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[bookmark: _Toc214888147]Introduction
This report critically examines ATPD as presented in the World Health Organization’s International Classification of Diseases, 11th Revision (ICD-11), considering classification language, diagnostic procedures, evidence-based treatments, rehabilitation measures, and contemporary debates. Acute and transient psychotic disorder (ATPD) describes a group of short-lived psychotic presentations characterised by a rapid onset of psychotic symptoms and frequently a favourable short-term outcome. The aim is to provide reasoned recommendations to improve clinical practice, policy, and future research.
[bookmark: _Toc214888148]Classification and Diagnosis: 
[bookmark: _Toc214888149]Classification
ICD-11 locates ATPD within the chapter for mental, behavioural and neurodevelopmental disorders. The term used is ‘acute and transient psychotic disorder’, which emphasises both the rapid onset (‘acute’) and temporally limited nature (‘transient’) of the condition. Clinical descriptions in ICD-11 highlight an onset of symptoms that typically reaches maximal severity within two weeks and is often associated with marked day-to-day fluctuation in symptomatology.
ICD-11 retains a categorical approach, but it modifies subtyping and diagnostic thresholds relative to ICD-10 and differs from DSM-5 conceptualisations (which favour the term 'brief psychotic disorder'). ICD-11's clinical descriptions emphasise phenomenology (e.g., delusions, hallucinations, perplexity, disorganisation, affective disturbance) and temporal features rather than rigid symptom-count thresholds. This shift reflects a pragmatic attempt to balance reliability and clinical utility across diverse settings.
Strengths of the ICD-11 classification include clarity about temporal criteria and attention to fluctuating phenomenology, which can aid clinicians in distinguishing ATPD from longer-term psychotic disorders such as schizophrenia. However, limitations remain: categorical boundaries are still disputed, and there is variability in how ATPD is used across cultures and services; this affects epidemiological comparisons and prognostic expectations.
[bookmark: _Toc214888150]Diagnostic features. 
The ICD-11 description of ATPD foregrounds acute onset (typically within two weeks), prominent psychotic symptoms (e.g., hallucinations, delusions), rapid changes in symptom content and intensity, and often a brief course. Importantly, ICD-11 permits clinicians to specify whether the episode is a first episode or a recurring episode. ICD-11 also retains the clinical judgement element, requiring clinicians to evaluate whether symptoms are better accounted for by substance use, a general medical condition, or another mental disorder.
[bookmark: _Toc214888151]Assessment processes.
Good diagnostic practice for ATPD includes a comprehensive psychiatric history; collateral information from family or carers; assessment of risk (to self or others); physical and neurological examination; toxicology screening where indicated; and consideration of organic causes (e.g., infections, metabolic disturbance, head injury). Standardised instruments (e.g., brief psychosis rating scales) can assist but are not a substitute for careful clinical formulation. Differential diagnosis should explicitly consider acute confusional states (delirium), affective psychoses (bipolar mania with psychotic features), brief psychotic disorder (DSM-5), and emerging schizophrenia-spectrum disorders.
[bookmark: _Toc214888152]Language and stigma. 
ICD-11 uses the term ‘disorder’ rather than ‘condition’ or ‘illness’; this medicalising language can aid access to services and treatments but may also carry stigma. Clinicians should use person-centred, explanatory language in communication with service users to reduce stigma, e.g., emphasising the episode’s acute nature and the high likelihood of recovery while discussing potential risks and follow-up plans.
[bookmark: _Toc214888153]Prognostic uncertainty and follow-up. Although many ATPD cases resolve rapidly, a significant minority later receive diagnoses on the schizophrenia spectrum. Diagnostic stability is therefore an important clinical and research question. Good practice is to plan early follow-up, psychoeducation, and monitoring (for relapse or diagnostic evolution) rather than adopting a ‘one-off’ acute care approach.
[bookmark: _Toc214888154]Treatment and Rehabilitation
[bookmark: _Toc214888155]Treatment approaches
Pharmacological interventions. Short-term antipsychotic medication is commonly used in the management of ATPD to reduce acute psychotic symptoms, agitation, and risk. Evidence supports rapid symptomatic benefit from antipsychotics, but trials specifically targeting ATPD are limited; much guidance is extrapolated from studies of first-episode psychosis and brief psychotic presentations. Benzodiazepines may be used short-term for severe agitation. Clinicians must weigh benefits against side-effect risks (e.g., extrapyramidal symptoms, metabolic effects) and adopt the lowest effective dose for the shortest necessary duration.
