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INTRODUCTION.

This report critically examines bipolar disorder as classified under ICD-11 by evaluating its classifications and diagnosis, treatment and rehabilitation strategies, current debates, and evidence-based recommendations for improving clinical practice, policy, and future research. 
Bipolar disorder is a chronic mental health disorder characterised by recurrent episodes of mania, hypomania, and depression that significantly affect an individual's emotions, cognition, behaviour, and daily functioning. It is recognised as one of the leading causes of disability worldwide due to its early onset, recurrent course, and substantial impact on education, employment, interpersonal relationships, and quality of life (WHO, 2022). Although effective treatments exist, diagnosis remains challenging because its symptoms frequently overlap with conditions such as major depressive disorder, schizophrenia, attention-deficit/hyperactivity disorder (ADHD), and certain personality disorders. As a result, many individuals experience delayed diagnosis and inappropriate treatment before receiving appropriate care (Carvalho et al., 2020).
The International Classification of Diseases, Eleventh Revision (ICD-11), classifies bipolar disorder under Mood Disorders and provides internationally recognised diagnostic criteria to improve diagnostic consistency and clinical management. Despite advances in psychiatric research, debates continue regarding its classification, the bipolar spectrum, treatment approaches, stigma, and long-term rehabilitation. Emerging evidence in genetics, neuroscience, and digital mental health is also reshaping understanding of the disorder.

CLASSIFICATION AND DIAGNOSIS.
Bipolar disorder is classified in the International Classification of Diseases, Eleventh Revision (ICD-11) under Chapter 6: Mental, Behavioural or Neurodevelopmental Disorders, specifically within the category of Mood Disorders (WHO, 2022). It is defined as a mental disorder characterised by recurrent episodes of mania, hypomania, and depression that significantly impair social, occupational, educational, or interpersonal functioning. The ICD-11 provides a standardised framework that promotes consistency in diagnosis, treatment, research, and communication among healthcare professionals worldwide. Similar efforts to improve the recognition and diagnosis of bipolar disorders have also been reflected in the DSM-5, highlighting international developments in psychiatric classification (Angst, 2013). 
ICD-11 distinguishes between Bipolar Type I Disorder and Bipolar Type II Disorder based on symptom severity and clinical presentation. Bipolar I Disorder is diagnosed when an individual experiences at least one manic episode, which may occur before or after depressive or hypomanic episodes. Mania is characterised by persistently elevated or irritable mood, increased energy, reduced need for sleep, rapid speech, grandiosity, impulsive behaviour, and impaired judgement. Severe episodes may require hospitalisation and can include psychotic symptoms such as hallucinations or delusions. In contrast, Bipolar II Disorder is characterised by at least one hypomanic episode and one major depressive episode without a history of full mania. Although hypomania is less severe and generally does not cause marked functional impairment, depressive episodes are often prolonged and contribute significantly to disability. Differentiating between the two disorders is important because prognosis and treatment strategies differ. 
Diagnosis relies primarily on a comprehensive psychiatric assessment rather than laboratory investigations. Clinicians evaluate current symptoms, previous mood episodes, family history, and information from caregivers where appropriate. They must also exclude alternative causes such as substance misuse, neurological disorders, endocrine abnormalities, medication-induced mood changes, schizophrenia, and major depressive disorder (NICE, 2014). Screening instruments such as the Mood Disorder Questionnaire (MDQ) can support assessment but should complement rather than replace professional clinical judgement (Kendall et al., 2014). 
 
ICD-11 consistently uses the term "disorder" rather than "illness" or "condition," reflecting the presence of clinically significant symptoms and functional impairment. While this terminology supports access to healthcare, disability services, and evidence-based treatment, some scholars argue that it may reinforce stigma by defining individuals through their diagnosis. Consequently, mental health practice increasingly promotes person-centred language, such as "a person living with bipolar disorder," to reduce discrimination while maintaining diagnostic accuracy (Haslam and Tse, 2025). 
Despite the strengths of ICD-11, important limitations remain. Bipolar disorder shares symptoms with recurrent major depressive disorder, borderline personality disorder, and ADHD, leading to delayed or incorrect diagnosis, particularly when patients initially present with depression. Misdiagnosis may result in inappropriate antidepressant treatment that can precipitate mania or rapid cycling (Carvalho et al., 2020). Furthermore, the bipolar spectrum concept challenges the rigid diagnostic categories of Bipolar I and II by suggesting that mood disorders exist along a continuum. Although this approach may improve recognition of atypical cases, critics argue that it risks overdiagnosis and unnecessary pharmacological treatment (Malhi et al., 2021). Therefore, while ICD-11 offers a robust classification framework, accurate diagnosis depends on combining diagnostic criteria with clinical judgement, longitudinal assessment, and person-centred care.
TREATMENT AND REHABILITATION.
The management of bipolar disorder requires a comprehensive, long-term approach that combines pharmacological treatment, psychological therapies, and psychosocial rehabilitation. Because bipolar disorder is a chronic and recurrent condition, treatment aims not only to manage acute manic or depressive episodes but also to prevent relapse, reduce functional impairment, and improve quality of life. Current clinical evidence indicates that integrated care, rather than reliance on a single intervention, produces the most favourable long-term outcomes (Kendall et al., 2014; Yatham et al., 2021).
 
