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Abstract

The reliability and validity of a Portuguese version of the Young
Mania Rating Scale were evaluated. The original scale was translated
into and adapted to Portuguese by the authors. Definitions of clinical
manifestations, a semi-structured anchored interview and more ex-
plicit rating criteria were added to the scale. Fifty-five adult subjects,
aged 18 to 60 years, with a diagnosis of Current Manic Episode
according to DSM-III-R criteria were assessed using the Young Mania
Rating Scale as well as the Brief Psychiatric Rating Scale in two
sessions held at intervals from 7 to 10 days. Good reliability ratings
were obtained, with intra-class correlation coefficient of 0.97 for total
scores, and levels of agreement above 0.80 (P < 0.001) for all
individual items. Internal consistency analysis resulted in an o = 0.67
for the scale as a whole, and an o = 0.72 for each standardized item (P
< 0.001). For the concurrent validity, a correlation of 0.78 was
obtained by the Pearson coefficient between the total scores of the
Young Mania Rating Scale and Brief Psychiatric Rating Scale. The
results are similar to those reported for the English version, indicating
that the Portuguese version of the scale constitutes a reliable and valid
instrument for the assessment of manic patients.
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Several mania rating scales have been
developed and tested over the last three de-
cades (1-8). The most frequently used one in
controlled studies is the Young Mania Rat-
ing Scale (YMRS), because of its high reli-
ability and validity coefficients (5). As a
result, the YMRS is often used as a reference
for the concurrent validation of other instru-
ments (7-13).

In spite of this, the YMRS has some
limitations, such as the absence of precise
definitions of the items evaluated. Without
operational definitions, each evaluator uses

his/her previous experience with psychopa-
thology as a reference point to define the
item evaluated, impairing the reliability be-
tween evaluators. Furthermore, there is no
systematic procedure for data collection with
the YMRS. Structured interviews or inter-
view guidelines may be particularly useful
for individual evaluators and/or evaluators
without extensive training in the recognition
and conceptualization of psychopathology
(14).

Although most of the controlled studies
with manic patients use the YMRS, there are
several studies that do not utilize a specific
scale for mania or associate a standardized
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instrument with another one for the rating of
severity of symptoms, such as the Brief Psy-
chiatric Rating Scale (BPRS) (15) and the
Clinical Global Impression (16). This sug-
gests that mania rating scales are not as good
as the scales developed for other psychiatric
disorders (5,17,18) and highlights the need
for studies of the psychometric qualities of
available mania scales, as well as for the
development of better instruments.

The importance of this work becomes
clear when one considers that Bipolar Disor-
der is one of the most prevalent and dis-
abling mental disorders (17), and new drug
development requires sensitive and reliable
instruments. In particular, a systematically
validated instrument for the assessment of
the severity of manic symptoms is not avail-
able in Portuguese-speaking countries. As a
consequence, the purpose of the present study
was to translate the English version of YMRS
into Portuguese and to assess the reliability
and validity of the Portuguese version.

Subjects and Methods

Translation and adaptation of the Young
Mania Rating Scale

Three researchers independently trans-
lated the YMRS into Portuguese from its
original English version and the different
versions were discussed and compared. A
final version was obtained, back translated
and compared to the original scale in En-
glish. The conclusion was that there were no
relevant differences in the content of the two
versions of the scale.

Some modifications were made in order
to adapt the instrument for systematic appli-
cation based on operational definitions. A
glossary of definitions for identifying the
manifestations observed was introduced to
improve precision in their observation and
reporting. Each item of the scale was defined
according to signs and symptoms described
by Kaplan and Sadock (19) and presented in
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the Diagnostic and Statistical Manual of
Mental Disorders, 4th edition (DSM-1V) (20).

To facilitate and systematize the applica-
tion of the rating scale, a semi-structured
interview outline was formulated with guide-
lines for questions. These were based on
questions used for the assessment of other
instruments already standardized for the Por-
tuguese language (21,22). The aim was to
provide elements that would allow the as-
sessment of the severity of each item of the
scale at the end of the interview.

