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Abstract

Complex posttraumatic stress disorder (Complex PTSD)
has been recently proposed as a distinct clinical entity
in the WHO International Classification of Diseases,
11" version, due to be published, two decades after
its first initiation. It is described as an enhanced
version of the current definition of PTSD, with clinical
features of PTSD plus three additional clusters of
symptoms namely emotional dysregulation, negative
self-cognitions and interpersonal hardship, thus
resembling the clinical features commonly encountered
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in borderline personality disorder (BPD). Complex
PTSD is related to complex trauma which is defined
by its threatening and entrapping context, generally
interpersonal in nature. In this manuscript, we review
the current findings related to traumatic events
predisposing the above-mentioned disorders as well
as the biological correlates surrounding them, along
with their clinical features. Furthermore, we suggest
that besides the present distinct clinical diagnoses
(PTSD; Complex PTSD; BPD), there is a cluster of these
comorbid disorders, that follow a continuum of trauma
and biological severity on a spectrum of common or
similar clinical features and should be treated as such.
More studies are needed to confirm or reject this
hypothesis, particularly in clinical terms and how they
correlate to clinical entities’ biological background,
endorsing a shift from the phenomenologically only
classification of psychiatric disorders towards a more
biologically validated classification.

Key words: Complex posttraumatic stress disorder;
Posttraumatic stress disorder; Borderline personality
disorder; Trauma; Complex trauma

© The Author(s) 2018. Published by Baishideng Publishing
Group Inc. All rights reserved.

Core tip: A cluster of complex posttraumatic stress
disorder (PTSD), PTSD and borderline personality
disorder that have in common a history of trauma,
is proposed, as a clinical and biological continuum
of symptom severity, to be classified together under
trauma-related disorders instead of just distinct clinical
diagnoses. Trauma depending on biological vulnerability
and other precipitating risk factors is suggested that
it can lead to either what we commonly diagnose
as PTSD or to profound and permanent personality
changes, with complex PTSD being an intermediate in
terms of its clinical presentation and biological findings
so far.

Giourou E, Skokou M, Andrew SP, Alexopoulou K, Gourzis P,
Jelastopulu E. Complex posttraumatic stress disorder: The need to
consolidate a distinct clinical syndrome or to reevaluate features
of psychiatric disorders following interpersonal trauma? World J
Psychiatr 2018; 8(1): 12-19 Available from: URL: http://www.
wjgnet.com/2220-3206/full/v8/i1/12.htm DOI: http://dx.doi.
org/10.5498/wjp.v8.i1.12

INTRODUCTION

Complex posttraumatic stress disorder (Complex
PTSD), has been originally proposed by Herman'", as
a clinical syndrome following precipitating traumatic
events that are usually prolonged in duration and
mainly of early life onset, especially of an interpersonal
nature and more specifically consisting of traumatic
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events taking place during early life stages (i.e., child
abuse and neglect)™.

In order to develop a new psychiatric diagnosis,
it requires carrying a certain extent of validity as a
distinct entity with a clinical utility™, providing essential
additions to already established diagnoses especially
regarding biological aetiology, course and treatment
options.

Several psychiatric disorders overlap in terms
of symptomatology and there is a high comorbidity
present to most, if not all, especially when precipitating
factors are common or similar. Furthermore, until
now, psychiatric diagnoses have been traditionally
described as theoretical constructs, mostly to facilitate
communication of professionals working in the
field, with the exact psychopathological processes
and biological background research only currently
blooming. This also carries the question whether
already established psychiatric diagnoses need to
be re-evaluated and re-grouped following newly
suggested research findings, aiming to offer more
efficient treatment plans to patients in question.

It has been questioned™® whether complex PTSD
can form a distinct diagnosis, since its symptomatology
often overlaps with several mental disorders following
trauma, mainly with PTSD which is usually correlated
to single event trauma as well as Axis II disorders,
mainly borderline personality disorder (BPD). The latter
besides the high comorbidity with complex PTSD™,
also shares some of the core symptoms described
in complex PTSD especially related to impaired
relationships with others, dissociative symptoms,
impulsive or reckless behaviours, irritability and self-
destructive behaviours.

