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[bookmark: _k0j4my5i74kv]Complex Post-Traumatic Stress Disorder (ICD-11 Code 6B41): Classification, Diagnosis, Treatment, Rehabilitation and Contemporary Debates

Introduction
[bookmark: _Int_DO5cwgR8][bookmark: _Int_jDntTipf][bookmark: _Int_X3fvLWAS]Complex Post-Traumatic Stress Disorder (CPTSD) is a relatively recent diagnostic construct formally recognised within the International Classification of Diseases, Eleventh Revision (ICD-11), under code 6B41 and categorised within Disorders Specifically Associated with Stress (World Health Organization [WHO], 2022). The introduction of CPTSD into ICD-11 is a substantial development in modern psychopathology, reflecting the growing understanding that prolonged and repeated interpersonal trauma can result in a more complex presentation of symptoms than that observed in PTSD itself (Cloitre, 2020). CPTSD is often linked with exposure to ongoing traumatic experiences from which escape is difficult or impossible, such as domestic violence, torture, slavery, genocide, trafficking, or childhood abuse (Karatzias et al., 2019). PTSD and CPTSD share a number of core symptoms; however, those diagnosed with CPTSD also experience issues with self-organisation, including a negative self-concept, emotional dysregulation, and difficulties in maintaining interpersonal relationships (WHO, 2022; UK Trauma Council, 2024). Therefore, CPTSD has become important within mental health practice, especially among those working with survivors of interpersonal and developmental trauma. However, the inclusion of CPTSD within ICD-11 has resulted in debates among researchers, policymakers, and professionals. The following sections of this report critically examine the classification, diagnosis, treatment, and rehabilitation of CPTSD within ICD-11. The report also evaluates contemporary debates in relation to the disorder, such as diagnostic validity, neurodivergence and psychiatric classification, before providing recommendations for future practice, research and policy development.
Classification of Complex PTSD within ICD-11
[bookmark: _Int_fPYZvM2u][bookmark: _Int_7HjxAAsL][bookmark: _Int_JCT5jafj][bookmark: _Int_JqmvXUXD]The ICD-11, developed by the WHO, is the main international diagnostic classification system for diseases and disorders and is used globally (WHO, 2022). The terminology used by the ICD-11 is important, as CPTSD is classified as a disorder rather than an illness or a condition. WHO (2022) notes that a mental disorder is a clinically significant impairment in cognition, emotional regulation or behaviour that reflects dysfunction within psychological, biological, or developmental pathways. The use of the term disorder therefore places CPTSD within a medical model of mental health, whilst also recognising psychosocial influences on its development. The inclusion of CPTSD in ICD-11 followed detailed international research across different countries and cultural contexts (Maercker et al., 2022). Prior to ICD-11, those who experienced the long-term effects of chronic trauma often received a number of diagnoses, such as depression, anxiety, PTSD, dissociative disorders, and personality disorders (Ford and Courtois, 2021). This fragmentation did not always recognise the complex and interlinked nature of trauma-related symptoms (Gysi, 2025). One of the key objectives of introducing CPTSD was therefore to enhance diagnostic specificity and clinical usefulness. In contrast with PTSD, which focuses mostly on fear-based symptoms, CPTSD acknowledges the wider psychological impact of chronic trauma exposure (Cloitre, 2020). This difference reflects the increasing recognition that repeated interpersonal trauma can affect emotional development, identity formation and social functioning (Gysi, 2025). However, the classification is still debated, with critics arguing that CPTSD may be a severe type of PTSD rather than a disorder in itself (Resick et al., 2021). Others suggest that the diagnosis risks contributing to diagnostic expansion, whereby additional categories expand the boundaries of psychopathology (Haslam, 2016). This reflects wider concerns about the medicalisation of distress and the proliferation of psychiatric classifications (Gysi, 2025).
