


BSc (Hons) Health & Social Care
ICD-11 6A60 Bipolar Type I Disorder
Student Name Humaria Alam
Student Number 2323463
Lecturer Neale Haddon
BMHP6029


Introduction
ICD-11 codes under bipolar type I disorder (6A60) refer to a severe and recurrent mood disorder, which is characterised by at least one manic or mixed episode (World Health Organisation, 2026). It belongs to the ICD-11 class of mental, behavioral, or neurodevelopmental disorders and is episodic, meaning that it is not a constant state of illness (World Health Organisation, 2026). The paper critically examines the classification, diagnosis, treatment, and rehabilitation of BD-T1, as well as contemporary issues and implications for practice and policy.
The clinical complexity and public health burden of this topic are important. With evidence of increased personal and social costs, impaired functioning, increased likelihood of relapse, and increased risk of suicide (NICE, 2014), accurate classification and effective management of BD are required. The 11th revision of the International Classification of Diseases (ICD-11) aims to enhance the diagnostic value while maintaining clinical precision, and bipolar type I disorder is a good example of how this balance has been achieved (Parker and McCraw, 2020). This report, therefore, takes into account the details of the classification and its implications for clinicians, service users, and health systems.
Classification in ICD-11
According to ICD-11, bipolar type I disorder is located in the bipolar and related disorders category and is characterised by manic and/or mixed episodes (World Health Organisation, 2026). ICD-11 is a more clinically meaningful system with the current-episode specifiers, such as manic, depressed, mixed, in partial remission, and in full remission (MRC Psych UK, 2022). In contrast, previous versions of ICDs were more descriptive in nature. The classification has an added advantage of an episode of care structure, whereby the classification is sensitive to the patient's actual clinical status at any given time during their care, and this facilitates much greater precision in planning and tailoring care than a single static diagnostic classification.
A benefit of ICD-11 is that it is more in line with the episodic and fluctuating nature of BD than its predecessor (Vieta et al., 2022). It also facilitates improved differential diagnosis between bipolar type I and bipolar type II disorder, improves clinical communication, and facilitates better diagnosis (Chakrabarti, 2022). There is still a challenge to differentiate bipolar disorder from other disorders in some contexts, particularly when presentation is atypical, brief, and combined/affective (Oliva et al., 2024). These boundary issues have a more than academic impact as they affect a patient's diagnosis of bipolar disorder and, therefore, treatment options.
There are also some language aspects of ICD-11. The term ‘disorder’ is used to reflect a medical model of classification but does not imply that clinicians should have a medical approach to care; a person-centered and recovery-oriented approach to care is acceptable (Parker and McCraw, 2020). This is important in mental health practice as a diagnosis can be helpful or stigmatising, depending on the way in which it is communicated and interpreted. It is therefore suggested that, instead of being a description of an individual's identity, the classification should be used as a clinical tool.
Diagnosis and Assessment
There is no laboratory test to diagnose bipolar type 1 disorder. Needs careful psychiatric history taking, access to collateral history (if available), and careful longitudinal observation of mood episodes over time (Goodwin and Jamison, 2022). Diagnosis is so characteristic of a manic episode, featuring elevated or irritable mood, increased energy, decreased sleep, pressured speech and racing thoughts, grandiosity, distractibility, and risk-taking behavior (Phillips and Kupfer, 2013). For ICD-11, the mania needs to be severe and either lead to significant impairment in functioning or to hospitalisation or to include psychotic features (MRC Psych UK, 2022). It is crucial to do a careful assessment of the early presentation of bipolar disorder since it is often misdiagnosed as unipolar depression. However, many of the patients request treatment during a depressive episode, and the history of mania may become evident much later (Chakrabarti, 2022). This delay in diagnosis can lead to misdiagnosed antidepressant medications, mood disturbance, and extended periods of suffering. The diagnostic process should include a full risk assessment, physical health review, family history, and exploration of substance use and trauma/ psychosocial stressors (National Institute for Health and Care Excellence, 2014).
Diagnostic testing is also important for differential diagnosis. Bipolar type I disorder needs to be distinguished from schizoaffective disorder, schizophrenia, mania due to a substance, and personality disorders, which can display impulsivity or affective instability (Chakrabarti, 2022). These conditions can occur together, and assessing one of these individually may be difficult, particularly in the presence of co-occurring psychotic features or mixed affective states. An effective diagnostic process is not just ticking off boxes for symptoms; it is based on clinical judgement, asking family/carers more questions, and a thorough review of the development of the illness over time (Goodwin and Jamison 2022).
Treatment and Management
Typical treatment for bipolar type 1 is medication, therapy, and long-term therapy for relapses. For acute mania, the National Institute for Health and Care Excellence (2014) recommends that patients be treated with an antipsychotic medication (haloperidol, olanzapine, quetiapine, or risperidone) and, if appropriate for the individual patient and response to treatment, be treated with lithium or valproate. Although lithium has been used for a long time, there is good evidence that it may be used to prevent relapse and to reduce the risk of suicide (National Institute for Health and Care Excellence 2014), but lithium has a narrow therapeutic index; the blood level must be monitored closely, and careful clinical monitoring is needed.
The main aim of Maintenance therapy is to stop a relapse, to minimise the consequences of any relapse, and to help people live normally for the long term. Medications used in therapy for mood stabilisation include lithium, lamotrigine, quetiapine, or a combination of these (National Institute for Health and Care Excellence, 2014). The following table provides information on drug treatment options for various phases of illness, the rationale for the choice of this drug, and monitoring requirements.
Table 1: Pharmacological and Psychosocial Treatment Options for Bipolar Type 
	Treatment Phase
	First-line Options
	Clinical Rationale
	Key Monitoring

