Azra Aslam, 2213862, BMHP6029
Table of Contents
Introduction	2
ICD-11 Classification of Depressive Episode	2
Diagnosis of Depressive Episode	4
Treatment Approaches	5
Rehabilitation and Recovery	6
Current Debates and Emerging Issues	7
Recommendations	8
Conclusion	8
Reference List	8





















Depression Episode (ICD-11): Classification, Diagnosis, Treatment, Rehabilitation and Current Debates

[bookmark: _Toc214241760]Introduction 
Depressive disorders are a major global public health concern and remain the leading causes of disability worldwide. They contribute to years lived with disability (YLDs) and place considerable economic, social, and personal strain on affected individuals and communities. In the United Kingdom, depression is one of the most common mental health conditions within primary care services, with rates increasing further in the aftermath of the COVID-19 pandemic (NICE, 2018). In the ICD-11, depressive presentations fall under the classification 6A70 Depressive Episode. This category distinguishes episodes by severity, which is typically referred to as ‘mild,’ ‘moderate’ or ‘severe.’ It also includes associated clinical features that help practitioners assess the degree of functional impairment and select proper interventions (Stein et al., 2020).
This report critically analyses how Depressive Episodes are conceptualised within ICD-11, focusing on its diagnostic framework, core characteristics and recommended treatment and rehabilitation approaches. It also examines a range of contemporary issues, including postpartum and atypical depressive presentations, intersections with neurodivergence, debates surrounding antidepressant use and the challenges linked to severity-based specifiers. The report concludes with recommendations to strengthen diagnostic precision, advance culturally responsive practice, and enhance treatment pathways across both UK and international settings. 
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ICD-11 places depressive episodes within chapter 6, which covers mental, behavioural, and neurodevelopmental conditions, and assigns them the diagnostic code 6A70. In this framework, a depressive episode is characterised by a sustained period in which an individual experiences marked low mood, decreased interest or enjoyment, and a notable reduction in energy, typically accompanied by changes in thinking, emotion, and behaviour (Reed et al., 2019). Compared with earlier editions, ICD-11 moves away from strict symptom-count thresholds and instead emphasises clinical judgement, the degree of functional disruption and the overall severity of symptoms (Kogan et al., 2021). This reflects a broader shift in psychiatry toward conceptualising depression as a continuum rather than a category defined purely by the number of symptoms.
The Language of Classification
ICD-11 intentionally uses the term disorder to support alignment with the terminology adopted across the World Health Organisation (WHO) diagnostic systems. This language aims to strike a balance between biomedical models and psychosocial perspectives, though critics suggest that the label may unintentionally reinforce medicalisation or contribute to stigma by implying an inherent pathological state (Zimmerman et al., 2018). WHO’s decision to preserve the label “depressive disorder,” rather than adopting alternatives such as “depressive condition,” supports consistency across global research, clinical reporting, and epidemiological monitoring (Stein et al., 2020).
Severity Specifiers
The ICD-11 uses severity specifiers mild, moderate and severe to describe how far depressive symptoms interfere with a person’s daily functioning rather than relying solely on the number of symptoms observed.
· Mild episodes involve notable distress and some disruption to everyday activities, though individuals are generally still able to maintain social roles and routine tasks.
· Moderate episodes are associated with clearer functional decline and difficulty performing expected responsibilities.
· Severe episodes may present with profound impairment, and can include psychotic features, suicidal thoughts or attempts, and extensive disruption to normal life (Zimmerman et al., 2018).
Although these categories aim to support a dimensional approach to depression. Their reliability is debated because functioning is shaped not only by symptom burden but also by cultural expectations, socioeconomic pressures, and the availability of support (Fried & Nesse, 2015). Concerns have been raised here about whether severity ratings have captured the overall difficulty of an individual’s experience.
Specifiers for Clinical Features
ICD-11 allows clinicians to describe episodes using further clinical features, such as:
· with prominent anxiety
· with melancholic features
· with atypical features
· with peripartum onset (often associated with postpartum depression)
Atypical depression is characterised by mood reactivity and symptoms such as hypersomnia, increased appetite, sensitivity to rejection, and a heavy-limb sensation has been identified in several UK population studies as forming a distinguishable subgroup with unique patterns of comorbidity and differing treatment outcomes (Brailean et al., 2020).
