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Abstract
Trauma results from an emotionally intense experience and may cause lasting psychological disorders, Including 
Post Traumatic Stress Disorder (PTSD). The complexity of PTSD has led to the recognition of a more severe form, 
Complex Post Traumatic Stress Disorder (CPTSD), which is associated with recurrent interpersonal trauma and 
Disturbances in Self Organization (DSO). The lack of consensus on diagnostic criteria between the DSM-5 and 
ICD-11 has created confusion regarding the accurate diagnosis of PTSD and CPTSD. This issue impacts scientific 
discussion, precise diagnosis, and treatment approaches. A primary distinction between PTSD and CPTSD is the 
presence of symptoms related to DSO and repeated interpersonal trauma. This study explored Cognitive Behav-
ioral Therapy (CBT) interventions for patients with CPTSD. An integrative literature review was conducted using 
the PICO strategy across the most prominent health databases. The results yielded only twenty articles with var-
ied methodological approaches. In terms of treatment, the most frequently referenced approach was trauma-fo-
cused CBT, often in combination with other therapeutic strategies. However, scientific literature suggests that 
additional strategies are necessary to address the specific needs of CPTSD treatment, mainly to encompass DSO 
symptoms. This study revealed the scarcity of research on CBT strategies for patients with CPTSD in specialized 
peer-reviewed journals within the most prominent health databases. Achieving consensus on both the concept 
and diagnostic criteria of CPTSD is essential to advance scientific understanding of effective treatment methods 
and to prevent under diagnosis, which impedes effective care for patients worldwide, many of whom are in high-
ly vulnerable conditions due to interpersonal trauma.

Keywords: Complex post-traumatic stress disorder; Post-traumatic stress disorder; Interpersonal trauma; Cogni-
tive behavioral therapy

INTRODUCTION
Trauma results from extremely unpleasant emotional 
experiences and causes various psychological disorders, 
leaving a lasting mark on the individual’s mind. Among the 
disorders caused by trauma are Posttraumatic Stress Disorders 
(PTSD). Its symptoms, according to the DSM 5-TR, include 
re-experiencing the traumatic event, enduring avoidance of 

trauma-associated stimuli and negative alterations in cognition 
and mood, and increased excitability [1]. Patients with PTSD 
present excessively negative evaluations of the traumatic 
event and its consequences, in addition to poor elaboration 
and contextual integration of the autobiographical memory of 
the trauma, resulting in a fragmented and distorted memory 
that causes intense psychological distress. This fragmented 
memory corresponds to a pathological memory that involves 
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erroneous associations of stimulus, response, and meaning, 
with a strong component of anxiety, fear, and re-experience. 
The cognitive components of PTSD include erroneous beliefs 
and evaluations of the trauma and dysfunctional recoveries 
from it, with the appraisal of fear generally associated with the 
belief of vulnerability and the idea that the world is dangerous 
[2-6,10].

PTSD is often associated with other psychological disorders, 
constituting a complex condition that can be associated 
with significant morbidity, disability, and impairment of vital 
functions. PTSD symptoms generally worsen and are associated 
with different disorders, including depression, specific phobias, 
personality disorders, anxiety disorders, and panic disorders 
[6]. Many PTSD researchers have referred to Chronic PTSD 
or Complex PTSD (CPTSD) to characterize these conditions 
with several comorbidities and realized that the aggravated 
symptoms of PTSD are related to an etiological origin different 
from that found in the DSM 5. Cases of CPTSD are strongly 
correlated with a history of multiple and recurrent traumatic 
stressors of an interpersonal nature, such as neglect, sexual 
abuse, physical violence, and psychological violence [4,6-12].

In this context, also the diagnosis of PTSD from the DSM-5 
has been heavily criticized since the group of symptoms was 
considered too broad. Many combinations of symptoms can 
lead to the diagnosis of PTSD so that very different patients 
receive the same diagnosis. In addition, many comorbidities 
contribute to reducing its clinical usefulness. At the same time, 
several clinicians and researchers worldwide associated with 
the WHO have collected experiences that corroborate the 
complexity of CPTSD cases and their different etiological causes 
[10]. Confirming the specificity of CPTSD symptoms, many 
authors reported that prolonged exposure to interpersonal 
trauma, whether single or multiple, combined with individual 
vulnerabilities, can lead to CPTSD. In other words, patients 
with CPTSD not only exhibit known symptoms of PTSD but also 
manifest symptoms of Disturbances in Self Organization (DSO), 
such as emotional dysregulation, a negative self-concept, and 
relational disturbances [9,10]. It is important to note that since 
the 1990s, CPTSD has been recognized in the scientific academic 
community as a disorder caused by multiple and aggravated 
traumas of an interpersonal nature [6,8]. The symptomatology 
includes pathological dissociation, emotion dysregulation, 
somatization, and altered core schemas about the self, 
relationships, and sustaining beliefs [11,12]. The diagnostic 
boundaries are distinct from PTSD, and although there are 
overlaps with the symptoms of Borderline Personality Disorder 
(BPD), CPTSD has a distinct etiological origin and lacks specific 
characteristic symptoms found in BPD, such as an intense fear 
of abandonment or rejection of the tendency to alternate 
between idealizing and devaluing others [11,12]. The scientific 
and clinical discussion of CPTSD has become even more 
complicated because there is no consensus on the symptoms 
of PTSD. In May 2019, during the World Health Assembly, there 
was an attempt to standardize the diagnosis of PTSD in the 
DSM-5 and ICD-11. In contrast to the expectations of scholars 
and clinical specialists in the field, this consensus has not been 
reached, and some significant differences in the concept of 
PTSD have been highlighted. Additionally, confusion has arisen 
regarding the diagnosis of CPTSD proposed by the International 

Classification of Disease (ICD)-11 [10]. Unfortunately, these 
differences hinder the accurate diagnosis of PTSD and create 
confusion regarding the diagnosis of CPTSD, both in clinical 
and academic fields, leading to numerous consequences for 
patients suffering from these two disorders [7,9,10,13]. The 
difficulty in diagnostic accuracy, in turn, hampers the correct 
treatment of many people worldwide. Notably, the CPTSD is 
still not included in the updated DSM-5-TR and remains only in 
ICD-11. The conceptual differences between the diagnoses of 
PTSD and CPTSD can be seen in the following Table 1.
Table 1: Differences in PTSD diagnosis

Symptoms

PTSD-DSM 5 TR (1) Re-experiencing, (2) persistent avoidance, 
(3) negative changes in mood and cognition

PTSD-IDC 11 (1) Re-experiencing, (2) persistent avoidance, 
(3) feeling of current threat.

