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Abstract:
Researching DMDD is crucial as it directly impacts clinical diagnosis and treatment strategies for mental illnesses. 
Understanding and addressing the controversies surrounding DMDD can lead to improved diagnostic criteria and better 
treatment outcomes for affected individuals. Through a comprehensive and extensive understanding of DMDD through 
literature search, it is found that there is a great dispute in the academic circle about the rationality and scientificity 
of DMDD. Based on this, the existing research results of DMDD will be partially introduced, and some existing 
controversies will be discussed. The main points of contention are the scientificity and rationality of DMDD’s inclusion 
in the DSM-5; And how the distinction between DMDD and other disorders is more rigorous because it involves 
different ways of treating different types of mental illness. Understanding these disputes is essential as they have 
significant implications for clinical practice and the overall approach to diagnosing and treating mental health disorders. 
Addressing these controversies can lead to improved diagnostic accuracy and more effective, tailored treatment 
strategies for individuals with DMDD.
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1. Introduction
The DSM-5 lists Disruptive Mood Dysregulation disor-
der(DMDD)as a separate criterion. That is because the 
previous DSM did not account for a combination of mood 
disorders, hyper-excitability, and decreased resistance. 
But the emergence of DMDD builds on the theories of 
several other mental disorders, such as Severe Mood Dis-
order (SMD) and Oppositional Defiant Disorder (ODD). 
So there’s a lot of controversy in the academic community 
about DMDD where researchers question whether it’s 
scientific when it’s not based on clinical trials and it’s just 
theoretical research. Some researchers believe that the 
judgment criteria established by theory alone are inaccu-
rate, and more research are needed to prove that the eval-
uation and treatment of DMDD can be more scientific and 
rigorous.
In the decade since the concept of childhood bipolar dis-
order emerged in the United States, the diagnosis rate of 
bipolar disorder has increased more than 40-fold, and the 
use of some atypical antipsychotic drugs in the treatment 
of bipolar disorder has raised concerns about the side 
effects of drugs on children’s own development. DMDD 
is an attempt to correct the overtreatment and misunder-
standing that some people are diagnosed with bipolar dis-

order in childhood [1]. There are two key points in the di-
agnosis of DMDD: severe recurrent temper tantrums and 
chronic non-episodic dysphoria. Some studies have shown 
that this irritability is associated with a range of mood 
disorders in adulthood, but it is not related to Bipolar 
Disorder [2]. Other studies have shown that chronic irri-
tability often predicts dysthymia, generalized anxiety, and 
major depression many years in the future; But the risk of 
developing bipolar disorder is very low [1]. At the same 
time, DMDD is characterized by a high rate of comorbid-
ity with other psychiatric disorders, and this comorbidity 
persists into adulthood [3].

2. Factors Affecting DMDD
Some studies suggest that traumatic events can be a factor 
in DMDD. Mood disorders include depression, bipolar 
disorder and destructive mood disorder. Andreas Bauer et 
al. found that childhood trauma has a certain correlation 
with the generation of mental illness in children. Although 
it does not show a link between a specific mood disorder 
and a traumatic event, it does explain to some extent the 
relationship between traumatic events and mood disor-
ders today. Studies have shown that childhood trauma can 
stimulate the brain, which over time can cause structural 
or secretory changes that affect physical and mental health 
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in general. Among them, the incidence of mental illness 
will be increased, but the specific incidence of a disease 
will be higher in the study report did not elaborate [4]. 
There is also a large body of research showing that any 
child at any stage of development who is exposed to a 
traumatic event has a long-term negative effect on the 
child themselves. Children who have had traumatic child-
hood experiences have a higher prevalence of psychiatric 
and medical disorders than children who have not experi-
enced traumatic childhood events. Moreover, studies have 
shown that children with mood disorders often develop 
comorbidities, and after prolonged exposure to traumatic 
events, which can cause changes in the brain’s hypotha-
lamic-pituitary-adrenal axis and inflammatory cytokines. 
All of these conditions will increase the disease suscep-
tibility and higher prevalence of mood disorders in this 
group of people [4].
Some studies have shown that some manifestations of 
DMDD are related to Ejection Fraction (EF value). By 
comparing the EF value of children with DMDD and chil-
dren with ADHD, it is found that EF value is correlated 
with the degree of irritability. Higher degree of irritability 
was strongly correlated with Emotional Control (EC) in 
daily life. Moreover, children with DMDD usually have 
higher EF levels, which may explain to some extent the 
reason why children with DMDD are grumpy [5].
Other studies have shown that parents’ parenting style 
and emotional state also have an impact on children with 
DMDD. Proper parenting should be based on different 
types of babies and should follow certain cultural norms. 
However, if some parents use improper parenting methods 
and even add violent factors and other behaviors that vi-
olate social norms and ethics, then the impact on children 
must be negative. The results suggest that negative paren-
tal mood and poor parental mental health affect the symp-
toms of DMDD. This also reflects from the side that when 
treating children with DMDD, it is also necessary to train 
their parents or caregivers to learn good emotional expres-
sion and correct parenting methods, so as to create a good 
environment for the recovery of children with DMDD [6].
Other studies have shown that adolescents with DMDD 
show different patterns of central nervous system activa-
tion than healthy subjects, an anomaly that researchers be-
lieve may lead to an increased rate of reactive aggression. 
This may partly explain why DMDD affects social skills 
[1].
In summary, the influencing factors of DMDD can be 
summarized into four points: childhood traumatic events, 
EF value, parenting style and activation mode of central 
nervous system. This inspires researchers to start from 
these four points to conduct research and analysis, and do 
further research on treatment methods.

