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Disruptive Mood Dysregulation Disorder: 
Helping parents help their kids

Francheska Perepletchikova, Ph.D.
Weill Cornell Medical College

Goals of Presentation

1. Describe emotional sensitivity

2. Discuss how parents can help their sensitive children

3. Discuss feasibility and efficacy outcomes of two trials on 
Dialectical Behavior Therapy for children with severe 
emotional and behavioral dysregulation

Disruptive Mood Dysregulation Disorder

A. Severe recurrent temper outbursts that are grossly out of 
proportion in intensity or duration to the situation

1. The temper outbursts are manifest verbally and/or 
behaviorally, such as in the form of verbal rages or 
physical aggression towards people or property

2. Temper outbursts are inconsistent with 

developmental level

B. Frequency: The temper outbursts occur,                                 
on average, three or more times per week

C. Mood between temper outbursts: 

1. Is persistently irritable mearly every day, most of the day

2. is observable by others
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Emotional Sensitivity

1.  High emotional sensitivity: 
• Low threshold

– It does not take much for a reaction to occur
• High reactivity

– Reactions happen very fast (going from 0 to a 100 in a millisecond)
• High intensity

– Reactions are very severe
• Slow return to baseline

– Reactions last a long time

2.   Corresponding behavioral dyscontrol:
• Frequent temper outbursts (physical and/or verbal aggression)

• Suicidal ideation/behaviors and/or NSSI

The Double Gravity Effect

People with high emotional sensitivity have to 
withstand the double impact:

1. The impact of the stressor

2. The impact of extreme emotional reaction associated 
with the stressor

We cannot lift their double gravity, but we 
can help these children build their emotion 
regulation muscles to withstand the force
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It Comes In A Package

Children with emotional sensitivity frequently have the 
following difficulties:

• Will look for ways to avoid effort (could be due to the Double 
Gravity Effect)

• Hyper-reactive (verbal/physical aggression, SI, NSSI)

• Dislike change and transitions

• Are easily bored

• Low tolerance for delayed gratification

• Have rapidly shifting attention 

• Hyperactive

It Comes In A Package

Children with emotional sensitivity frequently have the 
following difficulties:

• Display impulsive behaviors

• Have sensory sensitivity (auditory, touch, smell, taste)

• Have severe interpersonal difficulties (e.g., with parents, 
siblings)

• Have extreme thinking styles (e.g., black and white thinking)

• Have difficulty with brushing teeth and other forms of 
hygiene

9

Emotional Sensitivity: The Dialectic

Emotional
Sensitivity

Challenges Advantages
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Emotional Sensitivity: Challenges

• Low threshold
– It does not take much for a reaction to occur

• High reactivity
– Reactions happen very fast 

• High intensity
– Reactions are very severity

• Slow return to baseline
– Reactions last a long time

Emotional Sensitivity: Advantages

• Enhanced experience of positive emotions

• Ability to read other people’s emotions

• Enhanced empathy

• Increased creativity

Akinola & Mendes, 2008; Ceci & Kumar, 2016;  Spinrad & Stifter, 2006;
Zahn-Waxler, Robinson, & Emde, 1992

“You are so sensitive!”

Sensitivity has acquired a negative connotation as:

- Touchy

- Defensive

- Uptight

- Paranoid

- Neurotic
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Supersenser

Term “supersenser”:

- Decreases a risk of pathologizing

- Avoids a risk of invalidation

- Provides a dialectical view of presenting issue

- Gives children and parents a sense of relief and    
even contentment 

- Increases child’s interest and willingness to  
learn techniques

The Message:

Emotional sensitivity is a 
special ability that you need to 
lean how to better control and 

not a problem to correct

Emotional Sensitivity

Inability to Modulate Emotions

Emotion Dysregulation
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Emotional dysregulation in childhood: 
Adolescent and adult outcomes

• Current:
– Disruptive Mood and Dysregulated Behaviors

• Future:
– Personality Disorders
– Depressive Disorders
– Anxiety Disorders
– Alcohol Use
– Substance Use
– Suicidality
– NSSI

Althoff et al. (2010); Okado et al., (2014); Pickles et al., 2009
Francheska Perepletchikova, Ph.D. 16

Transactional Model

Child 1

Child 2

Child 3

Environment 1

Environment 2

Environment 3

Super-parent

Super-parents are like firefighters:

• Don’t start fires

- avoid modeling verbal and physical aggression

- avoid retaliation

- avoid invalidation

• Are not afraid of fires 

- avoid accommodation

• Calmly and skillfully put down fires and work on preventing fires

- holding and containing the child

- validating

- prompting and reinforcing adaptive behaviors

- using effective parenting techniques

- doing daily reinforced skills practice with the child
Francheska Perepletchikova, Ph.D. 18
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Main function of parenting

A main function of a parenting is to instill in the child:

• Sense of self-love
• Sense of safety
• Sense of belonging

Francheska Perepletchikova, Ph.D. 19

Sense of Self-Love

• Sense of self-love refers to a stable and ensuring sense of 
self-appreciation that is built on the realistic appraisals of 
one’s own abilities.

