vided descriptive statistics. Independent sample t tests and 
chi-square analyses to explore potential differences between 
the two samples at baseline. Second, we reported the rates 
of co-occurrence of probable ICD-11 PTSD/CPTSD and 
dissociation in each sample. Third, we conducted hierarchi-
cal linear regression analyses to examine the bidirectional 
relationship between CPTSD symptoms and dissociative 
symptoms. For each analysis, we controlled for age, educa-
tion level, childhood trauma, and T1 scores of the dependent 
variable in Step 1, and then entered the T1 scores of the 
predictor in Step 2. Because of multiple testing involved in 
the analyses, we further applied the Bonferroni correction 
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Discussion

PTSD and CPTSD have long been conceptualized as involv-
ing dissociation and it has been theorized that dissociation 
might lead to the development or maintenance of post-trau-
matic symptoms [3, 14]. Nevertheless, recent studies found 
that only a subgroup of people with CPTSD had clinically 
significant dissociative symptoms [16, 17]. Most prior stud-
ies use single-country samples and rely on cross-sectional 
designs. In this new study, we recruited two culturally dis-
tinct adult samples (Western and South Asian) and followed 
them over six months, enabling direct cross-cultural replica-
tion. Across the Western and South Asian samples, we found 
that 71.7% to 84.2% of participants with probable CPTSD 
exhibited co-occurring dissociative symptoms, while 70.0% 
to 72.3% of participants with dissociative symptoms had 
probable PTSD or CPTSD. Dissociative symptoms were 
much less common in participants with probable PTSD 
(20.0% to 28.6%). In addition, we found that dissociative 
symptoms predicted subsequent levels of classical PTSD 
symptoms across the two samples (β = 0.241 to 246), and 
the results remained statistically significant after applying 
the Bonferroni correction (p <.0083). The predictive role of 
dissociative symptoms on DSO symptoms, however, were 
not consistent, as it was only observed in the South Asian 
sample (β = 0.231, p =.011). Neither PTSD nor DSO symp-
toms predicted dissociative symptoms in both samples.

The results contribute to the limited literature on the co-
occurrence of [16, 17] and bidirectional relationship [18, 
20] between CPTSD and dissociative symptoms. In a pre-
vious study, only 42.3% of people with CPTSD exhibited 
dissociative symptoms. Yet, in the present study, we found 
that 71.7% to 84.2% of participants with probable CPTSD 
exhibited co-occurring dissociative symptoms. The differ-
ence might be due to the use of different dissociation mea-
sures (The DES-Taxon versus the MDI). Another possibility 
is that the samples were not representative enough. More-
over, our co-occurrence analyses showed that dissociation 
is more related to CPTSD/DSO instead of classical PTSD. 
However, our regression analyses showed that dissociation 
predicted subsequent PTSD but not DSO symptoms. Such 
inconsistent findings in fact point to the need for further 
studies in the future. While subgroup analyses would not be 
feasible due to the small sample sizes in the present studies, 
future studies should examine whether the predictive role 
of dissociation would be consistent in both (C)PTSD and 
non-(C)PTSD cases. Thus, more research on the prevalence 
of dissociative symptoms and disorders among people with 
PTSD and CPTSD is necessary for us to better understand 
the role and clinical relevance of dissociation in CPTSD. 
Nevertheless, our findings suggest that, although not all 
cases of PTSD and CPTSD involve clinically significant 
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dissociative symptoms, dissociation predicts PTSD symp-
toms over time, though its relationship with DSO symptoms 
is less clear and consistent. This also supports the idea that 
PTSD, DSO, and dissociation are related but distinct trauma 
responses, and dissociative symptoms might be crucial in 
the maintenance of PTSD symptoms. The results are in line 
with a recent clinical study showing that dissociation pre-
dicted poorer response to PTSD treatment [38]. It implies 
that prevention and early treatment of PTSD should take 
dissociation into account, and dissociation-specific inter-
ventions might be particularly useful for PTSD symptoms. 
As two recent randomized controlled trials showed that 
scalable online psychoeducation programs effectively sup-
ports individuals with dissociative symptoms [39, 40], these 
interventions may also have the potential to become a public 
health strategy to prevent PTSD in trauma-exposed popula-
tions, although further evaluation studies are necessary.