Pharmacological treatment remains the cornerstone of bipolar disorder management. Lithium is widely regarded as the first-line mood stabiliser because it effectively reduces manic and depressive relapses, lowers suicide risk, and promotes long-term mood stability (Malhi et al., 2021). Despite its effectiveness, lithium requires regular blood monitoring due to its narrow therapeutic range, and prolonged use may result in adverse effects such as renal impairment, thyroid dysfunction, tremors, and weight gain. Consequently, clinicians must balance its therapeutic benefits with careful monitoring and patient education to encourage adherence.
Other pharmacological options include anticonvulsants such as valproate and lamotrigine, as well as second-generation antipsychotics including quetiapine, olanzapine, and aripiprazole. Valproate is effective for acute mania but is generally avoided during pregnancy because of its teratogenic effects. Lamotrigine is particularly useful in preventing depressive relapse, while atypical antipsychotics help control manic episodes and psychotic symptoms. However, these medications are associated with side effects such as weight gain, metabolic syndrome, diabetes, sedation, and cardiovascular complications, highlighting the need for individualised treatment plans and regular physical health monitoring. 
Medication alone is insufficient to address the psychological and social challenges associated with bipolar disorder. Consequently, psychological interventions have become essential components of evidence-based care. Cognitive Behavioural Therapy (CBT) helps individuals identify maladaptive thought patterns, improve coping strategies, recognise early warning signs of relapse, and strengthen medication adherence. Psychoeducation enables patients and their families to understand the illness, recognise triggers, and manage symptoms effectively, while family-focused therapy improves communication and strengthens support networks, contributing to reduced relapse rates (Miklowitz et al., 2020). 
However, the effectiveness of these interventions depends on patient engagement, insight, and the availability of trained mental health professionals. Access to specialist psychological services remains limited in many low-resource settings, reducing their overall impact. 
Rehabilitation is equally important for long-term recovery. Contemporary mental health care increasingly adopts a recovery-oriented approach, which focuses on enabling individuals to lead meaningful and independent lives rather than solely eliminating symptoms. Rehabilitation programmes commonly include occupational therapy, supported employment, vocational training, peer support, community mental health services, and social skills training. Family involvement also plays a crucial role by improving treatment adherence and facilitating early recognition of relapse. Overall, evidence supports an integrated, person-centred model that combines medication, psychotherapy, and community-based rehabilitation to address both the clinical and psychosocial consequences of bipolar disorder and promote sustained recovery. 

