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According to the world health organisation mental health disorders are classed as a server disturbance to a person’s behaviour and emotional cognitive control (WHO,2022).  
There are many different types of mental health disorders, and this supporting paper will be focusing on bipolar disorder within the United Kingdom and its effects upon the national health care system. 
 
This supporting paper will be examining and evaluating its ICD-10 categorisation, causes, its prevalence in the UK, the treatments administered, its historical view till present day and the recommendations that could improve the treatment and view of bipolar disorder.  
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ICD stands for international classification of disease with its purpose to analysis diseases and its effects. Under the classification of the ICD-10 manual, chapter 5 Bipolar falls within the mood affective disorders F31. 
The DSM-V list bipolar in 3 specific subtypes, namely: 
Type 1 bipolar disorder: In this type, there is a perfect mixture of excitatory symptoms and at least 1 depressive symptom (Phillips & Kupfer, 2013).  
Type I1 In order to diagnose bipolar disorder, there must be at least one significant depressive episode and at least one spontaneous hypomanic episode.
Cyclothymic bipolar disorder: is characterised by the presence of various hypomanic episodes and alternating with mild depressive symptoms (Perrotta, 2019) (ICD10, 2016). 
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Bipolar affective disorder previously known as manic depression is defined by Perrotta (2019) as a chronic mental health disorder which disrupts the emotional homeostasis of an individual and is characterised by dramatic changes in emotions, mood, and energy levels without a justifiable cause.
 
Mood swing episodes might happen rarely or repeatedly each year. While most people will have some depressive problems between these, certain people might not. Even though bipolar illness is a permanent diagnosis, by adhering to a medication regimen, anxiety, depression, and other problems can be controlled.
[bookmark: _Toc121068890]Data about Disorder in the UK  

Data from the UK Adult Psychiatric Morbidity survey displayed 1.7- 2.0% of the UK population screened positive for bipolar disorder with a higher prevalence in younger age groups. Bipolar is more common amongst younger age-groups, the UK observed that amongst 16–24-year-olds the percentage sat at 3.4% whilst between 65–74-year-olds was a percentage of 0.4% positive screenings for bipolar. (NICE,2020) 
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Like most mental health disorders, the exact cause of bipolar is unknown.  
According to Mind UK (2022), physical, environmental, genetic and social conditions contribute to the onset of bipolar disorder. Some of these include childhood trauma, stressful life events, brain chemistry, family links, medications (such as selective serotonin reuptake inhibitors, used in the treatment of depression and works by altering Neurotransmitter balance in the brain) and drugs and alcohol. We will look more closely at childhood trauma and stressful life events and why these may be a cause for bipolar disorder.
Childhood trauma
Some professionals think that having a lot of emotional pain as a youngster might contribute to the development of bipolar illness. Regarding the case study, Hasley's bipolar disorder was caused by the trauma and suffering she experienced as a kid. That had a significant impact on her capacity to control her emotions. Neglect, abuse on both a psychological and physical level, terrible events, and the loss of a loved one can all contribute to the development of bipolar disorder (Klar et al., 2010).
Stressful life events
Bipolar disorder symptoms might begin as a result of a traumatic incident in a person's life. Relationship problems are among the things that lead to stress, and this was another element that exacerbated Hasley's bipolar disorder (Colombo et al., 2012).
The sentiment of being under pressure in the life scenario, for example at work and with scholarly research, deprivation and money worries, after a tragic experience, losing an individual who is so close to the other participant, experiencing abuse, the sensation of solitude and isolation, abrupt change in the environment, and lastly, big events like weddings and various festivities, are some additional factors of bipolar disorder (Parry et al., 2019).

There is no specific gene known to cause this. However, it has been noted among family members, there is a 10-fold prevalence for bipolar disorder (Blackwood, Muir and Visscher, 2001). There is an 85% monozygotic twin risk and a 5-12% first degree relative risk (Kerner, 2014). 
Other metal health disorders such as anxiety disorder, substance abuse disorder, ADHD and personality disorders can predispose a person to bipolar disorder.

Symptoms/Signs 

The symptoms at any given time depend on the mood present currently.  
These can be divided into two. Depressive symptoms and manic symptoms.

NHS (2019) outlines the symptoms of bipolar disorder as the following, clearly expressing the difference in symptoms in the 2 phases as can also be seen in Figure 2. 
The depressive symptoms include a constant feeling of hopelessness and discouragement, lack of energy and focus, insomnia, reduced appetite, reduced libido, significant weight loss or gain, lack of concentration or indecisiveness and in some cases suicidal ideation or attempts.  
The manic symptoms are being energetic, overly happy, or optimistic, euphoric and high self-esteem. While these may sound ok, it is the level of self-esteem or euphoria that is a symptom. This makes patients very impulsive, often making large investments or making drastic/ huge decisions without much thought leading to poor decision making with no regards for consequence. They present with pressured speech, racing thoughts and delusions of grandeur. This symptom often makes them think they are the best at everything, have supernatural powers or they have a special mission from God.  
In both phases, they can also experience psychosis.
Psychosis symptoms include hallucinations, delusions and thought disorientation example tangentiality where a person always diverges from the topic of discussion or word salad where they link words incoherently making it nonsensical.  
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Diagnosis usually occurs based on the history from the patient and the presentation of the symptoms as well as the period it takes for these symptoms to go on.  
A patient needs to have experienced at least one episode of mania or hypomania for a diagnosis to be made (Hirschfeld, 2014). 
Symptoms should be debilitating to and affect day to day life. They cannot be explained by another mental health condition or substance abuse.