Complex PTSD is defined by symptom clusters
mainly resembling an enhanced PTSD, with symptoms
such as shame, feeling permanently damaged and
ineffective, feelings of threat, social withdrawal,
despair, hostility, somatisation and a diversity from the
previous personality. It also regularly presents with
serious disturbances in self-organisation in the form of
affective dysregulation, consciousness, self-perception
with a negative self-concept and perception of the
penetrator(s), often causing dysfunctional relations
with others leading to interpersonal problems!**",

The aim of this paper is to review the until now
research on complex PTSD and its correlation to other
trauma-related mental disorders mainly PTSD and
BPD, primarily regarding the diagnostic frame and
biological correlates, in order to examine whether there
is sufficient data to approve the need of establishing
a distinct clinical mental syndrome or to address the
need to reassess and expand the diagnostic criteria
of trauma-related disorders to include clinical features
of complex PTSD currently missing from the already
confirmed clinical entities.
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CLINICAL DESCRIPTIONS AND
BIOLOGICAL CORRELATES OF COMPLEX
PTSD, PRECIPITATING TRAUMATIC
EVENTS AND CLINICAL DIVERGENCE

FROM PTSD

Complex PTSD is already suggested as a distinct
diagnostic entity, in the World Health Organization
(WHO) International Classification of Diseases, 11"
version, (ICD-11)"!, which is due to be published in
2018 and currently under review, classified under
disorders specifically associated with stress. It is
grouped together along with PTSD, prolonged grief
disorder, adjustment disorder, reactive attachment
disorder, disinhibited social engagement disorder
and others. The disorders mentioned above are all
associated with stress and exposure to distressing
traumatic events. The clinical features following
the stressful experience result in serious functional
impairment regardless whether the traumatic event
precipitating the disorder, falls under the normal range
of life experiences (such as grief) or encompasses
events of a menacing nature (i.e., torture or abuse).

According to ICD-11"!, complex PTSD follows
exposure to a traumatic event or a series of events
of an extremely threatening nature most commonly
prolonged, or repetitive and from which escape is
usually impossible or strenuous™®.

Two decades ago when it was first proposed,
precipitating traumatic events were described strictly
as being prolonged in time usually taking place
during early developmental stages (i.e., childhood)™.
The literature describing complex PTSD ever since,
following its first initiation as a cluster of symptoms
beyond classic PTSD, began to also include entrapping
events taking place during adulthood™ and argued
against their prolonged nature per se, referring to
single event traumas as well as repeated series of
single complex trauma that could be so severe and
catastrophic in nature leading to profound personal
effects, such as personality modification, even after
the conclusion of major developmental stages®. A
recent study of Palic et al''®, argues of the complex
PTSD association, not only with childhood trauma
but with exposure to all forms of adulthood trauma,
predominately having in common the interpersonal
intensity of the stress induced and the severity of
prolonged trauma exposure. Another study of va Dijke
et al'"!, correlated the presence of complex trauma
in adulthood to complex PTSD symptomatology,
specifically dissociation, suggesting a potential link to
the dissociative subtype of PTSD.

