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Resumo 

 

 
A irritabilidade é um sintoma frequente tanto em transtornos externalizantes quanto 

internalizantes. Pode ser definida como propensão à raiva em relação aos pares manifestando-

se através de humor irritável e/ou ataques de raiva. Embora humor irritável e ataques de raiva 

ocorram muitas vezes de forma simultânea, trata-se de uma questão empírica investigar se 

humor e comportamento irritável são parte de um construto único ou se constituem-se em 

componentes distintos. O objetivo deste trabalho é analisar a diferença dos construtos humor e 

comportamento disruptivo em adultos em uma amostra de pacientes com transtornos mentais 

graves. A análise dos dados foi realizada através de análise fatorial confirmatória e de 

validações externas com outros instrumentos clínicos. Além disso foi nosso objetivo avaliar a 

prevalência das principais síndromes disruptivas no adulto: o Transtorno Explosivo 

Intermitente (TEI), o Transtorno Opositor Desafiante (TOD) e o Transtorno da Desregulação 

Disruptiva do Humor (TDDH). A coleta de dados foi realizada nos ambulatórios de 

esquizofrenia, transtorno bipolar, depressão e ansiedade do Hospital de Clínicas de Porto 

Alegre totalizando 246 pacientes (idade média 45 anos, 63% do sexo feminino). Sintomas de 

comportamento e humor disruptivos foram frequentes na amostra, embora o diagnóstico 

DSM-5 das síndromes disruptivas apresentaram prevalência baixa (TEI, 8%, TOD, 2% 

TDDH, 2%). O modelo unidimensional, que envolve os fatores humor e comportamento 

como um construto único não apresentou bons índices de ajuste na amostra. Os modelos que 

apresentaram índices de ajuste adequados foram os modelos correlacionado (com as 

dimensões humor e comportamento) e o modelo bifatorial com uma dimensão geral de 

irritabilidade e duas específicas (humor e comportamento). A avaliação psicométrica 

demonstrou que os sintomas de humor já estão presentes em casos mais leves de 

irritabilidade, enquanto que os sintomas de comportamento aparentam indicar níveis de 

irritabilidade mais elevados. Análises com os validadores externos demonstraram que o 

humor irritável mesmo após retirar o componente comum entre humor e comportamento 

esteve especificamente associado com prejuízo e com medidas clínicas de depressão e mania, 

o que não aconteceu com o componente comportamento. Este estudo fornece suporte para 

estudar os componentes comuns e específicos do humor e comportamento irritado no adulto, 

sendo evidência inédita de validade para o construto de humor disruptivo no adulto.  
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Abstract 
 

 

Irritability is a common symptom in both externalizing and internalizing disorders. It 

can be defined as a propensity to anger toward peers manifested through irritable mood and/or 

anger attacks.  Although irritable mood and anger attacks often occur simultaneously, it is and 

empirical question to investigate whether mood and irritable behavior are part of a single 

construct or if they constitute distinct components. The purpose of this paper is to analyze the 

difference of mood and disruptive behavior constructs in adults in a sample of patients with 

severe mental disorders. Data analysis was performed through confirmatory factor analysis 

and external validations with clinical instruments. In addition, it was our objective to evaluate 

the prevalence of the main disruptive syndromes in adults: Intermittent Explosive Disorders 

(IED), Oppositional Defiant Disorder (ODD) and Disruptive Mood Dysregulation Disorder 

(DMDD).  Data collection was performed at the outpatient units of schizophrenia, bipolar 

disorder, depression and anxiety at the Hospital de Clínicas de Porto Alegre, totalizing 246 

patients (mean age 45 years old, 63% female). Symptoms of disruptive mood and behavior 

were frequent in the sample, although the DMS 5 diagnosis of disruptive syndromes presented 

low prevalence (IED, 8%, ODD, 2%, DMDD, 2%). The unidimensional model encompassing 

mood and behavior factors as a single construct, did not provide a good fit to our data. The 

models who presented proper fit indexes were the correlated model (with mood and behavior 

dimensions) and the bifactor model with a general irritability dimension and two specific ones 

(mood and behavior). Psychometric evaluation has shown that mood symptoms are present in 

milder cases of irritability, while behavioral symptoms are present in higher levels of 

irritability. External validators analysis demonstrated that irritable mood even after removing 

the common component between mood and behavior was specifically associated with 

impairment and with clinical measures of depression and mania, which did not happen with 

the behavior component. This study provides support for studying the common and specific 

components of irritable mood and behavior in adults, being unprecedented evidence of 

validity for the adult disruptive mood construct.  
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1. INTRODUÇÃO 

 

 

1.1 Definições 

 

 

A fonte da palavra irritável tem origem do latim “irritabilis”, que significa 

naturalmente excitado ou furioso (1). A irritabilidade pode ser caracterizada como uma 

propensão a experimentar raiva relativa aos pares (2–4). Caracteriza-se frequentemente como 

um baixo limiar para a experimentação de raiva em resposta à frustração.  

