MALDEK
CONDITION CATALOG - MENTAL HEALTH & SUBSTANCE USE

Disruptive Mood Dysregulation Disorder
(DMDD)

DMDD is a childhood disorder of chronic, severe irritability — the mood between
the explosions is the disease, not just the explosions themselves.

THE STORY IN ONE SENTENCE

DMDD is a childhood disorder of chronic, severe irritability — the mood between the
explosions is the disease, not just the explosions themselves.

“A child whose anger thermostat is stuck on high: severe temper outbursts three or more times
a week, and an irritable, angry mood that never really goes away in between — for a year or
more, in more than one setting.”

Normal anatomy — the body's job

A child's brain regulates frustration through a loop: the amygdala (the brain's alarm center
that flags danger and unfairness) fires when something feels blocked or unfair, and the
prefrontal cortex (the front part of the brain that pumps the brakes on big feelings) — still
building until the mid-20s — talks it down. Most children build this braking system step by
step: tantrums are common at age 2, less common at 5, and by school age a child can usually
feel big anger without acting on all of it.

BODY'S JOB
Match the size of the emotional reaction to the size of the trigger, and return to a calm
baseline between frustrations.

1. Frustration hits (a 'no’, a lost game, a change of plans)
2. Amygdala (the brain's alarm center) fires the anger alarm

3. Prefrontal cortex (the brain's brakes) applies the brakes: 'this is annoying, not an
emergency'

4. Reaction stays roughly proportional to the trigger

5. Mood returns to a neutral baseline within minutes
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What breaks

In DMDD the braking loop fails in two ways at once. The outburst system is hair-triggered:
severe verbal or behavioral explosions, grossly out of proportion to the trigger and out of line
with the child's developmental age, at least three times per week. And the baseline never
resets: between outbursts the mood stays persistently irritable or angry most of the day, nearly
every day — visible to parents, teachers, and peers. The disease is the chronic angry baseline
plus the frequent explosions, lasting a year or more.

CLINICAL TERM
Chronic, severe, non-episodic irritability with recurrent temper outbursts (=3/week)
grossly disproportionate in intensity or duration to the provocation, plus persistently
irritable or angry mood between outbursts, for =12 months across =2 settings (DSM-5
criteria A-E).

How the body compensates

The family and school system compensate before anyone names the disease. Parents start
walking on eggshells — avoiding every 'no' that might trigger an explosion. Teachers move the
child away from peers. The child, in lucid moments, often feels shame after outbursts. These
work-arounds keep daily life running for a while, but they shrink the child's world and never fix
the stuck-angry baseline.

1. Parents avoid triggers: fewer demands, fewer transitions, fewer 'no's
2. School accommodates: separate seating, shortened days, early pickups
3. Peers withdraw — the child gets fewer invitations, fewer friendships

4. Child's shame and self-criticism grow after each outburst

5. The world shrinks, but the irritable baseline and outbursts continue

Domino effect

1. Chronic irritability starts before age 10 — DSM-5 requires onset of full criteria before age
10 — this is a disorder that begins in the school-age years, not adolescence.

2. Home, school, and friendships all strain — Symptoms must appear in at least two of three
settings; the cross-setting requirement is what separates a disorder from a bad relationship
with one environment.

3. Academic failure and social rejection pile up — A child who explodes weekly and stays
angry in between misses instruction and loses peer connections during key developmental
years.
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4. Adolescence: risk shifts toward depression and anxiety — Longitudinal studies show DMDD
children mostly grow into unipolar depression and anxiety disorders as adults — NOT
bipolar disorder. This is the whole reason DMDD was created as a diagnosis.

5. Without treatment: adult depression, unemployment, low education attainment — Chronic
irritability in childhood tracks into adult mood disorders and functional impairment when
untreated.

Symptoms - what the patient feels, and why

* Severe temper outbursts 3 or more times a week — yelling, screaming, hitting people, or
breaking things: The amygdala (the brain's alarm center) and prefrontal cortex (the front
part that pumps the brakes on big feelings) don't work together smoothly, so small
frustrations trigger a full-blown emergency response that's way bigger than the trigger
deserves and much bigger than expected for the child's age.

* Angry or grouchy mood almost all day, nearly every day, between outbursts — not just
during tantrums: The brain's baseline mood circuits stay stuck in irritable mode and never
reset to calm or neutral. Parents, teachers, and friends all notice the child seems angry
most of the time, even when nothing is going wrong — this chronic angry mood is the key
feature that separates DMDD from ordinary tantrums.

