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CONCLUSION
The ‘theoretical umbrella’ of PTSD45 is to
be expanded to include complex PTSD.
The impact on many physical,
psychological, functional and
interpersonal domains means that
primary care will have a crucial and
central role in identifying and assisting
these patients in accessing support, care
and treatment. 

It is to be hoped that the inclusion of
complex PTSD in ICD-11 45 will be of
substantial direct clinical importance
and may also help the organisation and
evaluation of clinical services as the
interventions, their duration, and the
therapeutic skills required are markedly
different by comparison with PTSD. 

Much research is still needed to
determine the most effective therapies
for complex PTSD, and for whom they
work best. As therapy for complex PTSD
often has a non-linear course joint
management between primary and
secondary care is vital.
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derive little or no benefit from SSRIs. 
While information about medication

prescription for PTSD or complex PTSD
in the UK is not available NICE suggests
that the most common prescriptions
were for SSRIs and other
antidepressants but also atypical
antipsychotics. A survey in the USA41

reported 41% of patients being
prescribed benzodiazepines and 17%
atypical antipsychotics. 

Analysis has suggested some efficacy
for the atypical antipsychotic olanzapine
but not risperidone42 but guidance is
clear that benzodiazepines should be
avoided.42 Prazosin, a post-synaptic
alpha-1 antagonist, may be helpful in
reducing hyperarousal thus facilitating
therapy as well as promoting
improvement in sleep.43 High arousal
may be a factor in the suicidality of some
patients although low arousal, low mood
states may also be relevant. 

The capacity to fluctuate rapidly and
uncontrollably between extremes of
physiological activation means that
pharmacological interventions need to
be monitored carefully for their impact
on suicidal thinking and behaviour.44

MONITORING AND FOLLOW-UP
The NICE guidelines23 advocate chronic
disease management models for
individuals who achieve only partial or
negligible improvement with treatment.
The guidance suggests regular routine
contact with members of the primary
care team and regular, if not frequent,
reviews from the GP. 

There would appear to be at least
three caveats to this. First, primary care
should consider a discussion with
specialist services about review as
treatment evolution continues and
emerging therapies may offer
considerable benefits for often the most
ill patients. Second, the guidelines are
not specifically for complex PTSD, and
third the lack of effectiveness of therapy
models not designed to meet the
challenges of complex PTSD or
dissociative disorders is hardly surprising
and would not truly represent treatment
resistance. 

NICE guidelines note that a lack of
improvement during treatment does not
label the individual as a poor responder
or resistant to treatment; rather, it may
be that they have been offered the
wrong treatment or combination of
treatments.23 The wrong therapist, using
the wrong therapy at the wrong time
may in fact be psychonoxious.GPs will
also have a crucial role in assessing the
impact on the family.
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While the common perception of post-traumatic stress 
disorder (PTSD) is of an individual suffering from a single
traumatic event, clinicians need to be aware of those
people who have been exposed to multiple potentially
traumatic events. Type 2 or complex trauma results from
multiple or repeated traumatic events occurring over
extended periods.

Complex trauma is often associated with other adversity
and stressors such as neglect, loss or deprivation. 
For many individuals these traumas occur at a
developmentally vulnerable time with the perpetrator
often in a caregiving role; thus the trauma incorporates a
betrayal of trust.

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.
Sensitive assessment is needed as trauma survivors can
find it hard to articulate their experience and reassurance
that an exhaustive description is not needed is helpful.

Patients who have experienced complex trauma should 
be assessed for the core symptoms of PTSD. In addition,
patients should be assessed for disturbances in the three
domains of emotional dysregulation, negative self-concept
and interpersonal disturbances.

The management of complex PTSD is challenging  
and will normally require the input of specialist trauma-
informed mental health services. Ongoing engagement
with general practice is invaluable as therapy can itself
destabilise individuals; an understanding of this and the
provision of additional support may be beneficial.

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).
The therapeutic relationship is crucial and challenging
for all clinicians involved, and the loss of trust in
authority or authority figures may be a barrier to
treatment or to referral to specialists.

The use of medication in complex PTSD tends to be  
in combination with psychotherapy, or when
psychotherapy has been less than fully effective, or for
those who are desperate for help but terrified of
undertaking therapy. Individuals with complex PTSD
may derive little or no benefit from SSRIs but there is
some evidence that olanzapine may be effective.


