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Background: In the Diagnostic and Statistical Manual of Mental Disorders, 5th edition, the occurrence of
increased energy/activity and elation of mood or irritability became necessary symptoms for the
diagnosis of an episode of mania or hypomania.
Objective: To evaluate whether increases in energy/activity or mood changes represent the core feature
of the manic syndrome.
Methods: The symptomatology of 117 hospitalized patients with bipolar mania was evaluated using the
Schedule for Affective Disorders and Schizophrenia-Changed version (SADS-C). Based on six items of the
SADS-S related to mania, a Conﬁrmatory Factor Analysis (CFA) was performed. An Item Response Theory
(IRT) analysis was used to identify how much each symptom informs about the different levels of
severity of the syndrome.
Results: According to the CFA, the item “increased energy” was the symptom with the highest factorial
loadings, which was conﬁrmed by the IRT analysis. Thus, increased energy was the alteration most
correlated with the total severity of manic symptoms. Additionally, the analysis of the Item Information
Function revealed that increased energy was correlated with the larger amplitude of severity levels
compared with the other symptoms of mania.
Limitations: Only six manic symptoms were considered. The sample might not be representative because
the patients were evaluated while presenting peak symptom severity.
Conclusions: Increased energy/activity is a more important symptom for a diagnosis of mania than mood
changes and represents the core feature of this syndrome.
& 2013 Elsevier B.V. All rights reserved.
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1. Introduction
In the description of manic and depressive states, Kraepelin
(1921) referred to changes in mood, thinking, and activity, without
emphasizing any of these components speciﬁcally. However,
modern diagnostic criteria used in psychiatry, such as the Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSMIV; APA, 1994), and International Statistical Classiﬁcation of Diseases
and Related Health Problems, 10th revision (ICD-10; WHO, 1993),
have classiﬁed both bipolar disorder and unipolar depression as
mood disorders, thus emphasizing the ﬁrst component to the
detriment of the other two.
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In the last decades, some studies have investigated the phenomenology of mania by performing a factor analysis of the
symptoms. A factor related to hyperactivity was identiﬁed in
several studies. Based on the results, the authors concluded that
increased motor activity not only was more important than
changes in mood in characterizing mania but also represents the
core feature of the syndrome (Bauer et al., 1991; Akiskal et al.,
2001, 2003; Benazzi and Akiskal, 2003; Benazzi, 2007).
As a consequence of this new point of view, the criteria for
diagnosing manic and hypomanic episodes were modiﬁed in the
DSM-V (APA, 2013). In the new classiﬁcation, euphoria or irritability
continues to be necessary, but an increase in energy or activity must
also be present for the diagnosis of mania or hypomania.
The objective of the present study was to evaluate whether
increased energy and motor activity represent the core feature of
the manic syndrome in a sample of hospitalized patients who
presented an acute episode of mania.
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2. Methods
The study was conducted in the inﬁrmary of the Institute of
Psychiatry, Federal University of Rio de Janeiro, Brazil. The local
ethical committee approved the study, and all of the patients gave
verbal consent.
Patients who were hospitalized from June 2010 to August 2011
were evaluated using the Mini International Neuropsychiatric
Interview (MINI; Sheehan et al., 1998), a structured interview that
allows the formulation of psychiatric diagnoses according with the
criteria of the DSM-IV (APA, 1994) and ICD-10 (WHO, 1993), which
was validated and translated to Brazilian Portuguese (Amorim,
2000). In cases in which the same patient was hospitalized more
than once during the study period, only the ﬁrst hospitalization
was considered.
The patients who met the DSM-IV criteria for an actual manic
episode were administered the Schedule for Affective Disorders
and Schizophrenia-Changed version (SADS-C; Spitzer and
Endicott, 1978). The SADS (Endicott and Spitzer, 1978) is a
diagnostic tool based on the Research Diagnostic Criteria (RDC;
Spitzer et al., 1978). The SADS-C constitutes a scale of 37 items in
which the presence and intensity of manic, depressive, anxiety,
and psychotic symptoms are evaluated. The SADS was translated
to Portuguese and validated in Brazil (Furlanetto and Bueno, 1999).
Both the MINI and SADS-C were applied in the ﬁrst 7 days of
psychiatric hospitalization for each patient. All of the evaluators
were psychiatrists who received training on the use of these tools
by the principal investigator (EC). The evaluators were unaware of
the goals of the study. The team of evaluators was divided into two
groups: some applied the MINI, and others applied the SADS-C.
Based on the SADS-C results obtained in the evaluation of the
hospitalized patients who presented actual mania, a Conﬁrmatory
Factor Analysis (CFA) was performed to identify the items that best
ﬁt the “mania” dimension as proposed by Spitzer and Endicott
(1978). The structure of two different models was studied: mania
with ﬁve items/symptoms (Rogers et al., 2003) and mania with six
items/symptoms, including “anger” because of possible presence
of this symptom according to theoretical considerations (Johnson
et al., 1986). The unidimensionality of the models was tested using
LISREL 8.80 software (Jöreskog and Sörbom, 1996) based on the
method of full-information maximum likelihood using the polychoric correlation matrix as suggested by Jöreskog and Moustaki
(2001), considering that the SADS-C is an ordinal response tool.
For data interpretation, we followed the protocol of Hair et al.
(2009), who suggested some indices, the error, and goodness of ﬁt.
For this analysis, we veriﬁed the Goodness of Fit Index (GFI),
Normed Goodness of Fit Index (NGFI), Parsimony Goodness of Fit
Index (PGFI), χ2 and signiﬁcance (coefﬁcients of adjustment to the
model), and the Root Mean Square of Error Approximation
(RMSEA; an error index).
Subsequent to the conﬁrmation of the unidimensionality of the
“mania” dimension of the SADS-C, an Item Response Theory (IRT)
analysis was performed to identify how much each of the
symptoms revealed the different levels of severity (θ) of the
symptoms during the manic episode. This approach allowed the
identiﬁcation of the symptoms that are likely most critical in
mania. A two-parameter model was used that included a graduated response model (2P-GRM; Samejima, 1997), which was an
adapted version of the ordinal graduated responses from the
logistic models of two (2PL) and three (3PL) parameters for the
dichotomous items of Birnbaum (1968). The standard parameters
of IRTPro 2.1 software (Scientiﬁc Software International, 2011)
were used to calibrate the items and analysis in IRT.
The Item Information Function (IIF) was used to identify how
much each item informed about the different levels of mania
severity. The IIFs showed how much information is contained in
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a speciﬁc symptom across all levels of the latent trait (i.e., the
severity of the pathological state). For example, a symptom may
reveal a lot about the severity of mania when the manic state is
moderate (7 θ ¼0.1), but it may reveal little in a more severe state
(7 θ ¼1.5). This means that when the severity of the clinical state
is moderate in manic patients (7 θ ¼0.1), a speciﬁc symptom may
inform more than the other symptoms. In contrast, when the
clinical state is more severe ( 7 θ ¼ 1.5), the symptom is less
informative than the other symptoms or may even be absent in
the symptomatology. This allows the identiﬁcation of several
degrees of severity of the manic crisis, the symptoms of which
are central and reveal more about the state of the patient. To
determine whether the same symptom or different symptoms are
prevalent along the spectrum associated with severity of mania, 60
points were determined for different levels, ranging from θ ¼  3.0
to θ ¼ þ3.0. Each point comprises a symptom that informs the
most. All points were treated as categorical variables from which
the total number of points of each symptom was scored. Hence, a
percentage was calculated to determine how much the symptom
was preponderant in relation to the latent trait. For example, if a
symptom had information of 30 out of 60 points, then it preponderated in 50% of the latent trait. A χ2 with the percentage was
calculated to determine whether the symptom was signiﬁcantly
prevalent in relation to the other symptoms.
Finally, the summation of the IIF generates a Test Information
Function (TIF). According to Purpura et al. (2010), a TIF can inform
how much a group of items contributes to the understanding of
the symptoms across the latent trait spectrum. Two different TIFs
were calculated from the theoretical model proposed in the
present study: a TIF for symptoms associated with increased
energy/activity and a TIF for the symptoms associated with mood
changes. Based on the TIFs, the same procedure of division of
points was performed as described above. The χ2 test revealed
whether the group of symptoms associated with increased energy/
activity in manic states was more or less statistically preponderant
than symptoms associated with mood changes.

