
AUSTRALIAN GUIDELINES FOR THE PREVENTION AND TREATMENT OF

Acute Stress Disorder,  
Posttraumatic Stress Disorder 
and Complex PTSD 

Complex PTSD 

Introduction 

The scope of these Guidelines has been expanded to include consideration of complex PTSD (CPTSD), a 

new diagnosis in ICD-111 applicable to adults, adolescents and children who have experienced prolonged, 

repeated or multiple forms of traumatic exposure such as childhood abuse or torture (e.g.2). We have 

explored in Chapter 2 the approach taken by the DSM-5 to accommodate more complex presentations of 

PTSD, through an expansion of PTSD diagnostic criteria to include a fourth symptom cluster related to 

negative alternations in cognition and mood (creating a total pool of 20 items), and the addition of a 

dissociative subtype.3 The ICD-11 has gone in the opposite direction, restricting the diagnostic criteria for 

PTSD to six potential symptoms (with one required from each of three symptom clusters) and including 

the additional diagnosis of CPTSD. This divergence may ultimately lead to differences in treatment 

recommendations. 

Although the construct of CPTSD is associated with prolonged or repeated trauma, such as that often 

involving interpersonal violation, the ICD-11 diagnostic criteria do not specify a certain type of trauma as a 

necessary condition for the diagnosis to be made. The ICD-11 diagnosis of CPTSD consists of six symptom 

clusters: the three PTSD criteria of re-experiencing of the trauma, avoidance of trauma reminders, and 

heightened sense of threat (hypervigilance, startle response), and three disturbances of self-organisation 

(DSO) symptoms defined as emotional dysregulation, interpersonal difficulties, and negative self-concept. A 

CPTSD diagnosis requires that all PTSD diagnostic criteria are met (exposure to at least one traumatic event 

and one symptom from each of the three categories) along with at least one symptom from each of the 

three DSO symptom clusters. In addition, functional impairment is explicitly identified as a requirement for 

the disorder. Only one diagnosis (PTSD or CPTSD) can be made; if CPTSD diagnostic criteria are met, this 

supersedes the diagnosis of PTSD.  

The DSO elements of the ICD-11 diagnosis of CPTSD reflect the impact that trauma can have on systems 

of self-organisation in emotional regulation, relational domains and self-concept. Thus the ICD-11 

conceptual frame of CPTSD includes both interpersonal and resource loss models4 (a loss of emotional, 

psychological, and social resources) to explain traumatic stress reactions, in addition to the conditioned 

fear response represented by the three core PTSD criteria. 

The new CPTSD diagnosis addresses a longstanding concern in the field that chronic/recurrent 

interpersonal traumas and abuses have wider ranging impacts on mental health beyond the limits of PTSD 
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as previously defined. However the ICD does not specify the traumatic stressor criterion and includes 

broad criteria for DSO symptoms, leading to the potential for inflated prevalence and over-diagnosis.  

The recognition of CPTSD in ICD-11 may have broader social and economic cost implications. Adverse 

experiences in childhood are common and they have strong long-term associations with a wide range of 

adult health risk behaviours, health status, and diseases. Under the current health service delivery models, 

the care received by people with CPTSD is likely to be fragmented and lacking in coordination, 

exacerbated by likely presentation to multiple health services over time. There will be a need for increased 

attention to primary, secondary, and tertiary prevention strategies, with an emphasis on treatment 

integration and principles of trauma-informed care. The implementation of alternative models of care with 

trauma-informed principles and practice may avoid unintentional re-traumatisation of those with CPTSD, 

and provide more coordinated assistance towards recovery. 

Conceptualising CPTSD 

The DSM-5 workgroup on PTSD critically evaluated the then existing literature on CPTSD and, largely on 

the basis of a lack of current evidence and validity,5 decided not to include CPTSD as a separate diagnosis. 

Instead, many of the disturbances of self-organisation (DSO) symptoms were incorporated into the broader 

diagnostic criteria of PTSD. The Disorders of Extreme Stress Not Otherwise Specified (DESNOS) criteria 

(included in the Appendix to DSM-IV and subsequently included as associated features of PTSD in DSM-5 – 

see Chapter 2) have been shown to be linked to childhood exposure to interpersonal trauma. Results from 

the DSM-IV field trial investigating DESNOS revealed substantially higher rates of endorsement of 

symptoms representative of disturbances in affective, self, and relational domains among those with 

childhood maltreatment relative to those with other types of trauma history.6 The field trial also found that 

nearly all of those who met criteria for DESNOS also met criteria for PTSD.7  

Since then, continued scientific efforts have been made to substantiate the concept, assessment 

measures, and clinical characteristics of CPTSD,8 with a review of the empirical literature supporting the 

distinction between PTSD and CPTSD, leading to the inclusion of CPTSD in ICD-11. The ICD-11 diagnosis 

has been shown to capture the symptom presentation of survivors of more complex interpersonal trauma, 

such as child maltreatment9. Typically, child maltreatment (abuse and other childhood adversities) results in 

impairment in developmental processes related to the growth of emotion regulation and associated skills 

in effective interpersonal behaviours.10 Such impairments are thought to form the neurodevelopmental 

basis for a range of mental health problems.11  

Further support for the ICD-11 CPTSD diagnosis comes from cross-cultural studiese.g12,13 and the Adverse 

