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Treatment Planning Strategies for Youth With 
Disruptive Mood Dysregulation Disorder 

The addition of disruptive mood dysregulation disorder (DMDD) to the fifth edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-5) was a controversial decision in 2013 and one that continues 
to the present. Researchers have found that DMDD exhibits both poor interrater reliability and discriminant 
validity from other common childhood-onset disorders, most notably oppositional defiant disorder (ODD). 
Research also indicates that DMDD might be better conceptualized as a component of ODD, and consistent 
with such a conceptualization, experts have recommended that effective treatments for ODD be applied to 
youth who fit the diagnostic pattern of DMDD. The purpose of this article is to help readers understand the 
problematic diagnostic validity associated with DMDD and to present recommended treatment strategies for 
working with youth who fit this challenging symptom profile.
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     A pattern of emotional and behavioral dysregulation—characterized by severe irritability, temper 
outbursts, and aggressive behavior—is one of the most common reasons that children and adolescents 
are referred to mental health service providers (Axelson et al., 2012; Brotman et al., 2017; Stringaris et al., 
2018) and a common antecedent to inpatient hospitalization (Chase et al., 2020; Rao, 2014). Despite the 
prevalence and severity of these associated symptoms, mental health professionals have often disagreed 
as to how children and adolescents who fit this symptom profile should be conceptualized and properly 
diagnosed. Over the years, chronic irritability and temper dysregulation have been conceptualized as 
associated features of externalizing disorders (Carlson, 1998), developmental variations of early-onset 
bipolar disorder (Biederman et al., 2000), and core features of an experimental research phenotype 
(Leibenluft et al., 2003; Rich et al., 2005; Stringaris et al., 2010). 

     In 2013, the American Psychiatric Association (APA) provided a new diagnostic home for youth 
with chronic and severe irritability in the depressive disorders chapter in the fifth edition of the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-5; APA, 2013). This new disorder—disruptive 
mood dysregulation disorder (DMDD)—was specifically added to the DSM-5 to prevent clinicians from 
overdiagnosing a bipolar and related disorder in children and adolescents who exhibited non-episodic 
irritability and temper outbursts. Beginning in the 1990s, there began an exponential increase in the 
number of children and adolescents who were diagnosed with bipolar disorder. As just one example 
of this pattern, Moreno et al. (2007) reported a 40-fold increase of the number of outpatient office visits 
for children and adolescents treated for bipolar disorder between 1995–1996 and 2002–2003. Not only 
was this increase unusual from an epidemiological perspective (Van Meter et al., 2011), but researchers 
also began to accumulate evidence that these youth did not match the profile of either youth or adults 
with traditional bipolar disorder (Leibenluft, 2011; Towbin et al., 2013). To better characterize children 
and adolescents who exhibited chronic irritability and temper outbursts, researchers at the National 
Institute of Mental Health (Leibenluft et al., 2003) developed a new diagnostic phenotype, severe 
emotional dysregulation (SMD), to differentiate this symptom pattern from traditional bipolar disorder. 
SMD subsequently became the foundation for the inclusion of DMDD in the DSM-5 (APA, 2013).
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     Many experts disagree about DMDD as a valid and coherent diagnostic category. However, there 
seems to be a strong consensus that many children and adolescents are severely impaired because of 
chronic irritability and severe temper dysregulation (Copeland et al., 2014; Rao, 2014). Although early 
estimates indicate that only 1%–3% of children and adolescents may meet the full diagnostic criteria for 
DMDD (Copeland et al., 2013), many more may present with at least subthreshold symptoms of the 
disorder (Baweja, Mayes, et al., 2016; Freeman et al., 2016). Thus, counselors, especially those working 
in clinical settings, will likely find themselves working with many children and adolescents who 
exhibit symptoms of DMDD, symptoms which need to be carefully evaluated as part of any differential 
diagnostic process. To provide the best possible services for this population, counselors need to be 
familiar with the current literature on both the diagnosis and treatment of DMDD. Consequently, this 
article summarizes these current DMDD topics and presents treatment recommendations for working 
with youth diagnosed with DMDD. Because it is important for counselors to understand the questionable 
diagnostic validity of DMDD and how these diagnostic limitations should inform the treatment planning 
process, this topic will be preceded by criticisms of DMDD as a valid mental disorder. Also discussed are 
the challenges of diagnosing youth who present with chronic emotional and behavioral dysregulation.

