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Abstract

Bipolar I and Bipolar Il disorders, though both situated within the bipolar spectrum, are distinguished by
significant differences in clinical presentation, course of illness, and psychosocial consequences. Bipolar I is
characterized by manic episodes, often requiring hospitalization, whereas Bipolar Il is characterized by recurrent
depressive episodes and hypomania, leading to persistent functional impairment and underdiagnosis. The study
explores these clinical distinctions and evaluates their implications for psychiatric rehabilitation and recovery-
oriented care. It examines pharmacological outcomes alongside evidence-based psychosocial interventions such as
cognitive-behavioral therapy, interpersonal and social rhythm therapy, psychoeducation, and peer-led recovery
programs. Individualized strategies are prioritized, and Bipolar I usually requires a more structured crisis
intervention and functional reintegration plans. In contrast, Bipolar II responds better through long-term
administration of psychotherapy and motivational encouragement. The role of community-based mental health
services (containing assertive community treatment, supported employment, and transitional housing) is covered
within the dynamics of gaining autonomy and a better quality of life. CHIME (Connectedness, Hope, Identity,
Meaning, Empowerment) is introduced as a basis of the self-recovery model. At the systems level, it is noted that
integrated care, workforce development/maturation, and policy alignment are crucial elements for achieving
equity in accessibility and outcome monitoring. The research highlights the importance of subtype-sensitive
individualized rehabilitation models that would not only be able to stabilize a patient in the clinical sense but would
also allow people to successfully recover both on a long-term basis and in terms of functionality overall.

Keywords: Bipolar Disorder, Psychiatric Rehabilitation, Psychosocial Interventions, Functional Recovery,
Community Mental Health

1. Introduction

Bipolar disorder is a severe and prolonged mood
disorder that is becoming increasingly known to be
an important cause of psychiatric morbidity and
disability worldwide. An illness with subtypes of
varying severity that is characterized by the
alternating occurrence of depressive mood and mood
elevation, it has two clinically most commonly
occurring and researched illnesses, Bipolar I
Disorder (BD-I) and Bipolar II Disorder (BD-II) (Oliva
et al., 2025). Although historically conceptualized as
a variety of a single disease, the recent research
developed and published during the last twenty
years has called attention to the unique clinical
presentation, functional limitations, and
management difficulties of the individual subtypes.
These variations have tremendous implications for
long-term recovery, rehabilitation planning, and the
establishment of integrated systems of mental health
care.

Although full manic episodes characterize the BD-I
and usually include psychosis, BD-II is distinguished
by an indication of hypomanic episodes and

significantly more and worse depressive ones (Berk
et al,, 2025). Subtleties in the symptom presentation,
functional degradation, and cognitive impairment in
the two subtypes warrant a special approach both in
acute care and long-term psychiatric rehabilitation.
BD-II, which is commonly underestimated and/or
poorly typologized because of the comparative
unobtrusiveness of hypomanic symptoms, is
regularly associated with a delayed response and
increased overall morbidity, especially in the realm of
depressive symptom loads. BD-I patients more
commonly encounter legal, occupational, and
relational consequences stemming from manic
episodes that require emergency stabilization and
prolonged hospitalization (Fletcher & Murray, 2021).
Despite pharmacological advances, functional
recovery remains elusive for a large proportion of
individuals with  bipolar disorder. Studies
consistently show that symptom remission does not
equate to restoration of psychosocial functioning,
cognitive clarity, or quality of life. This gap highlights
the growing importance of psychiatric rehabilitation
models that prioritize personal recovery, functional
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engagement, and social reintegration. The American
Psychiatric Rehabilitation model and internationally
adopted frameworks such as the CHIME framework
(Connectedness, Hope, Identity, Meaning,
Empowerment) underscore the multifaceted nature
of recovery beyond mere symptom control.
Comparing BD-I and BD-II through a rehabilitation
lens enables a more comprehensive understanding of
patient needs and the effectiveness of service
delivery (Jagfeld et al., 2021).

Psychiatric rehabilitation is concerned with
enhancing the capabilities and quality of life of
people with chronic mental illness by promoting
independence, empowerment, and recovery. While
acute treatments aim to manage crises, rehabilitative
care addresses long-term functioning, community
integration, and the rebuilding of disrupted life roles.
For individuals with BD-I and BD-II, rehabilitation
plays a critical role in supporting return to work,
maintenance of stable housing, development of self-
management skills, and restoration of interpersonal
relationships (Tyler, 2022). The effectiveness and
accessibility of such interventions can vary based on
diagnosis subtype, with BD-II patients often
experiencing greater functional impairment due to
the recurrent nature of depressive episodes and
higher internalized stigma.

There is increasing recognition of the psychosocial
determinants of mental health, such as education,
employment, income, and housing stability, which
disproportionately impact those with chronic mood
disorders. Evidence suggests that BD-I patients may
respond more predictably to pharmacotherapy for
manic symptoms; they may require intensive
community-based interventions due to elevated risks
of disinhibition, comorbid substance use, and
episodic aggression (Shannon et al, 2023).
Longitudinal psychosocial assistance is more likely to
be needed by BD-II patients, as mood instability and
cognitive fog persist even more so, and the service
engagement is on a lower level, particularly in cases
where depressive episodes predominate in the
illness course. Such subtleties are imperative in the
formulation of customised rehabilitation trajectories
that could address not merely the diagnostic groups
but also provide answers to the real experiences of
patients.

Integration of recovery-oriented care within the
public mental health systems has greatly impacted
the shaping of interventions for bipolar disorders
(Kidd et al., 2014). The modern trends in mental
health policies currently focus on the person-
centered framework of care, shared decision-making,
and functional outcome metrics that correspond to
the rehabilitative requirements of bipolar patients.
Both in high-resource settings as well as low-
resource settings, assertive community treatment
(ACT) services, varieties of supported employment
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programs, the use of peers to support other peers,
and the transitional housing programs have proven
to be useful to mitigate hospitalizations and enhance
quality of life. Comparative data unique to BD-I and
BD-II are scarce, especially regarding the
sustainability of the gains made by way of such
services in the long run.