CPTSD-ICD 11

(1) Re-experiencing, (2) persistent avoidance, 
(3) feeling of current threat, (4) affective 

dysregulation (5) negative self-concept and (6) 
disturbances in relationships.

Table 1 shows that the differential diagnosis between PTSD 
and CPTSD involves assessing the DSO: Affective dysregulation, 
negative self-concept, and disturbances in relationships. 
Therefore, a patient with CPTSD will exhibit both PTSD 
symptoms and DSO symptoms. Moreover, accurate differential 
diagnosis requires acknowledging that a person cannot 
be diagnosed with both PTSD and CPTSD simultaneously. 
Additionally, individuals with PTSD generally experience fewer 
comorbidities and less functional impairment. Finally, while the 
nature of trauma is a risk factor, it is not decisive for differential 
diagnosis [10]. The ICD-11 diagnosis of CPTSD was designed to 
be easy for clinical use, in line with the WHO’s development 
goals. Moreover, it has demonstrated good psycho diagnostic 
properties in various studies, including effective discrimination 
between CPTSD and BPD [10-12]. The diagnostic structure of 
PTSD and CPTSD has several limitations, especially in cases of 
interpersonal trauma, such as recurrent maltreatment during 
childhood and adolescence, sexual abuse, physical abuse, and 
domestic violence, due to the difficulty in understanding the 
most critical factors that may have led to the disorder. Patients 
with such histories present a wide range of highly stressful 
relational and interpersonal problems, which are difficult to 
diagnose and treat [6].

Treatment
The most used treatment for PTSD is Trauma-Focused 
Cognitive Behavioral Therapy (TF-CBT). Narrative exposure is a 
central procedure and aims to revisit traumatic memories to 
restructure maladaptive beliefs related to the trauma. The CBT-
FT has three main goals: (1) To modify adverse assessments of 
the trauma and its outcomes; (2) to reduce re-experiencing by 
elaborating on trauma memories and discriminating triggers; 
and (3) to abandon dysfunctional behaviors and cognitive 
strategies [5]. The primary goal is to modify overly negative 
evaluations of trauma. This involves carefully exploring critical 
trauma memory aspects (“hot spots”) and identifying an 
alternative convincing assessment. The new review is then 
integrated into the trauma memory through written narratives 
and imaginal re-experiencing. Additionally, revisiting the 
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trauma site can help the patient understand why the trauma 
occurred, mainly if they believe it could have been prevented 
[5]. To accomplish the second goal, it is necessary to reduce 
re-experiencing by working through traumatic memories and 
recognizing triggers. The psychotherapist supports the patient 
in constructing a coherent narrative that places the trauma in 
context. This process helps prevent intrusive memories. The 
key techniques include writing a detailed account of the event, 
imaginally re-experiencing to evoke sensations and emotions, 
and revisiting the trauma site to reinforce the understanding 
that the event is in the past [5].

In the case of CPTSD or severe forms of PTSD, such as those 
with dissociative symptoms, a phased approach to treatment 
is necessary. The treatment should begin with a stabilization 
phase, focusing on emotional regulation skills, enhancing 
social interaction competencies, and grounding techniques 
to reduce dissociative symptoms before moving on to the 
trauma-focused part of the therapy [14,15]. The exposure 
narrative may encompass the patient’s entire life story. During 
this narrative, the psychotherapist helps the patient bring in as 
many details as possible and provides psycho education about 
the traumatic context or event and the associated symptoms 
[14,15]. There is growing consensus that treatment for this 
type of patient should involve multiple intervention strategies 
over an extended period [6,12,15].

METHODS
This study explored the intervention possibilities of CBT in 
patients with CPTSD diagnosis. As such, the following research 
question was posed: What are the different intervention 
possibilities of CBT for patients with CPTSD? To address this 
question, the following specific objectives were presented:

• Identify the presence of CPTSD in the scientific literature;

• Examine the specificities of CBT interventions in patients 
with CPTSD.

The PICO strategy was used to conduct this integrative 
literature review. This strategy is the most used in clinical 
research for evidence-based literature searches, as a well-
formulated research question allows for the clear identification 
of the necessary evidence for clinical investigations. The PICO 
strategy enables the retrieval of relevant information from 
databases, focuses the research within the appropriate scope, 
and prevents unnecessary searches [16]. In this study, the 
PICO acronym was applied as follows: The participants (P) are 
patients with CPTSD; the intervention (I) refers to different CBT 
strategies; the control (C) is not applicable; and the outcome 
(O) corresponds to the results of this analysis [16]. For this 
research, we utilized several leading peer-reviewed databases 
in the health field, including PsycInfo, PubMed, Scopus, and 
Web of Science. The descriptors used were health research 
descriptors (DeCS) and focused on patients with CPTSD and 
treatment interventions using CBT [17]. According to the PICO 
strategy designed for this study, the Boolean operators used 
were: “Complex Posttraumatic Stress Disorder” OR “CPTSD” 
AND “Cognitive Behavior Therapy” OR “CBT.” However, due to 
the lack of consensus on the concept and diagnostic criteria 
for CPTSD, which hinders scientific discussion on this topic, 
we also included the Boolean operators “Post-traumatic 

