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HOW TO USE THIS MANUAL

How to use this manual

This advanced training module provides an in-depth exploration of Complex
PTSD and the nuanced presentations often arising from developmental
trauma. Moving beyond standard PTSD, the curriculum delves into the
DSM-5-TR and ICD-11 criteria, specifically focusing on the profound
disturbances in self-organisation that characterise CPTSD. Learners will
examine how early relational trauma disrupts the development of affect
regulation, self-concept, and interpersonal functioning, gaining a
comprehensive understanding of the neurobiological and psychological
mechanisms underpinning these complex presentations.

A central component of this course is the detailed examination of the
phased approach to treatment, a critical framework for managing the
heightened risks associated with complex trauma. Participants will study the
stabilisation phase, which establishes safety and containment, and the
subsequent trauma processing stages, ensuring they are equipped to handle
the intense emotional and physiological arousal that can arise during
therapy. This section emphasises the importance of pacing and the use of
evidence-based interventions tailored to the unique needs of clients with
complex histories.

The course further extends its scope to specialist populations, offering
specialised insights into the trauma experiences of military personnel,
medical professionals, and first responders. By analysing the specific
stressors inherent in these high-stakes environments, including moral injury
and exposure to critical incidents, clinicians will learn to adapt their
therapeutic approach to resonate with these specific cultural and
occupational contexts. This module addresses the unique challenges of
treating individuals whose professional roles involve high levels of
responsibility and exposure to human suffering.

Additionally, the training addresses the intersection of trauma with relational
dynamics and identity. Clinicians will explore how complex trauma impacts
attachment styles, parenting capabilities, and a client’s sense of self,
providing the tools necessary to support clients in rebuilding healthy
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COMPLEX PTSD AND SPECIALIST TRAUMA POPULATIONS

relationships and integrating a coherent identity. The curriculum also covers
the critical clinical skills required to manage dissociation and other complex
symptom clusters, alongside essential guidance on maintaining therapist
sustainability and preventing burnout when working with highly distressed
clients.

This manual is the written form of a course taught in the Talking Therapies
UK Digital Classroom. It is set at advanced level and carries 14 hours of
continuing professional development for practitioners who complete the
accompanying course and its assessment.

It is written to be read in order. Each part opens with what it is for; each
chapter teaches one idea to a working depth and closes with the points
worth keeping and a practice task that converts reading into something you
do. The tasks are the part most often skipped and the part that most reliably
changes practice, and several of them are designed to be taken to
supervision rather than completed alone.

The figures are teaching diagrams rather than decoration. Each is the
conventional form of a model you will meet in the literature and in
supervision, drawn in one visual language across the whole series so that
the shape of an idea is recognisable wherever it reappears.

Where a chapter draws on published work, the reference is named in the text
and gathered in the further reading at the back. Terms of art are defined in
the glossary, which is worth reading straight through once before you begin.

What this manual will leave you able to do

Adapt trauma-focused work for complex PTSD: phasing, titration and
relational repair

Treat multiple-event and developmental trauma without endless
stabilisation

Work with dissociation, including flashback management and grounding
protocols, at specialist level

Address perpetrator-related presentations, moral injury and traumatic
bereavement

Adapt practice for refugees, veterans, emergency workers and abuse
survivors
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HOW TO USE THIS MANUAL

Sustain yourself in high-exposure work: vicarious trauma as an
occupational hazard to manage
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FOUNDATIONS AND NEUROBIOLOGY OF COMPLEX PTSD

PART 1

Foundations and Neurobiology of
Complex PTSD
This module explores the core theory, neurobiological foundations,
structural dissociation, and self-organisation disturbances inherent
in complex PTSD.
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CHAPTER 1

Understanding complex PTSD

Some trauma is an event; other trauma is an environment, and the difference
is diagnostic. When the threat is prolonged or repeated, when escape is
impossible or costs more than staying, captivity, trafficking, domestic
violence, and above all abuse across a childhood, the injury extends beyond
the fear machinery into the person’s whole self-organisation, and ICD-11
gave that extension its own name. This lesson teaches complex PTSD as the
distinct diagnosis it now is: what it adds to PTSD, why prolonged trauma
produces the addition, and what the difference demands of treatment.

