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Editor’s Choice

Revising Diagnostic and Statistical 
Manual of Mental Disorders, Fifth Edition, 
criteria for the bipolar disorders:  
Phase I of the AREDOC project

Gordon Parker1, Gabriela Tavella1, Glenda Macqueen2,  
Michael Berk3,4, Heinz Grunze5,6, Thilo Deckersbach7,  
David L Dunner8,9, Martha Sajatovic10, Jay D Amsterdam11, 
Terence A Ketter12, Lakshmi N Yatham13, Lars Vedel Kessing14, 
Darryl Bassett15, Mark Zimmerman16, Kostas N Fountoulakis17, 
Anne Duffy18, Martin Alda19, Cynthia Calkin20, Verinder Sharma21, 
Amit Anand22, Manpreet K Singh12, Tomas Hajek19, Philip Boyce23, 
Benicio N Frey24, David J Castle25, Allan H Young26, Eduard Vieta27, 
Janusz K Rybakowski28, Holly A Swartz29, Ayal Schaffer30,  
Greg Murray31, Adam Bayes1, Raymond W Lam13, Emre Bora32,33, 
Robert M Post34,35, Michael J Ostacher36,37, Beny Lafer38,  
Anthony J Cleare39, Katherine E Burdick40, Claire O’Donovan19, 
Abigail Ortiz30, Chantal Henry41, Shigenobu Kanba42,  
Joshua D Rosenblat30, Sagar V Parikh43, David J Bond44,  
Michael F Grunebaum45, Sophia Frangou46, Joseph F Goldberg46, 
Margo Orum47, David N Osser48, Mark A Frye49, Roger S 
McIntyre50, Andrea Fagiolini51, Vijaya Manicavasagar52,53, Gabrielle 
A Carlson54 and Gin S Malhi55,56,57

Abstract

Objective: To derive new criteria sets for defining manic and hypomanic episodes (and thus for defining the bipolar I 
and II disorders), an international Task Force was assembled and termed AREDOC reflecting its role of Assessment, 
Revision and Evaluation of DSM and other Operational Criteria. This paper reports on the first phase of its deliberations 
and interim criteria recommendations.

Method: The first stage of the process consisted of reviewing Diagnostic and Statistical Manual of Mental Disorders, Fifth 
Edition, and recent International Classification of Diseases criteria, identifying their limitations and generating modified 
criteria sets for further in-depth consideration. Task Force members responded to recommendations for modifying 
criteria and from these the most problematic issues were identified.

Results: Principal issues focussed on by Task Force members were how best to differentiate mania and hypomania, how to 
judge ‘impairment’ (both in and of itself and allowing that functioning may sometimes improve during hypomanic episodes) and 
concern that rejecting some criteria (e.g. an imposed duration period) might risk false-positive diagnoses of the bipolar disorders.

Conclusion: This first-stage report summarises the clinical opinions of international experts in the diagnosis and man-
agement of the bipolar disorders, allowing readers to contemplate diagnostic parameters that may influence their clinical 
decisions. The findings meaningfully inform subsequent Task Force stages (involving a further commentary stage followed 
by an empirical study) that are expected to generate improved symptom criteria for diagnosing the bipolar I and II dis-
orders with greater precision and to clarify whether they differ dimensionally or categorically.
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Introduction

The status and definition of the bipolar disorders and of mixed 
states have been issues extensively considered in this journal 
in recent years (Berk et al., 2005; Fletcher et al., 2018; Ghaemi 
and Dalley, 2014; Kuiper et al., 2012; Malhi and Berk, 2014; 
Malhi et al., 2016a, 2016b, 2018), with the valid differentia-
tion of the bipolar subtypes being of particular concern. Such 
detailed considerations reflect to some degree issues with the 
Diagnostic and Statistical Manual of Mental Disorders (5th 
ed.; DSM-5) and recent International Classification of 
Diseases (ICD) classifications of the bipolar disorders, with 
both inviting challenges concerning the extent to which they 
validly distinguish mania and hypomania, and thus the bipo-
lar I (BP I) and bipolar II (BP II) disorders.

As a consequence of such concerns, the AREDOC 
(Assessment, Revision and Evaluation of DSM and other 
Operational Criteria) Task Force of international experts on 
the bipolar disorders was formed to review and iteratively 
develop a set of revised criteria and, after testing them 
empirically, finalise their structure. If valid, the revised cri-
teria should facilitate research into whether the bipolar dis-
orders differ dimensionally (i.e. simply by severity) or 
categorically, and whether they show differential responses 
to specific medications.

We first overview DSM-5 decision rules and their limi-
tations. A DSM-5 diagnosis of a BP I disorder requires the 
individual to meet criteria for a current or past manic epi-
sode (which may oscillate with hypomanic or major depres-
sive episodes), while a diagnosis of BP II disorder requires 
meeting criteria for a current or past hypomanic (but never 
manic) episode and a current or past major depressive epi-
sode. The diagnostic criteria for both disorders therefore 
weight lifetime features. As the distinction between mania 
and hypomania effectively defines the distinction between 
BP I and BP II disorders, we first focus here on how manic 
and hypomanic episodes are defined and differentiated in 
DSM-5.

