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Introduction 
Mental and behavioural disorders are classified using the International Classification of Diseases, 11th Revision (ICD-11), advanced by the World Health Organisation, to provide a standardised framework for diagnosis and treatment. This assignment focuses on Post-Traumatic Stress Disorder (PTSD), a mental disorder confidential within Chapter 6 under Disorders Specifically Associated with Stress. PTSD develops following exposure to an exceptionally threatening event and can have a significant encounter on an individual’s psychological, social, and professional functioning. This report will critically examine how PTSD is classified and diagnosed within the ICD-11, explore the current debates about the chosen mental health disorder, informed by contemporary and recent academic research, to ensure an up-to-date analysis of this topic.

Classification and Diagnosis of Post-Traumatic Stress Disorder (PTSD)
Post-traumatic disorder is classified in the ICD-11 as a mental or neurodevelopmental disorder, specifically within the category of Disorders Specifically Associated with Stress (UK Trauma Council, 2026). The ICD-11 conceptualises PTSD as disorder rather than an illness by reflecting the World Health Organization, emphasis on clinically significant psychological dysfunction arising after expose to an exceptionally horrific event (World Health Organization, 2024). This terminology distinguishes PTSD from transient stress reactions by indicating that symptoms are persistent, impair functioning, and require clinical attention. Unlike previous editions, ICD-11 adopts a smooth diagnostic model that focuses on a small set of core symptoms, with the aim of improving diagnostic precision and reducing overlaps with other psychiatric disorders such as depression and anxiety (World Health Organization, 2024). PSTD is different from Complex PTSD, a related diagnosis introduced in ICD-11 to recognised individuals who following repeated traumatic experiences, develop additional disturbances in emotional regulation, self-concept, and interpersonal relationships (Psych Scene Hub, 2026).
According to ICD-11, the diagnosis of PTSD requires exposure to an extremely threatening events, either through sincere experience, regarding the trauma, or learning that chance to a close family or friend (Neff, 2024). The disorder is characterised by three essential symptom clusters (Scher et al., 2008). The first involves re-experiencing the traumatic situation begun such as vivid recollection, flashbacks or distressing nightmares that are accompanied by extreme emotional responses Scher et al., 2008). The second cluster consists of avoidance of thoughts, memories, feelings, activities, people, or situations that serve as reminders of the traumatic event Scher et al., 2008). The third cluster includes a persistent perception of heightened current threat, demonstrated through constant feelings of danger Scher et al., 2008). These symptoms must persist for several weeks, represents a departure from the individual's previous level of operative, and cause significant harm in personal, social, occupational, educational, or more major areas of life. The ICD-11 further specifies that symptom should not be exceptional explained by further mental disorder, substance use or medical condition, thereby reinforcing the importance of differential diagnosis (World Health Organization, 2024).
The diagnostic process for PTSD involves a comprehensive clinical assessment conducted by a qualified healthcare professional, such as a psychiatrist or other trained mental health practitioner. Assessment typically includes a detailed exploration of the individual’s trauma history, symptoms presentation, duration of symptoms, functional impairment and any co-occurring psychiatric or physical health conditions (How is PTSD diagnosed? 2023). While ICD-11 provides the formal diagnostic framework, clinicians often supplement their assessment with structured interviews and validated screening instruments such as the International Trauma Questionnaire, to improve diagnostic reliability and distinguish PTSD from Complex PTSD and other stress-related disorders (Melkevik, Roberts and Folke, 2026). Clinical judgement remains central to the diagnostic process, as practitioners must consider cultural factors, developmental stage, and the individual’s subjective experience of trauma. The ICD-11 also emphasises that not everyone exposed to trauma will develop PSTD, recognising the influence of resilience, social support, previous mental health history, and ongoing environmental stressors. Overall, ICD-11 classification presents PTSD as a distinct mental disorder with clearly defined diagnostic criteria designed to facilitate accurate diagnosis, support evidence-based treatment planning, and promote consistency in clinical practice and international research (World Health Organization, 2024).

