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Abstract Current diagnostic criteria for a hypomanic epi-
sode, as outlined in both the fourth and fifth editions of the
Diagnostic and Statistical Manual of Mental Disorders (DSM-
IV and DSM-5), require a minimum duration of four consec-
utive days of symptoms of mood elevation. The 4-day criteri-
on for duration of hypomania has been challenged as arbitrary
and lacking empirical support, withmany arguing that shorter-
duration hypomanic episodes are highly prevalent and that
those experiencing these episodes are clinically more similar
to patients with bipolar disorder than to those with unipolar
major depressive disorder. We review the current evidence
regarding the prevalence, diagnostic validity, and longitudinal
illness correlates of shorter-duration hypomanic episodes and
summarize the arguments for and against broadening the di-
agnostic criteria for hypomania to include shorter-duration
variants. Accumulating findings suggest that patients with
major depressive episodes and shorter-duration hypomanic
episodes represent a complex clinical phenotype, perhaps best
conceptualized as being on the continuum between those with
unipolar depressive episodes alone and those with DSM-5-
defined bipolar II disorder. Further investigation is warranted,
ideally involving large prospective, controlled studies, to

elucidate the diagnostic and treatment implications of depres-
sion with shorter-duration hypomanic episodes.
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Introduction

The nosological boundaries of bipolar disorder have long been
the subject of debate. The Diagnostic and Statistical Manual
for Mental Disorders, Fourth Edition (DSM-IV) [1], outlined
clear diagnostic criteria differentiating the characteristics of
the mood episodes comprising bipolar I disorder, bipolar II
disorder, and unipolar major depressive disorder (MDD).
These diagnostic boundaries were largely maintained in the
Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition (DSM-5) [2], with a few notable exceptions, such as
the addition of the Bmixed features^ specifier which could be
applied to unipolar as well as bipolar mood episodes, the po-
tential for certain antidepressant-induced mood elevation epi-
sodes to qualify for a primary diagnosis of bipolar I or II
disorder, and the requirement of persistently increased goal-
directed activity or energy (in addition to euphoric or irritable
mood) to diagnose manic and hypomanic episodes. Still,
many have argued that the DSM-based distinctions between
bipolar II disorder and MDD rely upon arbitrary criteria for
the symptom count and duration of hypomanic episodes that
are exceedingly stringent and diverge from empirical evi-
dence, which supports a broader spectrum of bipolarity often
characterized by recurrent depression with subthreshold hypo-
manic episodes [3–9]. On the other hand, several experts have
warned against the broadening of bipolar disorder diagnostic
criteria, arguing that such an approach may compromise the
integrity of the bipolar disorder construct from a both research
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and clinical perspective, resulting in false-positive diagnoses
and inappropriate treatment exposures [10–12].

Many proposals have been made to expand the boundaries
of the bipolar spectrum, such as inclusion of individuals with
recurrent unipolar depression in the context of a first-degree
family history of bipolar disorder [3, 9], major depressive
episodes in combination with hyperthymic or cyclothymic
temperament [3], or major depressive episodes with sub-
threshold hypomania (i.e., hypomanic symptoms that fail to
meet symptom count and/or duration criteria for hypomanic
episodes) [6, 8, 13]. This article will focus exclusively on the
duration criterion for hypomanic episodes, reviewing the ev-
idence for and against the proposal that individuals with a
history of major depressive episodes and shorter-duration
(<4 days) hypomanic episodes should be included under the
diagnosis of bipolar II disorder. Of note, for the purposes of
this article, we will consider only distinct short-duration hy-
pomanic episodes, as opposed to hypomanic symptoms oc-
curring within major depressive episodes (e.g., major depres-
sive episodes with mixed features).

Prevalence of Shorter-Duration Hypomania

Several cross-sectional and longitudinal studies have assessed
the prevalence of patients presenting with shorter- compared
to longer-duration hypomanic episodes (Table 1). However,
these studies demonstrated considerable variability with re-
spect to study design, patient population, and diagnostic
criteria for hypomanic episodes, making comparison of find-
ings across studies challenging.

