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Post-Traumatic Stress Disorder (PTSD) is a mental health condition that can arise after exposure to traumatic experiences such as violence, abuse, accidents or life-threatening situations (World Health Organization, 2019). It is classified within the International Classification of Diseases, 11th Revision (ICD-11), under “Disorders Specifically Associated with Stress” (code 6B40), reflecting a structured and medicalised framework used to diagnose trauma-related responses (World Health Organization, 2019; Brewin et al., 2017).
Post-Traumatic Stress Disorder (PTSD) affects a significant proportion of the population, with prevalence varying across regions and demographic groups. In the United Kingdom, approximately 4% of individuals are currently living with PTSD, with up to 1 in 10 people experiencing the condition at some point in their lives, highlighting its relevance as a public health concern (National Health Service, 2023). Globally, lifetime prevalence is estimated at around 3.9%, increasing among those exposed to traumatic events (World Health Organization, 2021; Koenen et al., 2017). Although exposure to trauma is common worldwide, not all individuals develop PTSD, suggesting the influence of additional social and environmental factors (Koenen et al., 2017).
Notably, gender differences are consistently observed, with women being approximately twice as likely as men to develop PTSD, often linked to higher exposure to interpersonal and gender-based violence (Brewin et al., 2017; World Health Organization, 2021). These epidemiological patterns indicate that PTSD is not only a clinical condition but also a socially influenced phenomenon, shaped by broader inequalities and contextual factors. These differences suggest that PTSD cannot be understood purely from a biological perspective but must also consider gendered experiences of trauma and social inequality (Brewin et al., 2017).
PTSD is characterised by symptoms such as re-experiencing, avoidance and a persistent sense of threat, which can significantly impact daily functioning and overall wellbeing (World Health Organization, 2019). While widely recognised in clinical practice, its classification and treatment remain debated, particularly regarding the medicalisation of trauma and the use of standardised approaches (Summerfield, 2001; Johnstone and Boyle, 2018).
This report critically examines PTSD within the ICD-11 framework, focusing on its classification, diagnosis and the language used to define the condition. It also evaluates contemporary treatment and rehabilitation approaches, assessing their effectiveness and limitations. Additionally, the report explores current debates, including Complex PTSD and trauma-informed care, and considers their implications for health and social care practice and policy (Cloitre et al., 2018; UK Trauma Council, 2023).
[bookmark: _Toc227442130]2. Classification and Diagnosis 
Post-Traumatic Stress Disorder (PTSD) is recognised in the International Classification of Diseases, 11th Revision (ICD-11) as part of the category “Disorders Specifically Associated with Stress”, under diagnostic code 6B40 (World Health Organization, 2019). In this framework, PTSD is positioned alongside other conditions linked to identifiable stressors, highlighting the connection between traumatic exposure and psychological distress (World Health Organization, 2019)
An important feature of the ICD-11 approach is its use of the term “disorder”. This wording places PTSD within a medical model and suggests the presence of clinically significant dysfunction requiring formal diagnosis and intervention (Brewin et al., 2017; Cloitre et al., 2018). However, this terminology has been criticised because some responses to trauma may also be understood as human reactions to extreme experiences rather than purely pathological conditions (Summerfield, 2001). This reflects a wider debate between medical and psychosocial interpretations of mental distress (Johnstone and Boyle, 2018).
ICD-11 identifies three core symptom groups in PTSD. The first is re-experiencing the trauma, which may involve intrusive memories, flashbacks and distressing dreams (World Health Organization, 2019; Brewin et al., 2017). These experiences are often vivid and emotionally intense and may be accompanied by physiological reactions. The second is avoidance, where the individual attempts to stay away from reminders of the traumatic event, including thoughts, memories, people or situations associated with it (World Health Organization, 2019). The third is an ongoing sense of current threat, commonly shown through hypervigilance and an exaggerated startle response (World Health Organization, 2019).
For PTSD to be diagnosed, these symptoms must continue for several weeks and lead to notable impairment in personal, social or occupational functioning (World Health Organization, 2019). Compared with earlier diagnostic models, ICD-11 adopts a more concise structure intended to improve clinical usefulness and international applicability (Cloitre et al., 2018). Even so, some authors argue that this simplified model may risk overlooking the complexity of certain trauma responses (Ford, 2020).