Stress Disorder” OR “PTSD” and Booleans operators related to 
interpersonal trauma, aiming to identify additional articles that 
might reflect the underdiagnosis of CPTSD. Using this strategy, 
twenty articles with different methodology approaches were 
found in May 2024. To better organize the search in the specific 
peer-reviewed scientific databases, the Boolean operators were 
defined to encompass interpersonal traumas, and they were 
categorized according to the respective health descriptors, as 
shown in Table 2 below.
Table 2: Descriptors for interpersonal trauma in databases

Interpersonal trauma Health descriptors (DECS)
Neglect "Neglect" OR "maltreatment"

Physical violence
"Physical abuse" OR "physical 

maltreatment" OR "physical violence" OR 
"maltreatment"

Psychological violence "Psychological abuse" OR "emotional 
abuse"

Sexual violence “Sexual abuse” OR “sexual molestation” 
OR “sexual trauma” OR “sexual violence”

This procedure was necessary because interpersonal trauma 
does not specifically correspond to a health descriptor. 
Therefore, we listed each type of interpersonal trauma 
according to the scientific literature (neglect, physical violence 
or abuse, psychological violence or abuse, and sexual violence 
or abuse) as Boolean operators based on their respective health 
descriptors. The Boolean operators used were “Post Traumatic 
Stress Disorder” OR “PTSD” AND “Cognitive Behavior Therapy” 
OR “CBT” AND “Neglect” OR “Maltreatment” OR “Physical 
Abuse” OR “Physical Maltreatment” OR “Physical Violence” 
OR “Maltreatment” OR “Emotional Abuse” OR “Psychological 
Abuse” OR “Sexual Abuse” OR “Sexual Molestation” OR “Sexual 
Trauma” OR “Sexual Violence” OR “Trauma” OR “Traumatic”. 
After the stage of the search in the most important scientific 
databases in health, we included articles that reported CBT 
intervention protocols with patients with CPTSD or PTSD with 
interpersonal trauma within the last 5 years. The following 
requirements were considered:

• Articles addressing the treatment of patients diagnosed 
with CPTSD;

• Articles addressing patients diagnosed with PTSD with a 
history of interpersonal trauma;

• Articles published within the last 5 years;

• Different types of studies, such as meta-analyses, 
randomized clinical trials, case reports, and cohort studies.

We adopted the criterion of including only articles published 
after 2019 since the ICD-11 was first published in 2018. 
However, it is worth noting that the topic and criteria for the 
diagnosis of CPTSD had already been discussed long before 
2018 [7,8,11,14,18]. For the analysis of the articles obtained 
from the results of this research, it was considered that the 
differential diagnosis between PTSD and CPTSD is based on 
the presence of DSO: Affective dysregulation, negative self-
concept, and disturbances in relationships. According to 
experts in the field, the type of trauma is a risk factor but not 
a determinant for differential diagnosis [10]. When analyzed 
together, the presence of PTSD, interpersonal trauma, and 
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severe comorbidities could suggest the presence of CPTSD 
and the possibility of underdiagnosis. For this reason, it was 
necessary to reread all the articles in their entirety multiple 
times based on the listed criteria. The main criterion considered 
was the presence of symptoms related to DSO. As observed in 
prior literature, interpersonal trauma is viewed as a risk factor 
[10]. In analyzing the potential for underdiagnosis of CPTSD, the 
initial step involved identifying the presence of DSO, and in the 
second step, the presence of interpersonal traumas, whether 
single or multiple, but prolonged. Various types of studies and 
methodologies approaches were accepted since as, including 
different study designs, it was possible to develop a wider view 
of the relevance of CPTSD in the scientific literature.

RESULTS
This study aimed to explore treatment possibilities for CPTSD 
within CBT. In reviewing the scientific literature, we decided to 
include articles in our search that addressed PTSD alongside 
interpersonal trauma (Table 1). It was considered that the 
presence of a PTSD diagnosis, along with interpersonal trauma 
and severe comorbidities, may indicate CPTSD under diagnosis. 
It is necessary to summarize and qualitatively analyze the 
information from the articles according to the level of evidence 
presented [16]. The selected papers are presented below in a 
flowchart, with the Preferred Reporting Items for Systematic 
Reviews and Meta Analyses (PRISMA) tool. This tool aims to 
assist in reporting methods and results. It was developed by an 

international group of methodologists, clinicians, and journal 
editors [19]. Based on these adopted criteria, we developed 
the following flowchart, in which 26 articles were identified in 
the selected databases. In the abstract phase, six articles were 
excluded (Figure 1). Two of them did not address treatment 
in CBT [20,21], two were systematic reviews with analyzed 
articles published before 2019 [22,23], and one did not address 
interpersonal trauma [24]. Finally, a correction of an article was 
also excluded [25].

Figure 1: From this total of 20 preselected articles, the stage of reading 
the full articles began. The results obtained can be verified in the 
following Table 3.

Table 3: Articles that address CBT with patients with complex PTSD or PTSD with interpersonal trauma

 Year of 
publication

Type of 
scientific 

study
Population Type of 

trauma

Scope of the 
article addresses 

CPTSD
Treatment DSO e trauma interpesoal

[26] 2024 Systematic 
review

Children and 
adolescents from 

Sub-Saharan 
Africa

Violence, 
sexual 

violence, war 
trauma

No FT-CBT

The objective of this 
systematic review was to 

evaluate the treatment with 
TF-CBT in children and 

adolescents who suffered 
abuse, sexual violence, 
and war trauma. CPTSD 
is not part of the scope 
of this study; however, 

there was articles within 
the review that address 
recurrent interpersonal 

trauma: Girls who suffered 
sexual abuse during the 
war in Congo, girls who 

were sexually abused by 
primary caregivers, and 
child soldiers in the war 
in Congo. The patients' 

symptoms were not 
described, as this was also 
not part of the scope of the 

article.