DSM-5 Criteria A and B are very similar for manic and 
hypomanic episodes. Criterion A (a global descriptor) for 
manic and hypomanic episodes is virtually identical except 
for a difference in duration (i.e. at least four consecutive 
days for hypomania and 1 week for mania) but allows any 
duration for mania (i.e. briefer than 1 week) if the individ-
ual is hospitalised, and with an addition of ‘goal-directed’ 
preceding reference to activity and energy for manic (but 
not hypomanic) episodes. Specifically, this criterion 
requires ‘a distinct period of abnormally and persistent 
elevated, expansive, or irritable mood and abnormally and 
persistently increased (goal-directed) activity or energy’, 
and lasting respectively at least four consecutive days as 
against 1 week for hypomania and mania (or any duration 
for mania if the patient is hospitalised) … ‘and present most 
of the day nearly every day’. Thus, Criterion A differences 
between manic and hypomanic episodes are slight, while 

Criterion B lists an identical set of symptoms for mania and 
for hypomania and imposes the same cut-off in symptom 
numbers, thus effecting no differentiation at all.

Differentiation between manic and hypomanic episodes 
predominantly arises from the criteria addressing occupa-
tional functioning and hospitalisation. Criterion C for 
mania states that impairment in social or occupational func-
tioning must be ‘marked’, while Criterion E for hypomania 
states that it is ‘not severe enough’ to ‘cause marked impair-
ment’. Criterion D for a hypomanic episode requires the 
individual’s unequivocal change in functioning to be 
observable by others, while there is no equivalent observa-
tional criterion for a manic episode. An episode is assigned 
as manic (and therefore bipolar I status is accorded) if the 
individual is hospitalised or if there are psychotic features 
present. While the latter appears categorical (and thus 
implying that such features are sufficient but not necessary 
to the definition of mania), it is contradicted by two later 
specifiers (p. 135) for BP II disorder, which allow individu-
als to have either mood-congruent or mood-incongruent 
psychotic features in relation to hypomanic as well as 
depressive episodes. Thus, there are only two absolute 
points of differentiation between DSM-5-defined manic 
and hypomanic episodes: if the patient is hospitalised, and/
or if there is marked social or occupational impairment, 
then the mood episode is designated as manic in type.

Since the early descriptions of manic-depressive illness, 
its conceptualisation as a psychotic disorder has persisted 
with few challenges. For hypomania, its history is briefer 
and its status less clear. Mendel (1881) was one of the first 
to define the concept as expressed by elevated mood, pres-
sured speech and increased motor activity, and with all such 
features consistent with mania but to a lesser degree – with 
this description essentially positioning mania and hypoma-
nia dimensionally and according to the level of severity of 
mood elevations. Early in the 20th century, cyclothymia 
and hypomania were categorised as ‘milder forms of the 
manic-depressive psychosis’ (Buzzard et al., 1930), but the 
concept of hypomania as a ‘milder’ form of bipolar disor-
der effectively disappeared from the literature until Dunner 
et al. (1976, 2017) described a (BP II disorder) group, the 
members of which were ‘in between’ BP I patients and uni-
polar major depressive disorder patients. Diagnostic and 
Statistical Manual of Mental Disorders (3rd ed.; DSM-III) 
subsequently formally introduced the concept of BP II dis-
order for the first time (albeit titled ‘Atypical Bipolar 
Disorder’) and briefly described as ‘an episode of illness 
with some manic features (hypomanic episode) but not of 
sufficient severity and duration to meet the criteria for a 
manic episode’. While defining hypomanic episodes (but 
not a BP II condition), Diagnostic and Statistical Manual of 
Mental Disorders (3rd ed.; rev.; DSM-III-R) simply stated 
that its features were similar to those of a manic episode 
except that delusions were never present during highs and 
that other symptoms tended to be less severe than for mania.
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While multiple authors have continued to position hypo-
mania as a ‘milder’ form of mania, some have argued for the 
respective presence or absence of psychotic features as 
defining and differentiating BP I and BP II disorder elevated 
mood states. In one empirical study (Parker et al., 2016) of 
1081 patients clinically diagnosed with a bipolar disorder, a 
mixture analysis of core symptoms across two sub-popula-
tions showed a bimodal distribution (indicative of two sepa-
rate ‘types’) and with psychotic features overrepresented in 
those in the group scoring highest in symptom severity. The 
suggested centrality of psychotic features to mania and their 
absence in hypomanic states is consistent with several pre-
vious studies (e.g. Vieta et  al., 1997). Thus, automatic 
assignment of bipolar disorder patients experiencing psy-
chotic features with an elevated mood to receive a DSM-5 
diagnosis of mania is likely to be valid (although, as noted, 
this decision is confounded by DSM-5 specifiers allowing 
psychotic features to be present in hypomania).