* Problems happen in at least 2 out of 3 places — home, school, or with friends: If the
outbursts only happen in one place, it usually means the environment or a specific
relationship is the problem, not the child's brain wiring. DMDD's biology travels with the
child everywhere, so symptoms show up in multiple settings.

* Symptoms have lasted at least 12 months, with no break longer than 3 months in a row:
DMDD is chronic — the irritability and outbursts keep going, day after day, month after
month. Some days are worse than others (depending on sleep, stress, or structure), but the
child never has a calm stretch lasting 3 full months or longer during the year.

* Symptoms started before age 10: DMDD reflects abnormal development of emotion-
regulation circuits early in life. If the pattern first appears in the teenage years with no
childhood history, it's likely a different condition such as depression or bipolar disorder, not
DMDD.

* Shame, guilt, and low self-worth after an outburst: Most children with DMDD know their
reactions are too big and feel sorry afterward — they want to do better but can't stop the
explosion in the moment. This remorse is important because it tells you the child still has
empathy and conscience, which separates DMDD from callous-unemotional conduct
problems.

» Social isolation — fewer friends, exclusion from playdates or birthday parties: Other
children and their parents avoid a child who explodes unpredictably or seems angry all the
time. The isolation then makes the child feel worse, feeding a cycle of loneliness and anger.
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* School problems — detentions, suspensions, or falling grades despite normal intelligence:
Outbursts in the classroom disrupt learning, and the chronic irritability makes it hard to
focus, cooperate with group work, or follow teacher directions. Consequences pile up even
though the child is capable of the academic work.

» Family stress — parents report feeling exhausted, helpless, or constantly walking on
eggshells: The daily outbursts and chronic anger exhaust caregivers emotionally and
physically. Parents often feel they've tried everything and nothing works, leading to guilt,
frustration, and strain on the whole family.

Focused exam

* Angry, irritable, easily annoyed mood during the visit itself: DMDD requires other people to
see the anger baseline. When parents, teachers, AND you notice the touchiness, the cross-
observer rule is met (the mood must be visible in at least two settings — e.g. home and
school — and noticed by other people, not just the child).

* Developmental fit — how the child handles frustration compared to age-mates (e.g. a 7-
year-old throwing furniture like a toddler): For DMDD, the blow-ups must be out of step
with what you expect for the child's age. Tantrums are normal for a 2-year-old; screaming
and hitting over small things at age 8 is not.

* Bruises, broken objects, or reports of hitting people during outbursts: Aggression toward
people or property tells you how severe the outbursts are and shapes safety planning at
home and school. Destruction and injury mark the high end of the spectrum.

» Signs of a separate mood episode — very fast pressured speech, sleeping 2 hours a night
without being tired, grandiose claims ('I can fly', 'I'm the smartest in the world'): Any
distinct manic or hypomanic episode lasting more than one day rules out DMDD completely
and points to bipolar disorder instead. The two diagnoses cannot exist in the same child —
if mania shows up, DMDD is off the table.

Diagnostics - every test answers a question

* DSM-5-TR structured interview — outburst frequency, proportionality, and developmental
fit - Are there severe temper outbursts (shouting, hitting, throwing things) that are grossly
out of proportion to the trigger, inconsistent with the child's age, occurring at least 3 times
per week on average?

* DSM-5-TR mood-between-outbursts interview — parent and teacher report — Is the child's
mood persistently irritable or angry most of the day, nearly every day, between outbursts —
and can other people see it in at least two settings?
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* DSM-5-TR timeline verification — duration, persistence, and age windows — Have
symptoms lasted at least 12 months with no symptom-free stretch of 3 or more consecutive
months, with onset before age 10, and is the child between 6 and 18 right now?

* DSM-5-TR manic/hypomanic episode exclusion screen — lifetime history — Has there EVER
been a distinct period longer than one day of abnormally elevated, expansive, or irritable
mood with increased energy/activity meeting DSM-5-TR criteria for a manic or hypomanic
episode?

* Thyroid-stimulating hormone (TSH), complete blood count (CBC), and medication/
substance review — Is a medical condition, substance, or medication causing or driving the
irritability?