Childhood Experiences (ACE) literature. The ACE study has been undertaken in a primary care setting to 

assess both retrospectively and prospectively the long-term relationship of childhood experiences to 

important medical and public health problems.14 Over time it has found that childhood adverse 

experiences impact neurobiology, mental, and physical health throughout the lifespan.15 A key finding is 

the extent to which adult health problems on the part of those who had adverse experiences as children 

stem from strategies, coping mechanisms, and behaviour which were initially protective attempts to deal 

with the adversity experienced. A review by Herzog and Schmahl (2018) extrapolates structural and 

functional brain alterations, psychosocial consequences, and adverse somatic consequences (such as 

chronic pain) associated with ACE.15 They note that during certain vulnerable developmental phases, the 

risk for subsequent ACE-related disorders (such as depression, PTSD, BPD and substance abuse) is 
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increased. Herzog and Schmahl (2018) suggest that people with a history of ACE who present with a 

mental disorder vary from individuals with the same diagnosis without ACE,16 consistent with the ICD-11 

shift to separate diagnostic categories for CPTSD and PTSD.  

Diagnostic issues 

There is significant overlap between symptoms of CPTSD (as currently defined in ICD-11) and other 

disorders including PTSD (as defined in DSM-5), major depressive disorder (MDD), and borderline 

personality disorder (BPD). It has been argued that these and other disorders should be considered a 

spectrum of stress related disorders along the dimensions of symptom severity, nature of the stressor and 

response to trauma.17 The intersection of CPTSD and BPD symptoms is most likely to raise diagnostic 

questions. As borderline personality disorder (BPD) shares similar features to DSO presentations and is 

commonly associated with PTSD, there is debate as to whether and how CPTSD is distinct from PTSD 

comorbid with BPD. Recent findings support the construct of a CPTSD diagnosis as a separate entity, 

although BPD symptoms overlap greatly with CPTSD symptoms.18 

The diagnostic requirements for CPTSD include several features that are distinctly different from BPD. 

While there is overlap of symptoms related to problems in emotion regulation, in other symptom domains 

they are more clearly differentiated. Brewin and colleagues (2017)8 note that BPD is typically characterised 

by emotionally intense and unstable relationships that shift between idealising and denigrating perceptions 

of others and by an unstable sense of self that alternates between highly positive or negative self-

evaluation. CPTSD in contrast is characterised by perceptions of relationships as difficult and best avoided 

and a stable, albeit extremely negative, sense of self.19 BPD and CPTSD are also distinguished by the fact 

that CPTSD requires the presence of trauma-specific PTSD symptoms for diagnosis, including a traumatic 

event or events, while BPD does not. Further, suicide attempts and other self-harming behaviours are part 

of the diagnostic criteria for BPD but not CPTSD. 

Assessment issues 

Assessment of CPTSD should include an evaluation of diagnostic symptoms, associated biopsychosocial 

symptoms (including substance use, self-harm, relationship challenges, dissociation, guilt, and shame), a 

family and personal history including past and current life challenges and stressors (which are common in 

CPTSD), as well as interpersonal resources, strengths and social supports. As there is substantial symptom 

overlap between the CPTSD presentation and other disorders, assessment should also include a thorough 

differential diagnosis with a focus on symptoms of PTSD, depression, anxiety, and BPD in particular.   

A useful tool to assist in assessing CPTSD is the International Trauma Questionnaire, a brief, self-report 

measure that has been developed for the assessment of ICD-11 and CPTSD diagnoses.20 The International 

Trauma Interview (formerly the ICD Trauma Interview21) is also under development.  

Principles of management  

Primary care practitioners and mental health nurses will often be key care providers for people with 

CPTSD, whether or not they are receiving specialist trauma treatment. Principles of management in 

primary care and generalist mental health services should be based on trauma informed care. Trauma-

informed care is not a treatment, but an approach to providing services that takes into account the needs 

of people who have been affected by trauma. A widely accepted conceptualisation of trauma informed 

care is provided by Hopper, Bassuk & Olivet (2010),22 “Trauma-informed care is a strengths based 
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framework that is grounded in an understanding of and responsiveness to the impact of trauma, that 

emphasises physical, psychological and emotional safety for both providers and survivors, and that creates 

opportunities for survivors to rebuild a sense of control and empowerment”. 

