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Objective: The aim of this study was to explore consensus among clinicians 
and researchers on how to assess and treat Disruptive Mood Dysregulation 
Disorder (DMDD).

Methods: The Delphi method was used to organize data collected from an 
initial sample of 23 child psychiatrists and psychologists. Three rounds of 
closed/open questions were needed to achieve the objective.

Results: Fifteen experts in the field completed the whole study. Finally, 
122 proposals were validated and 5 were rejected. Globally, consensus 
was more easily reached on items regarding assessment than on those 
regarding treatment. Specifically, experts agreed that intensity, frequency, 
and impact of DMDD symptoms needed to be measured across settings, 
including with parents, siblings, peers, and teachers. While a low level of 
consensus emerged regarding optimal pharmacological treatment, the use 
of psychoeducation, behavior-focused therapies (e.g., dialectical behavior 
therapy, chain analysis, exposure, relaxation), and systemic approaches 
(parent management training, family therapy, parent–child interaction 
therapy) met with a high degree of consensus.

Conclusion: This study presents recommendations that reached a certain 
degree of consensus among researchers and clinicians regarding the 
assessment and treatment of youths with DMDD. These findings may 
be  useful to clinicians working with this population and to researchers 
since they also highlight non-consensual areas that need to be  further 
investigated.
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Introduction

Disruptive Mood Dysregulation Disorder (DMDD) was coined as 
a separate diagnostic entity in the fifth edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-5). The disorder’s main 
criterion is persistently irritable mood punctuated by recurrent, 
intense temper outbursts and the diagnosis should be made for the 
first time between ages 6 and 18 years (see Table 1 for a summary of 
the DSM-5 criteria). The disorder’s prevalence in the general 
population has been estimated at 2.5% (1–4). This diagnosis came into 
being in the wake of the controversy concerning the surge in pediatric 
bipolar disorder (PBD) diagnoses in the United States.

PBD was first proposed in 1995 by researchers who were keen to 
identify this disorder early and who postulated that mania might occur 
in early childhood but differently from adulthood. The research 
hypothesis presented two phenotypes: multiple mood episodes per day 
(5) or chronic irritability generally without elevated mood (6). 
Whereupon, according to Moreno et al. (7), the number of medical 
visits associated with bipolar disorder diagnoses in children had 
increased fortyfold from 1994 to 2003. Some authors indicate that “the 
increase in rates of bipolar disorder in children has been controversial 
and it remains unclear whether this trend represented an increase in 
recognition, an increase in incidence, or a broadening of the application 
of the diagnostic criteria” (8). Yet, the PBD diagnostic increase remains 
mostly confined to the United  States (9). Some explanations can 
be given. First, it seems that in the United States, diagnoses of more 
serious conditions allow for greater reimbursement and access to 
resources than less serious ones (9). Therefore, if in doubt, it seems 
more useful to diagnose a PBD than an oppositional defiant disorder 
(ODD) for example. Second, the PBD increase could also reflect the 
problem of reification. It’s a cognitive bias which consists in considering 
an abstract idea as a concrete entity. Some researchers evoke that the 
model of the DSM developed to foster interrater reliability facilitates 
reification, which leads to a false sense of validity (10).

Nevertheless, in 2003, Leibenluft and colleagues at the National 
Institute of Mental Health (NIMH) proposed a series of studies to 
document the links between chronic irritability and bipolar disorder 
(11). Research on this controversy was largely motivated by its 
treatment implications (12). These researchers, named the syndrome 
“Severe Mood Dysregulation” (SMD) to identify children with chronic 
irritability associated with temper outbursts and non-episodic 
symptoms. In a systematic review, this team concluded that chronic 
irritability in childhood was not a symptom associated with bipolar 
disorder but rather unipolar disorder (13). Which should lead to a 
considerable paradigm shift for treatments. Thus the DSM-5 Task 
Force (1) deemed the NIMH studies to be sufficiently conclusive to 
include SMD as a new diagnostic entity among mood disorder under 
a new name: Disruptive Mood Dysregulation Disorder (14). DMDD 
was placed in the depressive disorders section based on a series of 
arguments that underscored its continuity with depression in 
adulthood in terms of family history, neurocognitive disturbances, 
genetic factors and, particularly, on outcome studies (13, 15).

However, DMDD’s validity as an independent diagnostic entity has 
been questioned for different reasons. First, the extrapolation of data 
on SMD to DMDD is not necessarily obvious. A study showed that 
only 58% of young people with SMD also met the criteria for DMDD, 
and only 47% of those with DMDD met the criteria for SMD (4). 
Second, a study on DSM-5 field trials indicated that DMDD has low 

level of evidence on the temporal stability of symptoms and the 
reliability of diagnostic criteria (16). Third, the very high level of 
comorbidity of DMDD with other psychiatric disorders (varies 
between 60 and 95% according to certain studies) (17) is an important 
limit to the validity of the diagnosis. In fact, the main criteria of DMDD 
(outbursts and irritability) are also found in other disorders (ODD, 
attention-deficit/hyperactivity disorder, anxiety, depression) which 
complicates things. Hence, some authors suggest that “This lack of 
phenomenological distinction means that the diagnosis has failed to 
achieve its primary goal, namely, to inform treatment” (18). In fact, 
alternatively to DMDD’s diagnosis, in ICD-11, chronic irritability 
accompanied by outbursts, is more of a specifier in ODD (19). 
Additionally, outbursts are core symptoms in intermittent explosive 
disorder (IED) in both DSM-5 and ICD-11. Thus, several experts in 
the field of irritability indicate that “The lack of a standard definition 
or diagnostic home has relegated outbursts to nosological orphanhood” 
(20). It is therefore a fairly recent and still evolving field of study.