The urgent requirement is also the need to assess
ways of mental health systems, particularly in the
community-based environment, in their response to
the heterogeneity of bipolar manifestations. The
psychiatric rehabilitation literature has increasingly
called for differential recovery models that consider
the severity, chronicity, and episodic nature of
specific disorders (Corrigan et al., 2012). Comparing
treatment trajectories and rehabilitation outcomes
between BD-I and BD-II provides a critical evidence
base for service planning, workforce training, and
policy design. Such comparisons can illuminate
where current services may fall short and how
individualized care plans could better meet the
complex needs of different patient populations.
There is growing interest in measuring personal
recovery outcomes, including autonomy, purpose,
and social inclusion, which reflect the goals of
patients rather than solely those of clinicians. This
paradigm shift aligns with qualitative findings
indicating that many individuals with BD-II, in
particular, struggle with invisibility within the
system, often being seen as “less severe” despite
experiencing profound internal suffering and
functional decline. Rehabilitation services must
evolve not only to differentiate care delivery based on
clinical presentations but also to recognize and
validate the subjective experiences of patients across
the bipolar spectrum (McIntyre et al., 2022).

The current review seeks to bridge this critical gap in
the literature by providing a comprehensive,
comparative analysis of Bipolar I and Bipolar II
Disorder about clinical symptomatology, treatment
outcomes, and psychiatric rehabilitation models. By
synthesizing  findings from neurobiological,
psychosocial, and service delivery research, the study
aims to outline the wunique and overlapping
challenges faced by each subtype and assess how
recovery-oriented models can be  better
implemented. Psychosocial interventions,
community-based support systems, and functional
reintegration pathways in terms of housing,
employment, and educational support are
highlighted in particular.

This study enhances the existing literature about
equity, personhood, and long-term care management
of bipolar disorder. It demands a shift in the direction
that mental health services give preference to
systems that participate in differential diagnosis,
functional rehabilitation, and the planning of life-
course that are characteristic of the modern
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psychiatric healing. The aim of such a framework is
not only to minimize relapse but to ensure that
individuals lead full and self-sufficient lives and are
able to go through life remaining integrated into the
world around them.

2. Clinical Features: Bipolar I vs. Bipolar II
Bipolar I Disorder (BD-I) and Bipolar Il Disorder (BD-
I1) represent the two subtypes of the bipolar disorder
spectrum, which, despite the commonness of being
involved in mood dysregulation, substantially vary in
clinical manifestation, course, cognitive
consequences, and functional performance (Aguglia
et al, 2024). These variations have far-reaching
consequences on diagnosis, treatment planning, and
the structure of psychiatric rehabilitation services.

2.1 Symptom Profile Differences: Mania vs.
Hypomania

The current state of the difference between BD-I and
BD-II is in the quality and strength of hypomanic
symptoms. BD-I is highlighted by the presence of at
least one manic episode, which is usually
accompanied by expansiveness in mood, heightened
goal-directed activity, grandiosity, loss of inhibitions,
decreased need to sleep, and, in most cases, psychotic
symptoms or even hospitalization (Morton et al,
2024). Manic episodes are more noticeable and
hence are more likely to be observed and treated
early.

BD-II is characterized by the occurrence of
hypomanic attacks, which are milder forms of an
elevated mood without a psychotic process and
severe functional impairment, along with one or
several major depressive episodes. Hypomania might
include more energy, reduced requirement to sleep,
elevated socialization or efficiency, and the onset
gained by patients as typically normal or even
desirable, which explains why hypomania is often
misdiagnosed (Kendler, 2017). BD-II is commonly
misdiagnosed as having unipolar depression or
anxiety disorder until later found to be hypomania.
Depressive episodes in BD-1I are worse, too frequent,
and more debilitating than those in BD-I (Serafini et
al, 2019). Such episodes tend to take over the
longitudinal pattern of the illness in BD-II, leading to
increased burden of internal distress, chronic
impairment, and suicide risk in this population.
Consequently, although BD-I can emerge with more
unconcealed psychiatric crises, BD-II can capture a
more sinister, ailment-pervading course.

2.2 Cognitive Impairment Patterns

The problem of cognitive dysfunction has become
one of the main symptoms of bipolar disorder, which
is also observed in euthymic states, and plays a
crucial role in the process of rehabilitation (Van
Rheenen et al., 2020). Although BD-I and BD-II share
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a number of deficits, including executive functions,
attention, verbal memory, and processing speed,
some differences have been identified when
comparative studies of the two disorders have been
made.

The BD-I patients tend to have a more remarkable
deficit in cognitive flexibility, inhibitory control, and
working memory, especially after manic incidents
(Bora et al, 2011). They are vulnerable to such
deficiencies and psychosis, frequent hospitalization,
or large doses of antipsychotics may worsen them.
BD-II patients are more cognitively vulnerable in
times of depressive episodes and have more long-
lasting deficits associated with verbal fluency,
sustained attention, and emotional control.
Cognitive dysfunction is more intense, and this
impression of its presence is called the subjective
feeling of more cognitive burden is usually stronger
in patients with BD-II, and the depressed one keeps
more within themselves. This perceived impairment,
when it interferes with occupational activity,
relationship with others, and self-efficacy, creates a
unique challenge to rehabilitation. The concept of
cognitive remediation, albeit in its traditional
application in schizophrenia, is seeking its way in
bipolar communities, and the subtype-specific
implementation is becoming more of a necessity
(Gkintoni & Michou, 2024).

2.3 Course of Illness, Age of Onset, Suicide Risk,
and Comorbidities

Both BD-I and BD-II are called chronically relapsing-
reemitting disorders, and the course of the illnesses
is significantly different. BD-I usually starts with a
manic episode when a person is entering adulthood
or a late adolescent, and with time, he or she may
experience more and more frequent episodes as well
as become less sensitive to pharmacotherapy
(Ratheesh et al, 2023). The likelihood of
hospitalization, law exposure, and disruption of
interpersonal relationships is much greater in BD-I
because of the not uncommonly stormy and risky
conduct related to manic periods.

