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Introduction
Bipolar disorder, affecting approximately 1-2% of the global population, remains a significant challenge in mental health care, marked by alternating episodes of mania, hypomania, and depression that disrupt daily life, relationships, and work (World Health Organisation, 2023). The International Classification of Diseases, 11th Revision (ICD-11), introduced in 2019, represents a significant shift in classifying and diagnosing bipolar disorder, moving from a rigid, categorical model to a more flexible, dimensional framework that emphasises functional impact and clinical utility (First et al., 2021). This report critically examines bipolar disorder’s classification, diagnosis, treatment, and rehabilitation under ICD-11 Chapter 6: Mental, Behavioural or Neurodevelopmental Disorders, whilst exploring ongoing debates and proposing recommendations for improving care. The central argument is that, although ICD-11’s refined classification enhances diagnostic clarity, its reliance on a medicalised framework, coupled with persistent treatment gaps and unresolved debates around neurodiversity and over-diagnosis, limits the delivery of holistic, patient-centred care, necessitating integrated reforms in clinical practice, policy, and research.
Historically, bipolar disorder, once termed “manic-depressive illness” by Emil Kraepelin in the late 19th century, was managed through institutionalisation and rudimentary interventions such as sedatives, often isolating patients from society (Goodwin & Jamison, 2007). Contemporary approaches, in contrast, prioritise community-based care, integrating pharmacological and psychosocial treatments to support recovery and daily functioning (Malla et al., 2021). This shift reflects broader changes in mental health provision, aligning with the assessment’s requirement to examine historical and modern practices. However, challenges persist, including limited access to psychosocial therapies and the stigmatising impact of diagnostic labels, which can affect patients’ self-perception and societal integration.
ICD-11’s global applicability is a key strength, offering standardised criteria that facilitate diagnosis across diverse healthcare systems (World Health Organisation, 2023). Yet, its medical model, which labels bipolar as a “disorder,” may overlook the lived experiences of individuals, particularly those who view certain symptoms, such as hypomania’s creativity, as beneficial (Jamison, 1993). Current debates around neurodiversity and over-diagnosis further complicate its application, raising questions about diagnostic boundaries and treatment priorities. This report addresses these issues through four main sections: classification and diagnosis, treatment and rehabilitation, current debates, and recommendations, aiming to balance clinical accuracy with patient-focused care.
Bipolar disorder’s epidemiology indicates it affects men and women equally, though women may experience more depressive episodes (Vieta et al., 2020). In the UK, approximately 1 million people live with bipolar disorder, costing the NHS £5.2 billion annually, largely due to hospitalisations (National Institute for Health and Care Excellence, 2020). ICD-11’s shift from ICD-10’s categorical approach to one incorporating specifiers for severity and psychosis supports tailored diagnoses, addressing global variations in presentation and treatment access (First et al., 2021). This report uses ICD-11 as the core source to explore these aspects, ensuring a comprehensive analysis.

