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INTRODUCTION

Irritability and temper outbursts lead to significant impairment in family and peer 

relationships as well as academic performance.1,2 Irritability, which is commonly defined as 

a tendency to react to stimuli with the experience of negative affective states (eg, an 

increased proneness to anger) compared with peers at the same developmental level,3 is 

observed across multiple psychiatric disorders, and puts youth with one disorder (eg, 

attention deficit with hyperactivity [ADHD]) at risk for other disorders (eg, depression)4 and 

high-risk behaviors like suicidal ideation and self-harming behaviors.5 Like irritability, 

temper outbursts are defined as aggressive or nonaggressive behaviors that occur in response 

to frustration,6 occur transdiagnostically, and have associated interpersonal and academic 

impairment. Irritability and temper outbursts are widely accepted examples of dysregulated 

emotion, although their representation within and beyond mood disorders signal the need for 

broad-based preventive interventions that should be applicable to a diverse group of youth 

and across many settings.

The frequency, severity, and intensity of irritability and temper outbursts along with age of 

onset, persistence and episodicity are key parameters for treatment planning. For example, 

early onset, persistent, and chronic irritability may suggest a neurodevelopmental or ADHD-

like phenotype, whereas a later-onset irritability may be indicative of a mood disorder 

phenotype.7 Further, episodic versus chronic and persistent irritability may distinguish 

adolescents who are at risk for mania versus those who are at risk for depression.8 With 
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different presentations that portend multifinal outcomes, the developmental context of 

irritability and temper outbursts have implications for how they are conceptualized, and how 

and when we treat them.9

Irritability and temper outbursts are not only features of multiple disorders and symptom 

constellations, but they may also be unstable over the course of development, calling into 

question the usefulness of singular or unifying diagnoses such as the new diagnosis added to 

the Diagnostic and Statistical Manual of Mental Disorders, 5th edition, disruptive mood 

dysregulation disorder (DMDD), that aimed to distinguish nonepisodic from episodic 

emotion dysregulation.10 Despite controversy surrounding the validity of DMDD, evidence 

points to a clinically significant number of children who are characterized by nonepisodic, 

chronic, and severe irritability and temper outbursts.11

After an initial evaluation of safety considerations and acute stabilization, existing 

interventions for irritability and temper outbursts are broadly framed around symptom 

reduction (ie, in frequency and in intensity) and relapse prevention (preventing the undesired 

behavior from recurring). Importantly, if a behavior can be predicted through early 

identification and tracking of precursor emotions, behaviors, or triggers, perhaps it can also 

be prevented. This review summarizes the literature on primary, secondary, and tertiary 

relapse prevention strategies, with a focus on strategies that promote resilience in youth to 

prevent the onset and recurrence of irritability and temper outbursts (Fig. 1). Although the 

urgency to treat the frequency and severity of outbursts is self-evident, highlighting 

interventions in the context of prevention and a resilience framework can enhance our 

understanding of treatments in terms of causal mechanisms, and illuminate interventions that 

could be adapted early and transdiagnostically rather than focusing on treating a single 

disorder. This is principally why more research is needed to guide clinicians on effective 

treatments to decrease the impact of stress, adversity,12 and other risk factors, as well as the 

consequences of common manifestations of emotion dysregulation.

WHY IS PROACTIVELY PROMOTING RESILIENCE AN INTRIGUING 

SOLUTION TO PREVENTING REACTIVE EMOTION DYSREGULATION?

Resilience is a complex process that is defined as the ability of a system to adapt 

successfully to challenges that threaten the function, viability, or future development of the 

system.13 Resilience is dynamic, falls along its own continuum, and can be cultivated with 

the potential for change across the lifespan to proactively bring about positive outcomes or 

help avoid or reduce the impact of the negative outcomes of adversity.14 Resilience has been 

measured using a variety of scales. The Strength and Difficulties Questonnaire15 is among 

the most common metric and evaluates psychopathology risk and resilient factors among 

youth using emotional, conduct, hyperactive–inattentive, peer, and prosocial factors. The 

prosocial factor (eg, voluntary actions intended to benefit others) is the single construct of 

resilience in the Strength and Difficulties Questionnaire, reflecting a key cross-species 

characteristic that centers on the evolutionarily adaptive drive to be social to promote 

survival.16 Several studies have demonstrated a bidirectional inverse relation between 

prosocial behavior and aggression or delinquency over the course of childhood and 
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adolescence,17 suggesting the potential for prosociality to be an antidote to various forms of 

aggression.18 Thus, resilience, conceptualized in terms of prosociality, could be framed as a 

preventive intervention, such that skills that encourage prosocial behaviors have the effect of 

intervening to decrease aggression.

