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Abstract: This work aims to shed light on the differential diagnosis of Complex Post-Traumatic Stress Disorder 
(cPTSD), Post-Traumatic Stress Disorder (PTSD), and Borderline Personality Disorder (BPD) within the context 
of Intimate Partner Violence (IPV), which represents an extremely innovative field of clinical research. To this 
end, a critical review of the literature was conducted to identify and compare the clinical paĴerns and 
symptomatic overlaps among cPTSD, PTSD, and BPD, with an emphasis on their manifestation in both victims 
and offenders. The results show that despite some symptomatic similarities, cPTSD, PTSD and BPD have 
distinct clinical paĴerns in IPV. Disturbances in Self-Organization (DSO), are more commonly in offenders, 
while the diagnosis of cPTSD is more aligned with the victims. In addition, cPTSD and characteristics of BPD, 
such as fear of rejection and instability of identity, constitute risk factors for IPV victimization. cPTSD is a 
predisposing factor not only for victims but also for offenders, while PTSD emerges as a consequential factor. 
The specific pathways linking PTSD, cPTSD, and BPD with IPV have significant implications for clinical 
practice. Further research is needed to understand these profiles and the mechanisms linking trauma-related 
features to IPV, which is crucial for implementing effective violence prevention programs. 

Keywords: cPTSD; PTSD; BPD; Intimate Partner Violence; IPV victims; IPV offenders; review; trauma; 
interpersonal violence; borderline personality disorder;  
 

1. Introduction 
The phenomenon of Intimate Partner Violence (IPV) has gathered the aĴention of several 

scholars due to its harmful effects on victims and society as a whole. According to the WHO, 30% of 
women globally aged 15 to 70 have experienced some form of physical and/or sexual violence by an 
intimate male partner in their lifetime [1]. The prevalence of this type of violence varies by region, 
with 33% of women in Africa, the Eastern Mediterranean, and Southeast Asia, 25% in the Americas, 
22% in Europe and high-income countries, and 20% in the Western Pacific [1]. It's important to 
acknowledge that these statistics exclusively consider women as victims, but it's crucial to recognize 
that both women and men can be victims of IPV, as there can be both male and female offendersFor 
example, in a study conducted in Ireland [2], 32.1% of the participants reported experiencing lifetime 
IPV, with a higher prevalence among females. Specifically, IPV impacted approximately one in three 
females and one in four males in Ireland. Latent class analysis results also revealed that risk factors 
for females included younger age, having children, lower income level, reduced social support, and 
limited social contact. On the other hand, risk factors for males were living in an urban environment, 
having children, and lower social support. The study found that all instances of IPV exposure 

Disclaimer/Publisher’s Note: The statements, opinions, and data contained in all publications are solely those of the individual author(s) and 
contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to people or property resulting 
from any ideas, methods, instructions, or products referred to in the content.

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 28 June 2024                   doi:10.20944/preprints202406.1987.v1

©  2024 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202406.1987.v1
http://creativecommons.org/licenses/by/4.0/


 2 

 

significantly increased the likelihood of experiencing multiple suicide-related phenomena for both 
males and females [2]. In support of this, a study investigating offending behaviors found no main 
effect for gender [3]. Furthermore, gender differences have been found to vary depending on the 
types of offending behaviors and maltreatment profiles. For example, a study [4] found that the risk 
of juvenile delinquency increased significantly for women who had foster care experiences with 
frequent placement changes. An analysis of data from the National Violent Death Reporting System 
in the United States found that 20% of suicides were related to individuals who were experiencing 
intimate partner problems such as breakups, conflict, divorce, and IPV [5]. Circumstances associated 
with an increased likelihood of intimate partner problem-related suicide include interpersonal 
violence, victimization, financial problems, occupational problems, and family problems, while 
suicides not associated with intimate partner problems are more likely to occur in older people and 
to be caused by health problems or crime. In addition, researchers have found that the link between 
suicide and relationship problems may be bidirectional: a violent and dysfunctional couple 
relationship may exacerbate mental health problems that may contribute to difficulties in an intimate 
relationship with a partner [5]. Although some research has identified the condition of 
unemployment and poverty [6,7], internalized social norms [8] and the presence of substance use 
disorders [9,10] as risk factors for violent behavior regardless of gender [11], over time there has 
arisen an ever-increasing need to understand the psychological vulnerability factors associated with 
violence in intimate relationships [12]. One of the psychological variables that has been identified as 
a risk factor for violence in intimate relationships is pathological affective dependence [13], a 
relational condition in which one or both partners adopt violent, controlling, abusive or manipulative 
towards the other and the relationship generates suffering in at least one of the two partners. This 
condition emerges from the dissatisfaction with some fundamental basic needs in the first caregiving 
relationships. It leads people with PAD to remain in problematic relationships where they feel the 
three main goals of love, dignity, and safety frustrated but, despite this, they are unable to leave the 
partner [14]. The PAD condition fuels the perpetuation of the cycle of violence in intimate 
relationships, opening a fundamental question in research on IPV relating to the extent to which early 
relational factors contribute to favoring and maintaining interpersonal violence over time as a coping 
mechanism to manage the unpleasant emotions deriving from the relationship with caregivers and 
live over and over within the relationship with the partner. Various research indicates that the victim 
and the abuser share the same vulnerability factors deriving from adverse early experiences of a 
relational nature [15,16] and that insecure aĴachment is associated with greater risk of IPV 
victimization, revictimization, and perpetration [17,18]. These types of relationships have negative 
consequences on mental and physical health [19–23]. Recently, evidence has revealed that IPV victims 
reported increased symptoms of post-traumatic disorder [24]. Although research in recent years has 
been interested in differentiating between Post Traumatic Stress Disorder (PTSD), complex Post 
Traumatic Stress Disorder (cPTSD), and Borderline Personality Disorder (BPD) to distinguish the 
specific characteristics of these functioning profiles, which have a significant impact on individual 
well-being [25,26], no study has aĴempted to make this distinction by focusing on how these 
characteristics differently impact violence in intimate relationships. Accordingly, we first present the 
distinctions between cPTSD, PTSD, and BPD as documented in the literature, and then, we discuss 
how these differences specifically manifest in the context of intimate partner violence. 

2. Distinctive Features of Complex PTSD, PTSD and BPD 
Since the introduction of the diagnosis of PTSD, it has been recognized that trauma takes on 

more severe and intricate forms when endured over prolonged periods [27]. Nowadays, the diagnosis 
of PTSD in the Diagnostic and Statistical Manual of Mental Disorders [28] falls short of capturing and 
elucidating the complex symptomatology stemming from chronic traumatic experiences [29]. In that 
sense, Herman proposed a first conceptualization of cPTSD [30], highlighting the interpersonal 
nature of severe and repeated traumatic experiences. This new definition emphasizes two key 
aspects: firstly, the societal framework enabling the exploitation of a marginalized group, and 
secondly, the relational aspect of the trauma. Indeed, it illuminates a condition of captivity, subjected 
to the control and dominance of a perpetrator. 

Based on this idea, a comprehensive definition of complex traumatization has been proposed, 
emphasizing the nature of the complex trauma within developmental stressors. According to this 
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perspective, traumatic stressors are characterized by being (1) repetitive and prolonged, (2) involving 
direct and indirect harm, and/or neglect and abandonment by caregivers, (3) occurring during 
developmental phases of vulnerability, and (4) posing a significant threat to a child’s development 
trajectory [31]. However, evidence suggests that while developmental trauma increases the risk of 
developing PTSD, it is not necessarily a prerequisite [32].  

The 11th edition of the International Classification of Diseases [33], recently introduced the 
“sibling” diagnosis of PTSD and the newly added cPTSD [34]. This was a turning point in the field of 
traumatic stress research following a prolonged controversy concerning the nosological status and 
composition of the proposed cPTSD construct [35–38] with its validity as a clinical syndrome has been 
questioned primarily due to overlapping symptomology with other trauma-related disorders [39]. In 
particular, both PTSD and cPTSD diagnoses are now categorized under the general classification of 
“disorders specifically associated with stress” [34,40]. This classification helps to classify the trauma-
related symptoms without implying a static and unmodifiable disposition as with the term 
"personality disorder", but rather as a set of symptoms that may lead to change.  

To delineate the specific nature of cPTSD, we will outline the main differences between (1) 
cPTSD and PTSD, and (2) cPTSD and BPD. Afterwards, we will compare these profiles with reference 
to violence in intimate relationships and with respect to the IPV victims and offenders. Indeed, those 
diagnoses are often described in the literature as having overlapping clusters and symptoms [41] with 
consequences on the chosen treatment. 

2.1. Complex Post-Traumatic Stress Disorder and Post-Traumatic Stress Disorder 
The diagnostic criteria for cPTSD have undergone evolution over time, with the latest 

description in the ICD-11 [33], and a huge amount of research and clinical evidence that points out 
the need for a differentiated diagnosis between PTSD and cPTSD.  