Cabe aqui diferenciar irritabilidade de agressividade. Agressividade pode ser definida 

como qualquer comportamento com a intenção de ferir o outro (5) e é comumente dividida 

entre agressão proativa e reativa. Enquanto a agressão proativa ou instrumental é um 

comportamento dirigido a atingir um objetivo, como a dominância social; a agressão reativa 

ou emocional, ocorre em reação a eventos frustrantes ou ameaça percebida, quando um 

objetivo é bloqueado (4,6). A agressão reativa pode ser entendida como parte das 

manifestações comportamentais da irritabilidade. A agressão proativa não guarda relação com 

o conceito de irritabilidade.  

 

 

1.2 Contribuições teóricas acerca da raiva no adulto 

 

 

Embora as evidências empíricas acerca da irritabilidade no adulto sejam escassas, 

existem diversas contribuições teóricas conceitualizando o papel da raiva e agressividade no 

adulto. Alguns teóricos que se dedicaram a discutir sobre esse assunto são citados abaixo.  

Dollard (1939) propôs a teoria da frustração-agressão, a qual afirma que a 

interferência, o impedimento da realização de uma meta provocaria um impulso de agressão 

contra a fonte de frustração (7). Porém, uma não depende da outra, o sentimento de raiva, não 

obrigatoriamente gera a agressão (8). Além do mais, a raiva ocorre com muito mais 

frequência que a agressão (9). 

Anderson e Bushman (2002) propuseram o Modelo Geral da Agressão, onde esta 

ocorre devido a uma série de fatores como, pessoais, situacionais, sociais, biológicos e 

psicológicos. Estes fatores em interações com variáveis situacionais influenciariam na 
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ocorrência da agressão, bem como variáveis cognitivas, que poderiam ajudar em uma 

avaliação de curto ou longo termo para possíveis respostas (10).  

Berkowitz (1993) em sua teoria do cognitivismo neoassociacionista sugere que 

situações adversas, sejam elas insatisfações, desapontamentos mesmo com temperatura, 

barulho, geram afeto negativo. Estes despertam respostas motoras e fisiológicas, relacionadas 

com luta ou fuga, que por sua vez, provocam sentimentos de raiva (quando associada à luta) e 

medo (quando associado à fuga). Para esta teoria, nem toda frustração resulta em agressão. 

(11). Berkowitz (1993) também fala da agressão reativa ou afetiva, que seria a agressão como 

uma predisposição inata, e da reação instrumental, a qual seria a agressão de forma aprendida, 

com intuito de gratificações ou de esquivar-se de punições (11).  

Brotman e colaboradores (2016) apresentam um modelo da irritabilidade que integra 

pesquisa clínica e neurociências (2). Ela conceitua a irritabilidade como uma resposta 

emocional que pode se dever a dois motivos específicos: uma resposta comportamental 

aberrante quando há bloqueio de alguma meta, isto é, um baixo limiar para experimentação de 

uma frustração à não recompensa; ou uma resposta aberrante à ameaça, baixo limiar para 

detecção de ameaças (2). Em ambas a aprendizagem instrumental é entendida como central, 

sendo esta a habilidade de adaptar o comportamento em resposta aos estímulos ambientais.  

 

 

 

1.3 Prejuízos e principais síndromes disruptivas no adulto 

 

 

Apesar de associada com resultados positivos, como por exemplo, mobilização de 

recursos psicológicos e proteção da auto estima (12), a raiva está em grande parte associada 

com problemas de saúde física (13), conflitos interpessoais (14) e agressão (15). A 

irritabilidade, no entanto, mostrou-se relacionada a psicopatologia atual e futura e 

independente de estar presente junto a um transtorno ou não, traz prejuízos ao indivíduo (1).  

Assim como níveis elevados de outros afetos negativos como a ansiedade e depressão, 

a irritabilidade pode atingir níveis que requerem atenção clínica. O manual diagnóstico e 

estatístico dos transtornos mentais (DSM-5) atualmente inclui três transtornos que em maior 

ou menor grau refletem aspectos relacionados à irritabilidade: o Transtorno da Desregulação 

Disruptiva do Humor (TDDH), o Transtorno Opositor Desafiante (TOD) e o Transtorno 
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Explosivo Intermitente (TEI). Os principais critérios de cada um desses transtornos podem ser 

vistos no quadro abaixo.  

 

Tabela 1 – Descrição das síndromes disruptivas no adulto 

 Referência: American Psychiatric Association and Statistical Manual of Mental Disorders (16). 
 

 

O TEI tem como principal característica o comportamento disruptivo, já o TOD e 

TDDH incluem não somente o comportamento disruptivo, como também comportamentos 

não verbais e um estado perturbador e persistente de raiva – o humor disruptivo (2). Cabe 

ressaltar que o TDDH inclui tanto os componentes de humor e comportamento da 

irritabilidade de uma forma bastante específica, ao contrário do TOD que inclui outras 

dimensões externalizantes ao se referir a irritabilidade.  