* Structured comorbidity screen — ADHD, anxiety, major depressive disorder (MDD), autism
spectrum disorder (ASD), post-traumatic stress disorder (PTSD) — Is the irritability better
explained by, or riding alongside, another psychiatric disorder?

Treatment logic

* Parent management training (PMT) and family psychoeducation — Teaches caregivers to
notice and reward calm behavior, avoid accidentally reinforcing outbursts (e.g. giving in
during a tantrum), and rebuild predictable routines and limits. This is the evidence-backed,
guideline-recommended first step.

» Cognitive behavioral therapy (CBT) focused on frustration tolerance and interpretation bias
- Trains the child to notice anger rising in the body (tight fists, hot face), reinterpret
ambiguous triggers (‘he bumped me by accident, not on purpose'), and use cooling scripts
('I'm gonna take five breaths') before the explosion.

* Treat the comorbidity — stimulant medication (methylphenidate, amphetamine) for ADHD;
selective serotonin reuptake inhibitor (SSRI, e.g. citalopram, fluoxetine) for depressive/
anxiety symptoms — There is NO FDA-approved medication for DMDD itself. Treating co-
occurring ADHD with stimulants or adding an SSRI (often alongside a stimulant)
measurably lowers irritability in clinical trials. SSRIs work by raising serotonin (a brain
messenger that steadies mood and sleep) in the prefrontal cortex (the front of the brain
that pumps the brakes on big feelings) and the amygdala (the brain's alarm center that
flags danger).

* School behavioral plan (IEP or 504) aligned with the home plan — Consistent responses
across the two or more affected settings — the same reinforcement rules at home and
school — is what makes behavioral treatment generalize (work everywhere, not just one
place).
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Medications

Stimulants (methylphenidate, amphetamine salts) — when ADHD is also
present - Central nervous system stimulant

Lifts the levels of dopamine (a brain messenger that helps you focus and control impulses) and
norepinephrine (a messenger that helps you stay alert and think ahead) in the prefrontal cortex
(the front part of the brain that acts like brakes on big feelings and snap reactions). When a
child with DMDD also has ADHD, this extra signal helps the brain put the brakes on angry
outbursts and frustration before they boil over.

1. The drug blocks the pumps (called transporters) that normally pull dopamine and
norepinephrine back out of the gap between brain cells, so more of these messengers stay
in the gap and keep sending signals.

2. The prefrontal cortex gets a stronger, steadier signal, so the brain's braking system works
better — the child can pause, think, and choose a calmer response instead of exploding.

3. Over days to weeks, the number and intensity of angry outbursts drop in children who have
both ADHD and DMDD.

SAFETY WATCH
Appetite loss and slower growth — weigh and measure height at every visit; consider drug
holidays on weekends or summer if the doctor agrees. - Trouble falling asleep — give the
dose early in the day so it wears off by bedtime. - Rebound irritability — as the dose wears
off in late afternoon, some children get snappy or tearful for an hour or two; a smaller
evening dose or a long-acting form may smooth this out. - Small rise in heart rate and
blood pressure — check both at every visit. - Rare: tics (sudden twitches or sounds) may
appear or get worse; if they do, talk with the doctor about lowering the dose or switching.

SSRIs (fluoxetine, citalopram, sertraline) — used off-label, often added to a
stimulant and therapy - Selective serotonin reuptake inhibitor

Raises the level of serotonin (a brain messenger that steadies mood, sleep, and how you react
to frustration) by stopping brain cells from pulling it back in too quickly. Over several weeks,
the extra serotonin softens the child's chronic grumpy, angry baseline and the sad feelings
many children with DMDD carry underneath. The brain becomes less quick to flare into rage,
and everyday frustrations feel more manageable.

1. The drug blocks the pump (the serotonin transporter) that normally pulls serotonin back
into the sending cell, so more serotonin stays in the gap between cells and keeps sending
calming signals.
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2. Over four to six weeks, serotonin receptors adjust and the brain's mood circuits settle into a
steadier, less irritable baseline.

3. Studies show that when an SSRI is combined with a stimulant (if ADHD is present) and
behavioral therapy, irritability scores drop and outbursts become less frequent and less
explosive.

