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Psychiatric classification systems play an important role in mental health because they provide a common language for diagnosis, treatment, and research. These systems help health professionals understand symptoms clearly and offer consistent care across different services (Stein et al., 2022). One of the most widely used diagnostic systems is the DSM-5 and its updated version DSM-5-TR, which are used in many countries to guide mental health assessment and treatment. DSM-5 includes post-traumatic stress disorder (PTSD) but does not recognise complex post-traumatic stress disorder (CPTSD) as a separate diagnosis (Center for Substance Abuse Treatment (US), 2020). In contrast, the ICD-11 makes a clear distinction between PTSD and CPTSD by adding disturbances in self-organisation, such as emotional regulation difficulties, negative self-concept, and relationship problems, as core features of CPTSD.
This report will focus on CPTSD using the ICD-11 framework. It will critically examine the classification, diagnosis, treatment, and rehabilitation of CPTSD. It will also explore current debates and emerging issues related to this condition, aligning with the module learning outcomes (LO1 and LO2). Understanding CPTSD is clinically and socially relevant because it affects many individuals who have experienced prolonged or repeated trauma, often leading to complex support needs in health and social care settings (WHO, 2024; APA, 2022; NICE, 2025).
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[bookmark: _Toc211251324]ICD-11 Classification
Complex post-traumatic stress disorder (CPTSD) is classified in Chapter 06: Mental, Behavioural or Neurodevelopmental Disorders of the ICD-11. It is placed under the category of “Disorders specifically associated with stress.” ICD-11 uses the term “disorder” to describe mental health conditions that cause significant distress and impair daily functioning (Reed et al., 2019). CPTSD is coded as 6B41, while PTSD is coded separately as 6B40, which shows that they are related but distinct conditions (WHO, 2024). ICD-11 defines CPTSD as a disorder that develops following exposure to an event or series of events that are extremely threatening or horrific. In comparison to PTSD, CPTSD encompasses the main symptoms of PTSD that are re-experiencing trauma, avoidance of cues, and a long-term feeling of being threatened and further disruptions in self-organisation (DSO) (Bachem et al., 2021). 
These disruptions involve emotional regulation problems, negative self-concept and relationship maintenance problems. This division is the more complex psychological impact of the chronic trauma or recurrent experience, which may be the childhood victimhood, domestic abuse, or enslavement (WHO, 2024). ICD-11 employs the disorder term, to demonstrate that CPTSD is linked to clinically significant symptoms requiring the assistance of a professional. The unique nature of CPTSD and PTSD is also a determinant that will help clinicians identify and treat more complex trauma manifestations.
[bookmark: _Toc211251325]Diagnostic Criteria and Process
The CPTSD diagnostic criteria of ICD-11 include PTSD and DSO symptoms (Karatzias et al., 2017). The symptoms of PTSD are grouped into three:
1. Reliving the traumatic incident in the present (e.g. flashbacks, nightmares).
2. Eschewing reminders of the trauma.
There is a chronic feeling of present danger, typically displayed in hypervigilance or hyperreactive startle reflexes.
DSO symptoms are divided into three groups, as well (Shevlin et al., 2018):
1. Difficulty in affecting regulation- difficulty regulating intense emotion like anger, fear or sadness.
2. Negative self-concept- worthlessness, shame, guilt.
3. Interpersonal problems - problems in establishing and sustaining intimate or trusting relationships.
Diagnosis is carried out with an in-depth clinical examination which incorporates trauma history, symptom assessment, and functional effect. Among the primary tools used in the global ICD-11 CPTSD, there is the International Trauma Questionnaire (ITQ) developed to assess the symptoms of both PTSD and CPTSD with the manifestations of the latter per the ICD-11 standard (Kindred et al., 2025). The ITQ can be used to ensure that a clinician will be capable of distinguishing between PTSD and CPTSD presentation reliably (Cloitre et al., 2018). Comparatively, DSM-5 also defines PTSD as four groups of symptoms, including intrusion, avoidance, negative changes in cognition and mood, and changes in arousal and reactivity. The absence of CPTSD as a distinct diagnosis in DSM-5 can cause the manifestation of complex traumas as the manifestation of PTSD or another diagnosis. This is a large contrast because ICD-11 enables the ability to rely on a more specific picture of how trauma affects self-organisation and relationships (Vang et al., 2021).