3. Results
During the period of the study, 419 patients were hospitalized,
with a total of 481 admissions, considering that some of the
patients were hospitalized more than once. A total of 167 patients
were diagnosed with an actual manic episode. In 50 patients, the
SADS-C was not applied because of several reasons: the patient's
refusal to participate in the study, evasion from the hospital, and
discharge from the hospital requested by the family. Therefore, the
data analysis was based on the results of the SADS-C with 117
patients. Thirteen patients (11.1%) simultaneously met the criteria
for an actual major depression episode that consequently led to a
mixed-state diagnosis according to DSM-IV criteria.
Among the 117 patients, 49 (41.9%) were male and 68 (58.1%)
were female, with no signiﬁcant sex differences (χ2 ¼3.085,
p¼ 0.08). The average age was 42.4 years (SD ¼11.7), and the
average education was 8.8 years (SD ¼3.2). The average age at
the ﬁrst crisis was 24.3 years (SD ¼8.5). With regard to the ﬁrst
crisis, mania (57.3%) was signiﬁcantly more frequent than depression (29.1%; χ2 ¼ 83.718, po 0.001). Sixteen patients (13.6%) did not
know to respond about their ﬁrst crisis. The average number of
hospitalizations per patient was 10.4 (SD ¼10.5).
The CFA with the two models (with ﬁve and six items) was
performed to determine whether clustering all of the items of the
SADS-C associated with mania is possible. The CFA revealed a
better adjustment when six items were modeled together, indicating that the factorial structure with six items (i.e., increased
energy, increased activity, elation of mood, increased self-esteem,
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Table 1
Results of the conﬁrmatory factor analysis.
Model