Complex trauma, which summates a total of
precipitating traumatic events to complex PTSD, is
currently being described as a horrific, threatening,
entrapping, deleterious and generally interpersonal
traumatic event, such as prolonged domestic violence,
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childhood sexual or physical abuse, torture, genocide
campaigns, slavery etc. along with the victim’s inability
to escape due to multiple constraints whether these
are social, physical, psychological, environmental or
other!*>*,

Complex PTSD includes most of the core symptoms
of PTSD, specifically flashbacks (i.e., re-experiencing
the traumatic event), numbness and blunt emotion,
avoidance and detachment from people, events and
environmental triggers of the predisposing trauma as
well as autonomic hyperarousal. Furthermore, due to
the nature of the complex trauma experienced, it also
includes affective dysregulation, adversely disrupted
belief systems about oneself as being diminished and
worthless, severe hardship in forming and maintaining
meaningful relationships along with deep-rooted
feelings of shame and quilt or failure', Its distinct
characteristics added upon PTSD symptomatology,
often interfere to separate it from BPD (i.e., affective
dysregulation) and PTSD alone, which in cases with
a chronic course will eventually transit to a lasting
personality change!*.

Therefore it is speculated that prolonged exposure
to complex trauma and/or chronic PTSD, would,
therefore, lead to personality alterations that are
often also seen clinically in complex PTSD patients
(such as feelings of being permanently damaged and
alienation), even when the traumatic experiences are
taking place during adulthood™. It is speculated that
complex trauma has to be present for a sufficient
amount of time to cause a clinically evident diversion
from the already established personality traits,
towards traits that seem to either help the victim cope
with trauma or as an expression of disintegration
which might express as the dysregulation of emotion
processing and self-organisation, two of the core
symptoms added to the already established PTSD
diagnostic criteria®®**!. Complex trauma, especially
childhood cumulative trauma and exposure to multiple
or repeated forms of maltreatment, has been shown to
affect multiple affective and interpersonal domains'*..
Also, chronic trauma is more strongly predictive
of complex PTSD than PTSD alone, while complex
PTSD is associated with a greater impairment in
functioning™®.

Up to now, there is a lack of investigation of
biological correlates to complex PTSD, referring to
neuroimaging studies, autonomic and neurochemical
measures and genetic predisposition!’’). The only
data so far, consist of neuroimaging studies mainly
in groups of child abuse-related subjects that
mostly argue for the hippocampal dysfunction and
decreased gray matter density observed, activation
disturbances in the prefrontal cortex***”, as well as
findings suggesting of more a severe neural imaging
correlate in complex PTSD than those observed in
PTSD patient studies, primarily involving brain areas
related to emotional regulation and cognitive defects,
symptoms that have been additionally added in
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complex PTSD symptomatology vs PTSD"”. Structural
brain abnormalities in complex PTSD seem to be more
extensive with brain activity after complex trauma
being distinctive than the one seen in PTSD patients
who had experienced only single trauma™! with
higher functional clinical impairment in complex PTSD
independently described but confirming the biological
results mentioned above*>*),

The three additional clusters of symptoms beyond
core PTSD symptoms refer to emotional regulation,
negative self-concept and interpersonal relational
dysfunction®,

PTSD has been re-evaluated in DSM-5*"!, adding a
cluster D of PTSD symptoms including altering in mood
and cognition following the traumatic experience,
as well as the dissociative PTSD subtype (i.e.,
depersonalisation and/or derealisation), a subtype
that clinically resembles the cluster of symptoms that
are commonly encountered in the complex PTSD™.
A recent study of Powers et a/'*® though, concluded
that the ICD-11 Complex PTSD diagnosis is different
than the DSM-5 PTSD diagnosis, in all clinical domains,
showing more severe emotion regulation and
dissociation, and more severe impairment in relational
attachment, suggesting that they present two distinct
constructs. More studies are needed to investigate the
biological basis of complex PTSD as a clinical entity and
its differences from trauma-induced disorders such as
PTSD.

