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This essay will evaluate the historical and contemporary support, treatment, and provisions for those living with bipolar disorder. McIntyre et al (2020) states bipolar disorder is a chronic which means lifelong psychiatric illness that disrupts mood regulation and can manifest in various forms. Bipolar disorder poses numerous challenges for individuals diagnosed with the condition as well as for their families and communities. Vieta et al (2018) explains some primary difficulties when treating and supporting someone with bipolar is the unpredictability of mood swings, which can disrupt personal relationships, impair job performance, and lead to financial instability. Additionally, Gilkes, Perich and Meade (2018) add the stigma associated with mental illness often deters individuals from seeking help, resulting in delays in diagnosis and treatment. There are often links between bipolar disorder and other mental health conditions, such as anxiety disorders and substance abuse, further complicates management and treatment. The ICD level of bipolar is Bipolar I Disorder: ICD-10 code F31. The ICD is a system used by healthcare professionals to classify and code diseases and health-related problems for various purposes, including billing, statistical tracking, and research. In the ICD system, bipolar disorder is classified under the mood disorders category. Throughout history, bipolar disorder has been viewed through various cultural, religious, and medical lenses. Stigma and misconceptions have persisted, but advancements in scientific understanding and treatment have gradually improved the outlook for individuals living with bipolar disorder. 
Bipolar disorder is a complex mental health condition characterized by extreme mood swings that significantly impact an individual's well-being and functioning. Characteristics and symptoms of bipolar disorder usually appear as manic, hypomanic, and depressive episodes (Nilsson, Kugathasan and Straarup, 2016). Tondo, Vazquez and Baldessarini (2017) describe during manic episodes, individuals may experience heightened energy levels, racing thoughts, impulsivity, euphoria, and a decreased need for sleep and hypomanic episodes are described as manic episodes but are less severe in intensity and duration. While in contrast Solé et al (2016) describe depressive episodes are characterised by feelings of sadness, worthlessness, loss of interest in previously enjoyed activities, fatigue, and difficulty concentrating. Marzani and Neff (2021) promotes that understanding the definition, symptoms, and challenges surrounding this disorder is essential for promoting early detection, effective management, and improved outcomes for those affected by it.
During the 18th and 19th centuries saw the emergence of legislations and policies surrounding approaches to mental healthcare (Jenkins et al, 2022). Asylums and psychiatric hospitals were established, although conditions within these institutions varied widely. Chu, van Santen and Harbishettar (2018) describe treatments within these establishments included restraint, isolation, and sometimes harsh interventions like electroconvulsive therapy. Although Braslow (1997) describes this period as a turning point for treatment, when physicians began to explore medical approaches to mental illness, but effective treatments for bipolar disorder remained elusive. One of the first mental health acts that impacted bipolar is the Lunacy Act of 1845 (Wynter, 2011). This act represented a significant step forward in the treatment and care of individuals with mental illness, including those with conditions that we now recognize as bipolar disorder. Coffman (2022) explain that while it introduced important reforms during 1890, it also raised ethical and legal concerns regarding human rights and the potential for abuse and neglect of patients. 
Szmukler (2004) describes the Lunacy act of 1890 as being built on the foundations of the original 1845 specifications to consolidate and clarify various aspects of previous lunacy laws, including provisions related to the certification, care, and treatment of individuals with mental illness. Takabayashi (2017) expands it aimed to streamline and update existing legislation to ensure professionals would be better suited with medical knowledge and reduce cases of patient abuse. The act included provisions aimed at safeguarding the rights and welfare of patients with mental illness. It established safeguards against wrongful detention and empowered patients or their representatives to appeal against decisions regarding their certification or treatment. These provisions represented a recognition of the importance of patient autonomy and due process in mental health care. Manderscheid et al (2010) promotes these advances started to lay the way for mental health treatment breakthroughs during the 20th century. 