With regards to the weak prospective influence of PTSD 
and DSO on later dissociation, it points to a deeper devel-
opmental substrate. Dissociation often reflects patterns laid 
down long before adult symptom expression, particularly 
in contexts where early caregiving is inconsistent, threat-
ening, or overwhelming [41, 42]. Our findings are con-
sistent with the view that dissociative tendencies function 
less as downstream consequences of current PTSD/CPTSD 
severity and more as enduring adaptations shaped early in 
life. It may also be highly context-dependent. Childhood 
cumulative trauma was consistently associated with PTSD, 
DSO, and dissociative symptoms [43–46], emphasizing its 
broad developmental influence across these domains. Early 
adversity contributes to vulnerability for all three forms of 
trauma-related symptoms, rather than selectively shaping 
only one pathway. Our findings reinforce longstanding evi-
dence that childhood trauma establishes enduring risk for 
both post-traumatic symptom clusters and dissociative ten-
dencies into adulthood. Dissociation may be more strongly 
associated with the trajectory of PTSD symptoms instead 
of DSO symptoms, as revealed by our findings, probably 
because PTSD and DSO symptoms involve different etio-
logical mechanisms.

Clinical implications

In the context of therapeutic practices, dissociation under-
mines several mechanisms that PTSD therapies rely on. 
For example, it disrupts sustained attention, limits emo-
tional engagement with traumatic material, fragments auto-
biographical memory, and could blunts access to coherent 
affective signals [47–49]. These are all capacities required 
for effective exposure and integration. When dissociation 
is active, patients often cannot stay within the therapeutic 
window long enough to process trauma cues or consolidate 
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individuals with lower literacy or more limited schooling. 
This, combined with the broader demographic profile of 
our participants, primarily young adults (mean age = 26), 
many with childhood trauma histories and recent treatment 
involvement, and with the South Asian sample largely col-
lege educated, limits representativeness. Therefore, findings 
may not fully generalize to older adults, those without early 
adversity, individuals not engaged in treatment, or popula-
tions with lower educational access. Our results point to 
the value of treating dissociation as its own clinical process 
rather than a secondary feature of PTSD or CPTSD. Because 
dissociative symptoms predicted later PTSD but were not 
meaningfully shaped by changes in PTSD or DSO, disso-
ciation may represent a more stable vulnerability that can 
interfere with core components of trauma-focused therapy.

Overall, the findings indicate that dissociation is associ-
ated with an increase in PTSD symptoms over time across 
two culturally distinct samples, while its link to DSO appears 
more context-dependent and less clear and consistent. The 
limited impact of PTSD/DSO on later dissociation suggests 
that dissociative tendencies may have deeper developmental 
roots and remain relatively stable into adulthood. We con-
clude that recognizing dissociation as a distinct mechanism, 
rather than a downstream effect of PTSD, may strengthen 
assessment and intervention efforts, particularly in cross-
cultural research and clinical practice.
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Limitations
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well-validated assessment tools. We in fact provide evidence 
showing that dissociative symptoms predict an increase 
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the clinical status of the participants, although self-report 
screening tools are found to be reliable and valid and have 
good agreement with diagnostic interviews for dissociation 
[50–52]. Second, our samples were not representative of the 
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place during participant recruitment. Third, given the rela-
tively small sample sizes, we only used the MDI total scores 
and were unable to treat dissociation as a multidimensional 
construct [33, 34, 53]. Fourth, given that only some partici-
pants met the diagnostic requirements for probable PTSD/
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dissociative symptoms.