Treatment and Rehabilitation 
The treatment and rehabilitation of Post-Traumatic Stress Disorder aim to reduce symptoms, improve psychological functioning, and support individuals in regaining independence and quality of life. Although the ICD-11 provides diagnostic criteria rather than prescriptive treatment guidelines, it informs clinical decision-making by identifying PTSD as a disorder specifically associated with stress. In practice, treatment is guided by evidence-based recommendations, with trauma-focused psychological therapies recognised as the first-line intervention. Trauma-focused Cognitive Behavioural Therapy (TF-CBT) and Eye Movement Desensitisation and Reprocessing (EMDR) are widely recognised because they directly address traumatic memories and support individuals process distressing experiences in a secure and supervised environment. TF-CBT assists individuals in identifying and elaborate unhelpful beliefs linked to the trauma while developing effective coping strategies, whereas EMDR uses bilateral stimulation to lessen the emotional intensity of terrible memories. Research has consistently demonstrated that both approaches can significantly reduce PTSD symptoms and improve long-term psychological outcomes, making them the preferred treatment for many individuals (National Institute for Health and Care excellence, 2018).
Pharmacological healing may also be used, only when psychological therapies are unavailable, ineffective or when symptoms are severe. However, medication is considered a secondary intervention rather than a separate treatment because it does not directly address the underlying traumatic memories. Furthermore, individuals may experience adverse effects, including sleep disturbances or emotional blunting, and relapse may occur if medication is discontinued without adequate psychological support. Consequently, clinical guidelines recommend combining pharmacological treatment with psychological interventions where appropriate to achieve better long-term outcomes (World Health Organization, 2024).
Despite the effectiveness of current treatments, several limitations remain. Trauma-focused therapies require individuals to revisit traumatic experiences, which some find emotionally overwhelming, resulting in high dropout rates. Access to specialist services can also be limited by long waiting lists, geographical inequalities, and shortages of trained clinicians, delaying treatment and potentially worsening symptoms. Furthermore, PTSD frequently co-occurs with depression, substances misuse or anxiety disorders, making treatment more complex and require integrated care. Cultural differences may also influence how trauma is experiences and expressed, meaning that standardised interventions may not meet the needs of all populations. These challenges suggest that while existing treatments are supported by compelling evidence, they should be delivered flexibly and tailored to the individual’s circumstances. Overall, effective rehabilitation depends not only on evidence-based therapies, but also timely access to comprehensive, person-centred service that address the psychological, social, and functional consequences of trauma (World Health Organization, 2024).
Current Debates and Issues
The classification and treatment of Post-Traumatic Stress Disorder continue to generate considerable debate within mental health research and clinical practice. One of the most significant discussions concerns whether PTSD should be viewed solely as a distinct psychiatric disorder or as a normal psychological response to extreme trauma. Critics argue that classifying trauma responses as a mental disorder may contribute to the medicalisation of human suffering and increase the stigma associated with receiving a psychiatric diagnosis. Conversely, supporters of the ICD-11 classification contend that recognising PTSD as a diagnosable disorder enables individuals to access evidence-based treatment, financial support, and specialist mental health services. The introduction of Complex PTSD (CPTSD) in ICD-11 has also been widely debated. While many clinicians welcome its inclusion because it acknowledges the long-term psychological holdings of repeated trauma, such as childhood abuse or domestic violence, others argue that the distinction between PTSD and CPSTD may create diagnostic uncertainly due to overlapping symptoms with disorders such as borderline personality disorder and major depressive disorder (Wang et al., 2023).
Debates surrounding treatment focus on the effectiveness, accessibility, and appropriateness of current interventions. Trauma-focused Cognitive Behavioural Therapy and Eye Movement Desensitisation and Reprocessing remain the recommended regimen because they have demonstrated robust evidence for reducing PTSD symptoms. However, critics argue that these approaches do not work equally well for everyone and may be difficult for individuals who experience several emotional, dysregulation. These concerns have prompted growing interest in trauma-informed approaches that consider an individual’s social environment, cultural background, and personal preferences alongside clinical symptoms. Emerging therapies, including virtual reality exposure therapy, digital mental health interventions and psychedelic-assisted psychotherapy, have shown promising early results, although further research is required before they can be routinely implemented within healthcare systems (Cuijpers, Harrer and Furukawa, 2026).
