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Background: This study empirically tested several predictions arising from the Memory and Identity (M&I)
Theory of ICD-11 Complex PTSD (CPTSD). Specifically, it examined the psychometric properties of two meas-
ures—the Experiences of Traumatic Memories Questionnaire (ETMQ) and the Trauma Identity Questionnaire

}F?;;nla (TIQ)—and tested relationships between different types of trauma exposure, disturbances in memory and
PTSD identity, and CPTSD symptoms.

Methods: Data were collected from a non-probability based representative sample of the general adult population
of the United Kingdom (N = 975), and latent variable modelling was used to test all hypotheses.

Results: Confirmatory factor analytic results provided support for the psychometric properties of the ETMQ and
TIQ as measures of traumatic memories and negative identities. Multiple traumatization and interpersonal forms
of trauma were associated with more disturbances in trauma memories and negative identities. Seven of the nine
model-predicted associations between trauma memories, negative identities, and CPTSD symptoms were
observed, including a link between a fragmented sense of self and emotional numbing.

Conclusions: Results support core elements of the M&I Theory, highlighting trauma memory and identity dis-

turbances as key mechanisms in CPTSD.

The advent of the 11th version of the International Classification of
Diseases (ICD-11: World Health Organization, 2019) with separate di-
agnoses of Posttraumatic Stress Disorder (PTSD) and Complex PTSD
(CPTSD) represented a major development in understanding the nature
of posttraumatic stress psychopathology. PTSD is described as a disorder
of three symptom clusters (re-experiencing in the here and now,
avoidance, and sense of current threat) and CPTSD as a disorder of six
symptom clusters (three shared with PTSD plus persistent and pervasive
affective dysregulation, negative self-concept, and disturbed relation-
ships, which are collectively termed ‘disturbances in self-organisation’
[DSO]). This contrasts with descriptions of PTSD in successive editions
of the Diagnostic and Statistical Manual of Mental Disorders (e.g.,
DSM-5-TR: American Psychiatric Association, 2022) that considered
almost all of these problems as symptoms of a single disorder. Another
unique element of ICD-11 is that it specifies that chronic or multiple
traumatization is a risk factor for CPTSD (WHO, 2019), while DSM never
specified a role for multiple trauma exposure. These changes demanded
a different theoretical account to those designed to explain PTSD in

DSM-based terms. The Memory and Identity Theory of ICD-11 CPTSD
(M&I Theory: Hyland et al., 2023) was developed to address these
challenges and explains how different PTSD and DSO symptoms develop
from different types of trauma via disturbances in memory and identity.
In this study we report on a series of empirical tests of predictions arising
from this theory.

The M&I Theory conceptualizes trauma exposure as existing on a
continuum of risk with multiple traumatization, early developmental
trauma, and interpersonal forms of trauma increasing the risk of CPTSD
due to a greater likelihood of developing disturbances in memory and
identity. Memory disturbances are understood to lie at the core of
posttraumatic stress reactions (Brewin, 2014; Ehlers & Clark, 2000) and
are characterised by high levels of sensory information and low levels of
contextual information. When cued, memories of the traumatic event, or
events, enter consciousness automatically accompanied by the subjec-
tive sense that the trauma is reoccurring in the here and now. According
to the M&I Theory, memory disturbances are the sole cause of the
re-experiencing symptoms, and contribute to the development of the
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avoidance, sense of current threat, and affective dysregulation symp-
toms (in particular, the hyperarousal component of the affective dysre-
gulation symptom cluster).

Identity disturbances have also been recognised as important etio-
pathogenetic mechanisms in PTSD (Brown et al., 2015; Herman, 1992;
Janoff-Bulman, 1992) but were not formally included in any theory of
PTSD prior to the M&I Theory. The M&I Theory lists seven exemplar
negative identities and proposes specific relations between different
negative identities and the different CPTSD symptom clusters. An
identity centred on experiencing the self as ‘unsafe’ or ‘powerless’ is
predicted to cause the avoidance and sense of current threat symptoms;
an identity focused on experiencing the self as ‘inferior’ is predicted to
cause the negative self-concept symptoms; an identity focused on
experiencing the self as ‘betrayed’ or ‘abandoned’ is predicted to cause
the disturbed relationship symptoms; and an identity focused on expe-
riencing the self as ‘fragmented’ or ‘non-existent’ is predicted to cause
the affective dysregulation symptoms (in particular, the hypoarousal
component of the affective dysregulation symptom cluster). Fig. 1 dis-
plays these predicted relationships.