It is important to note that the MDI captures a broad range 
of dissociative experiences, including non-clinical forms 
(e.g., absorption). This wider scope may partly explain the 
higher comorbidity rates observed here compared with stud-
ies using measures focused more narrowly on structural or 
clinically severe dissociation. Because the DSM-5 dissocia-
tive subtype is defined specifically by depersonalization and 
derealization, analyses isolating the corresponding MDI 
items could clarify whether this subtype maps only onto 
PTSD or also extends to CPTSD and DSO. Although such 
item-level analyses were beyond the scope of the present 
study, they represent a useful direction for future work.
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ficiency often corresponds to greater educational access and, 
in some cases, socioeconomic advantage, likely excluding 

1 3



Social Psychiatry and Psychiatric Epidemiology

20.	 Fung HW et al The relationship between complex PTSD and dis-
sociation: A longitudinal study. European Psychiatry, in press

21.	 Fung HW et al (2025) Bidirectional relationships among complex 
PTSD, dissociation, and psychotic symptoms in two samples. Eur 
J Psychotraumatology 16(1):2458364

22.	 Jobson L, O’Kearney R (2006) Cultural differences in autobio-
graphical memory of trauma. Clin Psychol 10(3):89–98

23.	 Han JY et al (2022) Culture and stress coping: cultural variations 
in the endorsement of primary and secondary control coping for 
daily stress across European Canadians, East Asian Canadians, 
and the Japanese. Jpn Psychol Res 64(2):141–155

24.	 Taku K (2013) Posttraumatic growth in American and Japanese 
men: comparing levels of growth and perceptions of indicators of 
growth. Psychol Men Masculinity 14(4):423

25.	 Lam SKK et al (2023) Persistence and psychological predictors 
of ICD-11 complex PTSD: A six-month longitudinal study in 
Hong Kong. J Loss Trauma 29(5):544–564

26.	 Smith P, Dalgleish T, Meiser-Stedman R (2019) Practitioner 
review: posttraumatic stress disorder and its treatment in children 
and adolescents. J Child Psychol Psychiatry 60(5):500–515

27.	 Goldberg LR, Freyd JJ (2006) Self-reports of potentially traumatic 
experiences in an adult community sample: gender differences 
and test-retest stabilities of the items in a brief betrayal-trauma 
survey. J Trauma Dissociation 7(3):39–63

28.	 Fung HW et al (2025) An updated psychometric evaluation of the 
brief betrayal trauma survey. Gen Hosp Psychiatry 94:142–144

29.	 Cloitre M et al (2021) The international trauma questionnaire 
(ITQ) measures reliable and clinically significant treatment-
related change in PTSD and complex PTSD. Eur J Psychotrau-
matology 12(1):1930961

30.	 Cloitre M et al (2018) The international trauma questionnaire: 
development of a self-report measure of ICD‐11 PTSD and com-
plex PTSD. Acta Psychiatrica Scandinavica 138(6):536–546

31.	 Cheung CTY et al (2025) Auditory verbal hallucinations among 
intervention seekers with and without complex PTSD: prevalence 
and relationship with dissociative symptoms. J Psychiatr Res. 
184:405-410​h​t​t​p​s​:​/​/​d​o​i​.​o​r​g​/​1​0​.​1​0​1​6​/​j​.​j​p​s​y​c​h​i​r​e​s​.​2​0​2​5​.​0​3​.​0​2​1

32.	 Ho GWK et al (2024) Prevalence and validity of ICD-11 posttrau-
matic stress disorder (PTSD) and complex PTSD: a population-
based survey of Hong Kong adults. Asian J Psychiatr. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​
o​​r​g​/​​1​0​.​1​​0​1​6​​/​j​.​​a​j​p​.​2​0​2​4​.​1​0​4​0​4​5

33.	 Briere J, Weathers FW, Runtz M (2005) Is dissociation a mul-
tidimensional construct? Data from the multiscale dissociation 
inventory. J Trauma Stress 18(3):221–231

34.	 Jeffirs SM et al (2023) Psychometric evaluation of the multiscale 
dissociation inventory (MDI): A replication and extension in two 
trauma-exposed samples. Eur J Trauma Dissociation 7(2):100324

35.	 Fung HW et al (2024) A cross-cultural study of different fac-
ets of dissociation: Validity and relationship with childhood 
trauma. Child Abuse Negl. 154.