Psychosocial interventions. Psychological interventions such as brief cognitive-behavioural approaches (CBT), crisis-focused therapy, family interventions, and supportive psychotherapy are recommended alongside pharmacotherapy. Psychoeducation for the service user and family/carers improves understanding, adherence, and relapse detection. Early Intervention in Psychosis (EIP) models, where available, provide comprehensive packages (medication, psychotherapy, social support, vocational rehabilitation) and have demonstrated improved outcomes for first-episode psychosis; these elements are highly relevant for ATPD management.
Evidence and limitations. Randomised controlled trials specifically in ATPD are scarce, so much practice is guided by extrapolations from broader psychosis research. This paucity limits high-certainty recommendations on optimal medication duration and psychosocial package composition. Moreover, pharmaco-centric approaches risk over-medicalising transient episodes with uncertain long-term benefit; clinicians therefore should regularly review the ongoing need for antipsychotics and consider tailored step-down strategies.
[bookmark: _Toc214888156]Rehabilitation- and recovery-focused practice
ICD-11 and contemporary clinical practice emphasise recovery-orientated care, including rehabilitation targeting social, occupational, and functional recovery rather than symptom reduction alone. Key rehabilitation measures for ATPD include:
· Early follow-up and monitoring: scheduled reviews to detect relapse and reassess diagnosis.
· Psychoeducation and relapse planning: educating the person and family about triggers, early warning signs, and when to seek help.
· Vocational and educational support: enabling return-to-role through supported employment, flexible study arrangements, and workplace liaison when needed.
· Social support and housing stability: ensuring safe and stable living arrangements during recovery.
· Psychological therapies: brief CBT to address residual symptoms, trauma-informed approaches where relevant, and family interventions to strengthen social networks.
Evidence suggests that rehabilitation-focused interventions mitigate functional decline and support reintegration. However, access to comprehensive rehabilitation varies widely; services are patchy in low-resource settings and often constrained by funding and workforce shortages. Rehabilitation planning must therefore be realistic and system-aware, integrating community resources and peer-support models when formal services are limited.

[bookmark: _Toc214888157]Current Debates and Emerging Issues: 
There are persistent controversies on the issue of classification and treatment.
One of the brightest discussions in the modern literature relates to the conceptualisation of Acute and Transient Psychotic Disorder (ATPD) in psychiatric nosology. One problem issue is whether ATPD is a distinct diagnosis or whether it is a heterogeneous group of transient psychoses with various underlying causes, illness courses, and prognoses. Though the ICD-11 still has ATPD as a distinct diagnosis, its critics note its diagnostic instability, with a percentage of people initially diagnosed with ATPD subsequently developing schizophrenia or other psychotic-spectrum disorders. This volatility casts some of the usefulness of holding to strictly categorical boundaries into question and has led to more general debates on whether modern classification systems are viable.
The other highly debated issue is the distinction between the ICD-11 and DSM-5 systems of diagnoses, especially in terms of time limits and focus on symptoms. ICD-11 uses ATPD that has a standard duration of less than three months, whereas DSM-5 employs the diagnosis of Brief Psychotic Disorder with the period of one month at maximum. These discrepancies complicate global research, establish obstacles to cross-study comparisons, and cause assumptions of varied clinical interpretations across medical systems.
The antipsychotic medication in self-limiting episodes is another contentious argument in treating an episode. According to the opinion of some scholars, immediate pharmacological intervention is necessary due to symptom reduction and safety, whereas others emphasise the ethical aspects of medicating patients who are less certain about the diagnosis, symptoms can be remitted naturally, and side effect risks are significant. Consequently, increased attention is paid to shared decision-making, early psychosocial intervention, and the rejection of coercive or excessively restrictive practices.
[bookmark: _Toc214888158]The role of neurodivergence and any relevant reclassification issues. 
Though ATPD is mainly located within the psychosis spectrum and is not yet being regarded as a neurodevelopmental disorder, there is an emergent discourse that may prompt clinicians to think about the possibility of neurodivergence, specifically, autism spectrum disorders, ADHD, and other cognitive or developmental discrepancies. Neurodivergent persons might have unusual communication patterns, sensory sensitivities or stress responses that are wrongly interpreted as psychotic symptoms and difficult to diagnose. Such symptoms as autistic shutdowns, strong interests, or social withdrawal can be confused with the negative symptoms, whereas stress responses that are highly reactive, which are a risk factor, can trigger temporary psychotic episodes in a vulnerable population.
