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Single Episode Depressive Disorder (SEDD) is a prevalent mental disorder that is connected to a single, persistent episode of low mood or loss of interest that causes dysfunction. Individuals may also report disturbances in sleep appetite concentration, energy levels and self-esteem. A proportion of sufferers develop hopelessness and suicidal ideas While this treatment is effective for many, the untreated depression is essentially a drain on both the personal and regional economy. WHO (2024) states that depression is one of the most common illnesses, affecting hundreds of millions of people. 
The ICD-11the International Classification of Diseases, 11 th Edition (ICD is a standardized approach to diagnosing and classifying depression in all areas of health, social and mental health. The revised classification sought to increase diagnostic reliability whilst acknowledging variation in symptom severity and level of impairment (WHO, 2024). Yet, there remains discussion over the diagnostic threshold, potential over diagnosis, ethnic differences and relation to medical and psychosocial factors.
 This report assesses the diagnosis of Single Episode Depressive Disorder per ICD-11.
The diagnostic classification process treatment and rehabilitation strategies are reviewed and the current controversies of the condition are debated and recommendations are made to improve future practice.
[bookmark: _Toc236747716]2. Classification of Single Episode Depressive Disorder in ICD-11
Within the classification system for mental disorders, ICD-11, a single episode ofDepressive Disorder is located in the block of Depressive Disorders in Chapter 6 Mental Behavioural or Neurodevelopmental Disorders (WHO, 2024). The criteria for diagnosis centres on an individual suffering from one episode (no previous episodes of major depression). Symptoms are rated as being of mild, moderate or severe levels based on severity and disability (psychotic features may be present if severe). 
This may be an improvement upon classifications used previously because it acknowledges that depression exists as a continuum and does not manifest the same for everybody. Severity categories assist in choosing the most suitable treatment for a case and enhance communication between professionals. Reed et al. (2022) suggest that the ICD-11 offers more clinical utility, because of its attempt to streamline diagnostic guidelines while maintaining a balance with evidence.
Another benefit of ICD-11 is that it relies on impaired functioning as the basis for diagnosis rather than the simple count of symptoms. In regards to diagnosis, symptoms must cause disruption to work education relationships or to general functioning. This also reduces the likeliness of conflating normal sadness with clinical depression, and encourages clinicians to stay vigilant to the patients general functioning (WHO, 2024).
Despite these improvements, several limitations remain. Diagnosis is still based on clinical assessment as currently there is no laboratory or imaging test capable of diagnosing depression. Malhi and Mann (2018) state that because depression has both a biological and psychological component, state it is extremely difficult to objectively diagnose; instead, symptomology is used.
Another challenge is cultural diversity. Emotions are displayed in various ways between different cultures. Others, pain or tiredness rather than feelings of unhappiness may be the first indicator of depression, while for others there may be hesitance to talk about feelings of unhappiness for social or cultural reasons. Those making a diagnosis are advised to take culture into account before diagnosing, under the recommendations of ICD-11 (WHO, 2024).
Some researchers that present diagnostic approaches are in danger of pathologising normative emotional reactions to stressful life events. Although grief following bereavement, unemployment or relationship dissolution is a normative response, the ICD-11 stipulates that to diagnose depression symptoms must be persistent, clinically significant and linked to impairment in quality of life.
[bookmark: _Toc236747717]3. Diagnosis of Single Episode Depressive Disorder
Although a useful criterion, this is a difficult message for practitioners to maintain. A diagnosis is necessary as depression can overlap with anxiety disorders, bipolar disorder, alcohol/drug misuse and various illnesses. ICD-11 explains that depression can be assigned to a patient if "a depressive episode is recorded that involves depressed mood, loss of interest or pleasure, and other symptoms that cause clinically significant impairment in function" (WHO, 2024).
Diagnosis is a clinical judgement based on consultation not a positive test. Factors considered include severity and duration of symptoms functioning wellbeing and emotional state. Information is also gathered on sleep, eating habits concentration energy, suicidal ideation and past mental health. The use of validated assessment tools combined with clinical interview has been recommended by NICE (2022), but assessments should be adjunct to basic clinical judgement.
Assessment should be specific to ruling out any differential diagnoses. For example, endocrine conditions such as hypothyroidism or neurological conditions may cause depressive symptoms (Donaghy et al, 2017). Other differential diagnoses should be established, including substance misuse and bipolar disorder, as these conditions require different treatment (NICE, 2022).
