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Bipolar Disorder in Context

Historical Understanding,
Diagnosis and Care (ICD-11)

introduction

Bipolar disorder is a severe and enduring
mental health condition characterised by
recurrent episodes of mania, hypomania
and depression, significantly impacting
functioning and quality of life (Grande et
al., 2016).

It is classified within Chapter 6 of ICD-11,
reflecting improved diagnostic flexibi
and cultural applicability (WHO, 2019).
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Resillence,Slf-agency nd Socal inclusion

CD-11 Codes for Bipolar Disorder
apter 06: Mental, Behavioural or Neurodevelopmental Disorders)
6A60 - Bipolar Type | Disorder
At least one manic episode
May include depressive and hypomanic episodes
Mania may involve psychotic symptoms
Often associated with hospital admission
6AG61 - Bipolar Type Il Disorder
At least one hypomanic episode
At least one major depressive episode
No history of full manic episodes
Frequently underdiagnosed due to less severe hypomania.
6A62 - Cyclothymic Disorder
Chronic mood instability
Multiple periods of hypomanic and depressive symptoms
mptoms do not meet full criteria for mania or major depression
Duration: at least 2 years (L year in children/adolescents)
6AGY - Other Specified Bipolar and Related Disorders
Bipolar presentations that do not fully meet criteria above
Clinically significant but atypical patterns
6A6Z - Bipolar and Related Disorders, Unspecified
Used when insufficient information s available
Often applied in emergency or early assessment settings

Historical
Understanding &
Treatment

istorically conceptualised as manic-:
epressive insanity, bipolar disorder :
was treated through
institutionalisation and coercive
practices (Shorter, 1997).

he biomedical shift and introductio
of lithium reduced asylum care but
reinforced medical dominance
(Healy, 2008).

Social, Cultural
& Political
Contexts

Bipolar disorder is highly stigmatised, with
individuals frequently portrayed as
unpredictable or dangerous, leading to
discrimination and social exclusion (Corrigan
& Watson, 2002).

Stigma operates at both interpersonal and
structural levels, reducing help-seeking and
worsening long-term outcomes (Link &
Phelan, 2001; Thornicroft et al., 2016).
Racialised and minoritised groups
experience higher rates of misdiagnosis,
compulsory detention and poorer access to
care, reflecting institutional racism and
cultural misunderstanding (Fernando, 2017;
Bhugra et al., 2011).

Bipolar disorder is highly
stigmatised, contributing to
discrimination, social exclusion and
reduced help-seeking (Corrigan &
Watson, 2002).

Stigma operates structurally and
interpersonally, worsening
outcomes (Thornicroft et al., 2016).

Racialised groups experience higher
rates of misdiagnosis and
compulsory detention, reflecting
institutional racism (Fernando,
2017).

Symptoms

MANIA / HYPOMANIA
+

Increased energy |
Reduced sleep |
Impulsivity

$

RECOVERY (Euthymia)
$

DEPRESSION

Low mood | Fatigue |
Suicidal thoughts
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Treatment

Modern care adopts a biopsychosocial model,
including:
Pharmacological
Mood stabilisers (e.g. lithium)
Antipsychotics
Antidepressants (used cautiously)
Psychological
Cognitive Behavioural Therapy (CBT)
Psychoeducation
Relapse prevention planning
Social
Community-based services
Peer support
Recovery-oriented practice

Despite advancements, access to consistent, higl|

quality care remains unequal (NICE, 2020).
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Policy &
Recommendations

Mental health legislation
has historically prioritised
risk management over
autonomy (Rose et al.,
2014).

Recommendations:

« Culturally competent care
« Trauma-informed practice
« Reduced coercion

« Co-produced services

CYCLE OF BIPOLAR DISORDER
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Critical
Analysis

Historically conceptualised as manic-
depressive insanity, bipolar disorder
was treated through
institutionalisation and coercive
practices (Shorter, 1997).

The biomedical shift and introduction
of lithium reduced asylum care but
reinforced medical dominance
(Healy, 2008).

Policy tensions: Mental health
legislation prioritises risk
management, raising ethical debates
around autonomy and rights.
Biomedical dominance: Treatment
prioritises medication, sometimes
overlooking psychosocial factors and
lived experience (Moncrieff, 2010).
Diagnostic power: Classification
systems improve consistency but
may reinforce medical authority over
mental distress (Pilgrim & Rogers,
2014).

Stigma: Bipolar disorder remains
associated with unpredictability and
danger, contributing to discrimination
and delayed help-seeking
(Thornicroft et al., 2016).
Inequality: Racialised and
disadvantaged groups face higher
rates of misdiagnosis and coercive
treatment (Fernando, 2017).
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Conclusion

While understanding and
treatment of bipolar disorder
have improved significantly,
stigma, inequality, and systemic
barriers remain. Effective care

requires not only clinical

intervention but also social and
political reform to ensure
dignity, equity, and recovery-
focused support.
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Evidence
Base

“This poster synthesises
findings from diagnostic
manuals, peer-reviewed
journals, national policy
documents and
international human
rights frameworks.”