Our research group recently published the first empirical assessment
of the M&I Theory using a general population sample of adults living in
Ukraine during Russia’s invasion and aggression (Hyland et al., 2024).
We developed self-report measures of trauma memories (the Experiences
of Traumatic Memories Questionnaire [ETMQ]) and negative identities
(the Trauma Identity Questionnaire [TIQ]) and assessed their latent
structures using exploratory factor analysis (EFA). The eight-item ETMQ
scale was adequately represented by a unidimensional structure, and the
scale items had excellent internal reliability. The 21-item TIQ was
designed to represent the seven negative identities previously outlined
but results favoured a four-factor model. These factors reflected identi-
ties related to experiencing the self as ‘vulnerable’ (combining the ‘un-
safe’ and ‘powerless’ items), ‘inferior’, ‘disconnected from others’
(combining the ‘betrayed’ and ‘alienated’ items), and ‘fragmented’
(combining the ‘fragmented’ and ‘non-existent’ items), and each set of
items possessed high internal reliability. The relations between memory
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and identity disturbances and the CPTSD symptom clusters were sub-
sequently assessed using structural equation modelling techniques, and
all but one of the theory-predicted associations were observed. The only
effect not observed was the proposed relationship between fragmented
identity and affective dysregulation symptoms, and this may have been
due to our failure to model the two affective dysregulation symptoms
independently so as to test if fragmented identity was positively asso-
ciated with the hypoarousal symptom (i.e., feeling numb or emotionally
shut down).

Initial evidence is encouraging but further testing of the M&I Theory
is clearly required. We developed three major research objectives to be
addressed in this study. The first objective was to further assess the
psychometric properties of the ETMQ and TIQ using confirmatory factor
analytic methods. Based on initial findings (Hyland et al., 2024), we
hypothesized that the ETMQ would be effectively explained by a
one-factor model, and the scale items would possess high internal reli-
ability. For the TIQ, we tested four- and seven-factor models and hy-
pothesized that the more parsimonious and previously indicated
four-factor model would be the optimal representation of the latent
structure of the scale items. We expected the scale scores for these fac-
tors would have good internal reliability.

An important element of the theory not yet tested is the proposed
relations between different forms of trauma exposure and memory and
identity disturbances. This represented the second objective of the cur-
rent study. Based on the predictions of the M&I theory (Hyland et al.,
2023), we formulated three hypotheses:

a. Exposure to multiple forms of trauma (irrespective of the develop-
mental timing or the nature of the events) would be more strongly
associated with trauma memories and negative identities than
exposure to a single type of trauma,

b. childhood trauma scores would be more strongly associated with
trauma memories and negative identities than adulthood trauma
scores; and

Hypotheses 2a-c Hypotheses 3a-f
3 Re-experiencing in the here
Trauma memories
and now
Avoidance
Vulnerable
Multiple vs. single trauma
P = Sense of current threat
exposure
Childhood vs. adulthood Affective dysregulation -
trauma exposure hyperarousal
Interpersonal vs. non- ] ]
interpersonal trauma exposures Fragmented > Affective dysregulation -
hypoarousal
Inferior > Negative self-concept
Disconnected from others > Disturbed relationships

Fig. 1. Graphical representation of core predictions from the memory and identity theory of ICD-11 complex posttraumatic stress disorder.
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c. lifetime exposure to interpersonal forms of trauma (e.g., physical
assault, sexual assault, emotional abuse) would be more strongly
associated with trauma memories and negative identities than
exposure to non-interpersonal forms of trauma (e.g., life-threatening
accidents, natural disaster).