 Estudos preliminares acerca do prejuízo acarretado por essas síndromes são exclusivos 

na população infantil no TDDH, dado que esse diagnóstico é restrito à infância neste 

momento. No entanto, estudos demonstram que quando adultos, crianças que apresentaram o 

TDDH possuem alto nível de prejuízo no funcionamento, incluindo problemas adversos de 

saúde, maior contato policial, problemas financeiros e baixa escolaridade, mesmo quando 

comparados a outros transtornos psiquiátricos(17). Além disso, o TDDH mostrou-se 

extremamente comórbido. Em um estudo longitudinal com 706 crianças com idade entre 6 – 
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12 anos, TDDH não somente foi associado com o transtorno opositor desafiante, como 40 – 

50% das crianças apresentavam transtornos de ansiedade, depressivo e transtorno bipolar nos 

primeiros dois anos de estudo. (18).  

O Transtorno Opositor Desafiante também apresenta altas taxas de comorbidades e 

prejuízo em adultos. Em um estudo com 3119 adultos, dos 10.2% que fecharam critérios para 

TOD, 92% também fecham critérios para outros transtornos mentais ao longo da vida (19). O 

Transtorno Opositor Desafiante também apresenta prejuízos, resultando em baixo 

desempenho escolar, maior rotatividade e estresse no trabalho, e menor renda e maior tensão 

financeira (20).  

O mesmo se dá para o Transtorno Explosivo Intermitente que apresenta uma taxa de 

prevalência de 7.3% ao longo da vida e uma taxa de prevalência no ano de 3.9% (21). Este 

transtornos está associado a uma média de 43 ataques durante a vida, resultando em danos a 

propriedade de cerca de U$1359 (21). Este transtorno é associado com transtorno de 

personalidade borderline, uso de substâncias, paranóide, passivo agressivo e transtorno 

bipolar (22–25). Em torno de 70% destas pessoas desenvolvem ao menos 3 episódios de 

explosões de raiva por ano (26).  

Até o momento há poucas pesquisas sobre síndromes disruptivas em adultos. Uma 

série de motivos podem explicar a falta de estudos em comportamento disruptivo em adultos. 

Dentre eles encontra-se a falta de instrumentos diagnósticos dos principais transtornos 

psiquiátricos que tem como principal característica os ataques de raiva e o humor irritável. A 

avaliação detalhada de instrumentos de medida que permitam um refinamento fenotípico da 

irritabilidade no adulto são uma lacuna na pesquisa psiquiátrica atual (27).  

 

 
1.4 Componentes afetivos e comportamentais da irritabilidade no adulto 

 

 

Apesar da elevada co-ocorrência do humor e comportamento disruptivo, atualmente é 

incerto se estes componentes da irritabilidade podem ser avaliados de forma separada, como 

dimensões distintas. Caso possam ser entendidos como componentes distintos, sua análise de 

forma separada pode ter implicações importantes para a pesquisa sobre a etiologia e 

terapêutica da irritabilidade no adulto. Esta pergunta de pesquisa talvez seja o ponto de 

partida para os estudos de irritabilidade no adulto, dado que tem implicações para as 

categorias diagnósticas e demais pesquisas de correlatos biológicos.   
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Os transtornos de ansiedade podem ser entendidos como alterações emocionais 

relacionados com a emoção medo e ocasionam estados de humor ansioso persistente. A 

depressão pode ser entendida como alterações emocionais relacionadas com a emoção tristeza 

e ocasionam humor depressivo. A irritabilidade, por sua vez, também pode guardar um 

paralelo de estar relacionada a emoção raiva ocasionando um humor irritado ou disruptivo. 

Embora descrições de humor irritado sejam clássicas na literatura psiquiátrica, até o DSM-5 

não havia síndromes que englobassem alterações do humor irritável nos manuais 

classificatórios de forma cardinal. O TEI, em contrapartida, foi descrito como parte dos 

manuais desde o DSM-III, no entanto, a descrição dessa síndrome inclui apenas um 

componente comportamental e não envolve humor irritável. Talvez por esse motivo distinções 

entre humor e comportamento disruptivo não tenham sido investigadas em detalhe até o 

momento e carecem de investigações mais específicas que motivam a pergunta de pesquisa 

desta dissertação.  

Para a irritabilidade infantil, esta pode ser conceituada de duas formas, como tônica e 

fásica. O componente tônico estaria mais relacionado ao humor (humor persistentemente 

irritado, mal-humorado) enquanto que o componente fásico seriam as explosões 

comportamentais relacionadas à raiva 

 

   

 
2. JUSTIFICATIVA 

 

 

Sintomas de irritabilidade são extremamente comuns em pacientes com doenças 

psiquiátricas. No entanto, pouco se sabe acerca das diferentes apresentações da irritabilidade 

no adulto. Especificamente, não é claro se a irritabilidade é um construto unidimensional ou 

apresenta componentes afetivos e comportamentais. Esta distinção é importante para guiar a 

nosologia da irritabilidade no adulto e buscar por achados fisiopatológicos que podem ser 

diferentes se envolverem componentes afetivos e/ou comportamentais.  
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3. OBJETIVOS 

 

 
3.1 Objetivo Geral: 

 

 

Investigar a validade da distinção dos componentes afetivos e comportamentais da 

irritabilidade no adulto em uma amostra de pacientes com transtornos mentais graves.  