An introduction containing explicit com-
ments on the methodology used in the inter-
view and instructions on how to codify the
scale were developed to provide information
about the codification procedure.

Finally, changes were made in the de-
scription of operational definitions of the
levels of severity to better clarify the base-
line criteria for distinguishing one degree
from the other.

The Portuguese version of the Young
Mania Rating Scale was named “Escala de
Avaliacdo de Mania” (EAM) and its final
version is presented in Appendix 1.

Subjects

Fifty-five patients (31 females and 24
males) aged 18 to 60 years (mean = SD: 32.2
+ 10.9) took part in the study. The diagnosis
of Bipolar I Disorder, current manic episode,
was confirmed using the Portuguese version
(21) of SCID for DSM-III-R (23). Patients
were hospitalized in the psychiatric unit of
the University Hospital, Faculty of Medi-
cine of Ribeirdo Preto and/or in the Psychi-
atric Hospital Santa Tereza.

The experimental protocol was approved
by the Hospital Ethics Committee and each
patient plus one of his/her relatives signed
an informed consent form.

Evaluators

Seven psychiatrists took turns in differ-
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ent rating pairs. Training started with joint
reading of the instrument, followed by ex-
planation and discussion about the record-
ing protocol and the list of operational defi-
nitions of the manifestations to be observed.
Then, for training purposes, interviews with
non-subject manic patients were recorded
on videotape. The group of evaluators
watched the recorded interviews and each
one rated the patients independently. For
each interview, the scores of the individual
items of the scale were compared and the
differences between evaluators were identi-
fied and discussed. This procedure was re-
peated until the evaluators reached a mini-
mal agreement of 70% on individual items
of the scale in three consecutive and inde-
pendent ratings.

Finally, individual ratings with the EAM
were performed. They consisted of a live
interview with a manic patient held by one of
the evaluators and observed by one of the
authors of this study, followed by calcula-
tion of the agreement index.

Data collection

During the initial 48 h of hospitalization,
the patients who fulfilled the inclusion crite-
ria were rated with the EAM and the BPRS -
Bech’s version (24) translated and validated
into Portuguese (25). In this version of the
BPRS, items are rated within 5 levels of
severity (0 to 4). The interview for grading
the EAM and the BPRS, which lasted 15 to
30 min, was performed by one of the evalu-
ators and observed by another. Soon after,
each participating evaluator independently
completed the scales. Evaluators were in-
structed not to exchange information until
the end of the study.

Statistical analysis
Data were analyzed statistically with the

SPSS for Windows software, version 6 (SPSS
Incorporation, 1989-1993). The inter-rater

reliability coefficient for individual and total
scores of the EAM was calculated using the
intra-class correlation coefficient (26), which
is considered to be the most appropriate
measure to assess reliability between evalu-
ators (27).

Internal consistency was assessed by
Cronbach’s a. The Pearson correlation coef-
ficient was employed to evaluate the concur-
rent validity of individual and total scores of
the EAM and the BPRS. Wilcoxon’s proof
was used to assess the EAM sensitivity to
alterations in the severity of symptoms in the
same individual between the first and sec-
ond rating (differences observed after 7 to
10 days). The Pearson moment-product cor-
relation coefficient r was employed to deter-
mine the concurrent validity of the EAM
with the BPRS. A correlation was taken to
be significant at the level of P < 0.05.

Results

Ninety-three paired ratings were analyzed
to determine the EAM inter-rater reliability
indices. They resulted in 186 completed pro-
tocol sets, 106 from the first evaluation and
80 from the second.

Table 1 shows the values of the intra-
class correlation coefficient for the individual
items and for the total score of the EAM.
Levels of agreement above 0.80 (P < 0.001)
were obtained for all the individual items
and for the final scores in the two evalua-
tions. In the second rating, the agreement
indices were slightly better than the first
rating for the total score as well as for indi-
vidual items, except for items 1 (Elevated
mood), 3 (Sexual interest), 6 (Speed and
amount of speech), and 10 (Appearance).

