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Introduction
The WHO, (2022) defines Post-Traumatic Stress Disorder (PTSD) as a trauma-related mental disorder that may develop after exposure to extremely threatening or traumatic events, including warfare, sexual assault, natural disasters or serious accidents. Although traumatic experiences are widespread, Yehuda et al., (2015) emphasise that only some individuals develop PTSD, demonstrating the complex interaction between biological vulnerability, psychological responses, coping mechanisms and social influences. Koenen et al., (2017) highlight that PTSD can have significant effects on emotional wellbeing, interpersonal relationships, occupational functioning and quality of life, making it a major global public health concern.
The WHO, (2022) classifies PTSD under Disorders Specifically Associated with Stress within the International Classification of Diseases, Eleventh Revision (ICD-11). The ICD-11 introduced key changes, including simplified diagnostic criteria and recognition of Complex Post-Traumatic Stress Disorder (CPTSD) as a separate condition. Brewin et al., (2017) suggest that these developments improve diagnostic clarity and reduce overlap with other psychiatric disorders. However, debates remain regarding whether simplified criteria adequately capture the diverse and complex nature of trauma experiences.
This report critically examines PTSD within the ICD-11 framework, exploring classification, diagnosis, treatment, rehabilitation and current debates. It also considers trauma-informed care, medicalisation and culturally sensitive approaches to improving outcomes for individuals affected by trauma.
[bookmark: _Toc235403567]Classification and Diagnosis
The WHO, (2022) classifies PTSD within Chapter 6 of ICD-11 under Mental, Behavioural or Neurodevelopmental Disorders and specifically within Disorders Specifically Associated with Stress. PTSD is described as a condition that develops following exposure to an extremely threatening or horrific event or a series of traumatic experiences. These experiences may include warfare, sexual violence, childhood abuse, serious accidents, natural disasters or other life-threatening situations. However, Yehuda et al., (2015) explain that trauma exposure alone does not determine whether PTSD develops, as outcomes are influenced by interactions between biological vulnerability, coping responses and social environments.
The WHO, (2022) identifies three core symptom clusters within ICD-11 PTSD: persistent re-experiencing of the traumatic event, avoidance of trauma-related thoughts or reminders and a persistent sense of current threat. Symptoms of current threat may include hypervigilance, irritability and exaggerated startle responses. This differs from earlier diagnostic approaches by focusing on symptoms considered more specific to PTSD, to improve diagnostic clarity and reduce overlap with other mental health conditions.
Brewin et al., (2017) argue that previous diagnostic systems, particularly DSM-5, included a wider range of symptoms that increased overlap between PTSD, depression and anxiety disorders. By narrowing the criteria, ICD-11 aims to improve diagnostic consistency and provide a clearer framework for clinicians internationally. This approach may be particularly useful in primary care and lower-resource settings where complex assessments may be difficult to implement.
However, Hansen et al., (2015) identify limitations associated with the narrower ICD-11 criteria. Their research suggests that ICD-11 generally identifies fewer individuals with PTSD compared with DSM-5. Although greater specificity may reduce the risk of overdiagnosis, it may also mean that some individuals experiencing significant trauma-related distress do not meet diagnostic requirements and may struggle to access appropriate support. This creates an ongoing debate regarding whether diagnostic systems should prioritise precision or broader recognition of individuals requiring psychological intervention.
Cloitre et al., (2018) highlight that one of the most significant developments within ICD-11 is the recognition of CPTSD as a distinct diagnosis. CPTSD acknowledges that prolonged or repeated interpersonal trauma, including childhood abuse, domestic violence, torture or captivity, can result in psychological difficulties beyond traditional PTSD symptoms. In addition to re-experiencing, avoidance and threat responses, individuals with CPTSD may experience disturbances in self-organisation, including emotional dysregulation, negative self-concept and difficulties maintaining relationships.
Cloitre et al., (2020) provide evidence that PTSD and CPTSD can be reliably differentiated, suggesting that recognising CPTSD may improve understanding of individuals affected by chronic trauma and support more appropriate treatment approaches. However, Karatzias et al., (2017) discuss concerns that CPTSD may overlap with other psychiatric diagnoses, particularly borderline personality disorder. Critics argue that additional diagnostic categories may increase complexity without necessarily improving treatment outcomes.
Cloitre et al., (2018) further emphasise that PTSD diagnosis requires comprehensive clinical assessment rather than reliance on a single screening measure. Healthcare professionals should consider trauma history, symptom duration, functional impairment and co-occurring conditions such as depression, anxiety, substance misuse and sleep disorders. The International Trauma Questionnaire (ITQ) has been developed to assess ICD-11 PTSD and CPTSD symptoms and has demonstrated reliability across different populations.
