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According to the WHO (2025a), Bipolar Disorder Type I is a severe and chronic mental health disorder. It is characterised by the occurrence of at least one manic episode, often accompanied by depressive episodes, leading to significant disruptions in mood, cognition, and functioning. Causing a significant decline in quality of life, with a familial, social, and economic burden (Grande et al., 2016). 
According to the World Health Organisation, bipolar disorder affects approximately 40 million people globally and is a leading cause of disability. The condition is associated with substantial morbidity, increased mortality, and an elevated risk of suicide (WHO, 2025b). Whilst it affects young people, the working-age individuals are the most affected. Although the incidence is similar between men and women, evidence suggests that women are more likely to receive a diagnosis. Accessibility and treatment may be limited globally, particularly in low- and middle-income countries, where individuals may not have access to treatments or recommended medicines (WHO, 2025b). In Britain, more than one million people, or about 1 in 50, live with bipolar disorder, and the effects extend to roughly five family members or friends for each person affected (Royal College of Psychiatrists, 2024).
The precise cause is uncertain; it may be influenced by a few factors, such as genetic, mental health issues, socioeconomic factors, and substance abuse, which may affect how the disorder develops and progresses.  Symptoms may be triggered or worsened by adverse life events, including trauma, violence, bereavement, and relationship breakdown (WHO, 2025b). Research indicates that mortality rates are significantly higher than in the general population, with suicide rates estimated between 10–20% (Müller-Oerlinghausen et al., 2002). Furthermore, bipolar disorder often follows a recurrent course, requiring long-term management strategies (Grande et al., 2016).
This report critically examines Bipolar Disorder Type I in relation to its classification and diagnosis within ICD-11, evaluates treatment and rehabilitation approaches, and explores current debates, including the bipolar spectrum, neurodivergence, and diagnostic challenges. Recommendations for improving clinical practice and policy are also presented.
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Within ICD-11, Bipolar Disorder Type I is classified under “Mood disorders” (code 6A60). The diagnosis requires the presence of at least one manic episode, which may be preceded or followed by depressive or hypomanic episodes (WHO, 2025a). The term “bipolar” can be divided into two parts: bi, and polar, meaning ‘complete opposite’, which reflects the alternation between two contrasting mood states: mania and depression (Mind, 2026).
Manic episodes are abnormal mental states that last several days unless shortened by medical and treatment interventions and are characterised by elevated or irritable mood, increased activity or energy, reduced need for sleep, grandiosity, pressured speech, and impulsive behaviour (WHO, 2025a). In severe cases, psychotic symptoms such as delusions or hallucinations may occur (NHS, 2024). Approximately 75% of individuals who experience an acute manic episode exhibit psychotic symptoms (Grande et al, 2016) that often require urgent hospital care (American Psychiatric Association, 2024). Depressive episodes involve persistent low mood, sadness, fatigue, impaired concentration, and suicidal ideation (Young & MacPherson, 2011; NHS, 2024). Mixed episodes may also occur, where manic and depressive features are present simultaneously or within rapid fluctuations, sometimes within the same day. (WHO, 2025a). 
Diagnosis is primarily based on clinical assessment, including patient history and symptom presentation, as there are no definitive biological markers (Grande et al., 2016). To be diagnosed, the person may experience symptoms of alternating moods, either manic symptoms for one week, depressive or mixed episodes, for a minimum of two weeks (WHO, 2025a). Symptoms must be severe enough to interfere with familiar, social and professional obligations (American Psychiatric Association, 2024). 
Tools such as the Hypomania Checklist (HCL-32), Young Mania Rating Scale (YMRS), and the Bipolar Spectrum Diagnostic Scale (BSDS) may support assessment but are not diagnostic in isolation (American Psychiatric Association, 2024; Young & MacPherson, 2011). This reliance on subjective reporting introduces challenges, including recall bias and variability in clinical interpretation.
Critically, the ICD-11 maintains a categorical approach, distinguishing between Bipolar I, II and Cyclothymic disorders (WHO, 2025a). However, this framework has been criticised for failing to capture the full heterogeneity of mood disorders. The concept of the Bipolar spectrum suggests that mood disturbances exist on a continuum, with subthreshold symptoms often overlooked (Angst, 2007). Some individuals experience predominantly depressive episodes and only subtle or infrequent hypomanic or manic features. This variability complicates diagnostic accuracy, particularly in primary care contexts where time-limited assessments increase reliance on patient recall and observable symptoms. As a result, bipolar disorder is frequently misdiagnosed as unipolar depression, delaying appropriate mood stabilising treatment and potentially exacerbating illness course and long-term outcomes (Young & MacPherson, 2011; Grande et al., 2016).