The third objective was to examine the relations between trauma
memories and negative identities and the different CPTSD symptoms.
Based on the predictions of the M&I theory (Hyland et al., 2023), we
formulated six hypotheses:

a. Trauma memories (but not negative identities) would be positively
associated with re-experiencing in the here and now symptoms,

b. trauma memories would be positively associated with the avoidance,
sense of current threat, and the hyperarousal symptom component of
the affective dysregulation cluster,

c. ‘vulnerable’ identity would be positively associated with avoidance
and sense of current threat symptoms,

d. ‘fragmented’ identity would be positively associated with the
hypoarousal symptom of the affective dysregulation cluster,

e. ‘inferior’ identity would be positively associated with negative self-
concept symptoms; and

f. ‘disconnected from others’ identity would be positively associated
with the disturbed relationship symptom cluster.

1. Methods
1.1. Participants and procedures

Participants (N = 975) were adults aged 18 years or older living in
the United Kingdom of Great Britain and Northern Ireland (UK). Data
were collected from 1 to 27 March 2024 by the survey research company
Qualtrics who recruit participants from online panels. Quota sampling
was used to build a sample that reflected sex, age, geographical (En-
gland, Wales, Scotland, and Northern Ireland), and annual income
(<£20,000, £20,00-£39,999, £40,00-£59,999, £60,000-£79,999,
£80,000-£99,999, >£100,000) distributions of the UK population. Par-
ticipants were selected using non-probability-based sampling methods
which limits the representative nature of the sample, but research shows
that samples developed using this method are highly representative of
target populations (Boas et al., 2018), including the UK population
(McBride et al., 2021). Multiple attention checks were used to ensure
valid responses, and Qualtrics implements quality control checks such as
CAPTCHA security to block bots, and removal of responses that were too
quick, showed suspicious patterns of responding, or were from duplicate
IP addresses. All participants passed these quality control checks. Par-
ticipants were remunerated by Qualtrics, and ethical approval was
granted by the Social Research Ethics Committee at Maynooth Univer-
sity (SRESC-2023-37628).

The sample included similar numbers of males (48.5 %, n = 473) and
females (51.5 %, n = 502) and the mean age was 46.28 years (Mdn =
45.00, SD = 17.46, range 18-89). Most were born in the UK (89.3 %,
n = 871), residing in England (86.4 %, n = 842), Scotland (6.8 %,
n = 66), Wales (4.9 %, n = 48), and Northern Ireland (1.9 %, n = 19),
with 15.1 % (n = 147) stating that they were part of a visible ethnic
minority group and 8.9 % (n = 87) stating that they belong to a sexual
minority group. Regarding highest educational attainment, 4.0 %
(n = 39) had not completed school, 53.8 % (n = 525) completed an O-
or A-level qualification (i.e., basic schooling), and 42.1 % (n = 411)
completed an undergraduate or postgraduate university degree. Most
participants were in a committed relationship (71.2 %, n = 694) and
had children (64.6 %, n = 630).
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1.2. Measures

Trauma Exposure: The International Trauma Exposure Measure
(ITEM: Hyland et al., 2021) includes descriptions of 21 potentially
traumatic life events consistent with the ICD-11 definition of trauma (see
Table 5). Participants indicated if they experienced each event during
childhood (0-17 years) and adulthood (18 years or older) using a ‘Yes’
(1) or ‘No’ (0) response format. Higher scores represent exposure to a
higher number of different traumatic events. Participants also nomi-
nated their index trauma and how long ago it occurred.

ICD-11 CPTSD symptoms: The International Trauma Questionnaire
(ITQ: Cloitre et al., 2018) is an 18-item self-report measure of all ICD-11
PTSD and CPTSD diagnostic requirements. It was completed by those
who had experienced a traumatic event, and in relation to their nomi-
nated index trauma. Each symptom cluster is measured using two items
with participants rating how much the PTSD symptoms have bothered
them over the past month and how true the DSO symptoms are of them
along a five-point Likert scales (0 = ‘Not at all’, 4 = ‘Extremely’). All
symptom clusters can range in score from O to 8 with higher scores
reflecting greater symptomatology. The latent structure of the ITQ is
best represented by a correlated six-factor model where each factor
represents the different symptom clusters, and a two-factor higher-order
model where the first-order factor correlations are explained by corre-
lated ‘PTSD’ and ‘DSO’ second-order factors (Redican et al., 2021). Since
the M&I Theory makes predictions at the first-order level, this model
was used for analyses in this study. This model fit the current sample
data well (;(2 (df =39, n = 707) = 86.25, p < .001; CFI = .99, TLI = .98,
RMSEA (90 % CI) = .04 (.03,.05), SRMR = .02), and the internal reli-
ability of each subscale was acceptable: re-experiencing (a =.78),
avoidance (a =.79), threat (a =.79), affective dysregulation (a« =.74),
negative self-concept (a =.89), and disturbed relationships (a« =.81).