Overall, the WHO, (2022) framework provides an internationally recognised approach that improves understanding and assessment of PTSD. However, debates regarding diagnostic boundaries, medicalisation and cultural interpretation demonstrate the importance of balancing clinical accuracy with recognition of individual trauma experiences and wider social contexts.
[bookmark: _Toc235403568]Treatment and Rehabilitation
The National Institute for Health and Care Excellence (NICE, 2018) and the WHO, (2022) recommend that PTSD treatment should aim to reduce trauma-related symptoms, improve psychological functioning and support individuals in returning to meaningful daily activities. Current guidance promotes a trauma-focused, person-centred approach, with psychological therapies considered the first-line intervention for most adults with PTSD. Cusack et al., (2016) highlight that psychological treatments generally provide more sustained improvements than medication alone.
Cusack et al., (2016) identify Trauma-Focused Cognitive Behavioural Therapy (TF-CBT) as one of the most effective psychological interventions for PTSD. TF-CBT helps individuals understand and challenge unhelpful beliefs linked to traumatic experiences while gradually processing distressing memories and reducing avoidance behaviours. By addressing negative thinking patterns and trauma-related fears, the therapy aims to improve emotional regulation and daily functioning.
Bisson et al., (2019) demonstrate that trauma-focused psychological therapies produce significant reductions in PTSD symptoms compared with usual care or non-trauma-focused interventions. However, TF-CBT may not be appropriate for everyone, particularly individuals with complex trauma histories or additional mental health difficulties. Some individuals may find direct engagement with traumatic memories overwhelming, highlighting the importance of adapting treatment according to individual needs and readiness.
NICE, (2018) also recommends Eye Movement Desensitisation and Reprocessing (EMDR) as a first-line intervention for PTSD. EMDR involves recalling traumatic memories while using bilateral stimulation, usually through guided eye movements. Bisson et al., (2019) found that EMDR is comparable to TF-CBT in reducing PTSD symptoms. Although the mechanisms behind EMDR remain debated, evidence supports its effectiveness, particularly for individuals who may struggle to describe traumatic experiences verbally.
NICE, (2018) states that medication should generally be considered a secondary treatment option when psychological therapy is unavailable, declined or when symptoms remain severe. Selective Serotonin Reuptake Inhibitors (SSRIs), including sertraline and paroxetine, may reduce symptoms such as anxiety, depression and hyperarousal. However, Hoskins et al., (2021) highlight that medication does not directly address traumatic memories or the psychological processes associated with PTSD. Side effects, inconsistent responses and relapse following discontinuation limit its effectiveness as a standalone treatment.
Sweeney, et al., (2016) emphasise that effective rehabilitation should extend beyond symptom reduction and focus on improving social, occupational and emotional functioning. PTSD can affect employment, education, relationships and community participation; therefore, recovery often requires multidisciplinary support. This may include occupational therapy, vocational support, family interventions, peer-support programmes and community mental health services.
Sweeney, et al., (2016) further highlights the importance of trauma-informed care within rehabilitation. This approach prioritises safety, trust, collaboration, empowerment and choice, recognising that an individual’s recovery is influenced by their personal experiences and social circumstances. Rather than focusing only on diagnosis and symptoms, trauma-informed services aim to address the wider consequences of trauma.
Lewis et al., (2020) identify continuing barriers to effective PTSD treatment, including long waiting lists, shortages of trained therapists, inequalities in mental healthcare access and limited specialist services. Refugees, minority ethnic communities and individuals with complex trauma histories may experience additional cultural and language barriers. Furthermore, many research studies exclude individuals with multiple mental health conditions, meaning evidence may not always reflect the complexity of real-world clinical populations. Improving accessibility, cultural sensitivity and integrated care remains essential for effective long-term recovery.
[bookmark: _Toc235403569]Current Debates and Emerging Issues
Brewin et al., (2017) highlight that PTSD remains the subject of academic and clinical debate despite being recognised as a legitimate trauma-related disorder. These debates increased following ICD-11, which introduced a narrower diagnostic framework and recognised CPTSD as a separate condition. Current discussions include diagnostic classification, medicalisation, cultural validity, neurobiology and the impact of psychiatric labels on healthcare access.
Brewin et al. (2017) identify key differences between the DSM-5 and ICD-11 approaches to PTSD classification. DSM-5 includes four symptom clusters, whereas ICD-11 focuses on three core symptoms: re-experiencing, avoidance, and a persistent sense of current threat. Brewin et al., (2017) argue this improves diagnostic specificity by reducing overlap with depression and anxiety. However, Hansen et al., (2015) found ICD-11 identifies fewer individuals with PTSD, raising concerns that stricter criteria may exclude some people needing support.