Mania with 5 items
Mania with 6 items

Coefﬁcients of conﬁrmatory factor analysis
χ²

df

p-value

GFI

NGFI

PGFI

RMSEA

302.03
256.08

284
288

p o 0.05
p ¼ 0.09

0.90
0.93

0.89
0.91

0.93
0.93

0.06
0.03

Table 2
Factor loadings of the items of Conﬁrmatory Factor Analysis.
Item

Factor loading (λ1)

Standard error

Increased activity
Less need for sleep
Increased energy
Elated mood
Increased self esteem
Anger

0.76
0.77
0.92
0.83
0.68
0.52

0.11
0.11
0.08
0.11
0.15
0.18

Table 3
Results of the IRT analysis using the 2P-GRM model with values of discrimination
(a) and difﬁculty (b).
Item

Increased activity
Less need for sleep
Increased energy
Elated mood
Increased self esteem
Anger

Discrimination

Difﬁculty

a

b1

b2

b3

b4

b5

1.98
2.07
4.05
2.54
1.58
1.02

 0.78
 0.39
 0.69
 0.52
 0.84
 1.09

 0.38
0.1
 0.51
 0.38
 0.44
 0.6

0.06
0.2
 0.37
0.18
 0.15
0.14

0.97
0.64
0.14
0.99
1.05
1.88

2.18
1.57
1.13
1.76
3.61
–

less need for sleep, and anger) explained a larger portion of the
variance. Notably, the model with ﬁve items presented signiﬁcant
differences between the model and empirical data, indicating that
the variance in the present data was not explained by only these
ﬁve items, with the need for an extra item for better adjustment.
Table 1 shows the χ2 values, degrees of freedom (df), p values for
the comparisons of the model with empirical data, and GFI, NGFI,
PGFI, and RMSEA for both models.
Based on the results, we decided to analyze the data of the
model with the six items using IRT. The factorial loadings and
standard error for each item of this model are presented in Table 2.
Factorial loadings represent the correlation of the items with the
factors. One can afﬁrm that the item that correlates better with a
factor is probably the one that better explains variance because the
square of the factorial loading is equivalent to the percentage of
variance explained by the item (Loehlin, 2009). Speciﬁcally with
regard to the present data, the item that better explained the
“mania” dimension was the symptom “increased energy,” followed
by “elation of mood” and “reduced need for sleep.”
The IRT analysis for the “mania” dimension found in the CFA
was performed using the 2P-GRM model (Samejima, 1997). The
indices of discrimination (a) and difﬁculty (b) are shown in Table 3.
A greater a value is associated with a greater item discrimination
capacity (i.e., the ability to identify the severity of mania across the
latent trait). For example, the greatest values in the present data
were for “increased energy” (a ¼4.05), suggesting that the capacity
of this symptom to differentiate a patient with more severe mania
from a patient with milder mania is the best among all of the
items of the SADS-C. Conversely, the item “anger” (a ¼1.02) is a
symptom that differentiates patients with mania relatively little,
with similar levels across severity levels.

