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Exposure to multiple traumatic events, particularly in childhood, has 
been shown to result in more complex symptoms than those seen after 
exposure to a single traumatic event. In case of overlooking the link 
between trauma and psychopathology, patients with multiple traumatic 
experiences receive a variety of different diagnoses that are unable to 
completely cover the clinical picture. Misdiagnoses of genuine cases 
inevitably lead to mistreatment. A diagnosis of complex post-traumatic 

stress disorder has been proposed to cover the emerging psychopathology 
in survivors of multiple traumas. This present report aimed to discuss the 
construct and to increase the awareness of complex post-traumatic stress 
disorder diagnosis among mental health professionals.  

Keywords: Psychological trauma, childhood trauma, complex post-
traumatic stress disorder

ABSTRACT

Case Report 

©Copyright 2015 by Turkish Association of Neuropsychiatry - Available online at www.noropskiyatriarsivi.com 

INTRODUCTION
Post-traumatic stress disorder (PTSD), by definition, captures a limited psychopathology that develops after a single or certain traumatic 
event (1). Psychopathologies or symptoms that develop after complex and repeated traumatic events such as captivity, prisoners of 
war status, being a victim/refugee of human trafficking, domestic violence, physical or sexual abuse/neglect in childhood, or exposure to 
organized sexual exploitation are reported to be much more complex (1). The multitude of diagnoses in victims of multiple traumas, 
along with the presence of a wide range of symptoms (2) and the need for different treatment strategies other than therapies for 
PTSD (3,4) have created a need for a new diagnostic category (5). For example, the traumatic stresses that occur in individuals after a 
natural disaster or a traffic accident are reported to show different characteristics and different treatment approaches in comparison 
to those that occur in individuals exposed to chronic abuse or neglect since childhood (6). “Complex post-traumatic stress disorder” 
(CPTSD) diagnosis was proposed by Herman in 1992 (5). The proposed diagnostic criteria for CPTSD were: 1) difficulty in organization 
of feelings and impulses; 2) alterations in attention and consciousness; 3) negative self-perception; 4) dysregulation of relationships with 
others; 5) somatization; and 6) alterations in systems of meaning (4,7). There are the studies that reporting its clinical benefits to be 
valid and reliable (1,4,8,9,10,11); however, there are also studies reporting that it is not a definite diagnosis, there is insufficient evidence 
and that its clinical benefits are uncertain (12,13). Many symptoms that were recommended for CPTSD were added to the new PTSD 
diagnostic criteria in DSM–5, as a result of the studies conducted on the CPTSD concept. Additionally, a subtype of PTSD that shows 
dissociative symptoms was defined (14). In spite of these developments, which have made major contributions to our understanding of 
traumatic stress, we believe that the new PTSD definition of DSM-5 and the dissociative subtype are insufficient to define the clinical 
picture in some patients, due to a wide range of complex symptoms in CPTSD that develops after exposure to multiple traumas and the 
presence of multi-dimensional personality changes that affect identity organization. The members of the ICD-11 working group have 
considered these and similar opinions regarding the classification of disorders specifically associated with stress and have recommended 
in their recent article that the diagnostic criteria of CPTSD should include the following: 1) persistent and pervasive impairment in the 
regulation of feelings and impulses; 2) negative self-perception with a dominant ideation of insignificance, insufficiency and shame; 3) 
in addition to PTSD core symptoms, inability to build or maintain long-term, permanent relationships and this should be considered as 
a different diagnostic category in ICD-11, which is proposed to be completed in 2015 (15). It is claimed that, if accepted, this may play 
an important role for more effective therapies in future by increasing awareness in understanding and recognizing the clinical picture in 
patients who are victims of chronic traumatic events (1,10). 

The aim of this report is to discuss the concept of CPTSD with the aid of a case presentation and increase awareness on it, which is 
lacking among mental health care professionals. 