At the agency level, the following practices are consistent with trauma informed care: 

1. Trauma awareness 

• Provide training and supervision to ensure staff understand the impacts of trauma and recognise 

presenting symptoms and behaviours  

• Undertake routine screening for histories of trauma 

• Actively support staff self-care and resilience 

2. Emphasis on safety 

• Build physical and emotional safety for service users and providers 

• Ensure clear roles, responsibilities and boundaries 

• Respect privacy, confidentiality, cultural differences and diversity 

3. Opportunities to rebuild control  

• Importance of choice to promote efficacy and personal control   

• Ensuring predictable environments 

4. Strengths based approach  

• Support the development of skills to support psychosocial stability and recovery 

 

At the level of the individual practitioner, the following principles should guide care: 

• promote safety 

• promote hope and recovery 

• promote calm 

• promote connectedness 

• promote self-efficacy 

• focus on strengths and resources 

• focus on your own self-care 

 

Treatment 

As CPTSD is a new diagnosis there is currently no direct evidence about how to treat it in adults, children 

or adolescents. There has been debate in the literature about whether current evidence-based treatments 

for PTSD are effective for those with CPTSD or require modification.23,24 Briere and Scott note that the 

multidimensional nature of complex trauma presentations makes outcome research into this area 

particularly challenging, with comorbidities, such as medical problems, ongoing domestic violence and 

other maltreatment, substance use, suicidal ideation, and dissociation, typically excluded from treatment 

outcome studies.25 
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Psychological treatment 

A recent meta-analysis which retrospectively assessed 51 PTSD treatment trials to see if they included 

patients with CPTSD found beneficial effects of standard trauma-focused treatments such as CBT, 

exposure therapy, and EMDR in reducing PTSD symptoms in those with CPTSD.26 That review also 

indicated that CBT and exposure therapy reduced the distinctive CPTSD symptoms including negative self-

concept and relationship disturbances, although there was insufficient evidence to draw inferences about 

their effects on emotion dysregulation. Further, the meta-analysis found that the effectiveness of 

psychological therapies was lower than for non-specific therapies (such as counselling), leading the 

authors to suggest that non-specific effects may account for a large proportion of therapeutic change in 

symptoms of CPTSD in the trials. 

The ISTSS Guidelines Position Paper on CPTSD in Adults notes that as CPTSD is comprised of greater 

number and diversity of types of symptoms relative to PTSD, its treatment may involve greater diversity of 

treatment interventions and/or longer duration.  

It has been suggested that current trauma-focussed therapies for PTSD are not likely to be optimal for 

CPTSD patient populations, particularly given the potential for the DSO symptoms to disrupt 

engagement.27 Several adaptations or alternatives to established PTSD treatments have been developed. 

For example, Cloitre outlines a sequential approach to improve CPTSD treatment outcomes in adults. The 

phase-based intervention (STAIR; Skills Training in Affective and Interpersonal Regulation) first addresses 

DSO symptoms and related problems in day-today functioning (e.g., establishment of a sense of safety, 

emotional regulation, and social skills) with trauma memory processing introduced subsequently.28 It is 

unclear whether the initial stabilisation phase is necessary, and it has been posited that it might lead to 

unhelpful delays in using the more trauma-focused interventions people may benefit from.24 De Jongh and 

colleagues posit that the evidence does not currently support providing a stabilisation phase prior to 

providing trauma-focussed treatment for CPTSD.24 However, Cloitre argues that the data indicates that 

treatment dropout and symptom exacerbation are reduced when treatments are sequenced with skills 

training interventions preceding trauma memory processing.29 That is, the DSO symptoms interfere with 

engagement in treatment, and need to be addressed before treating the core PTSD symptoms. Ultimately, 

this is an empirical question that requires further clinical research to answer.  

An integrative CPTSD treatment framework may also yield treatment advances. For example, an RCT 

completed amongst Rohingya refugees shows Integrative Adaptation and Development After Persecution 

and Trauma (ADAPT )Therapy is effective for the treatment of CPTSD (and other comorbid disorders).30 

Dialectical Behaviour Therapy (DBT), an empirically supported treatment for BPD which has been shown to 

help prevent self-harm and enhance interpersonal functioning may also improve treatment outcomes for 

those with CPTSD. However it does not show greater effectiveness than treatment as usual with core 

CPTSD symptoms of guilt, shame, anger suppression, anxiety and impulse control in people with 

borderline personality disorder.31 An adaptation of DBT has been proposed with a modified form of 

