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Introduction
The non-psychotic issues that appear during pregnancy or within about six weeks after birth can be classified under the group of mental and behavioural disorders related to pregnancy, delivery or puerperium (ICD-11 6E20). These consist of the symptoms of anxiety disorders, episodes of postpartum depression, obsessive-compulsive disorder, and adjustment disorders (WHO, 2022). These conditions are of great effects to the mothers, infants and families. Perinatal mental ill health, including anxiety or depression, is experienced by one in five women in the UK (Office for National Statistics, 2025). The economic burden of perinatal mental illness in the UK is estimated to be 8.1 billion per year per birth cohort of children on average, three-quarters of which is associated with the long-term child outcomes (Howard, Khalifeh, and Sutter-Dallay, 2022). This report critically looks at the diagnosis, classification, treatment, and rehabilitation of the 6E20 disorders using ICD-11, NICE guidelines, UK legislation, and the existing issues. The conclusion includes policy proposals which can enhance the diagnosis, integration and equity of prenatal mental health care.

Identification and Categorisation

ICD-11 classification 

Since 1838. Within the mental, behavioural, and neurodevelopmental disorders chapter of ICD-11, one can find the category of mental or behavioural disorders related to pregnancy, childbirth, or the puerperium (WHO, 2022). The psychotic symptoms associated with perinatal disorders are coded 6E21, and those without psychotic symptoms are coded 6E20. ICD-11 applies a contextual coding approach, i.e., physicians apply the perinatal specifier together with the underlying disease (e.g., anxiety disorder or depressive episode). 

This method identifies specific biological, psychological, and social risk factors that are specific to pregnancy and the postpartum period, and it accepts the continuum between perinatal and non-perinatal psychopathology. The ICD-11 language depicts a diagnostic, not a descriptive, classification that aims to have worldwide comparability; the ICD-11 language constitutes the use of the term 'disorder' instead of illustrating 'illness' or 'condition' (ICD-11 Browser, 2025).





Diagnostic Standards and the UK Procedure

The diagnostic criteria are the same as for the general diseases, although the temporal and the contextual are considered: onset during pregnancy or within six weeks of delivery. As per NICE (2014), poor mood and anhedonia screening must be conducted in a systematic manner during the prenatal and postnatal visit with validated tools such as PHQ-9 and GAD-7. 

The biopsychosocial examination that has been given priority in the UK practice includes obstetric history, breastfeeding, social supports, and safeguarding concerns (NICE, 2014). However, research indicates that there is unequal access to specialist assessment and screening cover (Royal College of Psychiatrists, 2025).

There is still a controversy about diagnostic terminology. Whereas other terms are less pathologising, such as postnatal adjustment to avoid stigma, others emphasise that one should be offered medical recognition to be able to obtain therapy (Howard et al., 2022). Since the dual-coding paradigm in ICD-11 detects prenatal onset without generating any redundant diagnostic entities, it presents a just compromise.

Methods of Treatment

UK Perinatal Service Framework 

In the UK, 6E20 diseases are treated by providing a stepped-care approach. The light to moderate presentations are managed with the help of psychological therapies, but the severe or treatment-resistant patients can be treated with pharmaceutical intervention or combination therapy. Specialised perinatal mental health treatments should be available in all parts of England, such as community teams and Mother and Baby Units (MBUs), 