Comparison with the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision (DSM-5-TR), further highlights classification differences. DSM-5-TR recognises trauma complexity; however, it does not include CPTSD as a separate diagnosis, instead incorporating these features within PTSD criteria (American Psychiatric Association, 2022). Brewin et al. (2017) argued that the ICD-11 approach improves diagnostic specificity by focusing on a smaller set of core symptoms than DSM-5, thereby enhancing clinical utility and reducing diagnostic complexity. Those who support ICD-11 argue that this difference improves clinical care, whereas critics argue that it introduces a level of complexity that is not needed, with possible diagnostic inconsistency across healthcare settings (Katalan et al., 2026). Therefore, whilst the classification of CPTSD within ICD-11 is a substantial advancement in trauma-informed psychiatry, there are still arguments surrounding conceptual boundaries and its relationship to other disorders.
Diagnostic criteria and diagnostic processes
[bookmark: _Int_hZxtAzPD][bookmark: _Int_1J0iSEjE][bookmark: _Int_ZqdH1yVP]According to ICD-11, the diagnosis of CPTSD requires evidence of exposure to a threatening or horrific event, or a series of events, that are usually prolonged, repetitive or difficult to escape (WHO, 2022). These experiences usually involve interpersonal violations and chronic victimisation, especially during childhood. The diagnostic framework includes two specific aspects: first, individuals must meet all criteria for PTSD, including re-experiencing the traumatic event in the present through intrusive memories, flashbacks or nightmares; avoiding trauma-related thoughts, memories, activities or situations; and an ongoing perception of threat, including startled responses or hypervigilance (WHO, 2022). In addition to PTSD symptoms, individuals must show issues with self-organisation, including affective dysregulation, negative self-concept, and interpersonal disturbances (Ford and Courtois, 2021). Karatzias et al. (2019) note that individuals may experience emotional hyperactivation, with intense fear, anger, or distress, as well as emotional numbness and detachment. Negative self-concept refers to an ongoing belief that one is worthless or permanently damaged, often accompanied by feelings of shame and failure (Ford and Courtois, 2021). Difficulties with forming and maintaining relationships are another key feature of CPTSD, as individuals often fear intimacy and withdraw socially, resulting in impaired social well-being (Cloitre, 2020). Ultimately, the patient’s symptoms must result in substantial functional impairment across educational, occupational, social, or personal areas (WHO, 2022). The diagnostic process therefore goes beyond the identification of symptoms to include an assessment of the wider impact on the patient’s daily life (Gysi, 2025). Assessment often includes clinical interviews, psychosocial histories, and standardised trauma measures, such as the International Trauma Questionnaire (ITQ), which was designed to assess ICD-11 PTSD and CPTSD symptoms (Hyland et al., 2018). These tools have shown high reliability and validity across a number of cultural settings (Gysi, 2025).
[bookmark: _Int_2Vgm2eeQ]However, even with these advances, diagnostic challenges persist, such as the substantial overlap between CPTSD and Borderline Personality Disorder (BPD), as both involve emotional instability, interpersonal difficulties and negative self-perceptions (Katalan et al., 2026). However, CPTSD is usually characterised by an insightful but negative sense of self, whilst BPD is associated with an unstable identity and fear of abandonment. Differential diagnosis can be difficult, especially in those with a history of severe and extensive trauma (Katalan et al., 2026). Another emerging concern relates to neurodivergence, with research suggesting that autistic individuals are more likely to be bullied and experience social exclusion and victimisation, increasing the risk of traumatic events (Rumball et al., 2020). In addition, trauma symptoms may present differently in neurodivergent people, raising concerns that current diagnostic frameworks may not fully recognise these experiences. Therefore, there is growing recognition that trauma assessment must be neurodiversity-informed to support accurate diagnosis and equitable care (Prosser et al., 2025). Overall, the ICD-11 diagnostic framework provides a refined understanding of chronic trauma in comparison with prior classification systems; however, concerns about symptom overlap, diagnostic reliability and cultural applicability continue to influence discussions about CPTSD diagnosis.
Treatment approaches