Even so, in clinical practice, youths who fit the DMDD profile 
have recurrent temper outbursts that have a real impact on the quality 
of their family and peer relationships, and on their academic 
performance (1). They often present comorbidities, particularly 
neurodevelopmental disabilities (e.g., Attention deficit with or 
without hyperactivity-ADHD) (21, 22). Children with DMDD 
experience a higher level of social problems and are more often 
suspended from school than other students are (3). Moreover, 
compared with youths with other psychopathologies, they are more 
likely to report impairment in activities of daily life and more suicidal 
ideation and behaviors (2). Finally, youths with DMDD make greater 
use of health services (23). The addition of this diagnosis to the 
DSM-5 (1) and the knowledge about the individual and collective 
burden associated with this disorder have led us to explore how 
clinicians and researchers perceive, assess and treat these youths. Ten 
years after the publication of the latest DSM, there is still no 
consensus in this regard (24).

TABLE 1 Diagnostic criteria for DMDD.

 A Severe recurrent temper outbursts manifested verbally and/or behaviorally that 

are grossly out of proportion in intensity or duration to the situation or 

provocation.

 B The temper outbursts are inconsistent with developmental level.

 C The temper outbursts occur, on average, three or more times per week.

 D The mood between temper outbursts is persistently irritable or angry most of 

the day, nearly every day and is observable by others.

 E Criteria A–D have been present for 12 or more months without a period lasting 

3 or more consecutive months without all of the symptoms presented above.

 F Criteria A and D are present in at least two of three settings (at home, at school, 

with peers) and are severe in at least one of these.

 G The diagnosis should not be made for the first time before age 6 years or after age 

18 years.

 H By history or observation, the age at onset of Criteria A-E is before 10 years.

 I Exclusion: episode of mania or hypomania.

 J Symptoms do not occur exclusively during an episode of major depressive 

disorder and are not better explained by another mental disorder.

 K Symptoms not better explained otherwise.

This diagnosis cannot coexist with oppositional defiant disorder, intermittent explosive 
disorder or bipolar disorder. It can coexist with other diagnoses, including major depressive 
disorder, attention-deficit/hyperactivity disorder, conduct disorder and substance use 
disorders.
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As controversies remain on the diagnostic and therapeutic 
approaches that should be prioritized in the care of DMDD patients, 
the current study focusses on expert’ opinions. Our goal was to 
combine the experiences of these professionals to offer consensual 
recommendations on DMDD.

Materials and methods

The Delphi method

The Delphi method serves to collect the opinions of experts on a 
specific subject. It has been used to build a consensus among experts 
on numerous clinical protocols and has proved effective in the field of 
mental health (25). The idea is to query a group of experts by way of 
self-administered questionnaires, in an iterative and interactive 
manner, without any direct communication between them (26–28). 
Moreover, it is a simple, cost-effective, flexible method that eliminates 
geographical boundaries, enables knowledge sharing, and allows 
freedom of expression through the use of anonymity (29). Under the 
classic version of the method, experts are queried four times (30), first 
through open-ended questions on a given issue and then through 
closed-ended questions (31). However, to minimize time burden and 
participant attrition, many authors have proposed cutting the rounds 
of questioning to two or three (32–34). For the purposes of our study, 
we opted for three rounds.

The scientific literature does not propose any guidelines regarding 
the number of participants that should be involved (25). This depends 
on several factors, including the characteristics of the subject under 
investigation and the number of experts potentially available (35). Many 
exponents of the Delphi method, including Parenté and Anderson-
Parenté (36) and Linstone and Turoff (27), have deemed a minimum of 
10 participants to be enough when the sample is a rather homogenous 
group of experts. Other authors have suggested involving from 8 to 12 
participants for a panel of specialized experts (37, 38). In our study, all of 
the participants recruited were either psychiatrists or psychologists and 
experts in the field. They constituted a fairly uniform group.

Definition of consensus

To date, there are no clear guidelines regarding the definition of 
consensus (35). Some researchers have deemed a consensus reached 
with 51% of respondents in agreement whereas others have placed the 
bar at 70% or 80% (39). According to Sumsion (40) and McKenna, 
Hasson (41), for example, 70% of respondents in agreement would 
constitute a sufficiently strong consensus. The literature recommends, 
also, using a Likert scale and measures of central tendency, such as the 
median, to give participants feedback, regardless of how consensus is 
defined (42–44). These elements were taken into consideration in 
conducting our study.

Procedure

First, few months before beginning the study, a pilot run was 
carried out to test the use of the online platform and fine-tuning the 
wording of questions in English and French as previously 
recommended (35, 39, 45). For the first round, in order to reproduce 

the concept of brainstorming, as recommended in the Delphi Method 
(46), four open-ended questions were formulated as follows: (i) Name 
at least three key elements that you consider essential for an effective 
assessment of DMDD; (ii) Name at least three key elements of 
pharmacological intervention for DMDD; (iii) Name at least three 
key elements of psychosocial intervention for DMDD; (iv) Name at 
least three main targets of intervention for DMDD. A dozen student-
researchers completed the first two rounds of the survey and 
evaluated the questionnaires in terms of design and clarity. Minor 
changes were made to the questionnaires thanks to this feedback. For 
example, comment boxes were added at various points to catch 
participants’ reactions and opinions. According to Tremblay-
Boudreault and Dionne (47), such adaptations tends to enhance the 
overall level of experts’ participation.

Next, three-round survey was carried out online from July 2021 
to May 2022. In the first round, participants received a questionnaire 
with three parts: (i) consent form; (ii) list of sociodemographic 
information; and (iii) four open-ended questions on assessment and 
intervention practices. Thus, the experts could identify what, in their 
opinion, were the key elements in the assessment and treatment of 
DMDD. In the second round, participants received a list of items 
proposing different practices based on the responses collected in the 
first round. They were asked to rate how much they agreed with these 
proposals. Items where a consensus (in agreement or disagreement) 
existed were then either retained or rejected. In the third round, 
participants were asked to re-assess how much they agreed with items 
on which there was no consensus after being informed of where the 
group stood (median) on these following the second round.

