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I was looking for a method of understanding which treatments work best for which types of 
trauma, and low and behold CPTSD was added to the ICD-11 in 2018, and researchers have 
been mining the coals EBPs ever since.  
 
Added to 11th version of the International Classification of Diseases in 2018 (ICD-11: World 
Health Organization, 2019)  
 
So before we get into the theory and treatments, let’s talk about some stats. 
  
Herman, J. L. (1992a). Complex PTSD: A syndrome in survivors of prolonged and repeated 
trauma. Journal of Traumatic Stress, 5(3), 377-391. https://doi.org/10.1002/jts.249005305 
van der Kolk, B. A., Pelcovitz, D., Roth, S., Mandel, R. S., McFarlane, A., & Herman, J. (1996). 
Dissociation, affect dysregulation and somatization: The complex nature of adaptation to 
trauma. American Journal of Psychiatry, 153(7), 83-93. https://doi.org/10.117/ajp.153.7.83 
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Figure 2.

Prevalence of PTSD and CPTSD by study.

PTSD =  post-traumatic stress disorder; CPTSD =  complex PTSD.

Grinsill et al., 2024

Prevalence of Complex Post-Traumatic Stress Disorder 
in Serving Military and Veteran Populations: A Systematic Review

N = 17,362+ over 

18 studies

 

 

Focusing on military populations, this 2024 systematic review demonstrated higher rates of 
CPTSD (with studies ranging from 5 to 80%) compared to PTSD (3% to 48%). Higher rates of 
childhood adversity and more military-related experiences of emotional/physical bullying 
(Murphy et al., 2021) and greater MI in the CPTSD group (Currier et al., 2021).  
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Fig. 1. Prevalence of adverse childhood experiences among 

U.S. veterans

Adverse Childhood Experiences (ACEs) and U.S. Military:

National Health and Resilience in Veterans Study (NHRVS)

No CPTSD data yet?! 

Slavin et al., 2024

Fischer et al., 2024

 

 

In data analyzed from a nationally representative survey of 4069 U.S. veterans we see that …. 
The figure on the left shows  
 
In the table on the right.. 
Table 3 shows results of ANOVA and χ2 analyses of trauma exposure and psychiatric 
characteristics by PTSD screening status.  
Veterans with full PTSD endorsed the highest number of ACEs and direct trauma exposures.  
These veterans were also most likely to endorse military sexual trauma and screen positive for 
most of the psychiatric disorders.  
Veterans with subthreshold PTSD endorsed a higher number of ACEs and direct trauma 
exposures relative to those in the no PTSD group.  
These veterans were also more likely to endorse military sexual trauma and screen positive for 
most psychiatric disorders.  
Veterans with full PTSD were most likely to endorse interpersonal violence as their index 
trauma, followed by veterans in the subthreshold group. Veterans with no PTSD were most 
likely to endorse disaster/accident as their index trauma, followed by the subthreshold group. 
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Table 1. Description of ICD-11 Posttraumatic Stress Disorder 

(PTSD) and Complex PTSD (CPTSD) Hyland et al., 2023

APA,2022

ICD-11 PTSD, CPTSD and DSM-5 PTSD

DSO

PTSD

CPTSD

2 0 2 5
T r e a t i n g  C P T S D :  M & I  

 

Quick review of CPTSD: PTSD and DSO 
 
The ICD-11 formulation of trauma differs from the DSM-5 (APA, 2022) where a clear 
demarcation is made in the ICD-11 between problems that are directly tied to the traumatic 
event (i.e., the PTSD symptoms), and problems in self-organization that can emerge or intensify 
following the traumatic event (i.e., the DSO symptoms).  
 
In contrast, the DSM-5 takes a “broad tent” approach where problems closely tied to the 
traumatic event and problems in self-organization (criterion D)  are bound together within the 
same diagnostic entity.  
 
This difference has an important theoretical implication.  
 
By distinguishing PTSD and DSO symptoms so clearly, the ICD-11 model implies that there must 
be distinct causal processes that give rise to these problems. From the perspective of the ICD-
11, it is possible to have severe PTSD symptoms without DSO symptoms. From the perspective 
of the DSM-5, however, the trauma-specific and self-organization problems relate to the same 
underlying latent construct and therefore must co-occur and must be derived from the same 
causal process or processes. 
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Does Requiring Trauma Exposure Affect Rates of ICD-11 PTSD 

and Complex PTSD? Implications for DSM –5 Hyland et al., 2021

2 0 2 5

Veterans' risk factors for PTSD and CPTSD [Murphy et al., 2021]

*Certain non–Criterion A events involving extreme fear and horror should be considered traumatic

 

 

• This study was based on a nationally representative sample of noninstitutionalized Irish 
adults  

• The ICD-11 approach of providing clinical guidance rather than a formal definition offers a 
viable solution to some of the problems associated with the current and previous attempts to 
define traumatic exposure. 
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Billings & Nicholls, 2025
Hu et al., 2025

Ahn et al., 2025

PTSD and complex PTSD, 
current treatments and 
debates: a review of 
reviews

Efficacy of psychological interventions for complex 
post-traumatic stress disorder in adults exposed to 
complex traumas: A meta-analysis of randomized 
controlled trials

Psychological Interventions for 
Complex Post-traumatic Stress 
Disorder Symptoms: A Systematic 
Review

• Strongest evidence continues 

to be for trauma-focused

CBT and EMDR.