RE-CONCEPTUALISING BPD AS A
COMPLEX TRAUMA SPECTRUM
DISORDER

BPD is characterized by emotional dysregulation,
oscillating between emotional inhibition and extreme
emotional lability which has been often associated
with prolonged childhood trauma®™”), such as child
abuse and neglect as well as adverse childhood
experiences, present in a range within 30 to 90%
of BPD patients®®?°, Emotional dysregulation, an
unstable sense of identity, difficulties in interpersonal
relationships as core features of BPD!"'®! and
precipitating complex interpersonal traumatic
victimisation, a cluster of symptoms that overlaps with
symptomatology described in complex PTSD, has led
into a series of arguments whether BPD represents a
comorbidity of trauma-related disorders or it actually
duplicates complex PTSD, a clinical entity already
introduced as a separate trauma-related diagnosis in
ICD-11P",

The WHO International Classification of Diseases,
11™ version, (ICD-11), includes a slightly different
spectrum of personality disorders classification,
including BPD into a wider spectrum of the Emotionally
Unstable Personality Disorder, carrying all of the
characteristics that BPD has been known by, so far, but
distinguishing two types; the impulsive type, defined
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by emotional instability and impulsiveness and the
borderline type with an unstable sense of self and the
environment, self-destructive tendencies and intense
and unstable relations. Still again, while traumatic
stress exposure is fundamental in Complex PTSD
and has been added to its diagnostic criteria, it is not
included in the definition of BPD, albeit the multiple
references that trauma, especially during early life
stages, plays a crucial role in the development of the
borderline personality even if epigenetically added
upon a temperamental vulnerability®?. Especially
childhood trauma such as, sexual and physical abuse,
maladaptive parenting, neglect, and parental conflict
has been correlated to BPD multiple times in literature
as risk if not etiological factors®?.

The long-term stress response mechanism
activation, mediated by the hypothalamic-pituitary-
adrenal (HPA) axis, due to chronic stress exposure,
can predispose to multiple stress-related psychiatric
entities, including PTSD™Y. Stress early in life due to
childhood trauma has been reported to result in an
adjustment dysfunction of the HPA axis responsiveness
upon stress states encountered, with patients with
BPD. There seems to be an increased activation of the
HPA axis®>*®, suggesting the association of the main
stress regulating mechanism to childhood trauma
and a biological correlation to the development of the
borderline personality. Furthermore, several interacting
neurotransmitter systems are shown to be affected
in BPD!*"?®, resulting to a disruption of emotional
regulation and social interaction as well as cognitive
impairments evident mainly in spatial memory,
modulation of vigilance and negative emotional states
mediated through the hippocampus and amygdala®™,
symptomatology that is present in complex PTSD even
in the lack of similar biological studies to support this,
at least in terms of neuromodulation alterations in
complex PTSD.

Additionally, neuroimaging studies on BPD, confirm
the reduction in hippocampus and amygdala volumes
as well as in the temporal lobes™“*, while a recent
study of Kreiser et al**!, found that BPD patients with
a comorbid lifetime history of PTSD had smaller hip-
pocampal volumes compared to the ones that didn't.
Additionally, a study of Kuhimann et a/*", correlated
the history of trauma to BPD, showing a modification
of grey matter at stress regulating centers, including
the hippocampus, the amygdala, the anterior cingulate
cortex and the hypothalamus.

Likewise, studies indicate that epigenetic changes
upon the brain derived neurotrophic factor'*”, which
is a key mediator in brain plasticity, are associated
to prolonged early stage trauma, contributing to the
cognitive dysfunction which is often described in BPD
patients!***”,

Altogether, the similarities between studies
concerning BPD and complex PTSD!"”?*”, in terms of
the common underlying systems affected along with
the clinical analogy in both disorders, both associated
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Mostly single traumatic event

Physiological predisposition related to age of trauma occurrence

Decreased hippocampal volume without noted changes in amygdala volume; hyperactivation of
amygdala; hypoactivation of prefrontal cortex and hippocampus

more severe functional neural imaging than PTSD

Complex trauma or single repeated trauma or chronic trauma of entrapping nature whether during
childhood or adulthood mostly of an interpersonal nature
Hippocampal disfunction and decreased gray matter; prefrontal cortex activation disturbances;