A DSM-IV team specializing in PTSD identified 27 main symptoms in these groups and 
proposed a new diagnostic category called “extreme stress disorder not otherwise specified” [42], 
also known as complex PTSD [30]. Even the WHO ICD-11 now includes a distinction between the 
diagnosis of PTSD and cPTSD, which encompasses the three clusters of diagnostic criteria for PTSD 
(i.e., re-experience of trauma, avoidance of trauma-related stimuli, and a sense of current threat). 
Additionally, the presence of other psychopathological elements complicates prognosis and 
treatment further impairing the individual’s functionality in different areas (e.g., work and 
relationships). These symptoms are defined as disturbances in self-organization, including affective 
dysregulation, negative self-concept and disturbances in relationships [25].  

Psychological elements, that could characterize cPTSD [29,30], include: (1) Exposure to severe 
trauma and chronic, prolonged, and repeated interpersonal abuse; (2) AĴachment failure, which is 
typical in the life story of people with cPTSD, along with several episodes of repeated traumatization 
in childhood; (3) Inadequate sense of self, altered paĴerns, emotional dysregulation, and impulse 
control [43]; (4) Poorer treatment adherence and outcomes, with challenges in achieving effectiveness 
(5) Worse prognosis and extended course also due to heightened functional impairment; (6) Major 
comorbidities, (such as anxiety disorders, mood disorders, somatization disorders and personality 
disorders [43], than individuals who did not meet the criteria for PTSD; (7) Higher risk factors for 
psychopathology (e.g. dissociation, self-injurious behaviors, substance abuse). These characteristics 
led researchers to define eight symptom clusters that characterize cPTSD [44]: 

1. Affective dysregulation (e.g. shifts in affective regulation that may occur as enduring feelings of 
dissatisfaction, tendencies towards self-harm or suicidal thoughts, explosive or notably restrained 
anger, compulsive or inhibited sexual behaviors, suppressed or unpredictable emotional responses); 

2. Behavioral dysregulation (e.g. difficulties in controlling impulses, violence towards others, risky 
behaviors); 

3. Impairments in interpersonal relationships (i.e. avoidance, isolation and withdrawal, disruption in 
intimate relationships, repeated search for a helper with pervasive or dysfunctional demands for care 
and reassurance, persistent distrust, repeated failures of self-protection); 

4. AĴentional or monitoring difficulties in the ability to direct or shift aĴention away from trauma-
associated stimuli; 

5. Dissociation - alterations in consciousness (e.g. amnesia or hypermnesia due to traumatic events, 
transient dissociative episodes, depersonalization/derealization); 
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6. Somatic suffering (e.g., chronic pain, difficulty in regulating nervous system activation); 
7. Dissociative identity symptoms (i.e. altered self-concept with extremely fluctuating, unstable, and 

chaotic representations; 
8. Altered meaning systems (i.e. negative self-concept symptoms defined in terms of persistent beliefs 

about oneself as beliĴled, defeated, or worthless and are accompanied by deep and pervasive feelings 
of shame, guilt, or failure) [34,40]. Affective dysregulation, negative or altered self-concept, and 
disturbances in relationships are the three additional clusters of symptoms that, according to ICD-11, 
reflect disorders in self-organization [34,45,46]. 

Various studies have investigated the vulnerability factors predisposing to the development of 
cPTSD. Among these, early experiences of torture, interpersonal violence, neglect, abuse, genocide 
[47], traumatic bereavement, domestic or intimate partner violence [12–14,48], institutional abuse, 
e.g. that which may occur within foster care [49], or traumatic experiences in war refugees [50] were 
identified as relevant factors in developing cPTSD [51]. 

PTSD is a potential clinical outcome subsequent to encountering a traumatic stressor, delineated 
in the 11th edition of the International Classification of Diseases [33] by three primary criteria: reliving 
the event, such as via flashbacks and nightmares; avoiding reminders; and experiencing a prevailing 
sense of imminent danger often characterized by heightened vigilance. Unlike the ICD-11, the latest 
edition of the DSM-5-TR [28] doesn't include a diagnosis specifically for complex PTSD. Indeed, it 
acknowledges the diversity of symptoms observed across different trauma populations by 
broadening the range and types of symptoms covered under the PTSD diagnosis. For instance, the 
DSM-5 introduces a symptom cluster related to negative alterations in mood and cognitions, along 
with a dissociative subtype to address certain aspects of affect disturbance and self-perception [28,52]. 
However, the authors stress that these expansions have raised concerns about the practicality of the 
diagnosis due to the potential for generating numerous symptom profiles under a single diagnosis 
and the challenges in translating diagnosis into treatment planning [52]. The findings from Hyland 
and colleagues [32] indicate that the revised model of psychotraumatology proposed for ICD-11 
establishes a more stringent criterion for diagnosis compared to the DSM-5. While both systems 
generally agreed on who should receive a diagnosis, there was a notable subset of individuals who 
met the criteria for PTSD diagnosis according to DSM-5 but not under ICD-11. Specifically, PTSD 
symptomatology includes the typical eight symptom clusters [26], also shared with other types of 
disorders (e.g. mood disorders, personality disorder). The overlap is primarily focused on deficits in 
interpersonal functioning, emotion regulation, and self-perception [26,28,33,53]. The ICD-11 cPTSD 
diagnosis includes six symptom clusters, highlighting key distinctions from PTSD. While three 
clusters align with PTSD symptoms (re-experiencing, avoidance, and sense of threat), cPTSD 
introduces three additional clusters related to disturbances in self-organization (DSO), specifically 
addressing affect dysregulation, negative self-concept, and relationship difficulties. The 
differentiation between PTSD and cPTSD has garnered support from various researchers. According 
to Brewin and colleagues [54], several studies have identified at least two distinct symptom profiles. 
One profile characterizes a group with elevated levels of symptoms across all six clusters of cPTSD 
(re-experiencing, avoidance, sense of threat, affect dysregulation, negative self-concept, and 
disturbances in relationships), while another profile reflects high levels of PTSD symptoms but low 
levels of symptoms related to disturbances in DSO. Looking at recent studies investigating the 
discriminant validity of cPTSD in refugees, a two-class solution through Latent Class Analysis 
emerged, supporting a different psychopathological profile among PTSD and cPTSD [50,54–56]. 
Indeed, these results add to a large and growing empirical literature supporting the discriminant 
validity of PTSD and cPTSD amongst samples taken from culturally and trauma diverse backgrounds 
[56]. These findings suggest that the characteristics of each disorder are linked to distinct groups of 
individuals, indicating clear differences between them.  

2.2. Borderline Personality Disorder and Complex Post-Traumatic Stress Disorder 
The accuracy and utility of clinical assessments for adults who experienced chronic childhood 

maltreatment are often compromised by clinicians' inability, due to a lack of clarity, to address 
complex psychological functionings, frequently resulting in comorbid diagnoses [57–59]. Incorrect 
formulations can hinder the delivery of safe and effective treatments [60,61]. These adults commonly 
receive multiple comorbid diagnoses, especially with BPD and PTSD [59,62].  
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Looking at the two profiles, emotional dysregulation occurs in both cPTSD and BPD but, while 
in cPTSD there is a chronic difficulty in finding comfort when distressed, in BPD there is an extreme 
and uncontrolled anger and profound emotional dyscontrol [63]. As for anger, suicidal and self-
injurious behaviors occasionally occur in cPTSD, while they are more central and frequently in BPD 
[25]. In cPTSD, the negative perceptions of self-experience tend to center around a chronic sense of 
guilt, shame, and worthlessness [64], in contrast to a more unstable and fragmented sense of self 
present in BPD. While both BPD and cPTSD entail severe relationship challenges, they manifest 
differently in terms of relational paĴerns. In BPD, there's a pronounced reactive hostility within 
relationships, often accompanied by a cycle of intense aĴachment and detachment to avoid perceived 
abandonment [25]. Individuals with BPD often have an overwhelming need for closeness and may 
exhibit demanding behaviors to fulfill this need, while in cPTSD, dysregulation is characterized by 
both avoidance and detachment, rooted in a fear of proximity and intimacy with others [54,65]. The 
fear of intimacy may moderate the need for closeness, leading individuals to cope by maintaining 
distance in relationships, perceiving them as too risky. This fear of intimacy is systematically 
accompanied by a continuous perception of experienced betrayal and a serious emotional 
detachment within relationships [45], and secondary feelings of sadness due to the failure to achieve 
affective and interpersonal goals. They may desire a relationship, but feelings of shame and worry 
about burdening others lead them to refrain from pursuing one. In contrast, the desire for closeness 
in BPD takes the form of intense anger and restraint, coupled with a terror of abandonment. They 
often oscillate between demanding closeness and resorting to impulsive threats of abandonment to 
avoid being left. As Ford and Courtois summarized, "hypervigilance related to being harmed" would be 
at the core of cPTSD, while "extreme sensitivity (which can take the form of hypervigilance) to perceiving 
oneself as abandoned" would be at the heart of the BPD [41]. In addition to analyze symptom overlap 
across the constructs of cPTSD, PTSD, and BPD, it is also important to identify their common 
characteristics. Impairments in interpersonal relationships and social emotions (e.g. feelings of guilt, 
shame and self-blame) are components of these three disorders [41]. Some evidence in the PTSD 
population confirmed that there is a prevalence of shame, self-blame and guilt [66,67] as well as the 
ways interpersonal dysfunction exacerbates PTSD by increasing social isolation [68]. BPD is also 
marked by high levels of shame and self-blame, and individuals with cPTSD are described as 
experiencing pervasive difficulties in relationship functioning [13,14,31]. This is somewhat 
unsurprising given that trauma exposure or neglected childhood environments theoretically disrupt 
the developing interpersonal and emotional systems, which thereby takes a toll on emotions related 
to self-perception and self-worth, in addition to the abilities to relate to and trust in others [30,65,69]. 
There is therefore a connection between these symptoms and those of cPTSD, with the same life 
domains (i.e., affect regulation, relationships, and self-beliefs) typically affected [70].   