Rather, BD-II is more likely to be more chronic and
insidious, presenting with depressive symptoms at a
younger age and an extended, untreated destruction
of the disease as a result of underdiagnosis of
hypomania. Patients can swing faster between
moods, and the depressive periods are not easily
treated by first-line treatment. The given
combination of chronic and treatment-resistant
depression may considerably predispose to suicidal
thoughts and attempts, which makes suicide
prevention an essential part of BD-II care.
Distributions of comorbidities are different as well.
BD-I is more often related to substance abuse issues
and impulse-control disorders, and psychotic-
spectrum disorders. BD-II is commonly comorbid
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with anxiety disorders, eating disorders, and
qualities of borderline personality. = These
comorbidities are difficult to diagnose and they cause
analysis into disability and prompt collaborative,
multidisciplinary treatment in rehabilitative models
(Kew etal., 2025).

2.4 Impact on Daily Functioning and Need for
Rehabilitation Services

Regardless of the symptom severity and visibility,
both BD-I and BD-II involve severe functional
impairments in several life areas, such as work,
education, family, and community interaction.
Disability, more often than not, varies in nature
depending on subtype, which determines the nature
of design as well as the order of provision of
rehabilitation services.

In BD-I, the impairment in functioning is often
associated with disruptive mania, forensic, or
dependency caused by psychiatric hospitalization
(Korkmaz, 2024). Supported housing, assertive
community treatment (ACT), and relapse prevention
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programs are the services individuals may need in
the process of their recovery.

Invisible disability, chronic low motivation, self-
doubt, and anhedonia are more likely to refer to BD-
Il and negatively affect the ability to set goals,
advance a career, and maintain consistency in
interpersonal relationships (Farr, 2021). Such
patients can be much better helped with long-term
psychotherapy and vocational assistance, and with
intervening recovery groups led by peers and aiming
at restoring self-efficacy and hope.

Both subtypes experience some barriers in society
and structures, including stigmatization, inaccessible
special services, and low insurance coverage of
psychosocial care. Rehabilitation services should be
adaptable, individualistic, and broad so as to consider
nonclinical outcomes, especially when treating
fluctuation in functional profiles, which are
characteristic of BD-I and BD-II. Table 1 summarizes
these functional disparities associated with
variations in the clinical, cognitive, and psychosocial
rehabilitation requirements of BD-1and BD-II groups.

Table 1. Clinical and Functional Distinctions Between Bipolar I and Bipolar II Disorder

Domain Bipolar I Disorder (BD-I) Bipolar II Disorder (BD-II) References
Type of Mood | Manic episodes, often with | Hypomanic episodes without | (Lukens,
Elevation psychosis, grandiosity, impulsivity, | psychosis; often perceived as high- | 2016)
and need for hospitalization. functioning or “normal” by the
individual
Depressive Present, but typically less frequent | More  frequent, severe, and | (Kessler etal,
Symptom and less impairing over the long | functionally debilitating depressive | 2017)
Burden term episodes dominate the illness
course.
Cognitive Deficits in executive function, | Impairments in sustained attention, | (Alosaimi et
Impairment cognitive flexibility, and inhibitory | verbal fluency, and emotion | al, 2017)
Profile control, especially post-mania regulation, particularly  during
depressive phases
Illness  Onset | Often begins in adolescence or early | Chronic and insidious course; early | (Wilson et al.,
and Course adulthood with acute manic | depressive onset and diagnostic | 2015)
episodes; episodic course with | delay due to underrecognition of
functional disruption. hypomania
Suicide Risk Elevated due to impulsivity and risk | Highest among mood disorders; | (Schaffer et
behaviors during mania linked to persistent depression and | al, 2015)
low help-seeking
Common Substance use disorders, impulse | Anxiety disorders, eating disorders, | (Becker &
Comorbidities | control issues, and psychotic | and borderline personality traits Grilo, 2015)
symptoms
Functional Disruptive, overt, externally visible | Internalized, chronic, and less visible | (Aliyu, 2024)
Impairment (e.g., job loss, hospitalization, legal | (e.g, loss of motivation, social
Type trouble) withdrawal, low self-efficacy)
Rehabilitation | Structured community services | Long-term psychotherapy, | (Tashjian et
Priorities (e.g., ACT), housing support, and | vocational support, peer-led | al, 2022)
relapse prevention recovery, and motivational strategies
Barriers to | Stigma due to manic behavior, | Misdiagnosis as depression, | (Kelly, 2025)
Care impaired insight, crisis-driven entry | invisibility of suffering, and low
Engagement into services motivation for care
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3. Comparative Treatment Outcomes in Bipolar I
and Bipolar II Disorders

Bipolar disorder management is multidimensional
and complex, where pharmacological approaches,
psychosocial-based interventions, and long-term
recovery models must be integrated.
Pharmacotherapy is the key ingredient used in the
management of both Bipolar I (BD-I) and Bipolar II
(BD-II) to control acute symptoms, yet there are
significant differences in clinical course and
presentation that dictate different treatment models
(Goes, 2023). An advanced knowledge of the trends
in treatment response to patients with each of the
subtypes is also fundamental in optimizing the
therapeutic response and facilitating functional
restoration.

3.1 Pharmacological Response and Adherence
The symptomatology of BD-I and BD-II significantly
varies in that pharmacologic treatment differs. BD-I
treatment normally entails the mood stabilisers such
as lithium or valproate in the management of acute
manic attacks and in preventing subsequent onsets.
Uncommon antipsychotics, such as olanzapine,
quetiapine, or aripiprazole, are often prescribed
because of their effectiveness as a treatment for
mania and psychotic characteristics. Even after its
requirement of monitoring serum levels, lithium still
finds its place as one of the foundational components
of BD-I management consistency even with its
established anti-suicidal effects (Carli et al., 2023).
BD-II, which is characterized by depressive episodes
predominant, usually employs antidepressants in
conjunction with mood stabilizers with a view to
reducing the chances of mood polarity switch. It is
indicated that Lamotrigine is suitable, especially in
the case of BD-II, as it has both the antidepressant
effect and a low likelihood of causing hypomania. The
side effect profiles also discriminate results; patients
with BD-I prescribed antipsychotics are likely to
experience metabolic complications, sedation, and
dulling of their cognition are therefore unlikely to
comply and exhibit functional rehabilitation
(Krizhanovskyi, 2025).