Cronbach’s o was calculated using analy-
sis of variance applied to the eleven items of
the scale for the 55 subjects for internal analy-
sis of consistency. From the resulting co-vari-
ance matrix, an o = 0.67 was obtained for the
scale as a whole and an a = 0.72 for each
standardized item (P < 0.001). Most of the
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items correlated well with one another as well
as with the total score, so that their removal
would reduce the internal consistency of the
instrument. However, this does not apply to
three of the items - thought content, irritability
and insight - which in this order were respon-
sible for the progressive decrease of internal
consistency. If only the thought content item
were removed, Cronbach’s o would be equal
t0 0.72 and o for standardized items would be
equal to 0.74. If two items - thought content
and irritability - were removed, there would be
o = 0.73 for the scale and o = 0.74 for stan-
dardized items. Finally, if the three items -
thought content, irritability and insight - were
removed, there would be oo = 0.76 for the scale
and o = 0.76 for the standardized items.

Table 1. Inter-rater agreement through the “Escala de Avaliacdo de Mania” (EAM)
intra-class correlation coefficient (ICC).

ltems 1st Rating* (N = 53) 2nd Rating* (N = 40)
1. Elevated mood 0.95 0.93
2. Increased activity and energy 0.81 0.94
3. Sexual interest 0.96 0.96
4. Sleep 0.98 0.99
5. Irritability 0.92 0.93
6. Speech (speed/amount of) 0.91 0.87
7. Language-thought disorder 0.84 0.95
8. Thought contents 0.83 0.95
9. Aggressive and disruptive behavior 0.99 1.00

10. Appearance 0.94 0.90

11. Insight 0.90 0.98

Total score 0.95 0.97

*Levels of acceptance (26): ICC >0.75 - excellent agreement.

Table 2. Pearson’s correlation coefficient (r) between “Escala de Avaliacdo de Mania”
(EAM) items and specific Brief Psychiatric Rating Scale (BPRS) items related to manic

symptoms (P < 0.0001).

EAM item BPRS item r
Increased activity and energy Motor hyperactivity 0.728
Irritability Hostility 0.499
Uncooperativeness 0.583
Speech (speed/amount of) Motor hyperactivity 0.598
Language-thought disorder Conceptual disorganization 0.659
Thought contents Grandiosity 0.767
Aggressive and disruptive behavior Uncooperativeness 0.617
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To determine the concurrent validity, the
correlation between the individual items and
the total score of the EAM with the indi-
vidual items and the total score of BPRS
applied to the 55 subjects was calculated. To
this end, bivariate correlation measurements
between the two instruments were made us-
ing Pearson’s moment-product correlation
coefficient r. All the individual EAM items
presented significant correlation at the level
of P <0.05 with at least one BPRS item. [tem
number 6 - Speech (speed and amount) was
the EAM item which correlated more often
with most of the BPRS items (11 items),
while item 3 (Sexual interest) and item 4
(Sleep) correlated with only three BPRS
items. As to the correlation of the BPRS
items, it was observed that item 2 - Psychic
anxiety, item 13 - Psychomotor retardation
and item 16 - Blunted or inappropriate affect
- did not significantly correlate with any
EAM item.

BPRS is a scale designed to evaluate
psychotic patients, mostly schizophrenics.
However, five of its items measure severity
of symptoms frequently seen in manic pa-
tients. In the present study, these items pre-
sented a high correlation with six EAM items,
as shown in Table 2.

All the individual EAM items presented
a significant correlation (P < 0.05) with the
BPRS total score, except for item 4 (Sleep)
and item 11 (Insight). The same happened
with the BPRS individual items as related to
the EAM total score, except for item 2 (Psy-
chic anxiety), item 5 (Self-depreciation and
guilt feelings), item 6 (Somatic anxiety),
item 9 (Depressed mood), item 13 (Psycho-
motor retardation), and item 16 (Blunted or
inappropriate affect). There was a high cor-
relation between the two scales (r=0.78; P =
0.0001) with respect to the total scores.

