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Disruptive Mood Dysregulation Disorder Screening Guide
for Primary Care Physicians

Recognizing the Defining Pattern

DMDD is defined by both severe recurrent outbursts and persistent irritability or anger
between them. It is not a synonym for tantrums, aggression, oppositionality, or emotional
dysregulation. Diagnosis requires a chronic, developmentally atypical, impairing pattern
across settings.

DSM-5-TR Diagnostic Frame

Feature What to establish

Outbursts Severe recurrent verbal and/or behavioral episodes are markedly disproportionate to the trigger and
developmental level; average frequency is at least 3 per week.

Between-outburst mood Persistently irritable or angry most of the day, nearly every day, and observable by others. Outbursts alone
do not establish DMDD.

Chronicity The pattern has been present for at least 12 months, without a consecutive 3-month symptom-free interval.

Settings and impairment Symptoms occur in at least 2 of 3 settings - home, school, and peers - and are severe in at least 1, with
clinically significant impairment.

Age and onset First diagnosis is made from ages 6-18; onset of the defining pattern is before age 10.

Exclusions The presentation is not better explained by episodic mood disorder, another mental disorder, substance,
medication, or a medical or neurologic condition.

Precedence Do not assign DMDD with bipolar disorder, ODD, or intermittent explosive disorder. ADHD, major
depressive disorder, and anxiety disorders may coexist when each independently meets full criteria.

Clinical Pearl: Ask About the Baseline Mood

The intensity of the worst episode is not the diagnosis. Determine the child's usual mood between
episodes, the longitudinal course, and whether symptoms cross settings. Episodic changes from
baseline point away from DMDD and toward an episodic mood disorder.

Not enough for DMDD: isolated explosive episodes; brief or newly emergent irritability; behavior
limited to one relationship or setting; or irritability that occurs only during another disorder's
episode or exacerbation.
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Assessment in Primary Care
No Gold-Standard DMDD Screening Instrument

Assessment is clinical, longitudinal, multi-informant, cross-setting, and developmentally
informed. A broad irritability question or score identifies concern - not DMDD. Obtain

caregiver, youth, and school perspectives whenever possible.

Domain

Time course

Establish

Onset, duration, remissions, abrupt vs gradual change

Why it matters

New, brief, or episodic irritability points
elsewhere.

Outbursts and recovery

Trigger, intensity, duration, behavior, frequency, consequences,

recovery

Clarifies developmental disproportionality
and safety.

Baseline mood

Mood between episodes; frequency; who observes it

Persistent inter-episode irritability is central.

Settings and collateral

Home, school, peers; child, caregiver, teacher, records

Cross-setting evidence is required; reports
may diverge.

Development and function

Development, communication, sensory/learning needs, culture,

family stress; school, relationships, routines

Interpret behavior in context and anchor
care to impairment.

Differential and
comorbidity

ADHD, depression, anxiety, autism, trauma, ODD, bipolar
disorder, sleep and learning problems

Irritability and outbursts are transdiagnostic.

Medical/substance review

Sleep loss, pain, neurologic/systemic symptoms,
caffeine/substances, medication changes

Identify contributors and avoid
misattribution.

ARI: Irritability Severity
Affective Reactivity Index may help

quantify irritability over time.

EMO-I: Outburst Profile
Emotional Outburst Inventory

characterizes outburst severity,

frequency, and duration.

Use correctly: ARl and EMO-I are symptom-severity or monitoring measures. Neither diagnoses
DMDD or replaces structured clinical assessment.

Safety First

Ask directly about suicide/self-harm, aggression, danger to others, access to lethal means or
weapons, psychosis, possible mania, severe sleep loss, intoxication/withdrawal, and
caregiver capacity. Imminent suicide or serious violence risk, inability to maintain safety,
dangerous psychosis or mania, or suspected medical emergency requires emergency
evaluation. Call 911 for immediate physical danger; call or text 988 for crisis support. NV PAL
is not an emergency line.
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https://pmc.ncbi.nlm.nih.gov/articles/PMC3484687/
https://www.psychiatrist.com/jcp/psychometric-properties-emotional-outburst-inventory-emo-i-rating-what-children-do-when-they-are-irritable/
https://988lifeline.org/
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Differential Diagnosis and Comorbidity

DMDD is distinguished not by outbursts alone, but by chronic, nonepisodic severe
irritability between outbursts across time and settings. Ask what is persistent, what is
episodic, and what is context-dependent.

Diagnostic Precedence
DMDD is not assigned with bipolar disorder, ODD, or IED. The official DSM-5-TR update directs

clinicians to assign DMDD rather than ODD when full criteria for both are met.

Condition Distinguishing pattern Diagnostic relationship / action
Bipolar disorder A distinct episode includes a change from baseline in mood and | Do not assign together. Possible mania or
increased activity or energy, with other manic or hypomanic hypomania warrants specialty evaluation.
features. DMDD irritability is chronic rather than confined to
episodes.
Oppositional defiant Centers on angry/irritable mood, argumentativeness/defiance, If full criteria for both are met, diagnose
disorder (ODD) and/or vindictiveness. Persistent pervasive irritability between DMDD rather than both.

severe outbursts is not required.

