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Introduction
One of the most severe and long-term mental health conditions can be identified as bipolar disorder, which can be further characterised by mood episodes such as mania, hypomania and depression. Bipolar disorder can disrupt an individual’s daily functioning by affecting their thoughts, emotions and behaviour. This condition is often lifelong, with periods of relief, but is scattered with mood changes and mental episodes. Bipolar disorder requires a continuous and ongoing monitoring process and treatment. It has been stated by the National Health Service of the UK that bipolar conditions can be identified through extreme changes of mood, which can range from elevated conditions of mood, such as mania and hypomania, to periods of depression, which can cause substantial disruption of the everyday life of an individual and influence their social and occupational functioning (Randall et al., 2025).
The WHO has estimated that almost 1 in 200 people, or 37 million individuals, are affected by bipolar conditions and are often misdiagnosed or untreated, often facing social stigma (WHO, 2025). The treatment of bipolar disorder requires effective care options, such as a combination of medicines and psychological therapy, which aids individuals in managing their conditions. In the UK alone, almost 1 million people, representing 1.9% to 2%, are affected by bipolar conditions, among whom almost 56% remain undiagnosed and thus untreated (Randall et al., 2025). This booklet aims to provide an overview of bipolar disorder and its long-term effects within the context of the UK. The prevalence, causes, and impact will be thoroughly assessed, along with an evaluation of the National Health Service's current treatment strategy. A relevant theoretical framework for managing the condition and a discussion on health and social care policies will be provided in the booklet.  
[bookmark: _Toc233306033]Definition, Prevalence and Aetiology
[bookmark: _Toc233306034]Definition and Classification
Bipolar disorders can be defined as conditions of mood disorders where there are recurrent and alternating conditions of mood changes characterised as mania or hypomania, along with depressive phases (Nierenberg et al., 2023). This mood disorder causes a significant disruption to an individual's life and functioning, thereby reducing quality of life. It can be stated as one of the top ten reasons for disability in the world, and it is notably misdiagnosed in its initial phases. Bipolar disorder can be classified into main types under the framework of DSM - 5 and ICD -11, which form the two key classification types (Singh et al., 2025). Bipolar 1 disorder and Bipolar 2 disorder. The first one can be characterised by symptoms ranging from manic episodes, which often last for weeks and also by the severity of the manic episodes, which often require hospitalisation (Kato, 2022). It can also cause depressive episodes that can extend up to 2 weeks. Bipolar 2 disorder, on the other hand, can be identified as having depressive and hypomanic episodes but does not lead to more severe manic episodes like bipolar 1 (Berk et al., 2025). Bipolar disorder also has a milder form known as Cyclothymic disorder (Bielecki, 2023). It has the characteristic of chronic mood disturbances with periods of hypomania and depression. But these symptoms are not severe enough to cause full bipolar disorder. 
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Figure 1: Global Bipolar Prevalence
(Source: Neurotorium, 2024)
Bipolar disorder can be considered a global health challenge, as it has a huge impact on the health of millions of people across the globe (Jiang et al., 2025). However, it needs to be noted that the prevalence estimates are based on the diagnostic criteria and methods used. It accounts for about 0.7% of adults, which translates to one in 150 people, and 2.4% of the total global population, if the other spectrum of bipolar conditions is considered. It has been stated by the WHO that almost 37 million individuals are affected by bipolar disorder, and it has been attributed as the leading cause of disability in adults (WHO, 2025). 
Bipolar disorder in the United Kingdom is a significant challenge to mental health. It has been found from the Adult Psychiatric Morbidity Survey that 1.9% of adults screened have conditions that can lead to bipolar disorder (NHS, 2025). This figure has also been consistent with the estimates of prevalence on a global scale. It has been estimated that almost 1.3 million individuals in the UK have bipolar disorder, and among the total, almost 5% can be included in the bipolar condition spectrum, which makes it one of the most prevalent mental health conditions (Hoppe et al., 2025). The disorder can also be attributed to premature mortality, which has been suggested in research that individuals with bipolar disorder die, on average, 13 years earlier than the general population (Gillette, 2024). There is also a higher prevalence of suicide among individuals with bipolar disorder, and it has been estimated at 15-20% among the affected individuals (Tondo, Vázquez and Baldessarini, 2021). The economic burden posed by bipolar disorder is significantly high, and it has been found that the annual cost to the government of England was 6.43 billion pounds in the 2018-19 period (Simon et al., 2021).
[bookmark: _Toc233306036]Risk Factors and Aetiology 
The development of bipolar disorder can be attributed to a combination of genetic, biological and environmental factors. This makes its nature multifactorial, and this leads to a difference in the symptoms, progression and the outcome of treatment.  The disease also appears with other neurological and psychiatric conditions, which make the diagnosis more complex.