	Acute mania
	Haloperidol, olanzapine, quetiapine, risperidone; lithium or valproate as adjunct
	Rapid control of psychomotor agitation, psychosis, and risk behaviour
	Sedation, extrapyramidal effects, metabolic markers

	Acute bipolar depression
	Quetiapine, lamotrigine, fluoxetine-olanzapine combination
	Avoids the destabilisation risk associated with antidepressant monotherapy
	Emergent mood switching, sedation

	Maintenance/relapse prevention
	Lithium, valproate, lamotrigine, quetiapine
	Long-term reduction in relapse frequency and suicide risk
	Serum lithium levels, renal and thyroid function

	Psychosocial and rehabilitative care
	Psychoeducation, CBT, family-focused therapy, cognitive remediation
	Supports insight, adherence, functional, and cognitive recovery
	Functional outcomes, relapse indicators, and adherence


Whilst pharmacological treatment is very effective, there are some limitations due to side effects, compliance issues, metabolic burden, and, in some cases, concerns about reproductive safety (National Institute for Health and Care Excellence, 2014). Treatment needs to be individualized and not uniform and needs to be monitored for effectiveness and tolerability. It is also important to have psychological interventions. Psychoeducation, relapse planning, sleep regulation, family involvement, and structured mood monitoring can enhance insight and minimize relapse risk (National Institute for Health and Care Excellence, 2014). There are a number of approaches to treating symptoms of bipolar disorder, which are often episodic and chronic, and ones that can be especially helpful in maintaining stability and preventing escalation over years and decades.
Rehabilitation and Recovery
While not designated as a specific treatment package in ICD-11, rehabilitation is a very important part of a BD treatment program. In operation, the rehabilitation process entails delivering psychoeducation, routine building, medication assistance, social recovery, work rehabilitation, and treatment of cognitive and functional issues (Parker and McCraw, 2020). This is a more general perspective since symptom remission does not imply full functional recovery, and services focused on symptom management can fail to address the practical issues encountered by patients in everyday life. It is now recognized that cognitive dysfunction is an important issue in BD. Many individuals will also have problems with attention, memory, executive functioning, and social cognition even after mood symptoms have subsided, which can impact functioning at work, in school, and in relationships (Kluwe-Schiavon et al., 2015). Results of a systematic review indicated that cognitive rehabilitation can enhance cognition and quality of life, but the evidence base is still limited and varied (Twenge et al., 2017). Several other recent reviews also reported some cognitive enhancements; however, not all of these were accompanied by enhancements in other domains of life functioning, meaning that cognitive remediation alone is not sufficient to restore other domains of functioning (Razavi et al., 2024). The results suggest a multi-faceted approach to rehabilitation, not only on a single domain basis. Effective care is supposed to include symptom management, vocational assistance, family involvement, crisis management, assistance with daily functioning, and planning (Razavi et al., 2024). Integrated or community-based rehabilitation can be offered to enable patients to become independent over time and to provide continuity of care, where available. Rehabilitation should thus be considered an integral component of treatment, not as an add-on which is provided once the acute symptoms have faded.
A set of contemporary topics and issues
