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Post-Traumatic Stress Disorder (PTSD) is a mental health condition that can develop after experiencing or witnessing highly traumatic events (WHO, 2026). It is classified based on symptom patterns and duration. For example, Acute Stress Disorder occurs within the first month following trauma, while Complex PTSD (CPTSD) arises from prolonged or repeated traumatic experiences, such as abuse, and is associated with difficulties in emotional regulation. Additionally, some individuals may develop delayed-onset PTSD, where symptoms emerge later and may include anxiety, depression, and feelings of detachment or unreality (Zarbiv and Goldner, 2022; Rose, 2024).
This report will examine the classification and diagnosis of PTSD, with a particular focus on its categorisation within the ICD-11. It will also explore rehabilitation and treatment approaches for this condition. Finally, recommendations will be provided to improve the diagnosis, treatment, and rehabilitation of PTSD.
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Mechanism of PTSD classification in ICD-11
Post-Traumatic Stress Disorder (PTSD) in ICD-11 is classified as a trauma-specific disorder with a more specific definition (World Health Organization, 2026). This is defined by 3 core signs that re-experience the trauma, ignoring reminders and a sense of present threat. ICD-11 divided PTSD from Complex PTSD which includes Disturbances in Self-Organization" (DSO) by featuring negative self-context, relationship difficulties and lack of emotion regulation. Complex Post-Traumatic Stress Disorder (CPTSD) develops because of prolonged and repeated exposure to traumatic events. The ICD-11 provides a more detailed and stricter definition, requiring clear evidence of functional impairment, which makes it more conservative compared to ICD-10. Both classifications now place CPTSD within a group of disorders that are specifically linked to stress.
Diagnostic criteria and processes associated with PTSD
The condition of PTSD is diagnosed when an individual faces long-term stress after an instance of a traumatic event (NHS.UK, 2026). People must witness or experience a violent incident or a life-threatening situation to meet the diagnosis criteria. Symptoms and signs must last for more than one month and involve nightmares, continuous high stress and negative mood swings. A mental health expert or a doctor determines when these signs disrupt the everyday life of an individual. A formal diagnosis is given when a person has at least two negative mood changes, two hyperarousal symptoms, one re-experiencing issue and three avoidance behaviours (WHO, 2026).
Language usage in the classification
Disorder 
ICD-11 leverages the core term of Disorder to elaborate on PTSD by demonstrating a particular set of signs that impact the daily life of an individual. This is not normally explained as a Disease or Illness in this manual but as a clinically notable Disorder (NHS.UK, 2026). This language sheds light on a functional impairment in daily life such as disruption to relationships or work, instead of purely physical issues. The specific disorder prioritises three major pillars like a continuous sense of threat, re-experiencing and avoidance of the traumatic issues. 
Conditions
Classifying PTSD as a condition rather than just a disorder highlights that it is a serious health issue influenced by the long-term effects of trauma. This term reflects how symptoms can be severe, change over time, and differ from person to person (Nijdam et al., 2023). It also shows that with the right support and treatment, recovery is possible, helping to reduce stigma and encourage better awareness and action around mental health.
Illness
The language of Illness is often used to shed light on it, as it is a crucial health condition that needs treatment, attention and care. This explains the various impacts of trauma on mental health conditions and validates the requirement to serve PTSD as a health issue or a chronic disease (Nijdam et al., 2023). Considering PTSD as an illness supports decreasing social stigma and fosters people to find important professional support for their treatment.
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Standard treatment approaches
Standard PTSD therapy mainly focuses on trauma-based psychotherapy which is effective and evidence-based. They support patients in confronting their memories and decreasing their avoidance tendency and fear (Herzog and Kaiser, 2022). Although these treatments are demanding huge emotional efforts, the intensity creates high dropout percentages. Medication such as SSRIs delivers quick relief but it also serves as Second-Line Support. Standard therapy frequently fails to resolve the symptom entirely in chronic or any type of complex cases. Additionally, the availability of treatment for this disorder is limited which still shows degraded outcomes across the various populations .Overall, standard approaches need to be more personalised to provide effective treatment for people (McLean et al., 2022).