Prolonged Exposure (PE) which, although not explicitly tested on those with a CPTSD diagnosis,  may have 

potential to enhance treatment outcomes in that population.32  

For adolescents, there have been several programs developed specifically for treating adolescents with 

complex trauma presentations33,34. These have also not been explicitly tested with the CPTSD diagnosis.  
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On the basis of current data, specific trauma-focussed psychological interventions such as CBT, exposure 

therapy, and EMDR appear to be effective in treatment of several of the CPTSD symptom clusters.26 

However systematic trauma-focussed approaches may not be well tolerated in some CPTSD populations 

(such as torture survivors) for whom an integrated supportive framework may be more appropriate. In 

summary, given that CPTSD is a relatively new diagnosis it will take more time before an evidence base 

emerges about how best to treat it in adults, children and adolescents. 

Pharmacological treatment 

There are currently no evidence-based treatments on the pharmacotherapy of CPTSD. With standard PTSD 

treatments, there has been some suggestion that a history of child maltreatment may predict a negative 

response to medication for PTSD.35 Consistent with the current treatment recommendations for PTSD, it is 

unlikely that any of the contemporary range of psychopharmacological medications will prove curative in 

treating CPTSD; they would optimally be used in conjunction with psychotherapy. The treatment of 

complex trauma presentations should be adapted from the literature on treating PTSD, BPD, and 

dissociation. Pharmacotherapy for adults is likely to be most useful at the stabilisation/safety stage of 

treatment (assuming this is a component of a person’s treatment plan).  

As indicated in the Guidelines for the treatment of PTSD, the SSRIs, and specifically fluoxetine, paroxetine, 

and sertraline, are generally considered first-line pharmacological treatments.  Venlafaxine has shown 

similar promise. In contrast, benzodiazepines have been shown to be unhelpful in reducing the symptoms 

of PTSD. They should be prescribed with even more caution in CPTSD, given their potential for producing 

tolerance and addiction.34 Although the evidence for the effectiveness of antipsychotics for PTSD is limited 

– and there is no evidence supporting their use in CPTSD – they are used with some frequency in clinical 

practice to treat individuals with these disorders, especially in settings where there is a high level of 

agitation or aggression.  

Future research 

Research is needed to determine how to optimise treatment outcomes for those diagnosed with CPTSD. 

Worthwhile areas of focus include identifying which treatment interventions are most effective for specific 

symptom clusters, which interventions are most acceptable to patients, investigation of adverse effects, 

and the optimal duration of different types of interventions. Further research into treating CPTSD across 

cultures (including in the Aboriginal and Torres Strait Islander context) is necessary given the presumed 

high rates of CPTSD in populations exposed to intergenerational trauma, torture and other forms of human 

rights abuses. Research to clarify presentations and treatments relating to CPTSD in children and 

adolescents is also needed.  

In light of current debates in the literature, Karatzias and colleagues advocate exploring the usefulness of 

phased versus non-phased interventions and individual versus group interventions for CPTSD.26 The ISTSS 

Guidelines Position Paper on CPTSD for Adults presents a number of future research directions to help 

identify optimal treatments for CPTSD. These include: (i) comparing standard treatments for PTSD with 

protocols that add components that target the DSO symptoms cluster; (ii) testing the order in which multi-

component interventions are delivered; and (iii) testing the benefits of delivering multi-component 

treatments in a flexible way targeting the most salient symptoms for a specific patient (ISTSS Guidelines 

Position Paper on Complex PTSD in Adults, 2019).  
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Research underway 

A search of the clinical trial registries revealed that much of the international research underway focuses 

on the effectiveness of interventions designed to stabilise complex trauma symptoms.  

A number of different populations are considered, including refugees,36 female offenders,37 children in 

home-based care,38 and people in inpatient39 and outpatient40 settings. The studies consider various 

individual and group treatment interventions. Interventions being tested include the stabilisation program 

STAIR36,41,42, NET36 (Narrative Exposure Therapy, often applied in the refugee context), a version of the 

Connect parent program,38 psychoeducational material for complex and interpersonal trauma,43 and other 

add-ons or adaptations to conventional treatment for PTSD.39 

The usefulness of phased versus non-phased interventions is also under consideration. One study 

conducted in an inpatient clinic in Norway is comparing phase-oriented treatment (STAIR plus Narrative 

Therapy) with two non-phased treatments (Prolonged Exposure and STAIR).41 In the Netherlands, there is a 

study looking at the effectiveness of EMDR alone versus EMDR preceded by STAIR42 for adults with CPTSD. 

The psychometric properties (e.g., validity, reliability) of CPTSD assessment tools are also being currently 

evaluated, with a Swiss study testing the International Trauma Interview (ITI) - German version.44 
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