As part of the NHS Long Term Plan (NHS England, 2019). Even now, in 2024, some 30% of women lack accessibility to specialised teams in perinatal care even though significant progress has been made in this area (NHS England, 2024). Regional disparity, ignorance of the maternity staff and shortage of workers also hamper early detection and intervention.
Psychosocial and Psychological Interventions
Interpersonal therapy (IPT) and cognitive behavioural therapy (CBT) are also supported as effective methods to treat perinatal anxiety and depression (Dennis and Dowswell, 2013). Group and digital CBT therapy were found to be as effective as the traditional face-to-face therapy (Byatt et al., 2015). The recovery and social reintegration can be supported by psychosocial assistance, including parenting approaches, peer groups, and social prescribing (Field, 2018). Other peer support services are UK-based charities like Mind (2023) and PANDAS, which tend to bridge the gap between NHS access and their services. However, the differences remain: a significant number of women stop therapy because of time constraints or childcare, and in certain areas, the queue to receive NHS psychological services (IAPT) is long (NHS England, 2024).
SSRI Safety during Pregnancy and Pharmacological Treatment
Pharmacological medication remains vital in the treatment of prenatal anxiety and depression disorders, including the situations when the symptoms are moderate or severe or when the psychosocial therapies prove ineffective (NICE, 2014). The selective serotonin reuptake inhibitors (SSRI) are widely recognized as the first-line pharmacological interventions among the other pharmacotherapies due to their effectiveness and relative safety in pregnancy (McAllister-Williams et al., 2017). Sertraline, fluoxetine, and citalopram are the most frequently prescribed SSRIs because they offer an optimal balance between benefits and harm to the foetus (Howard et al., 2018). When sertraline is compared to other SSRIs, it can be proved that it has a lower placental transfer rate, and it might be a sign of a more favourable safety profile in terms of its use during pregnancy (Gentile, 2017). Moreover, research has proved that even a depression in mothers not treated has severe risks, such as low birth weight, preterm birth, and infant development, which makes the importance of adequate pharmaceutical care very obvious (Grote et al., 2010). Even though transient adaptation syndrome and other potential issues in newborns associated with exposure to SSRIs have been reported, they tend to be mild and self-limiting (Grigoriadis et al., 2014). Clinical guidelines hence support the vigilant although enthusiastic utilisation of SSRIs, particularly when the benefits to the mother surpass the potential threats to the baby (NICE, 2014; McAllister-Williams et al., 2017).
Comparative Security
Even though paroxetine might slightly increase the occurrence rate of heart malformations, systematic assessments have failed to find any meaningful rise in the total malformations among congenital malformations associated with the exposure of SSRI (Kievit et al., 2020). A total of 30% of babies develop neonatal adaptation syndrome, which is short-term and has symptoms such as jitteriness, breathing discomfort, or difficulty feeding (Sanz et al., 2019). Reis and Källalen (2010) state that persistent pulmonary hypertension of the newborn (PPHN) remains a rare condition. Large registry studies (Huybrechts et al., 2014) indicate that absolute risks are low provided that the confounding factors, such as severity of maternal sickness, are controlled. This will help to sustain the use of SSRIs in close monitoring, particularly where there is a malfunction of mother functionality.
Breastfeeding considerations

SSRIs such as sertraline or paroxetine usually can be used safely with breastfeeding, and their absorption rate into the breast milk is not high (Weissman et al., 2021; SPS, 2023). Fluoxetine has a long half-life, which makes its use dangerous. As untreated depression leads to a higher risk of maternal-infant bonding and child development, the NICE (2014) and the NHS Specialist Pharmacy Service recommend that the decision-making about treating depression should focus on mothers' wellbeing.  
Clinical Consequences 
The physicians are to embrace shared decision-making, render the data in terms of absolute risk, and ensure the collaboration of the primary care and mental health teams and the obstetric team. The use of medications needs periodic postpartum assessments and medication history (NHS Digital, 2022). The use of pharmacological treatment should always conform to the family dynamics, the patient autonomy and the safety.
Long-term Care and Rehabilitation
Rehabilitation Focus and Practice of ICD-11 
Although it does not provide a prescriptive rehabilitation model, ICD-11 facilitates a holistic recovery, which involves social reintegration, occupational functioning, and parenting confidence (WHO, 2022). The rehabilitation in the UK includes peer support, home-visiting programmes, occupational therapy, and mother-infant psychotherapy. 
Rehabilitation is a psychosocial approach offered by community-based organisations such as Mind, Home-Start, and NCT, which address the aspects of stigma and isolation (Mind, 2023). The Care Act of 2014 states that a local government has to assess the needs in social care and promote the well-being of a mentally ill parent.