The ‘absolute’ DSM-5 criterion whereby hospitalisation 
generates automatic assignment to manic status invites crit-
icism on the grounds of reality and logic. Specifically, 
while hospitalisation may be a marker of severity, there are 
many regions in the world lacking psychiatric hospitals, 
while thresholds for hospital admission vary across treat-
ment settings based on issues of access, availability and 
other resources. In terms of logic, we are unaware of any 
other psychiatric (or medical) condition that includes hos-
pital admission as a diagnostic criterion. It also fails to cap-
ture the reality that some bipolar patients with hypomanic 
episodes may still require admission to protect their reputa-
tion, prevent risk-taking behaviour or manage their hypo-
manic state. For instance, in an Australian study (Parker 
and Graham, 2017) examining admissions to psychiatric 
hospitals from 2000 until 2014 (inclusive), there were 2882 
admissions for those with ICD-10-diagnosed mania and 
5373 for those with ICD-10-diagnosed hypomania. It there-
fore appears that hospitalisation is not restricted to those 
experiencing manic (as opposed to hypomanic) episodes 
unless hospitalisation becomes the defining criterion. Thus, 
if mania is to be distinguished from hypomania by severity 
as a criterion (which would seem logical), then it would be 
preferable to avoid using hospitalisation as a proxy for 
severity and instead define levels of severity for the two 
conditions more directly.

The other absolute DSM-5 criterion for assignment of 
mania as against hypomanic status (i.e. functional impair-
ment) also invites criticism. As noted earlier, the definitions 
require ‘marked impairment’ for mania, while for hypoma-
nia the episode is ‘not severe enough to cause marked 
impairment’. Such differentiation presents two issues: 
First, how can the level of impairment in social and occupa-
tional functioning be validly judged when it relies on sub-
jective judgement by the patient and/or assessing clinician 
in the absence of clearly established thresholds? Second, 
this criterion fails to recognise that some individuals 

actually report (and demonstrate) improved social and 
occupational functioning and an increase in creativity when 
hypomanic. Thus, if an individual experiencing a hypo/
manic episode has not been hospitalised, the only differen-
tiating criterion to assign manic versus hypomanic (and 
thus BP I or BP II disorder) status is the degree of impair-
ment, and with assessment of that criterion being limited by 
its intrinsic subjectivity and its variable presence.

Turning to duration criteria, DSM-III imposed a mini-
mum duration of 1 week for a manic episode. However, 
lacking any formal BP II disorder, the manual effectively 
assigned an ‘atypical bipolar disorder’ diagnosis to those 
who experienced a hypomanic episode which was not of 
‘sufficient severity and duration to meet the criteria for a 
manic episode’ (p. 223), and thus did not impose any mini-
mum duration for hypomanic episodes. DSM-III-R did not 
include a duration criterion for mania but stated in the gen-
eral text (p. 216) that episodes ‘usually last from a few days 
to months’. Thus, while DSM-III-R allowed brief durations 
for manic episodes, it did not position duration as integral 
to the definition of hypomania. Diagnostic and Statistical 
Manual of Mental Disorders (4th ed.; DSM-IV) imposed 
the minimum duration periods for mania and hypomania 
(i.e. 7 and 4 days, respectively, unless those with mania are 
hospitalised) preserved in DSM-5. Such minimum periods 
have been challenged in relation to their validity. In a 
Zurich community study of those identified with BP II dis-
order, Angst (1998) compared subjects meeting Diagnostic 
and Statistical Manual of Mental Disorders (DSM) hypo-
mania duration of four or more days with those having epi-
sodes lasting 1–3 days and found similar symptom profiles 
across 15 hypo/manic items. Several subsequent studies 
(e.g. Bauer et al., 2011; Benazzi and Akiskal, 2006; Judd 
et  al., 2003; Parker et  al., 2014; Tully and Parker, 2007) 
demonstrated that hypomanic states (in those diagnosed 
with BP II disorder) lasting less than 4 days did not differ 
phenotypically from those lasting four or more days. In 
another study of 49 clinically diagnosed BP I patients and 
52 BP II patients (Parker et al., 2006), it was established 
that, in relation to their longest ever hypo/manic episode, 
45.8% of the BP I patients had never had an episode lasting 
as long as a week and 43.7% of the BP II patients had never 
had an episode lasting longer than 2 days. Such studies are 
often discounted on the basis that, as subjects did not meet 
DSM duration criteria, their alternate defining criteria 
might also be invalid. However, their data (generally 
respecting DSM criteria other than duration) do suggest 
that current DSM duration criteria are problematic because, 
if an individual experiences a stereotypic hypo/manic epi-
sode that lasts less than the DSM-5-mandated duration (and 
which would appear to occur commonly), they cannot be 
diagnosed with either a BP I or a BP II condition and may 
hence be inappropriately diagnosed and treated.