3.2 Psychological Interventions and Functional
Impact

Both subtypes still require psychotherapeutic
interventions, although in different degrees.
Cognitive Behavioral Therapy (CBT) is advantageous
at both ends of the spectrum, where it decreases the
extent of relapses and increases the medication
adherence, especially in patients with smaller
amounts of previous relapses (DeRubeis et al., 2020).
In BD-I, CBT involves training people on the early
warning signs and management of mania, whereas in
BD-II, the intervention targets chronic depression
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and hopelessness as well as internalized stigma, as
indicated in Table 2.

IPsRT has proven to be effective, especially in BD-II
disease, where it contributes to the stabilization of
the circadian clock and daily routine, which aid in the
improvement of functioning (Bottai et al., 2010). As
the therapy for BD-I is more appropriate, Family-
Focused Therapy (FFT) helps a patient recover
his/her interpersonal functioning after a manic
episode, with a positive effect on family
communication and the risk of relapse.
Psychoeducation is a primary provision in both of
them, but must be individualised. BD-I patients can
rely on the content on impulsivity and treatment
adherence, and BD-II psychoeducation is based on
hypomanic awareness, management of chronic
depression, and explanation of diagnostic
uncertainty.

3.3 Relapse Patterns and Adherence Barriers
The relapse and remission patterns are disparate:
BD-I patients have more severe and less recurrent
manic attacks, which frequently necessitate inpatient
admission, whereas BD-II patients have more
frequent depressive attacks with a less time nepuo,
thus having a more constant course (Oliva et al,
2025). The causes of nonadherence are twofold: BD-
I clients can reject treatment because of strict
adherence to mania or because they dislike side
effects, and BD-II clients feel that they are high
functioning and cannot comply with the
pharmacological treatment. Depression symptoms,
particularly those related to BD-II, also worsen
motivation and develop pessimism toward the effects
of treatment. In order to prevent these impediments,
the active involvement approaches such as
motivational interviewing, support provided by
peers, and groups consisting of psychiatrists, social
workers, and peer specialists have demonstrated that
they can decrease dropout rates and result in better
recovery outcomes.

3.4 Long-Term Recovery and Real-World
Outcomes

Although mania does not appear in such patients,
patients with BD-II frequently exhibit poorer long-
term functional results in terms of occupational,
educational, and social functioning, largely as a result
of the presence of depressed symptoms (Morton et al.,
2018). The BD-I patients, who are at higher chances
of recuperating amid the attack, are episodically
impaired through legal-related problems or loss of
job, and thus intensive interventions such as crisis
stabilization units and assertive community
treatment (ACT), and supported accommodation are
imperative.

The BD-II patients respond better to ongoing
outpatient, systematic therapy and employment
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support, to create treatment that fits their invisible
but constant dysfunction. The models of recovery
have to recognize these subtype-specific
requirements by being able to adapt to different
levels of care intensity and length, and goals defined
individually.
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Outcomes are impacted by comorbidities (e.g.,
anxiety, substance use), social determinants of health,
such as socioeconomic status, stigma, and access to
care, among others (Kirkbride et al., 2024). All these
elements should be incorporated within a recovery-
based trauma-informed care model to make a lasting
change (Melillo et al., 2025).

Table 2. Comparative Overview of Treatment Outcomes in BD-I vs. BD-II

Dimension

Bipolar I (BD-I)

Bipolar II (BD-II)

References

Primary Symptoms

Manic episodes, often with
psychotic features

Recurrent depressive episodes,
hypomania

Goes (2023)

Pharmacotherapy Lithium, valproate, atypical | Lamotrigine, antidepressants + | Carli et al. (2023);
antipsychotics (e.g., | mood stabilizers Krizhanovskyi
olanzapine, quetiapine) (2025)
Side Effects Higher metabolic risk, | Generally better tolerated; risk | Krizhanovskyi
sedation, cognitive dulling of affective switching with | (2025)
antidepressants
CBT Focus Preventing mania, behavioral | Managing chronic depression, | DeRubeis et al.
activation, and early warning | self-stigma, and diagnostic | (2020)
signs ambiguity
IPSRT Effectiveness | Moderate utility High effectiveness in stabilizing | Bottai et al. (2010)
routines and reducing
recurrence
Family-Focused High relevance due to mania- | Less emphasized Bottai et al. (2010)
Therapy (FFT) related interpersonal
disruption

Relapse Patterns

Fewer but severe episodes;
mania-driven
hospitalizations

Frequent depressive relapses;
chronic course

Oliva et al. (2025)

outpatient recovery programs

Adherence Poor insight during mania, | Low perceived need for | Olivaetal. (2025)
Challenges medication side effects treatment, depressive
pessimism
Recovery Focus Crisis  intervention, ACT, | Longitudinal therapy, | Morton et al. (2018);
supported housing employment support, and | Melillo etal. (2025)

Impact of Social

Factors

Disruption during episodes

Functional impairment due to
ongoing depression

Kirkbride et al
(2024); Melillo et al.

(2025)

4. Recovery Models in Practice

In the last twenty years, the recovery concept as used
in mental health has changed its meaning and has
gone past the limited scope of clinical symptoms
resolution to a wider and more person-centered
understanding. This enhanced concept of recovery
acknowledges the value of functional and personal
realms of self-fullness (autonomy), establishing
meaningful connections (relationships), a sense of
purpose, and self-efficacy in the reconstitution of
dignity and to the agency of those with chronic
psychiatric conditions. The notion of recovery,
regarding the case of bipolar disorders, specifically
Bipolar I (BD-I) and Bipolar II (BD-II), should not be
considered as a linear achievement but rather as a
time-consuming, case-by-case  process. This
theoretical transformation has significant
considerations concerning the configuration and

provision of mental rehabilitation services (Elsayed
etal, 2022).