CURRENT DEBATES AND EMERGING ISSUES.
Despite advances in psychiatric research and clinical practice, bipolar disorder remains the subject of significant debate regarding its classification, diagnosis, treatment, and long-term management. Emerging evidence from neuroscience, genetics, and digital health continues to improve understanding of the disorder, yet important controversies remain that influence clinical decision-making and mental health policy. 
One of the most prominent debates concerns the underdiagnosis and overdiagnosis 
of bipolar disorder. Many individuals experience symptoms for several years before receiving an accurate diagnosis because depressive episodes commonly precede mania or hypomania. During this period, patients are often misdiagnosed with major depressive disorder and treated with antidepressants alone, which may trigger manic episodes or rapid cycling in susceptible individuals (Carvalho et al., 2020). Conversely, increasing awareness of bipolar disorder has raised concerns about overdiagnosis, particularly among individuals with borderline personality disorder or emotional instability. Overdiagnosis may expose patients to unnecessary long-term medication and its associated adverse effects. Therefore, clinicians must balance early detection with careful differential diagnosis to minimise both missed diagnoses and unnecessary medicalisation. 
A related controversy is the bipolar spectrum model. While ICD-11 classifies bipolar disorder into Bipolar I and Bipolar II disorders using clearly defined diagnostic criteria, some researchers argue that mood disorders exist on a continuum rather than within rigid categories. Proponents suggest that recognising spectrum presentations may improve early intervention and better reflect the diversity of clinical symptoms. Critics, however, argue that broadening diagnostic boundaries risks reducing diagnostic precision, increasing unnecessary pharmacological treatment, and medicalising normal emotional variation (Malhi et al., 2021). Although the spectrum concept offers greater flexibility, further research is required to determine whether it improves patient outcomes without compromising diagnostic accuracy. 
Another emerging issue is the development of precision psychiatry. Advances in genetics, neuroimaging, and biomarker research have raised expectations that biological markers could eventually support diagnosis and guide personalised treatment. Although several studies have identified genetic risk factors and brain changes associated with bipolar disorder, no biomarker currently demonstrates sufficient reliability for routine clinical practice (Grande et al., 2016). Consequently, diagnosis continues to depend primarily on detailed clinical assessment rather than objective laboratory testing. 

The rapid expansion of digital mental health technologies also presents both opportunities and challenges. Smartphone applications, wearable devices, and telepsychiatry enable real-time monitoring of mood, sleep, physical activity, and medication adherence, potentially improving early relapse detection and expanding access to mental healthcare, particularly in remote communities. However, concerns regarding privacy, cybersecurity, data accuracy, and unequal access to digital technologies remain significant barriers to widespread implementation (WHO, 2022). 

Despite growing awareness, stigma remains a major barrier to recovery. Misconceptions that people with bipolar disorder are unpredictable or incapable of maintaining employment continue to contribute to discrimination in healthcare, education, and the workplace. Such stigma discourages help-seeking and treatment adherence, ultimately worsening long-term outcomes (Corrigan & Nieweglowski, 2019; Hargreaves et al., 2024). 
Consequently, policymakers should continue investing in early intervention services, community rehabilitation, workforce development, and anti-stigma initiatives to ensure equitable, person-centred mental healthcare. 

RECOMMENDATIONS.
Improving outcomes for people with bipolar disorder requires earlier diagnosis, integrated multidisciplinary care, and greater access to psychological and community-based services. Healthcare professionals should receive additional training to recognise bipolar disorder early and differentiate it from other mental health conditions. Earlier identification can reduce delays in treatment, minimise the risk of relapse, and improve long-term clinical outcomes. Routine mental health screening in primary care settings, particularly for individuals with recurrent depressive episodes or a family history of bipolar disorder, could further support timely diagnosis and referral to specialist services.
Treatment should combine medication with psychological therapies, rehabilitation, and family involvement to support long-term recovery. Person-centred care should remain central to treatment planning, ensuring that patients actively participate in decisions about their care and that interventions reflect their individual needs, preferences, and recovery goals. Developing personalised care plans can improve treatment adherence, strengthen therapeutic relationships, and encourage greater self-management of the condition.
Increased investment in community mental health services, peer support programmes, and vocational rehabilitation would enhance quality of life and reduce relapse. Community-based services help individuals maintain employment, strengthen social relationships, and develop independent living skills while reducing the likelihood of repeated hospital admissions. Public awareness campaigns should also be expanded to challenge misconceptions about bipolar disorder, reduce stigma, and encourage individuals to seek help without fear of discrimination.
Future research should focus on personalised treatment, biomarkers, digital mental health technologies, and strategies to reduce stigma while ensuring ethical and equitable care. In addition, further studies should evaluate the long-term effectiveness of integrated care models and investigate interventions that improve treatment adherence, social functioning, and recovery. Strengthening collaboration between researchers, healthcare providers, policymakers, service users, and carers will ensure that future mental health services are evidence-based, accessible, and responsive to the diverse needs of people living with bipolar disorder.


CONCLUSION.
Bipolar disorder is a complex, lifelong mental health condition that requires accurate diagnosis and comprehensive, person-centred care. Although ICD-11 provides a reliable framework for classification, challenges such as delayed diagnosis and symptom overlap remain. Effective management depends on combining medication, psychological therapies, and rehabilitation. Ongoing research, improved access to services, and integrated care are essential for reducing relapse, improving recovery, and enhancing the quality of life of individuals living with bipolar disorder.
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