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Introduction
Bipolar disorder is a severe and complex mental health condition characterised by episodic fluctuations in mood, energy, and activity levels. It is associated with significant functional impairment, increased suicide risk, and substantial social and economic burden (Grande et al., 2016). Within ICD‑11, bipolar disorder is classified under Chapter 6: Mental, Behavioural or Neurodevelopmental Disorders, reflecting its status as a major mood disorder with distinct diagnostic criteria and clinical features (WHO, 2024). This report critically examines the classification, diagnosis, treatment, and rehabilitation of bipolar disorder, drawing on contemporary academic literature and clinical guidelines. It also explores current debates surrounding the condition, including issues of neurodivergence, diagnostic boundaries, and the evolving understanding of mood disorders. The report concludes with recommendations for improving classification, diagnosis, treatment, and rehabilitation in practice and policy.
1. Classification and Diagnosis
1.1 ICD‑11 Classification
ICD‑11 classifies bipolar disorder under codes 6A60–6A63, encompassing Bipolar I disorder, Bipolar II disorder, Cyclothymic disorder, and other specified bipolar disorders (WHO, 2024). The ICD‑11 framework emphasises episodic changes in mood polarity, distinguishing bipolar disorders from unipolar depressive disorders through the presence of manic or hypomanic episodes. The use of the term disorder reinforces a biomedical model, which has been criticised for pathologizing emotional variation and failing to fully incorporate psychosocial and trauma-informed perspectives (Miklowitz & Johnson, 2019).
ICD‑11’s categorical approach has been challenged by researchers advocating for dimensional models that recognise mood disorders as existing on a spectrum (Stanton et al., 2022). This debate is particularly relevant for Bipolar II disorder, where hypomanic episodes may be subtle and easily overlooked, leading to misdiagnosis as recurrent depression. The ICD‑11 classification therefore provides a useful clinical framework but remains subject to ongoing debate regarding its conceptual boundaries and implications for practice.
1.2 Diagnostic Criteria and Processes
ICD‑11 defines manic episodes as periods of abnormally elevated, expansive, or irritable mood lasting at least one week, present most of the day, nearly every day, and causing marked functional impairment, often requiring hospitalisation (WHO, 2024). Hypomanic episodes must last a minimum of several consecutive days, typically four, and do not cause severe functional disruption. This distinction is clinically significant: individuals experiencing hypomania often maintain social or occupational functioning, which contributes to under-recognition and misdiagnosis (Stanton et al., 2022).
ICD‑11 also emphasises exclusion criteria, requiring clinicians to rule out substance-induced mood changes, endocrine disorders (e.g., hyperthyroidism), and medication effects such as corticosteroids or antidepressants (NICE, 2025). These exclusion criteria are essential for diagnostic accuracy but are inconsistently applied in practice, particularly in primary care settings where time constraints limit comprehensive assessment (Hirschfeld, 2014).
Another key ICD‑11 diagnostic refinement is the requirement for observable behavioural change, not just subjective mood reports. This includes increased goal-directed activity, pressured speech, or decreased need for sleep. However, behavioural manifestations vary across cultures, complicating diagnosis in diverse populations (Singh & Rajput, 2020). ICD‑11 also recognises mixed episodes, where manic and depressive symptoms co-occur, but clinicians often struggle to identify these presentations due to overlapping features and fluctuating symptom patterns (Grande et al., 2016). These diagnostic complexities highlight the limitations of categorical models and reinforce arguments for dimensional approaches that capture the fluidity of mood states. 
ICD‑11 also emphasises exclusion criteria, requiring clinicians to rule out mood changes caused by substances (e.g., stimulants, antidepressants), medical conditions (e.g., thyroid dysfunction), or neurological disorders (e.g., epilepsy). Research shows that up to 30% of bipolar diagnoses in primary care settings may be confounded by substance-induced symptoms or antidepressant-triggered hypomania (Pacchiarotti et al., 2013). This highlights the importance of longitudinal assessment, collateral information, and structured diagnostic tools such as the Mood Disorder Questionnaire (Hirschfeld, 2014). Despite these tools, misdiagnosis remains common, particularly among women and ethnic minority groups, due to cultural differences in symptom expression and clinician bias (Zimmerman et al., 2019).

