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Introduction
Major Depressive Disorder (referred to in ICD – 11 as Depressive episode, code 6A70) remains one of the leading causes of global disability and mortality (ICD - 11, no date). This episode has major implications for health services, social policy and everyday life. As per report of World Health Organisation, depressive disorders affect millions worldwide and are leading cause of disability. With this, there are associated increased risk of suicide and substantial economic and social costs. 
This report presents a critical examination of ICD-11’s classification and diagnostic approach for 6A70 that evaluates evidence-based treatment and rehabilitation strategies. It also explores contemporary debates in which include medicalisation, antidepressant efficacy, cultural bias, and the role of social determinants. It then concludes with recommendations to empower classification, clinical practice and policy. The structure follows outcomes by focusing on classification and diagnosis, and addressing historical and contemporary provision and implications for practice.
[bookmark: _Toc213884640]Classification and Diagnosis
[bookmark: _Toc213884641]ICD – 11 definition and key features
In ICD-11, 6A70 Depressive episode is placed within chapter on mental, behavioural or neurodevelopmental disorders. It characterised primarily by a period of at least two weeks of depressed mood (Shevlin et al., 2022) and accompanied by a cluster of cognitive, somatic and affective symptoms that produce distress or impairment. ICD-11 articulates severity gradations (mild, moderate and severe) based on symptom number, intensity and functional impairment (Gutiérrez et al., 2022). The ICD-11 browser and support guidance emphasise on clinical judgement and contextual factors rather than rigid checklist application (First et al., 2015).
[bookmark: _Toc213884642]Diagnostic tools and clinical process
Patient Health Questionnaire – 9 (PHQ - 9) and Beck Depression Inventory – II (BDI - II) are most commonly used screening and adjunctive tools with the intended to inform but not to replace clinical assessment (Kung et al., 2013);(Titov et al., 2011). PHQ-9 is mostly used in primary care to assess severity and guide follow-up. BDI-II provides severity index that is used in research and clinical monitoring. ICD-11 itself does not mandate single scale but expects clinicians to integrate structured assessment with clinical formulation (Reed et al., 2019).  
[bookmark: _Toc213884643]Comparison with previous classifications (ICD-10 and DSM)
Comparing with ICD-10, ICD-11 refine emphasis on dimensional severity and context, and reduces certain historical subtype labels that were less useful clinically (Di Vincenzo, 2023);(First et al., 2021). Moreover, comparing with Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), ICD-11 adopts less symptom-count-driven and more clinically contextualised stance, though major conceptual overlap remains. The language choice – “depressive episode” – also highlights episodicity that may reduce static pathologising language. WHO ICD-11 resources and implementation guidance focus on cultural and contextual sensitivity, and also warned clinicians to guard against over-reliance on symptom checklists. 
[bookmark: _Toc213884644]Critical perspective: threshold, cultural expression and pathologisation
Despite advances, it is noted persistent risk and defined thresholds that remains contested, and there is ongoing concern that the border between normal sadness and disorder is not always clear that raised potential for overdiagnosis or medicalisation. The result revealed by Durà-Vilà, Littlewood and Leavey (2013) shows two types of participants: one with sadness with cause while others are without cause. Sadness with cause seen as normal response while without cause seen as pathological. Cross-cultural research highlights that depressive presentations involve somatic complaints or idioms of distress that can be under-recognised by frameworks developed in Western environments. ICD-11 improves clarity, its practical validity that depends on clinician skills, cultural competence and attention to social context (Sharan and Hans, 2021). 
ICD-11’s 6A70 offers modernised, severity-graded, context-sensitive classification that remains vulnerable to debate over threshold, cultural validity, and balance between diagnostic clarity and pathologisation. 
