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[bookmark: _heading=h.a7saz9reeun6]Classification and Diagnosis
ICD-11 places bipolar disorder under 6A60, Chapter 6: mood [affective] disorders (Härter and Schneider, 2025). The terminology applied is always that of disorder, because of its severity (clinically), and its need to be treated structurally, as opposed to less medicalised conditions such as condition or illness. ICD-11 now differentiates two major types of bipolar disorder: Bipolar I Disorder that includes a minimum one manic episode, usually combined with several depressive episodes; and Bipolar II Disorder that includes frequent depressive episodes and minimum one hypomanic episode with no full manic episodes. These differences are important because they determine the clinical treatment and affect the prognosis. 
The Bipolar Disorder diagnostic criteria of ICD-11 is centred on the occurrence, duration, and intensity of mood episodes (Singh et al., 2025). A manic episode refers to a clear episode of elevated mood, which is abnormally festive, expansive and irritable and at least seven days long and is further accompanied by elevated energy or activity and signs of reduced sleepiness, low concentration, high inflated self-esteem, pressured speech and risky behaviours. Hypomanic episodes are characterised by the last four days and frequent similar symptoms without so much impaired functioning. Depressive episodes are typified by chronic low-spiritedness, loss of interest, exhaustion, disturbed sleep, worthlessness, and ineffective functioning for at least to two weeks. Psychotic episodes, mixed episodes, or even rapid cycling may occur, and it may be quite difficult to diagnose. A thorough clinical evaluation, including a detailed history of the patient, examination of mental condition and supportive evidence provided by a family member/caretaker is part of this diagnostic process to determine patterns of change in mood over the years. Differential diagnosis should also be carried out by clinicians to exclude the diagnosis of those conditions that have similar symptoms, including unipolar depression, attention-deficit hyperactivity disorder (ADHD), substance induced mood disorders, or personality disorders. Particularly in cases with blurred or subthreshold symptoms, structured interviews and mood charts can be used to follow any episodic changes and establish the diagnosis. ICD-11 includes further principles including severity, psychotic symptoms, rapid-cycling and predominant polarity (mania or depression) specifiers so that clinicians can customise treatment plans. The Bipolar Disorder classification focuses on both the episodic manifestation and on the impairment of functions emphasising the significance of early diagnosis and further examination (Cui, Han and Yang, 2025). It is clinically accurate but debated in the literature that the use of the term disorder has led to social stigma being lessened using less stigmatising words like condition, but the accuracy and pertinence of treatment are the priority of ICD-11. 
[bookmark: _heading=h.dzih5t7pn9ly]Treatment and Rehabilitation
Treatment of Bipolar Disorder is holistic to a combination of pharmacological, psychological, and psychosocial interventions in abatement of acute symptoms, prevention of relapses, and enhancement of long-term functionality (Singhal, 2025). In line with ICD-11 and modern clinical practice, the initial pharmacological management of acute mania and maintenance is the use of mood stabilisers, the gold standard of which is lithium. Lithium is effective in lessening the severity of manic episodes as well as preventing its recurrence and decreasing the risk of suicide. Other mood stabilisers like valproate or lamotrigine are prescribed in place of lithium in case it is contraindicated or unwell tolerated. Manic episodes of psychotic features or extreme agitation warrant use of antipsychotic drugs and especially second-generation drugs. In treating bipolar disorder, antidepressants are less widely applied because they can cause mania or cause quick change of moods, and to counter this risk, antidepressants are generally utilised with mood stabilisers. Psychological therapy is viewed as critical supplementary therapy to drugs. “Cognitive Behavioural Therapy” (CBT) helps patients by helping them detect the warning signs early, managing the mood, and enhancing them in adhering to certain medications. Interpersonal and “Social Rhythm Therapy” (IPSRT) helps stabilise everyday activities and sleep cycles making them less prone to relapse. “Family-Focused Therapy” (FFT) uses a comprehensive approach that involves the caregivers in psychoeducation and problem-solving techniques, enhancing communication, and minimising the family stressors that can cause the episodes (Miklowitz, 2025). 