Diagnosis is usually based on clinical assessment and may include structured interviews and validated screening tools such as the International Trauma Questionnaire (ITQ) (Cloitre et al., 2018). Even with these tools, diagnosis is not entirely objective, as it depends heavily on personal reporting and professional judgement. Cultural context may also influence how symptoms are expressed and interpreted, suggesting that assessment should remain sensitive to individual background and lived experience (Johnstone and Boyle, 2018). Cultural differences may further influence how symptoms are expressed and understood, raising questions about the universality of ICD-11 criteria (Hinton & Lewis-Fernández, 2011). Therefore, while the ICD-11 provides a valuable framework for diagnosis, it is important to recognise its limitations and the need for culturally sensitive and individualised assessment approaches (Summerfield, 2001).
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Contemporary approaches to treating Post-Traumatic Stress Disorder (PTSD) mainly emphasise psychological interventions, with pharmacological support used where necessary (NICE, 2018; NHS, 2021). According to the National Health Service (NHS), first-line treatment for PTSD usually consists of trauma-focused psychological therapies, demonstrating a move away from strictly medical models towards more holistic and person-centred care (NHS, 2021).
Within the United Kingdom, PTSD care is largely delivered through psychological therapies, particularly Trauma-Focused Cognitive Behavioural Therapy (TF-CBT) and Eye Movement Desensitisation and Reprocessing (EMDR), provided within the National Health Service in accordance with National Institute for Health and Care Excellence guidelines (National Health Service, 2023; National Institute for Health and Care Excellence, 2018). Access to these services is commonly through IAPT programmes in primary care settings (National Health Service England, 2019).
In addition to statutory services, voluntary organisations such as Mind, Combat Stress and Rape Crisis England & Wales offer specialised and community-based support, helping to complement NHS provision (Mind, 2022; Combat Stress, 2023; Rape Crisis England & Wales, 2023). However, access to treatment continues to vary, as high demand and limited resources can delay timely intervention (National Health Service, 2023).
This multi-agency model highlights the value of collaboration between health, social care and voluntary sectors in supporting individuals affected by trauma (National Institute for Health and Care Excellence, 2018).
One of the most recommended interventions is Trauma-Focused Cognitive Behavioural Therapy (TF-CBT), which supports individuals in processing traumatic experiences and reshaping negative thought patterns linked to the event (NICE, 2018). Similarly, Eye Movement Desensitisation and Reprocessing (EMDR) is widely recognised as an effective treatment (NICE, 2018; Krüger-Gottschalk et al., 2025). EMDR involves recalling distressing memories while engaging in bilateral stimulation, such as guided eye movements, with the aim of reducing emotional intensity (NHS, 2021). Exposure therapy is also frequently used, allowing individuals to gradually face trauma-related stimuli in a safe and controlled environment (Coventry et al., 2020).
Although these psychological interventions are supported by strong evidence and are effective for many individuals, there are still notable limitations (Megnin-Viggars et al., 2019). For example, trauma-focused therapies can be emotionally demanding and may initially increase distress, which can result in disengagement or higher dropout rates (Megnin-Viggars et al., 2019). In addition, access to these therapies within public healthcare systems such as the NHS is not always consistent, with long waiting times delaying support (NHS England Digital, 2022). This raises concerns about equity of access and the practicality of recommended treatment pathways (PTS UK, 2023).
Pharmacological treatments, particularly selective serotonin reuptake inhibitors (SSRIs), may also be used in managing PTSD, especially when psychological therapies are unavailable or have not been effective (NICE, 2018; Royal College of Psychiatrists, 2020). Medications such as sertraline can help to reduce symptoms including anxiety, insomnia and low mood (NHS, 2021). However, a key limitation is that medication does not directly address the underlying trauma, instead focusing on symptom management, which may lead to long-term reliance without promoting full psychological recovery (Megnin-Viggars et al., 2019). Side effects, including emotional blunting and dependency concerns, may further complicate treatment (Royal College of Psychiatrists, 2020).
Beyond clinical interventions, rehabilitation plays an essential role in long-term recovery. There is increasing emphasis on trauma-informed care, which acknowledges the widespread impact of trauma and prioritises safety, empowerment and collaboration in service delivery (SAMHSA, 2014; Traumatic Stress Wales, 2020). This approach is especially relevant in health and social care contexts, encouraging professionals to shift from asking “What is wrong with you?” to “What has happened to you?”, fostering a more compassionate and person-centred understanding of distress (SAMHSA, 2014).