 

 

Objetivos Específicos: 

 

 

Investigar a estrutura fatorial de um instrumento construído para avaliar os 

componentes afetivos e comportamentais da irritabilidade, testando o modelo unifatorial, 

correlacionado de dois fatores (afetivo e comportamental) e bifatorial (fator geral, 

componente afetivo específico e componente comportamental específico). 

Investigar as associações entre os componentes da irritabilidade com validadores 

externos (funcionalidade, outros instrumentos de avaliação do humor e diagnóstico pelo 

DSM-5). 

Investigar a prevalência do Transtorno Explosivo Intermitente (TEI), Transtorno 

Opositor Desafiante (TOD) e Transtorno da Desregulação Disruptiva do Humor (TDDH) em 

uma amostra de pacientes com transtornos mentais graves.  
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4.1 Abstract  
 
 
Background: Irritability is defined as proneness to anger and can be manifested by angry 

mood (disruptive mood) and/or anger attacks (disruptive behavior), being a frequent transdiagnostic 

construct in patients with severe mental disorders. Although disruptive mood and disruptive behavior 

frequently co-occur, it is currently unclear whether mood and behavior aspects of irritability can be 

separated. The aim of this study is to investigate the independence of mood and behavior aspects of 

irritability in a sample of participants with severe mental disorders by using confirmatory factor analysis 

and associations with external validators.  

 

Methods: A total of 246 patients (mean age of 45 years; 63% female) from four outpatients 

programs (depression, anxiety, bipolar and schizophrenia) from a tertiary hospital participated in the 

study. A clinical instrument rated by trained clinicians was specifically designed to capture constructs 

of disruptive mood and disruptive behavior dimensionally and also to capture detailed information 

about disruptive diagnosis in adults (Intermittent Explosive Disorder, IED; Oppositional Defiant 

Disorder, ODD; and Disruptive Mood Dysregulation Disorder, DMDD). Confirmatory factor analysis 

was used to test best fitting models of irritability and multiple regression analysis were used to 

investigate associations with external validators.  

 

Results: Disruptive mood and behavior were frequent, but full-blown diagnosis of disruptive 

syndromes was rare (IED, 8%; ODD, 2%; DMDD, 2%). The unidimensional model encompassing both 

mood and behavior items did not provide a good fit to our data. The correlated model with two 

dimensions and the bifactor model with one general dimension and two specific dimensions (mood 

and behavior) showed proper fit indexes. This analysis also showed that whereas mood items are 

endorsed in less severe cases of irritability, behavioral symptoms are endorsed in more severe cases 

of irritability. External validation also support the division of mood and behavioral components of 

irritability, given specific mood was distinctively associated with impairment and clinical measures of 

depression and mania.  

 

Conclusions: There are both commonalities and specificities in measuring mood and 

behavior components of irritability in adults. This data provide some psychometric support for studying 

the shared and the specific aspects of irritability in adults.  
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4.2 Introduction 
 

Irritability is defined as elevated proneness to anger relative to peers (1,2) . As a symptom, it is 

present in several psychiatric disorders such as Major Depression Disorder (MDD) and Generalized 

Anxiety Disorder (GAD) as well as a common symptom in patients with other severe mental disorders. 

Irritability is also the core symptom of three main diagnosis in the 5th edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-5): Intermittent Explosive Disorder (IED), Oppositional 

Defiant Disorder (ODD) and Disruptive Mood Dysregulation Disorder (DMDD) – all involving significant 

distress and impairment across the lifetime. IED is mainly characterized by the presence of disruptive 

behaviors, whereas ODD and DMDD include disruptive behaviors (e.g., aggression), but are also 

characterized by disruptive mood, i.e., a persistence of anger, involving sullen nonverbal behaviors 

and reports of being annoyed over many days (3). Although disruptive mood and behavior frequently 

co-occur, it is currently unclear whether mood and behavior components of irritability can be measured 

separately and form distinct dimensions. If mood and behavioral aspects of irritability are distinct, this 

might have important implications to research about etiology and therapeutics, which might differ by 

each of these dimensions.  

 

As outlined above, the distinction of behavioral and mood components of irritability in the adult 

psychiatry literature is currently illustrated by the presence of the IED and ODD categories in the 

DSM-5. Whereas IED involves the presence of frequent recurrent behavioral outbursts representing a 

failure to control impulses manifested by aggressive acts (the behavioral component); ODD is a 

heterogeneous syndrome encompassing argumentative defiant behavior and vindictiveness but also 

angry/irritable mood (the mood or affective component). To the best of knowledge, no previous 

empirical investigations compared these two categories in terms of etiology, treatment response or 

any other nosological validator (4). We are also unaware of any empirical investigations of DMDD in 

adults, a syndrome recently described in children (5), but which might be well suited to describe adult 

cases of chronic and impairing irritability, characterized also by both behavioral and mood aspects.  