Trauma Memories: The ETMQ (Hyland et al., 2024) assesses different
features of reliving experiences, and was completed by participants who
were trauma exposed and reported having a flashback or nightmare
experience on the ITQ (n = 523, 53.6 %). Participants rated how true
each statement about their reliving experience was for them (e.g., “It
replays in my mind like a film or movie”, “I feel it vividly in my body”, “It
seems like time stops”) using a five-point Likert scale (0 = Almost Never
True, 4 = Almost Always True) such that higher scores reflect more
intense trauma memories.

Negative Identities: The TIQ (Hyland et al., 2024) includes 21 items
and was completed by participants who had experienced at least one
traumatic life event (see Table 2 for items). Participants were instructed
to answer all items in terms of how they typically feel about themselves
and to rate their agreement on a six-point Likert scale (0 = Disagree very
strongly, 5 = Agree very strongly). Higher scores reflect higher levels of
each negative identity.

1.3. Analytic plan

The latent structures of the ETMQ and TIQ items were assessed using
confirmatory factor analysis (CFA). Standard procedures for deter-
mining model fit were followed (Hu & Bentler, 1999), where good
model fit is indicated by a non-significant chi-square (%) result,
comparative fit index (CFI) and Tucker-Lewis index (TLI) values greater
than.90 and closer to 1, and root mean square error of approximation
(RMSEA) and standardized root mean squared residual (SRMR) values
less than.08 and closer to 0. The y? test is known to produce Type 1
errors (i.e., rejecting good fitting models) with sample sizes as large as
the one used in this study, so this result should be interpreted cautiously
(Tanaka, 1987). The relative fit of the alternative models of the TIQ was
assessed using the Akaike Information Criterion (AIC) and the Bayesian
Information Criterion (BIC) where the model with the lowest value is
considered statistically superior. Assessment of model fit also requires
inspection of all model parameters to determine a viable solution. In-
ternal reliability of the scale scores was assessed using omega reliability
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(w), where values can range from 0 to 1 and higher values indicate
higher internal reliability. For clarity, the assessment of the latent
structure of the TIQ was based on a sample size of n = 707 (the number
of people who experienced at least one traumatic event), and the
assessment of the latent structure of the ETMQ was based on a sample
size of n = 523 (the number of people who experienced at least one
traumatic event and reported a re-experiencing event).

Structural equation modelling (SEM) was used to test all hypotheses
relating to research objectives 2 and 3. These analyses are based on a
sample size of n = 707 (the number of people who experienced at least
one traumatic event). To test hypothesis 2a, latent variables represent-
ing trauma memories and negative identities were regressed onto a
categorical variable with two levels (0 = single trauma exposure, 1 =
multiple trauma exposure). For hypothesis 2b, latent variables repre-
senting trauma memories and negative identities were regressed onto
two observed variables representing total number of childhood and
adulthood trauma exposures. Wald j? tests were planned to determine if
these effects were significantly different. For hypothesis 2c, latent var-
iables representing trauma memories and negative identities were
regressed onto observed variables representing lifetime exposure to the
21 different interpersonal and non-interpersonal traumatic events in the
ITEM (unadjusted and adjusted effects were computed).

To test hypotheses 3a-3f, CPTSD symptoms were simultaneously
regressed onto latent variables representing trauma memories and
negative identities. Latent variables representing re-experiencing in the
here and now, avoidance, sense of current threat, negative self-concept,
and disturbed relationship symptoms were constructed, while the two
affective dysregulation symptoms were included as separate observed
variables to test for the proposed specific associations with the memory
and identity processes. Overall model fit was judged by the same criteria
described for the CFA procedures.

There was no missing data because a requirement for study partici-
pation was providing full information. All models were estimated using
the robust maximum likelihood estimator (MLR), and all analyses were
conducted using Mplus version 8.2 (Muthén & Muthén, 2017).