Participants

Participants had to meet three criteria: (i) to be a psychiatrist or 
psychologist; (ii) to have had an article published in a scientific journal 
about DMDD or to self-identify as treating youths with main 
symptoms of DMDD (criterion A, C, and D; see Table 1 for a summary 
of the criteria); and (iii) to be fluent in English or French. Potential 
participants were identified through existing publications on the 
subject of DMDD and snowball sampling. In other words, participants 
selected on the basis of publications were asked to recommend 
colleagues who also worked with this client group (48). In the end, 103 
experts were solicited by email.

Ethical considerations

In the first round of the study, prior to any question, participants 
had to confirm having read the consent form, indicate that they met 
the inclusion criteria, and declare no conflict of interest. In this regard, 
each expert was informed in writing that he could not receive a benefit 
(financial, moral or professional) from a third party (pharmaceutical 
company or health company) in the choice of the selected proposals. 
In fact, the only contribution, but still valuable, was to advance 
knowledge. Then, participants could choose whether to be named and 
thanked in articles derived from the study. This was meant as a token 
of appreciation for their time spent on the project. The experts were 
free to withdraw from the study at any time without justification. The 
project was approved by the Human Research Ethics Board of 
Université du Québec à Montréal, in Canada (Approval no. 4953).
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Descriptive statistics

The questionnaires were hosted on LimeSurvey, a free and open 
source online statistical survey web app, and statistical analyses were 
performed using Microsoft Excel. The open-ended responses in the 
first round were subjected to conventional content analysis (49, 50). 
Accordingly, they were parsed and grouped under themes that 
emerged during data analysis. An independent researcher with no 
connection to this study repeated the data analysis process for the 
purpose of assessing inter-judge agreement (51). This allowed us to 
create the short proposals that were rated in the second round. 
Participants had to indicate how much they agreed with each item on 
a five-point Likert scale, though they could abstain from responding 
if they wanted. Statistical analyses in the second round consisted in 
assessing level of agreement among participants. For the purposes of 
our study, items were retained by consensus when at least 70% of the 
participants responded agree or strongly agree (41). Items were rejected 
by consensus when at least 70% of the participants responded disagree 
or strongly disagree. Otherwise, items were considered equivocal and 
were re-assessed in the third round. Items could be  considered 
equivocal also if the group median fell close to the neutral position on 
the Likert scale. Figure 1 illustrates the criteria used to determine 
consensus. These analyses were repeated after the third round.

Results

1st round

Of the 103 experts contacted, 23 completed the first round of the 
study and, of these, 43% were women. The majority of the respondents 
were psychiatrists (70%) and the rest were fully qualified psychologists. 
Furthermore, 70% of the experts were both researchers and clinicians, 
17% did research only, and 13% were clinical practitioners only. 
Moreover, 87% worked in the public sector, part of which have a dual 
private-public practice. Regarding years of practice, 13% of 
respondents reported less than 5 years, 43% reported 5–14 years, 22% 
reported 15–24 years, and 22% reported 25 years or more. Finally, 
participants came from eight different countries: United States (n = 8), 
Canada (n  = 4), France (n  = 4), Australia (n  = 2), Turkey (n  = 2), 
Switzerland (n = 1), Ireland (n = 1), and Brazil (n = 1). Figure 2 is a 
flowchart showing participant retention and number of proposals 
retained after each round. The responses provided by the experts 
allowed us to formulate 160 proposals regarding DMDD. Of these, 40 
related to assessment, 112 to treatment (26 to intervention targets, 40 
to psychosocial interventions, and 46 to pharmacological 
interventions), and 8 to general comments.

2nd round

Eighteen of the 23 experts completed the second round, for a 
retention rate of 78%. Of these, 39% were women, 61% were 
psychiatrists, 72% of the experts were both researchers and clinicians, 
22% did research only, and 6% were clinical practitioners only and 89% 
worked in the public sector. Regarding years of practice, 11% of 
respondents reported less than 5 years, 50% reported 5–14 years, 17% 
reported 15–24 years, and 22% reported 25 years or more. Finally, there 
are still participants from the 8 countries named above. Of 160 

proposals submitted, 95 were retained and 2 were rejected by 
consensus. The other 63 items were considered equivocal and were 
submitted again in the third round. More specifically, the vast majority 
of the assessment items were retained (31/40). Where treatment was 
concerned, aside from the item regarding sensorimotor integration, the 
proposals regarding intervention targets were all retained (25/26). As 
for psychosocial interventions, responses were rather mixed: half of the 
items were retained and the other half were equivocal (20/40). 
Regarding pharmacological interventions, almost no item was retained 
other than general concepts (14/46). In this section, two items were 
rejected outright: use of oxcarbazepine and use of lithium. Finally, a few 
comments were retained following this round (5/8).

3rd and final round

Fifteen experts completed the final round of the study, which 
results in a retention rate of 83% relative to the second round and of 
65% relative to the first. Of these, 40% were women, 60% were 
psychiatrists, 80% of the experts were both researchers and clinicians, 
20% did research only, none were clinical practitioners only, and 87% 
worked in the public sector. Regarding years of practice, 7% of 
respondents reported less than 5 years, 53% reported 5–14 years, 13% 
reported 15–24 years, and 27% reported 25 years or more. At this 
point, there were no more experts from Brazil, so the participants 
came from seven different countries: United States (n = 5), Canada 
(n = 2), France (n = 3), Australia (n = 1), Turkey (n = 2), Switzerland 
(n = 1), and Ireland (n = 1). Of the 63 items proposed again in this 
round, 27 were retained by consensus, 33 remained equivocal, and 3 
were rejected by consensus.

After the third round (Figure 2), of the 40 assessment proposals, 
36 were retained. Moreover, as in the second round, of the 26 DMDD 
intervention targets, all were retained except for the one regarding 
sensorimotor integration. Of the 40 psychosocial intervention items, 
32 were retained and the rest remained equivocal. Of the 46 
pharmacological intervention proposals, 22 were retained and 5 were 
rejected. Finally, 7 of 8 comments were validated by consensus.

