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Disruptive mood dysregulation disorder:
A better understanding

Recognizing key differences in
DMDD can help distinguish it
from similar pediatric disorders

isruptive mood dysregulation disorder (DMDD)—a

childhood condition of extreme irritability, anger, and

frequent, intense temper outbursts—has been a source
of controversy among clinicians in the field of pediatric mental
health. Before DSM-5 was published, the validity of DMDD
had been questioned because DMDD had failed a field trial;
agreement between clinicians on the diagnosis of DMDD was
poor.! Axelson? and Birmaher et al®> examined its validity in
their COBY (Course and Outcome of Bipolar Youth) sample.
They concluded that only 19% met the criteria for DMDD
in 3 times of follow-up. Furthermore, most DMDD criteria
overlap with those of other common pediatric psychiatric
disorders, including oppositional defiant disorder (ODD),
attention-deficit/hyperactivity disorder (ADHD), and pediat-
ric bipolar disorder (BD). Because diagnosis of pediatric BD
increased drastically from 2.9% to 15.1% between 1990 and
2000,* it was believed that introducing DMDD as a diagnosis
might lessen the overdiagnosis of pediatric BD by identifying
children with chronic irritability and temper tantrums who
previously would have been diagnosed with BD.

It is important to recognize that in pediatric patients, mood
disorders present differently than they do in adults.® In chil-
dren/adolescents, mood disorders are less likely to present
as distinct episodes (narrow band), but more likely to pres-
ent as chronic, broad symptoms. Also, irritability is a common
presentation in many pediatric psychiatric disorders, such as
ODD, BD (irritability without elation),® and depression. Thus,
for many clinicians, determining the correct mood disorder

diagnosis in pediatric patients can be challenging.
continued
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This article describes the diagnosis of
DMDD, and how its presentation is simi-
lar to—and different from—those of other
common pediatric psychiatric disorders.

The origin of DMDD

Many researchers have investigated the
broadband phenotypical presentation of
pediatric mood disorders, which have
been mostly diagnosed in the psychiatric
community as pediatric BD. Leibenluft’
identified a subtype of mood disorder that
they termed “severe mood dysregulation”
(SMD). Compared with the narrow-band,
clearly episodic BD, SMD has a differ-
ent trajectory, outcome, and findings on
brain imaging. SMD is characterized by
chronic irritability with abnormal mood
(anger or sadness) at least half of the day
on most days, with 3 hyperarousal symp-
toms, including pressured speech, racing
thoughts or flight of ideas, intrusiveness,
distractibility, insomnia, and agitation.?
Eventually, SMD became the foundation of
the development of DMDD.

DSM-5 diagnostic criteria for DMDD
include severe recurrent temper outbursts
that are out of proportion to the situation,
inconsistent with developmental level, and
occurring on average >3 times per week,
plus persistently irritable or angry mood
for most of the day nearly every day’
Additional criteria include the presence of
symptoms for at least 12 months (without
a symptom-free period of at least 3 con-
secutive months) in >2 settings (at home, at
school, or with peers) with onset before age
10. The course of DMDD typically is chronic
with accompanying severe temperament.
The estimated 6-month to 1-year prevalence
is 2% to 5%; the diagnosis is more common
among males and school-age children than
it is in females and adolescents.>'

DMDD or bipolar disorder?

A patient cannot be dually diagnosed with
both disorders. If a patient exhibits a manic
episode for more than 1 day, that would null
and void the DMDD diagnosis. However,
in a study to evaluate BD in pediatric
patients, researchers divided BD symptoms

into BD-specific categories (elevated mood,
grandiosity, and increased goal-directed
activity) and nonspecific symptoms such as
irritability and talkativeness, distractibility,
and flight of ideas or racing thoughts. They
found that in the absence of specific symp-
toms, a diagnosis of BD is unlikely to be
the correct diagnosis." Hence, as a nonspe-
cific symptom, chronic irritability should be
attributed to the symptom count for DMDD,
rather than BD. Most epidemiologic studies
have concluded that depression and anxiety,
and not irritability, are typically the preceed-
ing presentations prior to the development
of BD in young adults.!> Chronic irritability,
however, predicts major depressive disorder
and anxiety disorders in later adolescence
and one’s early twenties.” Furthermore, BD
commonly presents with infrequent and dis-
crete episodes and a later age of onset, while
DMDD presents with chronic and frequent,
severe temper outbursts. Some differences
between DMDD and BD are illustrated in
Table 1" (page 25).