The diagnostic process needs to evaluate psychological and social functioning more in-depth. Depression commonly impacts on many areas including work/education, family relationships and participation in social activities. Cuijpers et al. (2021) note that functional impairment may persist even after mood symptoms have improved. Consequently, the clinician needs to evaluate the wider impact of depression rather than emotional symptoms alone.
While the ICD-11 gives explicit guidance, diagnosis can still be difficult. There is no biological indicator for depressive disorder and the symptoms can manifest quite differently from person to person. Much of the delay in diagnosis can be attributed to individuals' fears of stigma and discrimination or their general lack of knowledge of mental health symptoms. A delayed diagnosis is correlated with more severe illness, poorer outcomes and higher recurrence, (WHO, 2024). 
[bookmark: _Toc236747718]4. Treatment of Single Episode Depressive Disorder
Treatment plan aims at reduction of depressive symptoms, improvement of functioning and relapse prevention. ICD-11 supports a person-centred management of depression, which includes psychological treatment, pharmacotherapy and social support depending of the severity of symptoms and individual needs (WHO, 2024). Recent researches indicate that integrated approaches lead to better prognosis faster than single intervention.
Psychological therapies are the recommended initial course of treatment for depression that is classified as mild/moderate. Cognitive Behavioural Therapy (CBT) is the most common form used as it can help patients identify and alter their depressive thought processes to negative ones as well as learn new and effective coping mechanisms. NICE (2022) also suggests guided self-help and behavioural activation as these can Much decrease symptoms and improve impairments. Cuijpers et al. (2021) note that psychological therapies are highly efficacious Mostly when implemented at an earlier stage with illness.
Medication should be used in moderate to severe depression or where psychotherapy alone has not worked. First line intervention is the SSRIS, such as sertraline and fluoxetine which contain less adverse effects in softer mood than older drugs. The NICE 2022 has recommended that clinicians and patients should work together to reach a shared decision about the expected benefits and adverse effects. 
Treatment has proven effective for many suffering with depression, mainly plus psychological therapy. Antidepressants are proven to A lot decrease depressive symptoms in depressed adults (Cipriani et al. 2018). Yet there are limitations to drug use. Nausea, sleep disturbance, change in weight or sexual functioning can discourage taking medication. However, some patients only improve a lot partly which indicates medication alone is often not enough (Malhi and Mann, 2018).
In the management of depression, collaborative care has been developed to promote the management of depression. It consists of a partnership between general practitioners and psychiatrist/psychologist, to ensure adherence and ongoing support. Collaborative care may be the most effective form of treatment in primary care settings to: enhance treatment adherence, reduce symptoms, increase satisfaction with treatment (Cuijpers et al. 2021).
Even with these improvements, disparities in treatment still exist. Delays in psychological therapies caused by long waiting times and under supply of mental health workforce mean that some patients are unable to receive proper psychological support and rely on pharmacological approaches. Improving access to integrative mental health care should still be a healthcare priority. 
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Rehabilitation is an essential aspect of recovery as depression impacts on more than just mood. A lot of individuals retain residual symptoms which impair on functioning in the areas of employment education relationships and social participation despite remission. The WHO ICD-11 has So advocated for enhanced rehabilitation which focuses on functioning and resumption within the community (WHO, 2024).
Multidisciplinary rehabilitation has proved to be more effective. During discussions with teams of psychiatrists, psychologists, nurses, occupational therapists and social workers, the care plan will be established as the psychological, social and occupational needs of the individual. This all-round community-based service suggested by NICE (2022) aid recovery and minimizes the chances of relapse. 
Also relevant is the area of vocational rehabilitation. Those with depression often have problems concentrating and lacking confidence, causing them to experience problems at work. Occupational therapy and supported employment and educational help people return to work or study at a pace that restores confidence and independence. This benefits quality of life and the wider economic impact of depression.
The data also indicate that psychoeducation plays an important role in long term recovery. Being educated about depression, its treatments, relapse prevention, lifestyle change empowering individuals and family members to take increased control and management of their mental health. This understanding enhances treatment uptake and encourages treatment adherence, as well as empowering patients to identify early signs of relapse with greater certainty, thereby enabling prompt action, more significant self-management and lessen burden on crisis intervention in the future.
However, provision of rehabilitation services still remains patchy across systems of care. Availability of community-based services is dependent upon funding levels, geographical location and native workforce capacity, strength and flexibility. Many service users are able to access various specialist community-based services. Others have to put up with a lack of access to psychotherapy counseling social work, occupational therapy or a varied range of additional supportive services. These inequalities reduce opportunities for full recovery.
