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[bookmark: _Toc234659174]Post-traumatic stress disorder (ICD-11 06B40): A Chronological and Evaluative Report aims to analyse the evolution, current practices, debates, and implications of PTSD frameworks to inform practitioners, policymakers, and researchers.
[bookmark: _Toc234659090][bookmark: _Toc234659175]Chronological evolution of PTSD classification
The classification of post-traumatic stress disorder has shifted significantly since its introduction in DSM-III (1980). However, the narrative that it emerged primarily from socio-political advocacy rather than scientific consensus warrants deeper scrutiny. While this historical context is often cited to justify ongoing refinements, it risks oversimplifying the scientific debates and marginalising earlier clinical observations. The continual evolution of diagnostic systems reflects not only advances in trauma research but also contested interests among policymakers, clinicians, and advocacy groups. This raises questions about the extent to which PTSD classifications truly reflect empirical evidence or align with prevailing social and political agendas.
ICD-11 (2018) marks a conceptual departure by classifying PTSD as a distinct trauma-related disorder (6B40), defined by three core symptom clusters: re-experiencing, avoidance, and a persistent sense of threat (WHO, 2018). This narrower profile was justified through multinational field studies reporting improved diagnostic reliability. However, these studies largely involved clinical samples already engaged in services, introducing substantial selection bias. JAMA Psychiatry (2018) argues that this evidence base may underrepresent individuals with chronic interpersonal trauma, dissociation, or emotional dysregulation, thereby limiting generalisability. The assumption that increased reliability equates to improved validity is questionable, as prioritising reliability may systematically exclude complex trauma presentations that do not fit neatly within the new criteria. This undermines the claim that the ICD-11 definition is more clinically useful across diverse populations.
[bookmark: _Toc234659091][bookmark: _Toc234659176]Evaluation of diagnostic criteria and evidence
NICE NG116 (2018; reviewed 2025) operationalises PTSD diagnosis through structured assessments such as CAPS-5 and IES-R, which, while reliable, may oversimplify trauma's complexity and overlook cultural differences, affecting clinical accuracy and research validity.
NHS TTAD service standards (2023/24) highlight that real-world presentations often deviate from textbook criteria. Veterans frequently exhibit moral injury, guilt, and existential distress, none of which are captured in ICD-11’s narrow symptom clusters. This raises a critical question: does diagnostic precision come at the cost of diagnostic sensitivity? Moreover, by prioritising a narrow symptom profile, the classification system may inadvertently marginalise those whose trauma experiences do not conform to established categories, potentially perpetuating underdiagnosis and inadequate support for vulnerable groups.
[bookmark: _Toc234659092][bookmark: _Toc234659177]Debate between authors
WHO argues that narrower criteria reduce diagnostic overlap and improve global applicability, but cultural variations remain a key part of the ongoing debate. Addressing these issues can help the audience feel involved in shaping the relevance of trauma classification across diverse populations.
[bookmark: _Toc234659093][bookmark: _Toc234659178]Judgement and implications
Therefore, although ICD-11 enhances clinical utility, this gain appears to come at the expense of recognising complex trauma presentations. The biomedical bias embedded in ICD-11 reflects an assumption that trauma recovery is best understood through individual pathology, which discounts the broader context of survivors’ lives. This has significant implications for treatment approaches, as it may systematically overlook social determinants of trauma recovery, such as poverty, discrimination, and community support, resulting in interventions that address symptoms but fail to tackle root causes. This limitation underscores the need for trauma frameworks that integrate social, cultural, and systemic perspectives.
[bookmark: _Toc234659094][bookmark: _Toc234659179]Chronological development of treatment approaches
Early PTSD treatment in the 1980s and 1990s centred on exposure-based therapies and SSRIs, reflecting the disorder’s anxiety-based conceptualisation. By the 2000s, trauma-focused psychological therapies (TF-CBT, EMDR) became dominant. NICE NG116 (2018) formalised these as first-line treatments, recommending 8–12 sessions of structured, manualised therapy. Recent developments include phased treatment models, somatic therapies, neurofeedback, and VR-assisted interventions (Overchuk, 2023). However, evidence for these emerging modalities remains preliminary, often based on small samples or uncontrolled designs.
[bookmark: _Toc234659095][bookmark: _Toc234659180]Evaluating the evidence base
