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Introduction
Complex post-traumatic stress disorder, which is commonly abbreviated as CPTSD, is now included in ICD 11 as an autonomous mental disorder in Chapter 6, Mental, behavioural and neurodevelopmental disorders. It is classified as a disorder particularly related to stress, and its classification is 6B41. The diagnosis was included to enhance an awareness of other responses to trauma that are beyond the major pattern of post-traumatic stress disorder, or PTSD. This is important because there are individuals who do not just show up but also have deep, prolonged issues with the regulation of emotions, self-worth, and relationships. The language of disorder that ICD-11 employs to denote CPTSD as a clinical category with clinical significance (World Health Organisation, 2025; World Health Organisation, 2024; Cloitre, 2020) thus highlights the importance of the language employed. 
The disorder is closely associated with the recurrence or prolonged trauma, particularly that which cannot be escaped easily. This may involve abuse in childhood, domestic abuse, trafficking, torture, coercive control, captivity and war-related harm. The following report critically reviews CPTSD, utilising four areas as required by the assessment brief. They are classification and diagnosis, treatment and rehabilitation, current debates and emerging issues, and recommendations on how to enhance practise and policy. 
Classification and Diagnosis
CPTSD within ICD 11
ICD 11 categorises CPTSD as a disorder that is directly related to stress. The significance of this place is that it puts the diagnosis in the form of a disorder associated with trauma rather than in the form of a personality issue, a mood disorder, or an appearance of personal weakness. The category is designed to enhance more precise clinical practise within and between countries and in varied contexts, not necessarily in speciality trauma services. To make this diagnostic work more understandable and closer to the real world, the 2024 WHO Clinical Descriptions and Diagnostic Requirements were released (World Health Organisation, 2024; Kestel and Reed, 2024). 
ICD 11 draws the line between PTSD and CPTSD. Three groups of symptoms characterise PTSD. These are the re-experience of the traumatic experience during the present, avoidance of the traumatic reminders, and a sense of constant threat. CPTSD contains all these PTSD symptoms, yet it introduces what ICD 11 termed disturbances in self-organisation. These comorbid conditions involve the presence of severe problems in emotion management, negative self-concept and significant relationship difficulties. According to Cloitre, this simplified ICD-11 structure enhances accuracy for the trauma population. In contrast, Maercker et al. (2022) demonstrate that the category demonstrates a more severe and complicated pattern of harm associated with chronic trauma exposure. 
There are actual strengths of this classification. It assists in understanding why some trauma survivors cannot fit well into typical PTSD and why a great number of trauma survivors have been misunderstood or misdiagnosed in the past. Practically, CPTSD can prevent a clinician from imposing extreme trauma presentations into inappropriate categories. Meanwhile, the diagnosis has its boundaries, as well. Diagnosis can enhance the recognition, yet also take the attention out of the social and relational causes of trauma, in case services are offered based on symptoms. The label is thus most helpful when it opens the door to more effective treatment rather than reducing the individual to a code alone (Rod and Schmidt, 2021; Maercker et al., 2022).
Diagnostic criteria and diagnostic process
Diagnosis must not be a checklist in itself. In ICD-11, the diagnosis should pay special attention to the history of trauma, current symptoms, degree of impairment, risk, and socialisation. The clinician needs to determine whether the image, in comparison with PTSD alone, depression, or anxiety disorders, dissociative problems, substance misuse, or personality disorder, is more readily explained by CPTSD than the former. The clinicians are reminded by Chambliss et al. (2024) that concepts associated with trauma might be made too broad when the occurrence of trauma is regarded as an adequate factor on its own. 
The assessment tools have played a good role in enhancing diagnostic practise. One of the key measures is the International Trauma Questionnaire, which was used in the ICD-11 research. The results of Redican et al. (2021) indicated that PTSD and CPTSD are similar but different disorders when estimated using this measurement. It was also observed that the questionnaire identified a significant change in treatment (Cloitre et al., 2021). 