Other studies consistently find that promoting resilience encourages other positive outcomes 

in the face of adversity by increasing emotion regulation (ability to respond appropriately to 

situational demands), encouraging life satisfaction, or decreasing depressive symptoms.19,20 

Thus, key factors associated with resilience include prosociality with peers and caregivers, 

enhancing skills in emotion regulation, and academic engagement.21

Novel interventions that enhance resilience for emotionally dysregulated youth could be 

implemented as primary or adjunctive strategies along the entire continuum of prevention. 

However, primary and secondary prevention approaches that enhance resilience may yield 

more enduring effects than tertiary relapse prevention strategies, such as complex 

psychotherapeutic interventions or poly-psychopharmacology.22,23 Resilience-based 

interventions also have the potential to be implemented early in life to prevent the onset and 

development of myriad future problem behaviors.24,25 Further, research on the 

neurobiological mechanisms underlying resilience may open doors to novel understanding 

of treatment effects for interventions for irritability and temper outbursts. Reliable 

biomarkers may also increase our ability to identify the most vulnerable, treatment 

refractory, or treatment responsive youth before symptom onset. Accelerating discovery 

toward personalized treatments for subtypes of emotion dysregulation that are particularly 

difficult to treat are critical because the currently available treatments have modest effect 

sizes and offer nonspecific benefits.26

WHAT ARE THE RISK FACTORS FOR IRRITABILITY AND TEMPER 

OUTBURSTS?

Studies have shown that the risks for irritability and temper outbursts include both 

environmental and genetic factors. Some known risk factors for irritability include growing 

up in poverty, homelessness, exposure to violence or abuse, and being the offspring of 

parents with psychopathology.19,27–29 When using child self-report measures, twin studies 

report the heritability of irritability to be around 0.30.30 Based on parent reports, heritability 

seems to be higher.31 Irritability may also be linked to perturbations of the prefrontal cortex 

that impair emotion regulation.32 Irritable youth also show abnormalities in neural circuits 

related to threat and reward processing.33 Further understanding the neurodevelopmental 

features of irritability may elucidate novel primary, secondary, and tertiary preventive 

interventions.34

PRIMARY PREVENTION

Primary prevention refers to strategies to prevent disease onset among susceptible 

populations.35 Here, we refer to children at risk for developing irritability or temper 

outbursts as our susceptible population. These sections leverage studies on this at-risk 

population to highlight targets for interventions that attempt to prevent the development of 
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irritability and temper outbursts. We classify these studies as parent, child, and community 

focused. Fig. 2 summarizes the key findings.

Parent-Focused Studies

As discussed elsewhere in this article, resilience is associated with individual intrinsic (eg, 

problem-solving skills, self-regulation) and relational or prosocial (eg, capacity to form 

secure attachments) characteristics.13 The expression and regulation of emotions occur in 

interpersonal contexts and begin as early as in infancy.36 Thus, it is not surprising that 

parenting plays a central role in a child’s ability to regulate emotions.

Parental psychopathology has been identified as a risk factor for child internalizing and 

externalizing behaviors through multiple mechanisms, including increased parenting stress.
37 In their study on mothers with homelessness and problems with substance use disorders, 

Wu and colleagues26 found that maternal depressive symptoms and “expressive 

suppression,” defined as the attempt to inhibit emotional expression, were associated with 

increased parenting stress regarding young children (ages 0–6). In contrast, cognitive 

reappraisal, or an attempt to reinterpret an emotion-eliciting situation in a way that changes 

its emotional impact, was associated with decreased parenting stress.37 Borderline and 

antisocial personality disorder symptoms in mothers have been associated with child 

behavior problems, a relation partially mediated by emotion dysregulation in youth.29 