The genetic factor is one of the most significant contributors to the development of bipolar disorder. It has been found in research that the condition is highly heritable. It has been rated 60% to 85% in terms of its heritability (Ventriglio, Luciano, and Fiorillo, 2026). If an individual has relatives of the first degree diagnosed with bipolar disorder, it creates a major risk for the individual themselves. A genetic influence is derived from twin studies, which found that identical twins have a higher concordance rate than the general population. Various studies in terms of the genome have found various genetic reasons and variants that are linked to the probability of bipolar disorder. 
The neurobiological functions are also a significant cause of bipolar disorder, which alters the function of the brain. It disrupts the neurotransmitter systems, brain-derived neurotrophic factors, activity of the mitochondria, inflammatory processes, stress and regulation of the HPA Axis (Scaini et al., 2020). 
The vulnerability is also increased by environmental factors such as adversity in childhood, trauma and chronic stress, which can be associated with the development of bipolar conditions. It is also associated with substance misuse, such as drugs, which heighten the risk of bipolar episodes. 
[bookmark: _Toc233306037]Impact on Individuals & Families
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[bookmark: _heading=h.capvpay5jy3y]Bipolar disorder is a long-term mental health condition which is influenced by repeated episodes of mania or hypomania and depression. It largely affects an individual's physical health, psychological well-being and social function (Dominiak et al., 2022). During manic episodes, individuals often experience loss of sleep, high energy, impulsive behaviour and poor decision-making, which can lead to accidents, financial challenges and breakdown of relationships (Oliva et al., 2025). Depressive episodes are connected with fatigue, reduction of motivation, social withdrawal and high risk of self-harm or suicide. Long-term physical implications involve disrupted sleep patterns, high risk of cardiovascular diseases, obesity, metabolic problems and side effects from medicines like hormonal changes or weight gain. The condition also has a wider impact on families who often offer practical, emotional and financial support. 
[bookmark: _heading=h.qc02ym5xnl7e][image: ]
[bookmark: _heading=h.7id2ovw9cbl6]Figure 2: Bipolar I and Bipolar II causes
[bookmark: _heading=h.at2o5ciq7snm]Source: (Neurotorium, 2026) 
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Psychological changes with bipolar disorder are defined by changes in emotional processes and disruption of cognition. Like all other relatively frequent brain areas, the amygdala is hyperactivated during emotion processing in several tasks that elicit emotions in people with BD (Mesbah et al., 2023). Hyperactivation is linked to increased emotional reactivity and dysregulation. Impaired control of mood and attention will thus create challenges which would worsen emotional fluctuations and decision-making. Continued neurobiological dysregulation increases vulnerability to impulsive behaviours and a lack of ability to regularly monitor oneself. These changes create ongoing difficulties with therapeutic stabilisation and with adaptive functioning in one's day-to-day functioning.
The intermittent (episodic) nature of the disorder is a major factor in self-identity and self-esteem. Based on the works of Cresswell et al. (2021), self-experience is the individual's multi-dimensional, first-person experience, understanding or awareness, at one point in time or over a period of time, of their own mental or psychological states or behaviours. Great mood and behaviour changes interrupt their sense of continuity of self. This leaves one with constant doubts regarding one's ability and one's role. Self-esteem drops when accomplishments are disrupted, and feedback is incongruent socially. Dysfunctional routines compromise occupational and interpersonal competence, the ability to sustain attention and fluctuating motivation to participate in daily functioning.
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Figure 3: Impact Severity
The mental burden of the long-term consequences of the disorder and the risks specific to the treatment of the disorder. The drugs have been linked to serious side effects, especially for long-term use in the long term, such as weight gain, metabolic disturbance, increased prolactin levels, sedation, somnolence, akathisia, a prolonged QTc interval corrected for heart rate and tardive dyskinesia (McIntyre et al., 2020). The worsening of physical comorbidity and lower adherence to pharmacotherapy are due to these adverse effects. There is an overall psychiatric burden that coincides with a somatic burden and heightens the burden of disability and healthcare utilisation. There is a high risk of other psychiatric conditions also occurring, which can make the clinical picture more complicated, with reduced predictability and increased difficulties in planning for the family and long-term life.
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Figure 4: Impact Domain Summary
[bookmark: _heading=h.fl42adbt4m7o][bookmark: _Toc233306040]Social Impact
Supporting someone with bipolar disorder is a heavy burden on the family. Partners can sacrifice leisure time and work; they don't have time for themselves with a life that focuses on the patient. A specific cognitive-behavioural health syndrome of carers includes role strain, chronic stress and diminished social networks (Azorin et al., 2021). May lead to redistributed responsibilities and resentment, affecting financial strain and relational conflict. Mood instability and stigma limit participation in social interactions and the community. Episodic symptoms decrease the ability to perform in a role in society and increase the likelihood of being isolated from society and of not exerting civic involvement. The problem of the employment of people with affective disorders did not seem to be as simple as merely losing jobs. Comprising disordered mental functioning, bad stigma at the workplace and interrupted career paths, the complex barriers are present.  