 

Contrasting with the paucity of studies investigating the affective component of irritability, there is a 

vast amount of research investigating aggression in adults (which is part of the behavioral component 

of irritability). Aggression is simply defined as a behavior intended to harm another (6), and it is 

commonly divided in proactive and reactive aggression (7). Proactive aggression (also called 

instrumental aggression) is a behavior design to obtain a goal; whereas reactive aggression (also 

called emotional or hostile aggression) occurs in response to frustrating events. The behavioral 

component of irritability is related to reactive aggression. Whereas several studies investigate the 

correlates of aggression in adults, none has investigated the distinction between reactive aggression 

and disruptive mood. Therefore, so far previous evidence in adults is uninformative to answer to which 

extent those two constructs are distinct.  
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It is worth nothing that the literature of child psychiatry provides tentative evidences for the importance 

of studying in depth the concept of irritability, as opposed to focusing only in the behavioral 

manifestations such as reactive aggression followed by the adult literature so far  (1–3). However, the 

distinction between mood and behavioral components of irritability is also an empirical question for the 

child psychiatry literature research itself, which so far has revealed that irritability, as opposed to other 

dimensions of oppositionality such as headstrong and vindictive behaviors, is closely related to other 

affective disorders such as anxiety and depression, both in terms of longitudinal links (8), genetics (9) 

and cognitive mechanisms, such as biases towards threats (10,11). One could hypothesize that those 

links could be driven by a shared affective component between anxiety, depression and anger; that 

might not be related by behavioral components of irritability. That hypothesis could only be tested if 

mood and behavioral components of irritability could be investigated distinctively.  

 

Here we aim to investigate the independence of mood and behavior components of irritability in a 

sample of participants with severe mental disorders. We hypothesize that a clinical interview 

specifically designed to probe mood and behavior aspects of irritability will provide means to 

investigate those two related dimensions in adults.  

 

 

4.3 Methods 
 

Sample 

The sample was composed of 246 patients, recruited at four outpatients programs from Hospital de 

Clínicas de Porto Alegre (bipolar, n=68; depression, n=55; anxiety, n=55; schizophrenia, n=68). The 

data was collected from March to May of 2015 in the bipolar program, from June to September of 

2015 in the schizophrenia program, from October of 2015 to January 2016 in anxiety program and 

from February to June of 2016 in the depression program. All patients attending to the outpatient 

programs were invited to participate. The inclusion criteria were to be able to read and write to fulfill 

the questionnaires used in the study. Due to a concomitant study on biomarkers performed in the 

same sample, we excluded patients with inflammatory conditions, autoimmune disease, history of 

acute infections, drug and alcohol disorder use (except cigarette and coffee), pregnancy, 

breastfeeding and organic mental illness. Individuals were recruited at the waiting room of the 

outpatient programs, before the doctor’s appointment. In total, 944 patients were invited to participate, 

254 refused to participate, 71 failed to complete the full study protocol and 373 did not met the 

inclusion criteria or were excluded (26% for being unable to read or write, 16% for diabetes, 7% for 

epileptic seizures, 7% for HIV infection, 7% for hepatitis, others reasons with frequency lower 4%). 

Therefore, total of 246 were included in the current analysis. All patients signed the informed consent. 

The institutional review board of Hospital de Clínicas de Porto Alegre approved the study.  
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Procedures 

Patients from each outpatient programs were interviewed in two sessions. The first section included 

instruments administered by trained psychologists and medical students, which included 

characterization of socioeconomic status and self-reported questionnaires (~30 minutes). The second 

section was a detailed clinical interview with two trained psychiatrists (L.S.T and E.M.S), which lasted 

around 40 minutes and included all clinical instruments that will be described below.  

 

 

Instruments 

Mood Disruptive Scale (MOODS) 

The MOODS is a scale aiming to measure levels of disruptive mood and behavior. The instrument is a 

self-rated questionnaire with 56 multiple-choice questions about the last seven days. The 

questionnaire includes four main sections: disruptive behavior (temper outbursts), defiant and 

vindictive behavior, disruptive mood (angry mood) and irritability-related impairment. Given the main 

aim of this study is to investigate distinctions between disruptive mood and behavior, the defiant and 

vindictive behavior section was not analyzed. The disruptive behavior section is composed of 17 

questions evaluating behaviors occurring during anger outbursts including verbal and physical 

aggression as well as disruptive behaviors directed towards objects and animals. Response options 

were answered in a frequency scale with the following options: “never”, “rarely”, “some days of the 

week”, “most days of the week”, “every day of the week” and “many times each day”. The disruptive 

mood section is composed of 10 questions reflecting disruptive mood states. Response options were 

answered in an intensity scale with the following options: “not at all”, “a little”, “moderately”, “a lot” and 

“extremely”. Finally, the impairment section included 8 questions about the consequences of mood 

and behavior on overall functioning with family, friends, relationships, work, school and justice. 

Response options were answered in an intensity scale with the following options: “not at all”, “a little”, 

“a lot” and “extremely”.  