The architecture is core plus three. Complex PTSD requires the full PTSD
core, re-experiencing in the here and now, avoidance, persistent current
threat, and adds the disturbances of self-organisation, three domains in
which the self, not just the alarm, was reshaped. Affect dysregulation:
emotional responses that are too big or absent altogether, hair-trigger
reactivity beside baffling numbness, feelings arriving as storms without
names, calming taking hours where others take minutes, and, frequently, the
desperate regulators that follow, self-harm, substances, dissociation.
Negative self-concept: not the event-linked appraisals of simple PTSD, I was
weak that night, but a settled identity, worthless, defiled, deserving, held with
the certainty of something learned before words, and saturated with shame,
which will be the treatment’s constant companion. Relational disturbance:
difficulty sustaining closeness of any kind, oscillation between hunger for
connection and terror of it, trust extended too totally or refused entirely, and
the repeating discovery that the strategies that survived the abusive
relationship, appeasement, vigilance, pre-emptive abandonment, are
dismantling every subsequent one.

Why does prolonged trauma produce this wider injury? Because chronicity
converts responses into architecture. A single event is an exception the self
survives; an environment is a curriculum the self is built inside. The threat
system, activated not for minutes but for years, calibrates permanently high,
and the developing stress axis calibrates with it, this is the developmental
biology the personality disorder pathway teaches in depth, and the overlap is
not accidental. Emotion regulation is not lost but never taught: the caregiver
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UNDERSTANDING COMPLEX PTSD

who should have been the external regulator, soothing storms until soothing
is internalised, was the storm’s source, so the capacity has no ordinary
history to restore, only a first history to build. Self-concept forms from the
environment’s mirror: a child treated as worthless does not conclude the
environment is defective, children cannot afford that conclusion, they
conclude they themselves are, Fairbairn’s moral defence, it is safer to be a
bad child in a world of good parents than the reverse, and the badness
becomes load-bearing identity. Relational templates encode the only
relationships available: love arriving with harm, care conditional on silence,
attachment itself made dangerous, fright without solution carried forward as
the adult’s working model. And memory in such histories is often not one
filed event but years of fragments, some pre-verbal, some dissociated at
encoding, which is why the narrative work of the practitioner course will need
the adaptations the next lesson teaches.

Differential discipline completes the picture. Complex PTSD versus PTSD
turns on the self-organisation triad, present persistently and pervasively, not
only in trauma-cued moments. Complex PTSD versus borderline-pattern
personality disorder is the fine judgement the two pathways share: the
presentations overlap substantially, dysregulation, unstable relationships,
negative self-experience, and the ICD-11 discriminators are the required
trauma core in complex PTSD, re-experiencing and avoidance must be
present, and the characteristic colourings, fear of abandonment and identity
instability oscillating around emptiness pointing towards the borderline
pattern, stable worthlessness with trauma re-experiencing pointing towards
complex PTSD, with both diagnoses sometimes true and co-recorded. The
stakes of the judgement are practical: it routes people between this
pathway’s phased trauma treatment and the staged personality disorder
frameworks, and mis-routing costs years. Depression, dissociative disorders
and substance dependence co-travel routinely and are assessed, not
assumed.

Set two histories side by side and the architecture teaches itself. The
paramedic from the foundations course carries PTSD: a single catastrophic
scene, intrusions with nowness, avoidance of one postcode, a hair-trigger
startle, and beneath it a self that remains intact, she knows she is good at
her job, loves clumsily but securely, and regulates well enough between
symptoms; treat the memory and the meanings and her self-organisation will
hold the recovery. Beside her, a woman of the same age referred with the
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same word, trauma, after leaving a fifteen-year relationship that began as
control and became violence, whose childhood had already taught the
curriculum, a father whose rages set the house’s weather, a mother who
managed him by sacrificing the children’s claims. She has the core:
intrusions of specific assaults, avoidance of the town he lives in, the
permanent scanning. And she has the triad: rage and numbness alternating
without her consent; a certainty of her own worthlessness so old she calls it
just knowing myself; and relationships, including with services, run on
appeasement, vigilance and pre-emptive flight. Same referral word, different
injuries: one is a wound in an intact person, the other is an architecture built
under siege. The treatment consequences follow the architecture: the
paramedic can move to memory work within weeks; the second woman
needs the phased chassis, regulation built before processing, shame met as
identity, the relationship itself doing years of the lifting. Diagnosis here is not
labelling; it is load-bearing routing, and the six-line profile you are about to
write is the routing instrument.