Unlike in the current DSM, ICD-10’s criterion A did dif-
fer in defining hypomania and mania dimensionally – with 
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mania having a higher level of severity, but also with manic 
episodes sub-classified as with or without psychotic fea-
tures. Thus, psychotic features did assign a manic diagnosis, 
while the absence of psychotic features was a criterion for 
hypomania but also allowed for mania. Hypomania was 
defined as ‘a lesser degree of mania’ and lasting ‘at least 
several days’, while episodes of mania ‘should last for at 
least 1 week’. ICD-10’s symptom sets did differ slightly for 
hypomania and for mania with or without psychosis, while 
hospitalisation did not automatically assign manic status 
and there was no impairment criterion. ‘Bipolar affective 
disorder’ was subtyped on the basis of the current episode 
being hypomanic, manic without psychotic features, manic 
with psychotic features, mild or moderate depression, severe 
depression without psychotic features, severe depression 
with psychotic features or ‘mixed’. Then, among the cate-
gory of ‘other bipolar affective disorders’, BP II disorder 
was listed (without any description or criteria) and without 
any preceding reference to any BP I disorder.

ICD-11 criteria allow several expressions of BP I disorder 
(e.g. current episode manic with or without psychotic features 
or evidencing hypomanic features) and allow that it may be 
diagnosed after a single manic or mixed episode but usually 
oscillates with depressive episodes. A manic episode is dif-
ferentiated from a hypomanic episode by a longer duration of 
seven versus ‘several’ days, with psychotic features allowable 
in manic but not hypomanic states, and with the former 
described as an ‘extreme mood state’ and the latter as a ‘per-
sistent mood state’, which are seemingly unaligned parame-
ters. Each condition is described by sets of representative 
features with the manic ones being more severe than the 
‘mild’ elevations of mood or increased irritability and activity 
integral to hypomanic states. ICD-11 defines BP II disorder as 
requiring one or more hypomanic episode – involving a num-
ber of symptoms lasting for at least ‘several days’, and not 
being severe enough ‘to cause marked impairment’ or to 
necessitate hospitalisation – and at least one depressive epi-
sode. The manual also lists a number of patterns and features 
associated with depressive episodes for both the BP I and BP 
II disorders (e.g. psychotic symptoms or not, being of mild 
versus severe versus unspecified severity, as well as mixed 
states with or without psychotic symptoms).

The ICD-11 system is in contrast with DSM-5 in build-
ing depressive features into the primary definition of the 
bipolar disorders, providing sets of representative symp-
toms rather than criteria sets and imposing no cut-offs in 
symptom numbers. Its most distinctive change from ICD-
10 is the provision of a more detailed definition of BP II 
disorder as a separate condition and in providing criteria 
for its diagnosis. Some of its decision rules (e.g. minimum 
duration criteria and use of ‘marked impairment’ as a 
point of diagnostic distinction) have been critiqued in 
relation to the earlier overview of DSM-5.

We therefore judge that there are limitations to the cur-
rent DSM and ICD criteria for differentiating mania from 

hypomania (and therefore BP I disorder from BP II disor-
der). Such concerns led to establishing the AREDOC Task 
Force with the objective of deriving a new set of criteria for 
better distinguishing manic and hypomanic episodes (and 
thus the BP I and BP II disorders) – whether dimensionally 
or categorically – that would address the issues overviewed 
here. This paper reports on the first stage of the revisional 
task, which sought to build on the DSM-5 template.

Method

An invitation and questionnaire were sent to an interna-
tional group of mental health professionals recognised as 
having clinical and/or research expertise in the bipolar dis-
orders. The questionnaire (which sought to weight the 
DSM-5 template) included current DSM criteria for mania 
and hypomania followed by amendments to those criteria 
as proposed by the first author (G.P.). The respondents were 
asked if they agreed with the proposed amendments and to 
offer any other modifications based on their clinical experi-
ence and research expertise. Amendments were generated 
in response to the questionnaire and in comments provided 
by members in preparing this paper.

Results

Of the 123 professionals invited, 71 (57.7%) accepted and 
63 (51.2%) responded to the first questionnaire, thus mak-
ing up a Task Force of 64 individuals from 14 countries 
spanning five continents.

The DSM-5 Criterion A was modified with the proposed 
questionnaire definition for both hypomanic and manic 
comprising:

A distinct period of abnormal and persistently elevated, 
expansive, or irritable mood, with the individual feeling 
energised and ‘wired’, and which is perceived as an ‘overshoot’ 
and not simply a state of happiness, and generally oscillating 
with periods of depression.

The new definition builds on the DSM-5 criterion, cap-
tures the bipolar nature of the underlying condition (i.e. 
hypo/manic episodes oscillate with depressive periods), 
allows that individuals may have hypo/manic episodes 
before any depressive ones, seeks to address concerns 
about false-positive diagnoses of bipolar disorder but 
imposes no duration criterion (with this issue considered 
later).

In response, 16 Task Force members were in total agree-
ment with the proposed definition and 19 were against 
including any reference to such states oscillating with peri-
ods of depression, with most suggesting that reference to 
depression would be better included in a general back-
ground description of the bipolar disorders and their longi-
tudinal course. The reference to depression was therefore 
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removed. Eight were against any reference to ‘happiness’, 
and this judgement was respected as superior wordings 
were offered by several members. Eight were against the 
‘wired’ descriptor (either judging it as being too colloquial, 
not relevant across differing cultures or as redundant in 
light of the ‘energised’ descriptor). As seven were in favour 
of ‘wired’, with one noting that it went to the ‘heart’ of a 
hypo/manic state and one that it was important in capturing 
the sufferer’s own subjective experience rather than the 
judgement of a clinician rater, it was retained for later 
empirical testing.