The difﬁculty index identiﬁes whether a symptom is rare or
common in different severity levels (b). The index b1, for example,
reveals the amount of a symptom that is necessary to produce 50%
of the chance that the patient will score 0 or 1 on the SADS-C for
that item. A lower b value is associated with less of that symptom
being necessary for one of the two categories to be endorsed. For
example, the symptom “anger” has a lower b1 value (  1.09),
indicating that patients with mania become easily irritated,
although the severity of the remaining symptoms is appreciably
high. In contrast, in order for a patient in mania to present “less
need for sleep” (b1 ¼  0.39), all of the other symptoms in the
“mania” dimension of the SADS-C probably would have already
been endorsed. The same occurs for the indices b2, b3, b4, and b5.
Notably, for the symptom “anger,” the absence of the index b5
occurs because no patient presented elevated anger to the point
that the last category of the scale would be endorsed.
The IIF of the “mania” dimension of the SADS-C is shown in
Fig. 1. This ﬁgure shows the amount of information that each item
reveals for the different severity levels (i.e., which symptom has to
be considered with more caution when the patient is displaying
hypomania or, at the other extreme, high levels of mania).
Values of information were established for each item among
the points that represent the latent trait (θ) of 3.0 to 3.0, for a
total of 60 points. Fig. 1 shows that the symptom is more
informative (i.e., the symptom that better reveals the severity of
mania in the patients in the present study is “increased energy”).
When the patient is close to hypomania (  2.5 r θ Z  3.0), the
more informative symptom is “increased self-esteem,” representing 9.8% of the latent trait. With regard to hypomania but at more
severe levels (  1.5r θ Z  2.4), “elation of mood” is the more
informative symptom. At levels of the clinical state that are even
more severe, “elation of mood” again appears as the most
informative symptom with regard to the severity of the disorder
(θ Z2.5). Overall, this symptom explains 26.2% of the latent trait.
From severe mania levels to very high severity levels, the
symptom “increased energy” appears to be the central symptom
along virtually the entire spectrum of mania severity
(1.4r θ Z1.6). This occurred in 52.5% of the points that we deﬁned
for the latent trait. Finally, when mania was at more severe levels
(1.7r θ Z2.3) but not yet at extreme levels, the most informative
symptom was “increased activity,” with 11.5% of the points.
The preponderance of the symptom “increased energy” (52.5%)
relative to “elation of mood” (24.6%), “increased self-esteem” (9.8%),
and “increased activity” (11.5%) was signiﬁcant (χ2 ¼28.508, po0.001).
These results suggest that the symptom “increased energy” is the most
informative along the latent trait and preponderant at the most
important times in the symptomatology of a manic crisis.
Based on the results of the IIFs, we divided the “mania”
dimension of the SADS-C into two groups by considering greater
and lower clinical proximity between them. In one group, the
6
5

Item Information
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4

Increased Activity
Less Need for Sleep

3

Increased Energy
Elated Mood

2

Increased Self Esteem
Anger

1
0
-3

-2

-1

0

1

2

3

Fig. 1. Function of information of the item for each of the symptoms of the “mania”
dimension of the SADS-C.
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Energy

8

Mood

Item information

7
6
5
4
3
2
1
0
-3

-2

-1

0

1

2

3

Fig. 2. Summation of the functions of information of the items for the two groups
of three symptoms of the “mania” dimension of the SADS-C: symptoms of energy
and symptoms associated with mood.

symptoms associated with energy included (1) increased energy,
(2) increased activity, and (3) less need for sleep. In the other
group, the symptoms associated with mood included (1) elation of
mood, (2) increased self-esteem, and (3) anger. Based on this
merely theoretical division, the values of the IIFs of each group
that included the three symptoms were cumulated and are
presented in Fig. 2.
Fig. 2 shows that the symptoms associated with energy comprised the central part of the latent trait (i.e., the most important
symptoms to be considered in a manic patient). The symptoms
associated with mood appeared to be more informative when the
patient was having hypomania or when in the extreme phase of
mania. In terms of θ, the symptoms associated with energy appeared
to be more important for  1.5r θ Z2.3, representing 63.9% of the
latent trait. The symptoms associated with mood are more informative when  1.6Z θ r2.4, representing 36.1% of the latent trait. A
signiﬁcant difference was found between the presence of symptoms
associated with energy and symptoms associated with mood
(χ2 ¼ 4.738, po0.05). From the perspective of IRT, these results
conﬁrm that the symptoms related to energy appear to inform more
about mania severity than mood symptoms.