[bookmark: _Int_IOpTe3ii][bookmark: _Int_R4sk1Hi2][bookmark: _Int_cTRtI9Ot]The treatment of CPTSD is challenging due to the broader and more complex symptom profile associated with the disorder. PTSD treatment focuses on processing traumatic memories and reducing fear responses; however, CPTSD requires treatments that also address emotional dysregulation, interpersonal problems and issues with self-organisation. Current treatment recommendations are influenced by evidence-based methods developed for PTSD. In the UK, the National Institute for Health and Care Excellence [NICE] (2018) recommends trauma-focused psychological therapies as first-line interventions for trauma-related disorders, especially Trauma-Focused Cognitive Behavioural Therapy (TF-CBT) and Eye Movement Desensitisation and Reprocessing (EMDR). TF-CBT aims to identify and change maladaptive beliefs that develop following traumatic experiences, helping people to process their memories in a structured and safe manner. Lewis and Furnham (2022) suggest that this approach can greatly reduce trauma symptoms and enhance overall functioning in those with CPTSD. However, Ford and Courtois (2021) argue that standard CBT approaches may not address severe identity disturbances, requiring adaptations and flexibility when working with those with CPTSD. EMDR has also shown benefits in reducing trauma-related symptoms, helping patients to process distressing memories through bilateral stimulation, and enabling traumatic experiences to be integrated into existing frameworks (Shapiro, 2018).
A systematic review by Villegas-Ortega et al. (2025) found that EMDR can produce substantial improvements in emotional regulation and psychological distress; however, there are concerns about the suitability of intensive trauma processing for those who have not yet developed emotional stabilisation skills (Ford and Courtois, 2021). Many professionals may therefore suggest a phased approach, focusing on stabilisation, trauma processing, and reintegration (Ford and Courtois, 2021). However, Karatzias et al. (2023) argue that, although phased approaches may seem beneficial, firm conclusions have not yet been reached within the research, highlighting the ongoing tension between evidence and clinical experience. Dialectical Behaviour Therapy has also emerged as an important approach, especially for those with severe emotional dysregulation (Linehan, 2015). Pharmacological interventions are also considered an important part of treatment, such as SSRIs, used in addition to the other methods discussed (NHS, 2025; Lewis and Furnham, 2022). However, there are general barriers relating to geographical inequality, with The King’s Fund (2024) highlighting pressures within mental health services and how demand has exceeded available resources. Lastly, treatment engagement can be difficult, as those with CPTSD often have trust difficulties; therefore, therapeutic communication and relationships are essential in the provision of high-quality, safe, and tailored care (Gysi, 2025).
Rehabilitation and recovery
[bookmark: _Int_xwZnOoXR]Symptom reduction is a vital aspect of treatment, but recovery extends beyond clinical improvement to include social, occupational, and interpersonal functioning (Katalan et al., 2026). Modern mental health services often adopt recovery-focused models that emphasise autonomy, empowerment, and meaningful participation in society, rather than focusing only on symptoms (Slade et al., 2022). Effective rehabilitation requires a holistic and multidisciplinary approach, including trauma-informed care to avoid re-traumatisation in healthcare settings (Substance Abuse and Mental Health Services Administration, 2023). Rather than asking the patient what is wrong, trauma-informed care encourages professionals to consider what happened to them, shifting the focus away from pathological interpretations of mental distress (Gysi, 2025). Rehabilitation may include peer support programmes, vocational rehabilitation, supported employment schemes, housing support and social prescribing initiatives. Evidence suggests that peer support can improve hope, self-efficacy, and social connectedness among trauma survivors (NHS England, 2024). However, even with a growing focus on these needs, rehabilitation services remain inconsistent, and funding often prioritises acute mental health care over long-term recovery, resulting in gaps between treatment completion and reintegration into the community (The King’s Fund, 2024).



