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Postpartum Depression (PPD)
6E20 Mental or behavioural disorders associated with pregnancy, childbirth or the puerperium, without psychotic symptoms
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Introduction
Postpartum depression (PPD), often referred to in the UK as postnatal depression (PND), is a serious and relatively common mental health condition affecting people in the first year following childbirth (NHS, 2025; Stewart & Vigod, 2016). Unlike transient “baby blues,” which typically resolve within a few days to a couple of weeks, PPD involves persistent and severe symptoms such as low mood, loss of interest, anxiety, sleep disturbance, irritability, feelings of guilt, and impaired maternal-infant bonding, which can significantly impair functioning (NHS, 2025; Falah-Hassani, Shiri & Dennis, 2017). In the UK, 10–15% of new mothers experience postpartum depression (PPD) annually (RCPsych, 2025; Smith, 2024). Without treatment, PPD can negatively affect maternal and infant health, emotional development, and family well-being (Stewart & Vigod, 2016; Smythe et al., 2023). It also increases the risk of maternal suicide and morbidity, highlighting the need for prompt identification and effective support (MBRRACE-UK, 2025; De Backer et al., 2024).
This report critically examines PPD through the lens of ICD-11 classification, diagnostic procedures, treatment and rehabilitation, and emerging debates surrounding neurodivergence, health inequities, and digital innovations. Evidence-informed recommendations are proposed to improve policy, clinical practice, and research, ultimately supporting better outcomes for mothers and families in the UK.

Classification (ICD-11)
In the International Classification of Diseases, 11th Revision (ICD-11), postpartum depression (PPD), also referenced in the DSM-5 (Diagnostic and Statistical Manual of Mental Disorders, United States), falls under code 6E20: “Mental or behavioural disorders associated with pregnancy, childbirth or the puerperium, without psychotic symptoms” (ICD-11 MMS, 2021; Stewart & Vigod, 2016). According to ICD-11, category 6E20 is characterized by a syndrome that generally begins within six weeks postpartum and is marked by significant depressive symptoms (ICD-11 MMS, 2021; Stewart & Vigod, 2016). Cases presenting with psychotic symptoms are classified under separate codes (e.g., 6E21) (Stewart & Vigod, 2016; Tebeka et al., 2020).
Subcodes under 6E20 include 6E20.0 “Postpartum depression, not otherwise specified (NOS),” 6E20.Y “Other specified mental or behavioural disorders associated with pregnancy … without psychotic symptoms,” and 6E20.Z “Unspecified” (ICD-11 MMS, 2021; Tebeka et al., 2020). When a presentation meets the criteria for a defined depressive episode, this diagnosis should be coded alongside 6E20 (ICD-11 MMS, 2021).
ICD-11 uses the term “syndrome” rather than “disorder,” reflecting the contextual and sometimes transient nature of perinatal depressive symptoms (Stewart & Vigod, 2016). However, critics argue that the lack of required symptom thresholds may lead to underestimation of PPD severity (Pohl et al., 2020; Gastaldon et al., 2022). This flexibility allows clinicians to exercise judgment but may result in inconsistencies in coding and recognition across NHS trusts (Smith, 2024).

Diagnosis
Diagnostic Criteria and Process
ICD-11 provides a broad framework for identifying PPD, describing depressive features and functional impairment in the postpartum context (ICD-11 MMS, 2021; Stewart & Vigod, 2016). Dual coding is recommended: the perinatal syndrome plus a standard depressive episode if criteria are met (Tebeka et al., 2020; Stewart & Vigod, 2016).
The six-week onset window in ICD-11 is narrower than typical clinical practice in the UK, where NICE guidelines recognise the perinatal period as up to 12 months postpartum (NICE, 2014; Smith, 2024). This discrepancy may lead to underdiagnosis or misclassification, particularly for women with late-onset PPD (Shuman et al., 2022).

Screening Tools
The Edinburgh Postnatal Depression Scale (EPDS) is the most widely used screening tool in the UK, administered by midwives, health visitors, or general practitioners (Littlewood et al., 2018; Smith, 2024). High EPDS scores trigger further clinical assessment using structured interviews aligned with ICD-11 or DSM criteria (Stewart & Vigod, 2016).


Challenges in Diagnosis
· Threshold variability: Different NHS trusts use varying EPDS cut-off scores, leading to inconsistent identification (Smith, 2024).
· Distinguishing from “baby blues”: Transient mood changes in the first two weeks postpartum are common and usually self-limiting but may be misclassified as PPD if follow-up is not timely (Stewart & Vigod, 2016).
· Stigma and under-reporting: Cultural norms, fear of judgment, and concerns about maternal competence may prevent disclosure of symptoms (Shuman et al., 2022; Smythe, Petersen & Schartau, 2023).
· Training and service gaps: Awareness of PPD and referral pathways varies, affecting timely diagnosis (Smith, 2024; UK Government, 2025).