[27] 2022 a Randomized 
clinical trial

Children aged 
between 8 and 16 

years

Psychological 
abuse, 

physical 
abuse, 

domestic 
violence, 
neglect

No FT-CBT

The objective of this 
clinical trial was to evaluate 

possible differences in 
the efficacy of TF-CBT 
according to gender in 

children and adolescents 
aged 8 to 16 with a PTSD 
diagnosis. The article does 

not mention CPTSD but 
explains that the patients 
sample had poly-trauma.
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[28] 2022 b Clinical trial
Children aged 

between 8 and 16 
years

Psychological 
abuse, 

physical 
abuse, 

domestic 
violence, 
neglect

No FT-CBT

The objective of this 
clinical trial was to evaluate 

the gradual exposure 
conducted through 

trauma narrative among 
16 children diagnosed 
with PTSD. Symptoms 
and comorbidities were 
not reported. However, 

the article clarifies that all 
the children were victims 
of interpersonal trauma: 

Maltreatment perpetrated 
by primary caregivers and 
multiple forms of abuse, 
such as psychological 
abuse, physical abuse, 
domestic violence, and 

neglect. It is important to 
note that the article did 

not use the term CPTSD 
in the abstract, objective, 

keywords, or the main 
text. In the text, the terms 

complex trauma, poly-
trauma, and multiple 
trauma were used.

[29] 2023 Case report Girl aged 10 years
Physical and 

emotional 
abuse

No FT-CBT online

The objective of this case 
report was to describe the 

treatment of a 10-year-
old girl of Iranian origin 

diagnosed with PTSD. The 
patient's history includes 
recurrent interpersonal 
trauma: Physical and 

emotional abuse, parental 
divorce, separation 

from her mother, and 
displacement from her 

homeland. The symptoms 
described include 

affective dysregulation, 
negative self-concept, and 
relationship disturbances, 

consistent with DSO. 
Other comorbid diagnoses 
were present: Encopresis, 
anxiety, and depression. 

Additionally, the girl 
experienced symptoms 

of headaches and 
gastrointestinal problems.

[30] 2019 Systematic 
review

Men and women 
aged 18 and older

Sexual abuse 
and sexual 

violence
No

Prolonged 
exposure, 
Cognitive 

Processing 
Therapy (CPT), 

and EMDR

The objective of this 
systematic review was 
to evaluate research 
conducted between 
1991 and 2021 with 

men and women aged 
18 and older diagnosed 
with PTSD, who were 

victims of abuse or sexual 
violence. The sample is 

quite heterogeneous and 
broad (n=3992), consisting 

of individuals who were 
victims of interpersonal 

trauma: Abuse and sexual 
violence. It does not specify 
if the trauma was repetitive 

and chronic
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[31] 2023 Meta-analysis
Children and 

adolescents under 
the age of 18

Sexual abuse No
CBT and 

psychodynamic 
psychotherapy

The objective of this 
meta-analysis was to 

evaluate the efficacy of 
different psychotherapy 

modalities in children and 
adolescents under the age 
of 18 with PTSD. Assessing 

CPTSD was not part of 
the article's scope, and 

CPTSD was not included 
in the search criteria for 

the reviewed articles. The 
search for articles was 

conducted across various 
databases, with a cut-off 
date of November 2022. 
There is no information 

regarding the recurrence of 
the evaluated interpersonal 
trauma, sexual abuse, nor 
any details on the severity 

of PTSD symptoms or 
other comorbidities.

[32] 2020
Review with a 

clinical vignette 
of guidance

Individuals who 
have experienced 
sexual abuse or 
sexual violence

Sexual abuse 
or violence in 

adulthood
No

TF-CBT, 
EMDR, and 

psychodynamic 
psychotherapy

This review with a clinical 
vignette aims to compare 
the treatment outcomes 

of women diagnosed with 
PTSD who underwent 

EMDR, psychodynamic 
psychotherapy, or TF-CBT. 

The patients' histories 
report multiple and 

recurrent interpersonal 
trauma, such as sexual 
abuse. The paper lacks 

detailed information 
regarding whether the 
patients had severe 

comorbidities, thereby 
hindering the assessment 

of the presence of 
symptoms consistent with 

DSO.

[33] 2021 Neuroimaging 
Analysis

Children and 
adolescents aged 
between 10 and 

17 years

Physical 
abuse, sexual 

abuse, 
witnessing 
violence, or 

other forms of 
maltreatment

No FT-CBT

The objective of the article 
was to analyze before 
and after TF-CBT, the 

neuroimaging of children 
and adolescent aged 

between 10 and 17 years 
diagnosed with PTSD, 
who had experienced 

trauma from maltreatment 
or violence. The trauma 
history of the children 
who participated in the 

study indicates recurrent 
interpersonal trauma: they 

were victims of physical 
abuse, sexual abuse, other 

forms of maltreatment, 
or witnessed violence. 

The symptom description 
includes, in addition 

to PTSD, other severe 
symptoms. The article 

reports that at least 80% 
of the children had other 

severe comorbid disorders, 
such as anxiety and 

depression.
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[34] 2024 Neuroimaging 
Analysis

Children aged 
between 7 and 12 

years
Maltreatment No FT-CBT

The objective of the 
article was to analyze 

neuroimaging of children 
aged between 7 and 
12 years diagnosed 
with PTSD who were 

victims of maltreatment, 
both before and after 

undergoing TF-CBT. The 
trauma history of the 

children who participated 
in the study indicates 

recurrent interpersonal 
trauma: The children were 
institutionalized in an NGO 
due to severe maltreatment 

perpetrated by their 
parents. The symptom 
description includes, 
in addition to PTSD, 

depression and anxiety.

[35] 2021 Case report
Woman with late-
onset PTSD and 
specific phobia

Recurrent 
domestic 
physical 
violence

No FT-CBT

The objective of this 
case report was to 

describe the treatment 
of a woman with PTSD 

and specific phobia. The 
patient's history indicates 
recurrent interpersonal 

trauma: Domestic 
physical violence and 

life-threatening situations 
perpetrated by her former 
husband. The symptoms 

described include 
affective dysregulation, 

negative self-concept, and 
relationship disturbances. 

