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NHS. The latter may be related to their
presentation being misunderstood 
(e.g. after self-harm 37), the wrong
treatment choice or limited sessions
being offered15,35 or appropriate services
for complex PTSD not being available in
the NHS.15,35 The therapeutic relationship
is crucial and challenging for all clinicians
involved, and the loss of trust in
authority figures may be a barrier to
treatment or to referral to specialists.  

There is widely available training in
emerging therapies for complex 
post-traumatic reactions, such as
sensorimotor psychotherapy38,39 or the
comprehensive resource model.34

Therapy for complex PTSD will be
extended by comparison with the 12-20
sessions suggested for less complex
clinical PTSD presentations and rarely
will meaningful work be completed in
brief clinical contact. The duration of
therapy will likely be 18-24 months;
roughly analogous to that
demonstrated as effective for borderline
personality disorder.40 Typically
outpatient sessions will be weekly with
more frequent or prolonged sessions
when memory processing is occurring.
There is a paucity of specialist inpatient
units and admission to standard
psychiatric units for more than risk
management is unlikely to be helpful
and may be experienced as invalidating.  

Pharmacotherapy
The use of medication in complex PTSD
tends to be in combination with
psychotherapy, or when psychotherapy
has been less than fully effective,23 or
through personal choice with some
individuals both desperate for help and
terrified of undertaking therapy. 

Clinicians will need to be patient as
typically finding the right medication,
appropriate dose and/or combination
takes careful titration and time.
Individuals with complex PTSD may »

needed. Modifications to treatment
protocols of therapies such as EMDR
allow its application beyond single-event
PTEs.36

Phase-based treatment for complex
PTSD is organised around three stages:
safety and stabilisation; processing of
traumatic memories, and reintegration.
However, flexibility is key and processing
can lead to more stabilisation being
needed. The phase-based approach has
obvious appeal as it emphasises the
need not to activate overwhelming
emotions if there is no safety net in
place. Emerging therapies specifically
designed to offer more robust
scaffolding of stabilising supports allow
earlier processing of trauma memories
than a phased approach.34

Psychological therapies for complex
PTSD are delivered by a wide range 
of staff both within the NHS and the
non-statutory sector with the latter
often organised around specific needs
and groups of patients (e.g. victims of
torture, rape, or childhood sexual abuse).
Non-statutory services often offer
diverse and skilled input, and those
accessing these services are frequently
those most disadvantaged, least likely to
make use of NHS services or those who
have had aversive experiences with the

knows the patient to perform this role.29

However, the role of the listener is very
significant and complex, with therapists
undertaking this role requiring clinical
experience and good supervision to
ensure they are not drawn into unhelpful
reactions. Testimony can be considered
to have elements of exposure and
cognitive restructuring and similar
training and cautions should apply. 

MANAGEMENT
There have been a number of guidelines
which are relevant to the treatment of
adults with complex post-traumatic
reactions, see table 4, below. It is not
surprising given its absence from
psychiatric taxonomy that there have
been few guidelines specifically
addressing treatment for complex
PTSD. Trauma specialists have been
aware of the concept of complex PTSD
since Herman’s original description31 and
without specific guidelines until 2012
have often had to enter territory
effectively beyond the guidelines. 

The NICE guidelines23 focused on
PTSD which shares its core symptoms
with complex PTSD; however, NICE
notes its guideline does not apply to
enduring personality change after
catastrophic experience (EPCACE) 
or to dissociative disorders (i.e. complex
post-traumatic reactions). 

A phase-based approach is viewed by
a majority of specialists as integral to the
treatment of complex PTSD,32 see below,
although crucially not all. 33,34

The initial focus of treatment will depend
on the severity and urgency of
symptoms and comorbid disorders.
Integrated treatment is not always
possible, for example if substance
misuse is prominent.

Psychological therapies
Complex PTSD is polysymptomatic and
requires approaches incorporating
stabilisation, resourcing, processing of
traumatic memories, and integration to
enable healing. While NICE guidelines23

recommend that all PTSD sufferers
should be offered a course of either
trauma-focused CBT (TF-CBT) 
or eye movement desensitisation and
reprocessing (EMDR) the limitations of
the empirical studies guiding this
recommendation included the exclusion
of complex reactions to trauma and the
clinical effectiveness for TF-CBT having
not been established for complex
PTSD.35 A number of expert-led
therapies consistent with the existent
neurobiological understanding of
complex trauma sequelae have shown
real promise 15,35 but empirical proof is

‘Phase-based
treatment is
organised around
three stages: safety
and stabilisation;
processing of
traumatic memories,
and reintegration’

Table 4

Guidelines relevant to complex post-traumatic reactions

Complex PTSD
ISTSS Expert Consensus Treatment Guidelines for Complex PTSD in Adults49

PTSD (but relevant to complex PTSD)
•NICE. CG2623

• International Society for Traumatic Stress Studies50

•Clinical Resource Efficiency Support Team (CREST), part of the Northern Ireland
Health Service51

•Australian Centre for Posttraumatic Mental Health, 200752

Dissociative disorders
International Society for the Study of Trauma and Dissociation53