4.1 Conceptualizing Recovery:
Functional, and Personal Domains
Traditionally, recovery in bipolar disorder focused on
clinical outcomes, which were mainly based on
symptom reduction, occurrence of further episodes,
and medication compliance. These markers still form
critical elements in terms of safety and stabilization,
but they are also being seen as inadequate, as
reflecting the entire life experience of those with BD-
[ or BD-II. The second one is defined by the
restoration of occupational, educational,
interpersonal, and cognitive skills called functional
recovery, which is now considered an equally
important, yet frequently more elusive, objective (Del
Mar Bonnin et al.,, 2022).

Clinical,
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Even closer to contemporary recovery theory is the
concept of personal recovery, which is a highly
subjective process with a strong emphasis on
psychological well-being, reconstruction of identity,
empowerment, and self-determined purpose. For
many individuals with bipolar disorder, especially
those with BD-II who may endure persistent
depressive symptoms, achieving a sense of personal
recovery can be more meaningful than mere
symptom abatement (Calesella, 2024). Conversely,
individuals with BD-I, who often contend with
disruptive manic episodes and associated stigma,
may prioritize autonomy, relational trust, and
reintegration into social roles.

4.2 The CHIME Framework: Guiding Recovery-

Oriented Practice

One of the most accepted structures that

operationalizes personal recovery is the one known

as CHIME, which has five main domains which are

Connectedness, Hope and optimism about the future,

Identity, Meaning in life, and Empowerment, which

are also depicted in Figure 1. This model has served

as a conceptual framework on how person-centered
values can be applied in the rehabilitation work and

policy in psychiatry (Dhanoa, 2018).

e Connectedness relates to the significance of social
inclusion, peer support, and therapeutic alliances,
whether it comes to recovery. BD-I patients are
liable to relationship failures because of their
manic experiences, and BD-II patients live a
reclusive life by being isolated because of chronic
depression. Social reintegration interventions are
wanted in both instances.

e Hope and optimism, which can be easily
destroyed when an episode repeats or when a
person is misdiagnosed, play an important role in
encouraging the usage of services and seeing a

[ Connectedness &J\

v

[l
Social Inclusion ==
|

'
Peer Support * - \

,°
Meaning in Life &e ‘

]
Vocational Support ==
|
'

-

Educational Support -

B

CHIME
Framework
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brighter picture. Creating a sense of efficacy has
been done through recovery narratives and peer-
led groups, where the effect is to renew a sense of
possibility, particularly in individuals with BD-I],
one may internalize a more negative prognosis.

e Identity reconstruction plays a major role in
resolving the stigma and self-doubt related to
mental illness. Damaged self-concept may occur
in BD-I patients who can be described as
unmanageable or volatile out of the hospital. BD-
II patients can be fighting with invisibility or
invalidation with their hidden-like symptoms.
Recovery intervention should establish zones in
which one can reauthor oneself outside the
diagnosis labels.

e A sense of meaning in life results in work,
relationships, spirituality, or any other type of
creativity and is a stabilizing factor. This area is
directly boosted in the form of rehabilitation
programs that combine vocational and
educational assistance and allow individuals to
regain lost roles due to the illness.

e The last pillar is empowerment, which involves
encouraging agency, informed decision making,
and shared decision making of the treatment plan.
Instilling resilience and well-being in people with
bipolar disorder cultivates a sense of control and
promotes lifelong  participation  through
encouraging them to implement goals, consider
risks, and play an active role in being served.

The CHIME framework that was initially
conceptualized in the terms of the severe mental
illness across the board still translates well to the
scope of patients with bipolar disorder and is utilized
as both a clinical and a community-based model of
rehabilitation recovery (Jagfeld, 2023).

,-[ﬁ Hope and Optlmism]

[}
|
| ]
|
|
|

r = Recovery Narratives
|

\
~+ Peer-Led Groups
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4.3 Application of Psychiatric Rehabilitation
Across Bipolar Subtypes

Psychiatric rehabilitation encompasses a set of
structured interventions aimed at improving
functioning and quality of life for individuals with
serious mental illness. In bipolar disorder,
particularly in its chronic forms, rehabilitation
bridges the gap between symptomatic remission and
real-world recovery:.

Rehabilitation In BD-I, treatment tends to be aimed
at reintegrating the individuals after disorienting
manic episodes that could result in hospitalization,
involvement in the legal system, loss of jobs and even
homes (Michalak et al, 2007). The most frequent
strategies used include supported housing, assertive
community treatment (ACT), crisis intervention
services and relapse prevention planning. They may
also include cognitive remediation to deal with
residual executive dysfunction and framework
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programs including vocational rehabilitation aid re-
entering employment.

In BD-II, there is a greater need to manage the
functional degeneration that is triggered and driven
by the unrelenting depressive symptoms and the
internal spiraling of what is left of a more camel-like
illness course (Kirkbride et al, 2024). His or her
interventions may focus on employing long-term
psychotherapy, peer-oriented recovery coaches, and
encouragement. Such programmes as Individual
Placement and Support (IPS) employment, social
skills training, and self-management education give
BD-II individuals the chance to regain their steam in
the various life realms which were previously
interrupted due to chronic fluctuations in mood. All
these conflicting needs have been summarized in
Table 3, which highlights the main domains, areas of
intervention, and barriers that are common in both
subtypes.