Other diagnoses were 
also present, including 
depression and suicidal 
ideation, consistent with 

DSO

[36] 2020 Clinical Trail

Children and 
adolescents aged 
between 11 and 

16 years

Sexual abuse No FT-CBT

The objective of this 
clinical trial was to evaluate 

the effect of TF-CBT in 
reducing behavioral and 
cognitive problems in a 
sample of ten male and 
female children, aged 

between 11 and 16 years, 
who were victims of sexual 

abuse and diagnosed 
with PTSD. There is no 
additional information 

regarding the recurrence of 
sexual abuse or whether it 
was perpetrated by primary 
caregivers. However, the 
study states that most of 
the children had lost one 
or both parents and were 
living with other relatives. 

The study also reports that 
the children were admitted 
to the psychiatric hospital 

of a city in Pakistan. 
The study indicates that 
the children with PTSD 
exhibited anger, fear, 

aggression, frustration, and 
difficulty in interpersonal 
relationships, consistent 

with DSO
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[37] 2019 Case report

A man who 
experienced 

sexual abuse in 
childhood

Sexual abuse 
in childhood 

and adulthood
No

Cognitive 
Processing 

Therapy (CPT)

The objective of this case 
report was to describe the 
treatment for PTSD in a 

man with hypersexualized 
behavior who experienced 

sexual abuse during 
childhood. The patient's 

history indicates 
recurrent interpersonal 

trauma, including 
childhood sexual abuse, 
maltreatment, complex 

family relationships during 
childhood and sexual 

abuse in adulthood. The 
symptoms described 

include affective 
dysregulation, negative 

self-concept, and 
relationship disturbances, 

consistent with DSO. Other 
comorbid diagnoses were 
present, including anxiety, 
depression, and suicidal 

ideation.

[38] 2020 Case report Girl aged 14 years

Human 
traffick, sexual 
abuse, sexual 
exploitation, 
pregnancy 
at age 14, 

psychological 
abuse

No FT-CBT

The objective of this case 
report was to describe the 

treatment of a 14-year-
old Guatemalan girl 

diagnosed with PTSD. The 
patient's history indicates 
recurrent interpersonal 
trauma: human traffick, 
sexual abuse, sexual 

exploitation perpetrated 
by her stepfather, two 

pregnancies, one at age 
11 and another at age 14, 
when she gave birth to a 
daughter. The symptoms 

described include 
affective dysregulation, 

negative self-concept, and 
relationship disturbances, 

consistent with DSO. 
Other comorbid diagnoses 

were present, including 
depression and suicidal 

ideation.

[39] 2024 Systematic 
review

Men and women 
who have 

experienced 
sexual abuse or 
sexual violence

Sexual abuse 
in childhood Yes DBT

The objective of this 
systematic review was to 

present DBT as a treatment 
for PTSD and CPTSD, 

highlighting the importance 
of this approach in the 

treatment of BPD.

[40] 2022 Randomized 
clinical trial

Women aged 18 
years and older

Sexual abuse 
and sexual 
violence in 
childhood

Yes

EMDR and 
TF-CBT for 

complex trauma 
in an online 

group

The objective of this 
article was to present a 

systematic review that will 
be conducted to compare 
the treatment outcomes 

of women diagnosed with 
PTSD who will undergo 

EMDR with those of women 
diagnosed with PTSD who 

will undergo TF-CBT for 
CPTSD. Although CPTSD 

is not mentioned in the 
title, abstract, or method, 
the procedure described 

in the article indicates that 
the TF-CBT protocol used 
is specifically for complex 

PTSD
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[41] 2019 Clinical trial

Homo-sexual 
men who have 
experienced 
sexual abuse

Sexual abuse 
in childhood No

TF-CBT and 
CBT for self-
care for AIDS

The objective of this clinical 
trial was to evaluate the 
effects of TF-CBT and 

TS-CBT for trauma and 
self-care in men who have 
sex with men (MSM) with 

a history of Childhood 
Sexual Abuse (CSA) and 

risky behavior for HIV. 
The study mentions that 
the patients were victims 
of interpersonal trauma, 
but it does not specify 
whether these were 

multiple and/or recurrent. 
The study also did not 

provide information on the 
severity of symptoms or the 
presence of comorbidities; 

however, it addressed 
patients who may be at risk 
of contracting AIDS due to 

a lack of self-care.

[42] 2022 Randomized 
clinical trial

Young people 
aged between 15 

and 25 years

Sexual abuse, 
physical 
violence, 

neglect, and 
psychological 

violence

No FT-CBT

The objective of this clinical 
trial was to evaluate the 
increase in distress, self-
harm, suicidal ideation, 
and suicidal behavior 

in twenty young people 
aged between 15 and 25 

years, diagnosed with 
PTSD, at a community 

treatment center for 
youth in Melbourne. The 
study mentions that the 
patients were victims of 

interpersonal trauma, but 
it does not specify whether 
these were multiple and/
or recurrent. The patients 
exhibit symptoms such as 

self-harm, suicidal ideation, 
and suicidal behaviour, 
consistent with DSO.

[43] 2021 Case report
Woman with PTSD 

and Dissociative 
Identity Disorder

Sexual abuse No

TF-CBT, EMDR, 
Prolonged 

Exposure, and 
identity farewell

The objective of the 
article was to describe 

the treatment of a 
woman with PTSD. The 

patient's history indicates 
recurrent interpersonal 

trauma, including sexual 
abuse perpetrated by 

primary caregivers during 
childhood. The symptoms 

described include 
affective dysregulation, 

negative self-concept, and 
relationship disturbances, 

consistent with DSO. 
Several comorbidities 

were present. dissociative 
Identity Disorder, alcohol 
use disorder in remission, 

anorexia nervosa in 
remission, and depression 

in remission.
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[44] 2021 Case report
Woman who 

have experienced 
sexual violence

Sexual 
violence Yes

CBT, 
psychodynamic 
psychotherapy, 
and hypnosis

The objective of this case 
report was to describe 

the treatment of a woman 
with chronic pain and a 
diagnosis of late-onset 
complex PTSD. The 

patient's history indicates 
recurrent interpersonal 

trauma, specifically sexual 
violence. The symptoms 

described include 
affective dysregulation, 

negative self-concept, and 
relationship disturbances, 

consistent with DSO. Other 
comorbid diagnoses were 

present, including anorexia, 
chronic pain, and suicidal 

ideation.