A few respondents offered comments about the ‘irrita-
ble’ descriptor. Three favoured its rejection, judging that it 
is not associated with hypo/mania, while three argued for 
its retention in light of some bipolar patients only having 
irritable moods and never being elated. As a number of 
studies (see Graham et  al., 2015) have demonstrated an 
‘irritable’ or ‘irritable-racing thoughts’ factor as well as a 
contrasting ‘euphoric’ and ‘dysphoric’ hypo/manic pheno-
type, ‘irritable’ was retained but enriched with the sug-
gested descriptor ‘quick-tempered’ being added. Seven 
were against ‘overshoot’, viewing it as either colloquial or 
redundant. One favoured an ‘overshoot’ synonym such as 
‘unambiguous departure from one’s normal or usual state’. 
It was removed to respect the majority vote. Only two voted 
against use of the word ‘abnormal’ on the basis of its pejo-
rative tone, with one of those favouring ‘unusual’ as an 
alternative. In other sections of the questionnaire, several 
members emphasised hypo/manic states as being ‘abnor-
mal’, in the sense that both are (by definition) psychopatho-
logical and also distinct from ‘normal happiness-like’ 
states. Thus, ‘abnormal’ was retained. Several were against 
‘perceived’, noting that the individual may not have insight, 
and thus this word was removed. In relation to whether 
‘impairment’ should be retained or deleted, more argued for 
reframing this component as a ‘functioning’ construct. So 
‘change in functioning’ was substituted.

Thus, the new Criterion A for hypo/mania for later eval-
uation was:

A distinct period of either an abnormally elevated and 
expansive mood, or an irritable and quick-tempered mood, 
characterised by increased activity and cognition such that the 
individual feels unusually energised, ‘hyper’ or ‘wired’. Such 
changes are perceived at the time or on later reflection as 
excessive and an unambiguous change in functioning from the 
individual’s usual state.

DSM-5 Criterion B lists seven symptoms although several 
might be better viewed as broad constructs (e.g. increase in 
goal-directed activity). Task Force members were given a 
set of narrow symptoms and broad symptom constructs 
(including all DSM-5 criteria) for editorial revision as listed 
in Table 1. Two expressed concerns about non-specificity 
of some items, one argued for the need to have items that 
did not detect personality disorders, one recommended 

breaking down the at-risk activities into separate items, 
while several expressed the opposite concern of items hav-
ing multiple and possibly overlapping constructs rather 
than a single one and the risk of moving into minutiae terri-
tory, and therefore some argued for a ‘lean and mean’ list. 
Some were concerned about the inclusion of delusions and 
hallucinations.

Members were also invited to contribute items that they 
had observed as capturing nuances of hypo/manic states, 
whether phenotypically ‘happy’ or ‘snappy’. Based on such 
feedback the original set of 27 items was reworked to 
remove overlapping items as well as accommodate edito-
rial suggestions, and so generated the new list of 92 items 
(listed in Table 1). The concern about having too many 
items will be addressed at the empirical stage when we will 
have bipolar (and unipolar) subjects complete a self-report 
list of all candidate items. This will allow frequency esti-
mates for all items to be calculated and their differential 
profile across BP I disorder, BP II disorder and unipolar 
states quantified, and those deleted if demonstrating low 
prevalence or differentiation rates – although we acknowl-
edge that ‘snappy’ bipolar states will generate low preva-
lence estimates in the whole sample (reflecting the lower 
prevalence of the irritable phenotype). Highly correlated 
items will be consolidated into ‘construct’ items, and opti-
mal cut-off numbers needed for defining hypomania and 
mania derived. Thus, rather than the current DSM-5 model 
of having the same symptom criterion sets and same cut-off 
criteria for hypomania and mania, we anticipate analyses 
generating a set of shared obligatory symptoms for both 
hypomania and mania as well as facultative ones that differ 
(categorically or dimensionally) across the bipolar sub-
types, while the cut-off criteria numbers for hypomania and 
mania are likely to differ.

DSM-5’s Criterion C for hypomania alone (‘The episode 
is associated with an unequivocal change in functioning 
that is uncharacteristic of the individual when not sympto-
matic’) was modified to include an observational compo-
nent which incorporated DSM-5’s Criterion D for hypomania 
(that the mood disturbance and change in functioning were 
‘observable by others’) but with the criterion for both hypo-
mania and mania allowing that such changes might only be 
observed by the individual and not necessarily by others. In 
response, 29 members supported this definition. Two noted 
that some individuals actually function better in such states 
(an issue addressed earlier and in more detail shortly), and 
16 expressed concern about the risk of allowing subjectively 
experienced states alone to be accorded hypo/manic status 
and that true hypo/manic states should be observable by oth-
ers. However, as a number of hypomanic individuals pro-
viding clear-cut symptoms have close relatives who fail to 
observe and confirm symptoms of hypomania, requiring 
such states to be observable by others would limit the diag-
nosis to only those individuals who have witnesses who 
actually observe such episodes. Thus, the allowance of 
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Table 1.  Symptoms and symptom constructs proposed to the Task Force and the resulting symptom set provided by Task Force 
members in response to the questionnaire.