Table 3. Psychiatric Rehabilitation Strategies in Bipolar I and Bipolar Il Disorders

Domain Bipolar I Disorder (BD-I) Bipolar II Disorder (BD-II) References
Primary Crisis stabilization and post- | Recovery from chronic depressive | (Ernala et al,
Rehabilitation manic reintegration impairment and motivational inertia | 2022)
Focus
Common Legal issues, hospitalization, | Low energy, internalized stigma, | (Levy et al,
Challenges cognitive disinhibition, social | reduced goal orientation, and | 2015)
stigma delayed diagnosis
Key Interventions | - Assertive Community Treatment | - Individual Placement and Support | Gannon &
(ACT) (IPS) Eack, 2014)
- Supported Housing | - Social Skills Training (SST)
- Crisis Planning | - Long-Term Psychotherapy
- Cognitive Remediation
Psychosocial Enhancing structure, reducing | Fostering self-efficacy, stabilizing | (Hopper,
Emphasis risk, and re-establishing | mood routines, and promoting life | 2017)
vocational roles purpose
Motivational Moderate: typically emphasized | High: essential due to anhedonia, low | (Macneil,
Components post-episode during the | drive, and lack of insight into | 2009)
rehabilitation phase. hypomanic history
Recovery Goals Restore  autonomy, manage | Develop structure, enhance social | (Canham,
relapse risk, and rebuild | connection, and reclaim vocational | 2016)
disrupted social and work roles. and emotional momentum.

4.4 Consumer-Centered Recovery Goals and
Service Involvement

In modern psychiatry care models, shared decision
making and consumer participation are becoming
more acceptable, wherein people with mental illness
are viewed as active participants in the process
towards their recovery, as opposed to recipients of
psychiatric treatment. The importance of such
engagement is particularly crucial in bipolar disorder,
where the disorder is lifelong, and therapy requires
long-lasting collaboration between a patient and a
specialist.

Recovery-oriented services prioritize goal alignment
between clinicians and service users; the individual’s
aspirations, whether returning to university,

maintaining a relationship, or managing parenting
responsibilities, guide the structure and content of
the intervention. In BD-I, such goals may include
rebuilding social trust post-crisis or managing
medication side effects. In BD-II, goals often focus on
emotional stability, re-establishing daily structure,
and overcoming depressive inertia.

The incorporation of peer support specialists,
individuals with lived experience of bipolar disorder,
has emerged as a powerful modality for enhancing
hope, reducing stigma, and modeling recovery in
action (Salmeron, 2015). Their contributions
validate experiential knowledge, build rapport, and
offer practical strategies that complement clinical
perspectives.
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Consumer participation is also expanding into
program design and service evaluation. Involving
individuals with BD-I and BD-II in advisory boards,
focus groups, and participatory research ensures that
rehabilitation services are responsive, culturally
appropriate, and aligned with the recovery values
most meaningful to those they serve.

5. Psychosocial and Cognitive-Behavioral
Interventions

As Dbipolar disorder presents with persistent
impairments in mood regulation, social functioning,
and occupational stability, = pharmacological
treatment alone is often insufficient to ensure long-
term recovery. Though less recognized, research has
shown that psycho-social interventions, especially
those based on the concepts of the cognitive-
behavioral approach, have remained fundamental to
the holistic management of patients with Bipolar I
(BD-I) and Bipolar II (BD-II). Such interventions
involve the wider areas of recovery like coping, social
re-entry, and regulating emotions, and are the pillars
in effective psychiatric rehabilitation (Monferrer et
al,, 2024). These disparate clinical characteristics and
healing experience suggest that BD-I and BD-II have
psychosocial tactics that should be taken care of
individually, depending on the difficulties
experienced by each type.

5.1 Role of CBT, IPSRT, and Psychoeducation in
Improving Functioning

Cognitive Behavioral Therapy (CBT) has been one of
the most researched and applied psychosocial
methods for bipolar disorder. In BD-I, CBT aims at
recognizing prodromal mania symptoms, increasing
medication adherence, and rearranging the pattern
of dysfunctional beliefs that can contribute to risk
behavior in increased mood states. Specifically, in the
case of BD-II, CBT is promising in practice as it has
been used in targeting depressive thoughts,
behavioral activation, and controlling rumination
and hopelessness that result in sustained functional
deterioration. The treatment usually comprises
planning relapse prevention, recording moods, and
systematic problem-solving that gives the patients
the confidence to survive among the personalities
and job difficulties (Basco & Rush, 2005).

IPSRT has received good empirical validation, and
this may be even more the case with BD-II, where
mood instability is heavily correlated with
disturbances in circadian and social rhythms. IPSRT
is focused on stabilizing the daily routines,
controlling role transitions, and improving activation
of interpersonal functioning, which are all directly
connected with the goals of rehabilitation. The
patients with BD-II who usually have problems with
fluctuating energy and motivation benefit from the
help of the behavior structure that is supplied by
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IPSRT, so that gradually the patient is able to resume
taking an interest and participating in social roles as
well as vocational ones.

As an intervention in its own right and as part and
parcel of CBT or family-targeted therapy,
psychoeducation manifests itself in vital ways in
augmenting insight, minimizing the stigma, and
bettering treatment compliance. In the case of BD-I,
psychoeducation primarily involves learning about
the cyclical pattern of illness, early detectable
symptoms of mania, and the significance of
compliance with mood stabilizers. In the case of BD-
II, sessions are based on becoming aware of
hypomanic episodes, learning about the control of
emotional dysregulation, and finding adequate ways
of managing persistent depressive symptoms. Peer
connection is also established through Group-based
psychoeducation, which improves social learning and
reduces isolation.

The above psychosocial modalities lower the risks of
relapse and the intensity of symptoms and also play
an important role in occupational recovery,
emotional resiliency, and interpersonal functioning,
which are the main objectives of psychiatric
rehabilitation.

5.2 Peer-Led Recovery Programs and Wellness
Recovery Action Plans (WRAP)

During the last several years, peer-led initiatives in
mental health care have become more valued as
recovery-oriented mental health care considers the
importance of such programs and research. The
programs are a source of mutual support,
encouraging hope and empowerment, which are
essentially the essence of the continuous recovery
process, especially among individuals with bipolar
disorders.

Wellness Recovery Action Plans (WRAP), designed by
and used by persons with mental health conditions,
are extremely flexible self-management systems that
prompt patients to establish their wellness agendas,
identify triggers and pre-triggers, and devise
personal action protocols. In the case of persons with
BD-I, WRAP can help introduce proper methods of
crisis planning, medication monitoring, and
stabilization habits after mania. WRAP will likely pay
more attention to the mood regulation, the
reinforcement of motivation, and the techniques of
managing the long-term depressive periods in BD-II
(Canacott et al., 2019).