[45] 2020 Clinical trial

Men who 
experienced 

sexual abuse in 
childhood

Sexual abuse No FT-CBT

The objective of this 
clinical trial was to evaluate 

the effect of TF-CBT 
on a sample of 91 men 
diagnosed with PTSD 
who had experienced 
sexual abuse during 

childhood. The trauma 
history indicates that 

these patients suffered 
interpersonal trauma in 
childhood specifically 

sexual abuse. No further 
information is provided 
regarding the patients' 

comorbidities.

LITERATURE REVIEW
Specific Objective 1-CPTSD in the Literature
Table 3 shows that among the 20 articles analyzed, only two 
included a diagnosis of CPTSD within the scope of the article 
[39,44]: A systematic review aimed at presenting the efficacy of 
DBT-CBT for the treatment of patients diagnosed with PTSD and 
CPTSD [39] and a case report on the treatment using multiple 
psychotherapeutic strategies-including FT-CBT-of a patient with 
late-onset CPTSD and chronic pain [44]. One article, which is a 
randomized clinical trial, did not mention complex PTSD in the 
abstract or objectives but explicitly stated that the treatment 
for the study patients was FT-CBT for complex trauma [40]. 
The remaining seventeen articles did not mention CPTSD 
in their scope, but they addressed patients diagnosed with 
PTSD and interpersonal trauma. Among them, 6 were case 
reports [29,35,37,38,43,44] in which patients were diagnosed 
with PTSD or recurrent interpersonal trauma, some of which 
were perpetrated by primary caregivers [29,37,38,43]. Upon 
repeated reading of the articles, it was possible to observe that 
symptoms of DSOs were present, causing severe impairments 
for patients [29,35,37,38,43,44]. Some patients diagnosed with 
PTSD are children who suffer severe interpersonal trauma, such 
as a girl who was taken from her family and country [29] and 
a girl who suffered from human trafficking [38]. Other adult 
patients also experienced severe interpersonal traumas, such 
as domestic violence and near-death experiences [35], a man 
with hypersexualized behavior who was abused in childhood 
[37], and two women whose stories are reported in two 
different case reports, both having suffered recurrent sexual 

violence in childhood [43,44].

Several adult patients had severe comorbidities and reports 
that could be associated with DSO, such as suicidal ideation 
[35,37,38,44]. Another patient had Dissociative Identity 
Disorder (DID), remission-stage alcohol use disorder, remission-
stage anorexia, and depression in remission [43]. When 
analyzing another type of study, such as clinical trials and the 
presence of PTSD and CPTSD, four clinical trials [28,36,41,45] 
and 3 randomized clinical trials [27,40,42] were found in the 
databases. Among them, six did not mention CPTSD in their 
scope but addressed patients diagnosed with PTSD and 
interpersonal trauma (Figure 1). One of these reported PTSD 
in patients with polytrauma [27]. Another two clinical trials 
reported the presence of recurrent interpersonal traumas 
but did not provide sufficient information regarding the 
symptoms of DSO of the analyzed patients [28,36]. Two other 
articles reported cases of patients with PTSD and a history of 
interpersonal trauma. Still, they did not mention the recurrence 
of trauma, the severity of comorbidities, or the presence of 
DSO [41,45].

Finally, one clinical trial addressed the treatment of patients 
diagnosed with PTSD and interpersonal trauma but did not 
report the recurrence or multiplicity of the traumas suffered. 
However, it did describe patients with DSOs who reported 
symptoms such as self-harm, suicidal ideation, and behavior 
[42]. Two systematic reviews were identified [26,30], and one 
meta-analysis [31] was among the articles that did not mention 
CPTSD in their scope. The meta-analysis assessed the efficacy of 
different psychotherapy modalities in children and adolescents 
up to 18 years of age with PTSD and interpersonal trauma 
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from sexual abuse; however, it was not within the scope of the 
article to evaluate the recurrence of trauma and symptoms 
of DSO [31]. A systematic review was conducted addressing 
war trauma and multiple types of abuse and violence in Sub-
Saharan Africa. Although CPTSD was not within the scope of 
the article’s search, some studies in the sample mentioned 
CPTSD [26]. The other systematic review consisted of a review 
of studies on men and women aged 18 and older diagnosed 
with PTSD who were victims of abuse or sexual violence. Due 
to the broad sample size and heterogeneity, it was difficult to 
analyze the presence of DSO [30]. Finally, among the sample of 
the systematic review, there was a study that presented DBT as 
a treatment for PTSD and CPTSD, highlighting the importance 
of this approach in the treatment of BPD [39]. It was possible to 
verify, in the present study, two neuroimaging analysis studies 
[33,34] that evaluated the effects of TF-CBT in children or 
adolescents who were diagnosed with PTSD and had a history 
of interpersonal trauma; however, these studies were outside 
their scope for assessing the recurrence and multiplicity of 
trauma and/or the presence of symptoms of DSO [33,34].

In one of the neuroimaging analysis studies, it was possible to 
verify that symptoms of DSO and recurrence and a multiplicity 
of traumas were present in the patients’ histories; the article 
reported that at least 80% of the children had other severe 
comorbid disorders, such as anxiety and depression, and 
moreover, the history of the children who participated in the 
research referred to recurrent interpersonal trauma: They were 
victims of physical abuse, sexual abuse, other mistreatment, or 
witnessed violence [33]. In the other neuroimaging analysis 
studies, PTSD patients had a history of recurrent and multiple 
types of trauma. These patients were institutionalized by an 
NGO due to severe mistreatment by their parents, but there 
were no reports of DSO symptoms [34]. Finally, a review with 
a clinical vignette was conducted comparing the treatment 
outcomes of women diagnosed with PTSD who underwent 
EMDR, psychodynamic psychotherapy, or TF-CBT. These 
patients experienced recurrent interpersonal traumas-
specifically sexual abuse-but the article does not report the 
presence of DSO [32].