These debates have important implications for mental health policy and clinical practice. Expanding understanding of trauma has encouraged the adoption of trauma-informed care across health, education, and social care services, promoting approaches that prioritise safety, collaboration, and empowerment rather than focusing solely on symptoms reduction. Increasing recognition of cultural diversity and neurodivergence has highlighted the need for more flexible diagnostic frameworks that accommodate individuals' differences without compromising diagnostic reliability. Continue research into diagnostic validity, treatment effectiveness and the influence of neurodiversity is likely to shape future revisions of ICD classifications and improve equitable access to appropriate mental health care.

Recommendations 
Although the ICD-11 has improved the classification of Post-Traumatic Stress Disorder by introducing clearer diagnostic criteria and recognising Complex PTSD as a separate diagnosis, further developments are needed to improve diagnosis, treatment, and rehabilitation. One key recommendation is strengthening the use of person-centred and trauma-informed approaches throughout mental health services. While standardised diagnostic criteria promote consistency, clinicians should also consider an individual’s cultural background, life experiences, support networks, and personal understanding of trauma during assessment. This approach would reduce the risk of overdiagnosis and ensure that analysis plans are bespoke to the individual's specific needs rather than conditional solely on symptoms-based classifications.
Access to evidence-based treatment should also be improved. Although trauma-focused Cognitive Behavioural Therapy and Eye Movement Desensitisation and Reprocessing remain the recommended first-line interventions, many individuals experience long waiting times, complexity, underfunding and workforce shortage (Kicks, 2024). Greater investment in mental health services is therefore required to increase the availability of trained clinicians and reduce delays in treatment. Expanding access to digital therapies, telehealth services and community-based psychological support may also help individuals who face barriers to attending face to face appointments. However, these approaches should complement rather than replace traditional therapeutic interventions, particularly for people with complex or severe PTSD. 
Rehabilitation should adopt a broader multidisciplinary approach that extends beyond symptoms reduction. In addition to psychological therapy, individuals with PTSD may benefit from occupational therapy, vocational rehabilitation, peer support programmes, family interventions, and social prescribing to address the winder social and functional consequences of trauma (PTSD UK, 2016). Strengthening collaboration between primary care, mental health services, education providers, employers, and voluntary organisation would promote continuity of care and improve long-term recovery. Early intervention following traumatic events should also be prioritised where appropriate, as timely assessment and support may reduce the risk of chronic symptoms developing while avoiding unnecessary pathologisation of normal stress reactions.
Finally, further exploration is needed to appraise the long-term effectiveness of current and emerging treatment, particularly for individuals with complex PTSD, neurodivergence and co-occurring mental health conditions. Future revisions of the ICD should continue to incorporate high-quality international evidence while ensuring that diagnostic criteria remain culturally sensitive and applicable across diverse populations (Gureje et al., 2019). Policymakers should also support research into innovative interventions, including digital mental health technologies and personalised treatment approaches, to strengthen the evidence base for clinical practice. Overall, improving the classification, diagnosis, treatment, and rehabilitation of PTSD requires collaboration between researchers, clinicians, and policymakers to ensure that services remain evidence-based, accessible, and responsive to the diverse needs of people affected by trauma.

Conclusion 
In summary, the ICD-11 provides a structured and internationally recognised framework for the classification of Post-Traumatic Stress Disorder, supporting consistent diagnosis and informing evidence-based treatment and rehabilitation. This essay has highlighted that while the ICD-11 offers improved diagnostic clarity, particularly through the recognition of Complex PTSD, challenges remain regarding diagnostic overlap, cultural applicability, neurodiversity, and access to appropriate services. Current treatment approaches are effective for many individuals but are limited by variation in accessibility and individual response. Overall, the ICD-11 represents a valuable and clinically useful classification system. However, ongoing research and refinement are essential to ensure it continues to meet the diverse needs of individuals affected by trauma.
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