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The management of bipolar disorder typically involves a combination of pharmacological and psychological interventions (American Psychiatric Association, 2024). The National Institute for Health and Care Excellence (2026) recommend mood stabilisers such as lithium and antipsychotic medications, including olanzapine, quetiapine, and risperidone, are commonly used in the treatment of acute mania and maintenance therapy. Lithium is considered highly effective in reducing relapse and suicide risk; however, its clinical use is limited by a narrow therapeutic index, requiring regular blood monitoring to avoid toxicity (Mind, 2024). 
However, side effects and adherence issues present further challenges. Adherence issues significantly challenge bipolar disorder management, as effective treatment depends on consistent long-term medication use. Mood stabilisers like lithium are preventative, and inconsistent use heightens the risk of relapse into manic or depressive episodes (American Psychiatric Association, 2024). 
Factors complicating adherence include reduced insight during manic phases and side effects like weight gain and cognitive slowing (Mind, 2024). Additionally, the necessity for regular monitoring can pose practical barriers, resulting in poor adherence linked to higher relapse rates, hospitalisations, and worse long-term outcomes (Mind, 2024). Additionally, not all patients respond to pharmacological treatment, and many continue to experience symptoms despite intervention (Grande et al.,2016).
Psychological therapies, including cognitive behavioural therapy (CBT), psychoeducation, and family-focused interventions, are recommended as adjuncts to medication. These approaches aim to improve awareness, enhance coping mechanisms, and support relapse prevention. Evidence suggests that combined treatment approaches are more effective than medication alone (NICE, 2026).
In severe or treatment-resistant cases, electroconvulsive therapy (ECT) may be used. Although effective, ECT remains controversial due to concerns about side effects, including memory impairment (American Psychiatric Association, 2024).
Rehabilitation is a crucial, however is often minimised as a component of care. Bipolar disorder is associated with persistent cognitive impairments affecting memory, attention, and executive functioning, even during remission (Ferrier, 2002). These deficits can significantly impact occupational and social functioning (WHO, 2025b).
NHS (2024) guidance emphasises the importance of holistic care. Rehabilitation strategies may include cognitive therapy, vocational support, and social skills training.  Peer support can play an important role in recovery by providing shared understanding and enhancing coping strategies (Morton et al., 2025). Moreover, consistent physical health monitoring is desired given the increased risk of comorbid conditions such as cardiovascular disease, diabetes, and others (NHS, 2024). However, access to such services remains inconsistent, highlighting a gap between clinical guidelines and real-world practice (Royal College of Psychiatrists, 2024).
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The terminology of “disorder” reflects a biomedical framework that conceptualises bipolar experiences as pathological deviations from normal functioning, which may contribute to stigma and social exclusion. From a social model perspective, however, mental distress is better understood as arising from the interaction between individual vulnerability and environmental factors, suggesting that diagnostic language may oversimplify complex lived experiences. Despite this critique, diagnostic labels remain essential in clinical practice, as they enable access to treatment, ensure consistent diagnosis, and support the reliability of research; without such standardisation, there is a risk of diagnostic ambiguity and reduced access to appropriate care. Therefore, while the term “disorder” may unintentionally reinforce stigma, it remains clinically necessary, highlighting the ongoing tension between medical utility and psychosocial understanding (Angst, 2007).
This tension is also evident in the classification of bipolar disorder within ICD-11, which adopts a categorical approach requiring clearly defined thresholds for diagnosis (WHO, 2025a). This system has been increasingly challenged by the bipolar spectrum model, which posits that mood disturbances lie on a continuum rather than in discrete categories. Evidence suggests that many individuals experience subthreshold hypomanic symptoms that do not meet formal diagnostic criteria but are nonetheless clinically and functionally significant (Angst, 2007). 
However, categorical frameworks remain important for maintaining diagnostic reliability, improving communication between clinicians, and guiding evidence-based treatment pathways (American Psychiatric Association, 2024). Without such a structure, there is a risk of overdiagnosis and reduced clinical clarity (WHO, 2025a). Overall, while the bipolar spectrum model provides a more nuanced understanding of mood variation and highlights limitations in ICD-11 classification, a combined dimensional categorical approach may offer the most clinically effective and conceptually accurate framework for diagnosis and care (Angst, 2007). This has important implications for early intervention, as delayed or inaccurate diagnosis is associated with poorer long-term outcomes and increased morbidity (Grande et al., 2016).