During the early 20th century, the UK witnessed significant advancements in the understanding and treatment of mental illness, including bipolar disorder (Ban, 2001). Psychoanalytic approaches pioneered by emerging psychologists, Leuzinger-Bohleber and Plänkers (2019) discuss pioneers such as Sigmund Freud’s and his psychosocial theory, which laid the foundation for psychoanalysis and influencing various therapeutic approaches. First gained prominence during this historical period, focusing on the role of unconscious conflicts and early experiences in shaping mental health. However, Zijuan (2023) maintains although early approaches changed medical and theoretical approaches in early mental health treatments, due to the nature of the symptoms of bipolar, these approaches were not always effective for bipolar disorder, though it laid the foundations for future acts such as the mental health act 1959.
The Mental Health Act of 1959 was a significant piece of legislation in the UK that provided the legal framework for the treatment and care of individuals with mental disorders (Jones, 2021). While it has been reshaped by more up to date legislation, Ryff and Keyes (1995) explains that it played a crucial role in shaping mental health policy and practice in the UK, including the management of conditions such as bipolar disorder. The Mental Health Act 1959 established provisions for the involuntary detention and treatment of individuals deemed to be suffering from mental illness, including bipolar disorder, if they posed a risk to themselves or others. Newcombe (1975) regards legislations such as this, provided safeguards to protect the rights of detained individuals, including the requirement for regular reviews of their detention and the right to appeal decisions regarding their treatment.
In the context of bipolar disorder, the Mental Health Act 1959, Brown et al (2023) explains this would have been applied to individuals experiencing severe manic or depressive episodes that impaired their ability to make decisions about their own care and posed a risk to their safety or the safety of others. Bartlett (2020) adds that detention under the act would typically involve assessment and treatment in a psychiatric hospital until the individual's condition stabilised or until they were deemed no longer to pose a risk to themselves or others. Whilst Brown (2019) describes the individual maintaining more human rights and dignity than seen in previous years and detainment, during which previously would have been treatment as more of a criminal detainee rather than an unwell patient in need of medical treatment. The human rights of a patient was later more established and legislated in the Human Rights act of 1998. 
The Human Rights Act 1998 is a significant piece of legislation in the United Kingdom that incorporates the rights and freedoms set out in the European Convention on Human Rights (ECHR) into UK law (Horton, 2000). The HRA 1998 has had a profound impact on various aspects of law and policy in the UK, including mental health care and the rights of individuals with bipolar disorder. Andrews (2003) promotes one of the key provisions of the Human Rights Act 1998 is Article 5, which protects the right to liberty and security. This article states that no one shall be deprived of their liberty except in accordance with a lawful procedure and for reasons specified by law. Cusack et al (2018) expands in the context of mental health care, this means that individuals with bipolar disorder, or any other mental health condition, cannot be detained or subjected to compulsory treatment arbitrarily (forcibly treated, detained or medicated). 
The Human Rights Act 1998 has also influenced mental health legislation and practice in the UK by requiring that any restrictions on individuals rights must be proportionate and necessary to achieve a legitimate aim, which referring back to bipolar would mean in the interest of their safety or the safety of others. Brito and Ventura (2019) promotes this has led to greater scrutiny of mental health detention and treatment practices, including those related to bipolar disorder, to ensure that they comply with human rights standards. Overall, the Human Rights Act 1998 has had a significant impact on the rights and treatment of individuals with bipolar disorder in the UK. Owen et al (2019)  summarises it has reinforced the principle of respect for individuals' autonomy and dignity, while also ensuring that any restrictions on their rights are justified and in accordance with the law. As a result, individuals with bipolar disorder have greater legal protections and safeguards against arbitrary detention and treatment, and their rights to privacy, autonomy, and dignity are more effectively upheld, all of these factors are established and updated in the Mental Health capacity act 2005 (Read et al, 2017).
