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Disclaimer 

The author is a member of the WHO Advisory Group 

on Stress-Related Disorders for ICD-11. The 

proposals to be discussed are currently out for public 

consultation. Any views expressed are not those of 

WHO or of the Advisory Group and do not in any way 

represent WHO policy.  
 



Problems with DSM-IV 

• No satisfactory definition of what PTSD ‘is’ has yet been 
established 

• The 3 DSM-IV symptom clusters are not supported - 
avoidance and numbing are separate. These clusters do 
not belong to a higher-level entity (‘PTSD’) 

• There is disagreement over the stressor criterion 
• There are nearly 80,000 valid combinations of symptoms 
• Comorbidity is extremely high 
• Diagnosis is extremely complex, reducing clinical utility 
• Controversies in applying diagnosis to cancer patients etc 



The ICD-10 approach 

• There is no formal stressor criterion, only guidelines   
allowing clinicians to use their own judgement 

• There is a more explicit emphasis on reexperiencing, 
    specifically “reexperiencing in intrusive memories 
    (‘flashbacks’), dreams or nightmares”  
• There is no impairment criterion 
Also to note: 
• The ICD-10 version of the diagnosis has been less 

influential in research 
• Existing studies suggest it is more lenient than the DSM-IV 

diagnosis 



Specific problems with ICD-10 

• restriction to “events which are likely to cause pervasive 
distress in almost everyone” 

• reference to ‘typical’ diagnostic features rather than 
clearly distinguishing the essence of the disorder, as is 
done for OCD, panic etc 

• ‘intrusive memories’ are now known not to be the same 
as ‘flashbacks’ 

• importance of active avoidance insufficiently emphasised 
• details about course of the disorder need updating 



Proposals for ICD-11 
• Update ICD-10 with recent findings, including 

importance of cultural variations and settings 
• Make the core features of the disorder more 

explicit, so as to (a) simplify diagnosis, (b) reduce 
qualifying combinations of symptoms, (c) reduce 
comorbidity, (d) provide a meaningful contrast 
with DSM-5 by addressing some of its 
shortcomings, (e) facilitate scientific research 

• Introduce impairment criterion to address possible 
over-leniency relative to DSM-IV and DSM-5 



Proposed definition of PTSD 

This disorder follows exposure to an extremely threatening 
or horrific event or series of events. It consists of 3 core 
elements: (a) Reexperiencing: vivid intrusive memories, 
flashbacks, or nightmares that involve reexperiencing in the 
present, accompanied by fear or horror; (b) Avoidance: 
marked internal avoidance of thoughts and memories or 
external avoidance of activities or situations reminiscent of 
the traumatic event(s); (c) Hyperarousal: a state of 
perceived current threat in the form of hypervigilance or an 
enhanced startle reaction. The symptoms must also last for 
several weeks and interfere with normal functioning. 
 



Diagnostic guidelines 

The disorder follows an event or situation (either short- or long-
lasting) of an extremely threatening or horrific nature 
(including, but not limited to: the experiencing of natural or 
man-made disaster; combat; serious accident; torture and 
other forms of ill-treatment; rape and other forms of sexual 
violence; terrorism, assault, or other crime; and acute life-
threatening illness such as a heart attack; the witnessing in 
person of the threatened or actual injury or death of others 
in a sudden, unexpected, or violent context; the 
confrontation with the sudden, unexpected or violent death 
of a loved one. Sometimes there is a series of  events that 
cumulatively lead to extreme threat of death or serious injury 
(such as being detained under harsh  conditions, starvation, 
being stalked, or proximity to repeated bomb attacks), or to 
extreme horror (such as body-handling). 

 



Diagnostic guidelines 

The first core element is reexperiencing, in which the event(s) 
are not just remembered but are sensed as occurring again 
in the present. This typically occurs in the form of vivid 
intrusive images or memories (‘flashbacks’) accompanied by 
strong emotions and physical sensations. Flashbacks can 
vary from mild (there is a transient sense of the event 
occurring again in the present) to severe (there is a 
complete loss of awareness of present surroundings). 
Reexperiencing may also occur in repetitive dreams or 
nightmares that are thematically related to the traumatic 
event(s)  



Diagnostic guidelines 

The second core element is deliberate avoidance of 
reminders likely to produce reexperiencing of the 
traumatic event(s). This may take the form either of 
internal avoidance of relevant thoughts and 
memories, or external avoidance of people, 
conversations, activities, or situations reminiscent 
of the event(s). In extreme cases the person may 
change their environment (e.g. move house or job) 
to avoid reminders.  

  



Diagnostic guidelines 

The third core element is a perception of heightened current 
threat, as indicated by hypervigilance or an enhanced startle 
reaction to events such as unexpected noises. Hypervigilant 
persons constantly guard themselves against danger and feel 
themselves or close others to be under immediate threat either 
in specific situations or more generally. They may adopt new 
behaviors designed to ensure safety (e.g. only sit in certain 
places on trains, repeatedly check in vehicles’ rear-view 
mirror).  