Saraiya and colleagues [71] found that individuals with PTSD, cPTSD and BPD have the highest 
levels of psychological distress, traumatic event history, adverse childhood experiences, and PTSD 
symptoms. However, shame was the only social emotion to significantly differ between them. 
Furthermore, shame may be an important emotion that differentiates between presentation severities 
following trauma exposure [64,71]. 

In addition, dissociation has been associated with cPTSD [72] and BPD likewise [73]. These 
similarities have prompted some authors to suggest reclassification of BPD as a trauma-related 
disorder [74]. Although BPD and cPTSD share some analogies (as do cPTSD and PTSD), it is not 
appropriate to consider cPTSD as a subtype of BPD. Evidence suggests that a sub-group of BPD 
patients, who often but not always have comorbid PTSD, may be best understood and treated if 
cPTSD is explicitly addressed as well BPD [41]. A beĴer differentiated empirically-grounded view of 
cPTSD, BPD, and PTSD is a high priority for the advancement of clinical practice and research with 
traumatized adults.  

In a recent review, Paris [75] found some difficulties to reconceptualize some cases of BPD within 
the newer diagnosis of cPTSD. The cPTSD construct focuses on the role of childhood trauma in 
shaping relational problems in adulthood, difficulties that have been previously seen as features of a 
personality disorder. The cPTSD model fails to include the role of heritable personality traits, as an 
element of psychosocial risk factors.  

In the following section, we will delineate the differences between cPTSD, PTSD and BPD within 
the framework of IPV. The focus is on the differences delineated in the literature between offenders 
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and victims concerning various subcomponents of traumatic symptoms, types of violence, 
victim/offender roles, and symptom classes. 

3. IPV as a Cross-CuĴing Factor between PTSD, cPTSD and BPD 
In light of the distinct symptom clusters of cPTSD, PTSD,  and BPD, we wonder how these 

profiles are differently associated with IPV, and which of them is more appropriate in describing the 
condition of victims and offenders. It is well known that early adverse and traumatic experiences lead 
to difficulties in intimate and interpersonal relationships in general [76] and represent a significant 
risk factor for anxiety and depressive disorders in adulthood [77,78]. Concerning possible 
mechanisms that intervene in this relationship, several studies have focused on the role of 
impairment in emotional regulation resulting from parents' derogatory and denigrating behaviors 
towards the child and the consequent negative emotions repeated over time [79,80]. Emotional 
regulation difficulties affect interpersonal functioning and are negatively associated with warmth, 
assertiveness, positive relationships, and intimacy [81,82]. 

Concerning the association between cPTSD and IPV, Karaĵias and colleagues [83] stated that 
cPTSD appears to be significantly associated with maladaptive regulation strategies. Indeed, children 
raised in turbulent, unpredictable, or unsupportive environments develop specific strategies for 
managing their emotions in order to adapt to the environment (e.g., avoidance), which, although they 
may be adaptive in the short term, interfere with abilities for long-term adaptation in the broader 
relational context [84]. Furthermore, in response to interpersonal trauma, negative beliefs about 
oneself can combine with the negative evaluation of others (e.g., that they are dangerous or 
unreliable), contributing to the emergence of feelings of threat and paranoia [85]. The idea of others 
as dangerous can increase the risk of violence to manage the perceived threat [86]. Indeed, the results 
of the MacArthur study on violence risk revealed that suspiciousness significantly predicts 
subsequent violent behavior, including physical and verbal aggression [87]. In line with this, recent 
research has shown how self-hatred, a dimension significantly present in trauma [88], mediates the 
relationship between paranoia and hetero-directed hostility, and this relationship increases 
depending on how much the individual feels deserves self-persecution [89].  

Moreover, these findings are  equally factual for individuals with PTSD, in whom a higher 
likelihood of perceiving unrealistic threats and a higher hostile evaluation of events has been found 
[90]. Some studies on veterans have suggested that such impairments explain the dysregulation  of 
anger and the perpetration of both physical and psychological IPV in PTSD [91]. Research on PTSD 
and IPV has focused more on the development of traumatic symptoms following partner 
victimization and as a risk factor for re-victimization. Alterations at psychological, biological, 
neurological, physiological, and behavioral levels have been found in victims as a consequence of 
IPV [92]. Some studies, therefore, investigated how PTSD symptoms promoted revictimization, 
finding that disengaged coping, in particular, led to a much higher risk of partner revictimization at 
a six-month follow-up [93]. This finding is consistent with the inability to separate from the partner 
present in victims of violence [14]. The dimension of PTSD that has shown the strongest associations 
with IPV is hyperarousal, which predisposes to violence towards the partner through different 
pathways, e.g., sleep problems related to hyperarousal [94]. Recent research, however, has also found 
moderate associations with emotional numbing [95], which could be an essential risk factor for IPV 
resulting from the depletion of internal resources due to the effort to avoid emotions associated with 
trauma. 

Several studies have investigated the psychological consequences of IPV to understand whether 
it is differentially linked to PTSD rather than cPTSD symptomatology. A study comparing the 
presence of PTSD and cPTSD symptoms in women victims of violence found that the prevalence of 
cPTSD was twice that of PTSD, with high levels of fear associated with re-experiencing, avoidance, 
sense of current threat and disturbances in relationships [96]. In contrast, a high prevalence of 
traumatic events and PTSD symptoms was found in a study that aimed to investigate the presence of 
traumatic symptoms among male perpetrators of IPV in Israel [27]. Interestingly, the authors found 
that cumulative lifetime trauma was associated with PTSD symptoms, while cumulative childhood 
violence was associated with the DSO cluster in perpetrators of IPV. Another study also found that 
in men who were perpetrators of violence, the component of DSO was preeminent compared to PTSD 
symptoms, which were still present, as an effect of childhood victimization [97]. Indeed, DSO 
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problems are associated with severe problems in intimate partner relationships, including 
psychological violence as both victim and perpetrator and the perpetration of sexual IPV [98]. This 
result indicates that this dimension is the most connected to psychological violence in the partner's 
intimate relationships in the form of emotional abuse and alternating relational instability and 
disengagement [99]. It is possible, therefore, that the perception of one's internal states and those of 
the partner as uncontrollable or dangerous leads to the implementation of solution aĴempts based 
on control and power in the relationship, leading to higher levels of violence. Another research by 
Dyer and colleagues [100] found that physical aggression was the form of aggression that best-
distinguished individuals with cPTSD and PTSD, with cPTSD showing a stronger association. 
Furthermore, high hostility is present in both PTSD and cPTSD, reflecting aĴitudes of biĴerness and 
resentment [101]. Hostility may take on different meanings in these two profiles: whereas in PTSD, it 
could be a defensive response associated with the idea of the other as unpredictable, in cPTSD, there 
could be the addition of a component indicative of the desire to obtain compensation as a 
consequence of the trauma [12,14].  

Regarding the relationship between BPD and IPV, this diagnosis seems to be present in both 
men and women who perpetrate violence [10,102], rather than in victims, showing strong 
associations with different types of IPV (i.e., psychological, physical, and sexual) [103]. Research by 
Munro and Selbom [104] investigated how BPD traits considered at a dimensional level were 
associated with different forms of IPV, finding that hostility was more linked with the physical and 
psychological forms of IPV, while risk taking and suspiciousness were related to the physical and 
sexual form. It is essential to underline that BPD has also been found in victims of IPV, but in the 
form of personality traits and, in any case, associated with PTSD [105]. Furthermore, the 
characteristics of BPD that constitute a more significant risk factor for victimization are fear of 
rejection, loneliness, and identity instability [106]. Pugliese [13] showed that under the condition of 
IPV, victims behave as if they would have a personality disorder, as the offender's behavior is a trigger 
of their dysfunctional traits. These dysfunctional traits disappear when they are out of the violent 
condition. Even a study that evaluated the predisposition to IPV in borderline personality functioning 
did not find a mediating role in sensitivity to rejection but rather in anger, which is a characteristic 
equally present in cPTSD [107]. It would seem that, as with the other profiles, in BPD, there are 
specific functioning characteristics that are associated differently with IPV and with victims vs. 
offenders. Indeed, affective instability and interpersonal disorders (e.g., separation concerns) play an 
important role in IPV perpetration, while identity disorders play an essential role in IPV victimization 
[106]. These data are in line with the results that emerged about pathological affective dependence, a 
significant risk factor for IPV, characterized by an unstable self-image [14]. In general, BPD has been 
studied more in offenders than in victims, so it is possible that the data available to date are not fully 
explanatory of its relationship with IPV. These results highlight how IPV emerges as a phenomenon 
that is linked to various psychological factors, taking on specific characteristics about the type of 
violence and the role of the offender rather than the victim. Furthermore, the research highlights how 
IPV can be expressed differently in PTSD, cPTSD, and BPD profiles, starting from vulnerability 
factors that include individual traumatic experiences and the specific sequelae connected to them and 
are accompanied by equally peculiar cognitive-affective paĴerns and behaviors that favor violence in 
intimate relationships. 