Discussion

The overall results obtained in the pres-
ent study show better reliability levels than
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those obtained in the original study (5). This
improvement is likely to be due to the adap-
tations of the rating protocol, such as adding
the glossary of operational definitions de-
scribing the terminology of the scale more
clearly and allowing more precise discrimi-
nation between the severity levels, making
them more compatible with current concepts
of mania. Moreover, the structured inter-
view with guideline questions standardized
the way information was obtained, minimiz-
ing the variability of interpretation among
the different evaluators. Similar results have
been reported by Williams with Hamilton’s
Depression Scale (28), by Lindstrom et al.
(29) with the Positive and Negative Syn-
drome Scale and by Crippa et al. (22) with
the BPRS. In the current study we could
confirm that more structured instruments
increase agreement levels, because even
though most of the evaluators had little clini-
cal experience, good reliability indices were
achieved.

The validity indices achieved in the pres-
ent study indicate that the EAM can measure
severity levels of mania. The present values
of the correlation indices between individual
items and total scores are similar to those
reported in previous studies on the psycho-
metric qualities of mania rating instruments
(1-5,8).

The lack of a mania rating instrument
validated in Portuguese for standard com-
parisons limits the present analysis of the
concurrent validity of the EAM. Neverthe-
less, good correlation indices between EAM
and BPRS items were obtained, particularly
those more specifically pertinent to mania
symptoms.

From a theoretical point of view, five
BPRS items related to the manic symptoms
described by DSM-1V (20) and ICD-10 (30)
were identified, presenting a significant cor-
relation with the scale total score. Consider-
ing these five items as a BPRS subscale, a
strong correlation was found between the
EAM individual items and the total score, in

contrast to the other BPRS items, indicating
the EAM specificity for rating manic symp-
toms. The correlation coefficient between
the EAM total score and the BPRS total
score (r =0.78) was similar to the correlation
indices reported with the BMSRS (1), YMRS
(5) and CARS-M (8).

In the present study, changes to the YMRS
(5) were made in order to minimize the
shortcomings of the original scale, such as
the absence of operational definition of the
evaluated items and of a systematic proce-
dure to collect data. The results discussed
above show that this aim was achieved with-
out changing the rating procedure, damag-
ing the structural coherence of the instru-
ment or adding time for its administration.
Therefore, the EAM structure specifically
takes into account the range of behavioral
manifestations of the manic episode, using a
relatively streamlined rating procedure.

Since this sample had only patients with
severe mania, it was not possible to deter-
mine whether the EAM applies to hypoma-
nia or to manic patients with either mild or
moderate symptoms. In the same way, it was
not possible to establish whether the instru-
ment can distinguish mania from other psy-
chiatric disorders, particularly schizophre-
nia and other psychotic disorders.

Because the study was conducted with-
out specifying the type of treatment or its
duration, it became difficult to assess sys-
tematically the evolution of symptoms or to
proceed to the longitudinal follow-up of the
patient-subjects for a longer period of time.
Thus, it was not possible to establish a cut-
off EAM criterion predictive of either dis-
charge or change in treatment modality.

EAM is the first instrument intended spe-
cifically for manic patients that has been adapt-
ed to the Portuguese language and subse-
quently validated by empirically studying its
psychometric properties. The instrument shows
high reliability and validity indices compa-
rable to those previously reported with the use
of similar instruments in the English language
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(1-8,10,13,31-33). The EAM is an instrument
that can be easily applied and requires little
training for its correct use. The use of a semi-
structured interview with guideline questions
together with detailed operational definitions
seems to have improved the instrument’s reli-
ability. As a result, the EAM may be used for
assessing the severity of manic symptoms as
well as to measure the efficacy of psychologi-
cal and/or pharmacological treatment.

J.A.A. Vilela et al.
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Appendix

EscALA DE AVALIACAO DE MANIA - EAM

Roteiro de entrevista para preenchimento da EAM
Instrucoes

A entrevista de avaliagéo para preenchimento da EAM é, a priori, ndo estruturada. As perguntas descritas aqui séo APENAS um roteiro para
que, na avaliagdo do paciente maniaco, nenhum dos itens da EAM deixe de ser avaliado. Portanto, o avaliador tem liberdade de realizar
outras perguntas que julgar necessarias para avaliagdo de um determinado item, ou entao, omitir outras, se o paciente (ou a observagéo
direta) ja tiverem oferecido informagdes sobre o item a que elas se referem.

