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Introduction 

Postpartum depression (PPD) is a common mental condition affecting women in the perinatal phase, which usually occurs within a few weeks or months after delivery. It is marked by constant low mood, emotional discomfort, exhaustion, and inability to connect with the baby (Mayo Clinic, 2023). The ICD-11 classification system developed by the World Health Organisation does not recognise postpartum depression as a distinct disorder but now , it falls under the depressive disorders with a peripartum onset specifier (World Health Organisation, 2019). Therefore, this paper considers the classification and diagnosis of postpartum depression; reviews treatment and rehabilitation approaches; discusses major issues related to neurodiversity and health inequalities; and offers some suggestions for further policy and practice development. 

PPD has become a public health concern due to its far-reaching implications for the mothers wellbeing, infant development, and family functioning. It shows  that untreated postpartum depression may produce adverse mother infant bonding and emotional growth outcomes in children (Rahayu et al., 2024). There are still differences in the diagnosis and access to care even now, especially with marginalised groups in the UK (Howard and Khalifeh, 2020). This further highlights the importance of understanding the classification, conceptualisation, and management of PPD within today's health care systems. 


 Classification and Diagnosis

Postpartum depression falls under ICD-11 in the depressive disorders category but has a specifier on whether it started during pregnancy or postpartum (World Health Organisation, 2019). From this point of view, ICD-11 treats postpartum depression as falling within the range of major depressive disorders and highlights similarities between the two conditions regarding symptoms, which are mainly mood disturbance, loss of pleasure, sleep disturbances, and functioning (Mayo Clinic, 2023).

 


The most obvious critique relates to the lack of a standalone diagnostic category for postpartum depression. While this allows for consistency with diagnostic frameworks, it potentially masks the distinct biopsychosocial complexities of the perinatal period, including changes in hormones, childbirth trauma, and maternal role transition, which may characterise the postpartum period.
. As an example, postpartum experiences that may be unique to hormonal change, trauma during childbirth, maternal role transition, etc. are not necessarily well represented by general depressive disorder criteria (Suryawanshi et al., 2022).

Furthermore, given that self-reporting and clinical judgment largely determine the process of diagnosis, it is influenced by stigmas and cultural beliefs. Under diagnosis can also be caused by many women not reporting symptoms because of fear of being regarded as poor mothers (Howard and Khalifeh, 2020). Diagnosis is also complicated by the difference between postpartum depression and the so-called baby blues because both conditions are associated with mood change, yet they are different in terms of the severity and duration.

On another note, the existing classification system may lack sensitivity to variations in the cultural expression and interpretation of symptoms.Women of different cultures might not define distress in clinical terms and this can cause misunderstanding or the rejection of symptoms in the conventional diagnostics models. This calls into question the cultural validity of the ICD-11 criteria and highlights the need for more flexible and person-centered approaches to diagnosis.  
  


However, most importantly, the framing of the disorder within diagnostic classification systems reflects the treatment of postpartum depression. On the one hand, this might allow the clinical intervention, but on the other hand, it can ignore bigger social factors like poverty, racism and lack of support, which have a significant impact on the mental health outcome of mothers (Howard and Khalifeh, 2020).



Treatment and  rehabilitation 
 
Treatment for postpartum depression typically includes a combination of psychological, pharmacological, and social interventions. NICE provides psychological therapies, including cognitive behavioural therapy (CBT) as initial treatments, especially where the cases are mild or moderate (NICE, 2014). In more serious instances, antidepressant drugs can be prescribed, though the issue of breastfeeding and safety of the infants can play a role in making a treatment choice (Mayo Clinic, 2023).

From a clinical standpoint, rehabilitation would take place within the broader context of supporting and promoting maternal wellbeing during the recovery period following a period of care for an infant. Mother and baby units are among the services where joint care is available, as mothers can be treated without losing contact with their babies (NHS England, 2018). Care continuity is also essential, such as community-based assistance, such as health visitors and perinatal mental health teams.