 



Diagnostic guidelines 

Other commonly-occurring symptoms are shared with other 
disorders and are not essential for diagnosis: 

 
– Anxiety symptoms such as panic, obsessions, and compulsions 
– Ruminative thoughts indicating preoccupation with the traumatic 

event(s) 
– General dysphoria in the form of emotional blunting, anhedonia, lack 

of a perceived future, insomnia, irritability, and concentration 
problems 

– Dissociative symptoms such as memory disturbances (e.g. 
dissociative amnesia) and pseudo-hallucinations (e.g. hearing own 
thoughts as voices) 

– Suicidal ideation and behaviour 
– Changes in interpersonal attitudes and behaviour including social 

withdrawal, suspicion, and distrust 
 



Summary and contrast with DSM-5 

Although guidance about what is a traumatic event is provided, 
this is left to clinicians’ discretion (no formal Criterion A) 

Definition is in terms of core elements rather than typical 
features 

There are only 6 PTSD symptoms in all (2 reexperiencing, 2 
avoidance, and 2 hyperarousal), resulting in 27 different 
combinations of qualifying symptoms 

Although there are fewer symptoms, they are much more 
specific 

There is no formal cutoff of 4 weeks, only a more general 
requirement that the symptoms last for “several weeks” 

The impairment requirement brings PTSD more into line with 
DSM-5 
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Clinical Utility is the Organizing Principle in 
ICD Classification Development 



 
 

 Meta-structure Classification of Diagnoses 
 Consistent with clinicians mental health taxonomies  
 Based on distinctions important for management and 
treatment 

 
  Diagnoses  
 Should be small in number 
 Limited number of symptoms (3-5) 
 No subtypes  

Characteristics  of a Diagnostic System 
with Clinical Utility  

Reed, 2010 
Prof Psych Res Prac, 457-464 



 
 

 Facilitates communication (among clinicians, 
patients, administrators)  

 
 Has good implementation characteristics   

• goodness of fit (match to observable 
symptoms) 
• ease of use (limited time needed to use it) 

 
 Useful in selecting interventions and making 
clinical management decisions 

Characteristics  of a Diagnosis with  
Clinical Utility  

Reed, 2010 
Prof Psych Res Prac, 457-464 



Enduring Personality Change Associated with 
Catastrophic Events (EPCACE) F62.0  
 

 Chronically feeling on edge, a sense of threat (fear 
activation) 
 Hostile and mistrustful attitudes towards the world 
(relational) 
 Social Withdrawal (relational)  
 Estrangement: feeling different from others, out of the 
•  mainstream, unseen; rejected (self-relational)  
 Feelings of emptiness and despair (self)  
 Symptoms must be present for at least two years 

Following  a catastrophic or excessive prolonged stress:  



 Revision of Meta-Classification   
 

 EPCACE removed from Personality Disorders section of 
ICD  
 Included within the spectrum of Disorders Associated 
with Stress 

 





Relationship to Classification Hierarchy  
 

 Rename EPCACE to “Complex PTSD”  
• Pilot data (n=358)  indicate that group scoring  “yes” on the clinical cut-

off for “chronic sense of threat”  included  nearly everyone with PTSD   
• Eliminate the “chronic threat” criterion  and replace it with core PTSD 

spectrum symptoms (re-experiencing/avoidance/arousal)    
 
 Clarify role of prolonged or multiple traumas  

• They are a risk factor not a requirement for Complex PTSD   
• This allows recognition of the influence of additional risk  and 

protective factors at the individual level (genetic factors endowing 
either vulnerability or resilience) and  the societal level (social support 
or disregard/stigma).  

 
 Define Complex PTSD by reference to symptoms: 
 PTSD (core symptoms) are a prerequisite   
PLUS 
 Symptoms representative in personality domain (persistent affective, 
self and interpersonal dysfunction)  

 





Complex PTSD: Proposed Revision of  F62.0 EPCACE 
4 Symptom Clusters  

 PTSD core symptoms  (replaces chronic feeling of threat) 
 

 Affect Dysregulation –  heightened emotional reactivity, violent outbursts, 
impulsive or reckless behaviors and dissociation (new)  
 

 “Defeated/Diminished” Self   marked by feeling diminished, defeated and 
worthless, feelings of shame, guilt, or despair (extends despair)  
 

 Disturbed Relationships marked by difficulties in feeling close to others, 
having little interest in relationships or social engagement more generally. 
There may be occasional relationships but the person has difficulty 
sustaining them. (combines and extends detachment and social withdrawal)  
 

 
 
 



Following the stressor and co-occurring with the PTSD symptoms,  the development 
of persistent and pervasive impairments in  affective,  self, interpersonal and  
relational  functioning  including:  
 
• Affect  problems characterized by heightened emotional reaction to minor 

stressors, violent outbursts, reckless or self destructive behavior and tendency 
toward dissociative states when under stress. In addition, there may be 
emotional numbing, particularly a lack of ability to experience pleasure or 
positive emotions.  

   
• A disturbed sense of self. The individuals also develops persistent beliefs about 

himself or herself as diminished, defeated or worthless accompanied by deep 
and pervasive feelings of shame, guilt or failure related to, for example, not 
having escaped from or succumbing to the adverse circumstance, or not having 
been able to prevent the suffering of others.    

    
• There are also persistent difficulties in sustaining relationships. This may present 

in a variety of ways and is characterized primarily by difficulties in feeling close to 
others. The person may consistently avoid, deride or have little interest in 
relationships and social engagement more generally. Alternatively there may be 
occasional intense relationships but the person has difficulty sustaining them.    

 

ICD-11 Complex PTSD 















 Summary on ICD-11 Complex PTSD  
 

 Intuitively placed in meta-categorization scheme as 
 “sibling” to PTSD 
 Types of symptoms  conceptually, intuitively organized   
 Number of  symptoms limited  
 Different  classes of patients  identified     
 Different antecedents  (type of trauma hx as risk factor)  
 Different levels of  functional impairment   
 Different treatment  duration  ?  
 Different  types of interventions ?  



 Next Steps: Testing Clinical Utility   
 

 Are CPTSD and PTSD easy to distinguish from one 
another ? 

 
 Are the symptoms easy to communicate? 

 
 Is the CPTSD diagnosis easy to implement?   

 
 Does the diagnosis have value in guiding treatment and 
prognosis? 