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Complex Post-Traumatic Stress Disorder (CPTSD), has been classified in ICD-11, and the classification of this disorder has enormous clinical practice consequences. It improves screening and identification, since it detects a broader range of the symptoms of the trauma, and could be applied to the differentiation of CPTSD and Post-Traumatic Stress Disorder (PTSD) and development of more efficient and gradual interventions (Cloitre et al., 2019). ICD-11 coding is also useful in reporting correctly, planning of services, and resource allocation. CPTSD awareness contributes to the idea of multi-agency collaboration since the vast majority of patients require psychological assistance and social services, such as housing and rehabilitation (Harvey et al., 2025). The common categorisation further stimulates research and policy making since it can boost the knowledge on complex trauma, influence clinical direction, staff training and service development. This will help establish a more traumatically knowledgeable and person-centred care course and improve the long-term results of the people with CPTSD.
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The treatment of Complex Post-Traumatic Stress Disorder (CPTSD) is also focused on the reduction of trauma-related symptoms, improvement of the normal daily functioning and recovery. The treatment of trauma-related disorders is one of the forms of psychological interventions in the National Institute of Health and Care excellence guideline NG116, which dwells upon trauma and the initial line of treatment (National Institute for Health and Care excellence, 2018). Two types of therapies proposed include trauma-focused cognitive behavioural therapy (TF-CBT) and Eye Movement Desensitisation and Reprocessing (EMDR). TF-CBT can be applied to the detection and the adjustment of the negative thoughts on the topic of the trauma, and EMDR is applied to reprocess trauma memories and reduce emotional suffering (Yadav and Gunturu, 2024).
Regarding CPTSD, it is postulated that stage-based model of treatment is more likely to be effective than single-phase interventions. It is one of those models that has three steps in general:
1. Stabilisation- assisting the individual to establish skills of emotional regulation, safety and trust.
2. Processing of trauma - treatment of traumatic memories with the use of specialised therapy such as EMDR or TF-CBT.
3. Reintegration - aiding the individual in restoring normal everyday life, relationships and self-worth following the trauma.
This gradual process is an acknowledgement that individuals with CPTSD tend to suffer more through emotional and relational problems as opposed to PTSD. It facilitates therapy in a pace that is safe and manageable to people.
[bookmark: _Toc211251329]Rehabilitation Measures
Complex Post-Traumatic Stress Disorder (CPTSD) rehabilitation extends beyond symptom reduction to assist patients recovering independence, develop coping mechanisms, and restore their lives (Burback et al., 2023). Both inpatient and community services are important. Psychological therapy, social support and peer programmes are also used in community rehabilitation, thereby mitigating isolation and enhancing belonging. Treatment should follow personal goals and provide safe, respectful, and empowering environments, which can only be done through person-centred and trauma-informed care. The World Health Organisation mhGAP programme suggests community-based interventions and stepped-care models, in which basic support is provided by trained non-specialists and intensive care is offered by the specialists in case of necessity (WHO, 2023). In hospitals, rehabilitation depends on multidisciplinary teams that can meet the psychological, social, and practical needs such as housing, employment, and social integration to help patients recover in the long term.
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As demonstrated, trauma-based treatments, including TF-CBT and EMDR, prove effective in lessening symptoms and enhancing emotional regulation in the complex post-traumatic stress disorder (CPTSD). Treatment and peer support and community integration enhance long-term recovery (Gjerstad et al., 2024), whereas phase-based treatments improve functioning. However, challenges remain. There are numerous obstacles that many individuals encounter, including prolonged waiting lists, inadequate trauma-informed care, and comorbidities, such as depression or anxiety. Individuals who experienced chronic trauma may need more lenient and protracted treatment. Even though ICD-11 makes sense out of CPTSD, the services are not always tailored to provide proper care (Kindred et al., 2025b). Professional training is necessary to have a consistent, accessible, and effective treatment.