NICE’s recommendations rely heavily on large-scale meta-analyses demonstrating significant symptom reduction. Although this provides a strong indication that TF-CBT and EMDR are effective under controlled conditions, the strength of the evidence should be interpreted cautiously. These meta-analyses draw primarily from RCTs, which are methodologically rigorous but often exclude individuals with complex trauma, dissociation, comorbidities, or neurodivergent presentations. As a result, the evidence base may overrepresent ideal participants and underestimate the challenges of routine clinical practice. JAMA Psychiatry (2018) critiques this limitation, arguing that RCTs can overstate real-world effectiveness due to their restricted samples. This concern is supported by NHS TTAD data (2023/24), which shows higher dropout rates for TF-CBT and EMDR among individuals with chronic trauma histories. TRIAD (2021) further strengthens this critique by suggesting that exposure-based therapies may exacerbate moral injury in military personnel. Taken together, these findings suggest that NICE’s recommendations are evidence-based but not universally applicable, particularly for people with complex, chronic, or military-related trauma.
This limitation has important implications for clinical practice. While NICE recommendations provide a useful first-line framework, they may not be sufficient for service users whose trauma is complicated by long-term adversity, multiple diagnoses, or difficult social circumstances. In these cases, a standardised trauma-focused approach may need to be adapted through phased treatment, additional stabilisation, or integrated support. This is especially relevant for veterans, refugees, and neurodivergent individuals, whose presentations may not fit neatly within traditional PTSD criteria. The evidence therefore suggests that NICE-guided therapies should be viewed as effective for many patients, but not as universally appropriate interventions. A more flexible approach may improve engagement, reduce dropout, and better address the complexity of real-world trauma recovery.
[bookmark: _Toc234659096][bookmark: _Toc234659181]Debate between authors
NICE maintains that TF-CBT and EMDR are evidence-based, yet JAMA Psychiatry argues that the evidence lacks external validity. Overchuck (2023) supports emerging integrative therapies but acknowledges that current studies are cross-sectional and lack long-term follow-up. NIMH (2024) notes that pharmacological treatments offer modest benefits and do not address core trauma mechanisms. This debate also matters because it affects whether treatment is delivered as a standardised protocol or adapted to individual complexity. In practice, many service users require more than symptom reduction alone; they need treatment that accounts for comorbidity, functional impairment, and the social context of trauma. As a result, the question is not simply whether TF-CBT and EDMR work, but for whom they work best and under what conditions. This makes the issue of external validity central to any fair evaluation of NICE guidance.
[bookmark: _Toc234659097][bookmark: _Toc234659182]Judgement and implications
The evidence base underpinning NICE guidelines is robust but narrow. While TF-CBT and EMDR are effective under controlled conditions, their applicability to routine clinical practice remains contested. The implications are clear: treatment pathways may be less effective in military, refugee, and neurodivergent populations.
[bookmark: _Toc234659098][bookmark: _Toc234659183]Rehabilitation: synthesis and evaluation
ICD-11 provides limited guidance on rehabilitation, reflecting its diagnostic purpose. Rehabilitation is instead shaped by the NICE, NHS TTAD, and TRIAD frameworks. Synthesising these frameworks reveals differing priorities: WHO prioritises diagnostic clarity; NICE emphasises evidence-based therapy; NHS TTAD focuses on service delivery and early triage; and TRIAD emphasises functional recovery and return-to-duty. However, all frameworks share a biomedical assumption that recovery is primarily an individual psychological process. Recognising the influence of social determinants such as poverty, discrimination, and housing instability can broaden understanding of trauma rehabilitation.
A broader rehabilitation framework would also recognise that recovery is shaped by access to stable housing, meaningful employment, and supportive relationships. Without these conditions, even effective relationships. Without these conditions, even effective therapy may leave the remains exposed to the same stressors that contributed to their distress. Rehabilitation should therefore be understood as a process that extends beyond clinical intervention into social reintegration and practical support.
[bookmark: _Toc234659099][bookmark: _Toc234659184]Judgement and implications
Rehabilitation models remain clinically coherent but structurally incomplete. When rehabilitation overlooks social determinants, individuals may be discharged as “treatment complete” while still living in environments that perpetuate trauma. This contributes to revolving-door services, increased NHS expenditure, and widening health inequalities.


