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ADVANCING SCIENCE AND PROMOTING UNDERSTANDING OF TRAUMATIC STRESS

Literature on DSM-5
and ICD-17: An Update

In 2014, Matthew J. Friedman published a PTSD
Research Quarterly article reviewing the 11th
edition of the International Classification of
Diseases (ICD-11; World Health Organization
[WHO], 2018) and the fifth version of the
Diagnostic and Statistical Manual of Mental
Disorders (DSM-5; American Psychiatric
Association [APA], 2013) versions of PTSD. At that
time, ICD-11 had not been published, although its
PTSD criteria had been in the literature since at
least 2009 when they were proposed by Brewin
and colleagues. Further, the new diagnostic
criteria for DSM-5 PTSD had been published only
the year before. Consequently, little research
comparing ICD-11 and DSM-5 PTSD had been
published. In the last six years, though, many
empirical comparisons have emerged,
necessitating an update of the literature. Brewin
and colleagues (2017) provided a thorough review
of the early research. In the present article, we
highlight some of the same articles covered in the
Friedman and Brewin et al. reviews and point the
reader to new findings that have emerged in the
last three years. To orient the reader, we begin by
discussing the contrasting approaches taken by
DSM-5 and ICD-11 to defining PTSD, and how
these approaches laid the groundwork for two
divergent, rival conceptualizations of PTSD. We
then present a select review of the literature,
focusing on implications for prevalence of PTSD
and four main aspects of the ICD-11 rationale for
diverging from both DSM and earlier versions of
ICD: ease of diagnostic application, inclusion of
only core symptoms, reduction of comorbidities,
and greater inclusion of symptomatic individuals.
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DSM-5 Versus ICD-11: Approach to
Revisions and Resultant Diagnoses

The revisions made to the PTSD diagnosis by the
ICD-11 working group shared important similarities
to those made by the DSM-5 Posttraumatic and
Dissociative Disorders Sub-Work Group (SWG). For
example, both groups opted to move PTSD from the
anxiety disorders category to a new stress-related
disorders category to retain the three symptom
clusters included in the fourth version of the DSM
(DSM-1V; APA, 1994); and to include diagnostic
criteria that were both evidence-based and
optimized clinical utility (Friedman, 2013). Beyond
these similarities, however, the two work groups
diverged substantially. The DSM-5 PTSD SWG took
a conservative approach, only changing criteria
when justified by strong empirical evidence. In stark
contrast, the ICD-11 working group relied upon
conceptual considerations and the overarching goal
of simplifying PTSD. As a result, whereas the DSM-5
process was more restrained and incremental, the
ICD-11 process had the latitude to make radical
changes, leading to two vastly different
conceptualizations of PTSD.

On the one hand, DSM-5 conceptualizes PTSD as a
multifaceted syndrome, with twenty characteristic
symptoms grouped into four clusters: 1) intrusive
symptoms associated with the traumatic event(s)
(e.g., unwanted memories, nightmares, and
dissociative flashbacks); 2) avoidance of internal and
external reminders of the trauma(s); 3) negative
alterations in cognitions and mood (e.g., persistent
negative beliefs and emotions); and 4) increased
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arousal and reactivity (e.g., hypervigilance, exaggerated startle). The
symptoms must share as their etiology an event (or series of events)
involving life threat, serious injury, or sexual violence that was directly
experienced, witnessed, learned about, or which involved exposure
to aversive details. To meet diagnostic criteria, at least one intrusion
symptom, one avoidance symptom, two symptoms consistent with
negative alterations in cognition and mood, and two arousal
symptoms must be endorsed. The symptoms must have persisted
for at least one month after exposure to the trauma(s) and must
cause clinically significant distress and/or functional impairment.
DSM-5 PTSD includes two specifiers: delayed onset (i.e., full
diagnostic criteria are not met until at least 6 months after the
traumatic event[s]); and with dissociative symptoms (i.e., in addition
to meeting full criteria for DSM-5 PTSD, individuals also endorse
experiencing depersonalization and/or derealization in response to
the trauma(s]).