Proposed symptoms Modified symptoms generated following Task Force member review

1. �Increased self-esteem or grandiosity, 
feeling carefree.

2. �Is irritable and angry in a disinhibited 
snappy manner.

3. �Decreased or no need for sleep.
4. �Not feeling tired despite sleep 

reduction.
5. �Flight of ideas with racing thoughts.
6. �Distractibility (moving from one 

task to another rapidly and without 
maintaining a focus for any extended 
period).

7. �Increased goal-directed activity, 
being overinvolved in new plans and 
projects.

8. �Engaging in at-risk activities (e.g. 
going into financial debt, sexual 
indiscretions, driving faster).

9. �Talking more and often over people.
10. Louder in conversation.
11. �More creative and confident about 

being successful in current or future 
occupation.

12. �Spending more money or would do 
so if money was available.

13. Dresses more colourfully.
14. �Sees things in a ‘new light’ or with 

‘crystal clarity’.
15. �Observes lots of coincidences 

occurring.
16. Is aware of heightened emotions.
17. �Finds nature (e.g. a beach, a park) 

more beautiful and feels ‘one with 
the world’.

18. �Believes that they can achieve great 
things.

19. Feels ‘bulletproof’ and invulnerable.
20. �Polyphases activities, moving from 

one to another more quickly than 
usual.

21. �Feels more impatient with people 
(often because others are too slow).

22. �Observes that day-to-day anxieties 
disappear or are distinctly 
attenuated.

23. Sings more.
24. �Aware of heightened senses (e.g. 

smells, tastes, hearing being more 
acute and sharpened).

25. Difficulty in sitting still.
26. Experiences delusions.
27. Experiences hallucinations.

1. Increased self-esteem or grandiosity.
2. Increased sense of feeling carefree.
3. �Is irritable and angry in a disinhibited 

snappy manner.
4. Distinct decrease in hours of sleep.
5. �Not feeling tired despite sleep 

reduction.
6. Experience racing thoughts.
7. �Distractibility (moving rapidly from 

one task to another).
8. Unable to maintain a focus.
9. �Increased goal-directed activity, 

being overinvolved in new plans and 
projects.

10. �Engaging in at-risk activities (e.g. 
going into financial debt, sexual 
indiscretions, driving faster) that are 
uncharacteristic.

11. Talk more.
12. Talk more quickly.
13. �Talk over people and difficult to 

interrupt.
14. Louder in conversation.
15. �Excessively creative and confident 

about being successful in current or 
future occupation or role.

16. �Spend more money or would have 
difficulty in restraining spending if 
money was available.

17. �Spending beyond affordability 
capacity.

18. �More colourful in dress, makeup and 
accessories.

19. �See things in a ‘new light’ or with 
‘crystal clarity’.

20. �Observe lots of coincidences 
occurring.

21. �Is aware of heightened emotions and 
senses.

22. �Find nature (e.g. a beach, a park) 
more beautiful.

23. �Feel ‘one with the world’.
24. �Feel predestined and that great 

things can be achieved.
25. �Feel ‘bulletproof’ and invulnerable.
26. �Multitask more, moving from 

one task to another more quickly 
than usual, although not always 
completing such tasks.

27. �Feel more impatient or irritable with 
people (often because others are 
too slow).

28. �Observe that day-to-day anxieties 
disappear or are less evident than 
usual.

42. �Become very frustrated with any 
barriers to new goals.

43. �Thoughts move like a ping-pong ball.
44. �As interests shift from one thing to 

another, difficulty in finishing anything.
45. �More puns and play on words in 

speech.
46. Flirtatious.
47. �Blurt things out without usual 

filter in operation, often making 
inappropriate comments or jokes.

48. Disregard for authority.
49. �Not feeling bound by everyday social 

etiquette.
50. �Interested in everything and 

everybody.
51. �Unable to say ‘no’ to opportunities.
52. �Irritated by daily routines being 

disrupted.
53. �Tend to feel that people are 

directing comments at the individual.
54. �Extremely impatient.
55. �Judge that people cannot keep up 

with the individual.
56. Hearing their name being called.
57. �Finding emotions shifting rapidly 

from happiness to sadness.
58. �Tending to ignore rules.
59. Aware of greater mental clarity.
60. Libido increased.
61. Sexually provocative.
62. �Seeing connections in things that 

others miss.
63. Tending to act before thinking.
64. �Judge their talents and powers as 

amazing.
65. �Multiple trains of thought at any one 

time.
66. More fluent with words.
67. Experience mystical events.
68. �Give away money or property, or 

leave big tips.
69. Feel wired.
70. Become the life of the party.
71. Drawn to bright colours.
72. �Have difficulty in seeing others’ point 

of view.
73. �Become uncharacteristically angry with 

others including people with whom 
the individual is usually pleasant.

