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Depression has been officially assigned to ICD 11 Chapter 6: Mental, Behavioural or Neurodevelopmental Disorders, block of depressive disorders (codes 6A70-6A7Z). This classification includes single-episode and recurrent depressive disorder, dysthymia, and mixed anxiety-depression and excludes any history of mania or hypomania to draw the line between the given category and bipolar spectrum disorders (World Health Organization, 2024). The use of the term disorder indicates the focus of ICD-11 on clinical use, but it also supports medicalised framing that may continue to create stigma and affect eligibility to services. Depressive disorders in the UK practise are accepted as disorders with a high level of functional effects, which should be stratified by severity and, upon which, the decision to undergo treatment can be made (BMJ, 2025). This report is focused on critically analysing how the descriptive approach of ICD-11 enhances the ability of the diagnostic system to have greater flexibility but does not address the heterogeneity of depressive presentations. It will claim that UK pathways are still limited to uneven implementation of measurement-based care, which results in diagnosis, treatment, and rehabilitation loopholes.
[bookmark: _Toc216880430]2. Classification and Diagnosis in ICD‑11 with UK Pathways
ICD‑11 classification and language 
The department of depression in ICD-11 is grouped within a category of depressive disorders (codes 6A70–6A7Z), which encompasses single-episode depressive disorder, recurrent depressive disorder, dysthymia and mixed depressive and anxiety disorder (World Health Organization, 2024; ICD-11 codes, 2025). The omission of a history of any episode of manic or hypomanic episode is decisive in making the difference between depression and bipolar spectrum conditions and this in turn directly influences the eligibility of treatment. ICD-11 avoids using strict checklists in favour of clinical description, which contributes to increased utility due to the ability to articulate the complexity of symptoms, but categorical limits still pose a problem. As an illustration, patients with subthreshold symptoms might have an important level of impairment but would not qualify as diagnosed because of under-recognition in primary care in the UK (BMJ, 2025). The terminology of disorderedness is indicative of a medicalised disposition of ICD-11, which is conducive to commissions but has the danger of reinforcing stigma. In reality, UK services tend to be based on diagnostic labels in order to access psychological therapies, i.e. language choices have a direct effect on resource allocation. One of the key limitations is that ICD -11 has not required functioning measures, the ones which create a more accurate representation of severity and service requirement, e.g. occupational or social participation measures. When functioning assessments are executed into diagnostic pathways, the misclassification would decrease whereas commissioning accuracy would be enhanced.
Diagnostic criteria and processes
ICD-11 presupposes the existence of the central clusters of symptoms such as depressed mood, anhedonia, cognitive disturbance, and neurovegetative alterations that last at least two weeks and lead to clinically significant impairment (World Health Organisation, 2024). The UK practise is consistent with these requirements except that there is severity stratification, during which mild, moderate and severe depression is distinguished based on functional impact and risk factors (NICE, 2025). Primary care is the initial point of identification, and the screening tools utilised by GPs include PHQ-9 in addition to clinical judgement. Nevertheless, dependence on the number of symptoms without systematic functional evaluation introduces the variability of the diagnosis. NHS guidance emphasises the need to share decision-making and review them on a regular basis, whereas patient-reported outcome measures are not routinely incorporated into care (NHS, 2023). This gap in measurement compromises continuity and misclassification especially among patients having overlapping anxiety or substance use disorders. According to Simon et al. (2024), screening comorbidity is crucial to prevent the occurrence of diagnostic overshadowing to avoid the misinterpretation of depressive symptoms as a result of underlying conditions, particularly with neurodivergent populations.
There are real life examples in practise in the UK that demonstrate that autistic patients have been poorly recognised to be depressed as a result of ineffective screening practises and thus have poor outcomes. Although the stepped care model is effective in theory, it requires a correct assessment of the severity to make the right choice on the type of treatment to be entered into. In reality, there can be inequalities in access when there is inconsistent use of stratification criteria, and some patients can be subjected to low-intensity interventions when they are severely impaired. BMJ (2025) observes that there is also the problem of cultural variability on diagnostic reliability as not all populations use the same symptoms to express the obvious, but ICD-11 gives little information on how to adapt the signals to the specific conditions. 