Cross-sectional Studies In a single-site, cross-sectional study
involving 501 patients meeting DSM-IV criteria for past ma-
jor depressive episodes and DSM-IV symptom (but not nec-
essarily duration) criteria for past hypomanic episodes (occur-
ring independently of depressive episodes), Parker and col-
leagues found the majority (62.9 %) of these patients had only
brief (<4 days) hypomanic episodes, while 37.1 % had hypo-
manic episodes ≥4 days in duration [14•]. In contrast, the
BRIDGE study, an international multi-center cross-sectional
study involving 5635 patients in a current DSM-IV major
depressive episode, found a relatively lower prevalence of
shorter- (1 or 2–3 days) compared to longer- (4–6 days,
≥7 days, or ≥1 month) duration hypomanic episodes, which
occurred in 25.1 versus 74.9 % of the 3635 patients with a
history of hypomanic symptoms, respectively [15•]. One lim-
itation of this study was its divergence from strict DSM-based
symptom criteria for hypomanic episodes: overactivity was
added as a gateway criterion (such that hypomania could be
diagnosed in the absence of euphoric or irritable mood, in
contrast to DSM-5 which requires that overactivity be present
concurrently with euphoric or irritable mood), and only three

additional DSM-IV hypomanic symptoms were required, re-
gardless of whether predominant mood was euphoric or irri-
table. In another cross-sectional analysis of currently de-
pressed outpatients presenting for treatment to a single private
practice clinic, Benazzi showed that among 284 patients with
DSM-IV-based symptoms of bipolar II disorder (though re-
quiring only a 2-day minimum duration for hypomania), the
majority (71.5 %) had prior hypomanic episodes lasting at
least 4 days, whereas 28.5 % had 2–3-day episodes [16].
Similarly, in a Korean sample of 111 currently depressed out-
patients, 29.7 % of patients met DSM-IV criteria for bipolar II
disorder, while only 15.3 % had shorter-duration (1–3 days)
hypomanic episodes [17].

Longitudinal/Prospective Studies The Zurich cohort study
involved a community-based sample of 4547 individuals who
were interviewed by trained psychologists with standardized
assessment tools every 1–6 years from 19–20 through 40–
41 years of age. Two hundred forty-four of these participants
met criteria for a mood disorder, among whom only 19.7 %
presented with shorter-duration (1–3 days) hypomanic epi-
sodes, compared to 38.9 % with longer-duration (≥4 days) hy-
pomanic episodes and 41.4 % with pure depression (no history
of hypomanic symptoms) [18]. Thus, considering only those
patients reporting prior hypomanic symptoms (N = 143),
shorter- versus longer-duration hypomanic episodes occurred
in 33.6 versus 66.4 % of patients, respectively. This study uti-
lized the same modified diagnostic criteria for hypomanic epi-
sodes described above for the BRIDGE study [15]. In the
National Institute of Mental Health (NIMH) Collaborative
Depression Study (CDS), a longitudinal cohort study involving
86 patients with bipolar II disorder (based on Research Domain
Criteria, but modified to align with DSM-IV criteria), 19.8 %
had 2–6-day episodes of hypomania, while 80.2 % had ≥7-day
episodes of hypomania, but no comparisons were reported be-
tween those with <4 and ≥4-day hypomanic episodes [19].

In a naturalistic study of 393 patients already diagnosed with
DSM-IV bipolar I disorder or bipolar II disorder, Bauer and
colleagues prospectively assessed the occurrence of shorter-
versus longer-duration hypomanic episodes based on daily
mood ratings provided by patients using ChronoRecord soft-
ware, in which a 100-unit visual analogue scale was used to rate
mood between extremely depressed and extremely manic [20].
Hypomanic episodes were determined from an algorithmic cal-
culation based on these daily self-ratings. The authors found
that over a 6-month period, 43.0% of patients only experienced
short (≤3 days) hypomanic episodes, while 26.0 % of patients
experienced hypomanic episodes ≥4 days in duration. While
the prospective approach of this study was advantageous, the
reliance on single daily mood ratings rather than DSM-based
criteria to diagnose mood episodes may diminish the general-
izability of the findings. Perhaps more importantly, all partici-
pants had been previously diagnosed with bipolar I disorder or
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bipolar II disorder, such that all had presumably experienced a
prior lifetimemood elevation episode of at least 4-day duration.
Thus, although this study does not inform our understanding of
the prevalence of individuals who experience only shorter-
duration hypomanic episodes, the findings do suggest that
shorter hypomanic episodes may be common among patients
with diagnosed bipolar I or II disorder.