[bookmark: _Toc234659100][bookmark: _Toc234659185]Current debates and emerging issues

[bookmark: _Toc234659101][bookmark: _Toc234659186]PTSD vs Complex PTSD
WHO introduced CPTSD (6B41) to capture chronic interpersonal trauma. MDIP (2017) argues that CPTSD is essential for recognising survivors whose symptoms extend beyond fear-based responses. However, JAMA Psychiatry (2018) warns that CPTSD risks diagnostic inflation because empirical studies often rely on self-report measures that overlap in construct definition. Overchuck (2023) supports CPTSD’s clinical relevance but acknowledges that current evidence is cross-sectional, limiting causal inference.

[bookmark: _Toc234659102][bookmark: _Toc234659187]Judgement
Evaluating these positions reveals a persistent tension between clinical usefulness and scientific rigour. CPTSD may improve the recognition of complex trauma and better reflect lived experience, particularly where trauma is prolonged, interpersonal, or developmental in nature. However, its evidence base remains emergent, and current support is still shaped by methodological limitations, including reliance on self-report measures and cross-sectional designs. As a result, premature adoption risks diagnostic inconsistency, variable treatment pathways, and the possibility of overstating its current validity. A cautious approach is therefore necessary: while CPTSD may represent a more clinically responsive framework, its integration into practice should be guided by stronger longitudinal evidence and clearer operationalisation to avoid undermining diagnostic reliability.

[bookmark: _Toc234659103][bookmark: _Toc234659188]Neurodivergence and trauma
Emerging research highlights the complex intersections between PTSD and neurodivergence. Autistic individuals may present trauma responses that diverge from ICD-11 criteria, including shutdowns, sensory overload, or atypical avoidance, while PMC (2024) argues that diagnostic systems may misclassify such responses as behavioural issues. This raises critical concerns about the universality of PTSD frameworks and the extent to which they adequately capture neurodivergent experiences.
[bookmark: _Toc234659104][bookmark: _Toc234659189]Judgement and implications
This challenges the assumption that PTSD symptoms are universally expressed. Failure to recognise neurodivergent trauma responses risks misdiagnosis, inappropriate treatment, and exclusion from services.
[bookmark: _Toc234659105][bookmark: _Toc234659190]Policy debates: NHS, MOD, national strategy
House of Commons Library (2024) identifies major policy tensions: rising PTSD prevalence, insufficient specialist provision, long waiting times, and fragmented transition pathways between MOD and NHS. TRIAD (2021) emphasises moral injury, a construct not recognised in ICD-11, raising questions about whether current diagnostic systems adequately capture military trauma.
[bookmark: _Toc234659106][bookmark: _Toc234659191]Synthesis and judgement
Collectively, these debates show that PTSD is conceptualised differently depending on institutional priorities. Diagnostic systems prioritise clarity, treatment guidelines prioritise evidence, and rehabilitation frameworks prioritise functionality. Rather than simply fragmenting care, however, this differentiation can be seen as a practical response to the distinct purposes of each system: diagnosis requires standardisation, treatment guidance depends on empirical reliability, and rehabilitation must focus on recovery and social reintegration. From this perspective, variation across frameworks does not necessarily undermine continuity of care but reflects the complexity of PTSD and the need for multiple, complementary approaches.


[bookmark: _Toc234659107][bookmark: _Toc234659192]Recommendations
1. Improve ICD-11 diagnostic sensitivity by expanding guidance on neurodivergent and culturally diverse trauma presentations. This would reduce misdiagnosis and prevent inappropriate allocation of treatment.
2. Strengthen NICE treatment pathways by incorporating evidence from naturalistic studies and military cohorts to improve external validity. This would reduce dropout rates and improve outcomes for complex trauma.
3. Integrate social-ecological rehabilitation models by addressing housing, employment, and social adversity within rehabilitation planning. Evidence shows structural factors significantly influence recovery trajectories.
4. Improve MOD-NHS transition pathways through stronger cross-sector collaboration to reduce service fragmentation and improve outcomes for veterans with moral injury.
5. Prioritise longitudinal research to strengthen understanding of long-term recovery and treatment effectiveness.
[bookmark: _Toc234659108][bookmark: _Toc234659193]Judgement and implications
Implementing these recommendations would enhance diagnostic accuracy, improve treatment effectiveness, reduce long-term NHS costs, and promote equitable trauma care for diverse populations.
[bookmark: _Toc234659109][bookmark: _Toc234659194]Conclusion
In summary, the development of PTSD classification, diagnosis, treatment, and rehabilitation reflects a system that has become more precise but still constrained by narrow evidence bases and biomedical assumptions. ICD-11 improves diagnostic reliability, yet its restricted criteria risk excluding complex, culturally diverse, and neurodivergent trauma presentations, with implications for misdiagnosis, delayed intervention, and increased NHS burden. Similarly, while NICE’s trauma-focused therapies are supported by strong RCT evidence, these trials often exclude individuals with chronic trauma or moral injury, limiting applicability to real-world populations such as veterans and refugees. Rehabilitation frameworks across NHS TTAD and TRIAD demonstrate a commitment to functional recovery and to the social determinants that shape long-term outcomes. Overall, this suggests that the future of PTSD policy should not focus only on refining diagnostic categories or improving therapy outcomes in controlled settings. It should also prioritise real-world accessibility, continuity of care, and the long-term conditions that support recovery. In this sense, a more integrated model would better reflect the complexity of trauma and the diverse needs of those affected. These gaps highlight the need for socio-ecological models, broader diagnostic guidance, and stronger longitudinal research to ensure PTSD services are equitable, clinically responsive, and capable of addressing the full complexity of trauma.
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