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Post-Traumatic Stress Disorder (PTSD) is the complicated mental disorder that manifests following a highly violent or even terrorising event such as accident, or calamity. According to Al Jowf et al. (2022), currently, PTSD is defined as a prominent health problem in the world, including a lifetime prevalence of about 3.9 percent globally and 5.6 toward individuals who have suffered trauma. PTSD has a code 6B40 in the ICD-11 and falls under the group of Mental, Behavioural and Neurodevelopmental Disorders. It is characterised by three clusters of symptoms, including the reliving of the event, avoidance of reminders, and constant feeling of danger (Higgins, 2022). Inclusion of PTSD in the ICD-11 assists in harmonising cross-cultural diagnostic practises and identification of trauma as a specific issue in clinical practise. The idea of including PTSD in the report can be explained by its increased social significance and the necessity of trauma-informed care within contemporary mental healthcare environments (Kitchiner et al., 2021). This report will critically analyse the classification and diagnosis of PTSD, discuss the treatment and rehabilitation options, current debates, and evidence-based suggestions on practice and policy changes in the future. 
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[bookmark: _Toc213794553]ICD-11 Classification
The ICD-11 uses the name PTSD with the code 6B40 as a distinct disorder, specifically related to stress as opposed to other disorders associated with anxiety disorders or mood disorders. This reclassification represents a more conceptual understanding that puts trauma as the specific provoking factor (Cruz et al., 2022). The diagnostic model singles out the three characteristic constellations of symptoms: re-experiencing the traumatic event in the present (i.e. flashbacks or nightmares), avoidance of cues related to the occurrence of the trauma and a permanent feeling of threat immediately, as demonstrated through hypervigilance or excessive startle reflexes. Such criteria were narrowed down to promote cross-cultural applicability and clinical usefulness and minimised overlap with other conditions, including depression or generalised anxiety (Mishu et al., 2023). The term disorder has, however, been criticised for pathologising normal adaptive responses to extreme stress. Kiyimba et al. (2022) claim that medicalising trauma is harmful because it creates an illusion that the situation is individual instead of socio-political and cultural, resulting in excessive dependence on psychiatric labels instead of comprehensive recovery models. 

[bookmark: _Toc213794554]Diagnostic Criteria And Process
According to the ICD-11 diagnostics of 6B40 PTSD, the exposure to a specific and especially threatening or horrific event is followed by symptoms of re-experience, avoidance, and persistent feeling of current threat that persist during several weeks and result in significant functional impairment (WHO, 2019). In comparison to ICD-10, which covered a wider, but less specific spectrum of symptoms, ICD-11 is more triadic, also targeting a more exact diagnosis and cross-cultural validity. Conversely, the DSM-5 extends PTSD to include changes in mood and thinking and comes with 20 possibilities (Siddaway, 2024). World Health Organisation (2024) contends that the simplified ICD-11 platform minimises the diagnostic overlap with depression and anxiety disorders and enhances the applicability of clinical practices in low-resource and international settings. Plant et al. (2024), however, criticise that such parsimony can underestimate emotional and cognitive disturbances that are major in many trauma responses, which may mean that there are people with complicated symptom expressions without the right diagnosis and treatment. 

[bookmark: _Toc213794555]Theoretical Framing And Cultural Critique
Cognitive-behavioural and neurobiological models are two resilient theories that can explain the PTSD symptomatology. Higgins (2022) postulates that re-experiencing and hypervigilance are sustained by persistent memories about traumatic events and maladaptive appraisals, whereas Pitman et al. (2012) identify changes in fear circuitry, such as the amygdala and prefrontal cortex, as neurobiological mechanisms of amplified threat perception. Although ICD-11 provides easy-to-understand criteria, Patel and Hall (2021) argue that cultural differences in the manifestations of trauma, including somatic complaints or culturally approved reactions, are not adequately covered, which can lead to underdiagnosis of non-Western groups. The concept of creating Complex PTSD (6B41) including the affective dysregulation, interpersonal difficulty, and self-concept disturbances has been controversial; some researchers (Paulus et al., 2021) express that it helps understand that treating a person with a long-term trauma fully requires establishing a different category, but opponents of this approach believe that the establishment of a separate category demoralises cognition and clinical decision-making. The results confirm the need to develop culturally sensitive diagnostic models that are specific or comprehensive. 