Maternal irritable depression has also been associated with offspring disruptive behavioral 

disorders, whereas the remission of maternal depression after 3 months of antidepressant 

treatment was associated with decreases in psychiatric diagnoses and symptoms in the 

offspring.38 Further, the effect of maternal remission on her children may have been 

mediated by an improvement in maternal symptoms of high anxious distress and irritability.
39 Thus, treating psychopathology and personality pathology among parents should be 

considered as potential targets for the prevention of psychopathology in children. Dialectical 

behavior therapy, which targets emotion dysregulation, has been studied extensively as a 

therapeutic intervention for borderline personality disorder, but its use to improve parenting 

quality merits evaluation, given that a parent’s ability to regulate emotions is critical for 

effective parenting.40

Parental strategies like encouraging positive parental emotion (ie, parents expressing positive 

emotions toward a child, as measured by the Positive Affect Scale41), sensitivity to 

children’s emotions during play, listening effectively to children’s expression of sadness, 

and active monitoring of the child may be particularly helpful to families living in poverty or 

exposed to violence.19,28,42 Future studies should address whether such parental strategies 

can be harnessed to prevent the onset of irritability and temper outbursts in at-risk youth.

Child-Focused Studies

Targeting child risk factors for emotion dysregulation is also a primary prevention strategy. 

For example, dysregulated temperament43 may be an early risk factor for mood disorders.44 

Difficult childhood temperaments, with traits like behavioral inhibition, irritability, a high 

activity level, and poor adaptability are associated with subsequent mood disorders, ADHD, 

and substance abuse.45–47 However, these associations have been cross-sectionally 
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determined and merit longitudinal observation to evaluate the predictive validity of early 

temperament characteristics on developing emotion dysregulation. In 1 longitudinal study, 

parental temperament of fearfulness moderated the link between childhood fearfulness and 

their subsequent development of anxiety disorders.48 This finding may be rooted in either 

genetics, overprotective parenting practices, or the modeling of avoidant behavior, which 

could all increase susceptibility to anxiety in children.48 Thus, intervening on fear-based 

parenting practices may be a point of intervention in children with temperament 

vulnerabilities to emotion dysregulation.

Transient mood state changes have also been implicated in persistent emotion dysregulation. 

A longitudinal study spanning 6 years of adolescence found that day-to-day teen affective 

instability predicted difficulties in emotion regulation over time, suggesting a process by 

which mood variability becomes consolidated into enduring patterns of response.49 

Targeting day-to-day affective instability through behavioral or pharmacologic interventions 

may interrupt the consolidation process that leads to chronic emotion dysregulation. Further, 

in a national sample of 100 US adolescents, greater trait resilience and support seeking by 

soliciting advice and assistance with planning, decision-making and problem solving have 

been associated with lower levels of negative affect instability.50 An insecure attachment 

style accounted for the unexpected relation between emotional support seeking and negative 

affect instability, such that adolescents, and more likely girls, with an insecure–anxious 

attachment style were more prone to seeking reassurance. It is worth investigating whether 

interventions that promote instrumental support seeking over emotional support seeking (eg, 

asking for solutions rather than comfort or validation) are helpful in preventing emotion 

dysregulation in youth. Indeed, gender differences may moderate the effects of such 

interventions and should be considered for personalized treatment matching.

Socioemotional functioning and emotion regulation, including self-compassion, self-esteem, 

and mastery motivation,25,27,42 may promote resilience against irritability and temper 

outbursts. In maltreated youth or youth living in poverty, self-esteem51 plays a protective 

role against emotional and behavioral problems52,53 and is associated with greater resilience. 

Here, resilience was defined as good adaptive functioning and the absence of any significant 

psychiatric symptomatology based on measures of global functioning (eg, Children’s Global 

Assessment Scale), behavioral disturbance (eg, Child Behavioral Checklist), or depression 

severity (eg, Childhood Depression Inventory).24,36 Similarly, in youth experiencing 

homelessness, higher mastery motivation (the drive to control and master challenges 

independently and persistently) is associated with better social and emotional functioning.27

Self-compassion is a relatively new concept in Western psychology and is the ability to be 

kind and nonjudgmental toward the self during stress and failure, recognizing that one’s 

suffering is common to the human experience.54 As such, self-compassion has been 

theorized to protect against the activation of psychopathological schema after negative 

affective experiences,25 that is, a defining feature of irritability. Consequently, interventions 

that attempt to enhance self-esteem, mastery motivation, and self-compassion may have 

preventive effects on the onset of irritability. These interventions may benefit both children 

and parents. For example, in elementary school children, emotion dysregulation has been 

associated with increased anxiety and decreased prosocial behaviors, and these associations 
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are buffered by maternal agreeableness.55 Agreeableness is a core trait from the 5-factor 

model of personality that reflects the degree of expression of empathy, kindness, and 

consideration toward others.56 Thus, among children struggling with emotion dysregulation, 

an early intervention targeting maternal agreeableness or prosociality may decrease a child’s 

risk for irritability and temper outbursts.