Cloitre et al., (2020) suggest CPTSD improves recognition of prolonged trauma by identifying emotional regulation difficulties, negative self-beliefs and interpersonal problems. However, Karatzias et al., (2017) highlight concerns regarding overlap with conditions such as borderline personality disorder.
Summerfield, (2001) argues that PTSD should also be understood within social, cultural and political contexts rather than solely through a medical model. Sweeney, et al., (2016) support trauma-informed approaches focused on resilience and recovery. Yehuda et al., (2015) highlight the importance of neurobiological research while emphasising the need for a biopsychosocial approach. Rumball, et al., (2020) further stress the importance of adapting PTSD assessment and treatment for neurodivergent individuals.
Overall, PTSD classification has important implications for clinical practice and policy. Future developments must balance scientific accuracy, clinical usefulness and recognition of diverse trauma experiences.
[bookmark: _Toc235403570]Recommendations
WHO (2022) and NICE (2018) emphasise that improving outcomes for individuals with PTSD requires early identification, effective evidence-based treatment, appropriate rehabilitation and continued research. Although ICD-11 has improved the classification and understanding of PTSD, further developments are needed to ensure that individuals receive timely and equitable support.
NICE, (2018) recommends strengthening trauma-informed screening within primary care, emergency departments and community mental health services to improve early identification of PTSD. Earlier recognition may reduce delays in treatment and minimise long-term effects, including difficulties with employment, relationships and overall quality of life. Healthcare professionals should also receive continued training in ICD-11 diagnostic criteria, including the assessment of CPTSD, to improve diagnostic accuracy and reduce the likelihood of misdiagnosis.
Cusack et al., (2016) and Bisson et al., (2019) demonstrate that trauma-focused therapies, particularly Trauma-Focused Cognitive Behavioural Therapy (TF-CBT) and Eye Movement Desensitisation and Reprocessing (EMDR), remain among the most effective treatments for PTSD. However, access to these interventions remains limited due to long waiting times, shortages of trained specialists and inequalities in mental healthcare provision. Policymakers should therefore increase investment in specialist trauma services, expand therapist training and explore safe methods of improving access, including digital and community-based interventions.
Sweeney, et al., (2016) highlights the importance of strengthening multidisciplinary rehabilitation approaches that address the wider consequences of trauma. Recovery from PTSD involves more than reducing symptoms and should include support for employment, education, housing, relationships and social participation. Services involving psychologists, psychiatrists, occupational therapists, social workers and peer-support workers can provide more comprehensive care by addressing biological, psychological and social influences on recovery.
Yehuda et al., (2015) emphasise that future research should continue exploring the interaction between biological vulnerability, psychological processes and environmental factors involved in PTSD development. Further research is also required to evaluate the long-term validity of ICD-11 classifications, particularly the distinction between PTSD and CPTSD across different cultural and clinical populations.
Rumball et al., (2020) highlight the need for greater research into PTSD among neurodivergent individuals and other underrepresented groups. Developing culturally responsive assessment tools and adapting interventions to individual communication, sensory and emotional needs will improve accessibility and ensure that trauma services are inclusive.
Brewin et al., (2017) argue that future developments in PTSD diagnosis and treatment should involve collaboration between researchers, clinicians, policymakers and individuals with lived experience. Including service users in research and healthcare planning can ensure that diagnostic systems and interventions remain effective while reflecting the realities of living with trauma-related disorders.
[bookmark: _Toc235403571]Conclusion
WHO, (2022) identifies PTSD as a significant trauma-related mental health condition that can affect psychological wellbeing, relationships, employment and quality of life. This report has shown that ICD-11 provides a clearer framework for diagnosing PTSD through its three core symptom clusters and recognition of CPTSD as a distinct diagnosis.
Brewin et al., (2017) and Cloitre et al., (2020) highlight that these changes have improved diagnostic clarity; however, debates continue regarding diagnostic thresholds, cultural relevance, medicalisation and the distinction between PTSD and CPTSD. These issues demonstrate the need for classification systems that balance scientific accuracy with recognition of individual trauma experiences.
Cusack et al., (2016) and Bisson et al., (2019) show that trauma-focused therapies, including TF-CBT and EMDR, are effective treatments for PTSD. However, recovery requires wider rehabilitation due to barriers such as limited access to specialist services and complex individual needs.
Sweeney, et al., (2016) emphasises the importance of trauma-informed, multidisciplinary care that supports psychological, social and occupational recovery. Future improvements should focus on accessible treatments, culturally sensitive assessment and continued research. Overall, PTSD remains a complex condition requiring evidence-based and person-centred approaches to improve outcomes.
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