 

Mood Disruptive Diagnostic Instrument (MOODS-I) 

The MOODS-I is a clinician rated, structured interview with several multiple-choice questions which 

aims to provide diagnosis of three disruptive diagnosis in adults: IED, ODD and DMDD. The 

instrument is a hybrid of (1) a structured interview with several multiple-choice questions based on the 

DSM-5 to allow diagnosis of each disruptive diagnosis using a computerized algorithm with (2) a 

section of clinical judgment which is rated after the multiple-choice questions by a trained clinician. 

The structured interview section includes detailed assessment about disruptive behavior, headstrong 

and vindictive behaviors, disruptive mood and impairment. As in MOODS, MOODS-I includes a 

diverse number of items assessing frequency and intensity of common behaviors occurring a temper 

outburst, common terms designed to define the intensity of disruptive mood, detailed assessment of 

the consequences of irritability and also exclusionary criteria to account for DSM-5 exclusion rules. 
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The clinical judgment section requires that the clinician rates each DSM-5 criterion answered in the 

structured interview as “not present”, “subthreshold” and “threshold”. The clinician also rates if the 

level of impairment is sufficient to provide each DSM-5 diagnosis. Both instruments are available with 

no charge for research purposes upon contact with the senior author of the paper (G.A.S.).  

 
 
Electronic Chart Review Instrument 

The chart review instrument (12)(unpublished) was used to systematize diagnostic assessment for 

each participant in all outpatient programs. Trained psychiatrists used the instrument and reviewed an 

average number of 20 outpatient consults (SD=9, minimum=1, maximum=50), an average of 0.6 

inpatient admission notes (SD=1.1, minimum=0, maximum=8) and an average of 0.57 inpatient 

discharge notes (SD=1.02, minimum=0, maximum=6). From those sources of information, they looked 

for evidence to confirm or refute the main DSM-5 diagnostic categories. The instrument assesses 12 

categories, reviewing the main criteria for each DSM-5 disorder from the electronic chart. The 

psychiatrist rates then the likelihood of a diagnosis to be present or absent in a probabilistic scale from 

‘definitely absent’, ‘likely to be absent’, ‘likely to be present’ and ‘definitely present’. For the purposes 

of this study a diagnosis was considered to be present for ‘likely to be present’ and ‘definitely present’. 

The instrument assures a standardized method to collect information from electronic charts and has 

the advantage of having a longitudinal perspective for patients using services for many years. This is 

particularly important for patients with severe mental disorders for each symptom fluctuate over time. 

 

Other symptomatic scales 

Hamilton Depression Rating Scale: this scale is applied by a clinical rater and contains 17 items that 

measures the severity of depressive symptoms over the last two months (13,14). The scale ranges 

from 0 to 52, with higher scores representing higher depression severity. The coefficient of internal 

consistency of the scale is α = 0·75 (15).  

Young Mania Rating Scale: this scale is also applied by a clinical rater, containing 11-items assessing 

the severity of manic symptoms over the last two months (16,17). The scale ranges from 0 to 58, with 

higher scores representing higher severity of manic symptoms. The coefficient of internal consistency 

of the scale is α = 0·67 (17). 

 

Statistical Analysis 

We conducted a Confirmatory Factor Analysis to evaluate a unidimensional model (with all items), a 

correlated model (with two dimensions, mood and behavior) and a bifactor model (with one general 

and two specific dimensions,mood and behavior). The correlations among items of the CFA were used 

with mean and variance adjusted weighted least squares (WLSMV) estimator implemented by the 

package “lavaan” from R (18). The model fit was considered to be good if the CFI (Comparative Fit 

Index) and for TLI (Tucker-Lewis Index) are ≥ 0·95; and if the RMSEA (Root Mean Square Error of 

Approximation) ≤ 0·06. It was considerable acceptable if the model fit was CLI and TLI ≥ 0·90, and 

RSMEA ≤ 0·80 (19). We also used Reykov omega coefficients for the reliability indices (20). Item 

Information curves were estimated from CFA using the ‘psych’ package from R (21). Spearman 
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correlation coefficients were used to investigate associations with clinical scales and multiple 

regression analysis were used to assess associations with dummy coded diagnostic categories. 

Missing data was treated using multiple imputation by chained equations using the ‘mice’ package 

(22,23).  

 
4.4 Results 

 

Sample description 

The majority of sample was composed by middle-age females form a low socioeconomic status. One 

third of the sample had an anxiety disorder, two thirds a mood disorder and one-forth meet criteria for 

a psychotic disorder (Table 1). 

 

Prevalence of disruptive disorders 

The most prevalent disruptive disorder diagnosis was IED with 8% prevalence, followed by 

DMDD with 2% and then by ODD with 2% prevalence.  

 

Confirmatory Factor Analysis  

CFA indices did not show a good fit for the unidimensional model encompassing items from both 

disruptive mood and behavior [RMSEA=0·146 (CI90% = 0·14-0·15); CFI=0·96; TLI=0·95]. Omega 

reliability was 0·96.  

