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FROM INSTITUTIONAL STIGMA TO TRAUMA-INFORMED PROVISION:
ANALYZING COMPLEX PTSD UNDER THE ICD-11 FRAMEWORK

ICD - 11 FRAMEWORK
Complex PTSD (CPTSD) was officially
introduced in the ICD-11 as a brand-
new diagnosis distinct from standard
PTSD (WHO, 2019). While standard
PTSD often stems from a single
terrifying event, CPTSD develops
from chronic, repeated, and
interpersonal trauma (like captive
abuse or domestic violence) where
escape is impossible.
Statistical research using the
International Trauma Questionnaire
(ITQ) confirms that CPTSD is not just
"severe PTSD," but a completely
separate disorder requiring different
clinical care (Hyland et al., 2017).

Historical Context & Institutional Stigma

Institutional Disbelief - The
WWI & WWII Era: Trauma was
historically weaponised against
survivors; military leaders
dismissed “shell shock” as
cowardice, and the DSM -l
utilised Ganser syndrome to
accuse soldiers of faking
mental illness, a systemic
barrier that lasted until PTSD
was finally legitimised in the
1980 DSM-III. (David, 2019)
The “Invisible” Trauma: Judith
Herman (1992) argued that
psychiatric history consistently
ignored CPTSD because society
resisted acknowledging the
reality of chronic, inescapable
human cruelty, such as
domestic violence and
childhood abuse.

The Primary Predictor: Cloitre
et al. (2009) analysed a clinical
sample of 734 adults and
children and demonstrated that
childhood cumulative trauma
(such as repeated abuse and
neglect) directly predicts
increasing symptom complexity
in adulthood.

The Diagnostic Battle: Herman
(2012) challenged critics who
set arbitrarily high research
standards to block CPTSD from
manual inclusion, arguing that
formal recognition is a
necessary precondition for
funding and research
development.

The Prevalence Data: Herman
(2012) also highlights that the
majority of trauma patients are
multiply traumatised. DSM-IV
field trials revealed that while
PTSD alone had a 20%
prevalence, the prevalence of
PTSD combined with CPTSD
was 34%.

The 6 Core PTSD Symptoms

To meet the baseline criteria, a survivor must experience all three factors (comprising two
symptoms each):

1. Re-Experiencing (Here and Now)
* Flashbacks: Intrusive memories where the trauma feels like it is happening right now.
* Nightmares: Terrifying, repetitive dreams that disrupt sleep and replicate the trauma.

2. Deliberate Avoidance

« Internal: Actively pushing away thoughts, memories and emotions connected to the
event.

* External: Staying away from specific people, places or situations that act as triggers.

3.Sense of Current Threat

* Hypervigilance: Remaining on constant high alert, scanning the room for danger.

« Startle Response: A physical hair-trigger reaction (jumping or flinching) to minor scares.
(Hyland, et al., 2017)

PTSD vs. Complex PTSD

Complex PTSD is characterized by additional sympton
Impaired emotional regulation

Negative self-perception

D S

Interpersonal problems

_ Kahlig, 2023

* The Blueprint of Early Maladaptive Schemas (EMS): Drawing on Young (1990),
Greenblatt-Kimron et al. (2023) define schemas as deeply ingrained, self-defeating
cognitive patterns regarding self-perception and relationships. These lenses form in
childhood when core emotional needs are neglected or abused by parents, leaving
the adult survivor with persistent, automatic beliefs of worthlessness, loss and
danger that severely impair daily functioning.

Risk Factors & Multimorbidity: Investigating veterans, Murphy et al. (2021) proved
ICD-11 CPTSD is far more severe and comorbid than standard PTSD. Driven by
cumulative trauma (childhood adversity and adult bullying), survivors faced
extensive care delays that compounded their functional ruin. The CPTSD cohort
experienced profound social isolation, sleep disruption, elevated dissociation, and
severe difficulties managing anger and aggression, showcasing total emotional
dysregulation.

The Frontier of Moral Injury: Murphy et al. (2021) established that CPTSD is
uniquely tied to "moral injury" - profound distress from events violating core
ethical values. While heavily researched in veterans, this shame-driven
phenomenon remains a critical gap in broader trauma literature. Extending this
framework to civilian populations, such as trauma-surviving mothers experiencing
severe distress when symptoms disrupt parenting, represents a vital future
direction for clinical research.

While standard PTSD comprises
the 6 core symptoms, Complex
PTSD (CPTSD) includes three
additional overlapping features
known as Disturbances in Self-
Organisation (DSO): emotional
dysregulation, interpersonal
difficulties, and a negative self-
concept. (Jowette et al., 2020.
Hyland et al., 2017. WHO, 2019)

What are Disturbances in
Self-Organisation (DSO)?

1.Affect Dysregulation: Extreme
difficulty managing emotions;
presents as explosive reactive ange!
emotional numbing, or substance
misuse to cope.

2.Negative Self-Concept: Deeply held
stable beliefs of being fundamentall
worthless, ruined, or a failure,
accompanied by persistent shame.

3.Interpersonal Difficulties: Chronic
struggles to maintain relationships
feel close to others, leading to sevel

social isolation (Jowette et al., 2020).

* The Relational Pathway to DSO:
Mahfir and Parameswari (2026)
demonstrated that parental
attachment disruptions
significantly link childhood
emotional maltreatment to DSO
dimensions, specifically driving
affective dysregulation and angry
distress. Their findings highlight
that trauma-focused
interventions must focus on
assessment and strengthening
relational and emotional
supports to mitigate these DSO-
related difficulties.

Integrating Adjunctive Somatic
Care: Because CPTSD involves
complex bodily and emotional
challenges, trauma clinicians
view individualised physical
exercise as a potentially
beneficial, adjunctive treatment
protocol. However, successful
integration faces notable
environmental, client, and
service-level barriers, including
limited access to resources,
agoraphobia, and gaps in service
provision (Biernacka, Talwar and
Billings, 2024).

e