Specific Objective 2-Treatment of CPTSD
Regarding the treatment, as observed in Table 3, the analysis 
of the articles indicated that the most commonly used 
therapeutic strategy for patients diagnosed with CPTSD or 
PTSD with a history of interpersonal trauma was TF-CBT alone. 
Of the twenty studies, eleven identified TF-CBT as the sole 
treatment [26-28,33-36,38,42,45] with one implementing 
online group TF-CBT [29]. Three studies presented TF-CBT 
combined with other modalities [41,43,44]. The first was a 
clinical trial that combined TF-CBT with self-care CBT for AIDS, 
involving several homosexual patients [41]. The second was 
a case report describing a treatment that combined TF-CBT 
with EMDR for a woman diagnosed with PTSD and dissociative 
identity disorder [43]. The third was a case report of a woman 
with PTSD and dissociative identity disorder who received 
treatment combining TF-CBT with psychodynamic techniques 
and hypnosis [44]. Some studies, including a systematic 
review [30], a meta-analysis [31], a review featuring a clinical 
vignette for guidance [32], and a clinical trial [40], compared 

TF-CBT with other modalities. The systematic review compared 
prolonged exposure, Cognitive Processing Therapy (CPT), and 
EMDR among men and women with PTSD who have a history 
of interpersonal trauma, such as sexual abuse and sexual 
violence [30]. The meta-analysis compared TF-CBT with other 
psychotherapeutic modalities in patients up to 18 years of age 
who have a history of sexual abuse [31]. A review featuring 
a clinical vignette compared the use of TF-CBT, EMDR, and 
psychodynamic psychotherapy in the case of a woman with 
a history of multiple and recurrent interpersonal traumas, 
such as sexual abuse [32]. The clinical trial analyzed the use 
of TF-CBT compared with EMDR in a sample of women aged 
18 years and older diagnosed with CPTSD [40]. And finally, 
two studies did not use CBT-TF. In one of them, a case report, 
Cognitive Processing Therapy (CPT), was used to treat a male 
patient with PTSD and a history of interpersonal–sexual 
abuse, maltreatment, and complex family relationships during 
childhood, as well as sexual abuse in adulthood [37]. There 
was also a clinical trial using DBT for the treatment of men and 
women with CPTSD who experienced sexual abuse or sexual 
violence [39].

DISCUSSION
Specific Objective 1-CPTSD in the Literature
This present study explored the treatment possibilities for 
CPTSD within CBT strategies. To achieve this goal, 2 subgoals 
were established: Identifying the presence of CPTSD in the 
scientific literature and examining the specificities of cognitive 
behavioral therapy interventions for patients with CPTSD. 
Due to the lack of consensus on the concept and diagnosis 
of CPTSD, which hinders scientific discussion [10], we added 
the Boolean operators “PTSD” and “interpersonal trauma” to 
those related to “CPTSD” (see Table 2). Articles addressing 
PTSD and interpersonal trauma were included to identify 
potentially underdiagnosed cases of CPTSD. Importantly, in 
identifying potential underdiagnosis of CPTSD, the primary 
criterion considered was the presence of symptoms related to 
DSO. Interpersonal trauma was regarded only as a risk factor, 
as noted in previous literature on this topic [10].

Therefore, a detailed review of all articles was conducted, 
focusing primarily on the identification of DSO symptoms and, 
secondarily, on the presence of recurrent and/or multiple 
interpersonal traumas. Nonetheless, a relatively small sample 
of 20 articles was obtained from specialized health databases. 
We accepted various types of studies and methodologies 
approaches, as we believed that by including different study 
designs, we would gain a broader perspective on the relevance 
accorded to the topic in the scientific literature.

Regardless of the type of study, few articles mentioned CPTSD 
within the scope of the study: Only one systematic review 
on the use of DBT in the treatment of CPTSD [39] and a case 
report of a patient with a diagnosis of CPTSD and chronic 
pain [44]. Some articles have used related terms to designate 
CPTSD, such as polytrauma, interpersonal trauma, and multiple 
traumas [27,28,33,42]. Many articles did not address CPTSD 
in their scopes but described patients diagnosed with PTSD 
who exhibited symptoms of DSO [29,35-38,42-44], and all the 
articles presented patients with a history of recurrent and/
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or multiple interpersonal traumas. As previously discussed, 
the symptoms of PTSD and symptoms of DSO are configured 
as the central criterion for the diagnosis of CPTSD, and the 
history of interpersonal trauma is considered a risk factor [10]. 
Many articles did not mention essential details regarding the 
recurrence and severity of the interpersonal traumas that 
patients experienced [36,40-42,45]. One of them mentioned 
that the child suffered sexual abuse but did not provide crucial 
information, such as whether the trauma was recurrent or if 
it was perpetrated by primary caregivers [36]. Some articles 
presented severe comorbidities in cases of recurrent trauma, 
such as severe substance abuse or dependence [43], acute 
suicidal ideation [35,38,42,44], anorexia [37,43,44], depression 
[29,35,38,43] and anxiety [29,33]. However, these articles did 
not mention a diagnosis of CPTSD, and no differences were 
observed regarding the mention of CPTSD when considering 
adult versus child patients. Two studies were case reports 
revealing the situations of two children in extreme vulnerability: 
A 10-year-old Iranian girl removed from her mother and her 
country of origin after her parents’ divorce, highlighting issues 
of gender violence [29], and a 14-year-old Guatemalan girl 
exposed to international child trafficking and sexual slavery 
in the United States [38]. Unfortunately, the severity of these 
cases highlights the impact of the lack of consensus on the 
concept and diagnostic criteria for CPTSD, hindering the 
recognition of this disorder in both the scientific and clinical 
communities [9] and harming patients who are in situations 
of psychological and social vulnerability. The results support 
that the absence of conceptual clarity and consensus on the 
diagnosis of CPTSD causes confusion in both the clinical and 
academic fields [9,10,13], leading to numerous consequences 
for patients with the disorder. These include imprecise 
diagnoses, which compromise evidence-based treatment for 
many people worldwide.