5. Discussions and Conclusions 
Evidence on cPTSD still faces challenges in distinguishing this disorder from others that appear 

similar, such as PTSD and BPD [59]. The overlap between these three diagnostic categories and their 
symptoms, along with the resulting inaccuracy in clinical assessments, compromises the efficacy of 
treatments [60,61,108]. This research has two objectives: 1) to contribute to the current literature by 
addressing the ongoing scientific debate surrounding these three main psychological conditions, 
which are often confused or considered interchangeable; 2) to investigate if and how these siblings' 
diagnoses are differently associated with the complex condition of IPV. Accordingly, this article 
initially describes the specific clinical characteristics of the cPTSD focusing on the recent literature. 
Results show that cPTSD is characterized by: affective dysregulation, behavioral dysregulation, 
impairments in interpersonal relationships, aĴentional difficulties to stimuli related to the trauma, 
dissociation, somatic distress, dissociative identity symptoms, and altered self-perception. Then the 
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focus is to understand differences and similarities between cPTSD and the two related disorders 
(PTSD and BPD) which manifest overlapped clusters of symptoms. Results show that differently from 
the PTSD, the ICD-11 cPTSD diagnosis includes six symptom clusters: three overlaps with PTSD (re-
experiencing, avoidance, and sense of threat), and three additional clusters related to DSO (affect 
dysregulation, negative self-concept, and relationship difficulties). Regarding the relationship 
between cPTSD and BPD, results indicate some overlapping symptoms such as emotional 
dysregulation, hyperarousal, and difficulties in interpersonal relationships. While these diagnoses 
intersect in some areas, there are also several important differentiating elements. Specifically, coping 
mechanisms that patients implement to deal with these symptoms are different. For instance, 
emotional dysregulation in cPTSD individuals is expressed in a chronic difficulty in finding comfort 
when distressed while BPD expresses extreme and uncontrolled anger as an external mechanism [63]. 
The emotions experienced during emotional dysregulation in cPTSD are linked to the sense of guilt, 
shame and worthlessness, while BPD shows a more fragmented and disrupted sense of self [64]. As 
for the intense hyperarousal, cPTSD is related to avoidance following intrusive reliving of traumatic 
memories and related to a persistent fear of tomorrow, with also intense emotional suffering and a 
self-perception of uselessness, shame and guilt. These symptoms are systematically accompanied by 
a continuous fear of intimacy and a perception of experienced betrayal and a serious emotional 
detachment within relationships [45] that results in an intense emotion of sadness. In BPD, the 
hyperarousal passes through the perception of anger in combination with fear of abandonment and 
impulsive acting out in relationships. Moreover, in cPTSD the difficulties at the interpersonal levels 
seem to be characterized by avoidance and detachment based on fear of the proximity and intimacy 
of the other [54,65], while BPD patients show reactive relational hostility alternating entanglement 
and disengagement in order to avoid a real or imagined abandonment [25].  

Finally, the main aim of this work was to investigate how the sibling diagnosis of cPTSD, PTSD, 
and BPD are related within the context of IPV, and whether they are differently associated with the 
roles of IPV victim or offender. This critical review shows that, even concerning the relationship of 
these profiles with IPV, some elements in common between the three diagnostic categories can be 
found, while others are specifically characterizing for each category. The component of 
suspiciousness that predisposes to IPV is present in the three diagnoses but in different forms. In 
cPTSD, it is connected to the fear of intimacy and closeness in the form of a fear of being able to relive 
the traumatic experience [45], while in PTSD, it is more linearly associated with impairments in the 
interpretation of events [90]. On the contrary, in BPD, suspiciousness falls within the dimensional 
conceptualization of the disorder [104] but is probably more connected to the fear of rejection, which 
would risk confirming a belief of being unworthy. Another IPV-related characteristic that the profiles 
have in common concerns anger. However, while PTSD and cPTSD take the form of interpersonal 
hostility more expressed at an internalized level, in BPD, it is more uncontrolled and externally 
expressed [63]. It is no coincidence that this type of externalized hostility in BPD is more connected 
to offenders than to victims of IPV [109] and has frequently been found in women who perpetrate 
violence [10,102]. In men who perpetrate violence, however, there would appear to be a more 
significant contribution of the DSO component compared to the others [97], and this emerges as the 
factor that most predicts severe forms of IPV, including sexual IPV [98]. Regarding forms of violence, 
it has been found that physical violence is more connected to cPTSD [100] and psychological and 
sexual abuse to DSO [98,99], while all forms of IPV are associated with BPD [103]. A risk factor for 
IPV, however, appears to be the instability of the sense of self, which is associated with a greater 
probability of victimization [106] and is a factor also present in pathological affective dependence, a 
psychological condition found in victims of violence [13]. Regarding PTSD, the specific characteristic 
that seems to predispose to IPV concerns hyperarousal following the trauma [94], and this data seems 
consistent with the idea that the activation resulting from a perceived sense of threat can more easily 
lead to defense responses that can take on violent characteristics. PTSD symptoms have been 
associated more with IPV victims than perpetrators [93], although they have also been found in some 
studies involving IPV perpetrators [27,97]. However, it must be considered that in these studies, 
PTSD was investigated as opposed to cPTSD in offenders [27] and that the DSO component was the 
most associated with forms of violence related to abuse [98].  

The most relevant distinction that emerges in the declination of trauma in IPV is as follows. With 
some exceptions, in the context of IPV, cPTSD acts as a predisposing factor for both victims and 
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offenders. In contrast, PTSD is identified more as a psychopathological consequence of IPV and as a 
risk factor for re-traumatization. BPD, on the other hand,overlaps with cPTSD in constituting a critical 
risk factor for IPV, but more about violence perpetrated than violence suffered. The dimensions of 
BPD seem to be across the board for victims and offenders. However, the systematic review by 
Guzmán and colleagues [109] reveals mixed results with gender differences. BPD was found more in 
offenders, especially female offenders, but there is also a disparity in the number of studies that 
considered BPD in victimization. Furthermore, it is essential to note that BPD is a disorder that is 
more prevalent in women than in men, accounting for 75% of individuals with this diagnosis [28]. 
BPD characteristics consisting of alcohol abuse and hostility are associated with a risk of perpetration 
[107,110], whereas fear of rejection and identity instability for victimization in IPV [106]. In the light 
of these results, it is, therefore, possible to conclude that on one hand that the difference in IPV is 
associated with the number of borderline symptoms and the consequent functional impairment, on 
the other that many studies that have investigated the associations with IPV have not taken into 
account the differentiation between different profiles traumatic events and how the overlap of 
symptoms and clusters is expressed in IPV. In BPD, hostility is most strongly associated with physical 
and psychological forms of IPV, whereas risk-taking and suspiciousness are associated with physical 
and sexual forms [104]. This result is consistent with the known relationship between suspicions of 
infidelity and impulsive responses underlying gender-based violence perpetrated by men [111]. 
However, no study has investigated the same relationship in women. Moreover, DSO represents a 
hybrid psychological cluster which can be considered as both a predisposing and consequent factor 
in relation with IPV. This can be explained in light of the transdiagnostic role of DSO symptoms 
among the three psychopathologies. In conclusion, the overlap between PTSD, cPTSD, and BPD is an 
issue of clinical relevance that poses several treatment-related questions that research is beginning to 
answer. The peculiar characteristics of these profiles begin to emerge about various factors that 
concern vulnerability, cognitive-affective states, coping, and the consequent psychological suffering. 
One of the most relevant aspects is the link that each of these profiles has with IPV, a phenomenon 
that has a massive impact on health globally [1]. The data confirm how IPV constitutes a multifactorial 
phenomenon that can take on phenomenologically diverse characteristics, but how much these 
characteristics are influenced by specific psychological functioning that emerges in response to 
trauma. Considering these distinctions and outlining paths that are increasingly comprehensive of 
the peculiar cognitive and behavioral mechanisms involved in IPV is fundamental if we want to be 
able to counteract a phenomenon of this magnitude on both a psychological and social level. The fact 
that PTSD, cPTSD, and BPD are associated differently with IPV should, therefore, open a new 
research question regarding which of these conditions is associated with more significant harmful 
outcomes. At the same time, there are still several gaps in this regard. Indeed, for example, even if it 
is known that suspicions of infidelity are among the main factors that predispose to violence and 
homicide in intimate relationships [111], there are no studies that have investigated in which cases 
jealousy can take pathological forms or be associated with specific psychological functioning that 
increase the risk of IPV. According to DuĴon and colleagues [112], anger, jealousy, BPD organization, 
and trauma symptoms are significantly correlated with the frequency of perpetration of verbal and 
physical IPV. However, there is very liĴle research on this topic. Similarly, some cognitive processes 
or dysfunctional relational coping that may promote IPV have also not been investigated in their 
associations with PTSD, cPTSD and BPD conditions, e.g., angry rumination or revenge. This was the 
first study to compare PTSD, cPTSD, and BPD in IPV. However, there are no experimental studies 
providing information on the incidence rates of these disorders in IPV and comparing them in victim 
and offender samples. The lack of clarity on these mechanisms and their relationship with IPV leaves 
open the possibility that there are further traumatic profiles related to this phenomenon with equally 
specific features that need to be investigated. It is possible to hypothesize the existence of a fourth 
condition that somehow encompasses the three diagnoses but is specific to IPV, known as 
Pathological Affective Dependence (PAD) [12–14]. PAD has not yet been included in the diagnostic 
criteria, although the aĴention of clinicians and professionals has grown. Pugliese and colleagues [14] 
describe PAD as a relational dynamic where at least one partner suffers due to the abusive behaviors 
of the other. It is primarily marked by an internal conflict between the desire to separate and the need 
to save the relationship at all costs, coupled with the perception of an inability to leave an abusive 
partner. Since PAD is present in victims, it may be equally important to investigate its counterpart, 
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known as counter-dependency, in its relationship with IPV. Indeed, both conditions underlie a 
difficulty in regulating dependency needs in intimate relationships, with possible implications for 
relational satisfaction and different impact on IPV. Studies capable of measuring and intervening 
early in both of these conditions are crucial if we truly want to contribute to counteract the 
phenomenon of IPV. 