The Diagnosis of DMDD

     The diagnostic criteria and decisional rules for DMDD in the DSM-5 (APA, 2013) are rather detailed, 
so only a summary will be provided here. (Readers should consult pages 156–160 in the DSM-5 for 
more detailed information.) The core diagnostic features for DMDD include recurrent (3 or more times 
a week) temper outbursts that are developmentally inappropriate, severe, and disproportionate to 
any identifiable stressor along with the persistence of a chronically irritable or angry mood between 
these temper outbursts—a disruption in mood that is noticeable by others. These symptoms must have 
begun before the age of 10, persist for a minimum of a year (with no more than 3 consecutive months 
of symptom-free periods), and be present in at least two out of three settings (i.e., home, school, peer 
relationships). According to the DSM-5, this diagnosis should not be made if these symptoms occur 
exclusively during a major depressive episode or if the symptoms are better explained by another 
mental disorder, such as autism spectrum disorder. Also, a diagnosis of DMDD cannot be given 
concurrently with oppositional defiant disorder (ODD), bipolar disorder, or intermittent explosive 
disorder. If a child meets the diagnostic criteria for both DMDD and ODD, only DMDD should be 
given. As mentioned previously, DMDD was specifically added to the DSM-5 to prevent clinicians 
from overdiagnosing bipolar and related disorder in children and adolescents who exhibit non-
episodic irritability and temper outbursts. However, at first glance, a youth who meets the diagnostic 
criteria for DMDD may be suspected of having a bipolar and related disorder. Thus, it is important for 
counselors to recognize the fundamental differences between the two disorder classifications. 

     As explained above, in DMDD, a child or adolescent experiences non-episodic irritability that is 
punctuated by severe and disproportionate temper outbursts. This symptom presentation must 
occur for at least 365 days, and during the year, have no more than a 3-month period in which the 
child or adolescent does not experience the core features of the disorder. In contrast, youth who meet 
the diagnostic criteria for bipolar disorder experience distinctive episodes of mania (at least 7 days), 
hypomania (at least 4 days), or depression (at least 14 days). Although irritability and temper outbursts 
can certainly occur in the context of a manic or hypomanic episode, there are additional symptoms that 
must also be present. Specifically, the irritability or temper outbursts should be episodic, accompanied 
by an increase in goal-directed activity/energy, and include additional symptoms, such as grandiosity, 
decreased need for sleep, pressured speech, racing thoughts, or reckless impulsivity (APA, 2013). More 
information on the differential diagnosis of bipolar disorder from DMDD and other conditions can be 
found in Hatchett and Motley (2016).



38

The Professional Counselor | Volume 12, Issue 1

Diagnostic Validity of DMDD
     Many have argued that adding DMDD to the DSM-5 traded one problem—overdiagnosis of bipolar 
disorder—for another: a poorly conceptualized diagnostic construct lacking any evidence-based 
treatments (e.g., S. C. Evans et al., 2017; Freeman et al., 2016; Parker & Tavella, 2018). As Malhi and Bell 
(2019) recently observed, “more than half a decade later, the ‘creation’ of this new diagnostic entity 
[DMDD] has not provided any novel insights or greater understanding and is yet to demonstrate any 
tangible benefits” (p. 706).