The discrimination of the mentally ill still contributes to the stigma of mental illness so a large proportion of people diagnosed with depression do not engage in normal social activity because of the fear of such discrimination. So, programs of stigma reduction and long-term service provision need to be implemented to encourage social use and ensure stability of mental health.
[bookmark: _Toc236747720]6. Current Debates and Emerging Issues
One of the most significant debates relates to the medicalisation of everyday sadness. Various authors warn that diagnostic classifications will probably categorialise predictable negative reactions to life stressors as clinical depression. Still, scholars conclude that ICD-11 clearly codifies long-lasting symptoms and considerable interference with functioning before diagnosing Single Episode Depressive Disorder, so differentiating disorder from emotional distress (WHO, 2024).
Another debate revolves around biological explanations for depression. Progress in fields like genetics, neurosciences and brain imaging have helped explain depressive disorders, but a true biological marker has not been discovered that can diagnose depression or indicate its likely treatment response. Malhi and Mann (2018) suggest depression is caused by interaction of the biological, psychological and social.
Recovery-oriented practice impacts current depression treatment practices as well. Setup shifts from symptom reduction to an emphasis on personal recovery, social participation, employment, and quality of life, is expanding the use of person-centred mental care and focusing on longer-term wellbeing. 
[bookmark: _Toc236747721]7. Recommendations
The evidence presented has indicated that both classification and management of the SEDD has evolved and improved, but there still remain significant issues and many areas for future success. Five recommendations have been highlighted:
First, there should be further clarification of the type of depressive disorders as new evidence emerges. While the standardization offered by the current classification aids diagnosis in general, the new edition should also be revised to include any pathogenic biological markers if valid evidence is to be found that they exist, Because of this facilitating specific and targeted treatment (Malhi and Mann, 2018).
Second, prevention by earlier identification of depression will need to be addressed as a healthcare priority. Many delays in help-seeking are reported due to stigma or lack of knowledge of mental health signs and symptoms, earlier identification in primary care, schools and workplaces will enable better access to treatment and improve recovery rates (WHO, 2024). 
Thirdly, the availability of evidence based psychological therapies needs to be increased. While Bath and CBT are very effective forms of therapy, long waiting lists often delay access for many. Increasing funding into MH services would allow faster availability of psychological treatment, as well as less reliance on drugs to treat MH problems (NICE, 2022).
Fourth, rehabilitation must be enhanced in long-term-care. Occupational therapy, supported employment and community-based services should be injected into recovery as standard practice. These help the individual but also lessen the wider socio-economic burdens caused by depression.
Finally, stigma reduction should not be a neglected public issue because of changing times. To help with that a lot, educational campaigns that raise public awareness can be a great source of changing attitudes to depression. They can help to open up channels of conversation and at the same time discourage people who have discrimination in mind. Also, services that focus on recovery should give priority to the patient's choice and social inclusion and have them further developed in line with the patient's own preferences, such as choice and social inclusion.
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Single Episode Depressive Disorder remains one of the main types of mental disorders under the ICD-11 classification. One of the strengths of the present categorization that ICD-11 is recognized by clinicians at the moment is that apart from differentiating between mild, moderate, and severe cases, it focuses on impairing functions and gives a better basis for consistent diagnostic and management decisions.
Determination of the illness remains to depend largely on the doctor's complete assessment since no definitive laboratory test has yet been developed for the mental disorder. Though it coming up with well-illustrated criteria for diagnosis, ICD-11 cannot completely put symptom similarity, cultural variations, delay in getting help among others away which will still be the sources of problem and disagreement in diagnosing depression. Early detection and intervention are still the key factors for enhancing therapeutic results.
Depression therapy should include counseling with antidepressants, and many multidisciplinary approaches per each person's particular requirements. Per clinical studies, a combined approach is very helpful and brings about rapid symptomatic remission and functional restoration. In practice, a lot of patients will find difficulty in seeing a therapist, which is a big issue to deal with. In addition, a major aspect of the recovery process is being able to obtain and maintain a job education independence, and active social life.
Issues on the minimum diagnostic requirements, how genes and the brain's chemicals work in depression, plus whether a purely medical explanation of depression is sufficient are being discussed and written about even now. On top of that, to provide high-quality care and to reach all depressed persons with effective help, it will require integrating and tailoring treatment and rehabilitation to an individual's preferences, evidence-based decisions, and a care pathway that promotes recovery. Continued refinements of the ICD-11 system, faster diagnosis, broad psychological treatment availability, and more effective social rehabilitation and support programs will bring about major changes in the long and short-term results for people with Single Episode Depressive Disorder.
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