What the difference demands of treatment is the course’s organising
preview: the practitioner toolkit remains the engine, but it now needs a
chassis built for load, longer work, phased structure, regulation capacities
built before memory processing because they were never there to restore,
shame addressed as identity rather than appraisal, and the therapeutic
relationship carrying more of the treatment, because for injuries acquired in
relationship, relationship is the only tissue that regrows. Close by applying
the architecture: for a person you know, or a composite, write the six-line
profile, two lines for the PTSD core as it shows in them, one for whether
escape was possible, and one each for affect, self-concept and relationships,
ending with the diagnostic sentence and one routing implication. The next
lesson turns that profile into a treatment shape: the phased approach.

Going deeper: the diagnosis that reorganises the treatment.

ICD-11’s complex PTSD is a structural claim, not a severity remark: alongside
the PTSD core (re-experiencing, avoidance, current threat) stand three
disturbances of self-organisation — affect dysregulation, negative
self-concept, relational disturbance — that arise characteristically from
prolonged, repeated or inescapable trauma, above all trauma inflicted early
and relationally. The distinction matters because the DSO features are not
decorations on PTSD; they are what happens when trauma occurs while the
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UNDERSTANDING COMPLEX PTSD

regulatory and relational systems are still being built, or is administered by
the very attachment figures those systems needed. The result is not only a
set of unfiled memories but a development conducted inside threat: emotion
regulation never scaffolded, a self-concept formed around the perpetrator’s
account, and relational templates in which closeness and danger share an
address.

Clinically this reorganises everything. Differential diagnosis becomes
consequential — CPTSD’s overlap with borderline presentations is real, but
the centre of gravity differs (a trauma-anchored, stable-negative self and
avoidant relating, against identity instability and frantic attachment), and the
treatment implications differ with it. Assessment must map dissociation
carefully, because it is the population’s signature regulation strategy. And
treatment planning becomes phased by necessity rather than convention:
the DSO features are both obstacles to memory work (a patient who
dissociates at activation cannot process) and targets in their own right,
which is why complex presentations receive stabilisation with exit criteria,
titrated processing, and a therapy relationship treated as an instrument
rather than a backdrop.

Hold the hopeful datum alongside the gravity: CPTSD responds to treatment.
Longer, phased, relationally attentive treatment — but response, not
management, is the evidence-based expectation.

A working note: the differential that matters most.

The complex-PTSD diagnosis shares its border with borderline-pattern
personality difficulty, and the differential deserves a working method rather
than an argument. Ask three questions of the presentation. Is there
re-experiencing anchored to identifiable traumatic material? CPTSD requires
it; personality-level difficulty does not. What is the shape of the relational
disturbance: consistent avoidance and mistrust with a stable, negative
self-account (CPTSD’s signature), or oscillation, idealisation-devaluation,
frantic responses to abandonment and an unstable self (the borderline
signature)? And what happens under attachment stress: withdrawal and
shutdown, or escalation towards the other person? Comorbidity is real and
common, so ‘both’ is a legitimate answer, but the distinction still steers
sequencing: CPTSD’s disturbances are treated largely through and after
memory work, while borderline-pattern difficulty usually needs its own
stabilisation and relational treatment in which trauma processing is one
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planned phase. Getting this differential right, in either direction, is worth
more to the person than any subsequent technical excellence.
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Hyperarousal
Fight / flight · racing heart, panic, rage, hypervigilance, overwhelm · too much energy for experience

to be processed

Window of tolerance
Grounded, present, able to think AND feel · emotions arrive, are felt, and pass · this is where

experience is integrated and where therapy happens

Hypoarousal
Freeze / shutdown · numbness, emptiness, dissociation, collapse · the body conserves and there is

too little energy to process experience

grounding brings arousal down

gentle activation brings arousal up

Therapy widens the window and teaches the way back into it.

