
Dr. Nuri Gene-Cos, Consultant Psychiatrist

Working with refugees: 
complex trauma presentations 

Dr Nuri Gene-Cos
PhD, FRCPsych, LMS (MD)

Trauma and Dissociation Service
Outpatient Department

Maudsley Hospital
Denmark Hill

London SE5 8AZ
 

TDS@slam.nhs.uk



Dr. Nuri Gene-Cos, Consultant Psychiatrist

TRAUMA AND DISSOCIATION SERVICE 

TDS is an out-patient psychotherapy national trauma unit for the 
treatment of adults suffering from PTSD, Complex PTSD(CPTSD) 

and Dissociative Disorders (DD).

We deliver NICE treatments  as well as innovative attachment base 
treatments including Sensorimotor Psychotherapy and Lifespan 

Integration Psychotherapy.
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 SUMMARY OF THE PRESENTATION

• CPTSD  (ICD-11)

 • dissociative continuum

•  a noisy brain: brain filtering mechanisms and early stimuli processing  

• Neuroscience:  Cortical vs subcortical processing and the autonomical 
arousal model

• Aetiological factors and clinical presentations                              

• Clinical case
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“Repeated trauma in adult life erodes the 
structure of the personality already formed, 
but repeated trauma in childhood forms 
and deforms the personality” J Herman.
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COMPLEX PTSD (ICD-11) 
(FORMERLY: ENDURING PERSONALITY CHANGE AFTER 

CATASTROPHIC EXPERIENCES)

Symptom Pattern
Core symptoms of PTSD (re-experiencing in the present, avoidance, 

hyperarousal) 

Plus
Persistent and pervasive impairments in:

• affective functioning: Affect dysregulation, heightened emotional 
reactivity, violent outbursts, tendency towards dissociative states when 

under stress
•  
• self functioning: Persistent beliefs about oneself as diminished, defeated 

or worthless; pervasive feelings of shame, guilt

• relational functioning: Difficulties in sustaining relationships or feeling 
close to others. 
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Clinical presentations:

-CPTSD, often with comorbid disorders

-Chronic PTSD , often with comorbid disorders

-Psychotic presentations with/without full PTSD criteria

-Conversion disorders with/without full PTSD criteria

-Primarily dissociative presentations with/without full PTSD criteria

-EUPD presentations with/without full PTSD criteria

-



What is dissociation?

• The ICD10 defines dissociation as a category of psychiatric 
disorders which are characterised by a disruption in the usually 
integrated functions of consciousness, memory, identity, and/or 
perception of the environment.

 
• Your sense of identity, reality and continuity depend on your 

feelings, thoughts, sensations, perceptions and memories. If 
these become “disconnected” from each other or don’t register 
in your conscious mind, it changes your sense of who you are, 
your memories, and the way you see things around you. This 
is what happens, during dissociation. 

• Dissociation is a defence mechanism. Its primary function is to 
help people to survive traumatic experiences. Dissociation can 
also occur as a result of taking street drugs, medication, 
alcohol and organic illness.



Recognising dissociation and dissociative disorders? 

  

• It is  important to bear in mind that other cultures may have a view of dissociative  symptoms/ dissociative states as a 
common and accepted feature of cultural or religious experiences. 

• Dissociative symptoms are often overlooked or misdiagnosed within a clinical population and in particular, those who 
have severe and enduring mental health difficulties, may have undiagnosed PTSD, Complex PTSD, or other 
dissociative disorders.  These individuals will have the wrong diagnosis, formulation and treatment leading to poor 
prognosis.  

 
• A person experiencing dissociative symptoms may present quite differently in different situations and they may have 

little memory of themselves in other situations.  The individual can become unpredictable with quick changes of mood, 
withdrawal or aggressive behaviour; clinicians can interpret this as acting out behaviour leading to a punitive attitude 
towards the individual.

 
• Dissociation measures:  they need careful interpretation and can sometimes yield both false positive and false negative 

results. Questionnaires such as Dissociative Experiences Scale (DES);  Somatic dissociation Questionnaire (SDQ-20) 
and the Structured Clinical Interview for DSM-IV Dissociative Disorders (SCID-D) can be used as tools to screen for 
dissociative disorders. 
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CORTICAL VS SUBCORTICAL PROCESSING 

Le Doux found that the memories of fearful experiences involve at 
least 2 neuronal organisations:

1) An implicit emotional memory system (associated with amygdala) 

2) A declarative or explicit memory (linked with hippocampus) 
associated with conscious recollection. 