In sum, consensus was more easily achieved on items concerning 
assessment than on those concerning treatment. Specifically, the 
experts approved the idea that the intensity, frequency and 
consequences of DMDD had to be measured across different contexts 
(e.g., with parents, siblings, peers, teachers). The pharmacological 
proposals were the most controversial whereas the items regarding 
psychoeducation and behavioral interventions were more consensual 
(e.g., dialectical behavior therapy, relaxation), as were those regarding 
family approaches (parent management training, family therapy, 
therapy focused on parent–child interaction). The 122 proposals 
retained and the 5 rejected by the group of experts are given in Table 2, 
along with their respective degree of agreement. The comments, made 
in the free text boxes, retained by the participants are presented in 
Table 3 and the equivocal proposals are detailed in Table 4.

Discussion

This study presents recommendations that reached some degree 
of consensus among researchers and clinicians regarding the 
assessment and treatment of youths with DMDD. The expertise of 
psychiatrists and psychologists shed light on issues regarding DMDD 
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that remain unanswered in the literature. Moreover, the equivocal 
proposals that emerged from our study, as well as the numerous 
comments formulated by the participants, are grey areas to be explored 
in future research (Table 4). Those findings could help improve how 
these youths are identified and managed.

This study is not without limitations. Above all, our group of 
participants was rather small and was not representative of all the 
mental health experts of the world. It would have been interesting to 
have a larger sample and to be  able to examine the international 
differences, especially considering that the DSM-5 and the ICD offer 
a different understanding of symptoms. Moreover, clinicians self-
identified as treating patients with core DMDD symptoms. Hence, 
they may vary in the amount of actual hands-on clinical experience 
with DMDD youth. Also, while the participation rate was adequate 
from one round to the next, it was difficult to recruit experts initially. 
Aside from the usual inherent challenges and obstacles, some 
professionals refused to participate on account of the debate 
surrounding DMDD’s validity as an independent diagnostic entity.1 

1 For example, after sending a reminder about the possibility of participating 

in the first round, a potential participant wrote this: “I feel guilty every time 

I get your invitation and do not respond. It is not that I do not have time. It is 

that I’m not sure that I believe that DMDD is a real entity. We are struggling 

with how to deal with children who have problems with irritability and emotional 

outbursts. DMDD is neither a reliable diagnosis or an especially valid one. For 

that reason, I think it is premature to talk about diagnosing and treating it.”

Yet, it would have been extremely enlightening to gather their views, 
as this would certainly have nuanced certain positions. Seeing the 
debate still surrounding DMDD’s validity, it would benefit the 
scientific community to investigate this issue further.

Also, it is necessary to underscore that use of the Delphi method 
may result in issues being oversimplified or lacking nuance (47), as 
mentioned earlier. To address this issue, we added comment boxes in 
every section of the questionnaires. However, this generated little data, 
particularly in the section on pharmacological interventions. In 
hindsight, we might have done better to use clinical vignettes instead. 
Moreover, providing participants with the median score in the third 
round, as recommended in the Delphi Method (35), may have biased 
responses. Finally, as stated by Tremblay-Boudreault and Dionne (47), 
it is important to bear in mind that reaching a consensus does not 
mean that an issue has been settled once and for all. Still, the Delphi 
method did allow us to structure the discussion and define the 
remaining areas of debate (39, 52). Clearly, further research will 
be required to refine the results of this study. For example, future 
studies could examine treatment efficacy in DMDD for both 
psychological and pharmacological interventions.

In addition, we must keep in mind that the study was carried out 
over 2021 and 2022. It is possible that, in this context, major studies 
in the field have been published since and influence the general 
understanding of DMDD without this study taking account of this. 
Finally, the fact that this study was conducted entirely online could 
have hampered participation (53). Some experts might never have 
read our invitation to participate in the study if emails ended up 
among their junk mail.

FIGURE 1

Consensus level criteria.
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Contributing to the assessment of DMDD, Mürner-Lavanchy, 
Kaess (54) recently published a systematic review of the 
psychometric instruments used. While no instrument serves as a 
gold standard, these authors reported several that seem useful, 
including the Kiddie Schedule for Affective Disorders and 
Schizophrenia Present and Lifetime Version, the Preschool Age 
Psychiatric Assessment, and the Child and Adolescent Psychiatric 
Assessment. However, these instruments did not meet with a 
consensus among our study participants, who indicated, though, 
that it was preferable to use clinical interviews and different 
validated measures.

The experts also emphasized the elements to assess, such as 
intensity, frequency and impact of DMDD symptoms in various 
contexts and relationships (e.g., parents, siblings, peers and teachers). 
Accordingly, it seemed appropriate to work in collaboration with the 
youth, the parents, and the school community. Also, participants 
suggest that clinicians should have access to observational reports or 
even to directly observe these youths in their usual environment 
during home-visits. Epidemiologic studies (2, 3) and clinical studies 
(22, 55) have found learning difficulties frequently co-occur with 
DMDD. Indeed, youths with severe and persistent irritability present 
a high rate of academic failure and learning difficulties, which justifies 
focusing on how they function at school (21).

Moreover, various components to be assessed regarding temper 
outbursts and mood (e.g., aggression, impulsivity, frustration 
intolerance, emotional instability). Ideally, temper outbursts should 
be  described using a systematic approach (measuring at least the 
frequency, intensity, duration, triggers, environmental context, and 
settings). Mood, for its, part, should be observed longitudinally. In this 
regard, participants proposed using the Affective Reactivity Index, 
which has been applied in research and clinical practice to measure 
irritability (56). Furthermore, the families of youths who have temper 
outbursts tend to make accommodations to prevent these. It is 
important to explore caregivers’ coping strategies to DMDD 
symptoms, also influenced by their own emotional regulation abilities, 
in the course of assessment. Moreover, according to the participants, 
family antecedents, chronological history of mood symptoms, general 
functioning, and risk and protective factors, also, should be considered. 
To collect all of this information, it is essential for clinicians to involve 
in the assessment process different people who play a significant role 
in the life of these youths (57).

