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1. Introduction
In this report bipolar disorder is a complex and chronic mental health condition characterised by cyclical episodes of mania, hypomania, and depression, which cause significant impairment in functioning, quality of life, and interpersonal relationships (Grande et al., 2016). It is classified within the International Classification of Diseases, 11th Revision (ICD-11) under “Mental, behavioural or neurodevelopmental disorders” (WHO, 2019). Bipolar disorder affects approximately 1–2% of the global population and typically manifests during adolescence or early adulthood (Rowland & Marwaha, 2018).
The disorder is associated with considerable personal, social, and economic burden, including elevated rates of unemployment, relationship difficulties, reduced productivity, and increased risk of suicide. Moreover, diagnostic complexity and heterogeneous symptom presentation often result in misdiagnosis or delays in treatment initiation. This report critically examines the classification, diagnosis, treatment, rehabilitation, and current debates surrounding bipolar disorder, before providing recommendations for clinical practice and policy improvement

2. Classification and Diagnosis
2.1 ICD-11 Classification
According to the International Classification of Diseases, 11th Revision (ICD-11), bipolar disorder is classified under “6A60–6A6Z: Mood disorders” (WHO, 2019). Within this framework, Bipolar type I disorder (6A60) is characterised by the presence of at least one manic episode, which may occur with or without depressive episodes. In contrast, Bipolar type II disorder (6A61) is defined by at least one hypomanic episode and one major depressive episode, but without any history of a full manic episode (Carvalho et al., 2020).
This classification reflects the distinction between the severity and presentation of mood episodes across the bipolar spectrum, allowing clinicians to make more precise diagnoses and tailor treatment strategies accordingly. By adopting this categorisation, ICD-11 emphasises both clinical clarity and consistency in international diagnostic practice.
The ICD-11 framework emphasises the clinical severity and impairment associated with bipolar disorder. This categorical approach provides a structured framework for diagnosis but has been critiqued for oversimplifying the diverse presentations of the condition (Craddock & Owen, 2010).
2.2 Diagnostic Criteria
Diagnosis of bipolar disorder is clinical, based on structured psychiatric interviews and longitudinal patient history. According to ICD-11 (WHO, 2019):
· Manic episodes involve abnormally elevated or irritable mood, increased activity or energy, lasting at least one week, and causing marked functional impairment.
· Hypomanic episodes feature similar but less severe symptoms and a shorter duration.
· Depressive episodes are characterised by persistent low mood, loss of interest or pleasure (anhedonia), cognitive disturbances, and biological changes such as appetite and sleep alterations.
Differential diagnosis is critical to distinguish bipolar disorder from unipolar depression, schizoaffective disorder, borderline personality disorder, and substance-induced mood disorders. Tools such as the Mood Disorder Questionnaire (MDQ) support diagnostic accuracy (Hirschfeld, 2014).
3. Treatment and Rehabilitation
3.1 Pharmacological Treatment
Mood stabilisers are the cornerstone of bipolar disorder management. Lithium remains the gold standard for preventing both manic and depressive relapses and reducing suicide risk (Geddes & Miklowitz, 2013). Other commonly used agents include valproate, carbamazepine, and lamotrigine.
Atypical antipsychotics such as quetiapine and olanzapine are frequently prescribed for acute manic episodes and long-term maintenance (Yatham et al., 2018). Antidepressants may be cautiously added for bipolar depression but always in combination with mood stabilisers to reduce the risk of manic switching (Pacchiarotti et al., 2013).

3.2 Psychosocial Interventions
Pharmacotherapy alone is often insufficient. Psychological therapies, particularly Cognitive Behavioural Therapy (CBT), help patients develop coping strategies, identify early warning signs, and improve adherence (Bond & Anderson, 2015). Psychoeducation is effective in relapse prevention, while family-focused therapy reduces relapse rates by addressing interpersonal stress and improving communication (Miklowitz et al., 2007).
3.3 Rehabilitation Measures
ICD-11 places strong emphasis on rehabilitation to improve functional recovery. This includes vocational rehabilitation, social skills training, and supported employment initiatives that help individuals reintegrate into the community and maintain independence (WHO, 2019). Evidence shows that community-based rehabilitation improves long-term outcomes and reduces hospitalisation rates (Huxley & Baldessarini, 2007).
3.4 Effectiveness and Limitations
While pharmacological treatments are effective for many, 30–40% of patients experience inadequate response (Malhi et al., 2018). Side effects, poor adherence, and treatment-resistant symptoms present ongoing challenges. Psychosocial interventions are highly beneficial but require consistent funding, availability, and patient engagement to be effective. Rehabilitation services remain underdeveloped in many health systems, limiting recovery opportunities.
4. Current Debates and Emerging Issues
4.1 Classification Debates
There is growing debate around the traditional bipolar I–II classification system, with critics arguing that it does not fully capture the complexity and variability of mood disorders. This dichotomy often overlooks presentations that fall between the two categories, such as mixed states, rapid cycling, and subthreshold symptoms, which can significantly impact diagnosis and treatment outcomes.