Irritable and taking risks

Ms. N, age 16, is brought to the outpatient
psychiatry clinic by her parents for evalua-
tion of mood symptoms, including irritabil-
ity. Her mother claims her daughter was an
introverted, anxious, shy child, but by the
beginning of middle school, she began to
feel irritable and frequently stayed up at
night with little sleep. In high school, Ms. N
had displayed several episodes of risk-taking
behaviors, including taking her father’s vehi-
cle for a drive despite not having a driver’s
permit, running away for 2 days, and having
unprotected sex.

During her assessment, Ms. N is pleasant
and claims she usually has a great mood. She
fought with her mother several times this
year, which led her to run away. Her parents
had divorced when Ms. N was 5 years old and
have shared custody. Ms. N is doing well in
school despite her parents’ concerns.

Diagnosis. The most likely diagnosis is
emerging BD. Notice that Ms. N may have
had anxiety symptoms before she developed
irritability. She had a relatively late onset
of symptoms that were episodic in nature,
which further supports a diagnosis of BD.
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Differences between DMDD and bipolar disorder

Factor DMDD

Bipolar disorder

Irritability Severe, chronic

Episodic

Age of onset Before age 18

Can be diagnosed at any age, but typical
- onset in young adults

Psychotic symptoms Rare

Can be present

Comorbidity Depression, ADHD

Prognosis

 Chronic initability, depression

Chronic

Specific symptoms Temper outbursts

Grandiosity, increased risk-taking behaviors
(eg, sex or overspending), decreased need
 for sleep

ADHD: attention-deficit/hyperactivity disorder; DMDD: disruptive mood dysregulation disorder

Source: References 11-13

DMDD or oppositional defiant
disorder?

DMDD and ODD cannot be dually diag-
nosed. However, if a patient meets the cri-
teria for both DMDD and ODD, only the
DMDD diagnosis should be considered.
One of many issues of DMDD is its simi-
larity to ODD. In fact, more than 70% of
patients with DMDD also meet the diag-
nostic criteria for ODD.!*!* Some research-
ers have conceptualized DMDD as a severe
form of ODD. However, there are a few
differences that clinicians can use to distin-
guish the 2 disorders.

Compared with patients with ODD,
those with DMDD more frequently experi-
ence severe irritability."® Patients with ODD
may present with delinquent behaviors and
trouble with authority figures. Moreover,
comorbidity with ADHD is twice as com-
mon in ODD; more than 65% of patients
with ADHD have ODD vs 30% who have
DMDD.!* Finally, in general, children with
DMDD have more social impairments com-
pared with those with ODD. Differences
between DMDD and BD are illustrated in
Table 2''*16 (page 26).

Angry and defiant

Mr. R, age 14, is brought to the emergency
department (ED) by his parents after becom-
ing very aggressive with them. He punched
a wall and vandalized his room after his par-
ents grounded him because of his previous

defiant behavior. He had been suspended
from school that day for disrespecting his
teacher after he was caught fighting another
student.

His parents describe Mr. R as a strong-
willed, stubborn child. He has difficulty
with rules and refuses to follow them. He is
grouchy and irritable around adults, includ-
ing the ED staff. Mr. R enjoys being with his
friends and playing video games. He had
been diagnosed with ADHD when he was
in kindergarten, when his teacher noticed
he had a poor attention span and could not
sit still. According to his parents, Mr. R has
“blown up” a few times before, smashing
items in his room and shouting obscenities.
Mr. R’s parents noticed that he is more defi-
ant in concurrence with discontinuing his
ADHD stimulant medication.