The impact of bipolar disorder has a wider socioeconomic outcome which extends beyond familial relationships. It has been found that the caregivers of individuals with bipolar disorder often face emotional exhaustion, high anxiety levels and a reduction in quality of life. This is due to the nature of the illness, which is unpredictable and recurrent. It requires continuous monitoring by the caregiver, which causes burnout and social withdrawal. The individual with bipolar disorder often must face discrimination and stigma from society at large. This can lead to barriers in seeking help and also limit the opportunities in terms of academics and employment. These pose a strong challenge for the government to create intervention strategies. 
Family implication
Family caregivers may experience stress, tension, anxiety, reduction of quality of life and difficulties in managing unpredictable changes in behaviour (Singh et al., 2025). However, strong family involvement and education can improve treatment and reduce relapse risks. In the UK, the NHS offers evidence-based treatments, including mood stability medicines like lithium, which is effective in the prevention of mania and depression. Other medicines like anticonvulsants and antipsychotics may also be prescribed based on individual demand. Psychological therapies like cognitive behavioural therapy (CBT), psychoeducation and family-focused interventions, assistance in coping strategies and relapse prevention.   
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Figure 5: Cascade of Bipolar Disorder Impacts
[bookmark: _heading=h.h54cj6huew12][bookmark: _Toc233306041]NHS Treatments and Management
To effectively manage bipolar disorder, the NHS has developed an integrated, multi-faceted approach to treatment. This multi-faceted approach includes medications, psychological support and therapies, along with community-based assistance (NHS Inform, 2023). There is NICE Clinical Guideline 185, and this has stated that bipolar disorder is managed based on what is occurring with the condition of the patient (NHS, 2026). T [image: ]
Figure 6: Bipolar Medication Pathway for Adults
Source: (NHS, 2026)
Next is pharmacological treatment, and this is the fundamental aspect of treatment provided by the NHS. In cases of acute mania, atypical antipsychotics are the first-line medications, with Lithium being a secondary treatment when antipsychotics are inadequate (Chokhawala and Stevens, 2023). For treating bipolar depression, a combined treatment plan of Olanzapine and Fluoxetine or Quetiapine alone are the most efficacious treatment option available (NHS, 2026). Long-term prophylactic treatment of bipolar disorder is primarily achieved using Lithium, which is proven to significantly reduce the recurrence of manic and depressive episodes and lower the risk of suicide (NHS, 2026). Crapanzano et al. (2022) noted that when Lithium cannot be used due to contraindications or the patient cannot tolerate Lithium, Valproate, Quetiapine, or Olanzapine may be used as alternative therapies; however, Valproate is contraindicated for those who could become pregnant, as stated by the MHRA guidelines.

Psychological therapies are used in combination with medication and are especially important for managing conditions in the long-term (Mind, 2022). The NHS provides several evidence-based talking therapies, including cognitive behavioural therapy (CBT), psychoeducation, either in individual or group, interpersonal therapy, family-focused therapy and behavioural couples therapy (Bieling, McCabe and Antony, 2022). These therapies help clients identify early warning signs, formulate personalised crisis plans, define recovery goals and come up with coping strategies to help them manage triggers and fluctuations in mood. Specifically, group psychoeducation has been proven to enhance the ability to manage self-care and decrease the amount of time that clients will relapse (Oneib, Mansour and Bouazzaoui, 2025). The study of Oneib, Mansour and Bouazzaoui (2025) also noted that the PACT psychoeducation program has been recorded to significantly improve self-esteem, social autonomy, treatment adherence and clinical outcomes.

Community Mental Health Teams (CMHTs) are crucial in the ongoing monitoring and coordination of care for clients (Roth et al., 2021). Normally, people who have a diagnosis of bipolar disorder are seen on an outpatient basis regularly, and they are assigned a named care co-ordinator under the Care Programme Approach (CPA) (NHS, 2023). This means that all clients receive individualised care planning, an assessment of their risks and cooperation from multiple agencies. In cases where individuals present with an acute risk, they are referred to Crisis Resolution and Home Treatment (CRHT) teams (Mind, 2022). In this regard, the study of Kingdon (2019) noted that the CPA is instrumental in embedding the principles of holistic collaborative assessment as well as management of mental health care. 