Intermittent explosive Recurrent impulsive aggressive outbursts; persistent irritable or | Do not assign together. Longitudinal

disorder (IED) angry mood between outbursts is not defining. inter-episode mood helps determine the
better fit.

ADHD Requires its own persistent inattention and/or May coexist if each independently meets

hyperactivity-impulsivity pattern. Emotional dysregulation alone | criteria. See NV PAL ADHD.
does not establish DMDD.

Depression and anxiety Irritability may occur during a depressive episode or anxiety May coexist if independent criteria are
exacerbation. If it occurs only in that context, formulate met and the DMDD pattern extends
accordingly. beyond the episode/exacerbation. See

Depression and Anxiety.

Autism, trauma, sleep, Establish sensory, communication, flexibility, trauma-linked, Do not add DMDD when another disorder,
medical, substance, or sleep, exposure, medication, pain, neurologic, and physiologic substance, medication, or
medication contributors patterns. Determine the function and context of outbursts. medical/neurologic condition better

explains the presentation.

Comorbidity Without Double-Counting

ADHD, major depressive disorder, and anxiety disorders may be diagnosed alongside DMDD
when each independently meets full criteria. Do not count the same irritability toward multiple
diagnoses without establishing each disorder's complete pattern.
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https://nvpal.org/pal-dashboard/library-resources/anxiety-disorder/
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Treatment Principles and Primary-Care Follow-Up

Target the child's most impairing patterns and the conditions maintaining them - not
merely the diagnostic label. Define functional goals such as safer behavior, faster recovery,
improved school participation, more successful family routines, and restored activities.

Component

Shared formulation

Primary-care frame

Explain baseline irritability, outburst cycles, triggers, and
maintaining factors; align goals.

Evidence boundary

Foundational to coordinated care; not a
stand-alone treatment.

Child-focused
psychotherapy

CBT and related approaches may build frustration tolerance,
emotion awareness, problem-solving, and coping.

Direct DMDD evidence is promising but
limited; tailor to age, development, and
comorbidity.

Parent/caregiver
intervention

Anticipate triggers, reinforce adaptive behavior, respond
predictably, and reduce coercive cycles.

Supported largely by broader
irritability/disruptive-behavior evidence.

School/environment
supports

Use predictable routines, de-escalation options,
communication plans, and appropriate learning supports.

Individualize to function; school support
does not confirm a diagnosis.

Treat comorbidity

Use established pathways for independently diagnosed
ADHD, anxiety, depression, sleep, learning, or other
conditions.

Improvement may reduce irritability; do
not assume residual symptoms are DMDD.

Care coordination

Track safety, function, baseline mood, outburst
severity/recovery, access, adherence, and adverse effects.

Response should test and refine the
formulation.

Medication: Define the Target

There are no medications approved by the FDA specifically for DMDD. There is no universal
first-line medication sequence. When medication is considered, identify the target symptom and
diagnosis, use shared decision-making, follow drug-specific pediatric monitoring, and track function
as well as symptoms. Complex polypharmacy, severe aggression, diagnostic uncertainty, or
antipsychotic consideration generally warrants child psychiatry consultation.

At Follow-Up

Reassess: safety, aggression, family capacity, new episodic symptoms, sleep, school/peer function,
routines, treatment access, adverse effects, and caregiver strain.
Track: baseline irritability, outburst severity and recovery, and functional impairment - not

frequency alone.

Coordinate: with caregivers, school, therapists, and prescribers; revise the formulation when
symptoms change, fail to improve, or appear tied to another context or diagnosis.
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Consultation, Referral, and Nevada Resources

Level Examples and action

Emergency evaluation Imminent suicide or serious violence risk; inability to maintain safety; dangerous psychosis or mania;
severe intoxication/withdrawal; suspected medical emergency. Use emergency services or the
emergency department. NV PAL is not an emergency line.

Expedited mental-health Possible bipolar disorder or psychosis without immediate danger; severe aggression; marked
evaluation functional decline; complex comorbidity; diagnostic uncertainty; inadequate response; medication
complexity or antipsychotic consideration.

NV PAL consultation PCP questions about diagnostic formulation, comorbidity, treatment planning, medication,
monitoring, or Nevada referral options when the situation is not emergent.

Routine referral/coordination Persistent impairment requiring psychotherapy, parent-focused treatment, school intervention,
specialty assessment, or longitudinal behavioral-health care.

Quick Clinic Checklist

1. Establish baseline mood between outbursts and the longitudinal course.

2. Confirm developmental disproportionality, frequency, chronicity, settings, and impairment.

3. Obtain youth, caregiver, and school perspectives; assess safety and whole-child contributors.

4. Differentiate chronic irritability from episodic mood change and context-bound behavior.

5. Set functional goals, begin appropriate family/school/behavioral supports, and treat independent
comorbidities.

6. Consult or refer when diagnosis, safety, severity, or medication planning exceeds primary-care
scope.

Resources

NV PAL consultation 988 Suicide & Crisis Lifeline

Pediatric mental-health consultation for Call or text 988; use 911 for immediate
Nevada PCPs; not an emergency line. physical danger.

NV PAL Suicide Prevention NIMH ASQ Toolkit

NV PAL Healthy Sleep AAP Youth Suicide Prevention Blueprint

Selected clinical sources: NIMH DVDD | AACAP DMDD | DSM-5-TR update | assessment review | treatment review
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