Author Contributions: Conceptualization, E.P, F.VC. and C.P..; writing—original draft preparation, E.P., F.VC., 
C.P, L.C.; writing—review and editing, E.P., F.VC.; visualization, E.P. F.VC, C.P., L.C., L.C., L.C., F.G.; S.F., F.M.; 
supervision,  E.P, F.VC., C.P., S.F., F.M.; project administration, E.P.; F.VC..; All authors have read and agreed 
to the published version of the manuscript. 

Funding: This research received no specific grant from funding agencies in the public, commercial or not-for-
profit sectors. 

Institutional Review Board Statement: Not applicable. 

Conflicts of Interest: The authors declare no conflicts of interest. 

References 
1. World Health Organization. (2021). World health statistics 2021: monitoring health for the SDGs, 

sustainable development goals.  
2. Joksimovic, N., Vallières, F., & Hyland, P. (2023). Gender differences in intimate partner violence: Risk 

factors and associations with suicide. Psychological trauma: theory, research, practice, and policy. 
hĴps://doi.org/10.1037/tra0001457 

3. Swanston, H. Y., Parkinson, P. N., O'Toole, B. I., PlunkeĴ, A. M., Shrimpton, S., & Oates, R. K. (2003). 
Juvenile crime, aggression and delinquency after sexual abuse: A longitudinal study. British Journal of 
Criminology, 43(4), 729-749. hĴps://doi.org/10.1093/bjc/43.4.729 

4. Ryan, J. P., Hong, J. S., Herz, D., & Hernandez, P. M. (2010). Kinship foster care and the risk of juvenile 
delinquency. Children and Youth Services Review, 32(12), 1823-1830. 
hĴps://doi.org/10.1016/j.childyouth.2010.08.003 

5. Stanley, S. M., Barton, A. W., Ritchie, L. L., Allen, M. O., & Rhoades, G. K. (2023). The Stable Low-Conflict 
Index: A policy-relevant outcome in government-funded relationship education efforts. Family Relations, 
72(5), 2647-2663. hĴps://doi.org/10.1111/fare.12845 

6. Carlson, B. E., Worden, A. P., van Ryn, M., & Bachman, R. (2001). Violence against women: Synthesis of 
research for service providers. US Department of Justice, Office of Justice Programs, National Institute of 
Justice. 

7. Goodwin, S. N., Chandler, D., Meisel, J., California Institute for Mental Health, & United States of America. 
(2003). Violence against women: The role of welfare reform, summary report. California Institute for Mental 
Health, & United States of America. 

8. Jewkes, R. (2002). Intimate partner violence: causes and prevention. The lancet, 359(9315), 1423-1429. 
hĴps://doi.org/10.1016/S0140-6736(02)08357-5 

9. Crane, C. A., Oberleitner, L., Devine, S., & Easton, C. J. (2014). Substance use disorders and intimate partner 
violence perpetration among male and female offenders. Psychology of Violence, 4(3), 322. 
hĴps://doi.org/10.1037/a0034338 

10. Stuart, G. L., Moore, T. M., Hellmuth, J. C., Ramsey, S. E., & Kahler, C. W. (2006). Reasons for intimate 
partner violence perpetration among arrested women. Violence against women, 12(7), 609-621. 
hĴps://doi.org/10.1177/1077801206290173 

11. Carney, M. M., & BuĴell, F. P. (2005). Exploring the relevance of aĴachment theory as a dependent variable 
in the treatment of women mandated into treatment for domestic violence offenses. Journal of offender 
rehabilitation, 41(4), 33-61. hĴps://doi.org/10.1300/J076v41n04_02 

12. Pugliese, E. (2023). Un’analisi del ruolo della dipendenza affeĴiva come faĴore di rischio per la violenza 
nelle relazioni intime: Profili psicopatologici, scala e intervento. Cognitivismo Clinico, 20(2), 153-170. 
10.36131/COGNCL20230201 

13. Pugliese, E., Mosca, O., Saliani, A. M., Maricchiolo, F., Vigilante, T., Bonina, F., ... & Mancini, F. (2023b). 
Pathological Affective Dependence (PAD) as an Antecedent of Intimate Partner Violence (IPV): A Pilot 
Study of PAD’s Cognitive Model on a Sample of IPV Victims. Psychology, 14(2), 305-333. 
hĴps://doi.org/10.4236/psych.2023.142018 

14. Pugliese, E., Saliani, A. M., Mosca, O., Maricchiolo, F., & Mancini, F. (2023a). When the War Is in Your 
Room: A Cognitive Model of Pathological Affective Dependence (PAD) and Intimate Partner Violence 
(IPV). Sustainability, 15(2), 1624. hĴps://doi.org/10.3390/su15021624 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 28 June 2024                   doi:10.20944/preprints202406.1987.v1

https://doi.org/10.20944/preprints202406.1987.v1


 11 

 

15. Clemens, V., Fegert, J. M., Kavemann, B., Meysen, T., Ziegenhain, U., Brähler, E., & Jud, A. (2023). 
Epidemiology of intimate partner violence perpetration and victimisation in a representative sample. 
Epidemiology and psychiatric sciences, 32, e25. doi:10.1017/S2045796023000069 

16. Thompson, M. P., Salĵman, L. E., & Johnson, H. (2003). A comparison of risk factors for intimate partner 
violence–related injury across two national surveys on violence against women. Violence against women, 
9(4), 438-457. hĴps://doi.org/10.1177/10778012022509 

17. DuĴon, D. G., & White, K. R. (2012). AĴachment insecurity and intimate partner violence. Aggression and 
violent behavior, 17(5), 475-481. hĴps://doi.org/10.1016/j.avb.2012.07.003 

18. Henderson, A. J., Bartholomew, K., Trinke, S. J., & Kwong, M. J. (2005). When loving means hurting: An 
exploration of aĴachment and intimate abuse in a community sample. Journal of family violence, 20, 219-
230. hĴps://doi.org/10.1007/s10896-005-5985-y 

19. Johnson, M. P. (2008). A typology of domestic violence. Upne. 
20. Black, M. C. (2011). Intimate partner violence and adverse health consequences: implications for clinicians. 

American journal of lifestyle medicine, 5(5), 428-439. hĴps://doi.org/10.1177/155982761141026 
21. Beydoun, H. A., Beydoun, M. A., Kaufman, J. S., Lo, B., & Zonderman, A. B. (2012). Intimate partner 

violence against adult women and its association with major depressive disorder, depressive symptoms 
and postpartum depression: a systematic review and meta-analysis. Social science & medicine, 75(6), 959-
975. hĴps://doi.org/10.1016/j.socscimed.2012.04.025 

22. Gobin, R. L., Iverson, K. M., Mitchell, K., Vaughn, R., & Resick, P. A. (2013). The impact of childhood 
maltreatment on PTSD symptoms among female survivors of intimate partner violence. Violence and 
victims, 28(6), 984-999. DOI: 10.1891/0886-6708.VV-D-12-00090 

23. Weaver, T. L., & Resick, P. A. (2014). Injury dimensions in female victims of intimate partner violence: 
Expanding the examination of associations with symptoms of posĴraumatic stress disorder. Psychological 
Trauma: Theory, Research, Practice, and Policy, 6(6), 683-690. hĴps://doi.org/10.1037/a0036063 

24. DePierro, J., D'andrea, W., & Pole, N. (2013). AĴention biases in female survivors of chronic interpersonal 
violence: relationship to trauma-related symptoms and physiology. European journal of 
psychotraumatology, 4(1), 19135. hĴps://doi.org/10.3402/ejpt.v4i0.19135 

25. Cloitre, M., Garvert, D. W., Weiss, B., Carlson, E. B., & Bryant, R. A. (2014). Distinguishing PTSD, complex 
PTSD, and borderline personality disorder: A latent class analysis. European journal of 
psychotraumatology, 5(1), 25097. hĴps://doi.org/10.3402/ejpt.v5.25097 

26. Ford, J. D., & Courtois, C. A. (2021). Complex PTSD and borderline personality disorder. Borderline 
personality disorder and emotion dysregulation, 8(1), 16. hĴps://doi.org/10.1186/s40479-021-00155-9 