2. Results
2.1. Descriptive statistics

Most participants (72.5 %, n = 707) experienced at least one trau-
matic event in their lifetime. The most commonly reported event was
learning that a loved one was diagnosed with a life-threatening illness or
was involved in a life-threatening accident (41.7 %, n = 407), and the
least commonly reported event was having caused extreme suffering or
death to another person (3.2 %, n = 31). The most commonly selected
index trauma event was a loved one dying in an awful manner (14.5 %,
n = 141). The mean number of traumatic events experienced in child-
hood was 2.26 (SD = 3.22), in adulthood it was 1.87 (SD = 2.47), and
across the lifetime it was 3.69 (SD = 4.03).

Means and standard deviations for each CPTSD symptom cluster
were as follows: re-experiencing in the here and now (M = 2.43, SD =
2.21), avoidance (M = 2.58, SD = 2.26), sense of current threat (M =
2.73, SD = 2.41), affective dysregulation (M = 2.94, SD = 2.18),
negative self-concept (M = 2.45, SD = 2.47), and disturbed relationships
(M = 2.67, SD = 2.40).

2.2. Objective 1: CFA results

The one-factor model of the ETMQ had acceptable fit (4 [df = 20,
n = 523] = 66.749, p < .001; CFI =.962, TLI =.947, RMSEA [90 % CI]
=.067 [.050,.085], SRMR =.032), and all items loaded onto the ‘Trauma
Memories’ latent variable positively and significantly (p < .001) with
standardized loadings ranging from.49 to.76. The internal reliability of
the scale items was good (o =.88).

The four-factor model of the TIQ had acceptable fit (4 [df = 183,
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n=707] =616.108, p < .001; CFI =.941, TLI =.933, RMSEA [90 % CI]
=.058 [.053,.063], SRMR =.040; AIC = 42,183, BIC = 42,497), as did
the seven-factor model (;(2 [df =168,n = 707] = 526.820, p < .001; CFI
=.952, TLI =.939, RMSEA [90 % CI] =.055 [.050,.060], SRMR =.038).
The AIC and BIC values were lower for the seven-factor model, but the
viability of this model was compromised by several extremely high
factor correlations (see supplementary table 1 for full details). The fac-
tors in the seven-factor model that are combined in the four-factor model
correlated at r = .92 (‘unsafe’ and ‘powerless’), r = .94 (‘alienated’ and
‘betrayed’), and r = .95 (‘fragmented’ and ‘non-existent’). Thus, based
on model parsimony and improved discriminant validity of the latent
factors, the four-factor model was deemed to be the better description of
the latent structure of the TIQ items. The factor loadings and factor
correlations are presented in Table 1. Internal reliability estimates were

Table 1
Standardized factors loadings and factor correlations for the four-factor model of
the trauma identity questionnaire.

Vulnerable  Inferior  Disconnected  Fragmented

Factor loadings
I can’t stop bad things .53
from happening.
I'm a weak person. .76
I'm powerless to change .59
anything in the world.
People can easily take .73
advantage of me.
1 always feel that .80
something bad is about
to happen.
1 feel vulnerable in many .82
situations.
I don’t deserve good .74
things to happen to
me.
Other people are better .73
and more deserving
than me.
I feel like there is .88
something wrong with
me as a person.
Other people will betray .79
me.
I have been left alone in .76
the world.
Other people will let me .80
down sooner or later.
1 feel like I don’t belong. .83
It’s difficult to trust other .75
people.
Other people don’t .82
understand me.
Sometimes I don’t even .85
know who I am.
1 feel like a different .83
person from one day to
the next.
1 often feel like I am .86
broken in some
important way.
Sometimes I don’t even .86
feel like I exist
anymore.
1 don’t feel like a whole .88
person.
Sometimes I feel like I'm .84
not even really alive.
Factor correlations
Vulnerable 1
Inferior .88 1
Disconnected from .86 .85 1
others
Fragmented .88 91 .88 1

Note. All effects are statistically significant at p < .001.
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good: ‘vulnerable’ (o =.86), ‘inferior’ (w =.83), ‘disconnected from
others’ (w =.91), and ‘fragmented’ (o =.94).