There are significant limitations in the methods described, for example, perinatal mental health services are patchy across England; in some areas, the waiting times are long, and overall, geographical inequalities in service provision are problematic (NHS England, 2019). Perinatal mental health services are unevenly distributed throughout the UK, and long waits and area inequality have an impact on the delivery of care (NHS England, 2019). The latter is especially disadvantageous to women of ethnic minority status, who tend to be hindered by the language barrier, cultural stigma, and the absence of culturally competent services (Rahayu et al., 2024).

Another limitation relates to the existing divide between mental and social care. Although clinical symptoms are tackled with the help of psychological and pharmacological interventions, there is a possibility that they are not effective enough in relation to external stressors, including financial hardship or social isolation. This highlights the need for models of integrated care, which combine mental health treatment with social interventions.

In addition, staff shortages in perinatal services further delay access to timely care and increase service provision inequalities (NHS England, 2019).

Existing Debates and New Issues.

Under diagnosis and Stigma

Another area of debate relates to the under diagnosis of postpartum depression. The existence of social stigma about motherhood tends to deter women in the revelation of emotional challenges since the ideal of motherhood in society is a time of joy and satisfaction (Elliott, 2020). This stigma may result in late diagnosis and treatment, which will worsen the outcomes of mother and child.


Diversity in Ethnicity and Inequality.

One of the leading challenges in current research and policy concerns the inequalities in maternal mental health across different ethnicities. Black and minority women are less likely to get mental health services and more likely to have negative outcomes (Howard and Khalifeh, 2020). These discrepancies are correlated with such systemic problems as institutional racism, cultural barriers, and socioeconomic disadvantage.


Medical vs Social Model.

The other main debate relates to whether postpartum depression should be conceptualised from a medical or social perspective. Although such biological causes as hormonal changes are significant, the social ones such as poverty and support networks deficiency have gained growing attention (Suryawanshi et al., 2022). A strictly medical paradigm can then simplify the condition.


Neurodivergence and Diagnostic Limitations.

New studies indicate the applicability of neurodivergence to maternal mental health. Women  who develop developmental disorders like autism or ADHD might develop postpartum depression in different ways, but the diagnostic models are not necessarily prepared to address such differences. This brings about the issue of misdiagnosis and insufficient support. 
 

Another emerging problem is the identification of paternal postpartum depression, which disputes the traditional beliefs that perinatal mental health issues were considered only in mothers. Moreover, the possibility of digital mental health interventions as an answer to the barriers of access has been discussed, yet there is still the concern of their effectiveness and accessibility by the disadvantaged population.
  
      



4. Recommendations

In order to improve outcomes for women with PPD, ante- and postnatal screening should be improved to facilitate timely identification of symptoms (NICE, 2014). More funding on perinatal mental health services is also needed to achieve regional inequality and access (NHS England, 2019).

The most important is the culturally competent care, which should be established by focused training of health practitioners, especially when it comes to tackling ethnic disparities and decreasing bias (Howard and Khalifeh, 2020). Community interventions are also to be extended to offer accessible and comprehensive interventions.

Moreover, more studies on neurodivergent mothers should be conducted so that the diagnostic models and the methods of treatment could be non-discriminatory. The policy reforms should aim at incorporating mental health services into the larger social support systems in order to deal with the multifaceted determinants of maternal mental health.
 
Conclusion

Postpartum depression is a complicated and multidimensional disorder, which is affected by biological, psychological and social factors. Although classification systems like ICD-11 offer the structure of diagnosis, categorisation and recognition weaknesses remain. Despite the well-established treatment and rehabilitation strategies, the disparities in access and effectiveness represent a major limitation of the contemporary practice.

The current controversies due to stigma, ethnic differences, and neurodiversity promote the necessity of a more comprehensive and inclusive solution. In the future, the transition towards the use of integrated and culturally aware care models is necessary to guarantee equal results of all mothers.
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