     Though DMDD has been criticized for its poor interrater reliability (Regier et al., 2013) and low 
temporal stability across time (e.g., Axelson et al., 2012), the strongest criticism of DMDD has been 
directed toward its standing as an independent and coherent diagnostic construct, a concern that 
was not only present at the time of its introduction in the DSM-5, but one that has been bolstered by 
subsequent research since the publication of the DSM-5 in 2013. Ironically, the evidentiary basis for 
including DMDD in the DSM-5 was not based on studies of children and adolescents who actually 
matched the specific diagnostic criteria for DMDD. Instead, the research support for DMDD was 
inferred from research conducted on SMD (Baweja, Mayes, et al., 2016; Bruno et al., 2019; Rao, 2014;  
Towbin et al., 2013). As mentioned previously, the phenotype of SMD was developed by researchers 
at the National Institute of Mental Health (Leibenluft et al., 2003) to provide an alternative 
conceptualization to bipolar disorder for youth who exhibited chronic and severe irritability, temper 
dysregulation, and hyperarousal. However, there are important differences between the diagnostic 
criteria for SMD and DMDD. Compared to the diagnostic criteria for DMDD, SMD includes different 
age parameters, the presence of an abnormal mood characterized by anger or sadness, different 
exclusion criteria, and most importantly, the presence of hyperarousal (e.g., insomnia, agitation, 
distractibility; Leibenluft, 2011). As S. C. Evans et al. (2017) pointed out, “Given the differences 
between the operationalization of SMD in the literature and the definition of DMDD, virtually no 
evidence regarding DMDD existed at the time of its inclusion in DSM-5” (p. 33). 

     Consistent with these differences, researchers have found low levels of correspondence between 
the two syndromes. For example, Copeland et al. (2013) reported that only 38.9% of those who met 
the criteria for SMD also met the diagnostic criteria for DMDD. These differences have important 
implications for the treatment planning process. Specifically, it is unclear whether any of the 
interventions that have been found to be helpful for youth with SMD (e.g., Towbin et al., 2020) will 
generalize to youth who match the different diagnostic profile for DMDD (Benarous et al., 2017).

     Furthermore, since the publication of the DSM-5 in 2013, researchers have increasingly challenged 
the validity of DMDD as a stand-alone diagnostic construct (Freeman et al., 2016). For one, there 
is very little evidence to suggest that DMDD can be reliably differentiated from other common 
childhood-onset disorders (S. C. Evans et al., 2017; Malhi & Bell, 2019). Several of the core symptoms of 
DMDD—chronic irritability and recurrent temper outbursts—are not exclusive to DMDD, but rather 
represent transdiagnostic symptoms often present in many other disorders, such as ODD, generalized 
anxiety disorder, depression, autism spectrum disorder, bipolar disorder, and post-traumatic stress 
disorder (e.g., Stringaris et al., 2018). As Parker and Tavella (2018) pointed out, “Those who meet 
the criteria for DMDD may in fact have a conduct disorder, ODD, attention deficit hyperactivity 
disorder (ADHD), or any of myriad other behavioral disorders” (p. 815). However, on the one hand, 
the diagnostic criteria for DMDD in the DSM-5 is very extensive and detailed, especially compared to 
what is commonly delineated for many other disorders in the DSM-5. Clinicians who carefully follow 
these detailed criteria and decisional rules should, in theory, arrive at valid and reliable diagnoses of 
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DMDD. Yet, in real practice, the diagnostic process is often plagued by careless errors and clinician 
biases (Garb, 1998; Lacasse, 2014). Consequently, the issue becomes how well clinicians can apply 
these criteria in often complex clinical situations. 

     More research is needed on how well counselors and other clinicians can reliably diagnose DMDD 
and differentiate it from other conditions in ordinary practice settings. Concerns about the diagnostic 
validity of DMDD have been most pronounced in the differentiation of DMDD from ODD. In the 
DSM-5 (APA, 2013), a diagnosis of DMDD automatically supersedes a diagnosis of ODD; thus, 
these two diagnoses cannot be given concurrently. However, when researchers have removed this 
exclusionary rule, they have found that nearly all the children and adolescents who met the diagnostic 
criteria for DMDD also met the diagnostic criteria for ODD (Axelson et al., 2012; Freeman et al., 
2016; Mayes et al., 2016). As just one example, Mayes, Waxmonsky, et al. (2015) reported that 91% 
of the children who met the criteria for DMDD in their study also qualified for a diagnosis of ODD. 
However, the reverse is not true. Researchers have found that diagnoses of ODD commonly occur 
in the absence of DMDD. Approximately one-third of children and adolescents who meet diagnostic 
criteria for ODD do not have significant symptoms of DMDD (Mayes et al., 2016). 