Postpartum depression is not classified as a stand-alone diagnosis in ICD-11. Instead, it is captured under “depressive episode with peripartum onset,” reflecting a shared international framework (Putnam et al., 2017). The adequacy of this arrangement, however, has been the focus of substantial discussion.
[bookmark: _Toc214241762]Diagnosis of Depressive Episode
To diagnose a depressive episode under ICD-11, at least one of the core symptoms, such as persistent low mood, loss of interest or pleasure, or marked reduction in energy, must be present for a minimum of two weeks, with exceptions for particularly rapid or severe presentations (Kogan et al., 2021). Additional symptoms may include cognitive difficulties, sleep or appetite changes, problems with concentration, feelings of guilt or reduced self-worth, and thoughts of death or suicide (Stein et al., 2020). Crucially, these symptoms must cause meaningful distress or impairment.
Diagnostic Assessment Process
Clinicians typically gather information through structured or semi-structured interviews, a detailed personal and clinical history, and validated rating tools such as the PHQ-9 or Hamilton Depression Rating Scale. In UK primary care, the PHQ-9 is widely used to support assessment, but it is intended to complement, not replace, the clinical judgement (NICE, 2018). PHQ stands for ‘Patient Health Questionnaire.’ The PHQ-9 is a questionnaire that consists of 9 questions. It assesses the presence and/or severity of depressive symptoms that individuals face.
Differentiating depression from other conditions is essential. Overlapping symptoms may occur with bipolar disorder, generalised anxiety, bereavement responses, chronic health conditions such as thyroid disease, or medication side effects. In peripartum presentations, distinguishing depressive symptoms from the physical and emotional demands of early parenthood is particularly important, as these can obscure or mimic clinical depression (Shorey & Chee, 2021).
Cultural and Social Considerations
ICD-11 recognises that social and cultural contexts shape how individuals express depressive symptoms. In some communities, distress is conveyed primarily through physical symptoms such as fatigue, headaches or bodily pain, while in others, emotional descriptions are more prominent (Reed et al., 2019). Within the UK, under-recognition of postpartum depression remains a significant concern among ethnic minority women, influenced by cultural stigma, limited access to culturally competent services and language barriers (Putnam et al., 2017).
Diagnostic complexity is also common among neurodivergent individuals. Difficulties expressing internal emotional states, masking behaviours or atypical affective presentation can complicate assessment and may lead to misinterpretation of symptoms (Slomian et al., 2019). These factors highlight the importance of flexible, context-sensitive diagnostic approaches.
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ICD-11 provides criteria for diagnosis but does not stipulate treatment recommendations. In the UK, clinical management follows NICE (2018) guidelines, which outline a stepped-care model based on severity and treatment response.
Psychological Interventions
For individuals with mild depression, NICE recommends low-intensity interventions such as guided self-help, behavioural activation, and brief cognitive-behavioural approaches. These interventions are supported by evidence showing good outcomes and comparatively lower relapse rates than pharmacotherapy alone in mild presentations (Wright et al., 2019 and Cuijpers et al., 2020).
For moderate episodes, high-intensity psychological therapies, including CBT and interpersonal psychotherapy (IPT) are recommended. IPT is particularly beneficial for peripartum depression due to its focus on interpersonal transitions and role changes (Putnam et al., 2017). Behavioural activation is gaining prominence across NHS IAPT services because it is cost-effective, straightforward to deliver and supported by strong empirical results.
Pharmacological Treatment
Antidepressant medications are primarily SSRIs, SNRIs and atypical agents; it is recommended for moderate to severe depression or when psychological therapy alone proves insufficient (Karrouri et al., 2021). SSRIs are still the first-line treatment due to their favourable safety profile. Nevertheless, debate persists regarding their mechanisms of action and the strength of evidence supporting their use in milder cases.
For atypical depression, MAOIs can be more effective than SSRIs, although their use is often limited by side-effect risks and dietary constraints (Łojko & Rybakowski, 2017).
In postpartum depression, medication decisions require careful consideration, particularly when breastfeeding. Many SSRIs are considered compatible with breastfeeding when monitored appropriately, and treatment decisions should involve collaborative discussions with the patient (Slomian et al., 2019).
Combined and Specialist Treatment
Combined approaches where psychological therapy is paired with antidepressant medication are recommended for severe depressive episodes. When an individual does not respond adequately to first-line treatments, clinicians may consider augmentation strategies, specialist psychotherapies, or more intensive structured programmes. 