36.	 Briere J (2002) Multiscale dissociation inventory professional 
manual. Psychological Assessment Resources, Odessa, Florida

37.	 Fung HW et al (2022) Prevalence and correlates of dissocia-
tive symptoms among people with depression. J Psychiatr Res 
154:132–138

38.	 Kleindienst N et al (2025) Is dissociation predicting the efficacy 
of psychological therapies for PTSD? Results from a randomized 
controlled trial comparing dialectical behavior therapy for PTSD 
(DBT-PTSD) and cognitive processing therapy (CPT). Psychol 
Med 55:e59

39.	 Brand B et al (2025) A randomized controlled trial assists indi-
viduals with complex trauma and dissociation in finding solid 
ground. Theory, Research, Practice, and Policy, Psychological 
Trauma

if changes were made. The images or other third party material in this 
article are included in the article's Creative Commons licence, unless 
indicated otherwise in a credit line to the material. If material is not 
included in the article's Creative Commons licence and your intended 
use is not permitted by statutory regulation or exceeds the permitted 
use, you will need to obtain permission directly from the copyright 
holder. To view a copy of this licence, visit ​h​t​t​p​​:​/​/​​c​r​e​a​​t​i​​v​e​c​​o​m​m​o​​n​s​.​​o​
r​g​​/​l​i​c​e​n​s​e​s​/​b​y​/​4​.​0​/.

References

1.	 Herman JL (1992) Trauma and recovery. Basic Books, New York
2.	 der Van Kolk BA (2014) The body keeps the score: Brain, mind 

and body in the healing of trauma. Viking, New York, NY
3.	 der Van Hart O, Nijenhuis ER, Steele K (2006) The haunted self: 

Structural dissociation and the treatment of chronic traumatiza-
tion. W.W. Norton, New York, NY

4.	 Fung HW et al (2023) A cross-cultural investigation of the asso-
ciation between betrayal trauma and dissociative features. J Inter-
pers Violence. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​1​7​7​​/​0​8​​8​6​2​6​0​5​2​2​1​0​9​0​5​6​8

5.	 Loewenstein R, Lewis-Fernández R, Frewen P (2024) Dissocia-
tive disorders, in Kaplan and Sadock’s Comprehensive Textbook 
of Psychiatry, R. Boland and M. Verduin, Editors. pp. 1927–2026

6.	 Chien WT, Fung HW (2022) The challenges in diagnosis and 
treatment of dissociative disorders. Alpha Psychiatry 23:45–46

7.	 Chien WT, Fung HW (2022) Commentary: the assessment of dis-
sociative pathology in culturally and clinically diverse contexts. 
Alpha Psychiatry 23:104–105

8.	 Ross CA, Ellason JW (2005) Discriminating among diagnostic 
categories using the dissociative disorders interview schedule. 
Psychol Rep 96(2):445–453

9.	 Cloitre M et al (2012) The ISTSS expert consensus treatment 
guidelines for complex PTSD in adults.

10.	 American Psychiatric Association, Diagnostic and statistical 
manual of mental disorders (5th ed.) text revision. Arlington: 
American Psychiatric Publishing (2022) Washington, DC: Author

11.	 World Health Organization (2019) The ICD-11 Classification of 
Mental and Behavioral Disorders. Clinical description and diag-
nostic guidelines. Author, Geneva

12.	 Ross CA (2007) The trauma model: A solution to the problem of 
comorbidity in psychiatry. Manitou Communications, Richard-
son, TX

13.	 Giller E (1999) What is psychological trauma?
14.	 Steele K, Van der Hart O, Nijenhuis ER (2005) Phase-oriented 

treatment of structural dissociation in complex traumatization: 
overcoming trauma-related phobias. J Trauma Dissociation 
6(3):11–53

15.	 Nijenhuis ER (2017) Ten reasons for conceiving and classify-
ing posttraumatic stress disorder as a dissociative disorder. Eur J 
Trauma Dissociation 1(1):47–61

16.	 Fung HW et al (2024) Prevalence and clinical correlates of dis-
sociative symptoms in people with complex PTSD: is complex 
PTSD a dissociative disorder? Psychiatr Res 339:116076

