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Introduction
Bipolar disorder is a mental health condition characterised by significant fluctuations in mood, energy, activity levels, and daily functioning (National Institute of Mental Health, 2025). Bipolar I disorder typically involves episodes of elevated mood and extreme irritability lasting at least seven days or requiring hospitalisation (Bobo et al., 2017). Common symptoms include rapid speech, reduced need for sleep, racing thoughts, and impulsive behaviour such as shoplifting, often accompanied by psychosis. 
Although not essential for diagnosis, major depressive episodes frequently occur and may persist for a minimum of two weeks (Vieta et al., 2018). Variants of the disorder include cyclothymic patterns, featuring alternating hypomanic and depressive symptoms for over two years, and rapid cycling bipolar disorder, defined by four or more mood episodes within a year (Singh et al., 2025). The condition arises from a combination of biological, genetic, and environmental influences, and effective management typically involves a combination of mood stabilisers, antipsychotic medication, and psychotherapy.
Classification and Diagnosis
Bipolar I disorder (BD‑I) is classified as a severe and chronic mental health condition within the spectrum of mood disorders, distinguished by the presence of at least one manic episode. Although a major depressive episode is not required for diagnosis, its occurrence is highly prevalent among affected individuals (WHO, 2019).
The diagnostic criteria and processes associated with the condition:
To meet the diagnostic criteria for bipolar1 disorder, a patient must meet the core requirement of a distinct period of abnormality and persistently elevated, expansive, or irritable mood, and the increase of activity and energy lasting at least one week or more during the period of hospitalisation. The symptoms associated with the process is the mania. It is believed that there must be 3 to 4 irritable symptoms in the condition including grandiosity, decreased need for sleep, talkativeness, flight of ideas, distractibility, increased goal directed activity, and risky behaviours (Fountoulakis et al., 2005). The other symptom is impairment in functioning which require hospitalisation.
Identifying the language used in the classification example disorder, condition, illness.
ICD – 11 is the classification used in Bipolar 1 disorder (Code 6A 60) which focuses on the presence of at least one manic episode. According to the National Institute of Health, this
diagnosis is based on a comprehensive psychiatric history, as no specific laboratory test has confirmed the condition (Zimmerman et al., 2024).                                                                                           
Treatment and Rehabilitation
The standard treatment for the bipolar1 disorder, focused on stabilising acute manic or depressive episodes, preventing future lapses through a combination of treatment like pharmacology and psychosocial intervention (National Library of Medicine, 2024).
 The treatment called Lithium remains the gold standard treatment for long term maintenance due to its efficacy and suicide prevention properties. Another standard treatment is pharmacotherapy which regarded as the best treatment but is constrained by side effects and incomplete response (Eos A.I. Saage, 2026).
Lithium treatment is the highly effective way in controlling manic, maintenance, and the prevention of suicide. The greatest weakness of lithium is that it requires regular monitoring of blood levels to avoid toxicity side effects like tremor, kidney dysfunction often led to poor adherence (National Library of Medicine, 2024).
Examine the Rehabilitation measure included in ICD – 11 and in practice:
The rehabilitation for bipolar1 disorder has move beyond the control and reduction of symptom to restoring functional, social, and vocational independence. While ICD – 11 provide the framework of the diagnosis, the rehabilitation measure, is driven by international clinic guidelines (National Library of Medicine, 2024). (NICE) which focuses on psychosocial rehabilitation intervention. (PubMed Central) ICD 11 rehabilitation measures centres on mood episodes example manic, mixed, depressive and their severity. While all these does not explain treatment protocol or rehabilitation program, its diagnostic guideline. (6A 60 – 6A 61) define the key areas for intervention (PubMed Central) (Eos A.I. Saage, 2026).
Assess the effectiveness and limitation of ICD 11 treatment approaches. 
The effectiveness of ICD 11 treatment approaches includes dimensional approach to personality disorder (Jantzi et al., 2025). ICD 11 treatment approach replaces the categorical, based classification of personality disorder, (borderline, narcissistic) with a dimensional model focusing on severity.