Temperamental (biological) predisposition

Childhood trauma upon temperamental (biological) vulnerability

Decreased hippocampal, amygdala and temporal lobe volumes; modification of grey matter of stress

regulating centers (hippocampus, the amygdala, the anterior cingulate cortex and the hypothalamus) |
J

Figure 1 Proposed development of the clinical phenomenology based on trauma history and biological correlates. PTSD: Posttraumatic stress disorder;

BPD: Borderline personality disorder.

to prolonged stress and trauma exposure, suggest
the need to re-classify subgroups of patients with
BPD, especially the ones that show comorbidity with
PTSD, as possible cases of complex PTSD or, as it will
be discussed below, added on a spectrum of trauma-
related clinical entities carrying a similar biological
background with complementary clinical expression.

CONCLUSION

The new proposed diagnosis of complex PTSD in
ICD-11, re-conceptualises a previous ICD-10 diagnosis
namely “enduring personality change after catastrophic
experience”, which carries characteristic clinical
features of self-organisation dysfunction and exposure
to multiple and chronic or repeated and entrapping,
for the individual, traumatic events (e.g., child abuse,
domestic violence, imprisonment, torture). The ICD-11
complex PTSD shares three core symptom clusters
of PTSD (re-experiencing, avoidance and sense of
threat), adding three additional clusters of symptoms,
specifically emotional dysregulation, negative self-
concept and relational disturbances. Even if a clear
personality change is not required for the diagnosis
of complex PTSD, the sustainable and pervasive
alteration in self-organisation, especially within the
group of patients who have experienced long-lasting
early life complex trauma, according to the authors,
suggesting that a personality change is unavoidable,
essentially while even chronic PTSD alone can lead to
the change of personality eventually as it has been
noted in the literature™. Therefore, complex PTSD,
often clinically resembles a subtype of BPD.

There lies the question whether complex PTSD is a
clearly defined distinct entity or a PTSD comorbid with
BPD. The debate focuses mainly on the fact that even
if both conditions share core symptoms, such as affect
dysregulation and self-organization disturbances, BPD
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has been traditionally described by an unstable sense
of self oscillating between highly positive and highly
negative self-evaluation and a relational attachment
style vacillating between idealizing and denigrating
perceptions of others when complex PTSD on the
other hand, is defined by a deeply negative sense of
self and an avoidant attachment style that are stable
in nature and follow complex trauma, something that
is not described in the diagnostic criteria of BPD.

However, BPD seems to be a heterogeneous
diagnostic category, which can include many subtypes
of patients, such as patients with bipolar disorder,
depression or other personality disorders such as
narcissistic personality disorder, with an accurate
clinical diagnosis being difficult under practical
pressures posed upon physicians and the comorbidity
present among the above mentioned disorders!*®,
BPD clinical features do not seem to be stable over
time, and this is suggested to be influenced by the
underlying biological temperament™®*%, while the
comorbidity with PTSD is common but not present
in all of the BPD cases™", therefore arguing for
conceptualizing some of the BPD cases belonging to a
trauma spectrum disorder instead™?.,

Since the etiological background for most if not
all psychiatric disorders, is not linear but instead
it consists of many biological, psychological and
social factors, interacting between each other and
continuously adjusting, shifting and variating among
individuals on top of brain plasticity and ever-
changing circumstances, the authors suggest that the
biological correlates of disorders appearing with similar
phenomenology should be better investigated.

The different clinical profiles described in the
most recent classification systems (Table 1) even if
sharing many common clinical features, that surround
PTSD, complex PTSD and BPD, are all associated
with different levels of impairment and different risk

March 22,2018 | Volume 8 | Issuel |



Giourou E et a/. Re-classification suggestion of trauma-related disorders

Table 1 Phenomenology of posttraumatic stress disorder, complex posttraumatic stress disorder and borderline personality disorder;

DSM-5 clinical features and proposed criteria of ICD-11

DSM -5

ICD - 11

PTSD

Complex
PTSD

BPD

Exposure to traumatic events; Intrusion symptoms; Persistent
avoidance of stimuli;