• Less research into adapting

treatments for CPTSD (future 

research).

• Despite their demonstrated 

efficacy, dropout rates 

remain high.

• There has also been a 

proliferation of research into 

novel interventions in the 

treatment of PTSD, either as 

alternatives or as adjuncts. 

• However, poor quality 

and lacks comparisons 

with established 

evidence-based 

interventions for PTSD.

• CPT, PE, EMDR (corroborating Karatzias 
et al., 2022).

• From a trauma exposure perspective, 

participants with childhood trauma had 

relatively lower relief compared to other 

trauma exposure populations.

• (Phase I: CBT, DBT, STAIR) I 
(Herman, 1992) (PHASE II: PE, 
EMDR).

• Still lacking interventions distinct 
from those for PTSD specifically 
designed to target DSO.

 

 

Ahn: previous reviews differ significantly in the inclusion criteria, data analysis and presentation. 
For example, some of the original studies did not distinguish between single and complex 
traumas, and not all of the included participants met PTSD or CPTSD diagnosis. 
 
Therefore, the primary objective of this systematic review and meta-analysis was to evaluate 
the efficacy of psychological interventions for complex traumatic symptoms in the outcome 
domains of PTSD, depression, anxiety, and dissociation 
 
Hu: Studies that provide detailed analyses of disturbances in self-organization domains offer 
valuable insights into addressing CPTSD symptom patterns, underscoring the importance of 
developing symptom-specific interventions.15,19 Yet, comprehensive research on intervention 
methods distinct from those available for PTSD is lacking, as most studies have not sufficiently 
explored interventions that are specifically designed to target the unique symptom clusters of 
CPTSD, particularly disturbances in self-organization 
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T r eat ing 
CPT SD  wi t h 
Empi r ical ly 
Suppor t ed 

T heor y

To understand how our clinical 
interventions can directly 
address CPTSD, a theory needs 
to explain how exposure from 
multiple traumatic events 
increases risk of CPTSD and 
outline mechanisms of trauma 
symptoms and model causal 
pathways in relation to each 
individual symptom.
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The International Trauma Consortium: M&I of ICD-11 CPTSD

2025 8

Hyland et al., 2023

Traumatic 

Sensation-Based 

Memories

Negative 

Identities

Hyland et al., 2025

Confirmatory Factor Analysis 

 

 

The M&I theory posits that there is a higher risk for meeting criteria for PTSD or both PTSD and 
DSO (i.e., CPTSD) if there are multiple forms of trauma, occurs earlier and interpersonally in 
development, and if during the trauma, the individual freezes, psychically and somatically 
dissociates, occurring with extreme emotions and cognitive overload and THAT RISK can 
MULTIPLY with pre-trauma psychopathology, trauma exposure, other ACEs, attachment 
wounding, and unintegrated pre-reflective experiences (or multisensory bodily and affective 
signals that they are unable to put into words; Vandekerckhovc & Panksepp, 2009). 
 
Traumatic Memories 

In comparison to pre-reflective experiences, Self-awareness experiences        
develops later in childhood; part of health identity development- involving meta-
awareness of our conscious state and permitting a sense of coherence among various 
parts of the self 

 
Per the prereflective and self-awareness experience continuum, intrusive memories in PTSD 
reflect the dissociation between perceptual memory (involving high absorption of vivid, detailed 
traumatic imagery, sensation-based) and episodic memory that would dictate context and 
integrate with adaptive knowledge; resulting in our classic ICD-11 PTSD symptoms of re-
experiencing, avoidance, and sense of current threat.  
 
With little contextual and adaptive information – heightened engagement of the body via 
absorption of sensation-based memories results in pervasive affective dysregulation 
 



This dysregulation can account for either : 
• The inability to control an already activated state (mobilization; fight/flight) via the under 

regulation of the prefrontal cortex to modulate amygdala reactivity or  
• the inability to experience normal emotions (immobilization; freeze) via the overregulation of 

the prefrontal cortex onto amygdala activation. This excessive shutdown can increase the 
likelihood of dissociative responses affecting both the mind and body  (e.g., similar to those 
with PTSD, dissociative subtype in DSM-5-TR).  