74. Not tending to trust others.
75. �Feel disinhibited.
76. �Increased pleasure-seeking 

behaviours.
77. Impaired judgement.
78. More impulsive.

(continued)



1180	 ANZJP Articles

Australian & New Zealand Journal of Psychiatry, 52(12)

Proposed symptoms Modified symptoms generated following Task Force member review

29. �Aware of heightened senses (e.g. 
smells, tastes, hearing being more 
acute and sharpened).

30. �Difficulty in sitting still and feeling a 
need to be on the move.

31. �Experience delusions.
32. Experience hallucinations.
33. More easily frustrated than usual.
34. �Easily triggered annoyance, 

argumentativeness or anger.
35. �Small arguments rapidly escalate.
36. Feel ‘I am right’ about most things.
37. Any natural shyness disappears.
38. �Jump from one topic to another in 

conversation.
39. �When really angry will say things 

that would generally never be said 
to anyone.

40. �People say they cannot keep up with 
their ideas or what they say.

41. �Feel much more important as a 
person.

79. �Mood can change from laughing to 
crying quite readily.

80. �Activities that are normally tiring 
are not experienced as tiring or 
fatiguing.

81. �Can be quite overbearing.
82. �Inappropriate social contact such 

as approaching strangers or being 
unduly overfamiliar with others.

83. �All emotions heightened.
84. �Become extremely and unnecessarily 

sarcastic.
85. �Emotional responses are 

disproportionately intense to things.
86. �Less inhibited.
87. �Do not appreciate the responses 

that their behaviours elicit from 
others.

88. �Lack of awareness of social cues.
89. �Would like everyone to leave things 

to them to be handled.
90. �Feel more religious.
91. �Become irritated when activities and 

plans are opposed or thwarted.
92. �Judge increased risky behaviours as 

without consequences.

AN

Table 1.  (Continued)

observation of hypo/mania by the individual was retained 
and the new criterion for manic as well as for hypomanic 
states for later consideration became: ‘The episode is asso-
ciated with an unequivocal change in functioning (as judged 
by the individual and/or observers) that is uncharacteristic 
of the individual when not symptomatic’.

As noted, DSM-5’s Criterion C for a manic episode 
includes a ‘marked impairment’ requirement, while DSM-
5’s Criterion E for a hypomanic episode requires that the 
‘episode is not severe enough to cause marked impairment 
in social or occupational functioning’. It was put to Task 
Force members that there should be no impairment require-
ment in light of (a) impairment being hard to judge, (b) the 
presence or absence of ‘marked’ (versus ‘less marked’) 
impairment also being hard to judge and (c) in many hypo-
manic states and occasionally in manic states, social or 
occupational functioning can be enhanced rather than com-
promised. The latter often self-reported observation has 
been supported empirically. For instance, both Jamison 
et al. (1980) and Judd et al. (2005) found that a sub-set of 
patients reported improved functioning while hypomanic, 
and with the second study finding improved social func-
tioning in the BP II disorder but not the BP I disorder sub-
set, a finding with distinct implications.

In response, 34 argued for retaining an impaired func-
tioning criterion (as against 17 for its deletion), principally 

judging that its removal could lead to overdiagnosis. Many 
felt that it was central to defining mania, while for hypoma-
nia several also acknowledged that functioning might be 
unaffected or improved (and thus should be used to so dis-
tinguish the two conditions). The observation that function-
ing might actually be improved caused several to then 
suggest that it was then hard to define such hypomanic 
states as ‘abnormal’. Of those voting for the preservation of 
an impaired functioning criterion, several noted difficulties 
in its operationalising, with suggestions being that it should 
be more detailed than in DSM-5, and probably weighted by 
severity. Thus, the majority vote arguing for its inclusion 
was respected and proposed definitions will be noted after 
considering the issue of ‘hospitalisation’.

It was proposed that Criterion C (hospitalisation auto-
matically assigning elevated individuals to manic status) be 
deleted, principally as no other condition is defined by hos-
pital status, but also respecting earlier data that hospitalisa-
tion does not appear limited to those with manic states. A 
total of 42 members were in favour of such deletion, largely 
on the grounds of it being arbitrary as well as subject to 
local health service practices, insurance and other external 
factors. By contrast, 16 were in favour of maintaining the 
hospitalisation criterion, generally viewing it as a proxy for 
severe impairment or, for some, that it allowed mania to be 
diagnosed. Based on such feedback, the recommendation to 
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the Task Force was to delete it as an absolute criterion (as 
employed in DSM-5) but use it as an exemplar of severe 
impairment.

Returning to impairment, new proposed definitions for 
mania and hypomania were derived. First, for mania:

The mood disturbance is associated with marked impairment 
in functioning, which may be evidenced by the individual not 
being able to work or not being able to interact normally with 
family and friends, and with such a level of impairment that 
containment strategies including hospitalisation are commonly 
required.