Epidemiology and UK Context
PPD affects over 1 in 10 women in the UK annually (NHS, 2025; Stewart & Vigod, 2016). RCPsych estimates 10–15% prevalence, translating to approximately 85,000 women per year (Smith, 2024; Maternal Mental Health Alliance, 2024). Broader perinatal mental health (PMH) conditions, including anxiety and depression, affect 10–20% of women during pregnancy or within the first postnatal year (Falah-Hassani, Shiri & Dennis, 2017; UK Government, 2025).
Maternal suicide remains the leading cause of late maternal death (MBRRACE-UK, 2025; De Backer et al., 2024). Emerging research highlights risk factors for PPD: history of depression, social isolation, poor partner support, economic disadvantage, obstetric complications, and minority ethnic status (Howard et al., 2022; Gong et al., 2023; Nakamura et al., 2020). These factors indicate structural and psychosocial inequalities, with women from deprived areas or ethnic minorities experiencing higher incidence and poorer access to services (Maternal Mental Health Alliance, 2024; Smythe, Petersen & Schartau, 2023).

Legal Framework and PPD
The legal framework governing mental health care in the UK is primarily established through the Mental Health Act 1983 (amended 2007), the Mental Capacity Act 2005, and the Mental Health Act Code of Practice 2008. These legislative instruments guide the assessment, treatment, and safeguarding of individuals experiencing mental disorders, including postpartum depression (PPD). The Mental Health Act 1983 allows for compulsory admission and treatment of individuals with severe mental illness when there is a risk of harm to themselves or others, which is particularly relevant in cases of severe PPD presenting with suicidal ideation or psychotic features (Stewart & Vigod, 2016; Howard et al., 2022).
The Mental Capacity Act 2005 complements this framework by ensuring that decisions regarding treatment respect the autonomy and capacity of the mother, emphasising informed consent even in vulnerable populations (Dunn & Clare, 2020). The Mental Health Act Code of Practice 2008 provides operational guidance to clinicians, outlining the rights of patients and procedural safeguards during detention, which can be applied in perinatal contexts when intensive psychiatric care is necessary (Royal College of Psychiatrists, 2018).
Legal frameworks help ensure an appropriate balance between safeguarding mothers and infants while upholding maternal autonomy during perinatal mental health care. These Acts guide clinicians in areas such as consent, capacity assessment and risk management, supporting ethically and legally compliant decision-making for women experiencing severe PPD (Howard et al., 2022). In parallel, Gov.uk (previously known as Public Health England), through the Office for Health Improvement and Disparities (OHID), enhances access to reliable perinatal mental health intelligence by drawing together data from national sources including NHS Digital, ONS and MBRRACE-UK (OHID, 2024). This information is presented within the Perinatal and Young People’s Mental Health Profiles, offering indicators, visual summaries and downloadable datasets that assist local authorities and clinicians in planning and commissioning effective services (UK Government, 2025).

Treatment and Rehabilitation
Treatment Approaches
In the UK, the management of postpartum depression (PPD) is guided by the NICE stepped-care model, which tailors' interventions to symptom severity and maternal needs (NICE, 2014; Stewart & Vigod, 2016).
1. Low-intensity psychosocial interventions form the first step for mothers experiencing mild PPD. These include guided self-help programs, psychoeducational resources, and structured social support networks. Such interventions are often delivered by trained midwives, health visitors, or community support workers and aim to improve coping strategies, reduce isolation, and enhance maternal well-being (Littlewood et al., 2018; Falah-Hassani, Shiri & Dennis, 2017). Evidence demonstrates that early psychosocial support can prevent symptom progression and improve maternal functioning, particularly when combined with consistent follow-up and culturally appropriate adaptations (Shuman et al., 2022).
2. High-intensity psychological therapies, including Cognitive Behavioural Therapy (CBT) and Interpersonal Therapy (IPT), are recommended for moderate to severe PPD. These therapies are adapted to perinatal contexts, addressing challenges such as maternal role transition, sleep deprivation, anxiety regarding infant care, and changes in interpersonal relationships (Gastaldon et al., 2022; Stewart & Vigod, 2016). Both CBT and IPT have robust evidence for reducing depressive symptoms, improving parent-infant interaction, and promoting functional recovery (Howard et al., 2022).
3. Pharmacotherapy is considered when psychological therapies, alone, are insufficient. Selective Serotonin Reuptake Inhibitors (SSRIs) remain the first-line choice due to established efficacy and safety during breastfeeding (Stewart & Vigod, 2016; Gastaldon et al., 2022). Prescribing decisions are made through shared decision-making, balancing maternal benefits with potential infant exposure.
4. Specialist perinatal mental health services (PMHS) provide multidisciplinary care for high-risk mothers, including those with previous psychiatric illness, severe depression, or suicidal ideation. These services offer inpatient or community-based treatment, psychoeducation, relapse prevention, and coordination with social care (Smith, 2024; De Backer et al., 2024).