 Classification and Diagnosis 
  ICD-11 Classification: A Clear Framework
The ICD-11 classifies bipolar disorder under codes 6A60-6A6Z within Chapter 6, distinguishing Bipolar Type I (6A60), Bipolar Type II (6A61), and other presentations such as cyclothymia (World Health Organisation, 2019). Bipolar Type I requires at least one manic episode, defined by a week-long period of elevated or irritable mood and increased energy, causing significant disruption to daily life, including work and relationships. Bipolar Type II involves hypomanic episodes similar but less severe, without major disruption and at least one major depressive episode. This framework prioritises functional impact, enhancing diagnostic reliability across diverse settings (First et al., 2021).
  Diagnostic Criteria and Processes
Diagnosis involves clinical interviews, patient history, and tools like the Structured Clinical Interview for DSM-5 (SCID-5), adapted for ICD-11 (Zimmerman, 2020). Clinicians assess mood episode duration, severity, and impact, often using digital tools like mood tracking apps (e.g., Moodpath) to capture real-time data. Challenges include subjectivity in patient recall and distinguishing bipolar disorder from conditions like borderline personality disorder or attention deficit hyperactivity disorder (ADHD), necessitating longitudinal assessment over weeks or months (Ghaemi, 2022). Training clinicians in ICD-11’s specifiers, such as severity and psychosis, is critical but often limited in low-resource settings, where only 10% of clinicians are adequately trained (World Health Organisation, 2023).
   Historical Context of Classification
In the early 20th century, bipolar disorder, then termed “manic-depressive insanity,” was managed through institutionalisation, with patients confined to asylums and treated with sedatives or restraints (Goodwin & Jamison, 2007). The ICD-10, introduced in 1992, adopted a categorical model, lacking specifiers for severity or remission, which limited flexibility in capturing the varied nature of bipolar presentations. ICD-11’s dimensional approach, incorporating specifiers for current mood episode, severity, and psychosis, reflects a shift towards personalised diagnosis, addressing historical oversimplifications (First et al., 2021). However, global implementation remains challenging due to varying healthcare infrastructures.
 Cultural and Global Variations
Diagnostic rates vary globally; Western countries report higher Bipolar Type II diagnoses due to cultural emphasis on emotional expression, whereas underdiagnosis is common in low-resource settings due to limited access to trained clinicians (World Health Organisation, 2023). For instance, in sub-Saharan Africa, only 20% of bipolar cases are diagnosed due to resource constraints (Zimmerman, 2020). ICD-11’s standardised criteria aim to bridge these gaps, but tailored training and simplified guidelines are needed to improve access in diverse contexts.
 Terminology and Stigma
ICD-11’s use of “disorder” frames bipolar as a medical condition, legitimising treatment but risking stigma by implying abnormality (Ghaemi, 2022). Alternative terms like “condition” or “experience” could reduce negative labelling, aligning with patient-centred care models. Stigma affects employment and social integration, with 30% of patients reporting workplace discrimination (National Institute for Health and Care Excellence, 2020). Addressing stigma requires both clinical and policy interventions, such as anti-stigma campaigns.

Treatment and Rehabilitation 
  Standard Treatment Approaches
Pharmacotherapy remains central, with mood stabilisers (e.g., lithium, valproate) and atypical antipsychotics (e.g., quetiapine, olanzapine) reducing manic episodes by up to 50% in some patients (Geddes & Miklowitz, 2013). Lithium’s long-term efficacy is well-documented, but side effects like weight gain and thyroid dysfunction lead to 40% non-adherence rates (Vieta et al., 2020). Treatment for bipolar depression, such as lamotrigine, is less effective, with only 30% remission rates, creating a treatment shortfall (National Institute for Health and Care Excellence, 2020). Psychosocial therapies Cognitive Behavioural Therapy (CBT), Interpersonal and Social Rhythm Therapy (IPSRT), and Family-Focused Therapy (FFT) target triggers like circadian disruption, reducing relapse by 25% (Frank et al., 2005). For example, IPSRT helps patients stabilise daily routines, which can prevent mood episodes.
 Historical Treatments
In the 19th century, bipolar patients were often institutionalised in asylums, receiving sedatives or no treatment, with little focus on recovery (Malla et al., 2021). Early 20th-century electroconvulsive therapy (ECT) was effective for severe mania but carried significant stigma due to its invasive nature. Modern community-based care integrates pharmacological and psychosocial approaches, emphasising patient autonomy and functional recovery (National Institute for Health and Care Excellence, 2020). This shift from isolation to integration reflects significant progress in mental health care provision.
 Emerging Therapies
Innovations such as ketamine, with a 60% response rate for bipolar depression, and transcranial magnetic stimulation (TMS) show promise but lack long-term data (Vieta et al., 2020). Digital tools, like mood tracking apps (e.g., Moodpath), support self-management by allowing patients to monitor symptoms, but 20% of patients lack access due to smartphone unavailability (National Institute for Health and Care Excellence, 2020). These emerging options highlight the need for further research to establish efficacy and accessibility.
 Rehabilitation Measures
ICD-11’s specifiers, such as those for cognitive impairment, guide rehabilitation efforts, including supported employment and cognitive remediation to address deficits in memory and executive function (Bonnín et al., 2019). Cognitive remediation improves work outcomes by 30% but is underfunded, with only 15% of NHS trusts offering structured programmes (Kessing & Andersen, 2023). Supported employment helps patients return to work, but availability is limited, particularly in rural areas.
 Access and Equity
NHS funding constraints limit psychosocial therapy access, with only 30% of patients receiving CBT. Rural areas face 50% longer wait times for services compared to urban centres (National Institute for Health and Care Excellence, 2020). Telehealth solutions, such as virtual CBT sessions, could address these gaps but require investment in digital infrastructure. Ensuring equitable access is critical to improving outcomes for all patients.
 Current Debates and Emerging Issues 
    Neurodiversity and Bipolar Disorder
The neurodiversity movement views hypomania’s creativity and energy as beneficial, challenging ICD-11’s “disorder” label (Jamison, 1993). For instance, 40% of artists report hypomanic traits, suggesting potential advantages in creative fields (Ghaemi, 2022). However, severe mania’s harm, such as hospitalisation in 20% of Bipolar Type I cases, limits this perspective’s applicability. A balanced approach is needed, respecting individual experiences while addressing suffering that requires medical intervention.
   Reclassification Proposals
Debates propose a spectrum model, distinguishing cyclothymia from Bipolar Type I, to better capture milder presentations (First et al., 2021). ICD-11’s specifiers, such as severity and remission, partially address this but fall short of a fully dimensional approach, limiting flexibility in clinical practice. A spectrum model could improve diagnostic accuracy and reduce stigma by acknowledging varied presentations.
  Medicalisation and Over-Diagnosis
Over-diagnosis of Bipolar Type II, particularly in cases of complex trauma or borderline personality disorder, stems from subjective criteria, with 15% misdiagnosis rates (Zimmerman, 2020). Longitudinal assessment over 6-12 months is recommended to ensure accuracy, reducing the risk of inappropriate treatment. This issue highlights the uncertainty and limits of psychiatric classification.
  Stigma and Policy Impacts
The “disorder” label contributes to workplace discrimination, affecting 30% of patients (National Institute for Health and Care Excellence, 2020). Policy reforms, such as anti-stigma campaigns and workplace inclusion programmes, are needed to promote social integration and reduce negative labelling impacts.


