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Post-Traumatic Stress Disorder (PTSD): Classification, Diagnosis, Treatment and Contemporary Debates

Post-Traumatic Stress Disorder (PTSD) is a complex psychiatric disorder that arises following exposure to one or more traumatic events. Trauma can encompass life-threatening incidents, such as natural disasters, serious accidents, armed conflict, sexual assault, or witnessing severe injury or death. The disorder is associated with significant emotional, cognitive, behavioural, and physiological consequences that may persist long after the traumatic event (Bisson et al., 2021).
ICD-11 classifies PTSD under Chapter 6: Mental, Behavioural, or Neurodevelopmental Disorders, specifically in the category “Disorders Specifically Associated with Stress” (WHO, 2022). PTSD is characterised by three core symptom clusters: re-experiencing the traumatic event, avoidance of reminders, and a persistent sense of heightened threat. Unlike ICD-10, ICD-11 introduces a refined diagnostic framework, aiming to improve clinical utility and global applicability (Maercker et al., 2022).
This report critically examines PTSD in relation to its ICD-11 classification, diagnostic criteria, treatment approaches, rehabilitation strategies, and current debates, informed by contemporary academic literature. It also evaluates emerging issues, such as neurodivergence and cultural considerations, and concludes with evidence-based recommendations to enhance clinical practice and policy.
1. Classification and Diagnosis
1.1 ICD-11 Classification
PTSD is classified as 6B40 in ICD-11, reflecting its placement under disorders specifically linked to exposure to exceptional stress (WHO, 2022). ICD-11 emphasises three key symptom clusters:
1. Re-experiencing – intrusive memories, flashbacks, or nightmares that evoke the perception that the traumatic event is happening in the present.
2. Avoidance – deliberate efforts to avoid thoughts, feelings, people, places, or situations that are reminders of the trauma.
3. Persistent sense of threat – heightened hypervigilance or exaggerated startle responses.
ICD-11 also distinguishes Complex PTSD (C-PTSD) (6B41), which arises from prolonged or repeated trauma, typically interpersonal in nature. C-PTSD includes additional disturbances in self-organisation, such as affect dysregulation, negative self-concept, and difficulties in interpersonal relationships (Cloitre et al., 2020). This differentiation has been the subject of extensive scholarly debate, with some arguing it improves diagnostic precision, while others suggest it complicates clinical decision-making (Karatzias et al., 2019).
1.2 Diagnostic Criteria
To meet diagnostic criteria, symptoms must persist for at least several weeks and cause significant functional impairment. The ICD-11 emphasises observable and measurable symptoms, prioritising clinical utility over extensive symptom checklists (WHO, 2022).
Diagnosis typically involves:
· Detailed clinical interviews
· Trauma history assessment
· Use of standardised measures such as the Clinician-Administered PTSD Scale (CAPS) or PTSD Checklist (PCL-5)
A core consideration in diagnosis is distinguishing PTSD from other psychiatric disorders, particularly depression, anxiety disorders, and adjustment disorders. Misdiagnosis is common, particularly among neurodivergent populations or culturally diverse groups, due to variations in trauma expression (Stoddard et al., 2021; Summerfield, 2019).
1.3 Language in Classification
ICD-11 consistently uses the term “disorder”, reflecting the structured, clinically recognised nature of PTSD while avoiding ambiguous terminology such as “illness” or “condition” (WHO, 2022). This terminology signals the functional impact of PTSD on daily life and underscores its clinical significance.

2. Symptoms and Impact
PTSD symptoms manifest in multiple domains:
2.1 Re-experiencing
Individuals may experience vivid, intrusive memories, flashbacks, or nightmares. These events often provoke physiological responses such as sweating, racing heartbeat, or hyperventilation (Brewin, 2020).
2.2 Avoidance and Emotional Numbing
Avoidance behaviours can severely limit social interaction, occupational participation, and engagement in everyday activities. Emotional numbing, including detachment or inability to experience positive emotions, exacerbates isolation and hinders recovery.
2.3 Hyperarousal and Cognitive Disturbances
Symptoms include exaggerated startle responses, irritability, hypervigilance, sleep disturbances, and concentration difficulties. Cognitive distortions, including guilt, shame, and negative self-perception, further impede functional recovery (Cloitre et al., 2020).
2.4 Functional and Social Impact
PTSD is associated with significant impairments in occupational, social, and educational functioning. Chronic symptoms can lead to substance misuse, chronic physical health problems, and strained interpersonal relationships. Vulnerable populations, such as refugees and survivors of domestic violence, often experience compounded challenges due to ongoing environmental stressors (Robjant & Fazel, 2020).