Interventions to Promote Emotion Regulation

There are few interventions that encourage emotion regulation skill enhancement. Whether a 

specific emotion regulation strategy proves adaptive or maladaptive depends on the context 

in which it is applied. For example, it is adaptive to choose disengagement–distraction for 

high-intensity emotional stimuli versus engaging–reappraisal for low-intensity stimuli.57,58 

Mindfulness-based practices may increase regulatory choice flexibility through an increased 

awareness of one’s thoughts, sensations, and feelings and decreasing automatic reactivity to 

emotional experiences. In addition, mindfulness training in the context of family therapy 

may enhance a family’s capacity for emotion regulation.36 Studies that promote 

understanding of these and other specific nuances that leverage emotion regulation skills in a 

family context may lead to additional points of intervention. Outside of the family context, 

in college students ages 21 to 40 years, Mindfulness-Based Stress Reduction was effective in 

cultivating “regulatory choice flexibility,” or the ability to deploy different emotion 

regulation strategies based on context to encourage resilience.59

Community-level interventions for children at risk for emotional dysregulation are limited.60 

In 1 open trial of an after-school program for urban, middle school African American youth 

living in poverty, Frazier and colleagues22 found that encouraging recreational activities that 

enhance social–emotional learning (ie, problem solving, emotion regulation, effective 

communication) led to improvements in social skills and decreases in problem behaviors. 

The specificity of and degree to which such programs lead to long-term changes in problem 

behaviors in high-risk populations deserves exploration.

SECONDARY PREVENTION

Secondary prevention focuses on addressing subclinical forms of disease as early as possible 

to prevent progression to full-blown disease states. How can we help youth who have 

occasional outbursts from developing chronic patterns of emotion dysregulation that will 

impact their psychosocial functioning or develop into full-blown psychopathology? Lessons 

can be learned from findings across a number of psychiatric disorders, as well as from 

interventions developed for specific diagnoses. Indeed, understanding that early alliance in 

treatment can promote engagement and favorable outcomes underscores the importance of 

forging a working relationship with a child from intervention outset.61

The benefits of early family-based interventions are illustrated by a recent randomized 

controlled trial assessing the effects of the Family Check Up on dysregulated irritability in 

early childhood. The Family Check Up, which was designed to improve a child’s adjustment 

by motivating positive behavior support and other family management practices, was 

composed of a 2-session intervention that was individually tailored to the needs of the 

family. The sessions typically included an initial contact session, followed by a home-based 
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ecological assessment, and finally a feedback session emphasizing parenting strengths as 

well as possible areas of change. A total of 8 opportunities for feedback sessions were 

offered over the 8 years of the study. After feedback sessions each year, families were 

offered individualized parent training sessions, with 82.8% of families receiving an annual 

average of less than 3 hours of follow-up intervention services. The authors found 

intervention effects of Family Check Up on irritability at age 4 years, compared with 

baseline at age 2, which predicted lower externalizing and internalizing symptoms at 10.5 

years of age.62 Decreases in irritability at age 4 predicted long-term improvements in 

oppositional defiant disorder (ODD), generalized anxiety, and major depression at 10.5 years 

of age. These findings confirm that irritability in early childhood is a transdiagnostic risk 

indicator that can be used to identify children and families in need of intervention, and the 

Family Check Up may have salutary effects on long-term functional outcomes.62

Studies of youth at familial risk for bipolar disorder—who often present with depression, 

irritability, anxiety, and subthreshold manic states—indicate the benefits of early 

intervention in delaying progression to full-blown mood disorders. In a pilot randomized 

controlled trial of 40 high-risk youth, family-focused therapy for youth at high risk for 

bipolar disorder (FFT-HR), given during 12 sessions over 4 months, was found to hasten 

time to recovery from depressive symptoms and improve 1-year symptom trajectories 

compared with a brief educational control. In a more definitive 3-site trial of 127 high-risk 

youth, FFT-HR was associated with longer time to mood episodes, and specifically, longer 

well intervals before depressive episodes and lower levels of suicidal ideation and behavior 

when compared with standard psychoeducation of equal duration.63–65 Youth who received 