Overall, findings are mixed regarding the relative preva-
lence of shorter- versus longer-duration hypomanic episodes
among mood disorder patients. In addition, variability across
studies with respect to methodology, patient population, and
diagnostic criteria can render the results difficult to interpret.
Nevertheless, the majority of studies suggest that among those
patients reporting a history of hypomanic symptoms (distinct
from depressive episodes), overall, 2–3 times more patients
experience episodes of longer duration (greater than 4 days),
versus shorter-duration episodes (>4 days).

Validity of Shorter-Duration Hypomania
as a Bipolar Disorder Phenotype

Of considerable interest to both clinicians and researchers is
whether individuals who experience only shorter-duration hy-
pomanic episodes and major depressive episodes are more
nosologically aligned with bipolar II disorder or unipolar
MDD patients. Addressing this controversial issue has sub-
stantial implications for the diagnosis and treatment of such
patients. Several of the aforementioned studies have
approached this question by comparing the prevalence rates
of bipolar validators (clinical features commonly associated
with bipolarity) such as early-onset age or family history of
bipolar disorder across groups with differing durations of hy-
pomanic episodes (Table 1). Perhaps the most comprehensive
and informative of these was the BRIDGE study, in which 11
bipolar validators were compared across individuals from six
different groups: 1988 patients with unipolar MDD (i.e., no
reported lifetime history of hypomanic symptoms), 285 who
reported a lifetime history of 1-day hypomanic episodes (i.e.,
no prior episodes longer than 1 day in duration), 626 with 2–3-
day hypomanic episodes, 409 with 4–6-day hypomanic epi-
sodes, 1096 with ≥7-day hypomanic episodes, and 1219 with
≥1-month hypomanic episodes [15•]. Pooling these individ-
uals into three groups—1988 MDD patients, 911 shorter-
duration (1 and 2–3 days) hypomania patients, and 2724
longer-duration (4–6 days, ≥7 days, and ≥1 month) hypoma-
nia patients—the shorter- and longer-duration hypomania
groups were significantly more likely than the MDD patients
to exhibit numerous bipolar validators including family histo-
ry of hypomania, early onset of symptoms (<30 years), mood
episode recurrence (≥2 episodes), and manic/hypomanic
switches. However, the longer-duration hypomania group
was also significantly more likely than the shorter-duration

hypomania group to exhibit most of these traits, such that
the shorter-duration hypomania group may represent an
intermediate-severity phenotype between unipolar and bipolar
disorders. Thus, the findings of this study suggest there may
be sufficient heterogeneity between patients with shorter- and
longer-duration hypomanic episodes to warrant maintaining
diagnostic separation between the two groups.

As shown in Table 1, other studies comparing bipolar
validators across groups showed that patients with shorter-
and longer-duration hypomanic episodes were broadly similar
to one another [8, 14•, 18, 20], but only two of these analyses
[8, 18] included a unipolar MDD group for comparison. In the
Zurich cohort study, 101 MDD patients were less likely than
95 patients with longer-duration (≥4 days) hypomania, but
similarly likely as 48 patients with shorter-duration (1–3 days)
hypomania, to have a family history of mania, and all three
groups had comparable onset age [18]. In contrast, in an anal-
ysis of depressed outpatients in a single private practice,
Benazzi and Akiskal demonstrated that both patients with
shorter-duration (2–3 days; N = 62) and longer-duration
(≥4 days; N=144) hypomanic episodes were significantly
more likely than 178 patients with unipolar MDD to have
younger onset age, family history of bipolar disorder, recur-
rent illness (>4 major depressive episodes), atypical features
of depression, and a depressive mixed state [8]. The shorter-
and longer-duration hypomania groups did not significantly
differ from one another on any of these parameters, with the
exception of shorter-duration patients being more likely to
experience atypical features [8].

In summary, data from a large, multi-center, international
study support the possibility that patients with shorter-
duration hypomanic episodes represent an intermediate-
severity phenotype, having indicators of somewhat greater
clinical severity compared to patients with unipolar MDD
without hypomania and somewhat lesser clinical severity
compared to patients with longer-duration hypomanic epi-
sodes (i.e., DSM-IV- or DSM-5-based bipolar II disorder).
Findings from several smaller, mostly single-site studies sug-
gested that patients with shorter- and longer-duration hypo-
manic episodes shared considerable overlap with respect to
features of bipolarity, and this finding was supported by an-
other study where both long- and short-duration cohorts sep-
arated from a unipolar MDD comparison. Other studies have
yielded more mixed results. Perhaps importantly, in consider-
ing data from work in this area, potential anomalies of geog-
raphy, regional differences in diagnosis, sample selection, and
physician bias need to be considered as limitations.