• Parental love and appreciation of the child is a 
foundation of developing self-love.

Francheska Perepletchikova, Ph.D. 20

Sense of Self-Love

• It is imperative to avoid getting stuck in a picture of what 
the child “should” be instead of appreciating the child.

• Failure to develop a sense of self-love is likely to give rise 
to feelings of shame, sadness, and anger, a constant need 
for approval from others, pervasive self-invalidation, self-
destructive behaviors and perpetual pattern of abusive 
relationships.

Francheska Perepletchikova, Ph.D. 21
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Sense of Safety

• Sense of safety implies feeling secure in the 
environment and realistically appraising dangers, 
instead of  viewing the world as a threatening place.

• Sense of safety develops when we have achieved 
control over our responses and acquired sufficient life 
experiences to trust that we will be able to deal with 
challenges.

Francheska Perepletchikova, Ph.D. 22

Sense of Safety

• Inability to rely on consistency, protection and 
emotional support from parents and frequent parental 
accommodation of dysfunctional behaviors interfere 
with the child’s abilities to trust the world, develop 
autonomy, build long-term relationships, learn adaptive 
coping, emotional control and behavior flexibility. 

Francheska Perepletchikova, Ph.D. 23

Sense of Belonging

• Sense of belonging refers to a feeling of being 
welcomed and accepted as a part of the group.

• A relationship where parents are frequently critical, 
judgmental, dismissive, invalidating, punishing, 
retaliatory is likely to communicate messages to the 
child that she is not accepted or even wanted.

Francheska Perepletchikova, Ph.D. 24
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Sense of Belonging

• When sense of belonging is disrupted, it may 
negatively affect the child's ability to accept herself, 
build a stable self-image, find value in life, form stable 
relationships, cope with intensely painful emotions 
and combat loneliness.

Francheska Perepletchikova, Ph.D. 25

What interferes with effective parenting:

1. Difficulty with letting go of the attachment to outcome 
2. Difficulty with letting go of “shoulds”
3. Difficulty with the need to champion behavior change
4. Difficulty with having to “hold and contain” the child
5. Difficulty with letting go of the over-reliance on punishment
6. Difficulty with letting go of the over-reliance on the use of 

shaming
7. Difficulty with tolerating escalations
8. Difficulty with letting go of self-blame
9. Difficulty with letting go of emotional priorities
10. Difficulty with self-care

Francheska Perepletchikova, Ph.D. 26

What interferes with effective parenting:

Difficulty with letting go of the attachment to outcome 

• Attachment to an outcome is a picture we paint on what 
exactly the result of out actions will be.

• Leads to disappointment, hopelessness and a high risk of 
forcing outcome to happen.

• Attachment to outcome implies that we are in control of all 
variables that contribute to it. However, the only variable 
that we can indeed control is out behavior.

Francheska Perepletchikova, Ph.D. 27
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What interferes with effective parenting:

Difficulty with letting go of the attachment to outcome 

• Most effective way to solve problems is to have goals, do 
our best to achieve them and NOT be attached to the 
outcome.

• Non-attachment to outcome for parents means – doing 
what we need for change and NOT expecting change

Francheska Perepletchikova, Ph.D. 28

What interferes with effective parenting:

Difficulty with letting go of “shoulds”

• “Shoulds” are assumptions we treat as facts.
• “Shoulds” are a type of an attachment to an outcome where 

we think that we do not need to do anything to make it 
happen.

• Getting stuck in a “should” means relinquishing control 
over a situation and passively waiting for it to occur.

• “My child should…” stance puts the child in control of 
whether the behavior will change.

Francheska Perepletchikova, Ph.D. 29

What interferes with effective parenting:

Difficulty with the need to champion behavior change

• Through pervasive negative transaction, children and 
parents feel overwhelmed and hurt. 