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Treatments of PTSDs involve a combination of psychotherapeutic, pharmacological, and psychosocial treatment, as the condition involves intricate interactions of cognitive, emotional, and neurobiological functions. Trauma-Focused Cognitive Behavioural Therapy (TF-CBT) and Prolonged Exposure Therapy (PE) are also known as first-line treatments. There are indicators that these interventions produce a significant reduction in symptoms in 60-80%  of people (Kazdin, 2024). TF-CBT is aimed at maladaptive cognition and avoidance behaviours associated with trauma, emotional processing, and PE has gained popularity in the repetitive, controlled exposure to the experiences of traumatic amnesia in order to decrease the distress. But other researchers believe that CBT might not be capable of tackling interpersonal and emotional complexities in patients with persistent or repeated trauma, including survivors of chronic abuse (Ross et al., 2021). Another empirically supported intervention that has the support of Filippini (2025) is the Eye Movement Desensitisation and Reprocessing (EMDR), combining bilateral stimulation and processing of trauma memories. 
According to neurocognitive research, EMDR can potentially enhance the adaptive memory reconsolidation process, as well as minimise hyperarousal (Krupnik, 2021). Though proven effective, such critiques as mentioning limitations, namely the variability of methodologies in different studies, possible dependency on the skill of therapists, and a scarcity in low-resource environments, point up doubts. Pharmacotherapy usually incorporates the use of selective serotonin reuptake inhibitors (SSRIs) like sertraline and paroxetine, which are administered to treat core PTSD symptoms, especially hyperarousal and intrusive thoughts. Although SSRIs are effective in short-term symptom reduction, their long-term efficacy is minimal, and adherence can be lowered by side effects like sexual dysfunction, gastrointestinal and emotional blunting (Marks, 2023). As a result, pharmacotherapy is not preferred as a treatment but as an additional measure to psychotherapy. In addition to the biomedical methods, ICD-11 and WHO recommendations focus on psychosocial rehabilitation, community reintegration, social support, and functional recovery. In the holistic care models, trauma-informed care, peer support, mindfulness-based intervention, and narrative therapy are used to cover the relational, cultural, and identity aspects of recovery (Hytman et al., 2025).
These are considered better than reducing symptoms and agenda to power up, stay on and enhance the quality of life. Nevertheless, practical application is constrained by major obstacles, such as the limited number of therapists, the intensive resource requirements, and the prevalent mental health stigma, to name a few, especially in low- and middle-income countries (LMICs) and conflict zones (Taha, 2022). Importantly, the discussion about the proportionality of biomedical and psychosocial treatment continues nowadays. Other researchers claim that treatment approaches in the West are highly symptom-focused when expanding on recovery objectives without consideration of cultural, social, and systemic determinants of trauma reactivity (Mo'men Bany-Mohammed et al., 2025). On the contrary, the research of LMIC settings validates community-based and scalable psychosocial interventions as effective options in areas with no formal mental health facilities (Partiwi, 2024). The outcomes of rehabilitation are now more and more evaluated not just based on symptom remission, but also on social functioning, resilience, occupational engagement, and general quality of life (Yang et al., 2022).
Overall, CBT, EMDR, and pharmacotherapy are core treatments for PTSD; however, psychosocial rehabilitation and culturally aware and holistic care are needed to achieve recovery sustainably. The results of recent research endorse a multi-modal model that empowers and balances clinical effectiveness with social reintegration, and the flexibility to various cultural and resource environments to emphasise the weaknesses of biomedical paradigms. 