Rehabilitation measures
ICD-11 rehabilitation initiatives
ICD-11 prioritises rehabilitation of core PTSD signs which include avoidance, threats and re-experiencing, and CPTSD features.  The main aim is to develop a function that not only reduces symptoms. This suggests trauma-based psychological therapies as the initial line of care that involves Eye Movement Desensitization and Reprocessing (EMDR) and Cognitive Behavioural Therapy (CBT).  Rehabilitation places an important emphasis on regulating emotions, building collaboration skills and fixing negative self-concepts for CPTSD (Herzog and Kaiser, 2022). ICD-11 explains customised treatment that indicates DSO particularly for those who experience long-term traumatic exposures. 
Rehabilitation in clinical practices
The context of rehabilitation includes a safe and collaborative relationship between the therapist and patient to treat PTSD symptoms and social complexities (World Health Organization, 2024). Clinicians utilise modular therapy that initially involves skill-building to stabilise victims before talking about trauma memories. This includes providing lessons about emotion regulation pathways, safe coping protocols and grounding techniques. Rehabilitation rapidly extends beyond treatment to adding vocational, family and social support that supports patients to start their daily life. 
Limitations and effectiveness of all the approaches
The primary strength of all the treatments separating simple PTSD from Complex PTSD is that they permit customised therapy initiatives (NHS.UK, 2026). Although the pattern of this treatment is narrower which sheds light on the fact that the people who fit with their requirements are considered as patients followed by neglecting others who have less or no symptoms. Additionally, the narrow ICD-11 explanation may decrease access to protection for many who still need support, even when they do not fit the severe diagnosis. 
[bookmark: _Toc224824975][bookmark: _Toc224819002] 4.Current Debates and Emerging Issues
Classification and Treatment of the Condition
Classification and Diagnostic Debates
Karchoud et al. (2025) highlight an ongoing debate between the DSM-5-TR, developed by the American Psychiatric Association, and the ICD-11 by the World Health Organization. The ICD-11 adopts a more focused three-cluster model of PTSD, centred on re-experiencing, avoidance, and a heightened sense of threat, emphasising fear-related processes. In contrast, the DSM-5-TR includes a wider range of symptoms, such as changes in mood and cognition.
Huynh et al. (2025) further note that the ICD-11 recognises Complex Post-Traumatic Stress Disorder (CPTSD) as a distinct diagnosis, typically resulting from prolonged and repeated trauma, such as childhood abuse or captivity. This diagnosis includes disturbances in self-organisation, such as emotional dysregulation, a negative self-concept, and difficulties in relationships. By comparison, the DSM-5-TR does not classify CPTSD separately, instead incorporating these presentations under severe PTSD or its dissociative subtype.
Moreover, Zarbiv and Goldner (2022) discuss the ongoing challenges in defining diagnostic boundaries, particularly in cases of subsyndromal PTSD, where individuals experience significant symptoms but do not meet full diagnostic criteria. They argue that overly strict criteria may prevent individuals from accessing necessary treatment, whereas overly broad definitions risk pathologising normal reactions to stress.
Treatment Controversies
McLean et al. (2022) discuss the ongoing debate around trauma-focused therapies such as Cognitive Processing Therapy (CPT), Prolonged Exposure (PE), and Eye Movement Desensitisation and Reprocessing (EMDR). Although these treatments are widely regarded as first-line approaches, concerns remain about their relatively high dropout rates.
In contrast, Luciano et al. (2022) highlight that no medications have been specifically developed to fully treat PTSD. Currently, only sertraline and paroxetine are approved by the Food and Drug Administration, and these often do not address all symptoms.
Häske et al. (2022) further explain that treatment guidelines differ, with some recommending medication as a first option, while others, such as the VA/DoD, prioritise therapy before medication. Despite strong recommendations against their use, benzodiazepines are still frequently prescribed for PTSD-related anxiety, which may interfere with recovery and increase the risk of relapse.
Additionally, the introduction of new treatments faces various legal and ethical challenges in effectively supporting individuals with PTSD.

Key Role of Neurodivergence in PTSD
Neurodivergent conditions such as Autism Spectrum Disorder (ASD) and Attention Deficit Hyperactivity Disorder (ADHD) can increase a person’s vulnerability to trauma by influencing how symptoms are expressed and making treatment more complex. Individuals with these conditions are at greater risk of victimisation, including bullying, sexual abuse, and exploitation, often due to social difficulties and dependence on caregivers (Rose, 2024). They may also experience trauma from factors such as sensory overload, strict behavioural interventions, and distress caused by disruptions to routine.