Current debates and emerging issues
[bookmark: _Int_mvnilGZO][bookmark: _Int_4hxmGDFA]The inclusion of CPTSD within ICD-11 has created significant debate in relation to its classification, diagnosis, and treatment. One of the main discussion points is whether CPTSD is a distinct disorder in itself or a more severe type of PTSD. Supporters argue that the inclusion of disturbances in self-organisation, such as emotional dysregulation and interpersonal difficulties, differentiates CPTSD from PTSD and enhances diagnostic accuracy (Cloitre, 2020; Cloitre et al., 2019; Hyland et al., 2021). However, critics argue that CPTSD may simply reflect chronic PTSD, raising concerns about diagnostic expansion and classification overlap (Resick et al., 2021). Another debate surrounds the relationship between CPTSD and BPD, with both sharing difficulties with relationships and emotional instability. Identity disturbance and fear of abandonment have been identified as key distinctions; however, differential diagnosis continues to be a challenge in practice (Lewis and Furnham, 2022). The role of neurodivergence has also received attention, as discussed, prompting the need for neurodiversity-informed assessments and treatment methods (see Table 1 below) (Rumball et al., 2020).

Table 1: Symptom overlap and diagnostic challenges
	Feature
	Complex PTSD (CPTSD)
	PTSD
	Autism Spectrum Disorder (ASD)
	Attention Deficit Hyperactivity Disorder (ADHD)

	Classification
	Trauma-related disorder (ICD-11: 6B41)
	Trauma-related disorder (ICD-11: 6B40)
	Neurodevelopmental disorder
	Neurodevelopmental disorder

	Cause
	Prolonged, repeated trauma (e.g., abuse, captivity, domestic violence)
	Exposure to a traumatic event
	Neurodevelopmental difference present from early childhood
	Neurodevelopmental difference present from early childhood

	Core Symptoms
	PTSD symptoms plus disturbances in self-organisation (DSO)
	[bookmark: _Int_qEPSSyHe]Re-experiencing, avoidance and hypervigilance
	[bookmark: _Int_LhSYV6LR]Differences in social communication, sensory processing and repetitive behaviours
	[bookmark: _Int_0uJ1EvEb]Inattention, hyperactivity and impulsivity

	Emotional Regulation Difficulties
	Common and often severe
	May occur but is less prominent
	Can occur due to sensory overload or stress
	Frequently present due to impulsivity and executive dysfunction

	Social Difficulties
	[bookmark: _Int_mrBBqtq2]Often linked to trauma, mistrust and fear of relationships
	May avoid others due to trauma reminders
	Lifelong differences in social communication and interaction
	[bookmark: _Int_YVcReFah]Difficulties may arise from impulsivity, distractibility or emotional dysregulation

	Negative Self-Concept
	Core diagnostic feature
	Less central to diagnosis
	May develop secondary to social experiences, but not a core feature
	May develop due to repeated criticism or failure experiences, but is not a core feature

	Hypervigilance
	Common symptom
	Core symptom
	May appear similar due to sensory sensitivity, but originates differently
	May appear as distractibility rather than threat monitoring

	Sensory Sensitivities
	Can develop following trauma
	Possible but not typical
	Core feature for many autistic individuals
	Common, but not diagnostic

	Relationship Difficulties
	[bookmark: _Int_1A6UbCad]Often related to trauma, mistrust and attachment difficulties
	May occur due to avoidance behaviours
	Related to differences in communication and social understanding
	Often linked to impulsivity and emotional regulation difficulties

	Onset
	After prolonged trauma exposure
	After traumatic event(s)
	Present from childhood
	Present from childhood

	Treatment Focus
	[bookmark: _Int_Y03afopP]Trauma-focused therapies (CBT, EMDR), emotional regulation and rehabilitation
	Trauma-focused therapies (CBT, EMDR)
	[bookmark: _Int_KgXIny7y]Support, adaptations, psychoeducation and environmental adjustments
	Medication, psychoeducation, behavioural and psychological interventions

	Potential Diagnostic Overlap
	Emotional dysregulation, social withdrawal, sensory sensitivity
	Hypervigilance, avoidance, anxiety
	Social difficulties, emotional dysregulation, sensory sensitivity
	[bookmark: _Int_yH8WcfI4]Emotional dysregulation, attention difficulties and impulsive behaviours



[bookmark: _Int_S2ZbYfr2]These debates have important implications for policy and practice, with the need for specific and tailored training, better diagnostic frameworks and trauma-informed services to provide an accurate diagnosis and equitable access to care. Ongoing research on the topic is also needed to improve cultural validity and clinical practice across diverse populations.