The second analogy between ICD-11 and clinical practice is the importance of rehabilitation interventions, such as psychoeducation, vocational rehabilitation and social skills training. Psychoeducation also enables the patient to be able to identify the prodromal symptoms, as well as stick with the treatment plans leading to better outcomes. The vocational and occupational interventions facilitate recovery to work and integration in the society, to counter, functioning impairment which is frequently brought about by the frequent mood attacks.The community mental health teams ensure social participation through continuous monitoring, provision of crisis support and connections to support groups. Although these are evidence-based interventions and mostly effective, they have certain limitations. Weight gain, changes in metabolism, or kidney toxicity with lithium can be some of the side effects induced by pharmacological methods, which influence adherence. Psychological treatments need permanent commitment and availability of qualified professionals, and this might not be as available in certain areas (Barry et al., 2025). Rehab programmes are variable with the quality of these programmes and society may be hindered by social stigma. Additionally, comorbid factors (substance use disorder, anxiety, or neurodivergence) may complicate the treatment planning process and decrease the effectiveness.  
[bookmark: _heading=h.hqrd02be80f0]Current Debates and Emerging Issues 
Bipolar disorder remains a highly controversial issue in the realm of psychiatric studies, classification and treatment. Among the most apparent debates is the aspect of the bipolar spectrum, according to which the presence of the bipolar disorder implies that the condition exists in the range of mild cases of hypomania to serious manic claims. It is claimed by the advocates of this view that subthreshold or mildly manifested bipolar displays may be identified to enhance prompt diagnosis and treatment. For example, not all people who complete a presentation with recurrent depression eventually develop a hypomanic disorder, which means that earlier defining bipolar spectrum characteristics would result in better planning of treatment. Early identification can also limit the chances of improper treatment using antidepressants as a sole form of treatment, which may, at times, aggravate bipolar symptoms. However, critics claim that the bipolar spectrum should not be expanded as it will make people more prone to overdiagnosis and medicalisation of natural fluctuations in emotions. Expansion of the diagnostic boundaries might result in persons being given psychiatric diagnoses and medications where this is not warranted. The issue of this controversy lies in the need to strike a balance between enhancing an early diagnosis and preserving a definite diagnostic boundary. The existing ICD-11 model of classification is mostly categorical, by nature with Bipolar I and Bipolar II disorders, which is not according to some clinicians a complete picture of the bipolar presentation as it is (Krause-Utz, 2025). In the future, a more flexible or dimensional approach can be required as the way to classify the symptoms with more precision, addressing changes in the severity and progression of the symptoms with time. 
The use of antidepressants in bipolar disorder is controversial despite their possible effectiveness in the alleviation of depressive symptoms (Pardossi, Fagiolini and Cuomo, 2025). In the event of taking antidepressants, mania or quick cycling occurred when antidepressants were administered without mood stabilising medication. Consequently, many clinical guidelines support the use of antidepressants with mood stabilisers or the avoidance of them under specific instances. Equally, the long-term usage of antipsychotic drugs is controversial as well. Although these drugs prove beneficial in keeping down the symptoms of manic, there have been critics who have also raised issues regarding their side effects including weight gain, metabolic syndrome and neurological problems. These dangers demonstrate the need to pay special attention and develop treatment plans on a case-by-case basis. Other recent advances in the psychiatric realm have also provided care for new methods of treatment, such as repetitive transcranial magnetic stimulation (rTMS). New methods of therapies involving ketamine, and online mood management devices (Greenbaum, 2025). These inventions can be used as alternative or complementary therapy to people who fail to treat the conventional therapies. There are some digital applications to follow the sleep, mood, and activity model which can assist the patient and clinician to recognise the signal of the relapse. Nonetheless, all these approaches have potential advantages, but in order to be used in an ordinary clinical practice, such approaches should be researched to prove their long-term safety, efficacy, and availability. 
