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1. Introduction
Mental and behavioural disorder classification is not a static science but one that is constantly changing as more research and clinical knowledge are absorbed. With the release of the 11th Revision of the International Classification of Diseases (ICD-11) by the World Health Organisation (WHO), there has been a considerable change, especially in Chapter 6: Mental, Behavioural or Neurodevelopmental Disorders. Among the newest changes is the emergence of the complex post-traumatic stress disorder (C-PTSD) working sibling disorder as a modification of PTSD. The present report critically analyses the C-PTSD in terms of its classification, diagnosis, treatment, and rehabilitation according to the ICD-11. It will discuss the issues in the contemporary discussions of the disorder, why it is not equal to PTSD, and how it interacts with neurodivergence, and will examine the consequences on healthcare practice and policy, especially in the UK. Evidence-based recommendations for future improvements will be included in the report.
2. Classification and Diagnosis of C-PTSD in ICD-11
Under the category of disorders specifically associated with stress, C-PTSD (ICD-11 6B41) appears in ICD-11. This classifier is paramount as it helps to differentiate it from anxiety or mood disorders and place it in the framework of unfavourable life events (WHO, 2022). It chooses the language very carefully. It is called a disorder rather than an illness. This is a disorder of stress, more precisely a stress-related disorder, suggesting an adaptively maladaptive response to a specific, identifiable stressor, as opposed to the term “illness”, which could imply solely an internal, biological pathology.
C-PTSD has hierarchical diagnostic criteria. To be diagnosed, one has to meet all three fundamental diagnostic criteria of PTSD (6B40). They are: 1) reliving the traumatic experience in the present, 2) intentional efforts to avoid remembrances, and 3) having a consistent perception of threat in the present (hyperarousal) (WHO, 2022). C-PTSD is subsequently diagnosed when, besides all these three core conditions, the victim has severe and pervasive disturbances in three additional areas of affect, self, and interpersonal functioning:
1. Affect Dysregulation: This involves increased emotional responsivity, aggressive tantrums, irresponsible behaviour, or, more extensively, a lack of emotional responsivity and dissociation. The individual has difficulty controlling their emotional state.
2. Negative Self-Concept: These include continuous attitudes of worthlessness, shame or guilt, and an inner sense of being lowered or conquered.
3. Disturbances in Relationships: This can be defined as long-term problems with relationships, a lack of closeness with others, which is usually reflected in avoidance, distrust, or an inability to form relationships.
According to the ICD-11 guide, the diagnostic process needs a competent clinician to make a thorough evaluation to make a distinction between C-PTSD and other overlapping disorders, including Borderline Personality Disorder (BPD). These six symptom clusters also have a more specific framework because the symptoms can be understood in the framework of chronic, repeated, or prolonged trauma, including childhood abuse, domestic violence, or torture (Karatzias et al., 2017). This reclassification of ICD-11 fills in a historic gap in the diagnostic system, which considers that long-term trauma may cause more extensive and intricate impairments than trauma in a single instance.
3. Treatment and Rehabilitation: Effectiveness and Limitations
The C-PTSD treatment field continues to be underdeveloped, and the existing treatment strategies are typically based on the evidence base behind PTSD, remodelled to suit the extra disruptions in self-organisation (DSO). Treatment-based interventions, such as Trauma-Focused Cognitive Behavioural Therapy (TF-CBT) and Eye Movement Desensitisation and Reprocessing (EMDR), are recommended as the most important treatment guidelines in relation to PTSD by such organisations as the National Institute of Health and Care Excellence (NIH) in the UK (NICE, 2018).
Nevertheless, the treatment of C-PTSD with these treatments is controversial. Many clinicians recommend a gradual approach to rehabilitation. This model considers three stages, where 1) is the stabilisation and safety, which involves affect regulation and coping skills; 2) is the processing of traumatic memories; and 3) is the integration and rehabilitation, which implies the relation to life and relations (Herman, 1992; Cloitre et al., 2012). The reason is that C-PTSD individuals have to acquire the ability to contain the overwhelming emotions (affect dysregulation) before they can safely participate in trauma-related processing, which could be very distressing.
Effectiveness: Studies indicate that C-PTSD can be treated using trauma-centred interventions, although the data is weaker compared to that of PTSD. According to some studies, regular PTSD treatments may result in DSO symptom improvements. In contrast, others believe that a step-by-step strategy can be more effective, especially among people with severe affect dysregulation and interpersonal issues (Karatzias et al., 2019). The introduction of C-PTSD in ICD-11 has triggered new studies of customised treatment.
Limitations: The main weakness is that there are currently no large-scale, high-quality randomised controlled trials (RCTs) of C-PTSD treatments. The majority of available literature is a post hoc analysis of PTSD trial data. Moreover, because the phase-based technique is clinically intuitive, it lacks a solid empirical basis and may not be necessary in every situation; some believe it might delay effective treatment (De Jongh et al., 2016). The availability of specialists to administer gradual, trauma-informed care is also a significant obstacle in the UK NHS, where there is a common lack of services and lengthy waiting lists. The social context also complicates rehabilitation; the current living situation has a substantial impact on an individual’s recovery, and they may still live in a dangerous or unhelpful environment.