As perguntas em parénteses devem ser feitas somente para complementar informagdes, podendo ser omitidas se o avaliador as julgar
desnecessarias para a avaliagdo do item em questéo.

O entrevistador deve julgar as condigdes do paciente no momento da entrevista, a partir do seu relato, mas privilegiando a observacéao
direta.

Antes de iniciar a entrevista, deve-se observar no prontuéario do paciente dados referentes ao seu nome, idade, enderego de moradia,
data e hora de entrada no servigo, bem como dados referentes a suas condigdes sdcio-culturais. Além disso, considerar relatos
referentes a insGnia, comportamento agressivo, agitacao, irritabilidade e comportamento sexual inadequado nas Ultimas 48 h. Essas
informagbes sao importantes para avaliacdo de itens como conteldo do pensamento (neste caso sempre considerar a condigéo socio-
cultural do paciente), irritabilidade, atividade psicomotora e interesse sexual, quando o paciente nega alteracdes. Nesses casos,
confrontar gentilmente o paciente e observar suas respostas. Lembrar-se, contudo, que SEMPRE deve ser privilegiada a resposta do
paciente e a observacéo direta.

A escala deve ser pontuada somente apds o término da entrevista, e ndo no decorrer dela. Nao é necessario que o paciente tenha
todos os itens descritos numa determinada chave de gradacdo, mas apenas um, o que basta para que esta chave seja marcada.
Considerar a alteracdo que permeia a maior parte da entrevista.

Entrevista
Itens e perguntas-guia

Qual o seu nome completo? E sua idade? Onde vocé mora? Com quem vocé mora? Esta trabalhando atualmente? (Ja trabalhou
anteriormente? Em qué?)

11. Insight

Quanto tempo faz que vocé esta aqui? Conte-me por que motivo vocé foi internado. Quando isso comegou? O que aconteceu depois?
O seu comportamento [jeito de agir ou de ser] tem sido diferente ultimamente? (Como?) (Vocé esta doente? Quais sdo os sintomas
da sua doenga? Tem algum problema na cabega? Vocé precisa de tratamento? Precisa tomar remédios?) [Confrontar se necessario]

04. Sono

Ultimamente, vocé tem sentido dificuldade para dormir? Quantas horas a noite vocé tem dormido? Quantas horas vocé normalmente
costuma dormir? (Quantas horas a menos vocé tem dormido?) Ultimamente, vocé precisa de menos horas de sono para se sentir
descansado e bem-disposto? [Confrontar se necessario]

05. Irritabilidade

Nos ultimos dias vocé esta impaciente ou irritavel com as outras pessoas? (As pessoas tem deixado vocé nervoso?) Vocé esta téo
irritado [ou nervoso] que comeca a brigar com as pessoas ou a gritar com elas? (Conseguiu manter o controle? Tolerou as
provocacdes? Chegou a agredir alguém ou a quebrar objetos?) [OBSERVAR e confrontar se necessario]

02. Atividade psicomotora
Ultimamente, vocé tem se sentido mais disposto ou animado que o habitual? Vocé esta se sentindo com muita energia? Sente-se
inquieto ou agitado? Vocé sente vontade de fazer varias coisas ao mesmo tempo? [OBSERVAR e confrontar se necessario]

03. Interesse sexual

Vocé tem pensado muito em sexo? Tem tido algum tipo de comportamento sexual que ndo era habitual antes, ou que tem causado
problemas com as outras pessoas? (Vocé tem estado muito “paquerador’? Alguém reclamou de algo que vocé tenha feito, neste
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sentido? Alguém reclamou do seu comportamento sexual?) [OBSERVAR e confrontar se necessario]

06. Fala
Ultimamente, vocé esta mais falante que o normal? As pessoas falam que vocé esta muito falante ou mais falante que o habitual? (As
pessoas tém dificuldade de entender ou interromper vocé? As pessoas tém dificuldades em conversar com vocé?) [OBSERVAR]