Social support systems, including peer support groups and community-based interventions, also contribute significantly to recovery by reducing isolation, strengthening coping strategies and supporting social reintegration (PTS UK, 2023). From a social work perspective, addressing wider social determinants such as housing, employment and family support is crucial in promoting recovery from PTSD (Traumatic Stress Wales, 2020).
Overall, while current treatment approaches for PTSD demonstrate considerable effectiveness, particularly psychological therapies, important limitations remain (NICE, 2018; Megnin-Viggars et al., 2019). Issues related to access, individual variation in treatment response and reliance on medication highlight the need for more integrated, flexible and person-centred models of care (NHS, 2021; Krüger-Gottschalk et al., 2025).
[bookmark: _Toc227442132]4. Effectiveness and Limitations of Treatment Approaches 
Contemporary treatment approaches for Post-Traumatic Stress Disorder (PTSD), particularly trauma-focused psychological therapies, have demonstrated strong effectiveness in reducing core symptoms (Lewis et al., 2020). Interventions such as Trauma-Focused Cognitive Behavioural Therapy (TF-CBT) and Eye Movement Desensitisation and Reprocessing (EMDR) are supported by substantial evidence base and are widely recommended within clinical guidelines, including those of the National Health Service (NICE, 2018; NHS, 2021). These therapies can significantly improve emotional regulation, reduce intrusive symptoms and enhance overall functioning for many individuals (de Belli et al., 2025).
However, despite their effectiveness, important limitations remain. One key issue is accessibility (Megnin-Viggars et al., 2019). Within public healthcare systems such as the NHS, long waiting times and limited availability of specialised therapists can delay treatment, potentially worsening symptoms over time (NHS England Digital, 2022). This raises concerns regarding health inequalities, as individuals from disadvantaged backgrounds may face greater barriers to accessing appropriate care (PTS UK, 2023).
Furthermore, not all individuals respond equally to treatment. Trauma-focused therapies can be emotionally intense, and for some individuals, particularly those with complex or prolonged trauma histories, these interventions may lead to increased distress or disengagement (Megnin-Viggars et al., 2019). This highlights the limitations of a standardised treatment model and suggests the need for more flexible and individualised approaches (Lewis et al., 2020).
Pharmacological treatments, while useful in managing symptoms, present additional limitations. As these interventions primarily target symptoms rather than the underlying trauma, they may not support long-term recovery (Knipe & Hinton, 2023). Side effects and concerns regarding dependency further complicate their use (Aherne et al., 2025). Therefore, while current treatment approaches are effective for many, their limitations emphasise the need for more accessible, inclusive and person-centred models of care (NICE, 2018; NHS, 2021).
[bookmark: _Toc227442133]5. Current Debates and Emerging Issues 
The classification and treatment of Post-Traumatic Stress Disorder (PTSD) remain subject to significant debate within contemporary mental health discourse (Summerfield, 2001; Johnstone & Boyle, 2018). One of the most prominent debates relates to the medicalisation of trauma. While the ICD-11 classifies PTSD as a “disorder”, some scholars argue that this may pathologies natural human responses to extreme events (World Health Organization, 2019; Johnstone & Boyle, 2018). From this perspective, distress following trauma may not always indicate a mental disorder but rather an understandable reaction to adverse experiences (Summerfield, 2001). This raises important ethical and clinical questions about where the boundary lies between normal distress and diagnosable pathology (Summerfield, 2001; Boyle, 2011).
A further area of debate concerns the distinction between PTSD and Complex PTSD, which has been formally recognised within the ICD-11 as a separate diagnosis (6B41) (World Health Organization, 2019; Cloitre et al., 2018). Complex PTSD is typically associated with prolonged or repeated trauma, such as childhood abuse or domestic violence, and includes additional symptoms related to emotional regulation, self-concept and interpersonal difficulties (Cloitre et al., 2018). While this distinction has been welcomed for acknowledging the impact of chronic trauma, some critics argue that it risks over-complicating diagnostic frameworks and contributing to overdiagnosis (Ford, 2020). Others suggest that it represents a necessary step towards more nuanced and trauma-informed understanding (Cloitre et al., 2018; Kazlauskas et al., 2018).
The growing emphasis on trauma-informed care represents another significant shift in contemporary practice. This approach moves away from a deficit-based model and instead prioritises understanding individuals’ experiences of trauma within their social and environmental contexts (Substance Abuse and Mental Health Services Administration, 2014). By reframing the question from “What is wrong with you?” to “What has happened to you?”, trauma-informed care challenges traditional medical models and promotes a more compassionate and holistic approach to mental health care (SAMHSA, 2014; Sweeney et al., 2016). This has important implications for health and social care professionals, particularly in promoting safe, empowering and collaborative environments (Sweeney et al., 2016).