The measurement base remains in the process of development. Kindred et al. (2025) conducted a meta-analysis confirmatory factor analysis of the International Trauma Questionnaire and found that it supported the broad clinical usefulness but also indicated that the latent structure had not fully settled and that some subscales had lower internal consistency. This does not invalidate the diagnosis, but it indicates that assessment must remain clinical, careful in interviewing and conscious of co-occurrence with other issues. This is to say that the criteria are practical, though diagnosis remains an art rather than a science (Kindred et al., 2025).
Treatment and Rehabilitation
Standard treatment approaches
Treatment evidence remains that trauma-focused psychological therapy is the strongest one. According to Billings and Nicholls (2025), trauma-based cognitive behavioural therapy and eye movement desensitisation and reprocessing for trauma-related disorders are still supported by reviews and meta-analyses. In contrast, dropout has been a chronic problem and evidence base has been stronger in trauma than in CPTSD. Even more recent data are on the positive side. Hu et al. (2025) reported large advantages of psychological therapy on CPTSD in terms of PTSD symptoms, depression, anxiety, and dissociation, and the results of this study were maintained primarily at the follow-up. Ahn et al. (2025) also found that psychological interventions can be useful, but noted that treatments focused on addressing disturbances in self-organisation are scarce. 
Cloitre (2021) maintains that CPTSD commonly requires a broad perspective that incorporates aspects of safety, stabilisation, emotion regulation, identity-related support, and relationship support. A similar argument is put forward by Stubley, Chipp and Buszewicz (2025) in their clinical review, where they emphasise collaborative planning, pacing, and focus on the living conditions at the moment. This is significant since a great number of individuals with CPTSD continue to reside in unstable, abusive relationships, poverty or other forms of pressure, which influence treatment attendance (Cloitre, 2021; Stubley et al., 2025).
Rehabilitation in ICD 11 and in practice
ICD-11 primarily represents a categorical system and therefore does not provide a comprehensive rehabilitation pathway. In the case of CPTSD, practise should hence understand rehabilitation rather than the diagnosis code. Rehabilitation in practise may involve community mental health response, trauma-informed inpatient, domestic abuse response, safeguarding, housing, welfare counselling, peer support and assistance with education or employment (World Health Organisation, 2024; Calabria and Cullen, 2024). 
This aspect of response has focused on trauma-informed care. According to the Office for Health Improvement and Disparities (2022), the concept of trauma-informed practice is based on the knowledge of the consequences of trauma and the active prevention of re-traumatisation. NHS England (2025) has likewise advocated harm-conscious and trauma-conscious inpatient care, associating it with improved experiences and safer environments. 
The rehabilitation image, however, is disproportionate. Emsley et al. (2022) showed that, in the UK, the concept of trauma-informed care is widely discussed in policy, but there is no single NHS-wide approach, and implementation is uneven. Women Aid (2022) also demonstrates that the women who survived domestic abuse usually endure disjointed service paths, even in cases when mental health requirements are critical. This implies that rehabilitation remains too reliant on local delivery, charity assistance and individual personnel expertise. The shift from institutional to community care has mattered; however, community care itself is inadequate when services are unequal or do not network effectively (Emsley et al., 2022; Women Aid, 2022; Calabria and Cullen, 2024).



Current Debates and Emerging Issues
Debate over the diagnosis itself
Among the major debate is that CPTSD actually should not be a distinct diagnosis from PTSD. Advocates claim that it can capture an actual, clinically relevant pattern of issues that would otherwise go unnoticed or be inadequately described. Rod and Schmidt (2021) conclude that the diagnosis can inform more personalised treatment and improve research. Redican et al. (2021) also discovered that the available evidence confirms the existence of PTSD and CPTSD as different disorders. This substantiates the opinion that ICD-11 has improved the sphere, not just made the diagnosis even broader needlessly. 
Meanwhile, the debate is not over. Practitioners may still find the lines between PTSD and CPTSD hard to draw, particularly when the population are also diagnosed with depression, dissociation, self-harm, substance abuse, or personality disorder. Even the primary measurement tool, as demonstrated by Kindred et al. (2025), still speaks of structural concerns. It is therefore not yet the best judgment to say that this category is weak, but rather that it is being perfected. It should be based on how well it enhances care in a real and practical manner (Kindred et al., 2025; Billings and Nicholls, 2025).