• Resentment may stall progress as parents may have a 
difficulty with championing behavior change.

• Parent have to be prepared to change their behaviors first 
if they want to improve their child’s functioning.

Francheska Perepletchikova, Ph.D. 30



–11

What interferes with effective parenting:

Difficulty with “holding and containing” the child

• “Holding and containing” refers to parents demonstrating 
being in control when challenges with children arise by 
using effective parenting techniques instead of engaging in 
mood-dependent responses.

• “Holding and containing” is not physical but emotional.

• Planned ignoring is an example of “holding and 
containing” the child’s rage.

Francheska Perepletchikova, Ph.D. 31

What interferes with effective parenting:

Difficulty with “holding and containing” the child

• When parents are accommodating, they are sending their 
child a message that they are scared of their child, don’t 
know what to do and are not in control of the situation.

• Similarly, when parents are screaming or retaliating, they 
are indicating that they are not in control.

Francheska Perepletchikova, Ph.D. 32

What interferes with effective parenting:

Difficulty with letting go of the over-reliance on 
punishment

• Punishment as a behavior modification technique is used 
primarily to temporarily suppress aggressive unsafe 
behaviors.

• Punishment does not teach new behaviors and does not 
change behaviors in long-term.

• What parents refer to as a punishment may be retaliation.

33
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Punishment vs. Retaliation

• Punishment – contingency management strategy 
Function - to suppress unsafe behaviors short-term
Target – another person’s unsafe behavior
Application - strategic and consistent

• Retaliation – emotion regulation strategy
Function - to inflict suffering in response to an aversive stimulus 
Target - to decrease one’s own aversive  emotional state
Application – inconsistent and indiscriminate as any mood-
dependent behavior 

Side Effects of Punishment

1.Emotional reactions – anger, fear and shame strain 
relationships. reduce effectiveness of praise and increase the 
chances of other negative behaviors

2. Aggression - punishment is likely to lead to aggression 
towards those who punish

3. Modeling punishment – modeling how to solve problems and 
deal with difficult situations using forceful means to obtain 
compliance

4. Avoidance behaviors – a child my avoid a punishing parent 
which is undesirable, as parents then cannot model desired 
responses, observe, validate, ignore, coach and reinforce skills

Punishment Traps for Parents

1.  Short-term suppression may be interpreted as a long-term 
change

Punishment suppresses a negative behavior in a moment, 
which may lead parents to believe that a behavior has 
changed.

2.  Use of punishment techniques is negatively reinforcing for 
parents
Punishment immediately suppresses unwanted behavior,                                
thus providing relief from an aversive stimulus, which 
negatively reinforces further use of punishment.
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Punishment Traps for Parents

3. Use of punishment is mood-consistent
When we punish, we usually want to punish, which can 
increase chances of punishment being used inappropriately 
and turning into a retaliation. 

4.  Punishment leads to escalation of punishment
Children desensitize to punishment, thus more severe and 
prolonged punishment is needed to achieve the same results.

What interferes with effective parenting:

Difficulty with letting go of the use of shaming

• While punishment is an important behavior modification 
technique, shaming is mostly destructive.

• Guilt specific and is about our actions (“I did something 
bad”), while shame is global and is about ourselves (“I 
am bad”).

Francheska Perepletchikova, Ph.D. 38

What interferes with effective parenting:

Difficulty with letting go of the use of shaming

• Shame inhibits change, as when we:
- try to avoid thinking about whatever caused it
- get stuck in misery instead of solving a problem
- become defensive to ward off this feeling and resist help
- feel weak, rejected, hopeless, defeated, enraged
- engage in self-criticism and self-punishment

• Instead of shaming we adopt a stance “we are neither good nor 
bad. Only our actions can be effective or not effective given 
our goals.

Francheska Perepletchikova, Ph.D. 39
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Five Cardinal Rules of Effective Parenting

1. Model the behaviors you would like to increase in 
your child and do not model the behavior you 
would like to decrease

2. Validate, validate, validate!

3. Reinforce all desirable behaviors (no “shoulds”)

4. Ignore all undesirable behaviors (except unsafe behaviors)

5. Have fun with your children

Validation – what does it mean?

Validation corroborates that we are neither good nor bad, we just are
and our experiences have ground to occur, as they are:

• At once relevant and meaningful 

– To the case or circumstances

• Well grounded or justifiable 

– In terms of empirical facts

– Logically correct inference, or generally accepted authority

• Appropriate to the end in view 

– i.e., effective for reaching the individual's ultimate goals

What interferes with effective parenting:

Difficulty with tolerating escalations

• Parents frequently accommodate to prevent escalations.