(mild, moderate, severe) Its effectiveness is that its approach allows for personalised, targeted treatment of specific maladaptive traits rather than treating a broad, all - encompassing disorder(Kiley,2006).The other effectiveness of ICD 11 treatment is improved diagnostic accuracy which studies have indicated that has superior inter – rater reliability and clinical utility compared to ICD 10. Another effectiveness will be to refine specific disorders like PTSD and complex PTSD to help identify more severe cases, facilitating targeted trauma and focused therapy delivery.
To incorporate ICD 11 to more cultural relevant categories which will include cultural context and developmental perspective especially for child and adult disorder. On the limitation of ICD 11 treatment approaches, the lack of treatment guidelines which can improve diagnosis and link it to a specific evidenced based treatment protocol which has developed. These limitations on ICD 11 are because of challenges in its complexity and requires a substantial training for clinicians. Other limitations are lack of infrastructural requirements which needs an update on the Information. Technology is setting, the difficulty of managing data comparability issues with older IT systems (Jantzi et ai., 2025). According to WHO, ICD 11, lacks evidence showing that the new diagnostic themselves results in better functional, treatment – related outcomes for patients (Jantzi et ai., 2025).                                                                       
                                                                                                              
Current Debates and Emergency Issues on Bipolar Type 1 Related Disorder
The current debates surrounding the classification and treatment of ICD 11 are towards digital, clinically useful, and globally applicable diagnosis. Its implementation has sparked debate regarding the classification of mental orders, the pathologisation of behaviours, cultural sensitivity, and technical challenges in transitioning from ICD 10 to ICD 11(Teklinski, 2026).
Another debate is the inclusion of gaming disorder and compulsive sexual behaviour disorder as addictive behaviours and controversial. There are arguments about the strength of the evidence and the risk of pathologizing common activities. Other debates that are ongoing centred on the classification and treatment of personality disorder reconceptualization example, antisocial, borderline to a single dimension of severity with trait domains. This reduces clinical utility and disintegrate the recognised syndromes despite   last minute inclusion of a borderline pattern (Barr et al.,2024).
The treatment of the condition from a mental disorder to a new social health chapter was meant to reduce stigma, yet the debate still goes on. The implementation and technical challenges involved in classification of ICD 11 is complex and these causes concern because of the coding process (Teklinski et al., 2025). However, most clinicians find the new system difficult and time consuming. There is limitation on the provision of infrastructure which required transition particularly for electronic health records (EHR) to manage the new alphanumeric structure. There is also limitation on full adoption on mapping as it is difficult converting to ICD 10 to ICD 11 Codes (Teklinski, 2026).                                                                                                                                                                  
Critically assess the role of neurodivergence and any relevant reclassification issues of Bipolar Type 1 or ICD 11
In other to assess the role of neurodivergence in bipolar one disorder requires distinguishing between clinical classification and neurodiversity framework perspectives (Chakrabarti, 2022).
While it been confirmed that bipolar is a severe mental illness, there is growing evidence suggesting that it fits within the spectrum of neurodivergence due to functional brain differences  (Nih.gov., 2024) .The role neurodivergence in bipolar disorder involves differences in the function of the brain and structure especially within the amygdala and prefrontal cortex making it as neurobiological difference rather than just a mood fluctuation or swing. The role of neurodivergence in bipolar also arises from structural and functional difference in the brain area which is related to emotion processing and cognitive control. These deviations in the
prefrontal cortex and limbic circuits suggest a fundamentally separate way of processing information (National Library of Medicine, 2024).                                                                                     
Consider the impact of these debates on practice and policy of Bipolar 1
The debates on practices and policy of bipolar1 has influence on the clinical practice, treatment guidelines, and healthcare policy by highlighting the tension between rapid diagnosis and over diagnosis, the role of medication versus therapy, and the excessive cost of untreated, or misdiagnosed cases (NIHS,2004).
Major impacts include push for early intervention, increased scrutiny of antidepressant use in monotherapy, and a shift towards more penalised, comprehensive care. (NIH) Because Bipolar 1 disorder begins with depression on average for an accurate diagnosis, there is now a strong push to train clinicians to identify early symptoms especially in young people.