The issue of neurodivergence has gained relevancy in the topic of bipolar disorder as well. Neurodivergence describes the differences in the neurological functioning i.e. disorders like “Attention Deficit Hyperactivity Disorder” (ADHD) and “Autism Spectrum Disorder” (ASD) (Alehagen, Bölte and Black, 2025). These disorders often go in hand with bipolar disorder and may make both treatment and diagnosis a challenge. As an example, the effect of impulsivity and emotional regulation issues in ADHD can be like hypomania and social communication disorders in autism can be mistaken with withdrawal. These symptoms may overlap leading to delayed or wrong diagnosis. Therefore, there is an opinion among researchers that the diagnosis systems of the future must consider more awareness of neurodivergent characteristics in measuring mood disorders. Clinical practice and mental health policy implications Debates on these issues carry also significant implications. Clinicians should find a balance between the advantages of early-detection and the threats of overdiagnosis and the side effects of treatment. Mental health services might also be required to be responsive to a growing number of requests of specialist assessment and long-term care of bipolar disorder (Hoppe et al., 2025). More so, stigma has remained a factor that defines the perception and treatment of bipolar disorder in society. Whether a disorder is used or not, it can be used to strengthen negative stereotypes that would in turn lead people to refuse to seek any help. Education on mental health literacy with the reduction in stigma created among the population by public health programmes can thus be a significant factor in enhancing access to care. 
[bookmark: _heading=h.r3a550rrdpfz]Recommendations
Based on existing evidence and discussions, there are several suggestions that can be offered to enhance the categorisation, diagnosis, treatment and rehabilitation of bipolar disorder. To begin with, ICD-11 classification could be enhanced by including a wider range of bi-polar spectrum with sub-threshold hypomanic symptoms and mixed mood characteristics. This could facilitate earlier diagnosis especially in cases where the victims first manifest themselves through recurrent depressive episodes. But to minimise the risk of overdiagnosis, safeguards like clear thresholds to the diagnosis and longitudinal test should be kept. Regarding the diagnosis, clinicians ought to embrace holistic and multidimensional tests, including the analysis of the detailed history of the patient, collateral data provided by the family members, and mood charting instruments. Comorbid conditions screening, including ADHD, autism spectrum disorder, personality disorders, and so on, is also valuable to avoid the misdiagnosis and make the proper treatment arrangements. 
It should be treated in a holistic and individualised manner with a combination of both pharmacological and psychological treatment approaches which include Cognitive behavioural therapy, Interpersonal and social rhythm therapy, and family-focused therapy (Kumar, 2025). Psychoeducation, vocational assistance, and community-based mental health services should be a part of the rehabilitation strategies that will ensure long-term stability and social functioning. At the policy level, increased investment in expert bipolar services, professional education, and mental health education to the population might positively affect the access to care, eliminate stigma, and improve long-term outcomes among the people living with bipolar disorder. 


[bookmark: _heading=h.sxlnls90jhh8]Conclusion 
Bipolar disorder refers to a complicated mood disorder, which is typified by repeated dementia, hypomania and depression episodes, which profoundly impact the functioning and life quality of the individual. The ICD-11 categorisation creates a set of diagnostic conditions that help a clinician to differentiate the various types of the disorder as well as determine the course of treatment. A balanced mix of pharmacological therapies, psychological interventions, and rehabilitation care to facilitate stability and recuperation are all that is needed to manage it effectively. However, there are still difficulties, such as side effects of the treatment, service availability, and the comorbidities making diagnostic processes more complicated. Ongoing studies, better clinical treatment, and supportive mental health policies are necessary to improve on the diagnosis, treatment outcomes, and the overall welfare of bipolar disorder patients. 
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