2.3. Objective 2: trauma exposure, trauma memories, and negative
identities

Multiple traumatization was positively and significantly associated
with ‘trauma memories’ (f =.16, p < .001), and the ‘vulnerable’ (f
=.18, p < .001), ‘inferior’ (# =.17,p < .001), ‘disconnected from others’
(p =.24, p < .001), and ‘fragmented’ (§ =.16, p < .001) identities.

Childhood and adulthood trauma scores were positively and signif-
icantly associated with trauma memories and all negative identities (see
Table 2). Post-hoc Wald )(2 tests indicated that ‘trauma memories’ were
more strongly associated with adulthood trauma scores than childhood
trauma scores, while ‘inferior’ identity was more strongly associated
with childhood trauma scores than adulthood trauma scores.

Table 3 presents the unique (i.e., adjusted) associations between
each traumatic life event and trauma memories and negative identities
(the bivariate or ‘unadjusted’ associations are presented in supplemen-
tary table 2). The only traumatic life events positively and significantly
correlated with traumatic memories and each negative identity were
interpersonal forms of trauma.

2.4. Objective 3: trauma memories and negative identities predicting
CPTSD symptoms

The SEM model in which the CPTSD symptoms were simultaneously
regressed on the trauma memory and negative identity latent variables
fit the sample data well (;? [df = 715, n = 707] = 1561.603, p < .001;
CFI =.944, TLI =.936, RMSEA [90 % CI] =.041 [.038,.044], SRMR
=.042) and explained between 37.5 % (hyperarousal symptom of the
affective dysregulation cluster) and 73.0 % (disturbed relationships
cluster) of the variance in CPTSD symptoms (all ps < .001).

The standardized regression coefficients are presented in Table 4. As
can be seen, ‘trauma memories’ was the only variable significantly and
positively associated with the re-experiencing in the here and now
symptoms (f =.66, p < .001), and was also significantly and positively
associated with all other CPTSD symptoms. ‘Vulnerable’ identity was
not significantly associated with the avoidance or sense of current threat
symptoms but was positively associated with the hyperarousal compo-
nent of the affective dysregulation cluster (§ =.66, p < .001). ‘Frag-
mented’ identity was significantly associated with the hypoarousal
component of the affective dysregulation symptom cluster (f =.30,
p = .033). Additionally, ‘inferior’ identity was significantly associated
with the negative self-concept cluster (f =.39, p < .001) and ‘discon-
nected from others’ identity was significantly associated with the
disturbed relationship cluster (f =.58, p < .001).

Table 2
Standardized regression coefficients of the relations between childhood and
adulthood traumas and trauma memories and negative identities.

Childhood Adulthood Wald p
trauma trauma 7
Trauma memories 18%** 27k 5.73 .017
Vulnerable 177 0.01 931
Inferior A1 6.06 .014
Disconnected from 31 22k 0.17 .681
others
Fragmented 30%** J15%% 3.16 .075

Note: Wald 47 tests the null hypothesis that the effects for childhood and
adulthood trauma are equal; all Wald 42 tests have 1 degree of freedom;
p = statistical significance results for the Wald y? test; statistical significance = *
p < .05, ** p < .01, *** p <.001.
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3. Discussion

This purpose of this study was to provide further empirical testing of
predictions arising from the M&I Theory of ICD-11 CPTSD (Hyland et al.,
2023). The first objective of this study focused on assessing the psy-
chometric properties of the ETMQ and TIQ because a pre-requisite for
theory testing is the availability of measures of core theoretical con-
structs that generate valid and reliable scores. Prior work with explor-
atory factor analytic methods suggested that the ETMQ was
unidimensional in nature, and the TIQ measured four types of negative
identities (vulnerable, fragmented, inferior, and disconnected from
others) (Hyland et al., 2024). Current results based on a confirmatory
approach replicated these findings. Model fit for the seven-factor model
of the TIQ was very similar to the four-factor model, but the latter was
preferred on the basis of model parsimony. Nevertheless, there may be
occasions when clinicians and researchers may wish to apply the scoring
scheme for the seven-factor model. The high correlations between the
different factors of the TIQ are somewhat concerning as they suggest
limited discriminant validity among the different negative identities. It
will be important to observe how the scale performs in future studies,
especially with clinical samples, and some revision of the items may be
necessary to improve discrimination. Overall, the ETMQ and TIQ appear
to be empirically supported methods to assess the core theoretical
constructs in the M&I Theory.