     According to the hierarchy or parsimony principle in the DSM-5 (APA, 2013), a clinician should 
diagnose the most severe disorder that best captures the multitude of symptoms that a client is 
experiencing instead of adding on several more minor diagnoses to the diagnostic record. For 
example, children and adolescents who meet the diagnostic criteria for autism spectrum disorder 
simultaneously meet the diagnostic criteria for social communication disorder. Therefore, an 
additional diagnosis of social communication disorder is unnecessary. Likewise, in the DSM-5, a 
diagnosis of DMDD is higher on the diagnostic hierarchy than ODD, and thus many of the symptoms 
of ODD are subsumed under a diagnosis of DMDD. For clinicians who carefully follow the diagnostic 
rules of the DSM-5, both negative affectivity and oppositional behavior can be recognized and targeted 
as part of a treatment plan for a youth with DMDD.

     For an alternative point of view, some researchers have expressed the concern that a single, 
overruling diagnosis of DMDD will fail to adequately acknowledge the behavioral problems 
associated with ODD, resulting in suboptimal treatment planning decisions (S. C. Evans et al., 2017; 
Mayes et al., 2016). Mayes et al. (2016) pointed out that a diagnosis of DMDD fails to acknowledge 
many of the disruptive behavioral components of ODD that are nearly always present in children and 
adolescents who meet the diagnostic criteria for DMDD. Likewise, S. C. Evans et al. (2017) argued that

treating DMDD as a Depressive Disorder—and withholding a diagnosis of ODD, 
per DSM-5 hierarchical rules—may lead clinicians to conceptualize these youth as 
having a mood disorder rather than a behavior disorder. For primary care providers 
and pediatricians, treating DMDD as a mood disorder and removing the ODD label 
may both decrease referrals for behavioral interventions that are well established 
(e.g., parent management training) and increase the administration of psychotropic 
medications such as antidepressants, antipsychotics, and mood stabilizers, for which 
evidence is limited. (p. 39)

However, the concerns just mentioned may reveal more about problems in the correct use and 
application of the DSM-5 by clinicians rather than problems inherent in diagnostic rules prescribed 
by the DSM-5. 
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     Because of the transdiagnostic nature of DMDD symptoms (e.g., Parker & Tavella, 2018), several 
experts have recommended that DMDD be recognized as either a subtype or specifier under other 
DSM-5 diagnoses (Mayes, Mathiowetz, et al., 2015), most often as a subtype or specifier under ODD 
(S. C. Evans et al., 2017; Malhi & Bell, 2019; Mayes et al., 2016; Mayes, Waxmonsky, et al., 2015). This 
was the approach recently taken by the World Health Organization (2019) in the 11th edition of the 
International Statistical Classification of Diseases and Related Health Problems (ICD-11). In the ICD-11, 
clinicians have the option to diagnose a youth with oppositional defiant disorder with or without 
chronic irritability-anger. Thus, this diagnostic code allows clinicians to concurrently recognize both 
symptoms of emotional dysregulation and symptoms of argumentative, oppositional, and vindictive 
behavior. However, at the time of this writing, the ICD-11 has not been adopted in the United States, 
so counselors in the United States are still using the DSM-5 (APA, 2013) and the ICD-10 (World 
Health Organization, 2016).

     On the other hand, some have cautioned against the use of DMDD as only a subtype or specifier 
under ODD (e.g., Benarous et al., 2017; Stringaris et al., 2018). Brotman et al. (2017) expressed the concern 
that many clinicians do not record available specifiers in diagnostic records, and consequently, children 
and adolescents who are diagnosed with ODD under the DSM-5 might not receive targeted interventions 
for symptoms of severe irritability and temper outbursts. At the very least, perhaps clinicians should be 
allowed to diagnose DMDD and ODD concurrently.