Additionally, broader debates around diagnostic labelling and the “drop the disorder” movement have begun to influence how mental health conditions are understood (Kinderman et al., 2013; Johnstone & Boyle, 2018). These perspectives question whether diagnostic labels may contribute to stigma or reduce complex human experiences to simplified categories (Boyle, 2011). While diagnostic frameworks such as the ICD-11 are essential for clinical consistency and access to treatment, they may not fully capture the lived experience of trauma (Johnstone & Boyle, 2018).
Overall, these debates highlight the evolving nature of mental health classification and treatment. They emphasise the need for a balance between clinical diagnosis and a more person-centred, socially informed understanding of distress (Kinderman et al., 2013; Sweeney et al., 2016). For practitioners, this requires ongoing critical reflection and adaptation to ensure that care remains both evidence-based and responsive to individual needs (Johnstone & Boyle, 2018).
[bookmark: _Toc227442134]6. Recommendations 
Based on the analysis of Post-Traumatic Stress Disorder (PTSD), several key recommendations can be proposed to improve treatment outcomes and service delivery within health and social care systems (NICE, 2018; Johnstone & Boyle, 2018). Firstly, there is a clear need to improve access to trauma-focused psychological therapies. Long waiting times within services such as the National Health Service can delay early intervention, potentially leading to symptom escalation (NHS England, 2022). Increasing investment in mental health services and workforce capacity is therefore essential (NHS England, 2022; Royal College of Psychiatrists, 2020).
Secondly, a greater emphasis on trauma-informed care should be implemented across all health and social care settings. This requires comprehensive training for professionals to ensure that services are delivered in a way that promotes safety, trust and empowerment (SAMHSA, 2014; Sweeney et al., 2016). Embedding trauma-informed principles can improve engagement and reduce the risk of re-traumatisation (Sweeney et al., 2016).
In addition, treatment approaches should be more individualised and culturally sensitive. Current standardised models may not adequately reflect the diverse experiences of individuals affected by trauma (Hinton & Lewis-Fernández, 2011). Practitioners should consider cultural, social and environmental factors when assessing and supporting individuals with PTSD (Hinton & Lewis-Fernández, 2011; Johnstone & Boyle, 2018).
Furthermore, there is a need to reduce the over-reliance on pharmacological interventions. While medication may be beneficial in managing symptoms, it should not replace psychological and social approaches that address the root causes of trauma (NICE, 2018; Knipe & Hinton, 2023). A more integrated, multidisciplinary approach combining psychological, social and community-based support is recommended (NICE, 2018; SAMHSA, 2014).
Overall, these recommendations highlight the importance of developing more accessible, person-centred and holistic approaches to PTSD treatment and rehabilitation (Johnstone & Boyle, 2018; Sweeney et al., 2016).

















[bookmark: _Toc227442135]7. Conclusion 

In conclusion, Post-Traumatic Stress Disorder (PTSD) is a complex and multidimensional mental health condition recognised within the ICD-11, reflecting a largely medicalised framework that has been increasingly challenged in recent mental health discourse (World Health Organization, 2019; Johnstone and Boyle, 2018). Although trauma-focused psychological therapies, including those recommended by the National Institute for Health and Care Excellence, have shown strong effectiveness in alleviating symptoms and supporting recovery, a number of important challenges remain (NICE, 2018). These include limited access to services, differences in how individuals respond to treatment, and an ongoing dependence on pharmacological approaches, which may not fully address the root causes of trauma (Megnin-Viggars et al., 2019).
In addition, continuing debates around the medicalisation of trauma and the differentiation between PTSD and Complex PTSD emphasise the changing nature of mental health classification (Cloitre et al., 2018; Sweeney et al., 2016). These perspectives highlight the importance of moving beyond strictly diagnostic models towards more holistic, trauma-informed and person-centred approaches to care. Such approaches should take into account wider social, cultural and ethical influences, including inequality and individual lived experience (Hinton and Lewis-Fernández, 2011).
Ultimately, improving outcomes for individuals living with PTSD requires a balanced combination of evidence-based interventions and compassionate, inclusive, and context-sensitive care.
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