08. Contetido do pensamento

Ultimamente, vocé tem tido pensamentos diferentes ou estranhos, ou idéias ou planos que antes ndo passavam pela sua cabec¢a? Quais
seus planos para o futuro? (O que vocé tem vontade de fazer?) Nos ultimos dias vocé tem se sentido com algum talento ou habilidade que
amaioria das pessoas nao tem? (Como vocé sabe disso?) Vocé acha que as pessoas tém inveja de vocé? Vocé acredita que tem alguma
coisa importante para fazer no mundo? Vocé se considerafamoso? Vocé tem alguma relacéo especial com alguémimportante ou famoso?
Vocé tem a impressao de que as outras pessoas estéo falando ou rindo de vocé? (De que forma vocé percebe isso?) Vocé acha que tem
alguém com més intengdes contra vocé ou se esforgando para lhe causar problemas? (Quem? Por qué? Como vocé sabe disso?)

08. Contetido do pensamento

Vocé acredita que alguém ou alguma coisa fora de vocé esteja controlando seus pensamentos ou suas agées contra sua vontade? Vocé tem
aimpressao de que o radio ou a televisdo mandam mensagens para vocé? Vocé sente que alguma coisa incomum esta acontecendo ou para
acontecer? Vocé sente que tem alguma coisa incomum acontecendo no seu corpo ou cabec¢a?

01. Humorelevado

Ultimamente, como vocé se sente? Como tem estado o seu humor (alegre, triste, irritavel?) (Se deprimido: Vocé acredita que pode
melhorar?) Como este sentimento tem afetado o seu dia-a-dia? (Vocé estd mais alegre [confiante ou otimista] que o habitual?
Ultimamente, vocé esta tdo bem ou alegre, que as outras pessoas acham que vocé néo esta no seu normal? Vocé esta tao alegre que
isto Ihe trouxe problemas?) [OBSERVAR]

Encerramento: Estas eram as perguntas que eu precisava fazer. Tem alguma que vocé acha importante dizer, que eu ndo perguntei, ou

alguma coisa que gostaria de perguntar?

Obs.: Ositens 07, 09 e 10 da EAM sé&o preenchidos exclusivamente a partir da observacéo direta.

Item - definicao

01. Humor e afeto elevados

Este item compreende uma sensacao difusa e prolongada, subjetiva-
mente experimentada e relatada pelo individuo, caracterizada por
sensacdo de bem-estar, alegria, otimismo, confianga e animo. Pode
haver um afeto expansivo, ou seja, uma expressao dos sentimentos
exagerada ou sem limites, associada a intensa relagdo com sentimentos
de grandeza (euforia). O humor pode ou ndo ser congruente ao contetido
do pensamento.

02. Atividade motora - energia aumentada

Este item compreende a psicomotricidade - e expressao corporal -
apresentada pelo paciente, incluindo a sua capacidade em controla-
la, variando desde um grau de normalidade, até um estado de
agitacdo, com atividade motora sem finalidade, ndo influenciada por
estimulos externos. O item compreende ainda o relato subjetivo do
paciente, quanto a sensagdo de energia, ou seja, capacidade de
produzir e agir.

03. Interesse sexual

Este item compreende idéias e/ou impulsos persistentes relacionados
a questdes sexuais, incluindo a capacidade do paciente em controla-
los. O interesse sexual pode restringir-se a pensamentos e desejos
ndo concretizados, em geral verbalizados apenas apés solicitagéo,
podendo chegar até a um comportamento sexual frenético e
desenfreado, sem qualquer controle ou critica quanto a riscos e
normas morais.