3. Effects of DMDD
DMDD is associated with a higher rate of comorbidities. 
In one study, researchers compared children with DMDD 
with children with ADHD and healthy children by using 
controlled trials. Differences in sociodemographic charac-
teristics, behavior patterns, family functioning, and psy-
chiatric comorbidities were compared between the three 
groups and assessed using the other rating scale for Chil-
dren. Children with DMDD and ADHD were excluded 
from other major physical illnesses and mental illnesses 
such as depression, while those with healthy children were 
excluded from major physical and mental illnesses. The 
final results found that the DMDD group had a higher rate 
of psychiatric comorbidity than the healthy and ADHD 
groups, and in addition to a higher rate of comorbidity 
than the other groups, the DMDD group also had lower 
behavioral patterns and family functioning than the other 
groups [7]. This result indicates that DMDD has a great 
adverse impact on the prognosis and subsequent disease 
course of children, and these effects will exist in various 
aspects from life skills to their own health status.
DMDD can also affect the academic performance of ado-
lescents, and the proportion of academic failure and learn-
ing difficulties among adolescents with DMDD is very 
severe. Therefore, studies have been conducted to investi-
gate the factors affecting learning, and studies have shown 
that 71% of people with DMDD have related language 
or motor disorders, and there are also higher rates of de-
velopmental coordination disorders (67%) and written 
language disorders (35%). These data suggest that people 
with DMDD may have problems with their ability to learn 
in the field. This explains why people with DMDD have 
more serious problems with learning and school work [8].

4. Controversies
Since the diagnosis of DMDD was announced, the aca-
demic community has been divided on the significance of 
the disease. Some researchers believe that DMDD is a cat-
egory derived from other disorders, and is a supplementa-
ry explanation for some psychiatric disorders, indicating 
that DMDD does not occur alone, but can be interpreted 
as an adjunct symptom of other disorders such as anxiety, 
depression, hyperactivity disorder, and oppositional defi-
ant disorder (ODD) [9]. However, DMDD has been listed 
as a separate symptom in the DSM-5 published in 2015.
The debate over whether DMDD should be evaluated and 
treated as a separate disorder or in conjunction with other 
disorders can be viewed from a relatively dialectical point 
of view. Because a large number of clinical studies have 
shown that many DMDD are not diagnosed as DMDD at 
the initial stage, and are often diagnosed as Oppositional 
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Defiant Disorder (ODD) or SMD, until some symptoms 
and manifestations cannot be explained by ODD and 
SMD, clinicians will convert them to DMDD.
Based on this, DMDD, ODD, SMD, etc. which are prone 
to bias in identification, can be taken into account when 
treating patients with similar symptoms such as irritability 
and temper outburst, and treatment should be carried out 
cautiously. Some more conservative and stable treatment 
methods can be used in the early stage of treatment, such 
as psychological intervention and family joint training for 
the patient’s own psychological intervention, as well as 
some peripheral environment improvement work. Parents 
can learn how to create a harmonious and loving family 
atmosphere, or according to the child’s preferences and 
the needs of the development of the disease appropriate 
to the permanent house and the surrounding environment 
to repair, such as: change the child’s favorite curtain color 
and so on. This is conducive to the child’s acceptance of 
treatment in their favorite environment more quickly, and 
cooperate with a positive attitude. After some time of ini-
tial contact and intervention, the clinician may have a bet-
ter understanding of the patient and better rule out some 
of the symptoms, thus implementing a more accurate 
treatment plan. However, such treatment will be relatively 
inefficient, the diagnosis cycle will be longer, and there 
are high requirements for the experience and professional 
knowledge of the clinician. Because it takes twice or twice 
as long to make a diagnosis and requires highly skilled 
clinicians to make the diagnosis, the number of doctors 
who can do the job will be reduced. These two factors can 
affect the effectiveness of treatment in children with over-
all DMDD. But the effects of overtreatment of many chil-
dren for childhood bipolar disorder, as mentioned earlier, 
should inspire researchers to be more careful about how 
they define symptoms and disorders. Therefore, the diag-
nosis cycle can be extended appropriately to avoid some 
errors.
There is also some controversy that the proposed DMDD 
is only based on the theoretical basis of other research re-
sults, so there are some doubts about the clinical applica-
tion of DMDD. Studies conducted in four areas of DMDD 
assessment have found that DMDD is not distinguishable 
from oppositional defiant disorder and conduct disorder, 
that the diagnosis is not stable. And the study showed no 
significant association with parental psychiatric history in 
etiology [10].
In Mayes et al. ‘s study, DMDD assessment was more of-
ten based on parents’ and teachers’ subjective recall of the 
frequency of temper outbursts, rather than a good descrip-
tion and record of the severity of temper outbursts. This 
results in a skewed assessment, as tantrums can be phys-
ically aggressive or verbally aggressive. Also, recording 