Impact of Hypomania Duration on Illness Course

In contrast to the relatively more substantial body of cross-
sectional data regarding the prevalence and associated bipolar
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validators of shorter-duration hypomania, prospective assess-
ments of illness course in patients with shorter-duration hypo-
manic episodes are sparse, and there are virtually no con-
trolled studies assessing treatment outcomes in such patients.

A few of the prospective studies described above provided
information regarding the longitudinal course of illness
among those with shorter- compared to longer-duration hypo-
manic episodes. Thus, in the Zurich cohort study, patients with
shorter-duration (1–3 days) hypomanic episodes reported few-
er days hypomanic in the past year, but a similar number of
days depressed, compared to those with longer-duration
(≥4 days) hypomanic episodes [18]. In the NIMH CDS, pa-
tients with longer-duration (≥7 days) hypomanic episodes
spent more weeks with minor depressive symptoms compared
to those with shorter-duration (2–6 days) hypomanic episodes,
but these groups were otherwise similar with respect to weeks
spent with specific affective symptom severity levels, or num-
ber of changes in symptom status or polarity, over the course
of longitudinal follow-up [19]. However, as previously noted,
this study did not provide direct comparisons between those
with hypomanic episodes of <4- versus ≥4-day duration. In
their naturalistic prospective study of 393 bipolar I and II
disorder patients using ChronoRecord software to enter daily
mood ratings, Bauer and colleagues found that decreasing the
minimum duration for a hypomanic episode from 4 to 1 day
more than doubled the number of patients experiencing a hy-
pomanic episode and the percent of days spent in a hypomanic
episode, over 6 months of follow-up [20]. However, as
discussed previously, patients were required to have met
DSM-IV criteria for bipolar I or II disorder in order to partic-
ipate in the study and therefore had previously experienced
syndromal mood elevation episodes. Thus, while these data
demonstrate the frequent nature of short-duration hypomanic
episodes across longitudinal follow-up in an already diag-
nosed bipolar I or II disorder cohort, they do not permit us
to compare prospective illness course in patients who experi-
ence shorter- versus longer-duration hypomanic episodes.

Overall, findings from at least two prospective studies sug-
gest that patients with shorter-duration hypomanic episodes
may experience a longitudinal course of illness that is similar
in someways and less severe in other ways, compared to those
with longer-duration episodes. However, the inconsistency of
diagnostic criteria and findings across these studies indicate
the need for additional prospective studies, to clarify the effect
of hypomania duration on longitudinal illness severity.

Advantages and Disadvantages of Shortening
the Hypomania Duration Criterion

Reducing the minimum duration threshold for hypomania
from ≥4 to <4 days has the potential advantage of increasing
sensitivity and capturing more patients who may benefit from

bipolar disorder-specific treatment approaches. Although
evidence-based strategies for managing bipolar II disorder
are limited [21, 22], with more research being needed in this
area, there is general agreement among experts that antide-
pressants should be used cautiously (if at all) for individuals
with bipolar II disorder, and mood stabilizing treatments may
prove more beneficial than antidepressants for such patients
[23, 24]. Thus, different treatment approaches are warranted
for bipolar II disorder compared to unipolar MDD patients,
and broadening the diagnostic criteria for bipolar II disorder
may alert clinicians to the need to consider mood stabilizers,
and perhaps avoid antidepressants, for susceptible individuals.
Indeed, in a recent longitudinal study involving youth at high
risk for bipolar disorder, the presence of subthreshold hypo-
manic symptoms (i.e., inadequate duration and/or symptom
count for DSM-IV hypomania) was an important predictor
of subsequent progression to full syndromal manic, hypoman-
ic, or mixed episodes [25•]. Therefore, shortening the duration
criteria for hypomania could potentially allow such high-risk
individuals to be identified earlier and receive appropriate
treatment.