4. Discussion
In the present study, we examined the symptomatology of 117
hospitalized patients with mania. The SADS-C was used for clinical
evaluation. The CFA revealed that the mania factor had better
adjustment when the item “anger” was added to the items of the
SADS-S that were originally proposed.
The present results point to factorial structures of mania that
are very similar to the ones reported in previous studies. The
unidimensionality of the items of the SADS-C in relation to mania
were also considered in the study by Spitzer and Endicott (1978)
and conﬁrmed by Lewine et al. (1983), Johnson et al. (1986), and
Rogers et al. (2003). Johnson et al. (1986) proposed a theoretical
division of SADS-C items in which mania was considered as one
factor. Some other studies (e.g., Lewine et al., 1983, Rogers et al.,
2003) used a factorial approach to search for a model that better
explains the common variance of the empirical data. However, the
unidimensionality was also conﬁrmed with other statistical
approaches, such as cluster analysis (Swann et al., 2013) and the
Rasch model (Lewine et al., 1983). Therefore, identifying which
symptom in this factor structure explains most of the data
variance was possible (i.e., which symptom is central in the manic
syndrome). From this perspective, the item that presents the
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highest factorial loading is probably the one that contributes the
most to the understanding of the manic syndrome.
According to the CFA, among all six symptoms of mania, the
item “increased energy” was the one that presented the highest
factorial loading, which was conﬁrmed by IRT. Thus, the results
indicate that increased energy is the alteration that correlates the
most with the total severity of manic symptoms.
Additionally, the IIF showed that increased energy was correlated with a larger amplitude of mania severity, which was not
observed only in rare extreme cases with a very low or extremely
high intensity.
Finally, we divided the six items of the “mania” factor into two
groups: one more related to energy (increased energy, increased
activity, and less need for sleep) and another more related to mood
(euphoria, increased self-esteem, and anger). Based on the study of
the information of the item, we found that the group related to
energy was more correlated with a larger amplitude of mania
severity.
Importantly, we found that increased energy was more important than mood changes in mania, although the sample in this
study was characterized by a bias toward mood changes because
of the fact that we used the DSM-IV criteria (APA, 1994) to
diagnose manic episodes, which requires the occurrence of
euphoria or irritability but not increased energy or activity. Thus,
all of the patients, without exception, presented changes in mood,
but not all of them necessarily presented increased energy or
activity.
Consistent with our results, several other studies that used
factorial analysis concluded that increased energy or activity and
not mood changes represent the core feature of the manic syndrome.
Bauer et al. (1991) performed a factorial analysis of self-applied
visual analog scale data that evaluated manic and depressive
symptoms. The Young Mania Rating Scale (YMRS; Young et al.
1978), an objective evaluation tool, was also used. The sample was
composed of patients with bipolar disorder and unipolar depression and normal controls. The total scores on the YMRS were more
correlated with the “activation” factor than with the other factors
that were found, which represented basically mood changes,
including the “well-being/depression” index and “perceived conﬂict” (irritability) index.
Akiskal et al. (2001) also performed a factorial analysis of visual
analog scale data, but the sample was composed of only hospitalized patients (a total of 104 patients) in a manic state. Similar to
Bauer et al. (1991), the authors found that the “activation” factor
best correlated with an objective evaluation of manic symptoms
with the use of the Beigel–Murphy Manic State Rating Scale
(MSRS; Beigel et al., 1971). Using the same sample, Akiskal et al.
(2003) also performed a factorial analysis of the MSRS data.
Among the seven factors that were found, the “disinhibition–
instability” factor was the one most correlated with the total
scores on the scale of manic symptoms. According to these
authors, this factor clinically represented a state of activation.
In the study by Benazzi and Akiskal (2003), type II bipolar
patients and depressed unipolar patients completed the Mood
Disorder Questionnaire (Hirschfeld et al., 2000) to retrospectively
score the occurrence of previous hypomanic episodes after the
remission of a depressive episode. The factorial analysis revealed
only two factors: “energized-activity” and “irritability-racing
thoughts.” Euphoria did not load onto any of the factors, leading
to the conclusion that euphoria is not a sensitive symptom or
pathognomonic for the diagnosis of hypomania.
With a sample similar to the previous study, Benazzi (2007)
requested that patients recall the most frequent hypomanic
symptoms that they experienced in previous episodes. Hyperactivity was the most common alteration reported by the patients
with type II bipolar disorder and the one that was the most
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strongly associated with this diagnosis. Three factors were found:
“elevated mood,” “mental activation,” and “behavioral activation.”
No relationship was found between hyperactivity and changes in
mood (i.e., euphoria or irritability).
The present study presented a new technique for studies that
seek to clarify the role of mood and activation symptoms in the
manic syndrome. Item Response Theory represents a set of
statistical techniques that was created in the mid-1950s but was
only fully developed in the last two decades since the advent of
computers with more robust processors (Embretson and Reise,
2000). Other studies of depressive disorders have beneﬁted from
these techniques (Olino et al., 2012; Wakschlag et al., 2012), but
very few IRT studies have applied this analytical method to manic
episodes.
At least two studies objectively reported an increase in motor
activity in the manic syndrome. Minassian et al. (2010) placed
patients with mania, patients with schizophrenia, and normal
controls in an unfamiliar room that had unusual objects. Motor
activity was monitored by a device that detected ambulation and
found to be higher in patients with mania compared with the
patients in the other two groups. Perry et al. (2010) used a similar
sample and utilized the same type of environment as Minassian
et al. (2010). They reported that patients with mania and schizophrenia walked more than normal controls.
Some authors contest the traditional hierarchical position of
mood changes as the most important for the diagnosis of a manic
episode. Others challenge whether mania must present euphoria
or irritability, as indicated by the DSM-IV diagnostic criteria (APA,
1994) and which are not different in the DSM-V (APA, 2013).
In this context, Henry et al. (2003) asserted that more important than the tone of mood (e.g., euphoric, irritated, or depressed)
in the characterization of mania is the increase in the intensity of
emotions, which they called emotional hyperreactivity. They
interviewed 30 hospitalized patients at the end of a manic
episode. According to retrospective self-report, they found that
all of the patients had displayed emotional hyperreactivity. In
another study, Henry et al. (2007) evaluated 139 hospitalized
patients with bipolar disorder and found that higher levels of
emotional hyperreactivity correlated more with the occurrence of
manic episodes (i.e., pure or mixed) than with depressive episodes.
Additionally, the symptom “sadness” was equally common among
patients who presented manic, mixed, or depressive episodes.
Indeed, mood changes other than euphoria or irritability are
frequently found in manic episodes. For example, Goodwin and
Jamison (2007) reviewed 16 studies and reported that a weighted
average of 46% of the patients presented sadness during an
episode of mania. In another review of studies of the symptomatology of mania, Cassidy (2010) concluded that anxiety represents
a manifestation especially common in mixed mania.
A case report of a mixed-state illustrated the possibility that
mania can occur without euphoria or irritability (Cheniaux, 2011).
The patient presented several depressive symptoms associated
with anxiety and motor agitation. Initially medicated with an
antidepressant, the patient did not experience improvement of
depressive symptoms or anxiety. Later, the patient reported her
symptoms in detail, and psychomotor agitation was clearly associated with a sensation of increased energy and accelerated
thinking. Thus, a state designated by Kraepelin (1921) as anxious
or depressive mania was identiﬁed in the patient. This state is
characterized by excessive activity with ﬂight of ideas and anxiety
(or depression). When the patient's antidepressant medication
was substituted with lithium, the clinical state became a pure
depression (i.e. without manic symptoms), which remitted when
an antidepressant and atypical antipsychotic were administered
concomitantly with lithium. In summary, in this state of atypical
or mixed mania, an increase in energy and motor activity was