Obviously, in the course of assessment, youths should be screened 
more broadly for different physical and mental problems, particularly 
those mentioned among the DMDD exclusion criteria, namely, 
oppositional defiant disorder, intermittent explosive disorder, and 
bipolar disorder (1). According to our participants, potential 

FIGURE 2

Flowchart illustrating three rounds of survey.
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TABLE 2 Level of agreement on retained and rejected initial proposals.

Assessment

Level of agreement

General elements Retained Rejected

Requires clinician expertise and excellent knowledge of DSM-5 criteria for DMDD 100%

Establish clustering, severity, frequency, and developmental course of mood and temper outbursts 100%

Assess all DSM-5 criteria and specifications and time course including age of onset 89%

Obtain a clear description of symptoms and their duration 100%

Obtain clinical history and chronological history of mood symptoms 100%

Establish family history 72%

Identify impact of symptoms in multiple settings and relationships (including with parents, siblings, peers, and teachers) 100%

Assess impact on functioning and level of impairment 100%

Explore accommodations in place that may affect irritability and outbursts 89%

Identify risk and protective factors 88%

Observe at school, at home, and during peer activities 73%

Components to assess in relation to temper outbursts

Make a clear behavioral description of severe outbursts: frequency (weekly or monthly), intensity, duration, triggers, 

environmental context, and pervasiveness

100%

Target triggers (i.e., physical cues like hunger or fatigue versus other cues such as difficulty transitioning between activities) 89%

Measure aggression 94%

Measure impulsivity 78%

Measure frustration intolerance 100%

Components to assess relative to irritability and mood

Complete a longitudinal assessment of baseline or typical mood state (including irritability, sadness and grouchy mood) 100%

Define and quantify amount of time child/adolescent is irritable per week/month and in what settings, and severity of 

irritability (mild, moderate, severe)

94%

Measure mood between outbursts 100%

Measure emotional instability 89%

Differential diagnosis and other elements to consider

Screen for explanatory causes, such as rule out all conditions listed in DSM (e.g., mania, bipolar disorder, physical and 

mental disorders, and known contributory factors such as maltreatment, family issues, substance use, medication, and 

stressors)

100%

Identify depression symptoms 100%

Identify suicidal behavior 100%

Identify sleep problems 94%

Identify comorbid anxiety 94%

Verify comorbid ADHD 100%

Verify other comorbid neurodevelopmental or learning disorders 94%

Assessment tools

Use comprehensive clinical interview and validated measures 100%

Use Affective Reactivity Index (ARI) for irritability 93%

Use Children’s Depression Rating Scale (CDRS) for depression symptoms 86%

Use Conners for ADHD symptoms 80%

Use Child Behavior Checklist (CBCL) for emotional and behavioral problems 80%

People to involve in assessment

Establish multi-informant assessment. It is critical to get both parent and child report of symptoms, and teacher report when 

possible.

94%

(Continued)
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(Continued)

TABLE 2 (Continued)

Include both parents (if available) to talk about how DMDD symptoms manifest and if they are more evident with one 

parent or the other

89%

Consult school report cards and school records 89%

Follow four-stage procedure for child psychiatric assessment: (a) interview parents and child together, (b) meet with parents 

only (have a separate professional do this, if possible), (c) conduct individual examination of child, and (d) meet with 

parents and child, along with all professionals involved, to sum up situation.

78%

Treatment

Level of agreement

Intervention targets – General concepts Retained Rejected

Recognize disorder as involuntary, not directed at adults (parents, teachers) 88%

Target irritability 100%

Target self-esteem 88%

Reduce number of emergency room visits and hospital stays 100%

Improve global functioning 100%

Intervention targets – Emotion regulation

Teach emotion regulation strategies 100%

Tackle emotional lability 94%

Improve daily mood 88%

Improve distress tolerance 94%

Improve frustration tolerance 94%

Improve stress management 82%

Reduce hostile interpretation bias 71%

Reduce risk of suicide or self-harm 94%

Decrease aggressive outbursts 100%

Decrease impulsiveness 88%

Prevent endangering oneself and others 100%

Improve problem-solving skills 100%

Intervention targets – Interpersonal relationships

Improve parent–child relationship by promoting positive interactions 100%

Repair interpersonal breakups, mainly with parents 88%

Work on family maladjustment and poor dynamics 94%

Guide parental behaviors 100%

Help improve peer relationships 94%

Decrease impaired social cognitions 94%

Recognize interpersonal triggers 94%

Improve social relationship skills 94%

Psychosocial intervention – General concepts

Use assessment as a guide, select best treatment option to target symptoms (developmental stage, situation, and comorbidity 

should drive choice)

94%

Use elements of CBT and parent management training, but more research needed to tease this out 94%

Practice cognitive behavioral therapy 94%

Use behavioral approach 88%

Foster a systemic approach 86%

Foster family therapy 86%

Foster social care with educational assistance if necessary and parenting support (intervention by social worker) 81%
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TABLE 2 (Continued)

Foster intervention focused on child and parent distress and coping strategies to deal with chronic irritability 94%

Aim for at least 8 weeks for a primary care presentation, more sessions required for more entrenched difficulties 92%

Psychosocial intervention - Joint interventions (child/adolescent, parents and school)

Involve child/adolescent, parents and sometimes even extended family and teachers 94%

Offer psychoeducation and psychotherapy with family 93%

Offer family intervention including learning validation 71%

Teach chain analysis (antecedents, behaviors, consequences) to parents and child 87%

Use Parent Child Interaction Therapy 100%

Liaise with school community 100%

Psychosocial intervention - With child/adolescent

Use Cognitive Behavioral Therapy for child or adolescent individually 80%

Use Cognitive Behavioral Therapy, delivered preferably in a group format (6–8 participants) for up to 12 sessions 86%

Use Dialectical Behavior Therapy (DBT) adapted for children or adolescents (DBT-C or DBT-A) 86%

Adapt DBT: whatever is reasonably available in individual and group format, ideally both 92%