SAFETY WATCH

Black-box warning: in the first few weeks, watch closely for new or worse thoughts about
suicide or self-harm, especially in children and teens. Ask directly and calmly at every visit.
- Stomach upset, loose stools, or nausea in the first week or two — usually fades; taking
the pill with food can help. - Sleep changes — some children feel drowsy, others have
trouble sleeping; timing the dose (morning or evening) can help. - Behavioral activation —
if the child suddenly becomes overly hyper, giddy, or reckless, or needs much less sleep,
stop the drug and call the doctor right away to check for bipolar disorder (which DMDD
can sometimes mask). - Rare: serotonin syndrome if combined with other drugs that raise
serotonin (fever, fast heart, confusion, muscle jerks) — seek emergency care if this
happens.

Atypical antipsychotics (risperidone, aripiprazole) — reserved for severe,
dangerous aggression when other treatments have not worked - Second-
generation (atypical) antipsychotic

Blocks dopamine D2 receptors (docking spots for dopamine, a brain messenger tied to arousal
and aggression) and serotonin 5-HT2A receptors in the mesolimbic pathway (a deep brain
circuit that drives intense emotional reactions). By turning down the volume on these signals,
the drug dials down severe, explosive aggression and physical violence when behavioral
therapy, stimulants, and SSRIs have not been enough. These drugs are used only for short
periods while the team builds safer skills and surroundings, with a clear plan to taper off as
soon as possible.

1. The drug sits on dopamine D2 receptors and blocks dopamine from sending its signal,
which lowers the brain's aggressive arousal and the drive to lash out physically.

2. Blocking serotonin 5-HT2A receptors also smooths mood swings and impulsive reactions.

3. Over days to weeks, the intensity and frequency of violent outbursts drop, giving the child
and family breathing room to work on therapy skills.
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SAFETY WATCH

Weight gain and metabolic syndrome — check weight, waist size, fasting blood sugar, and
lipids (cholesterol and triglycerides) at baseline, three months, and then every six months.
Counsel on healthy eating and daily activity from day one. - High prolactin (especially with
risperidone) — can cause breast growth or milk leak in boys or girls, missed periods in
girls, or low bone density over time; measure prolactin if these signs appear. -
Extrapyramidal symptoms (stiff muscles, shuffling walk, restlessness called akathisia, or
involuntary movements) — examine the child's movement and posture at every visit and
lower the dose or switch drugs if these appear. - Sedation and drowsiness — common early
on; may fade but can interfere with school. - Rare but serious: tardive dyskinesia
(repetitive, involuntary movements of the face or body) — risk rises with longer use, so
keep treatment as brief as possible and watch closely.

Red flags

* Any distinct period lasting more than 1 day with elevated mood, decreased need for sleep,
and high energy — this pattern excludes DMDD and points to bipolar disorder instead

* Suicidal statements or self-harm in a chronically irritable child or teen — long-lasting
irritability is a high-risk state for depression and suicide

* Physical aggression that causes injury to people or serious property damage — safety
planning and crisis intervention come before anything else

* Symptoms that started suddenly right after a medication (steroids, stimulants) or a head
injury — that is not DMDD; the cause is the medication or injury

* First appearance of symptoms at age 16-18 with no history in childhood — DMDD must
have started before age 10, so look for a different explanation such as depression or
substance use

Nursing priorities

1. Safety first during outbursts: protect the child, siblings, and staff without punitive restraint
— Physical aggression is part of the disorder's severity criterion; a calm, planned response
prevents injury and models regulation.

2. Screen for depression and suicidal ideation at every contact, especially in adolescents —
DMDD tracks into unipolar depression and anxiety — not bipolar — and chronic irritability
itself raises suicide risk.

3. Coach caregivers on consistent, non-escalating responses and trigger mapping — Parent
behavior is the most modifiable lever; inconsistent responses accidentally reinforce
outbursts.
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4. Verify the diagnosis window before reinforcing the label: onset before 10, diagnosis

between 6 and 18 — Mislabelling a toddler's tantrums or an adult's anger as DMDD leads
to the wrong treatment path entirely.

5. If any elevated-mood episode is reported, escalate for bipolar re-evaluation before
antidepressants are started — SSRIs in an unrecognized bipolar child can trigger mania.

Sources

* American Psychiatric Association DSM-5-TR (2022) — Disruptive Mood Dysregulation
Disorder diagnostic criteria

* NIMH — Disruptive Mood Dysregulation Disorder overview and treatment research
* AACAP practice recommendations on chronic irritability in youth

* Cochrane systematic reviews on interventions for childhood irritability and aggression
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