Second, for hypomania:

The mood disturbance may be associated with some level of 
impairment at work and in social functioning, and even need 
for containment strategies, but generally does not prevent the 
individual from being able to work or interact normally with 
family and friends. Some patients may even report an 
improvement in functioning in that they are genuinely more 
productive or creative at work.

These definitions position mania as distinctly more impair-
ing than hypomania, while an improvement in functioning 
is conceded as possible for some of those with hypomania 
– as evidenced in the empirical study by Judd et al. (2005) 
– rather than viewing it as an invariably impairing 
condition.

In light of concerns about the DSM-5 duration criteria 
for mania and hypomania being too restrictive (in disallow-
ing a bipolar diagnosis in individuals who meet phenotypic 
criteria but who have only brief episodes), Task Force 
members were asked whether the duration criteria should 
be deleted or preserved and if, in favour of the latter, their 
recommended minimum durations to be imposed were 
sought. This issue generated greater consideration than all 
other diagnostic nuances. Formally, 49 were in favour of 
imposing duration criteria, most commonly on the basis 
that deleting a duration criterion would risk overdiagnosis 
of the bipolar disorders in those with normative mood 
swings or those with personality-based emotional dysregu-
lation and thus lead to the bipolar disorders being inappro-
priately diagnosed. Seven were in favour of their deletion, 
arguing that meeting the phenotypic picture should be suf-
ficient. Comments focussed on the difficulty in deciding 
whether to guard against false-positive or false-negative 
scenarios, while one offered an analogy – that assigning a 
minimum period was akin to ‘assigning a minimum dura-
tion to a hurricane’. For those 36 nominating finite periods, 
minimum duration recommendations ranged from several 
hours to 7 days. The modal recommended minimum dura-
tion was 2 days for both mania and hypomania. Many 
argued that clarification of this criterion should be resolved 
by an empirical study, as will occur.

Discussion

The definitions and differentiation of the bipolar disorders 
remain contentious issues in the field of psychiatry (e.g. 
Fletcher et al., 2018; Malhi and Berk, 2014; Malhi et al., 
2016b, 2018), with these issues being exacerbated by the 
many limitations of the DSM and the ICD criteria for clas-
sifying the bipolar disorders, as detailed in the ‘Introduction’. 
The AREDOC Task Force was formed to obtain points of 
commonality held by those with clinical and research 
expertise in assessing and managing the bipolar disorders 
so that revised criteria could be generated.

The aim of this paper is to expose readers to limitations 
of DSM-5 and recent ICD definitions, to describe potential 
corrective strategies that respect the DSM-5 template and 
to note the degree of consensus by Task Force members in 
relation to the first-stage revision proposal. We detail a set 
of modified criteria which will be considered and revised 
by members at the second stage of the project. Once rela-
tive consensus has been achieved, an empirical study will 
be undertaken to assess the validity of the generated criteria 
involving several hundred putatively diagnosed patients 
with BP I and BP II disorders as well as a group of unipolar 
depressed subjects. Thus, while those with a bipolar disor-
der were not consulted in this first stage, their views and 
ratings will be focussed on at the third stage and shape 
many of the final decisions. In addition to the ‘top-down’ 
analytic approach, a ‘bottom-up’ approach will be employed 
and, with diagnostic subtype being ignored, data from all 
bipolar patients will be analysed (principally by use of a 
mixture analysis) to determine if manic and hypomanic and 
thus BP I and BP II states can be differentiated categori-
cally rather than dimensionally and, if so, the variables that 
generate such differentiation. Analyses are also likely to be 
iterative in varying the dependent and independent varia-
bles to sharpen the diagnostic criteria progressively.

Study patients will complete a structured questionnaire 
when euthymic that will allow testing of all our criteria 
(and their acceptability and judged validity by the patients). 
Defining constructs (and contributing items) will be derived 
for both ‘happy’ and ‘snappy’ hypo/manic states and ones 
that differentiate mania from hypomania identified, and 
cut-off scores generated for both the BP I and BP II condi-
tions. Some criteria (especially imposition of minimum 
duration criteria) will be resolved, in part, by analysis of the 
generated data. If, however, a significant percentage of 
patients do report episodes never lasting more than a day, 
Task Force members will be required to determine how best 
to address the risk of false-positive diagnoses, an issue 
articulated by many of them with respect to several of the 
parameters.

Overall, by the end of this initiative, we hope to have 
developed and empirically derived criteria for defining 
mania and hypomania that capture quintessential clinical 
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features as well as discriminate between manic and hypo-
manic states. Such criteria will consequently assist in dis-
tinguishing BP I and BP II states and determining whether 
this distinction is categorical or dimensional, so facilitating 
future research pursuing differential causes and treatments 
for the bipolar disorders. In exposing the reader to the first 
phase of this ambitious international project, we aimed to 
provide a persuasive argument for the need to modify cur-
rent DSM-5 and ICD criteria, and capture the views of 
those with expertise in the bipolar disorders on how best to 
define and classify the two conditions.
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