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Disruptive Mood Dysregulation Disorder
(DMDD)
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.

T H E  O N E - L I N E  T R U T H

DMDD is a childhood disorder of chronic, severe irritability — the mood between the

explosions is the disease, not just the explosions themselves.

The chain — how it unfolds

Chronic irritability starts before age 10 — why: DSM-5 requires onset of full criteria before

age 10 — this is a disorder that begins in the school-age years, not adolescence.

Home, school, and friendships all strain — why: 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.

Academic failure and social rejection pile up — why: A child who explodes weekly and stays

angry in between misses instruction and loses peer connections during key developmental

years.

Adolescence: risk shifts toward depression and anxiety — why: 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.

Without treatment: adult depression, unemployment, low education attainment — why:

Chronic irritability in childhood tracks into adult mood disorders and functional impairment

when untreated.
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Spot it — what you see, 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.

Red flags — act now

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
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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

Treat it — in this order

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).

Your top priorities at the bedside

Safety first during outbursts: protect the child, siblings, and staff without punitive restraint

— why: Physical aggression is part of the disorder's severity criterion; a calm, planned

response prevents injury and models regulation.

Screen for depression and suicidal ideation at every contact, especially in adolescents —

why: DMDD tracks into unipolar depression and anxiety — not bipolar — and chronic

irritability itself raises suicide risk.
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Coach caregivers on consistent, non-escalating responses and trigger mapping — why:

Parent behavior is the most modifiable lever; inconsistent responses accidentally reinforce

outbursts.
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