CASE
A 31-year-old female was admitted to the outpatient clinic with com-
plaints of increased speech, anxiety, restlessness, forgetfulness and voices 
in her head. She was hospitalized because symptoms resembling a manic 
episode with suicidal ideation were considered. Her mother had divorced 
her father when she was 3 months pregnant and remarried someone 30 
years older than her when the patient was a 1-year-old. She was exposed 
to multiple physical and psychological abuse/neglect from her step father 
until she was 5 years old, when she was institutionalized at an orphanage. 
The physical and psychological abuse/neglect from her teachers and or-
derlies of the orphanage continued until she was 14. She attempted to 
frequently escape from the orphanage till she was 14 years old; she then 
finally left and started living on the streets. She was raped when she was 
15, following which she had given birth to a son. She has not seen him 
since he was institutionalized at the orphanage. She had moved to Istanbul 
after a major earthquake in 1999 and continued living on the streets. She 
had encountered multiple physical and sexual abuses and was raped twice 
until she met and married her husband at the age of 19. She gave birth 
to another child one year back, but a foster family was assigned and the 
child is now living with them. She had multiple and complex complaints 
involving mood fluctuations; suicidal and homicidal ideation from time to 
time; bursts of anger; periods of memory loss, following which she could 
not remember what she had done or where she was; inappropriate sex-
ual relationships; risky behavior; various somatic complaints; and hearing 
voices in her head, for which she was treated 5 times on an outpatient or 
inpatient basis. She was found to have been treated for major depression, 
bipolar mood disorder, borderline personality disorder and dissociative 
disorder; however, she had only partial benefit from these treatments. 
Her affect was hypomanic and her mood was labile during the psychiatric 
examination. She complained of anxiety attacks that repeated 3–4 times 
in a day, which particularly reminded her of the past traumatic events she 
had experienced. She had passive suicidal ideation; however, a prominent 
perception disorder was not observed. She had multiple somatic com-
plaints and seemed to have bipolar mood disorder, dissociative personality 
disorder, PTSD, somatization disorder and borderline personality disorder, 
according to the results of SCID-I, Borderline Personality Inventory, Dis-
sociative Disorders Interview Schedule and Dissociative Experiences Scale 
(mean score: 31.7 points). A treatment including pharmacotherapy with 
900 mg/day lithium, 20 mg/day paroxetine and quetiapine 200 mg/day was 
instituted after considering her passive suicidal ideation, mood fluctuation, 
impulsiveness, anxiety and various behavioral problems, with the addition 
of supportive psychotherapy that focused on her traumatic experiences. 
She was treated for 40 days at the hospital and she was followed-up on 
an outpatient basis with continued psychotherapy, while the dose of lith-
ium was gradually decreased and subsequently altogether stopped. The 
aims of trauma-focused supportive psychotherapy were to define the link 
between the post-traumatic experiences and present complaints and the 
negative effects of those experiences at individual level. The awareness of 
the patient, who has started feeling more perceptive about her condition 
and about her experiences, was aimed to be increased. Although we are 
at the beginning of a long-term treatment, we observed a partial improve-
ment in her functioning and a general decrease in her complaints. 

DISCUSSION
Multidimensional personality changes including alterations in relationship 
and identity seemed to have developed in our patient, who was exposed to 
multiple recurrent traumatic events for a long time since childhood. Stud-
ies have shown that a surprising number of psychiatric symptoms occur 
particularly in patients who were exposed to multiple traumas since early 
childhood (7,9,16). These patients who have a complex symptomatology 