[bookmark: _Toc216880431]3. Treatment and Rehabilitation: Effectiveness, Implementation, and Equity
Evidence based therapies (acute phase) Psychological therapies continue to be of primary interest in the acute management of depression in the UK. Behavioural activation (BA) and cognitive behavioural therapy (CBT) are the first-line treatment of mild and moderate forms, and interpersonal therapy (IPT) and couples treatments are provided in situations when the relationships are the major concerns (NHS, 2023). MBCT Mindfulness-based cognitive therapy (MBCT) is getting more popular with patients who have recurrent episodes, but its place in the acute treatment is less significant. Although it is widely available, BMJ (2025) observes that psychotherapy effect sizes are small, and the relapse rates are pronounced unless the maintenance is organised. The most frequently used first-line medical interventions are pharmacotherapy, especially selective serotonin reuptake inhibitors (SSRI), and augmentation approaches, like the combination of antidepressants or the addition of antipsychotics are applied in cases of resistance (Simon et al., 2024). The net value of SSRIs is modest though and the side-effects tend to decrease adherence, which serves as an indicator of the importance of shared decision-making and close monitoring. Such neuromodulation methods as repetitive transcranial magnetic stimulation (rTMS) and transcranial direct current stimulation (tDCS) have undergone clinical trials in demonstrating clinically significant effectiveness in treatment-resistant depression (Mutz et al., 2019).
Electroconvulsive therapy (ECT) is reserved in very serious and life-threatening cases but stigma and lack of availability hinder its application. There is a recently introduced esketamine nasal spray, which is used to treat treatment-resistant depression, but Chaplin (2020) points out that the quick actions are compensated by the safety, price, and regulation of use. One of the major problems in acute treatments is the use of one size fits all sequencing. In actual NHS outcomes, it can be seen that patients can go through several non-beneficial therapies before it gets worse, contributing to latency of recovery and pushing them towards chronicity. 
Rehabilitation and relapse prevention (maintenance phase)
Rehabilitation is necessary as a means of maintaining recovery and minimising relapse, but UK provision is still in a disjointed manner. Graded activity programmes and psychoeducation are also suggested as the means of functional recovery, whereas the goals of return-to-work planning and social prescribing initiatives should be to manage social determinants of health (NHS, 2023). Peer support and carer intervention are also being considered as a useful practise, although BMJ (2025) indicates that not all of these services are equally-funded. The evidence of relapse prevention plans such as MBCT includes recurrent depression in which Kuyken et al. (2008) reported that there are notable decreases in relapse risks when MBCT is integrated into maintenance care. This notwithstanding, underfunding and lack of continuity between primary care and community mental health teams and Improving Access to Psychological Therapies (IAPT) services limits implementation. As noted by Simon et al. (2024), the drop-out rates are disproportionate, especially when it comes to socially disadvantaged populations, and it speaks of disproportionate access and engagement. Practical cases indicate that patients leaving secondary care are not adequately offered follow-up after care and they tend to relapse and revert to crisis routes.
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Nosology and biological models 
Depression categorization is still controversial between categories and dimensional methodologies. ICD-11 still has categorical thresholds, but BMJ (2025) points out that severity and functional impairment frequently occur in a continuum, which is difficult to delimit. The paper by Moncrieff et al. (2022) also criticises the serotonin deficit narrative, indicating that there is weak evidence about an easy explanation of a neurochemical cause. This nullifies the reductionist paradigms and strengthens the necessity of biopsychosocial formulations that do not lump treatment efficacy and causal suppositions. A criticism on a distinction level explains that although antidepressants could cause relief of symptoms, their small effect cannot be compared with the evidence that there is serotonin dysfunction.
