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Abstract 
Introduction: Disruptive mood dysregulation disorder (DMDD) is a mental disorder of children and adolescents. The main feature of 
this disorder is the presence of persistently irritable or angry moods and frequent temper outbursts. The symptoms may disrupt many 
areas of a child's life such as Family, School, and social settings in the form of Family conflict, difficulty in an interpersonal relationship 
with peers and other members of society, and difficulty in academic performance and peer relation at school, School suspensions, and 
an environment of stress. According to DSM-V diagnostic criteria for diagnosis, the symptoms must be present in at least two of three 
settings (i.e., at home, at school, with peers) and are severe in at least one of these. The symptoms are observable by parents, family 
members, peers, and school teachers. Pharmacological and Psychological treatments are two major types of treatment currently used to 
treat disruptive mood dysregulation disorder symptoms. Psychological treatments include Cognitive-behavioral therapy exposure-based 
Cognitive Behavioral Therapy, Interpersonal psychotherapy, Integrative Group, Dialectical Behaviour, Emotion Regulation Training, 
Parent Training, and Computer-based training.  
Conclusion: According to DSM-V diagnostic criteria for diagnosis, the symptoms must be present in at least two of three settings and 
are severe in at least one of these and the symptoms must be observable by parents, family members, peers, and school teachers. The 
most of the treatment approach is based on teaching or behavior modification, and applicable for children as well as parents teachers, 
and caregivers, many studies focused on teaching one factor such as either parents or teachers, so teaching one group is not efficient for 
diagnosis, because identification and treatment need multidimensions approach, it is necessary to train together to all stakeholders 
responsible for children mental health, it is necessary to educate parents, teachers, and community healthcare workers for better 
identification because the collaborative decision is beneficial for children with disruptive mood dysregulation disorder. 
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Introduction 
Disruptive mood dysregulation disorder (DMDD) is a mental 
disorder of children and adolescents. The main feature of this 
disorder is the presence of persistently irritable or angry moods 
and frequent temper outbursts [1]. The symptoms may disrupt 
many areas of a child's life [2], such as Family, School, and social 
settings in the form of Family conflict, Difficulty in social 
relationships with peers and other members of society, and 
difficulty in academic performance and peer relation at school, 
School suspensions, and an environment of stress [3]. Multiple 
psychosocial factors such as broken family, lower parental 
support and parental marital satisfaction, family conflict, family 
history of psychiatric illness, childhood abuse [4], and co-morbid 
disorders are common contributory factors [5]. The maternal mood 
symptoms during pregnancy, maternal depression during the first 
years after childbirth, and low maternal level of education are 
early risk factors for developing DMDD by 11 years of age [6]. 
According to DSM-V diagnostic criteria presence of Severe 
recurrent temper outbursts that are grossly out of proportion in 
intensity/duration to the situation/provocation, inconsistent with 

developmental level, three or more times per week with the 
presence of persistently irritable or angry between temper 
outbursts are common symptoms of DMDD. The symptoms must 
be present in at least two of three settings (i.e., at home, at school, 
with peers) and are severe in at least one of these [3] and the 
symptoms are observable by parents, family members, peers, and 
school teachers are necessary for the diagnosis of DMDD. A 
study reported that Irritability, temper tantrums, verbal rages, and 
physical aggression toward family members were the most 
common presenting complaints [7]. Pharmacological and 
Psychological treatments are two major types of treatment 
approach currently used to treat disruptive mood dysregulation 
disorder symptoms. Psychological treatments include 
Psychotherapy, Parent training, and Computer-based training. 
Pharmacological treatment is done in either hospital or 
community settings by registered medical personnel. While 
Psychological treatments need a multidimensional approach. 
Cognitive-behavioral therapy is commonly used to teach children 
and teens how to deal with thoughts and feelings that contribute 
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to their feeling depressed or anxious [3]. Exposure-Based 
Cognitive Behavioural Therapy is used to teach Parents about 
how to tolerate their emotional responses to their youth’s 
irritability and increase their adaptive contingencies for their 
youth’s behaviour [8]. Interpersonal psychotherapy (IPT) with 
modifications improves mood symptoms by improving 
relationships, through building adaptive interpersonal skills [9]. 
Integrative Group Therapy significantly improves parent-rated 
irritability [10]. Dialectical Behaviour focuses to teach children 

adaptive coping skills and teaching their parents how to reinforce 
effective behaviors at home, Emotion Regulation Training 
decreases depression, stress, and anxiety, and Irritability [11, 12]. 
Parent management training focuses on improving the parent-
child relationship. Computer-based training is effective for 
irritable youth with disruptive mood dysregulation disorder who 
may prone to misperceiving ambiguous facial expressions as 
angry. 

 

 
 

Fig 1: Symptoms expression and observation 
 

Conclusion 
The symptoms of Disruptive mood dysregulation disorder disrupt 
family, School, and society. Multiple psychosocial factors such 
as family, parental factors, history of psychiatric illness, 
childhood abuse, and co-morbid disorders are common 
contributory factors. According to DSM-V diagnostic criteria for 
diagnosis, the symptoms must be present in at least two of three 
settings such as home, school, or with peers and are severe in at 
least one of these and must be observable by parents, family 
members, peers, and school teachers. The most of the treatment 
approach is based on teaching or behavior modification for 
children as well as parents, and most of the treatment is for 
parents teachers and caregivers, it is also can not be ignored that 
the lack of trained psychiatric healthcare personnel in Indian 
villages affects early identification and referral services. The 
health service in the rural area is provided by ANM, MPW, and 
ASHA workers, the most focused area of these workers is RCH 
service and there is a lack of attention is given to the mental health 
of children and adolescents. The mental health survey of India 
2016 also stated that there is low mental health literacy and 
minimal contribution for other stakeholders in terms of mental 
health. In most educational intervention studies they focused on 
one factor in this such as either parents or teachers, so teaching 
one group is not efficient for diagnosis, because identification and 
treatment need a multidimensions approach, it is necessary to 
give teaching intervention together to all stakeholders responsible 
for children mental health. School teachers, community health 
workers such as ASHA, ANM, MPW, and RMO are key 
stakeholders in the rural area responsible for physical health as 
well as mental health so it is necessary to educate parents, 

teachers, and community healthcare workers for better 
identification because the collaborative decision is beneficial for 
children with disruptive mood dysregulation disorder. 
 
Recommendation  
A study for evaluation of Collaborative teaching intervention in 
terms of knowledge attitude and belief regarding Identification 
and management of Disruptive mood dysregulation Disorder 
among parents, Peers. Teachers and Community healthcare 
workers may be conducted. 
 
Abbreviations 
ANM: Auxiliary nurse-midwifery 
MPW: multipurpose healthcare workers 
RMO: rural medical officer 
DMDD: disruptive mood dysregulation disorder 
ASHA: Accredited social health activist. 
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