The correlated model (with two dimensions: mood and behavior) showed acceptable fit indexes 

[RMSEA = 0·077 (CI90% = 0·071 – 0·083); CFI = 0·99; TLI = 0·99] with high items loadings for the 

mood dimension (0·82 – 0·91; median = 0·86) and for the behavior dimension (0·57 – 0·89; median = 

0·73). Omega reliability for mood was 0.94 and for behavior was 0·95.  

The bifactor model who has a general dimension (common) and other two specific dimensions (mood 

and behavior) showed excellent fit to the data [RMSEA = 0.041; CFI = 0.99; TLI = 0.99]; with items 

from the common dimension ranging from 0·21 to 0·90, median = 0·55; for the mood dimension 0·16 

to 0·66, median = 0·41; and for the behavior dimension ranging from 0·24 to 0·94, median = 0·59. 

Omega reliability for the general factor was 0·61 and 0.90 and 0.93 for mood and behavior specific 

factors. 

  

Reliability by area of the latent trait  

Item information function generated by unidimensional CFAs for each construct separately (mood and 

behavior), showed that whereas the mood items are reliable to inform about disruptive mood form 1 

SDs scores bellow the mean to 3SDs above the mean (Figure 2, left panel; reliabilities above 0·80); 

behavior items are reliable to inform about disruptive behavior from the mean until 3 SDs above the 

mean (Figure 2, right panel; reliabilities above 0·80).  

 

Associations with irritability related impairment 

Results of the path analysis for the correlated model revealed both mood (b=1·202, SE=0·108, 

p<0·001) and behavioral (b=0·356, SE=0·082, p<0·001) components of irritability were associated 
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with irritability-related impairment, with a higher effect size for mood if compared to irritability (β=0·681 

vs. β=0·202). However, in the Bifactor model, only the common factor (b=1·316, β=0·718, SE=0·130, 

p<0·001) and the mood component (b=0·791, β=0·432, SE=0·103, p<0·001) were associated with 

impairment, and no significant association was detected for the behavioral component (b=-0·039, β=-

0·021, SE=0·102, p=0·703).  

 

Associations with depression and mania 

Spearman correlations between the correlated model revealed significant associations between the 

mood component with depressive symptoms as measured by the HADS (ρ=0·563, p<0·001) and 

YMRS (ρ=0·273, p<0·001), but also between the behavioral component and HADS (ρ=0·478, 

p<0·001) and YMRS (ρ=0·245, p<0·001). The bifactor model revealed most of the associations were 

driven by the common factor (ρ=0·444, p<0·001 for HADS; ρ=0·271, p<0·001 for YMRS), still 

significant for the specific mood component (ρ=0·497, p<0·001 for HADS; ρ=0·176, p=0·01 for YMRS) 

but not for the specific behavioral component (ρ=-0·09, p=0·203 for HADS; ρ=0·00, p=0·999 for 

YMRS). 

 

4.5 Discussion 
Our results can be summarized as follows. First, we found that a unidimensional model encompassing 

both mood and behavior items did not provide a good fit to our data, a correlated model with two 

dimensions showed acceptable fit and the bifactor model with one general dimension and two specific 

dimensions (mood and behavior) showed excellent fit indexes suggesting that there are both 

commonalities and specificities in measuring mood and behavior components of irritability in adults. 

Second, this analysis also showed that whereas mood items are endorsed in less severe cases of 

irritability, behavioral symptoms are endorsed in more severe cases of irritability indicating a 

differential severity threshold for disruptive symptoms. Third, impairment was more strongly 

associated with mood than behavior, and in Bifactor models only mood items were associated with 

irritability-related impairment. Lastly, other mood measures were only associated with general factor 

and with the specific mood component, but not for the specific behavior component. 

Although research discriminating mood and behavior components of irritability in adults is 

lacking, preliminary research has began to discriminate these components in children (24), dividing 

irritability into tonic (the mood component) and phasic (the behavioral component) components. 

Authors found in a longitudinal sample of 1,420 participants 9-16 years that those two components 

largely overlap, both decrease with age and shows no sex differences. Also, they found both were 

associated with disrupted functioning including service use, school suspensions, parental burden, and 

emotional symptoms both concurrently and at 1-year follow-up. We also showed mood and behavioral 

components of irritability largely overlap into a general factor, but we found specific associations when 

using bifactor models that disentangle common from specific components of irritability. Differently from 

previous evidence in children, we found mood items to be more frequently endorsed than behavior 

items. We could hypothesize that the increase in behavioral control that occurs after adolescence 

might partially explain these findings.  
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Associations between the specific mood component and clinical ratings of mood using mood validated 

scales also provide some validity for the separation of mood and behavioral components of irritability. 

Interestingly, most associations between specific components of irritability were related to the mood 

specific factor. Currently, the DSM-5 only has the IED and ODD categories for diagnosing irritability in 

adults. The IED category has no mood component and the ODD category has a very minor mood 

component among several other dimensions, which are mixed together. To be able to diagnose 

DMDD in adults could provide an interesting alternative for capturing the mood component in adults. 

And this study provides some preliminary evidence for the validity of such instruments and interviews. 

The increment of a proper system for dysfunctional anger might be essential for theoretical and clinical 

advances (25). 