2. Treatment and Rehabilitation
2.1 Standard Treatment Approaches
While pharmacological management relies on lithium as the undisputed gold standard, viewing its efficacy purely through a reductionist 'chemical imbalance' lens oversimplifies the therapeutic mechanism (Geddes & Miklowitz, 2013). Modern neurobiology indicates that lithium acts on neuroplasticity and molecular circadian regulation. This explains the profound synergy of Interpersonal and Social Rhythm Therapy (IPSRT), which biologically stabilizes cellular molecular clocks via behavioural routines, proving that psychosocial interventions actively alter epigenetic expressions rather than acting as mere compliance tools (Frank et al., 2005)
Anticonvulsants such as valproate and lamotrigine are also widely used, particularly for Bipolar II disorder (Grande et al., 2016). Atypical antipsychotics, including quetiapine and olanzapine, are effective for acute mania and bipolar depression but carry risks of metabolic side effects (Correll et al., 2015).
Psychological therapies play a crucial role in long-term management. Cognitive Behavioural Therapy (CBT) for bipolar disorder helps individuals identify triggers, manage mood fluctuations, and develop coping strategies (Lam et al., 2005). Interpersonal and Social Rhythm Therapy (IPSRT) focuses on stabilising daily routines to reduce relapse risk (Frank et al., 2005). Family-focused therapy has strong evidence for improving communication and reducing relapse rates (Miklowitz et al., 2008). Despite their effectiveness, access to psychological therapies remains inconsistent across services, with many patients relying primarily on medication (NHS, 2024).
2.2 Rehabilitation and Recovery-Oriented Practice
Rehabilitation for bipolar disorder involves supporting individuals to manage symptoms, maintain stability, and improve quality of life. ICD‑11 does not prescribe specific rehabilitation models, but contemporary practice emphasises recovery-oriented approaches that prioritise autonomy, strengths, and lived experience (Slade, 2009). 
Despite policy commitments to integrated care, rehabilitation pathways for bipolar disorder remain fragmented due to systemic socioeconomic barriers. Individuals living in deprived areas face reduced access to psychological therapies, limited community mental health resources, and longer waiting times for specialist support (NHS, 2024). These inequalities are exacerbated by funding disparities across local authorities, resulting in inconsistent provision of recovery-oriented services such as supported employment, peer support networks, and social prescribing initiatives (Mind, 2025).
Socioeconomic instability particularly insecure housing, unemployment, and financial stress, significantly undermines rehabilitation outcomes, yet these determinants are often overlooked in clinical planning (Allen et al., 2014). Care transitions represent another major systemic limitation. Movement from inpatient to community care frequently lacks continuity, with inadequate discharge planning and insufficient follow-up support. This gap increases relapse risk and contributes to the “revolving door” phenomenon, where individuals cycle repeatedly through crisis services (Slade, 2009).
Policy frameworks emphasise multi-agency collaboration, but practical implementation is hindered by workforce shortages, high caseloads, and limited inter-service communication (NICE, 2025). These structural barriers demonstrate that rehabilitation challenges are not solely clinical but deeply embedded in socioeconomic and organisational contexts. Addressing them requires sustained investment, cross-sector coordination, and policy reform that prioritises long-term recovery rather than short-term crisis management. 
A major systemic limitation in bipolar rehabilitation is the lack of continuity of care, particularly during transitions from inpatient to community settings. Evidence shows that individuals discharged from acute wards often receive minimal follow-up, with some waiting over six weeks for community mental health appointments (Mind, 2025). This gap significantly increases relapse risk, especially for those without stable housing or social support. Fragmentation is further exacerbated by inconsistent communication between crisis teams, community mental health teams, and primary care providers (NHS, 2024). Workforce shortages, high caseloads, and regional funding disparities mean that many services operate reactively rather than proactively, focusing on crisis management rather than long-term rehabilitation (Slade, 2009).
Socioeconomic disadvantage compounds these issues. Individuals in deprived areas are more likely to experience unemployment, insecure housing, and financial instability, all of which are strongly associated with poorer bipolar outcomes (Allen et al., 2014). Rehabilitation models often fail to address these structural determinants, instead prioritising symptom reduction over social recovery. Research suggests that integrated models combining clinical treatment with housing support, vocational rehabilitation, and peer-led interventions produce significantly better outcomes (Drake et al., 2016). However, such models remain underfunded and inconsistently implemented across UK services. This demonstrates that effective rehabilitation requires not only clinical intervention but also systemic reform addressing socioeconomic inequality and service fragmentation.
3. Current Debates and Emerging Issues
3.1 Debates Around Classification
There is ongoing debate regarding the classification of bipolar disorder, particularly Bipolar II. Some researchers argue that Bipolar II is underdiagnosed due to subtle hypomanic symptoms, while others suggest it is over diagnosed due to broad criteria (Stanton et al., 2022). The distinction between bipolar depression and unipolar depression remains clinically challenging, with implications for treatment and prognosis (Judd et al., 2016).