On the other hand, including those with shorter-duration
hypomania into the existing diagnosis of bipolar II disorder
may be associated with important risks, such as increasing
intra-diagnostic heterogeneity and diluting the clinical mean-
ingfulness of bipolar II disorder, which has historically been
mistakenly viewed as a less severe manifestation of bipolarity
[26, 27]. Moreover, diagnosing patients with shorter-duration
hypomania with bipolar II disorder increases the likelihood
they will be exposed to treatment with mood stabilizers/
antipsychotics and their associated harms, despite the lack of
controlled data to support the efficacy of such agents for this
subthreshold group.

In DSM-5, individuals with major depressive episodes and
shorter-duration hypomanic episodes are included under the
diagnosis of Other Specified Bipolar and Related Disorders.
This is described within DSM-5 as follows: BShort-duration
hypomanic episodes (2-3 days) and major depressive epi-
sodes: A lifetime history of one or more major depressive
episodes in individuals whose presentation has never met full
criteria for a manic or hypomanic episode but who have ex-
perienced two or more episodes of short-duration hypomania
that meet the full symptomatic criteria for a hypomanic epi-
sode but that only last for 2-3 days. The symptoms do not
overlap in time with the major depressive episodes, so the
disturbance does not meet criteria for major depressive epi-
sode, with mixed features^ [2]. The categorization of shorter-
duration hypomania as a separate bipolar variant reflects the
consensus of the DSM-5 task force that this clinical presenta-
tion could represent a phenotype that is distinct from both
unipolar MDD and bipolar II disorder. Indeed, Section 3 of
DSM-5 includes the diagnosis of Depressive Episodes with
Short-Duration Hypomania as a condition for further study,
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noting that individuals who meet criteria for this condition
Bmore closely resemble individuals with bipolar disorder than
those with major depressive disorder,^ yet Bmay exhibit less
severity than individuals with syndromal hypomanic
episodes^ [2]. It is clear that further investigation with large,
well-designed, controlled studies is necessary to improve our
understanding of how shorter-duration hypomania fits within
the nosology of unipolar and bipolar mood disorders.

Conclusions

Controlled studies examining the construct of depression with
shorter-duration hypomania are sparse and demonstrate con-
siderable methodological variability. Nevertheless, certain
findings emerge from these investigations. First, in the major-
ity of studies examining individuals with histories of hypo-
manic symptoms, patients with longer-duration hypomanic
episodes were 2–3 times more common than those with only
shorter-duration hypomanic episodes. This finding suggests
that the current duration criterion for hypomanic episodes
may in fact yield adequate sensitivity to capture the majority
of individuals experiencing hypomania. Second, the most ro-
bust evidence to date regarding the diagnostic validity of
shorter-duration hypomania, based on the only multi-site,
large-scale, international study examining bipolar validators
across patients with differing durations of hypomanic epi-
sodes (including no hypomania), supports the conclusion that
shorter-duration hypomania represents a distinct intermediate-
severity phenotype between unipolar MDD (i.e., no hypoma-
nia) and DSM-based bipolar II disorder (i.e., ≥4-day duration
hypomania). Third, prospective studies comparing patients
with shorter- and longer-duration hypomanic episodes are lim-
ited in number and have yielded mixed results, leaving us with
little information regarding potential differences and similari-
ties in longitudinal illness course between these two groups.
Finally, individuals with shorter-duration hypomanic episodes
are generally excluded from bipolar treatment studies, such
that the therapeutic implications of identifying such patients
remain to be understood.

Individuals who experience shorter-duration hypomania
appear to represent a unique clinical subgroup that is distinct
from individuals who experience depression with longer-
duration hypomanic episodes (i.e., those who meet current
DSM-5 criteria for bipolar II disorder), yet also distinct from
those with unipolar MDD. As noted above, DSM-5 has ac-
knowledged this phenotypic presentation under the diagnosis
of Other Specified Bipolar and Related Disorders, indicated
with the specifier Bshort-duration hypomanic episodes (2-3
days) and major depressive episodes^ [2]. The recognition
in DSM-5 of this subgroup of mood disorder patients is note-
worthy and calls upon clinicians and researchers to obtain
careful clinical histories that attend to subthreshold

phenomenology. Moving forward, larger, methodologically
rigorous studies are needed to improve our understanding of
shorter-duration hypomania with respect to its status as a di-
agnostic entity and, more importantly, its implications for the
approach to treatment.
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