No organised change towards reauthorising ATPD as a neurodevelopmental condition exists. The rise in neurodivergence interest, however, brings up the issues of diagnostic overlap, possible misdiagnosis, and the possibility of underlying neurodevelopmental characteristics influencing the development of symptoms, risks, and the recovery requirements. This has prompted the suggestion of routine neurodevelopmental screening of neurodevelopmental conditions in early psychotic services and that the support plans should include communication adaptations, sensory, and strengths-based approaches that are conversant in the neurodiversity-affirming practice.
Finally, neurodivergence has led to discussions that render clinicians to be more subtle and person-centred and combine biological, psychological, developmental, and sociocultural components instead of solely using traditional psychosis paradigms.
[bookmark: _Toc214888159]The impact of these debates on practice and policy. 
These debates have far-reaching implications about clinical practice and mental health policy. To begin with, diagnostic uncertainty and reclassification risk put a strain on clinicians to embrace more flexible and continuous assessment models, as opposed to assuming that an individual incidence of acute psychosis can be a predictor of long-term outcomes. This facilitates application of early intervention in psychosis (EIP) principles also in the case of brief time duration disorders to maintain continuity of care as well as closer observation past the acute episode.
Practically, increased awareness of sociocultural and stress-related factors of ATPD stimulates services to integrate trauma-informed and culturally responsive care. These encompass the recognition of the contribution of the migration stress, discrimination, and social adversity and the incorporation of organised cultural formulation instruments into the assessment system. All these requirements are reflected in the growing quantity of policies that promote equity-orientated mental health care delivery, access to interpreters, community-based care, and less use of coercion interventions.
In terms of treatment, ethical issues have solidified expectations on policy regarding shared decision-making, minimisation of restraint, and the application of the least restrictive treatment options. This is consistent with general rights-based approaches and the international mental health reforms to achieve the balance between safety and autonomy.
Lastly, the new emphasis on neurodivergence is affecting policy in the direction of making reasonable changes and requiring mental health teams to train on autism and ADHD and adopt personalised care pathways. Guidelines in service development are now more and more in line with the need to consider neurodevelopmental differences that mental health professionals need to be aware of when performing the overall assessment task, as it seeks to reduce diagnostic error and enhance therapeutic engagement.
In totality, these discussions all move practice and policy in a more integrated, person-centred, culturally informed, and ethically sensitive direction in the management of ATPD and other acute psychoses.
[bookmark: _Toc214888160]Recommendations: 
1. Standardise assessment pathways. Develop and implement evidence-informed assessment algorithms for suspected ATPD that include organic screens, toxicology, and routine risk assessment, with clear transfer/referral criteria to early intervention services.
2. Time-limited pharmacotherapy protocols. Adopt protocols that favour short, closely monitored antipsychotic trials (e.g., review within 2–4 weeks) with clear criteria for tapering when remission occurs.
3. Expand access to brief psychosocial packages. Commission accessible brief CBT, family interventions, and vocational support as core components of ATPD care—integrated within crisis services and early intervention teams.
4. Improve diagnostic follow-up and data collection. Establish routine follow-up at 3, 6 and 12 months with standardised outcome measures to monitor diagnostic stability, functional recovery, and service needs; use collected data to inform service planning and research.
5. Culture- and context-sensitive care. Incorporate sociocultural formulation in assessment to contextualise precipitating stressors and to co-produce care plans that respect cultural narratives and social realities.
6. Research priorities. Fund RCTs and longitudinal cohort studies focused on ATPD to clarify optimal medication duration, psychosocial interventions, and early prognostic markers (including neurodevelopmental and biomarker studies).

[bookmark: _Toc214888161]Conclusion
Acute and transient psychotic disorder occupies a clinically important space in modern psychiatric classification: its hallmark rapid onset and frequently favourable short-term course distinguish it from chronic psychoses, but diagnostic instability and heterogeneity pose challenges. ICD-11 has improved clarity by emphasising temporal features and fluctuating phenomenology, yet important questions remain about optimal treatment, rehabilitation provision, and the influence of sociocultural factors. Prioritising short, monitored pharmacotherapy; integrating psychosocial rehabilitation; and investing in longitudinal research would enhance outcomes for people who experience ATPD.
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