17.	 Hyland P et al (2023) Is dissociation a fundamental component 
of ICD-11 complex posttraumatic stress disorder? J Trauma Dis-
sociation (1):17. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​8​0​​/​1​5​​2​9​9​​7​3​2​​.​2​0​2​​3​.​​2​2​3​1​9​2​
8

18.	 Fung HW et al (2023) The relationship between dissociation 
and complex post-traumatic stress disorder: A scoping review. 
Trauma Violence Abuse 24(5):2966–2982

19.	 Van der Kolk BA et al (2005) Disorders of extreme stress: the 
empirical foundation of a complex adaptation to trauma. J Trauma 
Stress 18(5):389–399

1 3

https://doi.org/10.1016/j.jpsychires.2025.03.021
https://doi.org/10.1016/j.ajp.2024.104045
https://doi.org/10.1016/j.ajp.2024.104045
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1177/08862605221090568
https://doi.org/10.1080/15299732.2023.2231928
https://doi.org/10.1080/15299732.2023.2231928


Social Psychiatry and Psychiatric Epidemiology

47.	 Adams-Clark AA, Gomez JM, Barlow MR (2022) Dissociation 
and the dissociative disorders: Past, present, future. In: Dorahy 
MJ, Gold SN, O’Neil JA (eds) Adaptive dissociation: A response 
to Interpersonal, Institutional, and cultural betrayal. Taylor & 
Francis, Editors

48.	 Bailey TD, Brand BL (2017) Traumatic dissociation: theory, 
research, and treatment. Clin Psychol Sci Pract. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​
.​1​​1​1​1​​/​c​p​​s​p​.​1​2​1​9​5

49.	 Beutler S et al (2022) Trauma-related dissociation and the auto-
nomic nervous system: a systematic literature review of psycho-
physiological correlates of dissociative experiencing in PTSD 
patients. Eur J Psychotraumatol. ​h​t​t​p​s​:​​​/​​/​d​o​​i​.​o​​r​​g​​/​​1​0​​.​1​0​​​8​0​/​​2​0​0​​0​8​​0​​
6​6​.​​2​​0​​2​2​.​2​1​3​2​5​9​9

50.	 Ross CA, Browning E (2017) The self-report dissociative disor-
ders interview schedule: a preliminary report. J Trauma Dissocia-
tion 18(1):31–37

51.	 Ross CA, Duffy CM, Ellason JW (2002) Prevalence, reliability 
and validity of dissociative disorders in an inpatient setting. J 
Trauma Dissociation 3(1):7–17

52.	 Chan C et al (2017) Using online methods to develop and exam-
ine the Hong Kong Chinese translation of the dissociative experi-
ences scale. J Evidence-Informed Social Work 14(2):70–85

53.	 Dell PF (2006) The multidimensional inventory of dissociation 
(MID): a comprehensive measure of pathological dissociation. J 
Trauma Dissociation 7(2):77–106

Publisher’s note  Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations.

40.	 Lam SKK et al (2025) Effects of an online psychoeducational 
program for people with dissociative symptoms: A randomized 
controlled trial. Research on Social Work Practice

41.	 DeJong M, Wilkinson S (2019) Assessment of mental health 
problems in children following early maltreatment: what will the 
new diagnosis of complex PTSD add? Developmental Child Wel-
fare. pp 360-373​h​t​t​p​s​:​/​/​d​o​i​.​o​r​g​/​1​0​.​1​1​7​7​/​2​5​1​6​1​0​3​2​1​9​8​9​2​6​3​6

42.	 Stadtmann MP et al (2018) Mastering life together - symptom 
management, views, and experiences of relatives of persons with 
CPTSD: a grounded theory study. J Patient Rep Outcomes. pp 50. ​
h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​1​8​6​​/​s​4​​1​6​8​7​-​0​1​8​-​0​0​7​0​-​5

43.	 Álvarez M-J et al (2014) Cumulative effects of childhood trau-
mas: polytraumatization, dissociation, and schizophrenia. Com-
munity Ment Health J. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​0​7​​/​s​1​​0​5​9​7​-​0​1​4​-​9​7​5​
5​-​2