Use exposure-based techniques that focus on heightened reactivity to frustrative non-reward and aberrant approaches to 

threats

71%

Use interventions that include teaching how to recognize somatic signals of different emotions, including anger, gauging 

intensity of emotions (i.e., feelings thermometer)

87%

Teach emotion regulation and anger management strategies to child/adolescent 94%

Foster interventions using social learning and behavioral principles 100%

Teach coping skills 86%

Teach relaxation techniques 86%

Use executive functioning treatment if ADHD is comorbid 86%

Encourage regular participation in sports or art activities as this may help children/adolescents manage emotional intensity 

and improve self-esteem

100%

Psychosocial intervention – For parents and family

Foster parent psychoeducation 100%

Foster Parent Management Training (PMT) 94%

Use parent modeling for oppositional defiant disorder, adapted somewhat to DMDD 93%

Foster positive parenting 86%

Focus on parent–child relationship in hope of identifying negative or coercive parenting practices 93%

Pharmacological intervention – General concepts

There is no consensus, not enough scientific evidence 73%

It is preferable to turn to a psychiatrist specializing in mood disorders in children 80%

Psychiatrist has the duty to know well and to inform himself about the most promising molecules in the treatment of this 

disorder

87%

Target symptoms to be alleviated 93%

Use comorbidity as guidepost to select best pharmacological agent 93%

Monitor closely for adverse events that may exacerbate emotion dysregulation in DMDD 100%

Pharmacological intervention – Where to start

Treat comorbidities first with appropriate meds 93%

Start with stimulant optimization if comorbid ADHD. If DMDD still present thereafter, add selective serotonin reuptake 

inhibitors (SSRI)

83%

Start with SSRI if no comorbid ADHD 90%

Pharmacological intervention – Medication usually offered for ADHD

Consider stimulants if child/adolescent meets criteria for ADHD 85%

(Continued)
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contributing factors to emotion dysregulation should also be explored, 
including maltreatment (58), family problems (4), substance use (59), 
and recent negative life events (e.g., school bullying, change in 
custody) (60). Where differential diagnosis and comorbidities are 
concerned, various elements need to be taken into account: depression 
symptoms, suicidal behavior, sleep difficulties, anxiety symptoms, 
attention deficit disorder with or without hyperactivity symptoms, and 
comorbidity with other neurodevelopmental disorders (including 
specific learning disabilities). Moreover, because the idea of assessing 
sleep and language problems was proposed by participants in the final 
round of the survey, it could not be  put to the rest of the group. 
However, it is evident that sleep difficulties (61) and language 
impairments (62) can have an impact on emotion regulation and the 
development of psychopathologies.

The section on assessment tools was the only one where no 
consensus was reached. Some respondents expressed a preference for 
clinical interviews over questionnaires. Others specified that 
questionnaires should be used only once potential comorbidities have 
been identified. In this regard, some tools, such as the Children’s 
Depression Rating Scale for depression symptoms (63), the Conners 
for ADHD symptoms (64), and the Child Behavior Checklist for 
emotional and behavioral problems (65) could be  useful but not 
necessarily essential to assessing DMDD. Finally, one participant 
pointed out in the last round the possibility of using a questionnaire 
published very recently concerning DMDD specifically, namely, the 
Disruptive Mood Dysregulation Disorder Questionnaire (66). That 
said, the lack of consensus regarding evaluation tools is not a 
surprising finding. This issue was raised, among others, by Carlson in 

1998 regarding PBD (67). She criticized the use of symptom checklists 
in the form of structured clinical interviews because they relied on a 
descriptive psychiatric paradigm that neglected contextual and 
developmental factors (67). According to her, a structured clinical 
interview could not replace longitudinal assessment with multiple 
informants. More recently, Galanter (68) issued the same criticisms, 
specifying that structured interviews “are only as good as the 
experience, intellect and empathic capacity of the interviewers, all of 
which is complicated by the perspective the interviewer has on the 
boundaries of bipolar disorder” (69). These critiques though related 
to PBD remain relevant in relation to DMDD.

Furthermore, participants proposed a four-step process for 
performing child psychiatric assessments: (1) interview with parents 
and child together; (2) meeting with parents only, preferably 
conducted by a different professional; (3) individual examination of 
child; and (4) meeting with parents and child, along with all 
professionals involved, to sum up the situation. This way of proceeding 
should be adapted to each healthcare environment.

Regarding DMDD therapy, all of the intervention targets proposed 
in the first round were retained, except for sensorimotor integration. 
The targets are presented in Table 2 by category (general concepts, 
emotion regulation, and interpersonal relationships). The only 
comment made by participants concerned the attention that should 
be paid to targets more specific to comorbidities. For example, if a 
child has comorbid DMDD and a language impairment, it is important 
to identify therapeutic possibilities specific to this issue.

Several experts nuanced the role of psychosocial intervention and 
suggested that it should apply on the results of a full-blown 

TABLE 2 (Continued)

Consider methylphenidate 77%

Consider doses: stimulants 0.5–1.2 mg/kg/day 80%

Pharmacological intervention – Antidepressants (SSRI)

Consider anti-depressants that might lower irritable mood 92%

Review hypothesis of efficacy of SSRI given that DMDD falls under category of depressive disorders 83%

Consider SSRI same as when treating depression in adults if clinically significant depression 100%

Consider fluoxetine in case of comorbid depression or anxiety symptoms 70%

Pharmacological intervention – Atypical antipsychotics

Consider antipsychotics as last resort, after other modalities, including psychotherapeutic approaches, have been tried 83%