Both usually operate simultaneously and in parallel but the 
functioning can be dissociated . (Le Doux 1995) 

In severely traumatised subjects accessing the cognitive functioning 
is very difficult as frontal cortex functioning is reduced and the  more 

prominent levels of emotions, such as anger /fear dominate the 
presentation.



Videos 1 & 3

• Demonstration of explicit Vs implicit memory - 
dissociated 

• Demonstration of grounding using essential 
oils
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Normal response to threat in humans

• Increase of arousal (LC: NE)
• Increase in vigilance
• Cognitive assessment of the situation (threat and response 

to it)

• Increase autonomical activity (preparing body to fight/flight) 

• Increase output of cortisol from adrenal cortex
• In animal and humans’ (learning in relation to 

threat) limbic system: 
– in immediate threat: amygdala
– in cases where the threat is perceived/assessed:  

hippocampus may play a role (Ledoux 1995)
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A NOISY BRAIN

• Response to trauma is complex.

• Chronic physiological arousal and the failure to regulate autonomic reactions 
to internal or external stimuli affects people’s capacity to utilise emotions as 

signals.

• They tend to react to things rather than process information to assess what is 
needed; often they overreact to stimuli and may become aggressive easily. 

The challenge in trauma therapy is to work with patients who have 
diminished capacity  of intellectual functions, including language.
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CORTICAL VS SUBCORTICAL PROCESSING 

Accessing these emotions at the level of intervention in therapy is a 
challenge. This is also relevant in child parts work where at times the 
arousal level takes over the more functioning accessible apparently 

normal part of the personality (ANP) (Nijenhuis et al, 2004)

The lower automatic level of processing of emotions can highjack the 
system before a more complex system (more cognitive) can be 

connected. 
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OPTIMAL AROUSAL ZONE OR WINDOW OF 
TOLERANCE: feelings and reactions are tolerable;                                            
we can think and feel simultaneously;our reactions 
adapt to fit the situation

SIGNS OF HYPERAROUSAL: 
overwhelm, panic, impulsivity, 
hypervigilance, defensiveness, feeling 
unsafe, reactive, racing thoughts, anger 
or rage 

SIGNS OF HYPOAROUSAL: numb, 
“dead,” passive, no feelings, can’t think, 
disconnected, shut down, “not there,” 
can’t defend 

AUTONOMIC AROUSAL MODEL  
[OGDEN, MINTON & PAIN, 2006]
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“Critical to survival is the ability to identify 
quickly in the environment emotionally 
salient information, including danger and 
reward, and to form rapid and appropriate 
behavioral responses” Darwin 1972
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HUMAN BRAIN
In the course of evolution, the human brain has developed 3 interdependent 

parts: 

1. BRAINSTEM AND HYPOTHALAMUS (primarily associated with the 
regulation of internal homeostasis (e.g. regulation of hormones) 

2. LIMBIC SYSTEM, in charge with maintaining the balance between the 
internal world and the external reality (oral and genital function; parental 

care; audio vocal behaviour and play) 

3. NEOCORTEX, responsible for analysing and interacting with the external 
world. (primarily oriented to the external world; reasoning strategies to attain 

personal goals, making decisions, weighing a range of options and 
predicting outcomes of our own actions; also deciding which stimuli is useful 

and which is not)



Maturation of the 
brain and  
attachment 

Right hemisphere 
growth spurt just 
around birth => in 
the limbic system
The attachment 
pattern influences 
the development of 
the limbic and 
cortical segments 
in the right 
hemisphere 
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The antidote: stimulating integrative processes



“When neither resistance nor escape is possible, 
the human system of self-defence becomes 
overwhelmed and disorganised. Each component 
of the ordinary response to danger, having lost its 
utility, tends to persist in an altered and 
exaggerated state long after the actual danger is 
over” (Herman 1992)
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Cleofe

-Latinoamerican woman referred to the TSS as interpreters have refused to work: 
“too upsetting”. 

-CMHT was struggling with patient, CC spoke some Spanish but “out of her depth”.

- Social services wanting to put children in foster care.

-Trauma history: husband “disappeared” and killed; 2 oldest daughters 
disappeared, thought dead; home was burnt down and Cleofe was gang raped by 
paramilitary men.