They also provide peer-led programs with role
modeling and resilience stories, which are especially
useful in patients with BD-II who have been found to
have the feeling of despair or even -chronic
inadequacy. Such interventions facilitate the
communication gap between clinical care and the
lived experience of recovery by legitimising the
experience as well as the development of non-
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hierarchical healing environments. Peer involvement
has been proven to result in increased engagement,
reduced hospitalization anxiety, and increased
satisfaction with the services.

5.3 Differences in Therapeutic Needs and
Responses in Bipolar I vs. 11

While there is considerable overlap in the
psychosocial needs of individuals with BD-I and BD-
II, key distinctions influence both the choice of
intervention and the therapeutic response. In BD-I,
the primary therapeutic challenges include
impulsivity, poor insight during mania, and post-
episode demoralization. Psychosocial interventions
for this group often emphasize impulse control,
recognition of manic prodromes, and family
involvement to manage risks and maintain structure.
The episodic nature of BD-I may allow patients to
regain functioning between episodes, but sustained
recovery often requires support for rebuilding
disrupted relationships, regaining occupational roles,
and managing stigma associated with public manic
behavior (Van den Heuvel, 2021).

BD-II is characterized by persistent functional
impairment, often due to chronic depression, low
self-esteem, and subclinical mood fluctuations. These
patients may present as high-functioning but
internally distressed, and often exhibit low
motivation for traditional therapy. Therefore,
psychosocial approaches for BD-II must be gentler in
pacing, emphasize emotional validation, and
incorporate motivational interviewing to sustain
engagement. The invisible burden of BD-II often
requires intensive psychoeducation to promote self-
understanding and appropriate self-care behaviors.
It has been proposed that people diagnosed with BD-
II might be better suited to the group-based
interventions because the group experience will
make them feel less invalidated and encourage them
to identify with their peers. Particularly in psychotic
patients or those with comorbid substance use, the
BD-I patients may need extra support on an
individual and sometimes intensive level, which
might involve an assertive outreach approach or
dual-diagnosis integrated treatment.

5.4 Rehabilitation Techniques Targeting Social
and Occupational Recovery

The focus of psychiatric rehabilitation for bipolar
disorder involves restoring social functioning and
occupational ability. The psychosocial interventions
have seen a lot of integration with the rehabilitative
measures in a bid to facilitate the reentry into work,
education, and community life.

SST has been useful in improving communication,
conflict resolving, and relationship-enhancing skills,
which are usually impaired during or after mood
episodes. BD-I patients, who are likely to experience
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social stigma following manic episodes, are helped by
reestablishing their social confidence and role of
interpersonal boundaries through structured
modules. In BD-II patients, SST treats social
withdrawal, failure to take control in situations, and
negative brooding, which maims relationship quality.
Supported employment models, especially the
Individual Placement and Support (IPS) model, have
shown excellent outcomes in assisting individuals
with bipolar disorder in achieving and retaining
meaningful job placements. These programs are
ideally suited to people recovering since they focus
on quick placement, job-based assistance, and ways
to integrate them with mental health services. In the
case of BD-I, transition planning regarding
employment after the hospital stay can be regarded
as a part of supported employment, but with BD-II
individuals, it is most likely that a longer-term
coaching is needed as a form of supported
employment to correct motivational deficits and deal
with depressive peninsular at work. Occupational
therapy, life skills training, and cognitive remediation
are the rehabilitative strategies that target the larger
areas of functioning within a community (Krebs,
2018). The two approaches are highly necessary for
both variants, although they might need to be
sequenced and intensity adjusted by the cognitive
and emotional readiness.

6. Role of Community-Based Services

Community mental health care services will play an
imperative role in addressing affordable and
sustainable solutions and recovery-oriented services
to persons living with chronic mental illnesses like
Bipolar I and II conditions. The services can be very
crucial as they will form a key bridge between acute
care systems and independent living in the
community to provide assistance on a long-term
basis using less restrictive settings. They are
especially useful to bipolar populations that need
continuous care in the areas of symptom monitoring,
medication compliance, psychosocial rehabilitation,
as well as crisis management.

ACT and Community Mental Health Teams (CMHTs)
offer multidisciplinary and integrative solutions,
which are supported by assisting individuals who are
at high risk of relapse and have minimal insight, a
tendency that occurs more frequently in BD-I
patients after the manic stage. The intervention
offered through the ACT models is high intensity,
flexible, and mobile; it can be medication
management, housing support, and psychoeducation,
which is effective in lowering the rate of
hospitalization and engagement in individuals who
have a severe presentation of manic episodes and
functional disruption (Bond & Drake, 2015).
Recovery programs such as drop-in centres and
outpatient recovery programs with a focus on
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psychoeducation, wellness guidelines, and peer
support better suit BD-II patients who are less acute
and whose depressive symptoms are subtler due to
the chronic nature of their condition. Such services
provide non-medicalized continuity of care, enable
people to deal with daily stressors, and acquire life
skills, as well as prevent deterioration.

Community services become effective due to cultural
competence, flexibility of service hours, and
partnership with families or caregivers. The
intersectoral partnership between mental health
systems and the agencies dealing with housing,
education, employment, and social welfare systems is

the successful determinant of community-based care.

The model is holistic in providing support for
functional recovery and vital in long-term
rehabilitation of an individual with BD-I or BD-II.

7. Education, Employment, and Housing Support
The functional impediment of bipolar disorder
becomes more than the symptomatic period; it
impacts persistent education, the continuity of
employment, and living situation. It is not only
necessary to help people cope with these areas when
psychiatric rehabilitation is aimed at recovery, but
also crucial in a population that experiences frequent
disruption to the further course of life due to
cognitive fatigue, stigma, and episodic disability.
Among the juveniles and youths with an early-onset
BD-I or BD-II, educational issues are frequent. The
manic attacks of BD-I can interfere with schooling by
either hospitalization or behavior problems, and the
occurrence of sustained depression in BD-II can lead
to absenteeism, inability to concentrate, and failing
school. Academic counseling, special
accommodations, and transitional support programs
are only a few educational rehabilitation measures
that may help retain the educational involvement and
prevent the risk of dropping out (Nunez, 2024).