     Another concern in the differential diagnosis of DMDD is potential racial/ethnic bias. As a depressive 
disorder in the DSM-5 (APA, 2013), DMDD is conceptualized as an internalizing disorder, whereas ODD 
is conceptualized as an externalizing or disruptive behavior disorder. Researchers have found that African 
American youth are more likely to be diagnosed with externalizing disorders, whereas European 
American youth are more likely to be diagnosed with internalizing disorders (e.g., Fadus et al., 2020; 
Minsky et al., 2006). Though this research has not yet been replicated specifically in the diagnosis of 
DMDD, prior research indicates that African American youth may be less likely to be identified as having 
DMDD and may not receive adequate treatment for potential depressive symptoms. Furthermore, 
researchers have found that African Americans and other minority groups who experience higher 
rates of racial/ethnic discrimination also experience more mental health and psychosocial functioning 
difficulties compared to those with lower experienced rates of racial/ethnic discrimination (Tobler et 
al., 2013). Consequently, counselors should evaluate the extent to which irritability and aggression 
among minority youth are associated with experiences of discrimination as opposed to internal 
psychopathology implicit in the DSM framework (e.g., Carter et al., 2019; Mouzon et al., 2017).

Treatment Planning Strategies

Diagnostic Considerations
     Certainly, the main source of information for the proper diagnosis of DMDD is the explicit 
diagnostic criteria and decision rules in the DSM-5 (APA, 2013). To document these diagnostic 
criteria, counselors might consider using one or more of the cross-cutting measures included in 
Section III of the DSM-5 (pp. 733–741). Outside the DSM-5, there are currently few diagnostic 
tools for counselors to use in confirming a diagnosis of DMDD (Baweja, Mayes, et al., 2016). The 
assessment tools most often used in the research literature measure general irritability, such as the 
Affective Reactivity Index (Stringaris et al., 2012) or the Clinician Affective Reactivity Index (Haller 
et al., 2020). Specific to the diagnosis of DMDD, Wiggins et al. (2016) developed a DMDD module 
that was used in conjunction with the Kiddie Schedule for Affective Disorders and Schizophrenia for 
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School-Age Children–Present and Lifetime Version (K-SADS-PL; Kaufman et al., 1997). However, this 
is a new module that has not undergone extensive psychometric evaluation.

     In addition to confirming a diagnosis of DMDD, counselors should also assess for common 
comorbid mental disorders (Mayes et al., 2016). Youth who meet the diagnostic criteria for DMDD 
almost always have comorbid disorders, most often attention-deficit/hyperactivity disorder (ADHD), 
conduct disorder, and specific learning disorders (Althoff et al., 2016; Bruno et al., 2019). Though one 
cannot technically diagnose DMDD and ODD concurrently under DSM-5 rules, counselors should 
also carefully assess and document symptoms of ODD, which will likely be appropriate targets in the 
treatment planning process (e.g., S. C. Evans et al., 2017). 

     Though there are currently not any clearly validated inventories for directly assessing DMDD, 
there are several inventories available for assessing the comorbid conditions that often accompany the 
DMDD symptom profile. In addition to the previously mentioned cross-cutting measures in Section III 
of the DSM-5 (APA, 2013), there are several commercially available inventories for assessing symptoms 
of ODD, such as the Achenbach Series (Achenbach & Rescorla, 2006) or the Child and Adolescent 
Disruptive Behavior Inventory (Cianchetti et al., 2013). Again, though a diagnosis of DMDD technically 
overrides a diagnosis of ODD, symptoms of ODD will likely be present and a major target area of a 
counseling plan. Administration of a validated measure of ODD will not only help counselors identify 
symptom severity at the beginning of the counseling process, but can also be repeatedly administered 
throughout the counseling process to evaluate areas of improvement and areas that need additional 
attention. This same assessment process could also be used for other conditions comorbid with 
DMDD. Counselors might use the Conner’s Rating Scales (Conners, 1999) to assess for ADHD and 
other associated symptoms, such as aggression and learning problems. Symptoms of depression can 
be evaluated through administering the Children’s Depression Inventory (Sitarenios & Kovacs, 1999) 
or the Beck Depression Inventory with older adolescents (Beck et al., 1996). As is often the case, an 
assessment and treatment protocol that targets specific symptoms may be more effective than one that 
tries to remediate global diagnostic constructs, such as DMDD (e.g., Weisz & Kazdin, 2017).