The second objective of this study was to probe the relations between
different types of trauma exposure and memory and identity distur-
bances. A unique element of the M&I Theory is its explicit statement that
different types of trauma exposure can carry different levels of risk in
generating disturbances in memory and identity. Consistent with ex-
pectations, multiple traumatization and interpersonal forms of trauma
exposure were associated with more disturbed traumatic memories and
all negative identities. The interpersonal events most robustly associated
with memory and identity problems were emotional abuse, emotional
rejection, and physical rejection/neglect. This is particularly note-
worthy because these events would not be considered traumatic based
on the DSM-5-TR’s definition of a trauma (APA, 2022). Nevertheless,
they have previously been shown to predict meeting diagnostic re-
quirements for ICD-11 PTSD and CPTSD over and above traditionally
accepted traumatic life events (Hyland et al., 2021). One possible
explanation for this is that the DSM’s criterion for what constitutes a
trauma is overly focused on single events that typically occur later in
development and underestimate the impact of events that typically
occur early in development and are normally chronic in nature.

Contrary to theoretical expectations, adulthood trauma scores were
more strongly associated with memory disturbances than childhood
trauma scores. Moreover, only in the case of inferior identity was the
effect for childhood trauma significantly stronger than for adulthood
trauma. One interpretation of these findings is that the type and number
of trauma exposures matters more in predicting trauma memories and
negative identities than the developmental timing of the trauma expo-
sure(s). Another possibility is that these results may be due to limitations
in the measurement of trauma exposure by the ITEM which simply asked
if a given event occurred before and after the age of 18. A more sensitive
measure of the timing of the traumatic event(s) may have produced a
different result. Future work will want to consider how to most effec-
tively isolate the effects for type, number, and timing of traumatic
exposure(s) to better test these theoretical predictions.

The third and final objective of this study focused on testing the
theorized associations between the core psychological processes of
memory and identity disturbances and the different CPTSD symptoms.
Several things about these findings warrant discussion. We found that
trauma memories were robustly associated with all CPTSD symptoms. In
our initial theoretical formulation, we proposed that memory distur-
bances were especially relevant to understanding the development of
the PTSD symptoms but not so the DSO symptoms (apart from the hy-
perarousal component of the affective dysregulation symptom cluster).
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Table 3
Standardized regression coefficients of the relations between different traumatic events and trauma memories and negative identities.
Trauma memories Vulnerable Inferior Disconnected Fragmented

Diagnosed with a life-threatening illness .06 .02 —.03 —.02 —.02
Someone close to you died in an awful manner .05 .07 .03 .06 .05
Someone close to you had a life-threatening illness or accident —.02 .00 .03 .04 .01
Someone threatened your life with a weapon .03 .04 .05 .07 .06
Physical assault by a parent/guardian .03 .06 .08 .08* .04
Physical assault by a non-parent/guardian .01 —.03 .01 .02 —.01
Sexual assault by a parent/guardian .01 .05 .07 .01 .05
Sexual assault by a non-parent/guardian .09* .04 .01 .05 .03
Sexual harassment (unwanted comments/actions) .08 .09* .10* .07 .09%*
Exposure to war or combat .02 —.04 —.04 -.01 —.06
Held captive and/or tortured —.04 -.03 -.03 —.05 —.04
You caused extreme suffering/death to another person .02 .01 .10% .01 .08*
Witnessed extreme suffering or death to another person .08 .00 —.05 —.02 —.02
Accident where your life was in danger .04 —.05 .00 —.02 —.03
Natural disaster where your life was in danger —.10* .03 .01 —.01 .02
Human-made disaster where your life was in danger —-.03 -.07 —.06 —.02 —.03
Stalked by another person .05 —.02 —.05 .02 .03
Bullied online or offline —.05 .02 .04 .04 .01
Humiliated, put down, or insulted by another .02 Q2% .05 A1 .05
Made to feel unloved, unwelcome, or worthless 13* .08 2% .13 14+
Neglected, ignored, rejected, or isolated .08 .09 .10 a1 13
R? 15.1 %*** 14.4 %*** 16.6 %*** 22.8 %*** 17.9 %***

Note: N = 975; statistical significance = * p < .05, **p < .01, *** p < .001; R? = % of variance explained in each criterion variable; statistically significant effects are

in bold for ease of identification.