are frequently defined with multiple and different diagnosis. Most fre-
quent ones among those diagnoses are “borderline personality disorder,” 
“somatization disorder,” and “dissociative identity disorder” (5,17). Our 
patient fulfills the diagnostic criteria of five different diagnostic categories 
at the same time, according to the results of structured clinical interviews. 
The prominent fluctuations in the mood lead to a diagnosis of bipolar 
mood disorder at a cross-sectional view. On the other hand, persistent 
disturbances in functioning even during periods when she is not thought 
to be experiencing an episode, relatively mild fluctuations in her mood 
and the presence of many symptoms that are not in accordance with a 
diagnosis of bipolar mood disorder direct us away from such a diagnosis. 
PTSD was reported to accompany CPTSD frequently in various studies; 
however, both were also reported to have different clinical characteristics 
(8,18). PTSD, which sufficiently covers a clinical picture that occur as a 
result of single or limited traumatic events, such as natural disasters, war, 
or rape, does not sufficiently describe the psychopathology characterized 
by different symptoms that occur as a result of chronic traumatic stress 
and affects functioning in a more intense way and it does not seem to 
sufficiently cover all the symptoms shown by our patient (1,7,18). When 
our patient was evaluated for current psychiatric nosology, co-existence 
of borderline personality disorder and dissociative personality disorder 
may have been considered. However, as an alternative approach, we sug-
gest a CPTSD diagnoses, with its more comprehensive structure, would 
have the potential to resolve the nosological fragmentation, requiring 
different diagnosis of borderline personality and dissociative personality 
disorders due to the presence of discordant symptoms in our patient (7). 
According to Herman, who had reported that the absence of a correct 
and comprehensive diagnostic category in the psychiatric classification sys-
tem for patients with multiple traumas may create serious consequenc-
es, the inability to detect the link between symptoms of the patient and 
traumatic experience by the clinician may result, at best, in an insufficient 
understanding and eclectic approach to treatment (19). These patients 
use many medications that do not contribute to their treatment and ul-
timately become unwanted patients by tiring their physicians as a result 
of inadequate progress in their treatment (7). We believe that multiple 
diagnosis of the presenting symptom cluster, originating from the current 
structured interview scales, may have caused an incomplete understand-
ing by covering the association between the traumatic experience and the 
psychopathology and eclectic therapy may have caused chronicity of the 
condition instead of complete cure. 

In conclusion, in order to understand the multilayered psychopathology 
that develops in victims of chronic trauma and also overcome the prob-
lems while treating these patients, we believe that CPTSD diagnosis with 
its comprehensive structure may provide a different clinical approach and 
treatment opportunities for clinicians instead of providing multiple diag-
noses for individual symptoms. Just like the inclusion of PTSD in DSM 
III pioneered a better understanding and recognition of the importance 
and effects of traumatic experiences on mental health, the inclusion of 
CPTSD in diagnostic guidelines may help clinicians visualize the underlying 
psychopathology with a more comprehensive approach and undertaking 
more effective therapies for increasing the understanding of the effects 
of multiple traumas. 

Conflict of Interest: No conflict of interest was declared by the authors.

Financial Disclosure: The authors declared that this study has received no fi-
nancial support.

REFERENCES
1. van der Kolk BA, Roth S, Pelcovitz D, Sunday S, Spinazzola J. Disorders of 

extreme stress: The empirical foundation of a complex adaptation to trauma. 
J Trauma Stress 2005; 18:389-399. [CrossRef]

Taycan and Yıldırım. Complex Post-Traumatic Stress Disorder Arch Neuropsychiatr 2015

http://dx.doi.org/10.1002/jts.20047


2. Kessler R, Sonnega A, Bromet E, Hughes M, Nelson C. Posttraumatic stress 
disorder in the national comorbidity survey. Arch Gen Psychiatry 1995; 
52:1048-1060. [CrossRef]

3. Luxenberg T, Spinazzola J, van der Kolk BA. Complex Trauma and DESNOS Di-
agnosis, Part One: Assessment. Dir Psychiatry 2001; 21:373-393. 

4. Cloitre M, Courtois CA, Charuvastra A, Carapezza R, Stolbach BC, Green BL. 
Treatment of complex PTSD: results of the ISTSS expert clinician survey on 
best practices. J Trauma Stress 2011; 24:615-627. [CrossRef]

5. Herman JL. Travma ve İyileşme. Şiddetin sonuçları, ev içi istismardan siyasi 
teröre. 2. Baskı. Tosun T, çev. İstanbul: Literatür Yayınları; 2011. 