• Difficulty with entering into more misery temporarily to 
stop misery all together is one of the reasons problematic 
behaviors persist.

• Parental willingness to learn and practice their own 
emotion regulation skills is essential. 

42
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What interferes with effective parenting:

Difficulty with letting go of self-blame

• Frequently parents blame themselves for their children’s 
troubles.

• Shame interferes with change.

• Both children and their parents are doing their best.

• Supersensers need superparents.

• Can parents blame themselves for not being superparents
without special training?

• Such expectation is an example of s “should” to be 
acknowledged and let go

Francheska Perepletchikova, Ph.D. 43

What interferes with effective parenting:

Difficulty with letting go of emotional priorities

• Everything has at least two sides. 

• There is a goal attached to each side and since they are on 
opposite sides, these goals are competing.

• Figuring out how to effectively solve the problem requires 
identification of which goal is a priority at a given moment.

• During an emotional escalation, a goal can gain an emotional 
priority.

• Acting on emotional priorities can be very destructive, as 
emotion mind takes charge

Francheska Perepletchikova, Ph.D. 44

What interferes with effective parenting:

Difficulty with a prospect of having to become a superparent

• Such a prospect may appear daunting because of unrealistic 
expectations about what being a superparent means.

• A superparent is NOT someone who never fails, never 
makes mistakes and never gets tires, frustrated or 
overwhelmed.

• A super parent is like an athlete who keeps on going, while 
not expecting to win every competition

Francheska Perepletchikova, Ph.D. 45
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What interferes with effective parenting:

Difficulty with self-care

• Parents of emotionally dysregulated children frequently 
suffer from depression, anxiety and other psychological 
problems, as well as marital problems.

• Parents are frequently exhausted by the negative 
transactions and what can only be called a verbal and 
physical abuse from their child.

• Often parents feel guilty spending time and resources on 
themselves.

• Parents need to practice self-care to decrease vulnerabilities
Francheska Perepletchikova, Ph.D. 46

Main Messages to Parents:

• Child’s behavior is IRRELEVANT until environment is able to 
effectively support progress.

• Curb expectations. We work on promoting change AND we are 
not expecting any change from the child.

• Its not about what the child does; its about how the parent 
responds.

• Current behavior and progress are not as important as the long-
term progress.

Francheska Perepletchikova, Ph.D. 47

Main Messages to Parents:

• Our main tools are validation, reinforced skills practice and 
own emotion regulation.

• Hold and contain you child’s rage/anxiety/shame/sadness.

• Parenting is about promoting the following in the child:

- sense of self-love

- sense of safety

- sense of belonging

Francheska Perepletchikova, Ph.D. 48
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Current Research on Dialectical 
Behavior Therapy for Children

Adapting DBT-C for pre-adolescent children 
with DMDD:  Randomized Clinical Trial in 
outpatient care

Clinical site:
Weill Cornell Medical College
and New York Presbyterian Hospital, 
White Plains, NY

Inclusion/Exclusion Criteria

• Inclusion criteria: 
(1) age 7 to 12 years
(2) DMDD 
(3) can be maintained at outpatient level of care
(4) stable on current medications (at least 6 weeks).

• Exclusion criteria: 
(1) < 85 IQ
(2) psychotic disorder
(3) bipolar 1 disorder
(4) pervasive developmental disorder
(5) child is in English as a Second Language program at school, 

or parents have language difficulties
(6)  child in state custody
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Interventions
• DBT-C

32 once per week 90 min sessions :

- 30 min. individual therapy with a child

- 20 min. individual counseling with parent(s)

- 40 min. skills training with child and parent(s)

• Treatment-As-Usual
32 weeks (up to 2 sessions per week): 

- Supportive individual psychotherapy with a child (52.1%)

- CBT (46.4%)

- Parent Training (42.9%)

- Adjunctive family interventions. (30.7%)

- Psychodynamic (21.4%) 

- Interpersonal (20.2%)

- Motivational Enhancement (13.1%)

- Sessions duration as deemed appropriate by clinician

(M=46.9, range 25-85 min)

Feasibility and Acceptability Oucomes

Variable
Mean

p
DBT-C TAU

Drop-out rate (drop out before week 26) 0 8 (36.4%) .004

Number of sessions attended in 32 weeks 28.48 
(89.0%)