Table 4
Standardized regression coefficients of the relations between trauma memories and negative identities and CPTSD symptoms.
Re Av Th AD1: Arousal AD2: Numbing NSC DR

Trauma memories .66%** 57 49 247 37 307 407
Vulnerable A1 .01 .15 41 .08 17 —.04
Fragmented 31 .15 .21 .02 .30% .04 —.14
Inferior —.14 -.15 —.26 —.14 -.13 .39 .16
Disconnected from others —.22 .10 .16 .14 12 .00 58**x
R? 52.4 %*** 44.2 Y%*** 49.7 Y%*** 37.5 %*** 44.8 %*** 62.7 %*** 73.0 %***

Note: N = 707; Highlighted cells indicate effects predicted by the M&I Theory to be positive and significant; statistical significance = * p < .05, ** p < .01, ***
p < .001;Re = re-experiencing in the here and now, Av = avoidance, Th = sense of current threat, AD = affective dysregulation, NSC = negative self-concept, DR

= disturbed relationships; R? = % of variance explained in each criterion variable.

Current and past findings (Hyland et al., 2024) indicate however that
disturbances in traumatic memories are central to all CPTSD symptoms.
This is important because formulations of complex PTSD prior to ICD-11
did not include the intrusion and avoidance of trauma memories among
their symptoms. Our data show that the experience of traumatic mem-
ories is a significant aspect of CPTSD.

Additionally, we found that fragmented identity was uniquely asso-
ciated with the hypoarousal component of the affective dysregulation
symptom cluster, a specific effect predicted by the M&I Theory (see
Hyland et al., 2023, p. 1053). In our previous study in Ukraine, we found
no association between fragmented identity and the affective dysregu-
lation symptom cluster. Reflecting on this result in the preparation of the
current study, we suspected that the null effect may have been caused by
not isolating the hypoarousal symptom. To confirm this suspicion, and
cross-validate the current finding, we re-analysed the Ukrainian data in
the same manner as the current study in which the two affective dys-
regulation symptoms were modelled separately. ‘Fragmented’ identity
was not significantly associated with the hyperarousal symptom, but it
was positively and significantly associated with the hypoarousal symp-
tom (f =.12, p = .012). This shows that different kinds of affect dysre-
gulation are associated with different experiences of and perceptions of
the self. Whereas persistent and pervasive hyperarousal seems to be
associated with a sense of the self being vulnerable, persistent and
pervasive hypoarousal seems to be associated with a sense of the self
being fragmented and non-existent. A fragmented or non-existent self is
an often-described feature of complex PTSD, and these data suggest new
hypotheses concerning its origin. There are clear parallels with brain

imaging findings suggestive of disturbances to a coherent and embodied
sense of self in the dissociative subtype of DSM-5 PTSD (APA, 2022),
which is characterized by over-modulation of affect, depersonalization,
and derealization (Lanius et al., 2010; Rabellino et al., 2023).

3.1. Limitations

The current findings should be judged considering several limita-
tions. First, the cross-sectional nature of the data precludes inferences
regarding causal or temporal relationships between the variables. An
important next step in testing the M&I Theory will be to test hypoth-
esised relations using longitudinal data. Second, the use of a general
population sample limits generalizations to clinical populations. It will
be important to test aspects of the M&I Theory in clinical populations, or
at least among members of the general population that meet diagnostic
requirements for CPTSD.

4. Conclusion

Despite these limitations, the current findings provide further sup-
port for several key elements of the M&I Theory of ICD-11 CPTSD, pri-
marily the influence of interpersonal and multiple forms of trauma
exposure on trauma memories and negative identities, and the role these
processes play in understanding the different sets of CPTSD symptoms.
The M&I Theory represents a promising theoretical description to un-
derstand this debilitating psychiatric disorder.
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