Specific Objective 2-Treatment of CPTSD
When we analyzed the treatment provided to patients with 
CPTSD or PTSD with interpersonal trauma, we found that 
among the twenty studies, eleven used TF-CBT only [26-28,33-
36,38,42,45], and one of them reported the use of online group 
TF-CBT [29]. Previous research states that the TF-CBT aims to 
alter excessively negative evaluations of the trauma and its 
aftermath, as well as reduce re-experiencing by processing 
trauma memories and discriminating triggers, and assist the 
patient in relinquishing maladaptive behaviors and cognitive 
strategies [5]. This integrative review has demonstrated that 
TF-CBT is widely used and effective in treating patients with 
PTSD and/or CPTSD. The analyzed studies revealed that TF-CBT, 
both in individual and online group formats, is a predominant 
approach with positive results in reducing symptoms of PTSD 
and/or CPTSD. However, the efficacy of TF-CBT may vary 
depending on the degree of trauma. TF-CBT, combined with 
other therapeutic strategies, yielded positive outcomes for 
patients with interpersonal trauma. It is widely recognized that 
TF-CBT is notable as a robust intervention, but the complexity 
of CPTSD symptoms requires careful consideration in applying 
therapies to maximize positive outcomes. However, it is known 
that more effective treatments described in scientific literature 
encompass important techniques for treating DSO. Even so, it is 
likely that such treatments were not found among the articles 

in this integrative review, possibly due to underdiagnosis. 
Although the patients were considered to have PTSD and 
other comorbidities, and despite having severe comorbidities 
and symptoms that could be related to DSO, the diagnosis of 
CPTSD was not considered or mentioned. As a result, they may 
not have received appropriate treatment. Nonetheless, more 
comprehensive strategies for treating CPTSD are known to 
exist, combining CBT-TF with emotional regulation strategies 
The results of this study corroborate the lack of conceptual 
clarity and the absence of consensus regarding the diagnosis 
of CPTSD, causing confusion in both the clinical and academic 
fields [10] and impacting the correct diagnosis and evidence-
based treatment of many people around the world. Potentially 
traumatic events are common occurrences worldwide and 
cause tremendous psychological impact on individuals and 
communities, representing a global burden for public health 
[46-48]. Epidemiological research supports empirical data on 
the severe consequences of trauma disorders [15].

CONCLUSION
This study explored the treatment possibilities for CPTSD 
using CBT. Two objectives were defined to attain this goal: 
Identifying the presence of CPTSD in the scientific literature 
and examining the specificities of CBT interventions for patients 
with CPTSD. Regarding the first specific objective, it was found 
that the literature on CPTSD in specialized, peer-reviewed 
health databases is scarce. Given the existing literature and 
the lack of consensus on this topic, Boolean operators were 
used to encompass CPTSD, and additional Boolean operators 
for PTSD and interpersonal trauma were also included. After 
that, a complete reading of all the articles was conducted to 
identify potential underdiagnoses of CPTSD. Using this strategy, 
the search yielded a small sample of 20 articles, suggesting 
that CPTSD may be underrepresented in the peer-reviewed 
scientific literature.

Their incidence is not uniformly distributed across the global 
population, as demonstrated in several articles of this sample 
of this integrative review, reporting interpersonal trauma 
in dramatic situations like human trafficking, war trauma, 
rape, etc. Trauma exposure constitutes a significant global 
public health issue, necessitating prioritized efforts toward its 
prevention and management. Regarding the second specific 
objective, most of articles in the sample identified TF-CBT as 
an effective treatment for patients with CPTSD or PTSD with 
a history of interpersonal trauma. In some cases, TF-CBT 
was combined with other therapeutic strategies. There are 
important specificities in the treatment of CPTSD or PTSD with a 
history of interpersonal trauma that were not addressed in the 
articles of this sample. This finding underscores the negative 
consequences of the absence of consensus on the diagnosis of 
CPTSD, making it difficult for people suffering from the disorder 
around the world to receive appropriate clinical treatment.

A consensus on the diagnosis of CPTSD provides many benefits:

1. Facilitates Diagnosis and eliminates underdiagnosis: 
Patients with CPTSD are frequently diagnosed with 
PTSD and other severe comorbidities. The diagnosis 
of CPTSD is more precise for these patients and helps 
to avoid overmedication. With the correct diagnosis, 
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patients can receive appropriate treatment and effective 
psychotherapy.

2. Standardized terminology: The absence of consensus 
regarding the diagnoses of CPTSD culminates in the 
use of inconsistent terms in scientific research, such as 
polytrauma and multiple traumas. Consequently, the 
clinical field also lacks clear and consistent information.

3. Social Focus: New research could investigate the causes of 
CPTSD and its worldwide situation, underlining the impact 
of social issues on CPTSD, such as maltreatment, violence, 
and neglect, particularly in underdeveloped countries.

4. Exploring the correlation between multiple types of trauma 
and psychotherapeutic management: It could be helpful 
in understanding the differences in the manifestation 
of CPTSD symptoms in response to different types of 
interpersonal trauma, such as sexual abuse, maltreatment, 
and neglect. It is crucial to determine whether the type 
of interpersonal trauma accentuates a specific cluster of 
CPTSD symptoms and whether every type of interpersonal 
trauma requires a specific management approach in TF-
CBT.

The specific peer-reviewed scientific literature on CPTSD is still 
scarce, and the absence of consensus concerning diagnosis and 
concept harms patients with CPTSD worldwide through the 
occurrence of underdiagnosis, overmedication, and the use of 
ineffective psychotherapeutic strategies. More research and 
standardization are necessary in this area. Future studies should 
involve larger research groups, given the complexity of the data 
presented in this research, including the underdiagnosis of 
CPTSD and its significance in the study, diagnosis, and treatment 
of interpersonal traumas, which often intersect with political 
and socioeconomic issues. Further studies could investigate 
if there are necessary different psychological approaches for 
each kind of interpersonal trauma, such as maltreatment, 
sexual abuse, physical abuse, etc.
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