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[bookmark: _Toc232006727]Introduction
This report critically reviews Post-Traumatic Stress Disorder (PTSD), one of the most important mental health disorders. The purpose of this report is to give a comprehensive and evidence-based overview of PTSD, its diagnosis, treatment, rehabilitation and current controversies regarding it. The report is based on recent academic papers, policy documents and ICD-11 classification system to provide a critical and contemporary analysis of the condition. PTSD occurs after exposure to a very frightening and/or disturbing experience or series of experiences.
[bookmark: _Toc232006728]Classification and Diagnosis
[bookmark: _Toc232006729]ICD-11 Classification of PTSD
PTSD is listed under the category of disorders specifically associated with stress in the ICD-11 as 6B40. This classification is a major shift from the earlier ICD versions, and assumes that some mental disorders are caused by factors outside the person, in addition to internal pathology. Also new to the ICD-11 is a distinct but related diagnosis of Complex PTSD (ICD-11 code 6B41), which recognises the qualitatively different presentation that often occurs after prolonged or repeated trauma, or developmental trauma, such as childhood abuse, domestic violence or torture (Schincariol et al. 2024). 
[bookmark: _Toc232006730]Diagnostic Criteria
ICD-11 PTSD diagnostic criteria state that there are three symptom clusters that must be present after being exposed to something traumatic. Initially, re-experiencing involves re-living and replaying the traumatic event in the present by intrusive memories, flashbacks or nightmares that are more vivid, intense than normal memories. The second one is avoidance, which involves actively trying to avoid thoughts, feelings, people, places or situations that are associated with trauma (Marx et al. 2024). The third is ongoing beliefs of increased threat, either by hypervigilance or by an exaggerated startle response.
Important, the ICD-11 criteria are more streamlined and parsimonious in their approach to diagnosis than both ICD-10 and the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5). The ICD-11 use a smaller number of more clearly specified symptoms, which are grouped under four clusters, while the DSM-5 include 20 symptom items, which are organised into four clusters (Forkus et al. 2023). This difference has led to a lot of discussion amongst the clinical and research community about the issue of diagnostic concordance and the impact this has on prevalence rates when dealing with different classification systems.
Assessment of the diagnostic process itself is important, along with structured interviews, self-report questionnaires including the PTSD Checklist for DSM-5 and the ICD-11 developed International Trauma Questionnaire, and consideration of differential diagnoses including adjustment disorder, depression and anxiety disorders (Levi-Belz et al. 2024). It is also important for clinicians to note the length and impact of symptoms to differentiate PTSD from acute stress reaction, since symptoms of PTSD continue for longer than those of an acute stress reaction. 
[bookmark: _Toc232006731]Language Used
Language used in the ICD-11 classification is very specific. The use of the term “disorder” is always used, and places PTSD in a medical or diagnostic modality that suggests symptom clusters and a basis for treatment response. This linguistic choice has practical consequences because using disorder language gives access to clinical services and legal entitlements, but also can pathologize responses which could be considered understandable and adaptive to living in extreme adverse circumstances (Ke et al. 2023).
[bookmark: _Toc232006732]Treatment and Rehabilitation
[bookmark: _Toc232006733]Psychological Treatment Approaches
Since traumatic experience is a prime cause of the development of PTSD, the treatment of it is a psychological one of orientation. There is strong evidence to support cognitive behavioural therapy (CBT) that has a trauma focus (TF-CBT) as a first-line treatment for PTSD from a series of multiple RCTs and it is recommended in national guidelines such as the National Institute for Health and Care Excellence (NICE) guidelines (Daskalakis et al. 2024).
However, especially EMDR has received a lot of clinical interest and the World Health Organization supports it as a valid therapy for PTSD in children and adults. Even though evidence is strong for trauma specific interventions, they are vastly inequitably distributed. In the NHS waiting times for specialist trauma services are often long, lasting many months and are not consistent across different areas, thus discriminating against those from lower socio-economic groups and marginalised communities (Wright et al. 2024).
