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27 in Bighelli et al5).
We therefore conclude that the discrepancy concerning the 

effectiveness of CBT on positive symptoms of schizophrenia 
(especially in blind studies) found in our two meta-analyses 
reflects the substantially differing data sets examined. To re-
duce confusion in this area, where the study designs are much 
more variable than those about pharmacological treatments 
for schizophrenia, we propose that future systematic reviews 
on psychotherapies for schizophrenia should always docu-
ment their methods and in particular inclusion criteria in an 
a priori published protocol.
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ICD-11 PTSD and complex PTSD: structural validation using 
network analysis

The newly released ICD-11 includes two related diagnoses 
within the section on Disorders Specifically Associated with 
Stress: post-traumatic stress disorder (PTSD) and complex 
PTSD (CPTSD)1.

PTSD has been substantially refined relative to earlier ICD 
and DSM descriptions. Two symptoms each reflect the three 
“subdomains” of: a) re-experiencing the event in the here and 
now, b) avoidance of traumatic reminders, and c) a sense of 
cur rent threat. The diagnosis now requires the endorsement of 
one symptom from each of these subdomains, plus evidence 
of functional impairment.

CPTSD includes the above-mentioned core PTSD symp-
toms plus three additional subdomains, each comprised of 
two symptoms, collectively referred to as “disturbances in self- 
organization” (DSO). These three subdomains are: a) affective 
dysregulation, b) negative self-concept, and c) disturbances in 
relationships. The diagnosis of CPTSD requires that the PTSD 
criteria be met, plus endorsement of one symptom in each of 
the DSO subdomains, and evidence of functional impairment 
associated with these latter symptoms. Importantly, a person 
may only qualify for a diagnosis of PTSD or CPTSD but not 
both.

Although initial psychometric work has supported the struc-
ture of the 12-indicator description of PTSD-CPTSD2, this mod-
el has yet to be empirically validated using diverse method-
ologies and samples. We used a novel and sophisticated network 
psychometric approach to examine the structure of this de-
scription of PTSD/CPTSD in two large, trauma-exposed samples.

The network approach conceptualizes psychopathology as 
a complex network of locally associated symptoms3. Under 
this in terpretation, the effects of causal factors (e.g., a trau-
matic event) are proposed to spread throughout the network 
via direct, symptom-level interactions and reinforcement, and 

what we might consider to be psychiatric “disorders” are cap-
tured in densely connected groups/clusters of symptoms. By 
focussing on the direct associations between symptoms, the 
network approach may provide a more detailed and nuanced 
description of the structure of psychopathology, and help us 
ascertain how and where our diagnostic constructs overlap.

We analyzed two trauma-exposed samples: a representative 
sample from Israel4 (N=1,003; 51.7% female; mean age 40.6±14.5 
years), and a sample consisting of internally displaced per-
sons from Ukraine5 (N=1,790; 67% female; mean age 43.0±15.8 
years). Symptoms of PTSD and CPTSD were self-reported using 
the recently developed International Trauma Questionnaire2, a 
12-item measure designed to reflect the ICD-11 descriptors of 
PTSD/CPTSD.

Regularized partial correlation networks were estimated 
separately for both samples using the R package qgraph6. In 
order to determine whether symptoms clustered in a manner 
reflecting the new ICD-11 criteria for PTSD-CPTSD, explora-
tory graph analysis (EGA) was performed using the EGA pack-
age7. EGA uses the walktrap algorithm8 to identify clusters of 
highly associated symptoms within networks, and recent sim-
ulation work has demonstrated that it outperforms traditional 
methods for uncovering the underlying structure of data (e.g., 
Horn’s parallel analysis, Kaiser-Guttman rule), particularly 
when the correlations between the underlying dimensions 
are high, and the number of indicators per dimension is low7. 
The networks were then compared across samples using the 
NetworkComparisonTest package9, which tests for invariance 
in structure and connectivity using a permutation test proce-
dure. Finally, to quantify and compare the overall importance/
influence of individual symptoms across the two groups, three 
common measures of centrality were calculated: strength, be-
tweenness and closeness.
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The ICD-11 model of PTSD-CPTSD was supported in both 
samples. EGA identified two clusters corresponding to PTSD 
and DSO, and this solution was confirmed when the networks 
were re-estimated using 1,000 bootstrapped draws (for network 
graphs, see https://www.traumameasuresglobal.com/network- 
analysis- paper). The five strongest item-level associations mir-
rored five of the six diagnostic subdomains of PTSD and CPTSD: 
re-experiencing, avoidance of traumatic reminders, sense of 
threat, negative self-concept, and disturbances in relationships. 
Symptoms of affective dysregulation (hypoactivation and hy-
peractivation) were not highly associated with one another.