In the job sector, both of the subtypes are
characterized by low labor force contribution and
significant underemployment. IPS (Individual
Placement and Support) has proved to be effective in
the reintegration of bipolar individuals back into the
workforce, through the aspects of emphasis on rapid
job placements, coaching of individuals to do the job,
and securing the opportunities of matching mental
health services. BD-I patients might need employer
support in the aftermath of a crisis, and those with
BD-II tend to undergo motivational improvement and
emotional fortification to overcome depressive
paralysis.

When comorbid substance use or incarceration
occurs, a significant minority of individuals who have
BD-I experience housing instability, which runs the
gamut from transience to chronic homelessness.
Actively involved with ACT teams or social service
networks, supported housing programs provide
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regulated settings of intermediate autonomy; at the
same time, it has complete monitoring (Polcin, 2016).
Although the BD-II patients are less so, they might
not be able to maintain an independent living
position on a long-term basis, either because of
economic impoverishment or social and behavioral
isolation, calling for the provision of transitional
housing facilities and related financial aid programs.
Service provision in these various areas should be
coordinated because achieving improvement in one
of the areas (e.g.,, stable housing) frequently allows
progress to be made in another (e.g., employment or
education). Multidimensional recovery involving
synchronization of social, vocational, and therapeutic
objectives provides the most likely road to long-term
functional integration for both BD-I and BD-II
patients (Lengvenyté, 2020).

8. Systems-Level and Policy Perspectives

A synergy across the health policy, system-level
planning, and clinical practice is required to achieve
an  effective recovery-oriented  psychiatric
rehabilitation. The historical approach to bipolar
disorder involved constructing it through acute care
frameworks, but with the change in the chronic
disease model, long-term maintenance systems
based on the concepts of recovery, independence,
and social mobility have emerged (Lamsal, 2023).

To address the complicated needs of bipolar
populations, integrated care models, including
collaborative care, co-located services, and patient-
centered medical homes, in order, are being used
more and more. The models particularly play a
significant role in narrowing the divide between
mental health, primary care, and social services, and
are useful in the management of comorbid issues that
are prevalent among the BD-I and BD-II patients.
The issues involving training and workforce
development are vital on a system level. The mental
health professionals should be provided with
recovery-oriented care competencies, such as
decision-making, shared trauma-informed care, and
cultural humility (Melillo et al., 2025). Training that
is specific to a type may also be effective, such as
managing manic crises in BD-I or dealing with
chronic low-functioning in BD-II, contributing to the
increased accuracy of treatment and customer
benefit.

Reforms at the policy level must be employed to have
fair access to rehabilitation services, especially in
unserved or rural communities. This relates to
reimbursement for the evidence-based psychosocial
treatment, peer support role, and throughout the
community mental health infrastructure. Regular
service assessment, which includes clinical as well as
patient-reported outcome measures, is necessary in
ongoing quality improvement and accountability of
rehabilitation systems in bipolar conditions.
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9. Challenges and Future Directions

Although there is mounting awareness on the
significance of rehabilitation in bipolar disorder,
there exist several obstacles that hinder its optimum
realisation. The greatest difficulty in the diagnosis
(particularly in BD-II) is diagnostic ambiguity, which
often results in misdiagnosis and inadequate
treatment. This causes late adoption of specialized
rehabilitation interventions and aids in progressive
loss of functions, as shown in Figure 2.

Public and internalized stigma still negatively on help
help-seeking. Service delivery and sense of self-
efficacy. BD-I individuals can experience reputational

Subtype-
Specific
Rehabilitation
Pathways

Rural Mental
Health
Infrastructure
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loss after a manic spell, and BD-II people will tend to
be perceived as miscomprehended or ill enough to
deserve assistance. Such perceptions, which are both
anti-societal and anti-self propagating, are to be
fought by anti-stigma campaigns, education, and
contact-based interventions. Access to recovery-
oriented services is also uneven, with significant
disparities based on geography, socioeconomic
status, gender, and ethnicity. Rural and low-income
communities often lack specialized mental health
infrastructure, peer services, or employment support,
placing bipolar patients at greater risk of chronic
disability (Cunningham et al., 2006).

Digital
Psychosocial
Interventions

Jiastal intervention

Anti-Stigma
Compaigns

ampaigns reduce stigma
by clarifying diagnosti
mis noe R -

Figure 2. Key Strategic Priorities for Advancing Bipolar Disorder Rehabilitation and Recovery

Future research should focus on the development
and evaluation of subtype-specific rehabilitation
pathways, digitally  delivered  psychosocial
interventions, and early-intervention recovery
models. The integration of personalized medicine
approaches, including biomarkers and
neurocognitive profiles, into rehabilitation planning
may enhance precision and predict treatment
response. Co-produced research and policy advocacy
involving individuals with lived experience of BD-I
and BD-II will be vital for designing inclusive and
effective systems of care.

Conclusion

Bipolar I and Bipolar II disorders, while sharing
diagnostic categorization, present with distinct
clinical trajectories, treatment responses, and
rehabilitation needs. BD-I is often characterized by
episodic crisis-driven care, while BD-II reflects a
chronic course of under-recognized functional
decline. These differences necessitate differentiated,

equally robust, recovery-oriented care models.
Psychiatric rehabilitation must move beyond
symptom control to address the core dimensions of
recovery: functional competence, social reintegration,
and personal empowerment. Through tailored
psychosocial  interventions, = community-based
services, and integrated care models, individuals
with BD-I and BD-II can reclaim autonomy and
rebuild meaningful lives. To realize this vision,
systems must invest in evidence-based services,
subtype-specific strategies, peer integration, and
policy frameworks that support recovery as a
dynamic and individualized journey. As research and
clinical practice continue to evolve, the future of
bipolar disorder management lies in a model that is
compassionate, functional, inclusive, and grounded
in the lived experiences of those it serves.
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