FIGURE 1.1  The window of tolerance
Siegel’s window of tolerance describes the zone of arousal within which experience can be
processed and integrated. Trauma narrows the window: survivors are thrown into
hyperarousal (fight/flight) or hypoarousal (shutdown) by reminders. Therapy widens the
window and teaches the return journey.

Points worth keeping

CPTSD in ICD-11

Affect dysregulation and self-concept

Relational disturbance

Why prolonged trauma differs

PRACTICE TASK

Contrast PTSD and CPTSD in one paragraph.
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THE PHASED APPROACH

CHAPTER 2

The phased approach

Complex trauma, encompassing prolonged, repeated, or interpersonal
victimisation often commencing in early childhood, demands a treatment
architecture that recognises the profound alterations in neurobiological,
affective, and relational systems. The most influential articulation of such an
architecture is found in Judith Herman’s seminal work Trauma and Recovery
(1992), which proposes a three-phase model: safety and stabilisation,
processing, and integration and reconnection. Subsequent clinicians and
researchers, among them Bessel van der Kolk (2014) and Marylene Cloitre,
whose survey of expert clinicians found broad support for phase-based
treatment of complex PTSD (Cloitre et al., 2011), have refined this phased
approach and applied it to Complex PTSD (C-PTSD) and other specialist
trauma populations such as survivors of human trafficking, refugees, and
individuals with developmental trauma disorder, although the evidence that a
phased approach is necessary remains contested (De Jongh et al., 2016).

The neurobiological rationale for a phased approach rests on the concept of
the window of tolerance, described by Siegel (1999), which is often read
alongside the polyvagal theory of Porges (1995), although the physiological
premises of that theory are contested (Grossman, 2023). Traumatic stress
can constrict the window, rendering the client either hyper-aroused
(fight-flight) or hypo-aroused (freeze-dissociation). When the nervous
system remains outside a tolerable range, exposure to trauma-related cues
can precipitate a dysregulation spiral, leading to heightened cortisol,
fragmented memory encoding, and impaired executive functioning.
Consequently, the therapist must first facilitate a state in which the client
can self-regulate, maintain affective stability, and engage in reflective
cognition before any direct confrontation with traumatic memories is
attempted.

Phase one, safety and stabilisation, is therefore the cornerstone of the entire
therapeutic trajectory. Safety is multifaceted, encompassing physical safety,
emotional safety within the therapeutic relationship, and relational safety in
the client’s broader environment. The therapist cultivates a secure base
through consistent empathy, transparent boundaries, and collaborative
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goal-setting, thereby counteracting the attachment ruptures that often
accompany complex trauma. A pivotal component of this phase is the
development of social support: the systematic identification, validation, and
utilisation of the client’s existing support networks while concurrently
teaching discrimination between safe and unsafe interpersonal contexts.
This work often involves mapping the client’s relational landscape,
rehearsing assertive communication, and establishing contingency plans for
crisis situations.

Affect regulation skills are introduced through a repertoire of grounding,
mindfulness, and somatic techniques. Grounding exercises, such as the
5-4-3-2-1 sensory method, help the client anchor attention to the present
moment, thereby expanding the window of tolerance. Mindfulness practices,
adapted from Kabat-Zinn (1994) and tailored to trauma-sensitive protocols,
foster non-judgmental awareness of internal states without triggering
re-experiencing. Somatic interventions, including diaphragmatic breathing,
progressive muscle relaxation, and sensorimotor psychotherapy (Ogden,
Minton and Pain, 2006), target the autonomic nervous system directly,
promoting parasympathetic activation.