Diagnosis. The most likely diagnosis for Mr.
R is ODD. Notice the comorbidity of ADHD,
which is more commonly associated with
ODD. The frequency and severity of his out-
bursts and irritability symptoms were lower
than that typically associated with DMDD.

Treatment strategies for DMDD
Management of DMDD should focus on
helping children and adolescents improve
their emotional dysregulation.

Clinicians should always consider behav-
ioral therapy as a first-line intervention.
The behavioral planning team may include
(but is not limited to) a behavior specialist,
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Differences between DMDD and ODD

Factor DMDD

OoDD

Irritability severity

+++ with extreme outbursts

++ chronic irritability

ADHD comorbidity 4 .

Delinquent behaviors 4 e

Social impairment +++ T+

Other symptoms Frequent temper outbursts Difficulty with authority figures

+ = less likely; +++ = more likely

ADHD: attention-deficit/hyperactivity disorder; DMDD: disruptive mood dysregulation disorder; ODD: oppositional defiant

disorder

Source: References 10,14-16

child psychiatrist, psychologist, therapist,
skills trainer, teachers, and the caregiver(s).
The plan should be implemented across
all settings, including home and school.
Furthermore, social skills training is neces-
sary for many children with DMDD, who
may require intensive behavioral modifi-
cation planning. Comorbidity with ADHD
should be addressed with a combination of
behavioral planning and stimulant medi-
cations.” If available, parent training and
parent-child interactive therapy can help to
improve defiant behavior.

Pharmacotherapy

Currently, no medications are FDA-
approved for treating DMDD. Most phar-
macologic trials that included patients with
DMDD focused on managing chronic irri-
tability and/or stabilizing comorbid disor-
ders (ie, ADHD, depression, and anxiety).

Stimulants. Previous trials examined
the benefit of CNS stimulant medications,
alone or in conjunction with behavioral
therapy, in treating DMDD and comorbid
ADHD. Methylphenidate results in a sig-
nificant reduction in aggression'® with a
dosing recommendation range from 1 to 1.2
mg/kg/d. CNS stimulants should be con-
sidered as first-line pharmacotherapy for
DMDD, especially for patients with comor-
bid ADHD.

Anticonvulsants. Divalproex sodium is
superior to placebo in treating aggression
in children and adolescents.” Trials found
that divalproex sodium reduces irritability
and aggression whether it is prescribed as

monotherapy or combined with stimulant
medications."

Lithium is one of the main treatment
options for mania in BD. The benefits of
lithium for controlling aggression in DMDD
are still under investigation. Earlier studies
found that lithium significantly improves
aggressive behavior in hospitalized pedi-
atric with conduct disorder.?*?' However,
a later study that evaluated lithium vs
placebo for children with SMD (which
arguably is phenotypically related to the
DMDD) found there were no significant
differences in improvement of irritability
symptoms between groups.”? More research
is needed to determine if lithium may play
a role in treating patients with DMDD.

Antipsychotics. Aripiprazole and ris-
peridone are FDA-approved for treating
irritability in autism. A 2017 meta-analysis
found both medications were effective in
controlling irritability and aggression in
other diagnoses as well® Other antipsy-
chotic medications did not show sulfficient
benefits in treating irritability.”® When con-
sidering antipsychotics, clinicians should
weigh the risks of metabolic adverse effects
and follow practice guidelines.

Antidepressants. A systematic review
did not find that selective serotonin reup-
take inhibitors or serotonin-norepinephrine
reuptake inhibitors effectively reduce irri-
tability.* However, in most of the studies
evaluated, irritability was not the primary
outcome measure.*

Other medications. Alpha-2 agonists
(guanfacine, clonidine), and atomoxetine



may help irritability indirectly by improv-
ing ADHD symptoms.”
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Disruptive mood dysregulation disorder (DMDD), bipolar disorder, and oppositional
defiant disorder have similar presentations and diagnostic criteria. The frequency
and severity of irritability can be a distinguishing factor. Behavioral therapy is a

first-line treatment. No medications are FDA-approved for treating DMDD, but
pharmacotherapy may help reduce irritability and aggression.
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