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According to the World Health Organisation [WHO] (2025a), Bipolar Disorder Type I is a severe and chronic mental health disorder, which is demonstrated by at least one manic episode, which is frequently accompanied by periods of depression, leading to significant disruptions in mood, cognition, and functioning, causing a significant decline in quality of life, with a familial, social, and economic burden.
The WHO (2025a) states that bipolar disorder impacts approximately 37 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. Even though it affects youth, adults are the most affected. Although the incidence is similar between men and women, evidence suggests that the probability of a diagnosis is higher for women.
Accessibility and treatment may be restricted worldwide, especially in low- and middle-income countries, where individuals may have limited availability of therapies or recommended medicines (WHO, 2025a). 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 [RCPsych], 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, 2025a). 
Research indicates that mortality rates are considerably higher than in the overall population. Life expectancy is reduced by approximately 10–15 years, largely due to physical health conditions and increased suicide risk (RCPsych, 2024). 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, assesses methods of rehabilitation and treatment, and investigates current discussions, particularly the bipolar spectrum, neurodivergence, and diagnostic challenges. Suggestions for enhancing clinical practice and policy are also presented.

[bookmark: _Toc228139174]Classification and Diagnosis
Within ICD-11, Bipolar Disorder Type I is classified under “Mood disorders” (code 6A60). The diagnosis requires the occurrence of at least one manic episode, which may be preceded or followed by depressive episodes (WHO, 2025b). 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. They are characterised by a heated or agitated mood, increased energy or physical activity, reduced need for sleep, grandiosity, pressured speech, and impulsive behaviour (WHO, 2025b). In severe cases, psychotic symptoms such as delusions or hallucinations may occur (National Health Service [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 [APA], 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, 2025b). 
The primary basis for diagnosis is clinical evaluation, including the patient's history and symptom presentation, as there are no definitive biological markers. Tools such as the Hypomania Checklist (HCL-32) and the Bipolar Spectrum Diagnostic Scale (BSDS) may support assessment but are not a diagnostic in themselves (Young & MacPherson, 2011).  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, 2025b). Symptoms must be severe enough to interfere with familiar, social and professional obligations (APA, 2024). Memory bias and inconsistent clinical interpretation are two problems arising from this reliance on personal assessment.
Critically, the ICD-11 maintains a categorical approach, distinguishing between Bipolar I, II and Cyclothymic disorders (WHO, 2025b). This approach has been critiqued because it does not fully capture the diversity of mood disorders. According to the theory of the bipolar spectrum, mood disorders fall on a spectrum, with low-level symptoms frequently going unnoticed. (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).
[bookmark: _Toc228139175]Treatment and Rehabilitation
Medication and psychological therapies are commonly used in the treatment of bipolar disorder. (APA, 2024). The National Institute for Health and Care Excellence [NICE] (2026) recommend mood stabilisers such as lithium and antipsychotic medications, including olanzapine, quetiapine, and risperidone, which are commonly used in the treatment of acute mania and maintenance therapy. Lithium is considered highly effective in lowering the risk of recurrence and suicide; however, its clinical use severely restricts its therapeutic value, necessitating frequent blood monitoring to prevent toxicity. (Mind, 2024). 
However, adverse effects and adherence issues present further challenges. Adherence issues seriously compromise the management of bipolar disorder, as effective treatment depends on consistent long-term medication use. Lithium and other mood stabilisers are preventive, and their irregular use increases the chance of relapsing into manic or depressed episodes. (APA, 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, such as frequent appointments, travel time and costs, and time off work, as well as difficulties engaging during mood episodes (NHS, 2024), 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)
Electroconvulsive therapy is used in situations that are severe or resistant to treatment (ECT) may be used. Although effective, ECT remains controversial due to concerns about side effects (APA, 2024). Many people report feeling better after treatment, although some worry about long-term memory loss and personality or skill changes. How much of these changes can be attributed to ECT vs underlying depression or other causes is still unknown. There is general agreement that the likelihood of memory impact increases with the amount of ECT provided (NHS, 2022).
Rehabilitation is essential; however, it 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). 
NICE (2026) guidance emphasises the importance of holistic care. Rehabilitation strategies include cognitive therapy, vocational support, and social skills training.  Peer support can play a significant part in recovery by providing shared understanding and enhancing coping strategies (Morton et al., 2025). Psychological therapies, including cognitive behavioural therapy (CBT), psychoeducation, and family-focused interventions, are recommended as adjuncts to medication (APA, 2024). 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).
Moreover, consistent physical health monitoring is desired given the increased risk of coexisting illnesses, including diabetes and heart disease (NHS, 2024). However, access to such services remains inconsistent, highlighting a gap between clinical guidelines and real-world practice (RCPsych, 2024). 



[bookmark: _Toc228139176]Current Debates and Emerging Issues
A biological perspective that views bipolar experiences as pathological abnormalities from normal functioning is reflected in the term "disorder," which may lead to social isolation and stigma. However, from a social model perspective, feelings of distress are better understood as the result of the interplay between environmental circumstances and personal risk factors, indicating that diagnostic terminology could overgeneralise complicated lived experiences. Despite this criticism, standard diagnostic labels remain crucial to clinical practice because they facilitate treatment access, provide consistent diagnosis, and promote the validity of research; in the absence of such standardised treatment, there is a danger of diagnostic uncertainty and reduced access to appropriate care. Consequently, even while the term "disorder" may subconsciously promote stigma, it is still considered clinically necessary, showing the continuous conflict between psychosocial understanding and medical application. (Angst, 2007).
The ICD-11 categorisation of bipolar disorder, which takes a categorical approach needing specifically defined standards for diagnosis, is another example of this tension (WHO, 2025b). The bipolar spectrum concept, which suggests that mood disorders exist on a continuum rather than in different categories, has put this biomedical framework under increasing pressure. Research indicates that many people have barely noticeable hypomanic symptoms that are clinically and functionally important but do not fit the formal diagnostic criteria. (Angst, 2007). 
However, categorical frameworks remain important for maintaining diagnostic reliability, improving communication between clinicians, and guiding evidence-based treatment pathways (APA, 2024; WHO, 2025a). 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).
Another critical issue is that 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 less favourable long-term results and inadequate therapy (Grande et al.,2016). Patients are at risk of negative consequences such as loss of employment, housing instability, breakdown of relationships, and increased mortality (WHO, 2025a). 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 usually connected to 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 exact processes of action remain unclear, and long-term adherence can be problematic. Lithium has been shown to interfere with the stimulation of neuronal cells, whereas other drugs (like antipsychotics) modify the brain's neuronal communication (APA, 2024; 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. worse physical health outcomes and shorter life expectancies despite therapeutic guidelines, indicating possible gaps in monitoring and integrated care (WHO, 2025a).
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A few significant recommendations can be made to enhance treatment outcomes for people with bipolar disorder. 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, more investigation is required to fully comprehend the underlying mechanisms of bipolar disorder and to develop more effective, personalised treatments (Grande et al., 2016).

[bookmark: _Toc228139178]Conclusion

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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