The Mental Capacity Act 2005 in England and Wales, is a piece of legislation that provides a legal framework for decision-making on behalf of individuals who lack the mental capacity to make specific decisions for themselves (Redley et al, 2009). The Act applies to a wide range of decisions, including those related to medical treatment, accommodation, and financial affairs. For an individual with bipolar, Mandarelli et al (2017)  expands The Mental Capacity Act provides a statutory framework for assessing and determining the mental capacity of individuals to collaborate with professionals to make decisions about their own care and treatment. It sets out principles and procedures for decision-making on behalf of individuals who lack capacity to make specific decisions for themselves. To establish if a patient has capacity, the process for assessing an individual's capacity  must be based on the individual's ability to understand, retain, and weigh information relevant to the decision and communicate their decision (Brown, 2019a).
If an individual lacks capacity to make a specific decision, the MCA requires that any decision made on their behalf must be made in their best interests, the Decision-makers, including healthcare professionals and family members, must consider the individual's past and present wishes, feelings, beliefs, and values when making decisions on their behalf (Ramírez-Martín et al, 2020). Markt et al (2019) expands the MCA allows individuals to plan for their future care and treatment by creating advance decisions to refuse treatment or appointing someone to make decisions on their behalf through a lasting power of attorney (LPA), this can be particularly relevant for individuals with bipolar disorder who may experience periods of incapacity during manic or depressive episodes. Barry and Docherty (2018) promotes the MCA introduced Deprivation of Liberty Safeguards (DOLS) to protect the rights of individuals who are deprived of their liberty in care settings, including hospitals and care homes. DOLS provide safeguards and oversight to ensure that any deprivation of liberty is lawful and in the individual's best interests. Overall, the Mental Capacity Act 2005 is relevant to individuals with bipolar disorder, Penzenstadler, Molodynski and Khazaal (2019) discuss especially during episodes where they may lack capacity to make decisions about their care and treatment. The Act aims to balance the need to protect the rights and autonomy of individuals with mental disorders while ensuring that appropriate decisions are made in their best interests when they are unable to make decisions for themselves.
In Wales, there is a national legislation named The Mental Health and Well-being Strategy for Wales. The Welsh Government (2024) publishes this is a comprehensive framework that outlines the Welsh Government's approach to improving mental health services, promoting mental well-being, and addressing mental health inequalities across Wales. While the strategy does not specifically mention bipolar disorder, its goals and initiatives are relevant to individuals with bipolar disorder, as well as to those with other mental health conditions.
The strategy emphasizes the importance of promoting mental well-being and preventing mental health problems. Promoted by Public Health Wales (2023) as being inclusive of initiatives that are very beneficial to a number of mental health illnesses including bipolar disorder such as building resilience, fostering supportive environments, and promoting positive mental health behaviours, which can benefit individuals with bipolar disorder by helping them manage their condition more effectively. The strategy prioritizes early intervention and prevention efforts to identify and address mental health issues at an early stage. Saraf et al (2021) This can be particularly beneficial for individuals with bipolar disorder, as early intervention and appropriate support can help prevent the escalation of symptoms and reduce the impact of the condition on their daily lives, and deliver treatment as early as possible.
Organisationally the strategy promotes integrated care and support services that address the holistic needs of individuals with mental health conditions, including bipolar disorder. Inclusive initiatives such as this aimed at improving access to mental health services, is promoted by Schöttle et al., (2018) and Lake et al (2020) for enhancing collaboration between different agencies and providers, and ensuring that individuals receive coordinated and person-centred care. The strategy includes initiatives to reduce stigma and discrimination associated with mental health conditions, including bipolar disorder. By challenging negative attitudes and promoting understanding and acceptance of mental health issues, Van Weeghel et al (2019) conceptually, the strategy aims to create more supportive and inclusive communities for individuals with bipolar disorder and other mental health conditions.