There is a debate about the classification of bipolar type I disorder, which is one of the major debates. While some authors argue that the ICD-11 model has benefits for improving clinical clarity and ease of access to services, others argue that having bipolar disorders within a broader mood spectrum is preferable (Parker and McCraw, 2020). In practice, it matters in this debate because it is categories that determine who is diagnosed, who receives services, and which services are prioritised and given. To address these concerns, ICD-11 aims to combine the advantages of categorical diagnosis with enhancing the description of an episode (Vieta et al., 2022). The latter is the challenge of mixed features and brief hypomanic presentations. These presentations can overlap with other conditions, and this can lead to diagnostic confusion and varying clinical practice (Chakrabarti, 2022). This uncertainty is not abstract – it can be applied to the treatment of patients with mood stabilizers, antidepressants, psychiatric care, or crisis intervention. This is therefore a research and policy issue of continued monitoring of thresholds for diagnosis. In the current debates on the relationship between bipolar disorder and neurodivergence, bipolar disorder is also being discussed (Bucknill et al., 2026). The bipolar disorder condition is not typically regarded as a neurodevelopmental condition. Still, there are instances where people use a broader definition of neurodiversity that also includes discussion of mood variability, cognition, and behavioural differences (Parker and McCraw, 2020). The issue with services is how to acknowledge lived experience and reduce stigma without equating episodic mania with a stable difference of a neurodevelopmental disorder. This needs to be balanced by clinical distinctness and a focus on identity, strengths, disability, and recovery in services.
Recommendations
The above comments can be translated into the following improvements. There is a need to improve diagnostic practice by emphasizing early diagnosis of mania, taking a collaborative history, and structured assessment of people with recurrent depression to reduce the rate of misdiagnosis and delay of treatment (Chakrabarti, 2022). Secondly, it is necessary to have a clear pathway that further integrates primary care, specialist mental health services, and community rehabilitation so there is no ‘end of the line' once the acute symptoms have been dealt with.
Third, a more personalised treatment plan should be in focus. The use of shared decision making has been shown to enhance adherence, minimise medication dissatisfaction, and facilitate sustainable uptake and engagement with care (National Institute for Health and Care Excellence, 2014). Lastly, rehabilitation should include not only the management of the symptoms but also interventions for cognitive and occupational functioning and family-centered interventions (Razavi et al., 2024). Lastly, further research should investigate how the episode-based approach introduced in ICD-11 affects diagnostic accuracy and clinical outcomes in the real world and should not assume that the structural changes that have been introduced in ICD-11 will result in improved care. The recommendations taken together argue for an integrated approach to care, in which the classification, pharmacology, and psychological / rehabilitation interventions are not considered sequential. Assessing the bipolar type I disorder should help to facilitate a wider discussion related to relapse prevention, work goals and supports, as well as pursue clinical stability and functional recovery from the outset (National Institute for Health and Care Excellence, 2014).
Conclusion
Bipolar type I disorder (ICD-11 6A60) is a clinically relevant diagnosis and should be treated with careful assessment and longer durations, with recovery goals in mind. Diagnosis and management are still complex, and ICD-11 enhances the classification with a focus on the episodic nature of the illness and the possibility to code more detailed episodes (Vieta et al., 2022). A combination of evidence-based medication, psychological treatment, rehabilitation, and a person-centred approach in partnership with others could be the most effective. Therefore, the diagnosis can help to provide clarity in the clinical setting and to help make a lasting recovery.
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