3. Causes and Risk Factors
3.1 Biological Factors
Genetic predisposition, neurobiological alterations, and hormonal dysregulation can influence susceptibility to PTSD. Structural and functional changes in the amygdala, hippocampus, and prefrontal cortex affect emotional processing, memory consolidation, and stress responses (Brewin, 2020).
3.2 Psychological Factors
Pre-existing mental health conditions, maladaptive coping strategies, and prior trauma exposure increase vulnerability. Cognitive theories emphasise negative appraisals of trauma and persistent maladaptive beliefs about safety, trust, and self-efficacy (Greenwald & Shapiro, 2018).
3.3 Social and Environmental Factors
Lack of social support, ongoing stress, socioeconomic disadvantage, and exposure to chronic adversity exacerbate PTSD risk. Protective factors, including resilience, supportive networks, and access to mental health care, can mitigate severity (Stoddard et al., 2021).

4. Treatment Approaches
4.1 Psychological Therapies
Trauma-Focused Cognitive Behavioural Therapy (TF-CBT)
TF-CBT addresses maladaptive thoughts and avoidance behaviours while promoting emotional processing. Evidence indicates significant symptom reduction and improved functional outcomes (NICE, 2018).
Eye Movement Desensitisation and Reprocessing (EMDR)
EMDR facilitates the reprocessing of traumatic memories through bilateral stimulation. Meta-analyses demonstrate its efficacy is comparable to TF-CBT, particularly for reducing intrusive symptoms (Greenwald & Shapiro, 2018).
Narrative Exposure Therapy (NET)
NET is commonly used with survivors of prolonged trauma, helping individuals construct coherent narratives and integrate traumatic memories, enhancing meaning-making and emotional regulation (Robjant & Fazel, 2020).
4.2 Pharmacological Interventions
SSRIs, including sertraline and paroxetine, are recommended when psychological therapies are insufficient or unavailable. They can alleviate anxiety, depression, and sleep disturbances but generally do not address core traumatic memory processing (Hoskins et al., 2021).
4.3 Rehabilitation and Recovery
Rehabilitation focuses on restoring social, occupational, and functional capacities. Psychoeducation, community support, vocational rehabilitation, and peer support programmes are integral. Trauma-informed care ensures safe, empowering, and collaborative recovery processes.
4.4 Limitations of Treatment
Barriers include therapy dropout due to distress, cultural incongruence, clinician shortages, and limited access for marginalised populations. Complex PTSD and comorbidities reduce treatment efficacy and complicate clinical management (Cloitre et al., 2020).

5. Current Debates and Emerging Issues
5.1 PTSD vs. Complex PTSD
ICD-11’s distinction between PTSD and C-PTSD is debated. Some scholars advocate for improved precision, while others note diagnostic overlap and clinical challenges (Karatzias et al., 2019).
5.2 Neurodivergence
Neurodivergent individuals (e.g., autistic or ADHD populations) may present PTSD differently, with sensory sensitivities or behavioural manifestations affecting assessment and treatment (Stoddard et al., 2021).
5.3 Cultural Validity
PTSD conceptualisations are criticised as Western-centric. Symptoms may manifest differently across cultures, requiring culturally sensitive assessment and intervention approaches (Summerfield, 2019).
5.4 Biomedical vs. Psychosocial Models
Ongoing debate exists between biological explanations (neurobiological dysregulation) and psychosocial frameworks (social determinants, meaning-making) of PTSD, influencing service design and policy (Brewin, 2020).

6. Recommendations
1. Develop culturally sensitive and neurodiversity-informed diagnostic tools.
2. Expand access to trauma-informed psychological therapies.
3. Strengthen rehabilitation pathways including social, occupational, and community support.
4. Increase research on neurodivergent populations and culturally diverse communities.
5. Implement trauma-informed policy across health and social care services.

7. Conclusion
PTSD is a significant, complex mental health disorder with extensive functional, social, and physical implications. ICD-11 provides a clinically useful framework, but challenges remain, particularly regarding C-PTSD, cultural applicability, and neurodivergence. Effective recovery requires evidence-based psychological therapies, trauma-informed rehabilitation, and policy support that addresses social determinants of health. Ongoing research and service improvements are essential to enhance outcomes for individuals living with PTSD.
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