FFT-HR also showed increased ventrolateral prefrontal and anterior default mode brain 

network connectivity from baseline to end of treatment compared with youth who received 

standard psychoeducation, demonstrating improved functional connectivity in emotion 

regulatory neural networks.66 That neural plasticity in these networks preceded any 

observable mood outcome differences between treatment groups raises the intriguing 

possibility of neurobiological targeting to prevent mood progression. Time to conversion to 

bipolar I or II disorder over an average of 2 years of follow-up did not differ between FFT-

HR and standard psychoeducation. Larger samples and longer follow-up might more 

definitively confirm the preventative potential of FFT-HR for mania onset or recurrence.64

In youth with depressive spectrum disorders and transient manic symptoms, Nadkarni and 

Fristad67 found that immediate treatment with multifamily psychoeducation groups was 

associated with lower rates of conversion to subthreshold and full threshold bipolar spectrum 

disorders than a waitlist control. Further research is necessary to clarify the relation between 

changes in family functioning and changes in the course of illness among high-risk youth, 

who often present with multiple comorbid disorders and myriad subthreshold mood 

symptoms.

TERTIARY PREVENTION

For youth already struggling with significant and functionally impairing irritability and 

temper outbursts, tertiary prevention measures aim to reduce symptom severity and enhance 

psychosocial functioning. These children are commonly diagnosed with psychiatric 
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disorders such as depression, ADHD, autism, DMDD, or other disruptive behavioral 

disorders (eg, conduct disorder or ODD). Given the variable contexts in which irritability 

and temper outbursts occur in these youth, the question arises as to whether emotion 

dysregulation is a manifestation of the same or distinct psychopathologies. Will the same 

intervention for chronic emotion dysregulation be efficacious across disorders despite 

differences in underlying etiologies, or should interventions be tailored to a specific 

disorder? The answers to these questions are not yet clear; therefore, we provide a cursory 

review of extant literature on tertiary prevention in the context of specific disorders. We 

focus on depression, ADHD, autism, and DMDD owing to their common association with 

irritability or temper outbursts, and defer to other articles in this volume for details.

Depression

Worsening irritability while on antidepressant treatment is associated with poorer outcomes 

and a decreased likelihood of remission.68 Indeed, youth with depression and a family 

history of bipolar disorder may be particularly predisposed to antidepressant-related adverse 

events that include irritability and temper outbursts, underscoring the importance of 

assessing illness risk factors when weighing treatment benefits against risks.69 In a study on 

depressed youth in remission after acute treatment with fluoxetine (12 weeks), higher levels 

of residual irritability, as well as insomnia were associated with increased odds of depressive 

relapse.70 In contrast, higher levels of resilience, and in particular positive affectivity, were 

related to a lesser occurrence of residual symptoms after remission from depression.71 Thus, 

targeting both risk factors for worsening irritability and predictors of residual symptoms 

early in treatment may decrease relapse rates or clinical worsening.

Attention Deficit Hyperactivity Disorder

Stimulants and behavioral treatment can improve irritability in ADHD.72,73 However, even 

with optimally titrated first-line stimulant treatment, a subset of youth have persistent 

aggressive behavior, indicating disability beyond that of ADHD alone.74 Indeed, emotion 

dysregulation is as much a feature of ADHD as of mood disorders.75 Mood disorders 

comorbid with ADHD, ODD, or conduct disorder and with high levels of anger or irritability 

may benefit from risperidone or divalproex sodium augmentation.74,76 The choice of agents 

is critical here77,78: recent meta-analyses of psychostimulant trials indicate that 

methylphenidate derivatives (eg, methylphenidate hydrochloride [Ritalin]) may be 

associated with decreased risk of irritability, whereas amphetamine derivatives (eg, 

amphetamine/dextroamphetamine [Adderall]) seem to be associated with increased risk of 

irritability.77,78

Aside from pharmacologic approaches, Hartman and colleagues54 emphasize that assessing 

stressful conditions in a child’s home should be integral to the diagnosis and treatment of 