Graus

(0) Auséncia de elevagao do humor ou afeto

(1) Humor ou afeto discreta ou possivelmente aumentados, quando questionado

(2) Relato subjetivo de elevagao clara do humor; mostra-se otimista, auto-confiante,
alegre; afeto apropriado ao conteudo do pensamento

(3) Afeto elevado ou inapropriado ao conteudo do pensamento; jocoso

(4) Euférico; risos inadequados, cantando

(X) Nao avaliado

(0) Ausente

(1) Relato subjetivo de aumento da energia ou atividade motora

(2) Apresenta-se animado ou com gestos aumentados

(3) Energia excessiva; as vezes hiperativo; inquieto (mas pode ser acalmado)
(4) Excitagdo motora; hiperatividade continua (néo pode ser acalmado)

(X) Nao avaliado

(0) Normal; sem aumento

(1) Discreta ou possivelmente aumentado

(2) Descreve aumento subjetivo, quando questionado

(3) Contetudo sexual espontaneo; discurso centrado em questdes sexuais;
auto-relato de hipersexualidade

(4) Relato confirmado ou observacéo direta de comportamento explicitamente
sexualizado, pelo entrevistador ou outras pessoas

(X) Néao avaliado
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04. Sono

Este item inclui a reducdo ou falta da capacidade de dormir, e/ou a
redugéo ou falta de necessidade de dormir, para sentir-se bem-disposto
e ativo.

05. Irritabilidade

Este item revela a predisposicdo afetiva para sentimentos/emocoes
como raiva ou mau-humor, apresentados pelo paciente frente a
estimulos externos. Inclui baixo-limiar & frustragcéo, com reacdes de ira
exagerada, podendo chegar a um estado constante de comportamento
desafiador, querelante e hostil.

06. Fala (velocidade e quantidade)

Este item compreende a velocidade e quantidade do discurso verbal
apresentado pelo paciente. Inclui sua capacidade de percebé-lo e
controla-lo, por exemplo, frente a solicitacdes para que permaneca em
siléncio ou permita que o entrevistador fale.

07. Linguagem - Disturbio do pensamento

Este item refere-se a alteragcbes da forma do pensamento, avaliado
pelas construcdes verbais emitidas pelo paciente. O pensamento pode
estar mais ou menos desorganizado, de acordo com a gravidade das
alteracdes formais do pensamento, descritas a seguir:

e Circunstancialidade: fala indireta que demora para atingir o ponto
desejado, mas eventualmente vai desde o ponto de origem até o
objetivo final, a despeito da superinclusao de detalhes;

Tangencialidade: incapacidade para manter associagdes do
pensamento dirigidas ao objetivo - o paciente nunca chega do
ponto inicial ao objetivo final desejado;

e Fuga de idéias: verbalizagbes réapidas e continuas, ou jogos de
palavras que produzem uma constante mudanca de uma idéia para
outra; as idéias tendem a estar conectadas e, mesmo em formas
menos graves, podem ser dificeis de ser acompanhadas pelo
ouvinte;

Ecolalia consonante: repeticdo automatica de palavras ou frases,
com entonagéo e forma que produzem efeito sonoro de rima;

Incoeréncia: fala ou pensamento essencialmente incompreensiveis
aos outros, porque as palavras ou frases s@o reunidas sem uma
conexao com ldgica e significado.
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(0) Nao relata diminuicdo do sono

(1) Dorme menos que a quantidade normal, cerca de 1 hora a menos do
que o seu habitual

(2) Dorme menos que a quantidade normal, mais que 1 hora a menos do
que o seu habitual

(3) Relata diminui¢éo da necessidade de sono

(4) Nega necessidade de sono

(X) Nao avaliado

(0) Ausente

(2) Subjetivamente aumentada

(4) Irritavel em alguns momentos durante a entrevista; episédios recentes
(nas ultimas 24 horas) de ira ou irritagdo na enfermaria

(6) Irritavel durante a maior parte da entrevista; rispido e lacénico o tempo todo

(8) Hostil; nao cooperativo; entrevista impossivel

(X) Néo avaliado

(0) Sem aumento

(2) Percebe-se mais falante do que o seu habitual

(4) Aumento da velocidade ou quantidade da fala em alguns momentos;
verborréico, as vezes (com solicitagdo, consegue-se interromper a fala)

(6) Quantidade e velocidade constantemente aumentadas; dificuldade para ser
interrompido (n&o atende a solicitagbes; fala junto com o entrevistador)

(8) Fala pressionada, ininterruptivel, continua (ignora a solicitagédo do
entrevistador)