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[bookmark: _Toc211251332]Classification Debates
A discussion exists whether Complex Post-Traumatic Stress Disorder (CPTSD) is to be defined as a separate condition and not as an extension of Post-Traumatic Stress Disorder (PTSD). Advocates of the ICD-11 method believe that CPTSD possesses its peculiarities, which are not reflected in PTSD (Moller et al., 2020). Dhingra et al. (2021) discovered a different factor structure, disturbances in self-organisation being a distinct yet similar cluster of symptoms. Critics however opine that CPTSD is a condition that is like PTSD and other conditions, which complicates diagnosis yet offers no better results. Others are afraid that different groups can result in disparities in care. Regardless of these controversies, ICD-11 is the only major system of classification that acknowledges CPTSD as a separate one.
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The other contentious topic is the overlap between CPTSD and such neurodivergent disorders as Attention-deficit/hyperactivity disorder (ADHD) and autism spectrum disorder (ASD) (Lau-Zhu, Fritz and McLoughlin, 2019). Emotional regulation, attention, and social relationships are some of the aspects of CPTSD that can be presented as challenges to many people thereby resembling some aspects of neurodivergent presentations. This overlap has the potential to complicate diagnosis and cause misdiagnosis or access to inappropriate support. Clinicians have been advised to employ the use of differential assessments to critically differentiate between symptoms associated with trauma and symptoms associated with neurodevelopmental differences. It is also defined by comorbidity that an individual can develop CPTSD and a neurodivergent condition at the same time. It requires more individualised and receptive treatment plans since generic trauma-based therapy may fail to address all the needs of the patient (Randle et al., 2025).
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Mental health service and policy have implications for such discussions. Health and social care services should realign their screening instrument, treatment course, and employee training in the event that CPTSD turns into a special problem. It can assist in making sure that more suitable assistance is provided to individuals with complicated trauma (Burback et al., 2023). Such a consideration involves more financial and service production in order to meet the emerging needs of such a population. The alterations to the interventions of the population might be necessary to implement the early trauma intervention and trauma-informed care in different spheres, which include healthcare, education, and social services. The awareness of CPTSD also indicates that the concerted actions of mental health workers, social workers, and community services are in demand (WHO, 2024). Finally, classification of the CPTSD is not only important to the clinical practice, but also the allocation of resources, professional training and the personal access to support.
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Complex Post-Traumatic Stress Disorder (CPTSD) needs a more sufficient classification and assessment with an improved clinical guideline and widespread application of ICD-11. The training of health professionals on how to distinguish between CPTSD and Post-Traumatic Stress Disorder (PTSD) among others is one of the approaches that will help to diagnose these disorders. More often than not, structured interventions, such as International Trauma Questionnaire (ITQ) should be used to detect CPTSD more reliably and early detect the disorder to prevent the risk of misdiagnosis. The access to the interventions of the trauma-related ones should be improved as well (D’Angelo et al., 2024). The services would be on time and can be marketed by adopting stepped-care models, and expansion of community-based services, which are traumatically informed. 
Peer support and culturally sensitive approaches can also be used to involve and perform. On the policy level, this involves investment in early diagnosis, staff training, and combined rehabilitation pathways to improve the service capacity and continuity of care (Barraclough et al., 2021). Finally, the literature gap still exists and needs to be filled with more information on the correlation between CPTSD and Attention-deficit/hyperactivity disorder (ADHD) and autism spectrum disorder (ASD). These connections would be helpful to obtain some knowledge about the assessment and intervention plans to enhance them. The review of the community-based and culturally adapted treatment models could also help to shape the future evidence-based policy and practice (WHO, 2024).
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Considering the above analysis, complex Post-Traumatic Stress Disorder (CPTSD) is an ICD-11 category that is a major step towards the management and comprehension of trauma-linked disorders. Post-Traumatic Stress Disorder (PTSD) is a different diagnosis, which implies having issues with self-organisation, unlike CPTSD. The fair evaluation with the assistance of such structured tools as International Trauma Questionnaire (ITQ) is the foundation of early identification and adequate treatment planning. It has been proven that the level of recovery can be improved with the help of the trauma-oriented treatment, including TF-CBT, EMDR, and phaged care models. The recent classification scandals and neo-vagueness point to the need to research more, improve the definition of the diagnosis, and be a trauma-informed practitioner. The health systems in the future should focus on the concept of integrated care pathways, workforce development and concept of early intervention. Such a policy and practice acknowledgment of CPTSD can result in more access to care and support of individuals with complex trauma.
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