Currently treatment for bipolar disorder in the UK involves numerous factors, including the range of available treatment options, efficacy in managing symptoms, managing medications and treatment, and the overall quality of care provided (Hett et al, 2023). Jami et al (2021) establishes medications such as mood stabilisers, such as lithium, anticonvulsants and atypical antipsychotics are commonly prescribed by general practitioners or the patients mental health consultant to stabilize mood swings and prevent episodes of mania and depression. Lähteenvuo et al (2023) promotes that research suggests that mood stabilizers, particularly lithium, can be effective in reducing the frequency and severity of mood episodes in bipolar disorder. However, medication effectiveness can vary between individuals, and finding the right combination of medications often requires regular review and also the patient to under the importance of regularly taking their medication (Goes, 2023). 
Psychotherapy, such as cognitive-behavioral therapy (CBT), talking therapies and social interventions  is promoted by Stubley (2022) as research indicates they can be beneficial in helping individuals with ill mental health, including bipolar disorder manage their symptoms, cope with stress, and improve functioning. Chiang and Miklowitz (2023) promotes a focus of Psychotherapy is to help individuals develop strategies to recognize and manage early warning signs of mood episodes, enhance medication adherence, and improve interpersonal relationships. Although Strawbridge et al (2022) expresses concerns that access to psychotherapy services in the UK may vary, depending on factors such as availability of trained therapists, funding, and geographical location. Zaidi et al (2023) adds that information on how to live a healthy life to avoid and understand triggers should be provided to the patient by mental health professionals, including regular exercise, healthy diet, adequate sleep, stress reduction techniques, and avoidance of substance misuse, Lane and Smith (2023) promotes by doing this can help stabilize mood, reduce the risk of relapse, and improve overall well-being in individuals with bipolar disorder. However, Scherb and Kerman (2023) expresses lifestyle changes can be challenging, and support from healthcare professionals and community resources may be necessary. 
Currently the NHS uses an integrated care model, described by Tracy et al (2020) as structured from collaborations between primary care providers, mental health specialists, social services, and other healthcare professionals can improve the effectiveness of treatment for bipolar disorder. The roles of the professionals involved in the integrated care is defined by Sachar, Breslin and Ng, (2022) as being to provide support tailored to the individual needs of patients, including medication management, psychotherapy, social support, and monitoring of physical health, Sperry et al (2023) expresses concern that for successful professional collaboration, there needs to be enough resources nationwide and communication between primary care providers is crucial.  In a similar study, McKeown (2023) indicates, while current treatments for bipolar disorder in the UK, can be effective in managing symptoms and improving outcomes for many individuals, effectiveness may vary between individuals, and ongoing research and innovation are needed to further enhance treatment options and outcomes for individuals with bipolar disorder.
In conclusion, bipolar disorder is a complex mental health condition characterized by extreme mood swings that significantly impact an individual's well-being and functioning. Throughout history, individuals living with bipolar disorder have faced numerous challenges, including stigma, misconceptions, and inadequate treatment options. However, advancements in scientific understanding, legislation, and treatment approaches have gradually improved the outlook for those affected by the disorder. Tchikrizov et al (2023) reflects historically, approaches to mental healthcare, including the establishment of asylums and psychiatric hospitals, reflected stigma and a lack of awareness. While these institutions provided some level of care, conditions varied widely, and treatments often included harsh interventions with limited effectiveness for bipolar disorder. 
Legislative milestones, such as the Lunacy Act of 1845 and the Mental Health Act of 1959, aimed to address shortcomings in mental health care and establish safeguards for individuals with mental illness, including those with bipolar disorder (Kelly, 2023). Manderius et al (2023) promotes The Human Rights Act 1998 further strengthened the rights and protections of individuals with bipolar disorder, emphasising principles of the need of improving mental health care. Additionally, Bartlett (2022) the Mental Capacity Act 2005 provided a framework for decision-making on behalf of individuals who lack the capacity to make specific decisions for themselves, ensuring their rights and best interests are upheld. while challenges remain, including access to services and disparities in care, progress has been made in supporting individuals with bipolar disorder in the UK. By continuing to prioritize early intervention, person-centred care, and collaboration between healthcare professionals, policymakers, and communities, we can further improve the lives of those affected by bipolar disorder and promote mental well-being for all.
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