 
• Before we jump into the theorized negative identities…we’ll see on the next slide… 
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The International Trauma Consortium: M&I of ICD-11 CPTSD

Traumatic 

Sensation-Based 

Memories

Negative 

Identities

PTSD –Re-

experiencing

DSO –Negative 

self-concept

Address sensorial

components of 

memory & shift from 

prereflective to self-

awarenessPTSD - Avoidance

PTSD - Threat

DSO - Affective 

dysregulation

DSO -

Dysfunctional 

relationships

“I am inferior”

“I am not safe”

“I am vulnerable, 

powerless”

“I am fragmented, 

non-existent”

“I am betrayed, 

abandoned, alienated”

PE, EMDR, Deep 

Brain Reorienting, 

Somatic 

Experiencing

Address negative 

identities

IFS, Ego States, 

Developmental 

Needs Meeting 

Strategy (DNMS)

92025
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Vulnerable

Inferior

Fragmented Self

Disconnected from Others

 

 

As discussed, the sensation based-memories load onto the PTSD criteria, in addition to the DSO 
negative self-concept criterion, since non-criterion A traumatic events, e.g., rejection, 
humiliation can cause beliefs such as I am worthless. [CLICK] 
 
Here, the MI theory is structured into 4 latent Negative Identity factors: Vulnerable, Inferior, 
Fragmented Self, and Disconnected from Others. [CLICK]. Vulnerable loads onto PTSD avoidance 
and threat, and [CLICK] the rest load onto the DSO symptom cluster, accordingly.  
 
When considering these identities, perhaps we are reminded of our stuck points in CPT or our 
negative cognitions in EMDR therapy. [CLICK] 
 
There is a considerable bidirectional relationship between trauma memories and negative 
identities, such that the two PTSD and DSO symptom clusters are reflexive.  
 
The MI theory models which negative identities map onto which criterion; notable for 
understanding how our treatment interventions will address the individual symptoms of both 
PTSD and DSO criterion of CPTSD.  
 
Notably, our frontline EBPs for PTSD contain elements of exposure; however, mere exposure 
may not be enough. The MI theory posits that treatments must address how trauma is stored in 
the body, e.g., EMDR is known for its focus on somatic responses during and in between therapy 
sessions, DBR focuses on preaffective shock (the “alarm metaphor we talk about”) from activity 
in the periaqueductal gray, especially if our veterans score high on the Experiences of Traumatic 



Memories and Prereflective Experiences measures. By having a better idea of which veterans 
may need more attention to how features of their index trauma is stored in their body, our 
treatments will then be geared to somatic interventions, e.g., body awareness/ scanning, 
pendulating from tension to ease- in Somatic Experiencing. 
 
Similarly, depending on our veterans’ scores on the Trauma Identity Questionnaire, we will have 
a better idea of the likelihood of the # of,  and type of negative identities to direct our 
interventions, which can be beneficial as these treatments listed can be integrated with many 
treatments, in addition to those listed above, or used as a standalone.  
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ASSE SSM E NT  &  T R E AT M E NT
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RECOGNIZE & NORMALIZE

patients’ identities may be disturbing, confusing, or contradictory, and that they involve complex 
emotional and bodily experiences rather than just sets of beliefs

MAP
Determine the extent to which there is a strong positive identity with whom the therapist can establish 

a trusting relationship and that will be resilient to trauma exposure*

ASSESSMENT

ITQ, ITI, PreReflective Experiences Q, Experiences of Traumatic Memories Q, Trauma Identity 
Q

 

 

, as well as inquire about the presence of other, more vulnerable identities.  
 
*Recognition and normalization of the fact that  
 
; this can play a valuable role in strengthening the therapeutic relationship.  
 
 
 

  



Slide 11 

 

Phased based if there is presence of a strong prereflective element* 

I. Increase positive identities; link negative identities to relevant experiences; 
thereby, increasing predictability

I. Exposure to traumatic memory with key sensory information (e.g., sights, 
sounds, smells, bodily sensations) for sufficient time to create new 
representations that are linked to an alternative context. 

bringing the memory to mind is only of value if the patient remains in a state of 
self-awareness and is not overwhelmed by pre-reflective self-experience 

I. Increase the retrieval strength of positive identities relative to negative identities
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T R EAT M ENT  PH ASES I  - I I I

 

 

*often but not exclusively when those with CPTSD have experienced interpersonal and 
developmental trauma.  
 
Goal with PHASE I : is to help patients develop a model to increase positive identities; make 
intrusion of aspects of their negative identities more predictable and linked to relevant 
experiences → thus, providing a context that gives events meaning. The extent to which 
positive identities can be quickly restored to high levels of accessibility or must be nurtured over 
a relatively long period is likely to depend on the patient’s attachment history. 
 
Goal with PHASE II: ….new contexts are an integral part of EMDR therapy (Ford et al., 2005) 
 
Goal with Phase III… 
 
So starting with Phase I 
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Phobia of 

therapeutic 

relationship

Treating CPTSD: M&I

PHASE I:

Which identity am I 

working with 

(which age from 

trauma)?

Fragmentation of Self

 

 

 