Recommendations
[bookmark: _Int_5fOJHNAv]The table below details proposed recommendations for future practice, policy and research.
Table 2: Recommendations
	Recommendation
	Rationale
	Implications for Practice and Policy

	Increase investment in specialist trauma services
	Despite growing recognition of CPTSD, access to evidence-based interventions remains inconsistent, with long waiting times and limited availability of specialist services.
	[bookmark: _Int_eLAP1j6s]Increased funding would improve access to trauma-focused therapies, reduce treatment delays and promote equitable service provision across regions.

	Enhance clinician education and training.
	[bookmark: _Int_z1xxwQeF]CPTSD shares symptoms with PTSD, Borderline Personality Disorder (BPD) and neurodevelopmental conditions, increasing the risk of misdiagnosis.
	[bookmark: _Int_mQ944yyu]Improved training would support accurate assessment, appropriate treatment planning and better patient outcomes. It may also reduce unnecessary use of multiple diagnoses.

	Embed trauma-informed care across all health and social care services
	[bookmark: _Int_Bo497FEt]Trauma is highly prevalent among service users and can influence engagement with healthcare, treatment adherence and recovery.
	[bookmark: _Int_6wGGvkZe]Making trauma-informed care a universal standard would improve patient experiences, reduce re-traumatisation and promote more person-centred care across services.

	Develop neurodiversity-informed assessment and interventions
	Emerging evidence suggests that trauma may present differently in autistic individuals and those with ADHD, while existing assessment tools may not adequately capture these experiences.
	[bookmark: _Int_6h1njieZ]Adapting diagnostic tools and interventions would improve accessibility, diagnostic accuracy and treatment effectiveness for neurodivergent populations.

	Strengthen research into cultural validity and treatment effectiveness
	[bookmark: _cwdmkn18siz1][bookmark: _Int_hmx0xBBL]Questions remain regarding the applicability of CPTSD diagnostic criteria across different cultures and the comparative effectiveness of available treatments.
	[bookmark: _mrpe4jy6ynb]Further research would inform future revisions of ICD classifications, support culturally sensitive practice and strengthen the evidence base for treatment and rehabilitation approaches.



[bookmark: _tf1fxf3rt1yi]Conclusion
[bookmark: _Int_nc5Bmszz][bookmark: _Int_D6xdjFCu][bookmark: _Int_dBFXcdaH][bookmark: _Int_0UeFKQIe]CPTSD is a significant advancement in the recognition of the long-term psychological impact of prolonged and repeated trauma. Having been classified within ICD-11 as code 6B41, CPTSD goes beyond PTSD frameworks by including disturbances in self-organisation, emotional dysregulation, interpersonal difficulties and a negative self-concept. The introduction of CPTSD has enhanced understanding of complex trauma outcomes and supported the development of more tailored treatment methods. Evidence supports the use of TF-CBT and EMDR, whilst rehabilitation focuses on trauma-informed and recovery-oriented models of care. However, challenges remain in relation to accessibility, diagnostic complexity and long-term rehabilitation. Recent debates about diagnostic validity, overlap with BPD, neurodivergence and medicalisation highlight the evolving nature of trauma-related psychopathology. Some critics question whether CPTSD is a disorder in itself; however, growing evidence supports its clinical use and relevance. Ongoing research, trauma-informed practice and investment in specialist services will be vital to ensure that individuals affected by complex trauma receive recognition, treatment and care. The recognition of CPTSD within ICD-11 reflects a wider movement towards understanding mental health in the context of lived experiences and adversity. As knowledge grows, future policy and practice must take this into account, responding to cultural diversity and the complexities of trauma recovery.
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