[bookmark: _Toc213884645]Treatment and Rehabilitation
[bookmark: _Toc213884646]Pharmacological treatments: evidence and limitations
Pharmacotherapy (antidepressants such as SSRIs and SNRIs) remains mainstay for moderate to severe depression and for many patients is life-changing (Zelek-Molik and Litwa, 2025). According to Cipriani et al. (2018), large network meta-analyses show that many antidepressants are more effective than placebo for acute symptom reduction, with differences across agents in efficacy and acceptability. Effect sizes are mostly modest and clinical response heterogeneity is high. It is also concluded that antidepressants outperform placebo overall, but acknowledged variability and clinical importance of individual patient response (Khan and Brown, 2015). 
Critiques emphasise that placebo response is substantial in antidepressant trials and that benefits may be smaller in mild depression (Sonawalla and Rosenbaum, 2002). It concerns about publication bias, trial design and real-world effectiveness remain salient. Work on placebo and nonspecific effects argues for caution to assume pharmacodynamics explanations for observed benefits. Moreover, according to Pardo-Cabello, Manzano-Gamero and Puche-Cañas (2022), “Placebo can modify treatment by increasing or decreasing the effects of drugs”. Side effects such as sexual dysfunction, weight changes, withdrawal phenomena on discontinuation, and need for careful risk-benefit assessment are important clinical realities that limit a simplistic medication-first approach. According to Başar (2025), pharmacological treatments are useful for biologically based sexual dysfunctions but  analytically critiques their limited efficacy and warns that overreliance may medialise complex biopsychosocial conditions that neglect essential psychological and relational interventions.
[bookmark: _Toc213884647]Psychological interventions and stepped care
Psychological therapies such as Cognitive Behavioural Therapy (CBT), Interpersonal Therapy (IPT), and Behavioural Activation (BA) demonstrate robust efficacy across trials that recommended as first-line or combined treatments depend on severity. According to Carey et al., (2025), all of these three are effective treatments for depression in primary care that shows significant improvement in depressive symptoms as compared to usual care. NICE guideline NG222 (2022) also endorses a stepped-care approach such as low-intensity interventions for mild disorders, progression to high-intensity psychotherapy or combined therapy for moderate/severe presentations, and consideration of pharmacotherapy where indicated. This guideline also emphasises on relapse prevention strategies, psychosocial interventions and patient preference (Bighelli et al., 2021). 
[bookmark: _Toc213884648]Rehabilitation, recovery and social interventions
According to Shevlin et al., (2022), rehabilitation extends beyond symptom reduction to restoration of social roles (employment, education, relationships) and quality of life. Recovery-oriented practice includes vocational rehabilitation that support employment, peer support and community integration which are also domains emphasised by NHS community mental health initiatives that seek to bring care closer to people everyday contexts. Rehabilitation also encompasses relapse prevention, long-term monitoring and social prescribing that address loneliness, financial stress and housing instability. Evidence supports effectiveness of combined psychosocial and practical supports to improved functional recovery. 
[bookmark: _Toc213884649]Access, equity and implementation gaps
According to Seemüller (2023), despite global approval, only about 35 countries have adopted ICD-11 so far. Moreover, psychological therapies are less available in low-resource environment and wait times in many health systems impede timely care. There is also a mismatch between clinical trial populations and the realities of many patients. Resource constraints, workforce shortage, and fragmented pathways often shift care toward brief pharmacological interventions rather than comprehensive multimodal plans that constrained rehabilitation and long-term recovery.
Hence, evidence support that both pharmacological and psychological treatments, optimal outcomes that require interventions and investment in rehabilitation and community supports. Systemic barriers, also limit access and fidelity of implementation.
[bookmark: _Toc213884650]Contemporary Debates and Emerging Issues
[bookmark: _Toc213884651]Medicalisation and the boundaries of disorder
Scholars have long debated whether expansion of diagnostic categories and lower thresholds risks medicalised normal human responses to loss or adversity. According to Seemüller (2023), ICD-11 relies on clinical judgement and distress impairment criteria that helps to avoid rigid thresholds and expand medical domain into normal human variation. Moreover, it is also argued that psychiatry has at times transformed normal sadness to a medical disorder. ICD-11 emphasis on clinical mitigates that this risk is somewhat operationalised that remain subjective and shaped by cultural, economic and professional forces. 
