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1. INTRODUCTION

Biolr disorder s a mood disorderclassifed i CD-T1 (6AG0)
and characterised by episodes of mania or hypomania and
epresion that sigiicantly afect functioning (WHO, 2026).
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HISTORICAL UNDERSTANDING
¢ Ancient to 17th Century

Ancient Greek physicians, including Hippocrates,
described mania and melancholia as imbalances
in bodily humours. iness was often seen as a
spiritual or moral failing.

18th-19th Century: The Asylum Era

People with manic symptoms were considered dangerous.
or morally flawed. Institutionalization was common.
Treatment focused on control and containment using
restants, solation and sedatves.

Early 20th Century

Eugea Bleuler dentified “manic-depressive insanity”,
laying the foundation for bipolar disorder as a distinct
medical condition rather than a moral weakness.

Mid 20th Century

Electroconvulsve therapy (ECT) and early medications
(e barbiturates) were used. In 1945, ithium was
found to be an effective mood stabiizer.

Late 20th Century to Present
Deinstitutionalization and the community care movement
emerged. Understanding ofbipolar cisorder has expanded
hrough research,neurabilogy and th recovery model.
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EVOLUTION OF TREATMENT AND CARE
HISTORICAL APPROACHES CCONTEMPORARY APPROACHES

Asylums and long-term

‘Gommurity Mental Helth Teams (CMHTS)
instiutionalisation

Restrants, iolation Mood stabilsers (eg. thum, valproate)
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CRITICAL ANALYSIS: Treatment has moved from control and
‘containmenstro person-centred care. However, medication side
effects, diagnostic delays and unequl access to services continue.
toimpact outcomes.
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4. SOCIAL, CULTURAL AND POLITICAL INFLUENCES
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CRITICAL ANALYSIS:

m Vet s oy bvs s theights and iy of el vt
bipolar disorder. However, funding pressures, service shortages and regional
inequalities limit access to quality care.
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5. STIGMA, DISCRIMINATION AND INEQUALITY
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STIGMA DISCRIMINATION  HEALTH INEQUALITIES ~ CRITICAL ANALYSIS
+ People with bipolar  + Workplce discrimination + Higher atesof pysical  Stgma and inequality
dsorderarocften | and unfirtreatment. health problems (0. remain majo barriers
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withdrawal (10-20 years).
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6. RECOMMENDATIONS FOR FUTURE POLICY AND PRACTICI
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