Neurodivergence, reclassification and policy
The neurodivergence role is an emerging issue of importance. CPTSD is not a neurodevelopmental disorder, nor is there a good reason to re-classify it as such. Still, when an individual is autistic, has ADHD, or experiences intellectual disability, it is possible to miss or misunderstand trauma. Crole Rees et al. (2025) established that PTSD is underidentified and undertreated in individuals with neurodevelopmental disorders in criminal justice. There is a wide range in reported prevalence and significant issues with assessment. This is important since the symptoms can be mistakenly blamed on neurodevelopment alone, whereas trauma needs are not realised. Good practise must then be neurodivergent and trauma-informed. It is not a reclassification problem but an assessment problem, with less diagnosis overshadowing (Crole Rees et al., 2025). 
Another controversy is that of rights, choice, and coercion in care. Discussions on reforms to the Mental Health Act in England and Wales have centred on more protections, patient choice and restricted practice. It is particularly significant to individuals with CPTSD as coercive care can involve the recurrence of the previous experience of fear and loss of control.  In the case of CPTSD, this implies that the quality of the treatment cannot be detached from the level of safety and respectfulness of the services to the individual consuming them (Saraceno and Caldas de Almeida, 2022). 
One last controversy is that of social inequality. Abuse, exploitation, displacement and long-term social disadvantage are associated with CPTSD. The argument presented by the WHO World Mental Health Report (2022) is that the social conditions that precipitate distress need to be addressed by mental health systems. It is extremely topical since the alleviation of symptoms will not help to resolve the consequences of unsafe housing, poverty, racism, or the persistence of violence. In that regard, CPTSD is not only a diagnostic problem but a social justice problem.
Recommendations
To begin with, the assessment should include a combination of ICD-11 criteria, a thorough history of trauma, functional assessment, and careful differential diagnosis. The International Trauma Questionnaire is an effective measure, but it must not take the place of clinical judgement. The employees should also be more trained on the identification of trauma among populations that are regularly overlooked, such as survivors of family violence, neurodivergent individuals, and individuals in prisons or other restrictive environments (Cloitre et al., 2021). 
Second, treatment pathways should be more comprehensive than the therapy itself. Psychological intervention is supported by evidence, and joined up, and assistance with safety, housing, benefits, drugs, protecting, family or relationship support, and restoration of daily functioning is frequently required by people with CPTSD. Services of the NHS and partners are to shift to a more standardised trauma-informed offering, rather than focusing on isolated areas of good practice (Hu et al., 2025). 
Third, the rights, culture, and inequality should remain central to the design of the policies. The involvement of the survivors, least restrictive practise, respect for privacy, and consciousness of how gender, poverty, race, disability, and migration influence both trauma and access to help should be considered as trauma-informed care. Long-term outcomes, more effective assessments across cultures and interventions directly aimed at the disturbances in self-organisation need further research. Better diagnosis is worthwhile, though it should be accompanied by safer services and improved recovery (World Health Organisation, 2024; Billings and Nicholls, 2025). 
Conclusion
One of the most significant additions to the ICD 11 is complex post-traumatic stress disorder, since it acknowledges that fear systems do not have the capacity to damage as much as protracted trauma does. The diagnosis is also clinically useful as it summarises the pattern of both PTSD symptoms and self-organisation disturbance. It may enhance the recognition, inform treatment and minimise certain mislabelling. The diagnosis, however, is not sufficient. The issue that has now become the primary one is no longer the existence of the category but the discrepancy between diagnostic transparency and the unequal quality of actual services. To treat CPTSD well, proper assessment and treatment, trauma-informed rehabilitation, as well as rights and inequality-charged policy, are required. In that regard, the benefit of CPTSD is whether it will result in humane, safer, and better-matched treatment of individuals whose suffering has frequently been concealed or misconstrued.
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