[bookmark: _Toc232006734]Pharmacological Approaches and Their Limitations
Over-reliance on medication can lead to a failure to recognize or treat the actual trauma, and perpetuate a biomedical model of the condition which fails to capture the psychosocial factors. Although there is some evidence of benefit for psychiatric medications for certain PTSD-related symptoms, such as the depression and anxiety comorbidities, the evidence base for psychiatric medications in the treatment of core PTSD symptoms is much less robust than that for trauma-focused psychological therapies (Van Sieleghem et al. 2022). One key criticism is that symptom reduction is confused with the process of recovery: targeting hyperarousal or low mood with medication can help alleviate the symptoms, but may not resolve the underlying cognitive distortions and unprocessed memories that maintain PTSD. If there is a resource pressure, prescribing is quicker and cheaper than therapy, and the default response will be the most convenient one due to capacity, not clinical appropriateness. The social production of distress is compounded by triggering individual neurochemical deficits and side effects, as well as by the difficulty of discontinuing use.
[bookmark: _Toc232006735]Rehabilitation
The rehabilitation of a PTSD patient is not just about reducing the symptoms, but also about restoring social functioning, capacity and quality of life in the workplace. In keeping with the global movement in mental health care towards a recovery orientation, the ICD-11 framework places a major focus on functional outcomes as key indicators of treatment success (Semmlinger et al. 2024). Vocational support, social skills development, peer support programmes and community integration initiatives are among the rehabilitation measures that are implemented in practice. Vocational rehabilitation is a key aspect of rehabilitation for return to the workplace; social skills interventions for relational withdrawal; and housing stability because these have been found to increase symptoms. Peer support programmes help combat isolation based on shared lived experience, which is beneficial to veterans and domestic abuse survivors alike. Phased rehabilitation is necessary for complex PTSD, with stabilisation occurring first followed by processing the trauma. 
[bookmark: _Toc232006736]Current Debates and Emerging Issues
[bookmark: _Toc232006737]ICD-11 and DSM Divergence
The differences between the ICD-11 and DSM-5 classification systems are one of the largest on-going debates in the field of PTSD. There are significant differences between the two with regards to their conceptualisation of PTSD, as the DSM-5 has a more inclusive diagnostic framework than ICD-11, in which it recognizes a broader set of symptoms and includes a dissociative subtype not included in ICD-11 (Mitchell et al. 2023). 
These studies have shown that the two are very different in reproducible prevalence estimates, which questions the validity of the diagnoses and the comparability of research in different international settings. This incongruence has implications for the practice, research and policy-making of health care providers, scientists and policy makers because it makes it difficult to synthesize the evidence and can lead to people being diagnosed with one condition but not the other, and thus access to clinical treatment and legal recognition of their condition (Huang et al. 2023).
[bookmark: _Toc232006738]Recognising Complex PTSD
Complex PTSD is a newly classified trauma diagnosis in ICD-11, marking one of the biggest changes in trauma diagnosis in the last few decades. Disturbances in self-organisation (such as affective dysregulation, negative self-concept and disturbances in relationships) are a core feature of complex PTSD and differentiate it from PTSD (Milligan et al. 2025). This is the first time the unique presentation has been recognised and this has been broadly welcomed by clinicians and survivor groups as a recognition of peoples' experiences who have suffered from prolonged or repeated trauma and who have not had their needs met in relation to the existing diagnosis. However, there is a gap in the DSM-5, in that it does not include Complex PTSD, which could mean that someone living in an environment where the criteria of the DSM are predominant, may not be recognized or treated as having Complex PTSD (McLean et al. 2022). 
[bookmark: _Toc232006739]Medicalisation, Pathologisation and Social Context
One core issue that is always raised in the conversation about PTSD is the paradox of the potential for clinical utility and the danger of over-pathologising responses which are essentially social, political and structural in nature. Medical and critical psychiatry and social science researchers have pointed out that PTSD is often defined as a personal occurrence of trauma, while frequently it is a social experience of trauma, and that the medicalization of PTSD obscures the social conditions that create trauma. This critique is especially relevant in the context of refugee and domestic violence survivors, individuals who have been affected by racialised violence, where the symptoms of PTSD can't be differentiated from continued social disadvantage and systemic inequality (Al Jowf et al. 2023). 