Diagnostic delay is another critical issue; the average time to receive a diagnosis of bipolar disorder is often 9.5 years (Bipolar UK, 2024).  Evidence indicates that such delays result in individuals experiencing prolonged periods of misdiagnosis, often being treated for unipolar depression before receiving an accurate bipolar diagnosis, leading to inappropriate treatment and poorer long-term outcomes (Grande et al.,2016). Patients are at risk of substantial adverse consequences such as loss of employment, housing instability, breakdown of relationships, and increased mortality (Royal College of Psychiatrists, 2024). This raises concerns regarding the reliability of current diagnostic approaches, which depend heavily on retrospective self-reporting (Young & MacPherson, 2011).
The concept of neurodivergence has also emerged as a point of discussion. While some argue that aspects of bipolar disorder, particularly hypomania, may be associated with creativity and enhanced functioning, this perspective remains controversial. Critics emphasise that bipolar disorder is frequently associated with severe impairment, including psychosis and suicidality, and should not be minimised (WHO, 2025b). Balancing the reduction of stigma with recognition of clinical severity remains a key challenge.
Pharmacological treatment is also debated. Although medications such as lithium are effective, their mechanisms of action are not fully understood, and long-term adherence can be problematic. Lithium has been demonstrated to interfere with the stimulation of neuronal cells, whereas other drugs (like antipsychotics) modify the brain's neuronal communication (Müller-Oerlinghausen et al., 2002). Concerns have been raised about the pharmaceutical industry's influence on shaping treatment practices and expanding diagnostic categories (Angst, 2007).
Additionally, individuals with bipolar disorder experience significant health inequalities. Life expectancy is reduced by approximately 10–15 years, largely due to physical health conditions and increased suicide risk (Royal College of Psychiatrists, 2024). Despite clinical recommendations, physical health monitoring is often inadequate, reflecting systemic shortcomings in integrated care.
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To improve outcomes for individuals with bipolar disorder, several key recommendations can be made. The diagnostic processes should be enhanced through greater use of structured assessment tools and longitudinal monitoring, particularly in primary care settings (NICE, 2026). Early identification of hypomanic symptoms is essential to reduce misdiagnosis (Young & MacPherson, 2011).
Additionally, classification systems should move towards a more dimensional approach that reflects the bipolar spectrum, allowing for more accurate and flexible diagnosis (Angst, 2007). Revising the language used in classification may also help reduce stigma (Hamilton & Inder, 2025).
Furthermore, treatment approaches should prioritise integrated care, combining pharmacological, psychological, and social interventions (NICE, 2026). Greater access to psychotherapy and rehabilitation services is needed, particularly in community settings (Morton et al., 2025). Work can be helpful; an occupation can aid rehabilitation by enhancing functionality, reducing symptoms, and boosting quality of life and self-esteem in favourable work environments and with suitable adjustments (NICE, 2026) 
NICE (2026) recommends that social recovery is prioritised within care planning. Adults with bipolar disorder who are in work, or who wish to return to employment, should have access to supported employment programmes. This reflects a holistic approach to care that addresses not only symptom management but also quality of life, independence and social inclusion.
Moreover, physical health monitoring should be consistently implemented to address the high prevalence of comorbid conditions. This requires improved coordination between mental and physical healthcare services (Chan et al., 2022).
Finally, further research is needed to better understand the underlying mechanisms of bipolar disorder and to develop more effective, personalised treatments (Grande et al., 2016).
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Bipolar Disorder Type I is a complex and multifaceted condition that presents significant challenges in classification, diagnosis, and treatment. While ICD-11 provides a structured framework, it does not fully capture the disorder's heterogeneity. Current treatment approaches are effective but limited by issues of adherence, side effects, and incomplete remission.
Ongoing debates surrounding the bipolar spectrum, neurodivergence, and diagnostic practices highlight the evolving nature of mental health understanding. Addressing these challenges requires a shift towards more holistic, patient-centred care that integrates biological, psychological, and social perspectives.
By improving diagnostic accuracy, expanding access to comprehensive treatment, and addressing systemic inequalities, it is possible to enhance outcomes and quality of life for individuals living with bipolar disorder.
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