15.55 
(48.6%)

.000

Child Treatment Satisfaction (range 7-28) 22.90 18.36 .03

Parent Treatment Satisfaction (range 7-28) 26.29 20.50 .001

Child Treatment Compliance (range 1-5) 3.71 3.30 ns

Parent Treatment Compliance (range 1-5) 4.33 3.90 .03

Therapist Treatment Satisfaction (range 15-60) 45.00 43.71 ns

Number of children on psychiatric medications 4 (19.1%) 12 (54.4%) .03

Therapist Treatment Adherence level 4.20 n/s n/s

Efficacy Outcomes: 
Clinical Global Impression Scale-Improvement
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Summary: DBT-C for DMDD

• Results of this trial indicated that DBT-C was acceptable for pre-
adolescent children (7- 12 years of age). As compared to TAU, 
children and parents in DBT-C condition indicated significantly 
higher treatment satisfaction.

• Drop out rate was significantly higher in TAU group as compared to 
DBT-C. 

• Treatment attendance was significantly higher for DBT-C as 
compared to TAU.

• DBT-C was significantly more effective than TAU in decreasing 
DMDD symptoms, as measured by the CGI Severity and 
Improvement scales. The significant difference between groups was 
noted for both mood symptoms and behavior outbursts. 

• DBT-C was more effective than TAU in reducing symptoms of 
DMDD despite a 3-fold difference in the use of psychiatric 
medications between conditions.

• Observed improvements were clinically significant.

DBT-C for pre-adolescent children in 
residential care: Randomized Clinical Trial

Clinical site: 
Green Chimneys Residential
Treatment Center 

Inclusion/Exclusion Criteria

• Inclusion criteria: 
(1) age 6 to 13 years

(2) male

(3) in residential treatment at Green Chimneys

(4) projected length of stay is at least 8 months.

• Exclusion criteria: 
(1) pervasive developmental disorder

(2) psychotic disorder

(3) mental retardation (IQ < 70)

(4) parents do not speak English

(5) in care or custody of the Department of Social Services.
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Intervention: DBT-C
• Individual

34 weeks
once per week 
45 min individual sessions

• Skills training 
twice per week (didactics and home-work review)
group sessions
60 min.

• Caregiver training
Twice per month (in group or individual  in person or 

via teleconferencing)
90-min sessions

• Milieu therapy 
Modeling the use of skills, prompting the use of skills in   
everyday life and reinforcement of adaptive coping

• Token reinforcement program

Intervention: Enhanced TAU

• Individual

34 weeks of individual therapy sessions (CBT, 
psychoeducation, crisis management, and non-
directive supportive therapy) 

• Skills training

Twice per week group therapy (CBT, 
psychoeducation, process therapy and social 
skills training)

• Caregiver training

Twice per month caregiver training in parenting skills.

• Token reinforcement program

Primary Outcomes: Feasibility and Acceptability
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Efficacy Outcome: Primary Measure

• Child Behavior Checklist (CBCL; Achenbach &
Rescorla, 2001)

• It is a 113-item questionnaire which surveys 
internalizing (e.g., depression) and externalizing 
(e.g., aggression) symptoms  

• Administered to milieus staff, teachers and parents

• Primary efficacy outcome measured by staff report
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TAU 69.35 68.17 65.11 65.46 63.00 62.17
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Summary: DBT-C residential care

• Results of this trial indicate that DBT-C was acceptable for pre-
adolescent children (7-12 years of age), including a population 
with a mean IQ (M=88.9) that is one SD lower than the average.

• Further, it is feasible to implement DBT-C in residential care 
settings. Therapists were able to demonstrate adherence to the 
model. Staff training and supervision was an integral part of the 
treatment.  

• DBT-C was significantly more effective than TAU in decreasing a 
broad spectrum of psychiatric symptoms, as measured by CBCL 
staff report.

• Results were clinically significant.

• Lack of a significant difference for CBCL teacher and parent 
reports between groups on most scales highlights the importance of 
involving parents in treatment to help generalize and sustain 
therapeutic gains.

Summary

• The results of both RCTs indicate that DBT was acceptable and 
feasible to use with pre-adolescent children (7 to 12 years of 
age), including a population with a borderline intellectual 
functioning.

• DBT was significantly more effective than TAU in decreasing a 
broad spectrum of psychiatric symptoms.

• Observed improvements were clinically significant on the main 
measures of outcome.
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Thank you!

frp2008@med.cornell.edu