[bookmark: _Toc233306042]Models and Frameworks
Long-term conditions or LTCs involve bipolar disorders, diabetes and cardiovascular diseases, which require continuous monitoring and management instead of short-term treatment. The current healthcare trends focus on patient-centric care, self-management, prevention of healthcare-related complications, and coordination among professionals, patients, and families.
A major UK-based model is the NHS House of Care Model. As per this framework, it assists in personalised care by promoting collaboration between healthcare professionals and individuals who are living with LTCs (NHS England, 2026). The model is based on four components: informed and activated patients, healthcare professionals who are committed to partnership working, organisational systems and supportive commissioning. It identifies that patients achieve better results when they are actively involved in the decision-making process and assisted in managing their own condition. 
A globally recognised framework is the Chronic Care Model (CCM), which was developed by Wagner and colleagues. The CCM aims to improve chronic illness management by transforming the healthcare systems from reactive treatment to proactive and planned care (Grudniewicz et al., 2023). It also involves six elements: community resources, clinical information, self-management support, health system organisations, delivery system design and decision support. The model focuses on the importance of multidisciplinary teams, patient education and continuous monitoring to prevent further deterioration.
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Figure 7: Long-term condition management framework
[bookmark: _heading=h.ao4cazfmn5qx][bookmark: _Toc233306044]Policy Agendas
The management of the issue of bipolar disorder in the UK has been shaped by different ranges of social care and national health policy frameworks. These frameworks have directed both the clinical practice and commissioning priorities. For example, there is a focus on mental health issues by the NHS Long Term Plan (2019). It has also been reported that the NHS Long Term Plan (2019) has committed to transforming care for people with SMI (severe mental illness) through community-based as well as integrated models (Parliament UK, 2026). Moreover, an article by Geddes (2022) highlighted that the bipolar commission states that more specialist training is needed to reduce the average nine and a half year wait to get a diagnosis. The commission stated that, as part of the policy agenda, routine screening for bipolar disorder needs to be integrated into the NHS, along with providing specialist training. At a local level, Integrated Care Boards (ICBs) are expanding community mental health services through integrated care pathways, improving early intervention, crisis support and coordinated care for people with bipolar disorder.

Another crucial policy agenda is reforming the Mental Health Act (Department of Health and Social Care, 2021). In this regard, the UK Government has asked Prof. Sir Simon Wessely to lead the “Independent Review” of the “Mental Health Act 1983”. Series (2025) noted that the “Mental Health Act 1983” is widely described as an important power that is used to detain mental health patients in hospitals for better treatment. This is specifically crucial for bipolar disorder, as the crisis episodes are more frequent in bipolar disorder. Besides, another equally important policy is the NICE Guideline. Studies have noted that it is mandatory in both England and Wales to incorporate the NICE Guidelines for the care of bipolar disorders as well as other conditions. 
[bookmark: _heading=h.knsl2mrk3odz][bookmark: _Toc233306045]Recommendations
Based on the above discussion, there are a few recommendations. In order to improve the overall outcomes for the people who suffer from bipolar disorders, a holistic approach must be taken. For example, at first, it is recommended to invest more in early intervention services, and this can help to reduce the 56% undiagnosed rate, as mentioned above in the study by (Randall et al., 2025). This can be done through improvements in screening tools and training in primary care. Secondly, it is recommended to focus on the waiting times of the psychological therapies, like psychoeducation and CBT. This is because the waiting time needs to be reduced, as any delay will undermine relapse prevention, as well as medication adherence. Third, it is recommended that the care planning introduced under CPA be incorporated in advance, consistently, and that self-management directives be applied consistently. 
The following recommendations are proposed to enhance person-centred care for individuals living with bipolar disorder. Increased investment in early intervention services is recommended to reduce the high prevalence of undiagnosed cases through enhanced screening processes and additional training for primary care professionals (Morgan, 2024). Reducing waiting times for evidence-based psychological interventions, including psychoeducation and cognitive behavioural therapy (CBT), is essential, as delays may adversely affect relapse prevention, treatment engagement, and medication adherence. Furthermore, the Care Programme Approach care planning should consistently incorporate personalised self-management strategies, shared decision-making, and advance care planning where appropriate, including discussions regarding end-of-life for individuals with complex long-term conditions (Teixeira, 2022).
[bookmark: _heading=h.e1hzahf7aa8a][bookmark: _Toc233306046]Conclusion
Bipolar disorder is one of the most complex and lifelong conditions that leaves behind profound social, physical and psychological consequences. Effective management within the UK healthcare services requires evidence-based policies, person-centred approaches, and coordinated NHS care plans. It is henceforth recommended to ensure continued investment in care support, accessible therapies, early diagnosis and integrated care pathways to improve outcomes and enhance the quality of life for those living with bipolar disorder.
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