Rehabilitation and Follow-Up
Rehabilitation strategies focus on restoring maternal functioning and parent-infant bonding. Parent-infant interventions, such as relationship-based psychotherapy, aim to enhance maternal sensitivity, attachment, and emotional regulation (Shuman et al., 2022; De Backer et al., 2024). Ongoing support via perinatal teams provides relapse monitoring, psychoeducation, and coordination across health and social services (Littlewood et al., 2018). Long-term monitoring is crucial, as depressive symptoms may persist beyond the first postpartum year, highlighting the need for extended care and periodic reassessment (Hellyer, 2025). Integrating psychosocial, psychological, pharmacological, and specialist interventions ensures a comprehensive approach, maximising recovery outcomes while addressing the unique needs of postpartum mothers (Howard et al., 2022).

Effectiveness and Limitations
While research suggested treatments are effective, limitations persist:
· Access inequities across regions (Smith, 2024).
· Stigma and low help-seeking reduce service utilization (Smythe, Petersen & Schartau, 2023).
· Pharmacotherapy hesitancy due to infant safety concerns (Stewart & Vigod, 2016).
· Resource constraints limit continuity and availability of specialist services (Howard et al., 2022).

Current Debates and Emerging Issues
Classification and Onset Timing
ICD-11’s six-week onset window is debated; many women develop PPD symptoms later in the first year (Smith, 2024; Pohl et al., 2020). Some experts argue for perinatal specifiers on standard mood disorders rather than a separate syndrome (Pohl et al., 2020; Gastaldon et al., 2022).


Neurodivergence
Autistic mothers are disproportionately affected by PPD; rates may exceed 60% compared to 12% in neurotypical mothers (Pohl et al., 2020). Standard screening tools may fail to capture their unique symptom profiles, suggesting the need for adapted assessments and therapy approaches (Pohl et al., 2020; Gastaldon et al., 2022).
Health Inequalities
Black and minority-ethnic women and those facing socio-economic disadvantage are more likely to experience PPD and less likely to access services (Howard et al., 2022; Maternal Mental Health Alliance, 2024; Smythe, Petersen & Schartau, 2023). Structural barriers include stigma, systemic racism, and unequal service provision (Gong et al., 2023; UK Government, 2025).
Digital Innovation and Early Detection
Emerging technologies, including AI-based voice biomarkers and digital phenotyping, are promising for early PPD detection (Wiley et al., 2025; Zhang et al., 2024; Yao et al., 2022). Online forums also provide insights into real-world experiences and suicidal ideation, informing responsive support tools (Yao et al., 2022).

Recommendations
1. Revise ICD-11 onset guidelines to 12 months postpartum and support dual coding (Smith, 2024; Tebeka et al., 2020).
2. Standardise screening with neurodiversity-sensitive tools (Littlewood et al., 2018; Pohl et al., 2020).
3. Expand perinatal mental health services for underserved regions and socioeconomically disadvantaged populations (Howard et al., 2022; Maternal Mental Health Alliance, 2024).
4. Professional training on neurodivergence and culturally responsive care (Shuman et al., 2022; Gastaldon et al., 2022).
5. Leverage digital technologies for early identification and intervention (Wiley et al., 2025; Zhang et al., 2024; Yao et al., 2022).
6. Embed equity metrics in service evaluation to track access and outcomes (UK Government, 2025; Maternal Mental Health Alliance, 2024).
7. Commission longitudinal UK studies to evaluate long-term outcomes and cost-effectiveness (Hellyer, 2025; Smythe, Petersen & Schartau, 2023).


Conclusion
[bookmark: _Int_xlAKof31]Postpartum depression is a prevalent, complex, and potentially life-threatening condition that demands nuanced, context-sensitive approaches. While ICD-11’s classification (6E20) provides a flexible framework, it falls short in reflecting the diversity of onset timing and severity seen in clinical practice. In the UK, NICE-recommended treatments (psychotherapy, pharmacotherapy, specialist services) offer evidence-based care, but access remains unequal, and neurodivergent mothers are often underserved.
Emerging digital innovations such as real-time AI-based detection and growing awareness of health disparities present opportunities for transformation. By aligning classification systems with clinical realities, expanding and tailoring services, and harnessing technology, the UK can better support mothers and families navigating PPD. Robust policy action and targeted research are essential to ensuring early detection, equitable access, and sustainable recovery.
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