[bookmark: _Toc232006740]Addressing cultural issues and the global applicability
There has been ongoing and rigorous research on the cross-cultural validity of the concept of PTSD as a diagnosis. The symptom criteria have been developed mostly in western clinical and research settings, and have been questioned regarding its application across different cultures. International research in non-western contexts has identified culturally specific idioms of distress that might not be consistent with ICD-11 or DSM-5 symptom clusters, thus potentially failing to adequately represent the phenomenology of trauma-related distress in other cultural settings, creating difficulties for access of care for populations around the world (Aldabbour et al. 2024).
It is important to note that, refugees often present with somatic symptoms and not with cognitive clusters, thus underscoring the importance of not underdiagnosing them. Survivors from Cambodia report "khyâl cap" (wind attacks) which are not recognised in standard criteria, but have a high association with trauma. Australian and Canadian indigenous people point to intergenerational trauma as an issue caused by colonisation, and a trauma that cannot be captured by individual frameworks. In the UK, there are processes for evaluating asylum claims that are based on verbal disclosure, which puts at a disadvantage somately and collectively expressed distress.
[bookmark: _Toc232006741]Recommendations
[bookmark: _Toc232006742]Advise for ICD-11 and DSM-5 Classification to be harmonised 
Recommendations for future revisions to ICD and DSM include increasing the attention to the recognition of Complex PTSD and the dissociative subtype of PTSD, along with more congruence in the criteria themselves. Consensus processes should be international and should include clinicians, researchers and people with lived experience to create clinically relevant, scientifically sound diagnostic frameworks (Heim et al. 2022). ICD-DSM harmonisation work led by WHO and NICE guideline (NG116) reviews can be useful here.
[bookmark: _Toc232006743]Pathological Trauma-focused Therapy
It is recommended to ensure equitable access to trauma-focused psychological therapies. Policy needs to focus on improving access to evidence-based trauma-based therapies, reflecting the high levels of geographical and socioeconomic inequalities in current provision within mental health services offered by the NHS. Commissioners should report on waiting periods for trauma-focused interventions and access to interventions, and targets should be established to help close the gap between areas and population groups (Futterman et al. 2023). Substantial and increasing demand for trauma services throughout the population should be recognised as a policy priority, including an increase in the number of trauma-specialist clinicians. In addition, NICE NG116 waiting time standards as well as the commitments to trauma services in the NHS Long Term Plan and to access to IAPT/NHS Talking Therapies services can be recommended in this case.
[bookmark: _Toc232006744]Generalising PTSD in Cultural and Social Perspectives
It can be recommended that, trauma-informed practice framework and integration responsibilities under the Health and Care Act 2022 in housing, social care and criminal justice van reduce social taboo and cultural stigma of PTSD. Sociological issues related to PTSD should be more explicitly acknowledged in future policy and clinical guidance, as it takes more than a clinical encounter to respond to PTSD. Trauma-informed approaches should be used in all public services, such as housing, social care, education and criminal justice, and should not be used to retraumatise people with PTSD when they come into contact with systems that do not take into consideration the impact of their trauma (Day et al. 2024). Funding for research should go towards understanding the pathways between structural inequality and traumatic exposure. 
[bookmark: _Toc232006745]Summary
This report has critically evaluated the PTSD as defined in ICD-11 and discussed its diagnosis, treatment, rehabilitation and current controversies. The ICD-11 is a major step forward in the diagnosis of PTSD and is now defining Complex PTSD as its own condition rather than a subcategory of chronic PTSD, as well as offering a more parsimonious diagnostic system. The recommendations are for more harmonised diagnosis, more even access to psychological therapies for trauma and for social and structural factors to be incorporated into clinical practice and policy.
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