4. Current Debates and Emerging Issues
With far-reaching practice and policy implications, the advent of C-PTSD has sparked significant controversy. One of the significant controversies is its distinction from Borderline Personality Disorder (BPD). There is significant overlap between the symptom descriptions, especially with affect dysregulation, identity disturbance, and problems with interpersonal interactions. Critics have suggested that C-PTSD can create a misleading diagnosis and that BPD may be a more applicable diagnosis to specific patients, particularly in situations in which trauma is not the aetiological precipitant. Nevertheless, those who support it claim that the two are different. It is proposed that, unlike BPD, which is characterised by the fear of abandonment and unstable relationships, C-PTSD is instead characterised by a negative self-concept and a sense of threat (Cloitre et al., 2021). The difference is important, as the treatments are different; BPD is common to dialectical behaviour therapy (DBT), whereas C-PTSD is common to trauma-focused therapy.
The other concern is neurodivergence. There is increasing awareness of the linkage of high co-occurrence and diagnostic confusion between C-PTSD and neurodevelopmental disorders such as Autism Spectrum Disorder (ASD). In the case of autistic people, it is also more likely that they will go through traumatic events, such as bullying and abuse, since stigma and communication difficulties are very significant in society (Rumball, 2019). Moreover, specific autistic characteristics, like sensory sensitivities or social communication problems, may be confused with hyperarousal and relational dysfunction of C-PTSD. This may lead to a wrong diagnosis and an incorrect treatment. On the other hand, it can be traumatising to be neurodivergent in a world that is not made to accommodate individuals, which can result in the emergence of C-PTSD. The fact that both conditions are included in the ICD-11 would give clinicians the incentive to think more broadly about the complex forms of differentiation, yet practical guidance on how to separate them remains under development.
These arguments directly affect practice and policy. In the case of UK healthcare, NICE guidelines will now need to be revised to come up with more precise directions in diagnosing and treating C-PTSD as opposed to PTSD and BPD. Another act that will be involved is the Equality Act 2010, as victims of C-PTSD are not allowed to be discriminated against. The acknowledgement of C-PTSD strengthens the necessity of providing trauma-informed care in all its public services, such as in mental and social care and the criminal justice system. Moreover, the Mental Capacity Act 2005 might have to be invoked in instances where the affect dysregulation or a negative self-concept of an individual impairs his or her capacity to make decisions regarding his or her treatment or living preferences. Politically and culturally, C-PTSD is recognised as an acknowledgement of the survivors of sustained trauma, including domestic violence or childhood neglect, and is a change in discourse from individual pathology to a more open and sympathetic view of the effects of enduring victimisation.
5. Recommendations for Improvement
Drawing on the results and the analysis done, the subsequent recommendations are offered to enhance the classification, diagnosis, and treatment of C-PTSD in the UK healthcare system:
1. Update Clinical Guidelines and Training: NICE must also accelerate the process of formulating specific guidelines on C-PTSD that are based on the requirements of ICD-11 and the complications involved in treatment. This needs to be encompassed by a national training of healthcare professionals, such as GPs, psychiatrists, and psychological therapists, to make proper differential diagnoses with C-PTSD and BPD and their interaction with neurodivergence. This training must be required in NHS trusts.
2. Develop Integrated Care Pathways: NHS England ought to contract for the development of specialist specialisation and integrated care pathways for C-PTSD. These routes are expected to enable the adult mental health services, learning disability/autism services, and third-sector organisations that focus on trauma support to collaborate. This would guarantee that people with complex needs, such as neurodivergent ones, are provided with holistic and coordinated care as opposed to being transferred between services.
3. Invest in Targeted Research: The larger RCTs should receive a priority in funding provided by funding bodies such as the National Institute of Health and Care Research (NIHR) in an effort to determine the effectiveness of alternative models of treatment for C-PTSD. There is an urgent need to do research to compare the phase-based approach with conventional trauma-focused therapies in direct proportion, as well as come up with and test interventions that directly target people with C-PTSD. The case is that they are also autistic. This study should apply the ICD-11 criteria to make it relevant.
4. Promote Trauma-Informed Policy: The UK government should consider incorporating the principles of trauma-informed practice into all relevant national policies, whether in health and social care or education and work. This involves the awareness of C-PTSD as a major societal health problem and the investment in preventive and early intervention programmes, including in support of vulnerable children and families, to reduce the chronic trauma implications in the long term.
6. Conclusion
Complex PTSD is a significant advance in the area of mental health with the inclusion in ICD-11. It delivers a viable, legitimate, and clinically functional model of conceptualising the intense and widespread effect of chronic and repeated trauma that transcends the constraints of the former PTSD diagnosis. The unique classification and diagnosis of C-PTSD have been explained in the report, with the main symptoms of PTSD and the additional disruptions in self-organisation that characterise the complexity of C-PTSD. The treatment methods are changing, yet significant weaknesses remain, such as the lack of strong support for specific treatment measures and problems with service accessibility in the UK. The continuing controversies, especially those on the distinction between it and BPD and the complicated intertwining with neurodivergence, are essential to inform the practice in the future and provide the correct diagnosis and proper, effective, and compassionate care. Through specific suggestions for revised guidelines, interdisciplinary care maps, and focused research, the UK healthcare plan has an opportunity to meet the needs of the hitherto under-identified population, thereby advancing the progressive paradigm of the ICD-11.
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