However, access to such interventions varies widely across different regions of the UK, raising issues of fairness and consistent service provision. These differences may lead to deferred treatments, worse outcomes, and enhanced risks of chronicity for those who have severe or complicated symptoms. 
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Rehabilitation aims to restore day-to-day functioning, support individuals in re-establishing social roles and reduce the likelihood of relapse. ICD-11 highlights the importance of psychosocial rehabilitation alongside symptom management (Reed et al., 2019).
Psychosocial and Occupational Rehabilitation 
Rehabilitation commonly includes:
· psycho education to enhance understanding and coping
· structured plans for preventing relapse
· participation in peer or community support networks
· gradual re-engagement in meaningful or enjoyable activities
· lifestyle adjustments, including exercise and sleep optimisation
Occupational rehabilitation may also involve collaboration with employers to organise phased returns to work or temporary adjustments to workload and expectations.
Barriers to Rehabilitation 
Although psychological and social interventions are well supported by evidence, access remains uneven. Long waiting times within NHS Talking Therapies (formerly IAPT) affect many service users, particularly those with severe, persistent or complex depression. Socioeconomic disadvantage also continues to influence who is most affected by these delays (Shorey & Chee., 2021).
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Reliability of Severity Specifiers
Concerns have been raised about whether ICD-11’s severity categories capture the true complexity of depression. Functional impairment is shaped by contextual factors, such as social inequality, disability, and cultural expectations, that may not reflect symptom intensity alone (Zimmerman et al., 2018). This creates challenges for both diagnostic accuracy and treatment planning.
Neurodiversity and Diagnostic Accuracy
Building on previous challenges that have been outlined in this diagnostics, neurodivergent presentations have outlined more complications in implementing traditional diagnostic limits within ICD-11. Higher rates of depression among neurodivergent people have been well documented (Hedley and Young, 2020), yet diagnosing depression in these populations can be difficult. Differences in emotional communication, masking or atypical affective expression may prevent individuals from meeting traditional diagnostic thresholds (Slomian et al., 2019). Critics argue that systems like ICD-11 still largely reflect neurotypical norms.
Postpartum Depression as a Diagnostic Category
Another long-standing debate concerns the classification of postpartum depression. Many clinicians and researchers argue for a distinct diagnostic category due to the unique biological, hormonal and psychosocial contributors (O’Hara and McGabe, 2013) associated with the postpartum period (Putnam et al., 2017). ICD-11’s broader “peripartum onset” specifier is viewed by some as inadequate for research or clinical specificity.
The Antidepressant Debate
Challenging the serotonin imbalance hypothesis has prompted renewed scrutiny of how antidepressants work (Pariante, 2017) and how effective they are, especially in mild cases (Karrouri et al., 2021). Some commentators express concern about over-prescription in the UK, while others highlight the significant benefits of antidepressants for individuals with severe depression. Increased visibility of withdrawal effects has also led to calls for more detailed and personalised tapering guidance.
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Drawing on the analysis above, the following recommendations are proposed:
1. Strengthen diagnostic assessments by enhancing cultural and linguistic competence, especially within perinatal services and for ethnic minority groups.
2. Develop diagnostic pathways that account for neurodivergent communication styles and atypical affective presentation.
3. Expand and invest in perinatal mental health services, including more comprehensive screening and a broader range of therapeutic options.
4. Improve access to psychological therapies by reducing waiting times and increasing the availability of higher-intensity interventions.
5. Support longitudinal research examining atypical and treatment-resistant depression, including investigations into biomarkers and personalised treatment strategies.
6. Implement public awareness initiatives that highlight the multifaceted nature of depression to counteract stigma and misinformation.
The purpose of these recommendations is to tackle gaps that are shown in the treatment accessibility, diagnostic clarity, and the need for better responses from a cultural aspect when dealing with mental health pathways.
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ICD-11 offers a flexible and detailed approach to diagnosing depressive episodes, incorporating severity ratings and specifiers to support clinical decision-making. Nonetheless, challenges are still recognised in cultural variations, accommodating neurodivergent presentations, and adequately addressing the complexities of postpartum and atypical depression. Effective care requires a personalised combination of psychological, pharmacological, and rehabilitative interventions. Ongoing debates, particularly around antidepressant use, diagnostic categorisation, and service accessibility, emphasise the need for continuing research, updated guidelines and stronger mental health infrastructures. A more nuanced, inclusive, and person-centred approach is essential for improving outcomes for individuals experiencing depression.
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