observed, but the preponderant mood change was anxiety and not
euphoria or irritability.
Akiskal et al. (2001) proposed new criteria for the diagnosis of
mania, which consist of four items. Item A includes psychomotor
activation. Item B includes mood changes represented by at least
one of four possibilities: elation, depression, anxiety, and irritability. This diagnostic proposal appears to be more adequate than
the DSM-V criteria because it considers increased activity to be the
core symptom of mania, which is hierarchically above mood
changes and permits the occurrence of mania in the absence of
euphoria and irritability.

5. Limitations
Only six manic symptoms were considered in the present
study. The use of other scales that evaluate mania, including more
items and items that are different from the ones included in the
SADS-C, could lead to different results. Additionally, the sample
might not be representative because the patients were evaluated
while presenting a peak of symptom severity. Therefore, the
present results may not be valid for patients with hypomania.
Finally, although the IRT analysis is not affected by the effect of the
sample, its use presupposes factorial independence. Thus, to
understand the dimensional associations of the SADS-C, structural
equation models would be ideal.

6. Conclusion
The present results support the hypothesis that increased
energy or activity is more important for the diagnosis of mania
then mood changes and represents the core feature of the
syndrome. Therefore, although the changes in the diagnostic
criteria for a manic episode in the DSM-V have represented
advances over previous classiﬁcation versions, these changes
could be more extensive.
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