Research suggests that PTSD in neurodivergent individuals may not always appear through typical verbal flashbacks. Instead, it can present as shutdowns, meltdowns, rigid behaviours, loss of previously learned skills, or physical (somatic) symptoms. In addition, shared features such as sensory sensitivities and emotional dysregulation make it difficult for clinicians to distinguish between trauma responses and existing neurodivergent traits (Nijdam et al., 2023).

Relevant Reclassification Issues
The reclassification of Post-Traumatic Stress Disorder (PTSD) reflects a shift from the DSM-5 and ICD-10 to the ICD-11. This change separates PTSD from Complex PTSD (CPTSD), influencing how diagnoses are made, how treatment is delivered, and how resources are distributed within the NHS. The ICD-11 identifies CPTSD as a related but distinct condition, combining core PTSD symptoms with difficulties in self-organisation (UK Trauma Council, 2026).
Research suggests that this reclassification has narrowed the range of symptoms to improve diagnostic accuracy. However, stricter criteria may also limit access to formal care for some individuals. At the same time, recognising CPTSD highlights the need for more intensive and multi-faceted treatment approaches, which may place additional strain on NHS mental health services.

Impact on Practice and Policy
[bookmark: _Toc224824976][bookmark: _Toc224819003]The current difference between the DSM-5 and ICD-11 creates a dilemma during the development of policies and the provision of treatment. It has been seen that rigid demonstrations of Complex PTSD have created a barrier for people with initial symptoms (Bérubé et al., 2025). In contrast, limited psychotropic medication also increases difficulty for clinicians to provide effective treatment options. The social stigma around therapeutic intervention and drug-oriented treatment also reduces the use of holistic interventions for addressing PTSD. However, the reclassification can be effective in care planning for addressing critical situations for people with severe symptoms by addressing their specific situations. 



5.Recommendations
Improvement of Classification, Diagnosis, Rehabilitation and Treatment
Classification
The ICD-11 of the WHO needs to focus on considering PTSD and CPTSD by reducing rigidity for effective guidance for clinicians (WHO, 2026). A separate and subtle consideration of the symptoms can be effective in designing a specific care plan for each demographic. Focusing on the different phenotypes can lead to targeted, innovative and robust treatment opportunities rather than a one-size-fits-all approach. 
Diagnosis
Clinicians need to understand the overall situation of a patient before assessing their symptoms of PTSD (Milligan et al., 2025). The diagnosis guidelines need to focus on flexible options rather than the rigid implication of any treatment. Considering both therapeutic intervention as well as medication need to be based about the patient. 
Rehabilitation & Treatment
PTSD affects both the body as well as the nervous system along with the mind. An effective rehabilitation should focus on adjunctive and non-talk-based therapies to help patients who are emotionally numb (Milligan et al., 2025). Along with the integration of body-based therapies, art, music and therapeutic massage need to be incorporated within the treatment plan to support individuals in expressing emotions.  
Implication
The above-mentioned recommendations emphasise a shift towards personalised, trauma-informed care rather than rigid diagnostic protocols. Clinicians should prioritise a patient-centred, multi-modal approach by integrating body-based therapies, such as massage and art therapy, alongside interventions addressing emotional numbness (PTSD UK, 2026).
Conversely, policy implications should focus on updating clinical guidelines to improve funding and access to adjunctive and non-talk therapies. This may support more targeted care, particularly for individuals with distinct phenotypes such as Complex PTSD (CPTSD).
However, further research is needed to validate the effectiveness of body-based interventions and to identify reliable biomarkers that can help refine treatment approaches. Such developments would support a transition from generalised PTSD treatments to more personalised care by addressing both the nervous system and cognitive aspects of trauma.
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Post-Traumatic Stress Disorder (PTSD) is a mental health condition that can develop after experiencing a traumatic event. This report has explored how PTSD is diagnosed and classified, including the terminology used and the criteria involved. It has also discussed treatment and rehabilitation approaches, with a focus on commonly used therapies. In addition, recommendations have been made to improve the diagnosis, treatment, rehabilitation, and classification of PTSD.
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