On the other hand, ICD-11 introduced two “sibling disorders”: PTSD
and complex PTSD (CPTSD; Karatzias et al., 2017). Unlike the PTSD
diagnoses presented in DSM-IV, DSM-5, and ICD-10, the ICD-11
working group eliminated all “non-specific” symptoms from ICD-11
PTSD. As a result, the diagnosis includes only three core elements :
1) re-experiencing the traumatic event, as evidenced by intrusive
memories, flashbacks, and/or nightmares; 2) avoidance of traumatic
reminders, as evidenced by the avoidance of internal and/or external
stimuli; and 3) a persistent sense of threat, evidenced by
hypervigilance and increased startle. One symptom from each
category is required, and the symptoms must have persisted for
several weeks and cause significant impairment in functioning. In
short, ICD-11 is restricted to seven potential PTSD symptoms (rather
than the 20 in DSM-5) and lowers the minimum diagnostic threshold
to three symptoms (rather than the six in DSM-5).

The ICD-11 diagnosis of CPTSD requires meeting criteria for PTSD
as well as for three additional features evidencing “disturbances in
self-organization” (DSO): 1) affective dysregulation (e.g., trouble
calming down, numbing); 2) negative self-concept (e.g.,
worthlessness); and 3) disturbed relationships (e.g., difficulty feeling
close to others). Whereas the etiology of PTSD is thought to be
general exposure to an extremely threatening or horrific event or
series of events, Herman’s (1992) original conceptualization of
CPTSD posited that the etiology was exposure to prolonged or
repetitive events from which escape is difficult or impossible.
Although ICD-11 CPTSD does not require the event be prolonged or
repetitive, it notes that it often stems from such. Moreover, the
developers note that regardless of the nature of the stressor, the
diagnosis of PTSD versus CPTSD is determined by the symptom
profile (e.g., Cloitre et al., 2013).

Importantly, although the inclusion of a CPTSD diagnosis was
considered by the DSM-5 SWG, the proposal for inclusion was
ultimately rejected due to insufficient empirical support (Friedman et
al., 2011). Instead, the DSM-5 definition of PTSD incorporates
aspects of CPTSD, to some degree within the core diagnosis, and
more broadly in the discussion of associated features. For example,
dissociation is included in two of the core PTSD symptoms (amnesia
and flashbacks) and the two symptoms of the dissociative subtype
(depersonalization and derealization). Further, pervasive negative
mood, negative beliefs about oneself, distorted negative cognitions,
inappropriate blame of self or others, and reckless behavior, which
may align with some conceptualizations of CPTSD, were also added
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to the DSM-5 PTSD diagnostic criteria itself (Friedman, 2013; Wolf et
al., 2015). In addition, in the discussion of associated features, the
DSM-5 text notes that prolonged trauma may result in affective
dysregulation, trouble maintaining stable interpersonal relationships,
or dissociative symptoms, all of which are core aspects of CPTSD in
Herman’s (1992) seminal formulation.

The WHO working group decision-making process that led to the
introduction of the ICD-11 sibling disorders was guided by the
organizing principle of clinical utility, defined as ease of use in
non-specialist, low-resourced, non-English speaking settings
(Maercker & Perkonigg, 2013). The working group members have
argued that the introduction of these two sibling disorders,
following from the parent category of traumatic stress disorders,
exemplifies this principle in that these diagnoses demonstrate
simplicity in classification, clear differences in conceptual
organization, and limited symptomatology (Cloitre et al., 2013).
Consistent with this, the six symptoms chosen for inclusion in the
PTSD diagnosis were selected based on the assumptions that they
were core to the entity of PTSD and not shared by other psychiatric
disorders (Cloitre et al., 2013; Maercker et al., 2013). Because of
this, the simplified version was designed not only to reduce the
high comorbidity associated with broader definitions, but also to be
responsive to evidence that a broader taxonomy excludes
symptomatic individuals who do not have all the required
symptoms (i.e., the large number of individuals who meet criteria
for partial PTSD under the DSM taxonomy; Brewin, 2013).
Advocates of ICD-11 PTSD argue that requiring many symptoms is
not only exclusionary, it is unnecessary (i.e., short screeners which
assess only a few symptoms are excellent at classifying individuals
as PTSD positive versus PTSD negative; Brewin, 2013).

However, the ICD-11 conceptualization is not without detractors.
Critics have argued that the ICD-11 approach to PTSD is
problematic because it eliminates symptoms that were core in
ICD-10 and DSM-1V and were retained in DSM-5. They further argue
the decision to conceptualize symptoms in a hierarchical manner
(thus eliminating “non-specific” symptoms) is not only a contrast to
the requirements of all the other mental disorders described, but also
problematic because it has the unintended consequence of
depriving symptomatic individuals of a diagnosis (Vermetten et al.,
2016). Additional study was therefore needed to examine the two
diagnoses empirically.