Readiness to transition from phase one to phase two is not a function of
elapsed time alone but a qualitative shift in the client’s internal capacity. The
therapist conducts ongoing assessment using both subjective and objective
markers. Standardised measures such as the PHQ-9 and GAD-7 provide
quantifiable indices of depressive and anxiety symptomatology, while the
International Trauma Questionnaire (ITQ) offers a specific gauge of C-PTSD
symptom clusters. A reduction in PHQ-9 and GAD-7 scores, coupled with a
stable or decreasing ITQ score for the affective dysregulation items,
suggests that the client can tolerate brief exposures to affect-laden material
without destabilising. Additionally, the therapist observes behavioural
indicators: the client’s ability to request a break, employ self-soothing
strategies autonomously, and maintain a coherent narrative during session
reflections.

Phase two, processing, shifts the therapeutic focus to the traumatic memory
itself. The central aim is to transform fragmented, sensory-laden
recollections into an integrated autobiographical narrative that no longer
dominates present functioning. This phase draws upon evidence-based
modalities such as prolonged exposure (Foa et al., 2007), narrative exposure
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therapy (Neuner et al., 2004), and cognitive processing therapy (Resick et al.,
2017). The therapist selects techniques that align with the client’s
developmental history, cultural context, and current neurocognitive capacity.
For instance, a client with significant dissociative symptoms may benefit
from a paced exposure protocol that interleaves imaginal exposure with
grounding anchors, whereas a client with strong cognitive distortions may
require intensive cognitive restructuring before any imaginal work.

During processing, the therapist facilitates the identification and
modification of maladaptive beliefs that have arisen from the trauma, often
termed “stuck points” in cognitive models. These beliefs, such as “I am
unlovable” or “The world is unsafe,” are examined through Socratic
questioning, behavioural experiments, and schema-focused interventions.
Simultaneously, exposure techniques allow the client to revisit the memory
in a controlled manner, diminishing the conditioned fear response via
extinction learning. The therapist monitors physiological markers—heart rate
variability, skin conductance—and subjective distress ratings (e.g.,
Subjective Units of Distress Scale) to ensure the client remains within the
expanded window of tolerance.

The transition to phase three, integration and reconnection, is predicated on
the client’s demonstrated ability to recall the trauma without overwhelming
dysregulation, to articulate a coherent narrative, and to exhibit adaptive
coping in the face of residual triggers. Integration involves consolidating the
newly processed memory into the client’s broader life story, thereby
restoring a sense of continuity and agency. Reconnection focuses on
rebuilding roles, relationships, and aspirations that may have been eclipsed
by the trauma. This phase aligns with the recovery-oriented principles
advocated by the British Association for Counselling and Psychotherapy
(BACP) and the NHS’s recovery model, emphasising hope, empowerment,
and community participation.

In practice, the therapist supports the client in redefining identity beyond the
victim role, fostering self-compassion, and engaging in meaningful activities
that reinforce a sense of mastery. Techniques such as strengths-based
formulation, vocational counselling, and relational repair work are employed.
The therapist also revisits social support, encouraging the client to deepen
existing supportive bonds and to seek new connections that reflect the
client’s evolving self-concept.
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Judging readiness to move between phases remains a dynamic, iterative
process. The therapist must balance the client’s expressed desire for
progress with objective evidence of stability. If, during phase two, the client
experiences a resurgence of panic, severe dissociation, or a marked increase
in PHQ-9 scores, the therapist must promptly revert to phase one
interventions, reinforcing grounding and affect regulation before resuming
processing. Conversely, premature advancement to phase three without
sufficient consolidation can result in relapse, as unresolved trauma
fragments may re-emerge under stress. The therapist therefore maintains a
flexible stance, ready to oscillate between phases as the client’s
neurobiological and psychosocial landscape evolves.

To illustrate the nuanced application of the phased approach, consider the
case of Emily, a 34-year-old woman referred for Complex PTSD following
chronic childhood emotional and physical abuse, compounded by
adolescent exposure to domestic violence. Emily presented with pervasive
hypervigilance, frequent dissociative episodes, a PHQ-9 score of 18, a GAD-7
score of 15, and an ITQ profile indicating severe affective dysregulation and
negative self-concept. In the initial phase, the therapist prioritised
establishing safety. Through collaborative safety planning, Emily identified a
trusted sister and a community support group as primary sources of social
support. Grounding techniques, including the use of a tactile stone and
paced breathing, were introduced and rehearsed daily. Over a period of ten
weeks, Emily’s PHQ-9 reduced to 12 and GAD-7 to 9, while her dissociative
episodes decreased from daily to twice weekly. Importantly, Emily began to
voluntarily employ grounding strategies when she sensed rising anxiety,
signalling a shift in internal regulation.