Our study is not without limitations. First, our sample included several outpatients with severe 

mental illness, with several medical comorbidities and using a variety of medications. Further 

community studies are needed to properly assess irritability in adults. Second, clinical disorders were 

diagnosed by using non-validated standardized instruments based on electronic records. Further 

studies using validated instruments and clinical interviews are needed to assess comorbidity patterns 

of IED, ODD and DMDD. Nevertheless, this is the first study using a newly designed clinical 

instrument investigating with psychometric and clinical validators the distinction between mood and 

behavioral components of irritability.   

 

4.6 Conclusions 
This work concludes that there are both shared and potentially distinct aspects of irritability in adults 

that can be accessed and differentiated by a clinical interview helping to choose for a more adequate 

treatment. It’s also clear that disruptive mood is very common between individuals with several mental 

disorders and that behavioral symptoms are presented in more severe cases of irritability. This data 

provides some psychometric support for studying the shared and the specific aspects of irritability in 

adults. 
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4.8 Tables & Figures 
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Figure 1 – Path diagrams for unidimensional, correlated and Bifactor models 

 

 

 

Panel A – Unidimensional 
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Panel B – Correlated two factor 
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Panel C – Bifactor 
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Figure 2. Item Information Curves for Disruptive Mood and Disruptive Behavior estimated from Confirmatory Factor 

Analysis. M3a until m3j = mood items; t2a until t2q = behavior items.  
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Figure 3. Histograms of Disruptive Mood and Disruptive Behavior Summed Scores 
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5. CONSIDERAÇÕES FINAIS  

 

 

 Apesar da sintomatologia da irritabilidade estar presente em grande parte dos 

transtornos psiquiátricos e das pesquisas em irritabilidade em crianças estarem aumentando, o 

campo da irritabilidade no adulto ainda é pouco explorado. Nosso trabalho apresenta achados 

importantes mostrando evidências de validade para os componentes de humor e do 

comportamento da irritabilidade no adulto tanto do ponto de vista psicométrico, quanto no 

que se refere aos validadores clínicos externos.  

 Concluir que o humor e o comportamento são dimensões distintas da irritabilidade 

implica na diferenciação destes dois componentes para pesquisas destinadas a estudar a 

irritabilidade no adulto. Nosso estudo mostrou que a dimensão do humor disruptivo não só 

teve validade de forma distinta do comportamento, como também foi a dimensão que mais 

esteve associada a outras disfunções do humor e ao prejuízo relacionado à irritabilidade. Esses 

resultados aproximam a irritabilidade como parte de outros afetivos negativos (como a 

ansiedade e depressão) e dimensionam a importância do humor disruptivo como alvo 

terapêutico no adulto.  

O fator geral da irritabilidade foi encontrado em níveis baixos no transtorno bipolar 

tipo I e na esquizofrenia, porém em altos níveis no transtorno bipolar tipo II. Esses resultados 

são interessantes pois podem indicar inacurácia diagnóstica do Transtorno bipolar tipo II nesta 

população clínica. É possível pensar que a irritabilidade crônica está sendo erroneamente 

avaliada como manifestação do transtorno bipolar, que se caracteriza por irritabilidade 

episódica, acompanhada de aumento de energia e elação do humor. Os menores níveis do 

fator geral da irritabilidade nos pacientes com transtorno bipolar tipo I e pacientes com 

esquizofrenia podem indicar o perfil de prescrição para pacientes com esses transtornos que 

inclui frequentemente anti-psicóticos que tem ação comprovada na agressividade no adulto, 

embora seu efeito no humor irritável seja incerto.    

 Mesmo os diagnósticos das síndromes disruptivas sendo raros (transtorno explosivo 

intermitente 8.13%; transtorno da desregulação disruptiva do humor 2.44% e transtorno 

opositor desafiante 2.03%), os sintomas de humor e comportamento foram frequentes na 

população de pacientes com transtornos mentais graves. Estes resultados dão a dimensão da 

importância da pesquisa no humor e comportamento irritado no adulto. No entanto, é preciso 

ressaltar que trata-se de uma amostra clínica, incluindo pacientes gravemente doentes e, 
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portanto, pesquisas comunitárias futuras são necessárias para investigar a prevalência desses 

transtornos na comunidade. 

 O presente estudo sugere que a irritabilidade apresenta duas dimensões distintas, o 

humor e o comportamento disruptivo. Sintomas de irritabilidade são relativamente comuns 

(57) e associada de forma negativa com desfechos clínicos (3,28,37–39). Os resultados são 

relevantes para essa literatura emergente e contribuem para o entendimento da fenomenologia 

do humor e comportamento disruptivo no adulto. Nesse sentido torna-se imperativo 

investigações que atestem a validade e confiabilidade de instrumentos adequados para 

mensuração do humor e comportamento irritável no adulto, com o qual contribui este 

trabalho.  
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8. ANEXO I – Escala do Humor Disruptivo  
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9. ANEXO II - Instrumento Diagnóstico do Humor Disruptivo  
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10. ANEXO III – INSTRUMENTO DE REVISÃO DE PRONTUÁRIOS 
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