Evidence-Based Treatments for DMDD
     This next section will review the currently available research on both the use of pharmacotherapy and 
psychosocial interventions in working with youth who meet the diagnostic criteria for DMDD. This will 
be followed by a review of evidence-based treatments for related clinical conditions and will end with a 
summary of general treatment recommendations for working with youth diagnosed with DMDD.

Psychopharmacology
     Researchers have conducted only a few studies on the effectiveness of pharmacotherapy in reducing 
symptoms of DMDD. For youth diagnosed with both DMDD and ADHD, researchers have found some 
evidence for the effectiveness of psychostimulant monotherapy (Baweja, Belin, et al., 2016; Winters et al., 
2018) as well as the combination of methylphenidate with aripiprazole (Pan et al., 2018); however, in a 
small (n = 12) retrospective study, Ozyurt et al. (2017) found that methylphenidate resulted in increased 
irritability in children diagnosed with both DMDD and ADHD. Most recently, Rice et al. (2019) found 
some effectiveness for the use of amantadine with a 12-year-old diagnosed with DMDD who was 
admitted to a psychiatric hospital. Consistent with this limited research base, there are currently not 
any medications that have received Food and Drug Administration approval for treating children and 
adolescents specifically diagnosed with DMDD.
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Psychosocial Interventions
     Parallel to the research on pharmacological interventions, very little research has been published 
on the use of psychosocial interventions with youth who meet the diagnostic criteria for DMDD. 
Perepletchikova et al. (2017) reported that a modified version of dialectical behavior therapy, 
which also included a parent training module, was more effective than treatment as usual (TAU) 
in improving irritability, temper outbursts, and overall functioning among youth diagnosed with 
DMDD. In a subsequent study, Miller et al. (2018) reported that a modified version of interpersonal 
psychotherapy—interpersonal psychotherapy for mood and behavior dysregulation (IPT-MBD)—
was more effective than TAU in reducing irritability and angry outbursts. However, both treatment 
groups had equivalent scores on measures of depression and anxiety by the end of treatment. There 
have also been a couple of case studies published in the literature. Tudor et al. (2016) reported that 
cognitive behavioral therapy was effective in reducing irritability and aggression in a 9-year-old girl 
diagnosed with DMDD and ADHD. In another case study report, Linke et al. (2020) reported that an 
exposure-based, cognitive behavioral model was effective in treating an 11-year-old boy diagnosed 
with both DMDD and ADHD. 

Interventions for Comorbid Disorders
     In the absence of evidence-based treatments for DMDD, many experts have recommended that 
clinicians select evidence-based treatments for disorders that are often comorbid with DMDD, most 
commonly ODD (Baweja, Mayes, et al., 2016). As Freeman et al. (2016) recommended, “Until a better 
evidence base exists, clinicians should be cautious when diagnosing youth with DMDD, and treatment 
often might best start with using evidence-based practices for ODD” (p. 129). This recommendation is 
also consistent with the ICD-11, in which the core features of DMDD are conceptualized as a potential 
subtype of ODD. There are several evidence-based interventions for oppositional behavior in general 
and ODD in particular, such as cognitive therapy (Greene et al., 2004), parent management training 
(Costin & Chambers, 2007), and multisystemic therapy (Asscher et al., 2013). There are also several 
established treatments for ADHD, a condition that is also often comorbid with DMDD. Effective 
interventions include the use of psychostimulants (Castells et al., 2020) as well as several variations of 
behavior therapy (S. W. Evans et al., 2014). 