27. Gilbar, O., Hyland, P., Cloitre, M., & Dekel, R. (2018). ICD-11 complex PTSD among Israeli male 
perpetrators of intimate partner violence: Construct validity and risk factors. Journal of Anxiety Disorders, 
54, 49-56. hĴps://doi.org/10.1016/j.janxdis.2018.01.004 

28. American Psychiatric Association, DSM-5 Task Force. (2013). Diagnostic and statistical manual of mental 
disorders: DSM-5™ (5th ed.). American Psychiatric Publishing, Inc. 
hĴps://doi.org/10.1176/appi.books.9780890425596 

29. Korn, D. L. (2009). EMDR and the treatment of complex PTSD: A review. Journal of EMDR Practice and 
Research, 3(4), 264-278. hĴps://doi.org/10.1891/1933-3196.3.4.264 

30. Herman, J. L. (1992). Complex PTSD: A syndrome in survivors of prolonged and repeated trauma. Journal 
of Traumatic Stress, 5, 377–391. hĴps://doi.org/10.1007/BF00977235 

31. Coventry, P. A., Meader, N., Melton, H., Temple, M., Dale, H., Wright, K., ... & Gilbody, S. (2020). 
Psychological and pharmacological interventions for posĴraumatic stress disorder and comorbid mental 
health problems following complex traumatic events: Systematic review and component network meta-
analysis. PLoS medicine, 17(8), e1003262. hĴps://doi.org/10.1371/journal.pmed.1003262 

32. Hyland, P., Murphy, J., Shevlin, M., Vallieres, F., McElroy, E., Elklit, A., `Christoffersen, M., & Cloitre, M. 
(2017). Variation in post-traumatic response: The role of trauma type in predicting ICD-11 PTSD and 
CPTSD symptoms. Social Psychiatry and Psychiatric Epidemiology, 52, 727–736. 
hĴps://doi.org/10.1007/s00127-017-1350-8 

33. World Health Organization. (2022). ICD-11: International classification of diseases (11th revision). 
hĴps://icd.who.int/ 

34. Maercker, A., Brewin, C. R., Bryant, R. A., Cloitre, M., Ommeren, M., Jones, L. M., Humayan A., Kagee A, 
Llosa A, Rousseau C, Somasundaram, D. J., Souza R, Suzuki Y, Weissbecker I, Wessely SC, Firs MB, Reed 
G.M. (2013). Diagnosis and classification of disorders specifically associated with stress: Proposals for ICD-
11. World Psychiatry, 12, 198–206. hĴps://doi.org/10.1002/wps.20057 

35. Bryant, R. A. (2012). Simplifying complex PTSD: Comment on Resick et al.(2012). Journal of Traumatic 
Stress, 25(3), 252-253. hĴps://doi.org/10.1002/jts.21696 

36. Herman, J. (2012). CPTSD is a distinct entity: Comment on Resick et al.(2012). Journal of traumatic stress, 
25(3), 256-257.  hĴps://doi.org/10.1002/jts.21697 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 28 June 2024                   doi:10.20944/preprints202406.1987.v1

https://doi.org/10.20944/preprints202406.1987.v1


 12 

 

37. Resick, P. A., Bovin, M. J., Calloway, A. L., Dick, A. M., King, M. W., Mitchell, K. S., ... & Wolf, E. J. (2012). 
A critical evaluation of the complex PTSD literature: Implications for DSM-5. Journal of traumatic stress, 
25(3), 241-251. hĴps://doi.org/10.1002/jts.21699 

38. Cloitre, M. (2016). Commentary on De Jongh et al. (2016) critique of ISTSS complex PTSD guidelines: 
Finding the way forward. Depression and Anxiety, 33(5), 355–356. hĴps://doi.org/10.1002/da.22493 

39. Wolf, E. J., Miller, M. W., Kilpatrick, D., Resnick, H. S., Badour, C. L., Marx, B. P., … Friedman, M. J. (2015). 
ICD-11 complex PTSD in US national and veteran samples: Prevalence and structural associations with 
PTSD.Clinical Psychological Science, 3(2), 215–229. hĴps://doi.org/10.1177/2167702614545480 

40. Karaĵias, T., & Levendosky, A. A. (2019). Introduction to the Special section on complex posĴraumatic 
stress disorder (CPTSD): The evolution of a disorder. Journal of Traumatic Stress, 32(6), 817-821. 
hĴps://doi.org/10.1002/jts.22476 

41. Ford, J. D., & Courtois, C. A. (2014). Complex PTSD, affect dysregulation, and borderline personality 
disorder. Borderline Personality Disorder and Emotion Dysregulation, 1, 1-17. hĴps://doi.org/10.1186/2051-
6673-1-9 

42. Pelcoviĵ, D., van der Kolk, B., Roth, S. et al. Development of a Criteria Set and a Structured Interview for 
Disorders of Extreme Stress (SIDES). Journal of Trauma and Stress 10, 3–16 (1997). 
hĴps://doi.org/10.1023/A:1024800212070 

43. Van der Kolk, B. A., Roth, S., Pelcoviĵ, D., Sunday, S., & Spinazzola, J. (2005). Disorders of extreme stress: 
The empirical foundation of a complex adaptation to trauma. Journal of Traumatic Stress: Official 
Publication of the International Society for Traumatic Stress Studies, 18(5), 389-399. 
hĴps://doi.org/10.1002/jts.20047 

44. Connor, P. K., & Higgins, D. J. (2008). The “HEALTH” model–Part 1: treatment program guidelines for 
Complex PTSD. Sexual and Relationship Therapy, 23(4), 293-303. 

45. Cloitre, M., Courtois, C. A., Charuvastra, A., Carapezza, R., Stolbach, B. C., & Green, B. L. (2011). Treatment 
of complex PTSD: Results of the ISTSS expert clinician survey on best practices. Journal of traumatic stress, 
24(6), 615-627. hĴps://doi.org/10.1002/jts.20697 

46. Karaĵias, T., Hyland, P., Bradley, A., Fyvie, C., Logan, K., Easton, P., Thomas, J., Philips, S., Bisson, J. I., 
Roberts, N. P., Cloitre, M., & Shevlin, M. (2019). Is Self-Compassion a Worthwhile Therapeutic Target for 
ICD-11 Complex PTSD (CPTSD)?. Behavioural and cognitive psychotherapy, 47(3), 257-269. 
hĴps://doi.org/10.1017/S1352465818000577 

47. Zerach, G., Shevlin, M., Cloitre, M., & Solomon, Z. (2019). Complex posĴraumatic stress disorder (CPTSD) 
following captivity: a 24-year longitudinal study. European Journal of Psychotraumatology, 10(1), 1616488. 
hĴps://doi.org/10.1080/20008198.2019.1616488 

48. Moreira, A., Moreira, A. C., & Rocha, J. C. (2022). Randomized Controlled Trial: Cognitive-Narrative 
Therapy for IPV Victims. Journal of Interpersonal Violence, 37(5-6), NP2998-NP3014. 
hĴps://doi.org/10.1177/0886260520943719 

49. Knefel, M., Garvert, D. W., Cloitre, M., & Lueger-Schuster, B. (2015). Update to an evaluation of ICD-11 
PTSD and complex PTSD criteria in a sample of adult survivors of childhood institutional abuse by Knefel 
& Lueger-Schuster (2013): A latent profile analysis. European Journal of Psychotraumatology, 6(1), 25290. 
hĴps://doi.org/10.3402/ejpt.v4i0.22608 

50. Hyland, P., Ceannt, R., Daccache, F., Abou Daher, R., Sleiman, J., Gilmore, B., … Vallières, F. (2018). Are 
posĴraumatic stress disorder (PTSD) and complex-PTSD distinguishable within a treatment-seeking 
sample of Syrian refugees living in Lebanon? Global Mental Health, 5(e14), 1-9 
hĴps://doi.org/10.1017/gmh.2018.2 

51. Matheson, C., & Weightman, E. (2021). A participatory study of patient views on psychotherapy for 
complex post-traumatic stress disorder, CPTSD. Journal of Mental Health, 30(6), 690-697. 
hĴps://doi.org/10.1080/09638237.2020.1803229 

52. Maercker, A., Cloitre, M., Bachem, R., Schlumpf, Y. R., Khoury, B., Hitchcock, C., & Bohus, M. (2022). 
Complex post-traumatic stress disorder. The lancet, 400(10345), 60-72. hĴps://doi.org/10.1016/S0140-
6736(22)00821-2 

53. Powers, A., Petri, J. M., Sleep, C., Mekawi, Y., Lathan, E. C., Shebuski, K., ... & Fani, N. (2022). Distinguishing 
PTSD, complex PTSD, and borderline personality disorder using exploratory structural equation modeling 
in a trauma-exposed urban sample. Journal of anxiety disorders, 88, 102558. 
hĴps://doi.org/10.1016/j.janxdis.2022.102558 

54. Brewin, C. R., Cloitre, M., Hyland, P., Shevlin, M., Maercker, A., Bryant, R. A., ... & Reed, G. M. (2017). A 
review of current evidence regarding the ICD-11 proposals for diagnosing PTSD and complex PTSD. 
Clinical psychology review, 58, 1-15. hĴps://doi.org/10.1016/j.cpr.2017.09.001 