The two networks did not differ significantly in terms of 
overall connectivity (p=0.06). Structural invariance was not 
supported (p<0.001); however, post-hoc permutation tests re-
vealed that this was due to a significant difference in only one 
item pair: the two avoidance items were more strongly associ-
ated in the Israeli sample. All other item-level associations were 
not statistically different across the two samples, and thus the 
network structure was judged to be broadly consistent across 
the two groups. The centrality indices were also broadly similar 
across the two groups; however, “avoidance of external remind-
ers” was notably higher in strength in the Israeli sample.

In summary, this is the first network psychometric study of 
the newly developed ICD-11 diagnostic criteria for PTSD and 
CPTSD. Across two trauma-exposed samples, the structural va-
lidity of these disorders was supported; symptoms formed two 
broad clusters corresponding to PTSD and DSO, and the strong-
est associations within these clusters were between symptoms 
from the established PTSD and DSO subdomains.

However, items measuring hypoactivation and hyperac-
tivation were more strongly associated with other symptoms 

than with each other, which questions the idea of affective 
dysregulation as a unitary subdomain of CPTSD. Furthermore, 
despite consistency in overall network structure, differences in 
strength centrality were observed across the two samples.

Future research could explore whether such differences 
can be attributed to sample/trauma characteristics (e.g., type 
of trauma, length of time since trauma, demographic factors). 
The identification of symptoms that take on context-specific 
relevance may be a focal point for targeted interventions.
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Sluggish cognitive tempo: the need for global inquiry

The construct of “sluggish cognitive tempo” (SCT), a set of 
symptoms characterized by excessive daydreaming, mental 
confusion and fogginess, drowsiness, and slowed thinking and 
behavior, was introduced over three decades ago.

Despite a recent increase in research attention, SCT remains 
largely unfamiliar to researchers and clinicians alike. More-
over, SCT has been primarily examined in the US, with only a 
handful of studies from Western Europe and even fewer from 
other parts of the world.

Here I provide a brief summary of key SCT findings and draw 
attention to the need for greater worldwide investigation of this 
construct, including its phenomenology, etiology and course, 
concomitants and developmental consequences, and clinical 
implications.

The study of SCT has been closely tied to that of attention- 
deficit/hyperactivity disorder (ADHD), and this historical as-
sociation remains present in much of the literature. SCT is 
strongly associated with ADHD inattentive symptoms, though 
meta- analytic findings also support their differentiation1.

Another consistent finding is the separation of SCT and 
ADHD inattention in their relations with other psychopatholo-
gies: SCT is strongly associated with internalizing symptoms, 
especially depressive symptoms, yet unassociated or negatively 
associated with externalizing behaviors when controlling for 
ADHD inattention; conversely, ADHD inattention is consistent-
ly associated with externalizing behaviors and less clearly asso-
ciated with internalizing symptoms when controlling for SCT1,2.

Consistent with SCT’s association with internalizing symp-
toms, there is emerging evidence of an association between 
SCT and suicide risk3, and SCT symptoms are also associated 
with social difficulties, particularly social withdrawal and iso-
lation1,2. Findings for academic functioning and neurocog-
nition are somewhat mixed, though there is initial evidence 
for SCT being associated with greater academic impairment, 
lower academic achievement scores, slower processing speed, 
and poorer sustained attention1,2.

Finally, SCT predicts non-response or poorer response to 
methylphenidate among children with ADHD4, underscoring 