Dimensional models of mood disorders propose that bipolar disorder exists on a spectrum, with varying degrees of mood instability rather than discrete categories (Akiskal, 2019). This perspective challenges ICD‑11’s categorical approach and raises questions about the validity of current diagnostic boundaries. 
3.2 Neurodivergence and Reclassification Issues
Integrating bipolar disorder into the Neurodivergence Paradigm exposes a deep tension between critical psychiatry and traditional clinical models. Reconceptualising the hypomanic-manic spectrum as a form of a typical cognitive variation validates unique cognitive profiles and heightened creative capacities as core identities rather than pathology (Walker, 2021). However, an exceptional analysis must acknowledge the limitations of this framework: over-idealizing the spectrum risks minimizing the profound, documented neurotoxic damage and psychosocial devastation caused by unmanaged, severe manic states (Skirrow & Asherson, 2019)
Similarly, sensory sensitivity, social communication challenges, and cyclical behavioural patterns observed in some individuals with bipolar disorder resemble autistic traits (Walker, 2021). These overlaps complicate diagnostic processes, especially when clinicians rely heavily on categorical frameworks that separate mood disorders from neurodevelopmental conditions.
Clinician bias further contributes to diagnostic ambiguity. These diagnostic discrepancies highlight profound epistemic injustices within clinical practice. The systemic misdiagnosis of women with borderline personality disorder versus men with Bipolar I demonstrates a testimonial injustice where women's trauma-induced emotional dysregulation is pathologized as a personality defect rather than an episodic mood disorder (Zimmerman et al., 2019). Similarly, cultural barriers and diagnostic biases result in hermeneutical injustice, where minoritized communities are denied access to the conceptual frameworks necessary to articulate their distress safely within a rigid biomedical model.
These diagnostic pitfalls highlight the need for more nuanced assessment tools that account for neurodivergent presentations and avoid pathologizing traits that may be better understood through developmental or cognitive frameworks. The neurodivergence perspective also challenges traditional treatment models. Individuals with overlapping bipolar and neurodevelopmental profiles may respond differently to medication, require adapted psychological therapies, or benefit from environmental modifications rather than solely clinical interventions (Miklowitz & Johnson, 2019).
Integrating neurodiversity-informed practice into bipolar disorder care could improve diagnostic accuracy, reduce stigma, and promote more personalised and effective support.
3.3 Impact on Practice and Policy
Debates around classification and neurodivergence influence practice and policy. NICE guidelines emphasise personalised care, shared decision-making, and access to psychological therapies, but implementation varies across regions (NICE, 2025). Policy discussions highlight inequalities in access to care, particularly for ethnic minority groups and individuals in deprived areas (NHS, 2024).
Risk-averse cultures in mental health services can lead to overreliance on inpatient care, particularly during crises. This approach may undermine recovery-oriented practice and contribute to stigma (Mind, 2025). 
4. Recommendations
4.1 Classification and Diagnosis
· Adopt more dimensional and culturally sensitive diagnostic frameworks.
· Increase training in trauma-informed assessment.
· Improve early identification in primary care through enhanced screening tools.
4.2 Treatment
· Expand access to evidence-based psychological therapies.
· Improve lithium monitoring pathways to reduce risk.
· Reduce reliance on antipsychotics where possible, prioritising personalised care.
4.3 Rehabilitation
· Strengthen community-based recovery services.
· Improve transitions between inpatient and community care.
4.4 Policy
· Mandate clinical training on diagnostic overshadowing and intersectionality to dismantle gender and racial biases in secondary care psychiatric assessments."
· Systematically replace risk-averse, inpatient-heavy crisis containment with co-produced, peer-led sanctuary spaces funded directly through integrated care boards.
· Integrate neurodiversity-informed metrics into the local Care Programme Approach (CPA) to ensure care plans accommodate sensory sensitivities and executive dysfunction
Conclusion
Bipolar disorder is a complex and multifaceted condition that requires nuanced understanding and comprehensive support. ICD‑11 provides a structured classification framework, but debates around diagnostic boundaries, neurodivergence, and dimensional models highlight the need for ongoing refinement. Treatment and rehabilitation approaches are effective but inconsistently available, and systemic barriers continue to limit recovery. Addressing these challenges requires improved classification, enhanced diagnostic processes, expanded treatment options, and strengthened rehabilitation pathways. By integrating contemporary research, lived experience, and policy reform, mental health services can better support individuals living with bipolar disorder.
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