55. Frost, R., Hyland, P., McCarthy, A., Halpin, R., Shevlin, M., & Murphy, J. (2019). The complexity of trauma 
exposure and response: Profiling PTSD and CPTSD among a refugee sample. Psychological Trauma: 
Theory, Research, Practice, and Policy, 11(2), 165–175. hĴps://doi.org/10.1037/tra0000408 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 28 June 2024                   doi:10.20944/preprints202406.1987.v1

https://doi.org/10.20944/preprints202406.1987.v1


 13 

 

56. Barbieri, A., Visco-Comandini, F., Alunni Fegatelli, D., Schepisi, C., Russo, V., Calò, F., ... & Stellacci, A. 
(2019). Complex trauma, PTSD and complex PTSD in African refugees. European journal of 
psychotraumatology, 10(1), 1700621. hĴps://doi.org/10.1080/20008198.2019.1700621 

57. D'Andrea, W., Ford, J., Stolbach, B., Spinazzola, J., & Van der Kolk, B. A. (2012). Understanding 
interpersonal trauma in children: why we need a developmentally appropriate trauma diagnosis. American 
journal of orthopsychiatry, 82(2), 187. hĴps://doi.org/10.1111/j.1939-0025.2012.01154.x 

58. Minnis, H. (2013). Maltreatment-associated psychiatric problems: an example of environmentally triggered 
ESSENCE?. The Scientific World Journal, 2013. hĴps://doi.org/10.1155/2013/148468 

59. Lawless, J., & Tarren-Sweeney, M. (2023). Alignment of borderline personality disorder and complex post-
traumatic stress disorder with complex developmental symptomatology. Journal of Child & Adolescent 
Trauma, 16(2), 433-446. hĴps://doi.org/10.1007/s40653-022-00445-6 

60. Spinazzola, J., Ford, J., Zucker, M., van der Kolk, B., Silva, S., Smith, S., & Blaustein, M. (2005). National 
survey of complex trauma exposure, outcome and intervention for children and adolescents. Psychiatric 
Annals, 35(5), 433-439. 

61. Van der Kolk, B. (2016). Commentary: The devastating effects of ignoring child maltreatment in psychiatry–
a commentary on Teicher and Samson 2016. Journal of child psychology and psychiatry, 57(3), 267-270. 
hĴps://doi.org/10.1111/jcpp.12540 

62. Brand, B. L., & Lanius, R. A. (2014). Chronic complex dissociative disorders and borderline personality 
disorder: disorders of emotion dysregulation?. Borderline Personality Disorder and Emotion 
Dysregulation, 1, 1-12. hĴps://doi.org/10.1186/2051-6673-1-13 

63. Carpenter, R. W., & Trull, T. J. (2013). Components of emotion dysregulation in borderline personality 
disorder: A review. Current psychiatry reports, 15, 1-8. hĴps://doi.org/10.1007/s11920-012-0335-2 

64. Herman, J. L., & van der Kolk, B. A. (2020). Treating complex traumatic stress disorders in adults. Guilford 
Publications.  

65. Mikulincer, M., Shaver, P. R., & Horesh, N. (2006). AĴachment bases of emotion regulation and 
posĴraumatic adjustment. hĴps://doi.org/10.1037/11468-004 

66. Pugh, L. R., Taylor, P. J., & Berry, K. (2015). The role of guilt in the devel- opment of post-traumatic stress 
disorder: A systematic review. Journal of affective disorders, 182, 138–150. 
hĴps://doi.org/10.1016/j.jad.2015.04.026 

67. López-Castro, T., Saraiya, T., Zumberg-Smith, K., & Dambreville, N. (2019). Association between shame 
and posĴraumatic stress disorder: A meta- analysis. Journal of Traumatic Stress, 32(4), 484–495. 
hĴps://doi.org/10. 1002/jts.22411 

68. Monson, C. M., Fredman, S. J., & Dekel, R. (2010). PosĴraumatic stress disor- der in an interpersonal 
context. In J. G. Beck (Ed.), Interpersonal processes in the anxiety disorders: Implications for understanding 
psychopathology and treatment. (pp. 179–208). American Psychiatric Association. hĴps://doi. 
org/10.1037/12084-007 

69. Cloitre, M., Stolbach, B. C., Herman, J. L., van der Kolk, B., Pynoos, R., Wang, J., & Petkova, E. (2009). A 
developmental approach to complex PTSD: Childhood and adult cumulative trauma as predictors of 
symptom complexity. Journal of Traumatic Stress, 22(5), 399–408. hĴps://doi.org/10.1002/jts. 20444 

70. McIntosh, V. (2016). Thriving after trauma: posĴraumatic growth following the Canterbury earthquake 
sequence. The Australasian Journal of Disaster and Trauma Studies.  

71. Saraiya, T. C., Fiĵpatrick, S., Zumberg-Smith, K., López-Castro, T., E. Back, S., & A. Hien, D. (2021). Social–
Emotional Profiles of PTSD, Complex PTSD, and Borderline Personality Disorder Among Racially and 
Ethnically Diverse Young Adults: A Latent Class Analysis. Journal of Traumatic Stress, 34(1), 56-68. 
hĴps://doi.org/10.1002/jts.22590 

72. Hyland, P., Shevlin, M., Cloitre, M., Karaĵias, T., Vallières, F., McGinty, G., ... & Power, J. M. (2019). Quality 
not quantity: loneliness subtypes, psychological trauma, and mental health in the US adult population. 
Social psychiatry and psychiatric epidemiology, 54(9), 1089-1099. hĴps://doi.org/10.1007/s00127-018-1597-
8 

73. Scalabrini, A., Cavicchioli, M., Fossati, A., & Maffei, C. (2017). The extent of dissociation in borderline 
personality disorder: a meta-analytic review. Journal of Trauma & Dissociation, 18(4), 522-543. 
hĴps://doi.org/10.1080/15299732.2016.1240738 

74. Lewis, K. L., & Grenyer, B. F. (2009). Borderline personality or complex posĴraumatic stress disorder? An 
update on the controversy. Harvard review of psychiatry, 17(5), 322-328. 
hĴps://doi.org/10.3109/10673220903271848 

75. Paris, J. MD (2023). Complex PosĴraumatic Stress Disorder and a Biopsychosocial Model of Borderline 
Personality Disorder. The Journal of Nervous and Mental Disease, 211(11):p 805-810. | DOI: 
10.1097/NMD.0000000000001722 

76. Davis, J. L., Petretic-Jackson, P. A., & Ting, L. (2001). Intimacy dysfunction and trauma symptomatology: 
Long-term correlates of different types of child abuse. Journal of Traumatic Stress, 14, 63-79. 
hĴps://doi.org/10.1023/A:1007835531614 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 28 June 2024                   doi:10.20944/preprints202406.1987.v1

https://doi.org/10.20944/preprints202406.1987.v1


 14 

 

77. Rademaker, A. R., VermeĴen, E., Geuze, E., Muilwijk, A., & Kleber, R. J. (2008). Self-reported early trauma 
as a predictor of adult personality: a study in a military sample. Journal of clinical psychology, 64(7), 863-
875. hĴps://doi.org/10.1002/jclp.20495 

78. Hankin, B. L. (2005). Childhood maltreatment and psychopathology: Prospective tests of aĴachment, 
cognitive vulnerability, and stress as mediating processes. Cognitive Therapy and Research, 29, 645-671. 
hĴps://doi.org/10.1007/s10608-005-9631-z 

79. Thompson RA. Socialization of Emotion and Emotion Regulation in the Family. In: Gross JJ, editor. 
Handbook of Emotion Regulation. 2nd ed. New York, NY: Guildford Press; 2014. p. 173–86. 

80. Christ, C., De Waal, M. M., Dekker, J. J., van Kuijk, I., Van Schaik, D. J., Kikkert, M. J., ... & Messman-Moore, 
T. L. (2019). Linking childhood emotional abuse and depressive symptoms: The role of emotion 
dysregulation and interpersonal problems. PloS one, 14(2), e0211882. 
hĴps://doi.org/10.1371/journal.pone.0211882 

81. Lopes, P. N., Salovey, P., Côté, S., Beers, M., & PeĴy, R. E. (2005). Emotion regulation abilities and the 
quality of social interaction. Emotion, 5(1), 113. hĴps://doi.org/10.1037/1528-3542.5.1.113 

82. Lopes, P. N., Salovey, P., & Straus, R. (2003). Emotional intelligence, personality, and the perceived quality 
of social relationships. Personality and individual Differences, 35(3), 641-658. hĴps://doi.org/10.1016/S0191-
8869(02)00242-8 

83. Karaĵias, T., Shevlin, M., Hyland, P., Brewin, C. R., Cloitre, M., Bradley, A., ... & Roberts, N. P. (2018). The 
role of negative cognitions, emotion regulation strategies, and aĴachment style in complex post-traumatic 
stress disorder: Implications for new and existing therapies. British Journal of Clinical Psychology, 57(2), 
177-185. hĴps://doi.org/10.1111/bjc.12172 

84. Poole, J. C., Dobson, K. S., & Pusch, D. (2018). Do adverse childhood experiences predict adult interpersonal 
difficulties? The role of emotion dysregulation. Child abuse & neglect, 80, 123-133. 
hĴps://doi.org/10.1016/j.chiabu.2018.03.006 

85. Freeman, D., Garety, P. A., Kuipers, E., Fowler, D., & Bebbington, P. E. (2002). A cognitive model of 
persecutory delusions. British Journal of Clinical Psychology, 41(4), 331-347. 
hĴps://doi.org/10.1348/014466502760387461 

86. Bjørkly, S. (2002). Psychotic symptoms and violence toward others—a literature review of some 
preliminary findings: Part 1. Delusions. Aggression and violent behavior, 7(6), 617-631. 
hĴps://doi.org/10.1016/S1359-1789(01)00049-0 

87. Appelbaum, P. S., Robbins, P. C., & Monahan, J. (2000). Violence and delusions: Data from the MacArthur 
violence risk assessment study. American journal of psychiatry, 157(4), 566-572. 