44.	 Cloitre M et al (2009) A developmental approach to complex 
PTSD: childhood and adult cumulative trauma as predictors of 
symptom complexity. J Trauma Stress. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​0​2​​/​j​t​​s​
.​2​0​4​4​4

45.	 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 symp-
toms whereas recent adult non-traumatic stressors do not: results 
from an online survey study. Eur J Psychotraumatol. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​
r​g​/​​1​0​.​1​​0​8​0​​/​2​0​​0​0​8​​1​9​8​​.​2​0​1​​9​.​​1​6​0​6​6​2​5

46.	 Silva H et al (2024) The role of childhood cumulative trauma in 
the risk of lifetime PTSD: an epidemiological study. Psychiatr 
Res. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​1​6​​/​j​.​​p​s​y​​c​h​r​​e​s​.​2​​0​2​​4​.​1​1​5​8​8​7

1 3

https://doi.org/10.1111/cpsp.12195
https://doi.org/10.1111/cpsp.12195
https://doi.org/10.1080/20008066.2022.2132599
https://doi.org/10.1080/20008066.2022.2132599
https://doi.org/10.1177/2516103219892636
https://doi.org/10.1186/s41687-018-0070-5
https://doi.org/10.1186/s41687-018-0070-5
https://doi.org/10.1007/s10597-014-9755-2
https://doi.org/10.1007/s10597-014-9755-2
https://doi.org/10.1002/jts.20444
https://doi.org/10.1002/jts.20444
https://doi.org/10.1080/20008198.2019.1606625
https://doi.org/10.1080/20008198.2019.1606625
https://doi.org/10.1016/j.psychres.2024.115887


Social Psychiatry and Psychiatric Epidemiology

Authors and Affiliations

Hong Wang Fung1,2  · Celinene M. Lay3  · Guangzhe Frank Yuan4 · Anson Kai Chun Chau5  ·  
Marc Eric S. Reyes6,7  · Edo S. Jaya8,9  · Firdaus Mukhtar10  · Amos En Zhe Lian11,12  · Görkem Derin13  ·  
Peejay D. Bengwasan14  · Georgekutty Kochuchakkalackal Kuriala15  · Kadir Uludag16  · Steffi Hartanto17  · 
Nimaz Indryastuti Dewantary17  · Riangga Novrianto18,19  · Zoe Jiwen Zhang20  · Chak Hei Ocean Huang21  · 
Shao-Cheng Wang22,23  · Stanley Kam Ki Lam24