Clinical-rated interviews have been the most popular method for gauging the severity of manic symptoms. Two of the most popular clinician-rated measures for determining the severity of a patient's condition are the Young Mania Rating Scale (YMRS) and the Bech-Rafaelsen Mania Rating Scale (MAS) (Deckersbach et al., 2010). These scales have been widely used to monitor how symptoms shift over time as a patient's therapy advances. However, there is a growing realisation of the necessity to monitor both physician and patient opinions on the duration of therapy, so there is talk about the self-reported higher scores assessments that are now provided (Duarte et al., 2016).
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The word bipolar disorder finds its origin from the Greek word μανία which is directly translates as mania meaning “madness” or “frenzy” (Considine, 2019). It is also the word that was used in in Greek literature, in the description of Achilles when he expressed uncontrolled.   
Mental health illness has a dated history of being referred to or misunderstood as ‘madness’.  Institutions were therefore built to keep all the ‘mad’ people in one place. It was even a source of entertainment where payment was taken for people to see mad people on display (Mander, 2022).   
In the 1800s attitudes toward mental illness changed slightly as it became apparent that this was an illness and people needed help. This was due to King George the III, suffering from bipolar disorder.  This led to more research in the area to ascertain less physical and more humane methods of treatment (Mander, 2022).  
With the rise of anatomoclinic mentality in the mid19th century, Jacques-Joseph Moreau de Tours and Wilhelm Griesinger explained that alteration of the brain was the bases of this “madness”.  
Towards the end of the 19th Century, Emil Kraeplin coined the concept of manic-depressive psychosis which separated bipolar from schizophrenia (López-Muñoz et al., 2018).  
Following this, other major and hereditary mental health disorders took precedence in research such as major depression and schizophrenia. This means the knowledge base surrounding bipolar disorder is still scarce and limited (Fajutrao et al., 2009). Before the mid 1990s, the only treatment for bipolar patients was lithium salts.  Until the introduction of lithium salts for antimanic effect, the pharmacologic tools used in clinical practise had limited efficacy.  
The 20th century disproved the myth of unavailable pharmacological treatments with the increased awareness of barbiturates for mania (Severus et al., 2018). 
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Primary care treatments given by the NHS for mania are anti-psychotic or mood stabilisers such as haloperidol, olanzapine, quetiapine, and risperidone or Lithuim.
For the depressive phase, the first line of treatment is cognitive behavioural therapy, second line being administering Fluoxerine with the third being the incorporation of olanzapine and quetiapine to the fluoxetive and the last being quetiapine on its own.  

For secondary care for hypomania antipsychotic or mood stabilisers are given and if the individual is already taking lithium, they could consider adding haloperidol, olanzapine, quetiapine or risperidone. 
In terms of the bipolar depression the same cognitive behavioural therapy is used in secondary care and treatment is done just as in primary care. Example of this is yoga which has been proven to alleviate depression with breath control practices and meditation (Healthline,2017). 

A Treatment recommended by the NHS is psychological treatment which includes counselling sessions, which can help to cope with depression, and gives advice about how to improve one's relationships. 
Regular exercise and other lifestyle changes such as planning activities you enjoy which gives you a sense of achievement, improving your diet and getting more sleep can also be effective ways to improve bipolar. (NHS,2022) 
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There have been legislative principles put in place to protect individual’s with bipolar disorder and are important to note for health and social care workers and adhere to guidelines.

There is the Equality Act 2010 where every individual must be treated fairly without discrimination. Care professionals must used non-discriminatory care to abandon the stigma of bipolar.

The Human Rights Act 1998 that states the desire for equal opportunities to be granted with respect and dignity and utilising person-centred approach and involving patients in the decision-making process.

The Mental Health Act 1983 gives people with mental health access to treatment in hospitals and communities allowing for patients freedom to require care where needed. Assessment of the right environment necessary for recovery must be taken into account to offer the best services to the patient as required. 

Lastly the Mental Capacity Act protects and empowers people who lack capacity to make their own decisions. All these principles are important to how health and social care workers must act in working with mental health disorders.  
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Finding support groups such as the NHS better Health (be kind to your mind) is a platform for people to meet health professionals to talk about taking control of the mind. 

Learning ways to relax and manage your stress and finding healthy outlets e.g., yoga is also recommended. 

Additionally, to that awareness is created for the basic understanding of bipolar disorder so that people do not take it as a mystical result and are properly diagnosed.
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The key approach to treating bipolar is first correct diagnosis. Diagnosis will only occur when there is enough understanding and knowledge on the mental health disorder. The first step to treating any patient is the ability to properly diagnose the disease before treatment can be administrated and care be offered. 

The stigma against mental health disorders have greatly improved over the years now with better medication and also non-intrusive medication offered as treatment as mentioned already with the use of yoga, counselling and meditation, bipolar disorder is sure not to cause barriers with patients and their running of everyday life. 

There is still improvement to be made and education is the key to removing any and all stigmas following bipolar to provide efficient treatment to be developed in the future. 
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