the frequency of tantrums is somewhat more objective and 
accurate than recording the severity of tantrums. Because 
parents and teachers have different perceptions of temper 
tantrums, it may lead to differences in the consistency and 
objectivity of the diagnosis for different children [1].
For this controversial point, researchers can supplement 
other scales on the basis of DMDD assessment scale, so 
that different scales can complement each other and bet-
ter reflect the situation of children. In addition, parents 
and teachers can also be briefly introduced and trained 
before using the DMDD assessment scale. For example, 
the severity of temper outburst can be described in the 
form of verbal explanation, so that parents and teachers 
can understand how to define whether the severity is se-
rious. There is a disadvantage to this recommendation of 
training and explanation: it is subject to change depending 
on the clinician’s subjective experience and the parents’ 
ability to understand. It may seem like the controversy at 
the beginning of this paragraph is stuck in a loop, but it 
is not. Clinicians can modify the scale according to local 
conditions in practical application, so that the scale con-
forms to the common characteristics of children in the 
area. Because children are in different regions and differ-
ent cultural backgrounds, whether it is mental illness or 
medical illness, there will be differences to some extent 
[11]. Therefore, the diagnosis of DMDD should also be 
adjusted according to local characteristics.

5. Future Direction
In the face of so many controversies over DMDD, re-
searchers should speed up the research process in clinical 
application to better and faster discover some potential 
mechanisms of DMDD. More extensive testing could be 
done on the effectiveness of drug treatments. Because of 
the high probability of DMDD co-occurring with other 
conditions, further research is needed to determine how 
these comorbidities affect each other when treated. If 
the drugs used in the treatment are contradictory, how to 
reduce the side effects of this conflict on other diseases? 
A major step forward in the study of DMDD as a whole 
is needed to fully resolve the controversy, so that much 
of the debate can be resolved with a more mature under-
standing of the disease. The reason behind the controversy 
is the incomplete understanding of some mechanisms or 
principles of DMDD; Or the development of scientific 
level has not kept up with the pace of human development 
in time, so there are many controversial issues that need to 
be solved.

6. Conclusion
The discussion on DMDD has never been interrupt-
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ed since the academic circle named it. The research on 
DMDD in this paper mainly focuses on the influencing 
factors, controversies and the impact of DMDD. After 
consulting data and related literature search, it is con-
cluded that the influencing factors of DMDD are very 
complex, including childhood traumatic events, EF val-
ue, parenting style and central nervous system activation 
mode. In addition to these four factors, there are certainly 
other influencing factors, but these four points are the 
main focus of this paper. Through the study of these in-
fluencing factors, it is found that there are many disputes 
in the academic circle about DMDD, and further clinical 
research and more disciplines are needed to complete the 
improvement of DMDD as a disease category.
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