Emerging research increasingly supports dimensional or spectrum-based models, which view mood disorders along a continuum rather than as discrete categories (Craddock & Owen, 2010; Vieta & Phillips, 2015). These models provide a more accurate reflection of clinical reality and may improve diagnostic precision, early detection, and personalised treatment planning.
4.2 Neurodivergence and Reclassification
Growing research highlights the overlap between bipolar disorder and neurodivergent conditions such as ADHD and autism, complicating diagnostic boundaries (Skirrow et al., 2012). This overlap challenges traditional categorical systems and calls for more flexible, personalised approaches.
4.3 Treatment Challenges
Treating bipolar depression is complex due to ongoing debates and practical limitations. Antidepressant use remains controversial because of the risk of mood destabilisation, including mania or rapid cycling, especially when used without mood stabilisers (Pacchiarotti et al., 2013). Lithium remains highly effective for long-term maintenance and relapse prevention, but its use is complicated by side effects, the need for regular monitoring, and adherence challenges (Malhi et al., 2018).These factors highlight the importance of personalised treatment plans that carefully balance benefits and risks. Effective management often requires combining medication with psychological and social support to ensure long-term stability and improved quality of life.
4.4 Policy and Practice Implications
Shifting toward spectrum-based models of diagnosis has significant implications for both policy and clinical practice. Implementing such models would require substantial revisions to clinical guidelines, insurance policies, and legal frameworks to accommodate more flexible diagnostic categories (Phillips & Kupfer, 2013). This change could lead to improved diagnostic accuracy and more personalised care, as spectrum approaches better capture the complexity and variability of mental health presentations.However, these benefits may also be accompanied by administrative and funding challenges. Current healthcare systems, insurance structures, and service reimbursement models are often built around categorical diagnoses. Moving to spectrum-based classifications could complicate billing procedures, eligibility criteria, and data reporting requirements. Policymakers and healthcare leaders would therefore need to adapt existing infrastructures to ensure that clinical innovation is matched by supportive regulatory and financial systems.
5. Recommendations
1. Adopt a spectrum-based classification to better capture heterogeneity and emerging evidence
Current diagnostic frameworks often rely on rigid categories that may not fully reflect the complexity and variability of conditions such as mood disorders, neurodevelopmental differences, or other mental health presentations. A spectrum-based classification acknowledges that symptoms exist along a continuum rather than within fixed boundaries. This approach allows for better recognition of subclinical or mixed presentations, which can lead to earlier intervention and more precise treatment. It also aligns with emerging neuroscientific evidence that challenges traditional categorical models.Enhance diagnostic training for clinicians to improve early identification of mixed states and comorbid neurodivergence.
2. Enhance diagnostic training for clinicians to improve early identification of mixed states and comorbid neurodivergence
Many healthcare professionals still receive limited training on complex presentations, such as mixed affective states or overlapping conditions like autism, ADHD, and mood disorders. Improving diagnostic training through continuous professional development, workshops, and updated clinical guidelines will enable clinicians to detect nuanced presentations earlier and more accurately. Early identification prevents misdiagnosis, supports timely intervention, and reduces the risk of deterioration or inappropriate treatment.Personalise treatment using shared decision-making and patient-centred approaches to optimise outcomes.
3. . Expand rehabilitation services including community-based programs, supported employment, and psychosocial care
Recovery is not solely dependent on medication or acute care. Rehabilitation services—such as vocational training, supported employment, peer support networks, and psychosocial interventions—play a critical role in improving long-term outcomes. Community-based programs enable individuals to reintegrate into society, gain independence, and maintain stability. Expanding these services ensures continuity of care, especially for individuals with chronic or complex needs who require ongoing support beyond clinical treatment settings..
4. Personalise treatment using shared decision-making and patient-centred approaches to optimise outcomes
Every individual’s experience is unique, and treatment plans should reflect that. Personalised care involves collaborative discussions between patients and healthcare providers, considering personal values, preferences, cultural contexts, and clinical evidence. Shared decision-making improves patient engagement, adherence to treatment, and satisfaction. It also promotes autonomy and respect for patient perspectives, ultimately leading to more effective and sustainable outcomes.
5. Invest in research to refine classification, improve interventions, and identify biological markers for targeted treatment
Scientific understanding of many conditions remains incomplete. Investing in research can help refine diagnostic criteria, develop more effective and tailored interventions, and discover biological markers that may guide precision medicine approaches. This includes genetic, neuroimaging, and biochemical studies that can uncover underlying mechanisms and inform more accurate classifications. A stronger evidence base will improve both diagnosis and treatment, leading to better patient outcomes and more efficient health service delivery.
6. Conclusion
Bipolar disorder is a multifaceted psychiatric condition with profound personal and societal impacts. While ICD-11 provides a useful framework for classification and diagnosis, current debates highlight the need for evolution toward more nuanced, spectrum-based approaches. Effective treatment requires an integrated strategy combining pharmacological, psychosocial, and rehabilitative interventions. Addressing diagnostic complexity, expanding access to services, and embracing personalised care are essential to improve outcomes for individuals with bipolar disorder.
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