[bookmark: _Toc213884652]Antidepressant efficacy and placebo debate
Evidence base for antidepressants is substantial but contested. Meta-analyses conducted by Cipriani et al. (2018) find superiority over placebo, while reviews focus on placebo that effects emphasise that non-specific therapeutic response is large, especially in mild to moderate cases. According to Jakobsen, Gluud and Kirsch (2020), antidepressants have minimal effects on depressive symptoms that increase risk of both serious and non-serious adverse events. The upshot is that antidepressants are effective for many patients that have more severe depression but it should be prescribed with transparency about expected benefits, risks and alternatives.
[bookmark: _Toc213884653]Cultural, gender and social determinants perspectives
Rates of depression differ by sex and socioeconomic status. Women are diagnosed more frequently. Socially determined exposures (poverty, gender-based violence, precarious work) contribute substantially toward risk. According to Albert (2015), female:male ratio is 1.7:1. Also, according to Li et al. (2023), females have more risk of MDD than males. Moreover, cultural idioms of distress influence presentation and seeking of help. Diagnostic systems developed in high-income Western contexts risk misinterpret culturally specific symptoms. Policies that ignore social determinants will therefore have limited impact. 
[bookmark: _Toc213884654]Digital mental health, stepped innovation and future directions
Digital interventions (internet CBT, apps) and task-sharing models hold promise to expand access, but it requires robust evaluation for effectiveness, equity and safety. Personalised medicine approaches are emerging but not for routine clinical deployment. In many jurisdictions, policy trends emphasise integration of primary, community, and specialist services to support continuity and recovery. Moreover, according to Löchner et al. (2025), digital mental health that use technology of AI and apps to improve mental care, it needs careful, step by step innovation that ensure trust, evidence, and ethics. Future progress should consider balance between digital tools with human empathy for safe and effective treatment. 
Hence, the debates converge on a need for balanced, person-centred care that recognises biological, psychological and social determinants that resists simplistic biomedical reductionism.
[bookmark: _Toc213884655]Recommendations
Based on above discussion, following are the recommendations for improvements: -
· It need to refine diagnostic guidance. Make augment ICD-11 clinical guidance with practical algorithms that can integrate social determinants and cultural formulation to reduce over diagnosis.
· It also need to expand access to evidence-based psychotherapy. For this, it need to invest in workforce training and digital delivery to reduce reliance on pharmacotherapy as default.
· It also need to integrate rehabilitation into routine care. It is also commission community-based recovery services as core elements of treatment pathways.
· It also need transparent shared decision-making to ensure patients receive clear, evidence-based information on benefits, uncertainties and side effects of pharmacological and psychological options.
· It also need to support comparative effectiveness research for interventions, cultural validation studies of diagnostic criteria, and implementation science on scaling psychosocial rehabilitation.
[bookmark: _Toc213884656]Conclusion
ICD-11’s 6A70 designation reflects progress towards clinically nuanced, severity-graded understanding of depressive episodes. It also reflects significant progress in global mental health classification through its emphasis on clinical judgement, contextual sensitivity, and dimensional severity. Ongoing debates over diagnostic boundaries, cultural validity, and medicalisation also highlight that depression is not only biomedical condition but it is also biopsychosocial phenomenon condition affected due to individual, social, and cultural contexts. Evidence base supports multiple effective interventions, yet important controversies remain about thresholds, the magnitude of pharmacological benefit, cultural validity and equitable access. To achieve highest standard of care, it requires integrated, person-centred services that combine evidence-based therapies, safe pharmacology, and robust rehabilitation supports to address social determinants. Implementation of these changes will better align classification, treatment and policy as per realities of depressed peoples. Moreover, pharmacological and psychological treatments both demonstrate efficacy, their impact depends on equitable access, integration with rehabilitation, and attention to social determinants. Hence, in this way, future of depression care required balanced, person-centred and recovery-oriented model that can align scientific evidence with empathy, equity, and cultural awareness to ensure meaningful, sustained recovery beyond symptom remission.
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