Having demonstrated a stable window of tolerance, the therapist assessed
readiness for phase two. Emily reported a willingness to explore the
memories of her childhood abuse, yet expressed fear of being overwhelmed.
The therapist therefore designed a paced imaginal exposure schedule,
beginning with a brief, 5-minute narrative of a neutral childhood event,
followed by a grounding anchor. As Emily’s distress ratings remained below
4 on the Subjective Units of Distress Scale, the therapist incrementally
extended the exposure to include the first instance of emotional abuse.
Concurrently, cognitive restructuring targeted Emily’s entrenched belief “I am
worthless,” challenging it with evidence of her academic achievements and
supportive relationships. Across twelve weeks of processing, Emily’s ITQ
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scores for re-experiencing and negative beliefs decreased markedly, and her
capacity to discuss the trauma without dissociation improved.

Transitioning to phase three, the therapist facilitated integration by helping
Emily write a chronological narrative that linked early abuse experiences with
later relational patterns, thereby creating a cohesive autobiographical
account. Reconnection work involved exploring Emily’s long-standing
interest in horticulture. With the therapist’s support, Emily enrolled in a
community gardening project, re-established contact with a former
colleague, and set a goal to volunteer once weekly. Over the subsequent
eight weeks, Emily’s PHQ-9 fell to 6, GAD-7 to 4, and she reported a renewed
sense of purpose and belonging. Her social support expanded as she
cultivated new friendships within the gardening group, illustrating the
reciprocal reinforcement between integration and reconnection.

Emily’s trajectory exemplifies the essential principles of the phased
approach: the necessity of establishing safety and affect regulation before
confronting trauma, the careful calibration of exposure based on
physiological and subjective markers, and the ultimate goal of restoring a
coherent identity that can engage meaningfully with the world. The
therapist’s ongoing assessment of readiness, guided by validated measures
and real-time observation, ensured that each transition was anchored in
genuine capacity rather than arbitrary timelines.

In sum, the phased approach to Complex PTSD and specialist trauma
populations remains a robust, evidence-informed framework that aligns
neurobiological imperatives with therapeutic pragmatism. Phase one lays
the groundwork of safety, affect regulation, and social support; phase two
facilitates the controlled processing of traumatic memories through
exposure and cognitive restructuring; and phase three consolidates these
gains into an integrated self-concept and renewed community participation.
Judging readiness to move between phases demands a vigilant, data-driven
stance that respects the client’s lived experience while safeguarding against
destabilisation. As the field continues to evolve, emerging research on
neurofeedback, sensorimotor psychotherapy, and culturally adapted
interventions will likely enrich each phase, yet the core principle—that the
client must first be able to stay within a tolerable window of arousal before
the trauma can be safely revisited—will endure as the keystone of effective
trauma-focused care.
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1 · History and
treatment planning

2 · Preparation
Stabilisation, safe place

3 · Assessment
Image, NC/PC, VoC,

SUD, body

4 · Desensitisation
Bilateral stimulation sets

5 · Installation
Strengthen the positive

cognition

6 · Body scan
7 · Closure

Every session ends
contained

8 · Re-evaluation
Next session: has it held?

Phases 3–6 repeat per target memory; the client’s own processing does the work.

FIGURE 2.1  The eight phases of EMDR
Shapiro’s standard protocol moves through eight phases. Preparation and history-taking do
the stabilising groundwork; assessment activates the target memory with its image,
cognitions and body sensation; desensitisation applies bilateral stimulation until distress
falls; installation and body scan consolidate; closure and re-evaluation keep every session
safe and cumulative.

Points worth keeping

Phase one: safety and stabilisation

Phase two: processing

Phase three: integration and reconnection

Judging readiness to move between phases

PRACTICE TASK

Outline what phase-one work looks like for a complex presentation.
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