 -She fulfilled criteria for severe PTSD (marked hyperaousal  and intrusive 
symptoms) and comorbid depressive illness with psychotic symptoms. She was 
unable to sleep more than 2 h/night. Main trigger: men.



Cleofe:

A year after her arrival in the UK, she was 
reunited with her 2 oldest daughters and 
developed the belief that she could not touch 
them as she was contagious. She became 
suicidal and had thoughts  to kill her youngest 
daughter and herself.



Pre-morbid functioning:
-Biological: healthy
-Psychological: intelligent; good early attachment and family life.
-Social: adjusted; sociable, working full time. Politically involved in 
human rights; one of the local leaders. 

Post-trauma functioning:

-Biological: overweight. Unable to use right hand, chronic pain.
-Psychological: psychotic depression; severe PTSD; severe insomnia; 
loss of intellectual and psychological skills. Suicidal and homicidal.
-Social: loss of social statues. No job. Loss of home and pension. 
Unable to socialise. Does not speak English. Unable to cope with family 
demands. Lost all connection with country of origin.



Cleofe: don’t touch me, I’m contagious 

• -Cleofe believed she could not used her right hand: she  had constant pain  that 
prevented her from doing anything with her hand as well as not wanting to touch 
anything as she believed her hand was “contagious”.

•  This belief began when she was reunited with her 2 older  daughters.

• Therapy: word “rape” was not mentioned

• Symbolic use of word: rope

• Symbolic place of the rape: right arm
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Treatment:

-Cleofe was  initially treated with antidepressant medication with poor response.
-Antipsychotic medication and increased of antidepressants: markedly improved in 
general mental state.

-Co-working with CMHT/CC for 3 months before attending individual trauma 
therapy sessions. 

-Stabilisation took 6 months- she settled enough to undergo trauma focus therapy: 
EMDR and Sensorimotor psychotherapy, in Spanish.

-Length of therapy: 18 months.

Initially, short sessions, ½ h, as patient very aroused and felt easily overwhelmed.
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Therapy:

-Sessions were weekly and they progressed from 30 minutes to 90 minutes to allow 
trauma processing.

-Therapist insisted in welcoming patient and shaking hands.

-While processing traumatic memories, Cleofe often felt nauseous. The use of a 
bucket to prevent leaving the room and the use of grounding aromatherapy oils to 
supress olfactory flashbacks as well as reducing somatic flashbacks in general. 

-The importance of working with the resources of the patient before accessing 
traumatic memories. 

-time banking was introduced when she was able to engage in social activities; 
approximately a year after therapy began. Main activities: learning English and 
recycling. 
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Recovery process:

Time banking was very important in Cleofe’s recovery. She began to reconnect with 
her “old self”: a useful member of society. She got recognition by the local town hall 
“of the person who managed more recycling”. 

At the time of discharge:

 Cleofe was still on antidepressants; this continued for another 6 months. 

The problems she had with her right hand was totally resolved once she realised 
the connection with the rape and processed traumatic events.

She managed to stay with her 3 daughters; all settled well and got into studying and 
getting jobs.

Cleofe retrained as a  language teacher and also fosters children.

She used to wear grey tracksuits: “I want to hide”. She now goes jogging; has lost 
weight and likes wearing “feminine” clothes, doesn't feel threatened anymore. 



10 years after her therapy finished:

-Cleofe had no more depressive episodes or need for psychotropic medication 

-She has managed to go back to her country to contact family and get photos of 
her late husband at the request of her children.

-She has been looking after her grandchildren.

-In the recent past, she has managed to engage in social/political work in 
relation to refugees in the UK/France. At times, this can be challenging! 



Assessment of CPTSD 

• Assessment:  holistic approach.
• Comorbidity and the need for medication.
• Clinician has to be knowledgeable “enough” of neuroscience behind the clinical 

conditions as well as of the treatment offered. It is not enough to say “ I did not 
know the patient was complex”

• Treatment offered (modalities), length and practical issues (travel, 
resources, safety). Rehabilitation: address this from the beginning (diet, 
excercice, drugs, isolation, day structure)

• Pets.

• Multifactorial issues to consider-attachment issues
• - type, number of traumas and severity of abuse
•  Biological factors: nutrition, IQ, substance misuse
• -Social circumstance (isolation; instability, legal status)
• --Unknown factors, look for the unpredictable ones
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a note on NICE…
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