(X) Néao avaliado

(0) Sem alteragdes

(1) Circunstancial; pensamentos rapidos

(2) Perde objetivos do pensamento; muda de assuntos freqlientemente;
pensamentos muito acelerados

(3) Fuga de idéias; tangencialidade; dificuldade para acompanhar o pensamento;
ecolalia consonante

(4) Incoeréncia; comunicagao impossivel

(X) Néo avaliado
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08. Conteudo

Este item compreende idéias e crencas apresentadas pelo paciente,
variando, de acordo com a intensidade, de idéias novas e/ou incomuns
ao paciente, ideagdo supervalorizada (ou seja, crencga falsa, intensa-
mente arraigada, porém susceptivel a argumentacao racional), a delirios
(crengas falsas, baseadas em inferéncias incorretas sobre a realidade,
inconsistentes com a inteligéncia e antecedentes culturais do paciente,
e que ndo podem ser corrigidas pela argumentacédo). Conteudos
comumente encontrados no paciente maniaco, incluem:

e [déias misticas: de conteudo religioso;

Idéias parandides: crenca de estar sendo molestado ou perseguido;

Idéias de grandeza: concepcdo exagerada da propria importancia,
poder ou identidade, incluindo posses materiais, qualidades
incomuns e relacionamentos especiais com personalidades famosas
ou entidades misticas;

Idéias de referéncia: crenga de que o comportamento dos outros
tem relacdo consigo proprio ou de que eventos, objetos ou outras
pessoas possuem um significado particular e incomum para si.

09. Comportamento disruptivo agressivo

Este item compreende a atitude e as respostas do paciente ao
entrevistador e a situacdo da entrevista. O paciente pode apresentar-
se desconfiado ou irbnico e sarcastico, mas ainda assim respondendo
aos questionamentos, ou entdo ndo cooperativo e francamente
agressivo, inviabilizando a entrevista.

10. Aparéncia
Este item compreende a apresentacdo fisica do paciente, incluindo
aspectos de higiene, asseio e modo de vestir-se.

11. Insight (discernimento)

Este item refere-se ao grau de consciéncia e compreenséo do paciente
quanto ao fato de estar doente. Varia de um entendimento adequado
(afetivo e intelectual) quanto a presenca da doenca, passando por
concordancia apenas frente a argumentacédo, chegando a uma negacao
total de sua enfermidade, referindo estar em seu comportamento normal

e nao necessitando de qualquer tratamento.
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(0) Normal

(2) Novos interesses e planos compativeis com a condigao sécio-cultural do
paciente, mas questionaveis

(4) Projetos especiais totalmente incompativeis com a condigédo sécio-econdmica
do paciente; hiper-religioso

(6) ldéias supervalorizadas

(8) Delirios

(X) Néao avaliado

(0) Ausente, cooperativo

(2) Sarcastico; barulhento, as vezes, desconfiado

(4) Ameaca o entrevistador; gritando; entrevista dificultada
(6) Agressivo; destrutivo; entrevista impossivel

(X) Néao avaliado

(0) Arrumado e vestido apropriadamente

(1) Descuidado minimamente; adornos ou roupas minimamente inadequados ou
exagerados

(2) Precariamente asseado; despenteado moderadamente; vestido com exagero

Desgrenhado; vestido parcialmente; maquiagem extravagante

(4) Completamente descuidado; com muitos adornos e aderecos; roupas bizarras

(X) Néao avaliado

—
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(0) Insight presente: espontaneamente refere estar doente e concorda com a
necessidade de tratamento

(1) Insight duvidoso: com argumentac¢éo, admite possivel doenca e necessidade
de tratamento

(2) Insight prejudicado: espontaneamente admite alteracdo comportamental, mas
nao a relaciona com a doenga, ou discorda da necessidade de tratamento

(3) Insight ausente: com argumentagdo, admite de forma vaga alteragcdo
comportamental, mas n&o a relaciona com a doenca e discorda da necessidade
de tratamento

(4) Insight ausente: nega a doenca, qualquer alteragdo comportamental e
necessidade de tratamento

(X) Nao avaliado
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