Consider atypical antipsychotic if marked aggression, aggressive behavior at school and family disorganization with parental 

exhaustion

82%

Consider risperidone (e.g., Risperidal) 73%

Consider risperidone in context of autism spectrum disorder 78%

Consider aripiprazole (e.g., Abilify) 70%

Pharmacological intervention – Other medications

Consider oxcarbazepine (Trileptal) 75%

Consider lithium (blood level same as for mania) 80%

Consider cyamemazine (Tercian) 89%

Consider levomepromazine (Nozinan) 89%

Consider sodium valproate (10 mg/kg body weight) 90%

Consider symptomatic treatment of difficulty falling asleep 90%

Percentages were rounded out.
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assessment, including developmental stage, family situation and 
comorbidities. Later, in comments made in the last round, several 
respondents expressed concerns in this regard. In the first round, 
some experts proposed targeted intervention techniques (e.g., chain 
analysis), while others recommended more comprehensive therapy 
programs (e.g., dialectical behavior therapy). This imbalance seemed 
to have bothered some participants, which might have biased part of 
the results. However, overall, psychoeducation, behavior-focused 
therapy (e.g., dialectical behavioral therapy, chain analysis, 
exposition, relaxation) and systemic therapy (parent management 
training, family therapy, parent–child interaction therapy) met 
consensus. Also, all proposals regarding intervention targeting 
parents and the family were validated by the second tour. These 
results echo the psychosocial interventions published in the field: 
interpersonal psychotherapy (70, 71), dialectical behavior therapy 
(72), cognitive behavioral therapy (73, 74), parent management 
training (74), anger management program (75), and Triple P – 
Positive Parenting Program (76). However, these intervention 
programs have their pros and cons. For example, they are more or less 
structured, they are more or less available in the community. Instead 
of adopting comprehensive intervention programs, our experts 
seemed to prefer using different intervention strategies depending on 
their patients’ needs (20), which resonates with recent proposals like 
those of Evans, to opt for a modular approach to treat severe 
irritability (77).

Other elements appeared useful to DMDD psychosocial 
intervention: learning emotion regulation and anger management 
techniques, developing coping skills. Close partnership with the 
school community was largely endorsed in view of generalizing 
learned emotional skills during therapy in children’ routine behaviors. 

Furthermore, our experts mentioned that the additional support of a 
social worker often proved useful.

One participant put forth some new ideas in the first round. 
He underscored the importance of establishing above all a bond of 
trust with the family (78). Then, he  suggested addressing how to 
manage destructive and self-destructive behaviors with the youth in 
question and their family. This expert recommended using behavioral 
and family approaches before proposing more structured individual 
therapy to patients. He stressed the importance of not undertaking a 
structured or cognitive treatment too soon, seeing how patients were 
not ready emotionally to engage in the required learning (79). Also, 
cognitive restructuring was considered equivocal by the study 
participants, in addition to the duration and the format (individual/
group) of intervention that should be preferred. We might imagine 
that these elements vary considerably across practice settings (e.g., 
outpatient vs. inpatient).

Regarding proposals related to pharmacological interventions, 
results must be interpreted with caution as this was the section 
with the largest number of equivocal and rejected items. First and 
foremost, it should be noted that only the participants who were 
psychiatrist were able to contribute to this part of the study. Then, 
the respondents themselves mentioned consensually that there 
was insufficient scientific evidence in this field at present to reach 
any decisions. They also noted that it was hard to choose the best 
treatment option with regard to the brevity of the assumption and 
the lack of context (e.g., clinical vignettes). Despite this, the 
experts agree on certain general guidelines. For example, it is 
preferable to turn to a child and adolescent psychiatrist, and if a 
possible a professional well-trained in pediatric mood disorders. 
Also, comorbidity and symptom targets can be  used to guide 

TABLE 3 Other comments made in first round.

Other Comments made in first round

Retained Rejected

DMDD is still controversial 80%

Most DMDD diagnoses do not abide by DSM rules for differential diagnosis 86%

ICD-11 construct of ODD with emotion dysregulation should be reviewed in connection with DMDD 87%

Role of childhood trauma, attachment difficulties, and parents with mental illness, including borderline personality 

disorder and ADHD, are associated with DMDD and should be explored

88%

Complex post-traumatic stress disorder and DMDD and transition of DMDD with borderline personality disorder 

should be explored

94%

Issue of over-diagnosis of pre-pubertal bipolar disorder that led to DMDD construct needs to be reviewed 87%

Participants’ views on comorbidities (especially ODD/IED) accompanying DMDD should be explored 80%

DMDD is still controversial 80%

Most DMDD diagnoses do not abide by DSM rules for differential diagnosis 86%

ICD-11 construct of ODD with emotion dysregulation should be reviewed in connection with DMDD 87%

Role of childhood trauma, attachment difficulties, and parents with mental illness, including borderline personality 

disorder and ADHD, are associated with DMDD and should be explored

88%

Complex post-traumatic stress disorder and DMDD and transition of DMDD with borderline personality disorder 

should be explored

94%

Issue of over-diagnosis of pre-pubertal bipolar disorder that led to DMDD construct needs to be reviewed 87%

Participants’ views on comorbidities (especially ODD/IED) accompanying DMDD should be explored 80%

Percentages were rounded out.
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treatment choice. Comorbidities should be  treated first. For 
example, in the presence of comorbid ADHD, stimulants should 
be optimized. If DMDD is still present thereafter, other drugs may 

be considered as add-on. Here are the pharmacological proposals 
published to date regarding DMDD: stimulants (80–84), atypical 
antipsychotics (85, 86), mood stabilizers (84, 87), selective 

TABLE 4 List of equivocal proposals and other comments made in first round.

Assessment

Differential diagnosis and other elements to assess

Consider sensorimotor integration (Dunn’s sensory profile)

Assessment tools

Use K-SADS-PL DMDD Module for DMDD criteria

Use Retrospective-Modified Overt Aggression Scale (R-MOAS) for impulsive aggression

Use tests for intelligence and for learning problems (e.g., WISC-IV)

Treatment

Intervention targets – General concepts

Consider sensorimotor integration

Psychosocial intervention - General concepts

Use mentalization-based therapy

Use combination of individual and group approach

Aim for duration of at least six months for primary care

Psychosocial intervention - With child/adolescent

Foster interpersonal psychotherapy: emotion identification and regulation skills through increasing awareness of emotions. Learning to take breaks when irritability increases 

to de-escalate and discuss issue when calm. Improvement in communication skills. Working on interpersonal problem-solving skills.