	
 Hong Wang Fung
andy.hw.fung@polyu.edu.hk

Celinene M. Lay
celinene.lay@yale.edu

Guangzhe Frank Yuan
yb97316@umac.mo

Anson Kai Chun Chau
ansonckc123@link.cuhk.edu.hk

Marc Eric S. Reyes
msreyes@ust.edu.ph

Edo S. Jaya
edo.jaya@ui.ac.id

Firdaus Mukhtar
drfirdaus@upm.edu.my

Amos En Zhe Lian
amoslianenzhe@raffles-university.edu.my

Görkem Derin
gorkem.derin@gmail.com

Peejay D. Bengwasan
peejay.bengwasan@dlsu.edu.ph

Georgekutty Kochuchakkalackal Kuriala
frgeorgekutty@newmancollege.ac.in

Kadir Uludag
kadiruludag@mails.ucas.ac.cn

Steffi Hartanto
steffihartanto@indopsycare.com

Nimaz Indryastuti Dewantary
nimazdewantary@indopsycare.com

Riangga Novrianto
riangganovrianto@indopsycare.com

Zoe Jiwen Zhang
zoe-jw.zhang@polyu.edu.hk

Chak Hei Ocean Huang
ocean9128@gmail.com

Shao-Cheng Wang
WShaocheng@gmail.com

Stanley Kam Ki Lam
skklam@hkmu.edu.hk

1	 School of Nursing, The Hong Kong Polytechnic University, 
Hung Hom, Hong Kong SAR, China

2	 Mental Health Research Centre, The Hong Kong Polytechnic 
University, Hung Hom, Hong Kong SAR, China

3	 Yale School of Medicine, New Haven, Connecticut, USA

4	 School of Education Science, Leshan Normal University, 
Leshan, China

5	 Department of Psychiatry, The University of Hong Kong, 
Pok Fu Lam, Hong Kong SAR, China

6	 Department of Psychology, College of Science, University of 
Santo Tomas, Manila, Philippines

7	 Research Center for Social Sciences and Education, 
University of Santo Tomas, Manila, Philippines

8	 Faculty of Psychology, Universitas Indonesia, Depok, 
Indonesia

9	 Indonesian Psychological Healthcare Center, Yogyakarta, 
Indonesia

10	 Department of Psychiatry, Faculty of Medicine and Health 
Sciences, Universiti Putra, Serdang, Malaysia

11	 Faculty of Social Sciences, Raffles University, Johor Bahru, 
Malaysia

12	 Kepha Institute, Columbia International University, 
Columbia, USA

13	 Department of Social Sciences, Psychotraumatology 
and Psychohistory Research Unit, Istanbul University-
Cerrahpaşa, Institute of Forensic Sciences and Legal 
Medicine, Istanbul, Turkey

14	 Department of Psychology, De La Salle University, Manila, 
Philippines

15	 Department of Psychology, Newman College, Thodupuzha, 
Kerala, India

16	 School of Medicine, Shanghai Jiao Tong University, Mental 
Health Center, Shanghai, China

17	 Indonesian Psychological Healthcare Center, Yogyakarta, 
Indonesia

18	 Indonesian Psychological Healthcare Center, Jakarta, 
Indonesia

19	 Faculty of Psychology, Universitas Gadjah Mada, 
Yogyakarta, Indonesia

20	 Department of Applied Social Sciences, The Hong Kong 
Polytechnic University, Hung Hom, Hong Kong SAR, China

21	 Department of Social Work and Social Administration, The 
University of Hong Kong, Pok Fu Lam, Hong Kong SAR, 
China

22	 Department of Psychiatry, Kaohsiung Chang Gung Memorial 
Hospital, Chang Gung University College of Medicine, 
Kaohsiung 833, Taiwan

23	 Department of Psychiatry, Kaohsiung Municipal Ta-Tung 
Hospital, Kaohsiung 801, Taiwan

1 3

http://orcid.org/0000-0002-4606-2173
http://orcid.org/0000-0002-0622-6292
http://orcid.org/0000-0002-6665-8425
http://orcid.org/0000-0002-5280-1315
http://orcid.org/0000-0002-7232-6312
http://orcid.org/0000-0001-8766-6929
http://orcid.org/0009-0005-1057-0861
http://orcid.org/0000-0002-9527-3110
http://orcid.org/0000-0002-2876-1659
http://orcid.org/0000-0001-9900-0884
http://orcid.org/0000-0003-3713-4670
http://orcid.org/0000-0001-8614-3210
http://orcid.org/0009-0008-1977-925X
http://orcid.org/0009-0007-3662-7365
http://orcid.org/0000-0003-2004-0299
http://orcid.org/0009-0008-2061-1059
http://orcid.org/0000-0002-7009-5338
http://orcid.org/0000-0002-6544-795X


Social Psychiatry and Psychiatric Epidemiology

24	 School of Nursing and Health Sciences, Hong Kong Metropolitan University, Ho Man Tin, Hong Kong SAR, China

1 3


	﻿The relationship between complex PTSD and dissociation: longitudinal findings across Western and South Asian female samples
	﻿Abstract
	﻿Methods
	﻿Participants
	﻿Sample characteristics
	﻿Measures
	﻿Data analysis

	﻿Results
	﻿Co-occurrence
	﻿Could dissociative symptoms predict CPTSD symptoms?
	﻿Could CPTSD symptoms predict dissociative symptoms?

	﻿Discussion
	﻿Clinical implications
	﻿Limitations

	﻿References