Other debates centre on the use of “Spotter” and psychoeducation to manage the lack of insight during manic phases. Clinicians encourage patients to involve a trusted family member to recognise early warning signs of relapse. Other debates on practices and policies are on the adoption of specialised guideline because of the complexity of the illness. These has driven the adoption of evidence base guidelines to guide medication choices. Because Bipolar 1 disorder patients expect lower life expectancy, due to cardiovascular disease, there is a policy to integrate physical health screenings and interventions into psychiatric care (NIHS,2004).
On the impact of these debates on treatment policy, changes in redefining diagnosis have led to the (DSM – 5). Changes on reliability of diagnosis. It is early to know if this change is too restrictive compared to earlier, more sensitive criteria (Fountoulakis et al.,2005).

Recommendations
Effective management of bipolar disorder requires addressing diagnostic delays, high relapse rates, and residual functional impairments during remission (National Library of Medicine, 2024). Clinicians should tailor treatment to the disorder’s neurobiological progression and overall severity rather than symptom presentation alone. Diagnostic assessment must classify patients based on their predominant mood state—depressive or manic—to inform long‑term medication planning (Fountoulakis et al., 2025).
Routine screening for mania should be implemented in all patients presenting with depressive episodes at the primary care level to prevent misdiagnosis. Digital phenotyping techniques, such as activity tracking, should be integrated to detect early indicators of mood changes before full episode onset (NIH, 2024). Treatment approaches should priorities evidence‑based and individualized strategies, avoiding trial‑and‑error methods. Genetic testing can further guide medication choices, minimize adverse effects, and enhance adherence. In depressive predominance, medications such as lurasidone are recommended, while antidepressant monotherapy should be avoided (Balogun, 2026).
Crisis management should include rapid response interventions, including the use of ketamine in cases of severe or treatment‑resistant mania or depression. Establishing a dedicated long‑term care framework—beyond standard GP oversight—can provide continuity, early relapse detection, and swift access to support services (Fountoulakis et al., 2025).
Implications for Practice, Policy, and Research
These recommendations support a transition from short‑term crisis management to consistent, individualized, long‑term care guided by mood stabilization (WHO, 2021). Routine monitoring of physical health markers, including weight, blood pressure, and cardiovascular risk, is essential due to elevated mortality risks in this population (Anderson et al., 2012). Policies must reinforce safe use of valproate among women of childbearing age, ensuring adherence to pregnancy prevention protocols.
Psychological interventions—such as psychoeducation and cognitive behavioral therapy—should be expanded to strengthen treatment adherence and reduce relapse rates. Policy measures should also enhance diagnostic capacities in primary care, improving access to specialist mental health services and tools for early detection to prevent misclassification of bipolar depression as unipolar depression (WHO, 2021).
In research, an emphasis on precision psychiatry is needed, encouraging personalized treatment strategies based on genetic, neurobiological, and biomarker data. Future studies should include randomized controlled trials comparing long‑term outcomes and quality‑of‑life impacts of lithium, antipsychotics, and combination therapies. Investigating novel therapeutic targets will further refine treatment effectiveness. Collectively, these initiatives aim to shift care from reactive crisis interventions to proactive, comprehensive models that reduce both psychiatric and physical morbidity (World Health Organization, 2025).       
Conclusion
Bipolar 1disorder (ICD – 11), 6A 60 is a severe, chronic, and recurring mental health condition characterised by at least one manic episode in a patient’s lifetime. While depressive episodes are common and often dominate the long – term course, they are not strictly necessary for the diagnosis, which anchored on the presence of mania. The 6A 60 code of bipolar1 disorder categorises the current state of the illness, ranging from acute manic episodes to depressive episodes, mixed episodes, or remission states (World Health Organization, 2025).
The impact of the impairment just affects 1% of the population but, it is associated with high rates of functional impairment, suicide risk and significant comorbidity, including substance use and anxiety disorders. This makes mortality rate of people with Bipolar 1 disorder just 13 years.6A 60 type of bipolar is a leading cause of global disability with a high burden of medical and psychiatric comorbidity, requiring consistent, long – term, multidisciplinary treatment to achieve stability and reduce the substantial risk of mortality and functional decline(World Health Organization, 2025).
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