Use cognitive restructuring

Use assertiveness training, especially for recognition of ambiguous social situations

Use assertiveness training in groups

Use ABA with functional communication training (FCT) for young children

Pharmacological intervention – Where to start

Use stimulants first, then SSRI, then antipsychotics/anticonvulsants if symptoms remain after treating comorbidities

Pharmacological intervention - Medication usually offered for ADHD

Consider atomoxetine

Consider Strattera if there are anxiety symptoms

Consider doses: atomoxetine from 0.5 up to 1.4 mg/kg/day

Pharmacological intervention - Antidepressants (SSRI)

Add on citalopram if unresponsive to methylphenidate

Consider Zoloft in case of comorbid depression or anxiety symptoms

Consider escitalopram in case of comorbid depression or anxiety symptoms

Consider doses: escitalopram up to 20 mg/day

Consider doses: fluoxetine up to 20 mg/day

Pharmacological intervention - Atypical antipsychotics

Consider risperidone in the context of impulsivity and frustration intolerance

Consider doses: risperidone 0.5 up to 3 mg/day

Consider doses: risperidone do not exceed 1 mg/day

Consider doses: aripiprazole 2.5 up to 15 mg/day (for acute management, six months)

Consider doses: aripiprazole do not exceed 1 mg/day or 5 mg/day

Consider doses: aripiprazole do not exceed 5 mg/day

Consider quetiapine

Pharmacological intervention - Other medications

Consider lamotrigine (up to 200 mg)

Consider clonidine (0.2–0.4 mg/day)

Consider guanfacine (2–4 mg/day)

Other comments made in first round

New ICD criteria make more sense than DSM-5 criteria
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serotonin reuptake inhibitors (88), and atomoxetine, a selective 
noradrenaline reuptake inhibitor (89).

Certain drugs, such as atypical antipsychotics, mood stabilizer 
and anticonvulsant medications, sometimes combined (90), have 
been and are prescribed by proponents of PBD to reduce perceived 
“childhood mania” (91–94). However, since DMDD has been 
associated with depression, rather than bipolar disorder (13), 
participants appear to favor the use of SSRIs over antipsychotic. 
Indeed, SSRIs are a second line therapy to psychosocial interventions 
and medication for insomnia in youth suffering from depression, 
with informed consent provision about potential activation 
syndromes and hostility or suicidality adverse events (95). This line 
of reasoning follows logic and seems especially advantageous when 
we take into account the harmful side effects of antipsychotics on 
developing bodies (96, 97). Yet, the results of Findling’s study (98) are 
as interesting as they are worrying. The authors state that “Diagnosis 
of DMDD has had rapid uptake in clinical practice but is associated 
with increased antipsychotic and polypharmacy prescriptions and 
higher rates of comorbidity and inpatient hospitalization in youth 
with a DMDD diagnosis compared with a PBD diagnosis.” The issue 
of pharmacological interventions for DMDD, particularly in the 
context of high comorbidity, really needs to be  further studied. 
Moreover, these results seem to indicate that even though the 
participants in this study emphasize the use of psychosocial 
treatments, currently it does not seem to be  the norm in mental 
health practice.

Other comments

All but one of the comments made in the first round, in the free 
text boxes, were validated by the participants. For example, they 
agreed that DMDD remained controversial and that most DMDD 
diagnoses did not abide by the DSM-5 rules for differential diagnosis 
(1). Our experts also made four proposals for future research on the 
subject: (i) the ICD-11 construct of ODD with emotion dysregulation 
should be  reviewed in connection with DMDD (99, 100); (ii) 
childhood trauma, attachment difficulties, and parents with mental 
illness, including borderline personality disorder and ADHD, are 
associated with DMDD and their role should be explored (55, 101); 
(iii) complex post-traumatic stress disorder and DMDD, as well as the 
transition of DMDD with borderline personality disorder, should 
be  explored (102); and (iv) the issue of the over-diagnosis of 
pre-pubertal bipolar disorder that led to the creation of the DMDD 
construct should also be reviewed in future (8, 98).

In addition, some participants had hoped that DMDD 
comorbidities, particularly ODD and IED, would be addressed more 
directly in this study. A few comments to this effect were collected 
in the last round. Some experts pointed out that the symptoms of 
these orders overlapped considerably. Other participants were 
critical of the fact that ODD was considered first and foremost a 
behavior disorder that did not sufficiently take account of mood 
symptoms or context. According to some participants, IED seemed 
extremely rare in the pediatric population. Finally, a few experts 
found that the differential diagnosis rules for DMDD were absurd 
and should be reviewed (e.g., cannot coexist with ODD, symptoms 
do not occur exclusively during an episode of major depressive 

disorder but DMDD can coexist with major depressive disorder). 
Future research and an APA DSM Task Force could certainly 
contribute to demystify these issues.

Conclusion

In sum, the participants in our study seemed to indicate that a 
multidisciplinary team and an integrative approach, including 
family-focused interventions, should be favored to treat youths with 
DMDD. As much as possible, families should be offered support 
and professionals should work in close collaboration with the 
schools in communities. In this study, various psychosocial 
proposals are retained. A modular approach, as proposed by Evans, 
could be an interesting way to tackle treatment (77). The research 
in the field of psychosocial treatments is generally encouraging (24). 
Nevertheless, future studies remain necessary in this area. 
Furthermore, medication is, at times, a necessary option, mostly 
when comorbidities such as ADHD occur. However, to this date, 
there has been insufficient research to allow clear recommendations 
for DMDD in this regard. Indeed, comorbidities can widely 
influence DMDD treatment plans (psychosocial and 
pharmacological). Overall, a comprehensive clinical assessment was 
endorsed as the cornerstone of the therapeutic approach for youths 
with DMDD. We  hope that this study will aid the scientific 
community to (i) get a better understanding of youths with DMDD 
symptoms, (ii) provide relevant information to clinicians, and (iii) 
raise new research questions and projects.
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