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prolonged threat; a potential complex
trauma. Studies in various countries
demonstrate that dissociative disorders
are not rare.18 They are often unrecognised
with a lifetime prevalence of between
0.4 and 3.1% for the most severe
dissociative disorder, dissociative
identity disorder, and considerably
higher for all dissociative disorders.18
Prevalence figures in specific populations,
such as individuals with substance
dependence or female sex-trade
workers are much higher.18 Type 2
traumas are prevalent, affecting
between 1 in 10 and 1 in 7 children,
typically occurring cumulatively over
time and in combination.19 It has been
described as a silent epidemic.20

PRESENTATION
It is vital to ask about the occurrence 
of traumatic events as otherwise 
post-traumatic conditions such as PTSD
or complex PTSD will be missed.21

Disclosure can be a problem particularly
with complex trauma such as sexual
abuse or domestic violence, and is often
incremental as trust with the clinician is
formed. Many factors contribute toward
this, including: fear of disclosure; threats
made by the perpetrator; previous
experience of reaction to disclosure;
dissociative amnesia, or avoidance of
talking about events because of the
distress caused or the perceived
shameful nature of events. 

GPs are in a unique position which
may help limit these concerns as they
may have known the individual for many
years either before the event(s) or
subsequently and are more likely to
have formed a trusting relationship.

It is worthwhile offering examples of
traumatic events as this increases
disclosure, with free checklists available
e.g. the life events checklist for the
CAPS.22 This is important in certain
populations such as refugees. It is
worthwhile enquiring about the
experience of trauma in frequent
attenders with either unexplained minor
physical symptoms or what might
appear relatively minor problems.23

ASSESSMENT
Many complex PTSD presentations are
so enmeshed in comorbid factors that
the traumatic antecedents can be
readily neglected by clinicians who do
not ask about PTEs. The issue of what
constitutes a PTE is of fundamental
importance as it acts as a gatekeeper for
the diagnoses of PTSD and complex
PTSD (see table 1, left). As subjective
perception of whether an event is
traumatic or not is crucial, the patient

Table 1

Examples of type 1 and type 2 (complex) trauma

Type 1 trauma
Fire or explosion

Car accident

Industrial accident

Physical assault

Sexual assault

Sudden violent death
•Homicide
•Suicide

Single event combat trauma 

Disasters are not included as they are so variable in terms of their characteristics

Type 2 complex trauma
Childhood sexual abuse

Childhood physical abuse

Repeated domestic violence

Captivity 
•Kidnapped
•Abducted
•Held hostage
•Prisoner of war
•Concentration camp 

Sex trafficking or slave trade

Exposure to genocide or other forms 
of organised violence

Prolonged exposure to war as civilian or
military veteran

REACTIONS TO COMPLEX
(TYPE 2) TRAUMA
Trauma complexity, i.e. the experience of
a number of different types of PTE,
correlates with the occurrence of an
increased diversity of symptoms beyond
the core PTSD criteria, see table 2, p33.
This includes difficulties with emotional
regulation, interpersonal problems,
dissociation, somatisation, alcohol
and/or substance misuse, and
suicidality.6 Dissociation can be
characterised by a partial or complete
loss of normal integration between
memories of the past, awareness of
identity and immediate sensations, and
control of bodily movements.

Trauma complexity leads to symptom
complexity in both adults and children
with the strongest predictor of this
association coming from cumulative
complex trauma in childhood.7 A worse
outcome is evident when there are
multiple adversities alongside complex
trauma.7

In a vulnerable individual complex
PTSD can occur after a single PTE,8 but,
crucially, there may be no disorder
found in resilient individuals despite
prolonged and repetitive exposure to
PTEs in an adverse environment.8 What
makes one child robustly resilient and
another, with a similar trauma history,
polysymptomatic is not known but
cumulative complex trauma impairs the
ability to acquire resilience though this

may be domain specific. A hundred
years ago the military understood the
need to rotate troops; there are limits to
tolerance which should not be
exceeded.9

The adverse childhood experiences
study demonstrated a strong, and
graded correlation between the number
of adverse experiences in childhood and
an increased risk of alcohol or drug
problems, smoking, poor physical
health, obesity, sexual promiscuity and
sexually transmitted disease, poor
mental health and deliberate self-harm
in adulthood.10,11,12 PTSD, complex PTSD
or dissociative disorders are important
potential outcomes but so too are:
major depression, generalised anxiety
disorder, panic disorder, alcohol
dependence, drug dependence and
bulimia nervosa – all found to have 
a dose-response relationship with
childhood sexual abuse.13

There are a number of significant and
important neurobiological changes
demonstrated after complex trauma
which are beyond the scope of this
article.14,15

OCCURRENCE, COURSE AND
DURATION
The best estimate for current prevalence
of PTSD in the UK as a whole is 3%16 with
the higher 12-month prevalence of 5.1%
in Northern Ireland17 suggesting an
impact from living under more