Precision psychiatry and neuromodulation
New controversies are biomarker-based subtyping and neuromodulation. Bormann et al. (2021) also mention the concept of invasive neuromodulation as a possible precision tool, but the challenges of ethicality and scalability have not been made. Non-invasive technologies like rTMS demonstrate the clinic significance of the treatment-resistant depression, yet the results depend on the protocol and patient selection (Mutz et al., 2019). Simon et al. (2024) warn that durability and governance are the most important issues that should be considered before mass adoption. Critical position underlines the potential of stratified strategies but demands the implementation in stages in registries in order to be safe, equitable, and cost-effective.
 Neurodivergence and reclassification considerations 
There is also a debate on overlap between neurodivergent conditions and depression. NICE (2025) observes the risks of the diagnosis overshadowing, in which depressive symptoms are wrongly attributed to autism or ADHD. BMJ (2025) focuses on the necessity of individual treatment without the merging of categories. The distinction-level analysis recognises comorbidity-driven pathways and accessibility adjustments, which guarantee individualised planning without losing a diagnostic understanding.
Policy and practice impacts in the UK 
Services in the UK are subjected to the shortage of the workforce, restrictions in commissioning, and discrimination related to the access to innovative therapies. The guidance provided by NHS (2023) demonstrates inconsistency in the delivery of stepped care, whereas Simon et al. (2024) reveal the lack of consistency in the use of measurement-based care. BMJ (2025) emphasises the fact that relapse prevention is poorly funded. Another critical view suggests system leverages: fund based on results and sustainability, use uniform measures, and have equity checks prior to the introduction of new treatments.
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Classification and diagnosis 
The descriptive framework of ICD-11 needs to be improved through the incorporation of severity and functioning anchors, including routine patient-reported outcome measures (PROMs), and diagnostic descriptions. This would make the diagnosis account not only the burden of symptoms but also the real-world impairment to enhance stratification and distribution of services. Bipolar disorder, anxiety, and substance use comorbidity screening is mandatory due to the frequent cases of misclassification in the UK practice (World Health Organization, 2024; NICE, 2025). Adding socio-determinants measurements, including housing and employment status, would place diagnosis more in the care pathways and minimise inequities in access (Simon et al., 2024).
Treatment
The concept of shared decision-making should be enhanced by displaying clear benefit and harm profiles of every intervention. Defined criteria of treatment-resistant depression (TRD) and rules of escalation must be established to avoid the procrastination of higher levels of treatment. The presence of clinically meaningful benefits warrants earlier access to rTMS to eligible patients (Mutz et al., 2019). Esketamine is not a drug to be provided outside of tight governance structures because of safety and affordability (Chaplin, 2020). Such actions would enhance sequencing, compliance, and effectiveness and manage risk and spending (Simon et al., 2024; NHS, 2023).
Rehabilitation
Interventions that are necessary to ensure a reduction in relapse should be financed with maintenance interventions. MBCT and BA have evidence to support recurrent depression but there is inconsistency in its provision (Kuyken et al., 2008). Return-to-work planning, social prescribing and planned relapse prevention should be incorporated in rehabilitation. Handoffs between the primary care, IAPT, and community mental health teams should be warm to overcome the continuity gaps (NHS, 2023). The inclusion of operational indicators, including the employment and social engagement would improve recovery surveillance (BMJ, 2025).
Policy and research
The commissioning must be anchored on the measurement-based outcomes and continuity of care. Prior to the introduction of novel treatments, equity auditing must be conducted to fairly access all. Prison psychiatry and neuromodulation should have precision trials and registries, which should develop real-world evidence of subtypes and emerging modalities (Simon et al., 2024; BMJ, 2025; NHS, 2023).
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The clinically descriptive approach to ICD-11 offers an essential basis to comprehend the depressive disorders but it is still not enough without incorporation of stratified and measurement-based methods. Practical excellence would entail the connexion between diagnosis and personalised treatment, incorporation of effective rehabilitation plans, and integration of new therapies with care and caution under a strict government regulating body and equity provisions. This report promotes a system-conscious agenda which balances classification with functional results, empowers sequencing of treatment and prefers continuity in rehabilitation. The analysis has provided a realistic way of improving the state of UK depression care by overturning reductionist paradigms, and justifying precision as long as it leads to a measurable improvement in the real world, which can in turn benefit future policy formulation.
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