88. Fisher, J. (2017). Healing the fragmented selves of trauma survivors: Overcoming internal self-alienation. 
Routledge. 

89. Papa, C., Di Consiglio, M., Bassi de Toni, M., Zaccari, V., Mancini, F., & Couyoumdjian, A. (2024) 
Relationship between paranoia and hostility: the role of meta-beliefs. In International Psychological 
Applications Conference and Trends 2024 (pp. 61-65). Porto, Portugal. 

90. Taft, C. T., Watkins, L. E., Stafford, J., Street, A. E., & Monson, C. M. (2011). PosĴraumatic stress disorder 
and intimate relationship problems: a meta-analysis. Journal of consulting and clinical psychology, 79(1), 
22. hĴps://doi.org/10.1037/a0022196 

91. Taft, C. T., Schumm, J. A., Marshall, A. D., Panuzio, J., & Holĵworth-Munroe, A. (2008). Family-of-origin 
maltreatment, posĴraumatic stress disorder symptoms, social information processing deficits, and 
relationship abuse perpetration. Journal of abnormal psychology, 117(3), 637. hĴps://doi.org/10.1037/0021-
843X.117.3.637 

92. DuĴon, M. A., Green, B. L., Kaltman, S. I., Roesch, D. M., Zeffiro, T. A., & Krause, E. D. (2006). Intimate 
partner violence, PTSD, and adverse health outcomes. Journal of interpersonal violence, 21(7), 955-968. 
hĴps://doi.org/10.1177/0886260506289178 

93. Iverson, K. M., Litwack, S. D., Pineles, S. L., Suvak, M. K., Vaughn, R. A., & Resick, P. A. (2013). Predictors 
of intimate partner violence revictimization: The relative impact of distinct PTSD symptoms, dissociation, 
and coping strategies. Journal of traumatic stress, 26(1), 102-110. hĴps://doi.org/10.1002/jts.21781 

94. Rauer, A. J., & El-Sheikh, M. (2012). Reciprocal pathways between intimate partner violence and sleep in 
men and women. Journal of Family Psychology, 26(3), 470. hĴps://doi.org/10.1037/a0027828 

95. Birkley, E. L., Eckhardt, C. I., & Dykstra, R. E. (2016). PosĴraumatic stress disorder symptoms, intimate 
partner violence, and relationship functioning: A meta-analytic review. Journal of Traumatic Stress, 29(5), 
397-405. hĴps://doi.org/10.1002/jts.22129 

96. Fernández-Fillol, C., Pitsiakou, C., Perez-Garcia, M., Teva, I., & Hidalgo-Ruzzante, N. (2021). Complex 
PTSD in survivors of intimate partner violence: risk factors related to symptoms and diagnoses. European 
journal of psychotraumatology, 12(1), 2003616. hĴps://doi.org/10.1080/20008198.2021.2003616 

97. Gilbar, O., & Ford, J. (2020). Indirect effects of PTSD and complex PTSD in the relationship of 
polyvictimization with intimate partner violence victimization and perpetration among men in mandated 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 28 June 2024                   doi:10.20944/preprints202406.1987.v1

https://doi.org/10.20944/preprints202406.1987.v1


 15 

 

treatment. European journal of psychotraumatology, 11(1), 1794653. 
hĴps://doi.org/10.1080/20008198.2020.1794653 

98. Richards, T. N., Tillyer, M. S., & Wright, E. M. (2017). Intimate partner violence and the overlap of 
perpetration and victimization: Considering the influence of physical, sexual, and emotional abuse in 
childhood. Child abuse & neglect, 67, 240-248. hĴps://doi.org/10.1016/j.chiabu.2017.02.037 

99. Taft, C. T., Creech, S. K., Gallagher, M. W., Macdonald, A., Murphy, C. M., & Monson, C. M. (2016). Strength 
at Home Couples program to prevent military partner violence: A randomized controlled trial. Journal of 
consulting and clinical psychology, 84(11), 935. hĴps://doi.org/10.1037/ccp0000129 

100. Dyer, K. F., Dorahy, M. J., Hamilton, G., Corry, M., Shannon, M., MacSherry, A., ... & McElhill, B. (2009). 
Anger, aggression, and self-harm in PTSD and complex PTSD. Journal of clinical psychology, 65(10), 1099-
1114. hĴps://doi.org/10.1002/jclp.20619 

101. Buss, A. H., & Warren, W. L. (2000). Aggression questionnaire:(AQ). Torrence, CA: Western Psychological 
Services. 

102. Goldenson, J., Spidel, A., Greaves, C., & DuĴon, D. (2014). Female perpetrators of intimate partner violence: 
Within-group heterogeneity, related psychopathology, and a review of current treatment with 
recommendations for the future. Female Offenders of Intimate Partner Violence, 206-223.  

103. Hines, D. A. (2008). Borderline personality traits and intimate partner aggression: An international 
multisite, cross-gender analysis. Psychology of Women Quarterly, 32(3), 290-302. 
hĴps://doi.org/10.1111/j.1471-6402.2008.00437.x 

104. Munro, O. E., & Sellbom, M. (2020). Elucidating the relationship between borderline personality disorder 
and intimate partner violence. Personality and mental health, 14(3), 284-303. 
hĴps://doi.org/10.1002/pmh.1480 

105. Kuijpers, K. F., Van Der Knaap, L. M., Winkel, F. W., Pemberton, A., & Baldry, A. C. (2011). Borderline traits 
and symptoms of post-traumatic stress in a sample of female victims of intimate partner violence. Stress 
and Health, 27(3), 206-215. hĴps://doi.org/10.1002/smi.1331 

106. Krause-Uĵ, A., Mertens, L. J., Renn, J. B., Lucke, P., Wöhlke, A. Z., van Schie, C. C., & Mouthaan, J. (2021). 
Childhood maltreatment, borderline personality features, and coping as predictors of intimate partner 
violence. Journal of interpersonal violence, 36(13-14), 6693-6721. hĴps://doi.org/10.1177/0886260518817782 

107. Armenti, N. A., & Babcock, J. C. (2021). Borderline personality features, anger, and intimate partner 
violence: an experimental manipulation of rejection. Journal of interpersonal violence, 36(5-6), NP3104-
NP3129. hĴps://doi.org/10.1177/0886260518771686 

108. Campos, S., Núñez, D., Bravo, P., Fresno, A., & Olff, M. (2022). Preliminary evidence for internal structure, 
sensitivity, and specificity of a brief PTSD and complex PTSD measure in adolescents. Canadian Journal of 
Behavioural Science/Revue canadienne des sciences du comportement. hĴps://doi.org/10.1037/cbs0000322 

109. Guzmán, M. D. C. C., Hernández, L. T. R., & Muñoz, J. J. F. (2024). Borderline Personality Disorder and 
Intimate Partner Violence: A Systematic Review. Papeles del Psicólogo, 45(1), 48-55. 
hĴps://doi.org/10.23923/pap.psicol.3032 

110. Peters, J. R., Derefinko, K. J., & Lynam, D. R. (2017). Negative urgency accounts for the association between 
borderline personality features and intimate partner violence in young men. Journal of Personality 
Disorders, 31(1), 16-25. hĴps://doi.org/10.1521/pedi_2016_30_234 

111. Pichon, M., Treves-Kagan, S., Stern, E., Kyegombe, N., Stöckl, H., & Buller, A. M. (2020). A mixed-methods 
systematic review: Infidelity, romantic jealousy and intimate partner violence against women. International 
journal of environmental research and public health, 17(16), 5682. hĴps://doi.org/10.3390/ijerph17165682 

112. DuĴon, D. G., Saunders, K., Starzomski, A., & Bartholomew, K. (1994). Intimacy-Anger and Insecure 
AĴachment as Precursors of Abuse in Intimate Relationships. Journal of Applied Social Psychology, 24(15), 
1367-1386. hĴps://doi.org/10.1111/j.1559-1816.1994.tb01554.x 

113. In the text, reference numbers should be placed in square brackets [] and placed before the punctuation; 
for example [1], [1–3] or [1,3]. For embedded citations in the text with pagination, use both parentheses and 
brackets to indicate the reference number and page numbers; for example [5] (p. 10), or [6] (pp. 101–105). 

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those 
of the individual author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) 
disclaim responsibility for any injury to people or property resulting from any ideas, methods, instructions or 
products referred to in the content. 

 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 28 June 2024                   doi:10.20944/preprints202406.1987.v1

https://doi.org/10.20944/preprints202406.1987.v1