Negative alterations in cognitions and mood (dissociation,
persistent negative beliefs of oneself, others or the world, distorted
cognitions about the traumatic event, persistent negative emotional
state, detachment from others, diminished interest or participation
in previously enjoyed activities efc.); Alterations in arousal and
reactivity; aggressive verbal and/or physical behaviour, reckless
or self-destructive behaviour; depersonalisation or derealisation;
Significant impairment in all areas of functioning

Not included as a diagnostic entity

Pervasive pattern of instability of interpersonal relationships,
self-image and affects and impulsivity; frantic efforts to avoid
abandonment, unstable and intense interpersonal relations
oscillating between idealisation and devaluation, unstable self-
image or sense of self, self-harming behaviour, affective instability
and marked reactivity of mood, chronic feelings of emptiness,
poor anger management, transient paranoid ideation or severe

Exposure to an extremely threatening or horrific event or series of
events; vivid intrusive memories, flashbacks, or nightmares, which
are typically accompanied by strong and overwhelming emotions;
avoidance of thoughts and memories, events, people, activities,
situations reminiscent of the event(s); persistent perceptions of
heightened current threat, hypervigilance or an enhanced startle
reaction.

Significant impairment in personal, family, social, educational,
occupational or other important areas of functioning

Exposure to an event(s) of an extremely threatening or horrific
nature, most commonly prolonged or repetitive, from which escape
is difficult or impossible; All diagnostic requirements for PTSD

are and additionally: severe and pervasive affect dysregulation;
persistent negative beliefs about oneself; deep-rooted feelings

of shame, guilt or failure; persistent difficulties in sustaining
relationships and in feeling close to others. Significant impairment
in all areas of functioning

Emotionally unstable personality disorder, Borderline type:
Maladaptive self and interpersonal functioning, affective instability,
and maladaptive regulation strategies: Frantic efforts to avoid
abandonment; unstable interpersonal relations (idealisation/
devaluation); unstable self-image; impulsivity; self-damaging
behaviours; marked reactivity of mood; chronic feelings of
emptiness; anger management issues; dissociative symptoms

dissociation

PTSD: Posttraumatic stress disorder; BPD: Borderline personality disorder.

factors mainly in the trauma history precipitating the
phenomenology that finally occurs, which is evident in
the neuroimaging findings of each disorder (Figure 1).

Since even chronic PTSD will eventually lead to
personality modification, it is suggested that complex
trauma exposure, even during adulthood, is a
predisposing factor for complex PTSD occurring, which
will, eventually, if relatively prolonged in time, lead to
more severe personality changes often clinically similar
to BPD. We suggest that the time of the traumatic
events occurrence (i.e., early developmental stages vs
adulthood), their severity and context, their duration
in time and whether they are of an entrapping and
interpersonal nature, posed upon a genetically
predisposed background will eventually progress into
enduring or permanent personality modifications.
Therefore, we suggest that within the heterogeneous
group of cases classified as BPD, there is a subgroup
that could be possibly classified under trauma-related
disorders and be therapeutically treated as such.

Concluding, the authors suggest a continuum
of clinical severity and symptoms’ development in
trauma-related disorders, within a spectrum of clinical
features, biological background and precipitating
trauma, from classic PTSD towards a subtype of BPD;
especially concerning cases supposing a comorbidity
with PTSD. We also suggest of complex PTSD being an
“intermediate” in its phenomenological manifestation,
with biological analogies seemingly supporting these
hypotheses.
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More studies are needed focusing on the biological
background of complex PTSD and how this relates to
its newly proposed clinical entity and how it correlates
to the extended findings in the literature around
the biology of PTSD and BPD. This is essential for
examining the validity of it as a distinct and separated
entity altogether or to confirm the hypothesis of a
spectrum surrounding the disorders discussed above,
at least within the range of cases having a history of
trauma present.
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