6. Busuttil W. Complex post-traumatic stress disorder: a useful diagnostic 
framework? Psychiatry 2009; 8:310-314. [CrossRef]

7. Courtois CA. Complex trauma, complex reactions: assessment and treat-
ment. Psychother Theor Res Pract Train 2004; 41:412-425. [CrossRef]

8. van der Kolk BA, Pelcovitz D, Roth S, Mandel FS, McFarlane A, Herman JL. 
Dissociation, somatization, and affect dysregulation: the complexity of adapta-
tion of trauma. Am J Psychiatry 1996; 153(7 Suppl):83-93. [CrossRef]

9. Roth S, Newman E, Pelcovitz D, Van Der Kolk B, Mandel FS. Complex PTSD in 
victims exposed to sexual and physical abuse: results from the DSM-IV field trial for 
post traumatic stress disorder. J Trauma Stress 1997; 10:539-556. [CrossRef]

10. Briere J, Spinazzola J. Phenomenology and psychological assessment of com-
plex post traumatic states. J TraumaStress 2005; 18:401-412. [CrossRef]

11. de Jong JT, Komproe IH, Spinazzola J, van der Kolk BA, Van Ommeren MH. 
DESNOS in three postconflict settings: assessing cross-cultural construct 
equivalence. J Trauma Stress. 2005; 18:13-21. [CrossRef]

12. Sar V. Developmental trauma, complex PTSD, and the current proposal of 
DSM-5. Eur J Psychotraumatol 2011; 2:[Ahead of Print].

13. Resick PA, Bovin MJ, Calloway AL, Dick AM, King MW, Mitchell KS, Suvak MK, 
Wells SY, Stirman SW, Wolf EJ. A critical evaluation of the complex PTSD litera-
ture: implications for DSM-5. J Trauma Stress 2012; 25:241-251. [CrossRef]

14. Amerikan Psikiyatri Birliği. Mental Bozuklukların Tanısal ve Sayımsal El Kitabı, 
Beşinci Baskı (DSM -5). Tanı Ölçütleri Başvuru El Kitabı’ndan, Köroğlu E, çev. 
Ankara: Hekimler Yayın Birliği; 2013. 

15. Maercker A, Brewin CR, Bryant RA, Cloitre M, van Ommeren M, Jones LM, 
Humayan A, Kagee A, Llosa AE, Rousseau C, Somasundaram DJ, Souza R, 
Suzuki Y, Weissbecker I, Wessely SC, First MB, Reed GM. Diagnosis and clas-
sification of disorders specifically associated with stress: proposals for ICD-11. 
World Psychiatry 2013; 12:198-206. [CrossRef]

16. Cloitre M, Stolbach BC, Herman JL, van der Kolk B, Pynoos R, Wang J, Petkova E. A 
developmental approach to complex PTSD: childhood and adult cumulative trauma as 
predictors of symptom complexity. J Trauma Stress 2009; 22:399-408. [CrossRef]

17. Taycan O, Sar V, Çelik C. Complex Post-Traumatic Stress Disorder presenting 
as Somatization Disorder. The 13th European Society for Traumatic Stress 
Studies Conference, 6-9 June 2013, Bologna, Italy. 

18. Ford JD. Disorders of extreme stress following war-zone military trauma: as-
sociated features of posttraumatic stress disorder or comorbid but distinct 
syndromes? J Consult Clin Psychol 1999; 67:3-12. [CrossRef]

19. Herman JL. Complex PTSD: A syndrom in survivors of prolonged and repeat-
ed trauma. J Trauma Stress 1992; 5:377-391. [CrossRef]

Arch Neuropsychiatr 2015 Taycan and Yıldırım. Complex Post-Traumatic Stress Disorder

http://dx.doi.org/10.1001/archpsyc.1995.03950240066012
http://dx.doi.org/10.1002/jts.20697
http://dx.doi.org/10.1016/j.mppsy.2009.04.014
http://dx.doi.org/10.1037/0033-3204.41.4.412
http://dx.doi.org/10.1176/ajp.153.7.83
http://dx.doi.org/10.1002/jts.2490100403
http://dx.doi.org/10.1002/jts.20048
http://dx.doi.org/10.1002/jts.20005
http://dx.doi.org/10.1002/jts.21699
http://dx.doi.org/10.1002/wps.20057
http://dx.doi.org/10.1002/jts.20444
http://dx.doi.org/10.1037/0022-006X.67.1.3
http://dx.doi.org/10.1002/jts.2490050305