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Emerging controversies in the conceptualisation and classification of PTSD are symptomatic of wider struggles between medicalising, clinical utility, and cultural sensitivity. Andleeb (2025) states that overdiagnosis of PTSD in non-clinical groups is a danger, especially when faced with a general state of adversity, wherein distress can be an expression of adaptation or normality, and not the sign of a pathological condition. Such a criticism contradicts the view of inevitable exposure to a disorder as a result of trauma exposure and downplays the aspects of psychiatric labelling of causes of suffering through social, political, and environmental factors. Moreover, the inclusion of Complex PTSD (6B41) into ICD-11 has been controversial. Its advocates state that a discriminated CPTSD, which is marked by affective dysregulation, interpersonal problems, and negative self-concept, would increase diagnostic accuracy and inform specific interventions (Upright, 2022). Critics also argue that instituting a distinction threatens the pathologisation of the natural variations of trauma responding, which will sever clinical knowledge and create complexity in service delivery (Goldberg and Grey, 2025). 
Neuroscientific discourse also creates problems with classification; Is PTSD more of a memory disorder, including intrusive recollection and impaired consolidation, or a fear conditioning disorder, hyperarousal and exaggerated responses to threat (Lokshina et al., 2023). Recent findings indicate the two processes are interconnected and promote multi-dimensional frameworks of symptom development and maintenance. Neurodivergence and intersectionality also have certain issues in diagnostics and clinical care. The presence of PTSD symptoms can be confused with or overshadowed by other conditions, including ADHD or autism, making their accurate diagnosis difficult and worrying diagnoses (Gupta et al., 2025). Cultural and gender biases also affect the perception and seeking of symptoms; men can underreport internalising symptoms alongside society-related cultural discrepancies in trajectories that might manifest in the form of somatic symptoms, which will be underdiagnosed within Western-dominated diagnostic systems (Chopra, 2025). These problems make it clear that culturally sensitive evaluation instruments and practitioner education concerning intersectional trauma recognition are needed. 
These debates have the same effect on policy and practice. NHS England has focused on the use of trauma-informed working methods in health and social care to ensure that service conditions are established based on trauma prevalence, re-traumatisation, and recovery (2023). At the same time, digital interventions such as virtual reality (VR) exposure therapy and mobile CBT applications provide a feasible remedy in systematising symptom management. Though reports show positive potentials, ethical and access issues have surfaced, especially data privacy, technological literacy, and fair treatment of the marginal groups (Paccoud et al., 2024). In general, the modern discussions highlight the necessity of adopting balanced schemes with neurobiological, psychosocial, and cultural approaches, helping to pursue the ethical, effective, and inclusive care and treatment of PTSD. 
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To improve the diagnosis, treatment, and rehabilitation of PTSD, a number of evidence-based recommendations can be suggested. To begin with, culturally sensitive and gap-informed diagnostic frameworks should be adopted, which would guarantee precise identification in a wide variety of populations. Ballard and Campinha-Bacote (2025) note that assessment tools that incorporate the cultural context can minimise misdiagnosis and enhance care engagement. Second, the digitalisation and community-based model of rehabilitation are scalable, especially within the low-resource environment. Exposure therapy based on virtual reality, computer-based CBT tools, and community interventions delivered by peers has proven effective in symptom reduction in addition to increasing accessibility and patient empowerment (Ross et al., 2021). 
Third, promoting joint studies addressing biological, psychological, and social predictors of recovery may enhance the knowledge on variability of individuals in response to treatment, which can inform the development of personalised care (Plant et al., 2024). Lastly, it is important to implement emergency health policies in the community. Evidence-based interventions in conflict-related, domestic violence, or natural disaster settings can prevent structural psychological sequelae and decrease the prevalence of PTSD on a population level (World Health Organisation, 2024). All these suggestions promote taking a holistic, culturally sensitive, and evidence-based approach that will cut across clinical, social, and policy areas, finally improving recovery rates and resilience in persons with PTSD. 
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Overall, the ICD-11 definition of PTSD in the section 6B40 is a strong move towards more specificity and a standardised approach to diagnosing trauma-related disorders worldwide. The new criteria increase detection accuracy by prioritising the key groups of symptoms, which aids in distinguishing PTSD among close conditions. Nevertheless, effective management cannot be limited to correct diagnosis but also incorporates biological, psychological, and sociocultural aspects of trauma recovery. Person-centred care based on evidence-based therapies, psychosocial assistance, cultural competence, and community participation is needed to develop resilience, functional restoration, and the long-term well-being. The balance systems play a very crucial role in mitigating the personal and social impact of the trauma.
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