Global Perspectives
In low-resource settings, ICD-11’s complexity hinders implementation, with only 10% of clinicians trained in its use (World Health Organisation, 2023). Simplified guidelines and training programmes could improve access, particularly in regions like sub-Saharan Africa, where underdiagnosis is prevalent.
































Recommendations 
To advance the care and understanding of bipolar disorder, a multifaceted approach targeting classification, treatment, and systems of care is required.
Refine ICD-11 Diagnostic Specifiers: Future iterations of the ICD should incorporate mandatory specifiers for cognitive functioning. Cognitive deficits are a major predictor of functional outcomes, and their formal recognition would prompt routine assessment and make cognitive remediation a standard rehabilitation target (Kessing & Andersen, 2023).
Integrate the Neurodiversity Perspective into Practice: Clinical training should encourage practitioners to adopt a balanced perspective, discussing patients’ strengths and experiences to foster collaborative, patient-centred care that moves beyond clinician-controlled symptom management (Ghaemi, 2022). This approach could reduce internalised stigma and improve therapeutic alliances.
Implement Integrated Care Pathways (ICPs): Policy should fund ICPs that combine pharmacological, psychological, and vocational rehabilitation services from diagnosis. Pilot programmes should evaluate cost-effectiveness and long-term recovery impacts, breaking down silos between mental health, social care, and employment support (National Institute for Health and Care Excellence, 2020).
Prioritise Research into Biomarkers and Personalised Medicine: Research should focus on identifying biomarkers to predict treatment response and disease trajectory, reducing trial-and-error in pharmacotherapy. Investment in genomics and neuroimaging to group patients based on specific needs could lead to tailored interventions (Vieta et al., 2020).
Policy Reforms: Increase NHS funding for rehabilitation services and launch anti-stigma campaigns to address the negative impacts of labelling, promoting workplace inclusion and social integration.






















Conclusion 
ICD-11’s refined classification improves bipolar disorder diagnosis, but its medicalised framework, treatment shortfalls, and debates around neurodiversity and over-diagnosis limit holistic care. Integrative reforms, refined specifiers, neurodiversity integration, ICPs, biomarker research, and policy changes are essential for equitable, patient-centred care that balances clinical accuracy with individual experiences. These changes would enhance outcomes and support global implementation of ICD-11.
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