Treatments for General Irritability
     Another source of information for selecting potentially effective treatments for youth with DMDD 
may be found in research programs that have targeted transdiagnostic symptoms of irritability and 
aggressive behavior (Roy et al., 2014). Some evidence suggests that cognitive behavior therapy may 
be effective in reducing general symptoms of irritability in youth (Derella et al., 2020; S. C. Evans et 
al., 2020; Sukhodolsky et al., 2016). Along this line, Sukhodolsky and Scahill (2012) have published a 
treatment manual for working with youth and their families who struggle with anger and aggression. 
The competencies covered in this manual include, but are not limited to, relaxation training, emotional 
regulation, problem solving, and social skills training. With regard to pharmacotherapy, Tourian et 
al. (2015) conducted a literature review on the use of pharmacological agents in reducing symptoms 
of chronic irritability, aggression, and temper outbursts in children and adolescents. Based on their 
review, they found that methylphenidate, risperidone, and divalproex may offer some measure of 
effectiveness in reducing irritability and aggressive behavior. 

General Treatment Recommendations
     As mentioned earlier, one of the criticisms of adding DMDD to the DSM-5 was that DMDD 
provided clinicians with a new diagnostic label in the absence of any evidence-based treatments (e.g., 
Parker & Tavella, 2018). As evidenced by this review, this criticism continues to be valid. Based on 
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the limited treatment literature for DMDD and the larger literature for disruptive behavior disorders, 
only a few general guidelines seem suitable at this time. For one, experts generally recommend that 
treatment commence with the use of cognitive behavior therapy combined with parent management 
training (Brotman et al., 2017; Bruno et al., 2019; Roy et al., 2014; Stringaris et al., 2018). As previously 
mentioned, recent research indicates that dialectical behavior therapy (Perepletchikova et al., 2017) 
and interpersonal therapy (Miller et al., 2018) may also be promising. Second, if there is comorbid 
ADHD, it is recommended that pharmacotherapy begin with the use of a psychostimulant (Blader 
et al., 2016; Roy et al., 2014). Mood stabilizers and atypical antipsychotics may also be considered if 
psychostimulants prove ineffective or in cases where there is a need for a quick reduction in severe 
irritability or aggressive behavior (e.g., Baweja, Mayes, et al., 2016; Roy et al., 2014). Stringaris et al. 
(2018) recommended that these medications should be used very cautiously:

Our recommendation is that antipsychotic prescriptions be reserved for those 
young people who have not responded to a series of other treatments and that the 
prescription be for a short period of time during which health indicators such as 
weight are tightly monitored. (p. 733)

Third, as mentioned previously, counselors should also consider the use of evidence-based 
interventions for ODD, a disorder that substantially overlaps with DMDD (e.g., Freeman et al., 2016). 

Concluding Comments

     The addition of DMDD to the fifth edition of the DSM was a controversial decision, a dispute that 
continues to the present. At the time of its inclusion in the DSM-5, there was no solid evidentiary 
foundation for including DMDD as a new diagnostic category (S. C. Evans et al., 2017). Evidence for 
the validity of DMDD was inferred from the research on SMD, a distinct phenotype (Bruno et al., 
2019). Subsequent research since the publication of the DSM-5 in 2013 on the nature of DMDD has 
demonstrated that DMDD lacks discriminant validity from other common disorders, most notably 
ODD (Parker & Tavella, 2018).

     As this literature has revealed, there continues to be a paucity of evidence-based treatments for 
children and adolescents who fit the common symptom profile of DMDD. Although evidence-based 
treatments for comorbid disorders offer promise, it is important that clinicians and researchers develop 
and validate psychosocial and pharmacological treatments that directly target the core symptoms 
of DMDD (Baweja, Mayes, et al., 2016). Yet, in addition to more effective remediation strategies 
(i.e., tertiary prevention), there is also a clear need for prevention processes that can identify and 
effectively help those children and adolescents who exhibit severe and chronic irritability (Stringaris 
& Goodman, 2009). Though research is still emerging, a diagnosis of DMDD seems to be a precursor 
for a lifetime of impairment. Youth with DMDD are at high risk for developing numerous mental 
health problems in adulthood, including major depressive disorder, persistent depressive disorder 
(dysthymia), and generalized anxiety disorder (Copeland et al., 2014; Stringaris et al., 2009; Stringaris 
& Goodman, 2009). The development and evaluation of such prevention processes should be taken up 
by professional counselors in both school and community settings, a responsibility that is part of our 
professional identity (Albee & Ryan-Finn, 1993).
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