Legal Entitlements and Security
The Mental Health Act 1983 (which was revised in 2007) defends mother-baby admission protections and the right to mandatory treatment. The Equality Act 2010 ensures that there are accommodations and non-discrimination at the workplace during periods of maternity leave or when returning to work. These legislations are coordinated to promote a rights-based rehabilitation model, which integrates social care roles along with mental health. 
Implementation Strategy: Reasoning in Neurodiversity-Affirming Perinatal Care 
Recent research Carried out in the UK has shown that moms with autism and ADHD are at disproportionately high levels of prenatal distress (Harrison, Payne and Glover, 2021; Loomes, Hull and Mandy, 2022). The classic perinatal pathways often fail to consider neurodivergent needs, and this results in a lack of engagement and overshadowing of the diagnosis. The inclusion goals and requirements provided by the Equality Act 2010 by NHS England are consistent with the neurodiversity-affirming strategy (NHS England, 2019).
The suggested framework 
Assessment : implies the documentation of sensory and communicative preferences and the introduction of neurodiversity screening instruments, i.e., AQ-10 and ASRS-v1.1, at the stage of prenatal booking. Setting: Have the relaxing waiting rooms, clear signs and flexible schedules. Communication: Purchase neurodiversity awareness modules to be provided to perinatal psychiatrists, health visitors, and midwives (National Autistic Society, 2022). 
Evaluation: De-identified data concerning the process of evaluation must be documented by perinatal psychiatrists, health visitor and midwives.
Anticipated results: better mother-infant bonds; less crisis incidents and postnatal stigmatization; higher patient satisfaction and retention; adherence to the human rights and equality standards.
Proposed Framework
Assessment: Introduce neurodiversity screening (e.g., AQ-10, ASRS-v1.1) during antenatal booking; record sensory and communication preferences.
Environment: Provide low-stimulation waiting areas, clear signage, and flexible appointment structures.

Communication: Offer written summaries and predictable care schedules.
Training: Implement neurodiversity awareness modules for midwives, perinatal psychiatrists, and health visitors (National Autistic Society, 2022).
Evaluation: Collect disaggregated data on neurodivergent outcomes to guide equitable service design (Autistica, 2024).
Expected Deliverables: 
Improved maternal-infant relationships; a reduced number of crisis presentations and postnatal degradation; increased satisfaction and retention of patients; compliance with human rights and equality legislation.  
Recent Debates and Future Issues
Boundaries of Nosology 
It has been argued that prenatal depression is a distinct illness of the biology due to the hormonal and immunological changes (Howard et al., 2022), whereas others support the dimensional approach to general depressive disorders (ICD-11 Browser, 2025). ICD-11contextual coding eliminates fragmentation, yet may obscure processes specific to a prenatal context.
Access and Screening
Although universal screening will promote detection, overstretched services are being put under pressure. The critics believe screening exposes the risk of diagnostic inflation if nothing meaningful can be provided unless treatment capacity is equally invested in (Royal College of Psychiatrists, 2025). Social Determinants and Equity. The differences in socioeconomic and ethnic background are still quite evident. NHS England (2024) also noted that the risk of severe prenatal mental illness that needs inpatient treatment is four times higher among Black women in the UK. To have a fair implementation of ICD-11 in the UK, structural determinants need to be addressed.  
Recomendations
Include additional time, severity, breastfeeding condition, and neurodivergence indicators to the ICD-11 specifications of 6E20. Ensure equality between care delivery and diagnosis through combining screening and government-funded treatment avenues. Expand access to rehabilitative treatments in every NHS Integrated Care Board, such as social prescribing models, occupational therapy and mother-infant psychotherapy. Prepare neurodiversity-affirming training for perinatal and maternity professionals. To ensure comprehensive rights-based rehabilitation, enhance consistency of policy between the Mental Health Act, Care Act and Equality Act.
Conclusion 
ICD-11 6E20 provides an effective and flexible position on non-psychotic perinatal mental illness. Nevertheless, the gap between the diagnostic frameworks and service realities has a necessity to bridge in order to implement it optimally in the UK. With the current standards of shared decision-making, the SSRIs, especially sertraline, can be recommended to continue. Rehabilitation should meet more general psychosocial and neurodiversity needs to deliver complete and equitable care. The enhancement of the mental health of mothers and babies needs regular funding, labour training, and interdisciplinary assimilation, all of which are grounded in UK legislation and NICE principles.
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