ADHD. Specifically, cumulative high-stress exposure, including chronic illnesses in the 

child or immediate family member(s), academic pressure, problems at home or the 

neighborhood, unemployment, financial difficulties, having fewer friendships, being bullied, 

and having enduring conflicts, related strongly to a persistent course of ADHD with 

worsening irritability, anxiety, and depression.12 The literature on specific interventions 

targeting irritability and temper outbursts in children exposed to early life stress or trauma is 
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sparse, but may be benefited by effective treatment of a primary disruptive behavioral 

disorder.

Autism

Extensive literature has demonstrated the efficacy of pharmacologic treatment for irritability 

and aggression in autism, which may manifest as temper outbursts and self-injurious 

behaviors.79 However, pharmacologic interventions do not address the underlying causes of 

irritability and temper outbursts in autism. Rather, contextual reasons for irritability in 

autism should be explored so that an appropriate evidence-based nonpharmacologic 

intervention can target those reasons. If this search strategy fails or if the magnitude of the 

irritability needs more urgent treatment, psychopharmacologic intervention may prove 

helpful. To clarify the stepwise guidelines for youth with autism and temper outbursts, a 

multidisciplinary workgroup has developed a practice pathway for pediatric primary care 

providers. This pathway emphasizes assessing contextual risk factors (eg, medical, 

functional communication challenges, psychosocial stressors, maladaptive reinforcement 

patterns, co-occurring psychiatric conditions) in each patient.80 Appropriate treatment is 

then based on such contextual factors. For instance, irritability or temper outbursts arising 

from difficulties using functional communication should be followed up with speech and 

language evaluations, with the inclusion of a communication component in a behavior 

treatment plan. In contrast, irritability arising from psychosocial stressors, such as poor 

adjustment to classroom or program characteristics, would warrant communication with the 

school to address potential changes to the classroom or curriculum. If co-occurring 

psychiatric disorders are present, treatment with medications may then be considered.

Disruptive Mood Dysregulation Disorder

DMDD is characterized by recurrent temper outbursts in the context of ongoing depressed, 

anxious, or irritable moods. The current literature has primarily focused on 

psychopharmacologic treatments for DMDD. Open-label studies of methylphenidate with or 

without aripiprazole and combined with parent training have shown efficacy in improving 

irritability and other clinical symptoms (eg, emotional lability, negative affect, and anger) in 

DMDD and its related precursor severe mood dysregulation.81,82 Exposure-based cognitive 

behavioral therapy in which youth with DMDD are exposed to frustrating situations is 

currently being evaluated. This treatment is theorized to engage cognitive control and top-

down regulation of frustration to interrupt symptom reinforcement.83 How to integrate and 

personalize pharmacologic and psychosocial treatments beyond treating readily identifiable 

psychiatric comorbidities is an unmet need in our field.

Given the high rates of comorbid psychopathology associated with DMDD (eg, ODD, 

ADHD, anxiety disorders),84 other symptom dimensions often need intervention. One study 

in children with DMDD (with and without ADHD) found that an association between 

DMDD and sleep problems is mediated by their shared association with oppositional 

behaviors.85 Thus, oppositional behaviors may need targeting before other symptoms such 

as sleep dysregulation are addressed. Building resiliencethrough teaching emotion regulation 

skills, classically included in dialectical behavioral therapy (DBT), may decrease the 

frequency of temper outbursts and associated psychosocial impairments. A pilot randomized 
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controlled trial of 43 children with DMDD (7–12 years old) demonstrated the feasibility and 

preliminary efficacy of DBT (adapted for preadolescents in 32 weekly 90-minute sessions) 

compared with a comparison group receiving individual therapy and medication 

management.86 Notably, the DBT versus comparison group had higher response rates 

(90.4% vs 45.5%, respectively). Importantly, the improvements from DBT were achieved 

without a need to start new psychiatric medications. The efficacy of DBT for decreasing 

DMDD behaviors should be further tested in randomized controlled trials that include 

manualized, equally intensive comparison treatments.

SUMMARY

Chronic irritability and temper outbursts—both indicators of emotional dysregulation—are 

transdiagnostic constructs that can significantly disrupt achievement of typical 

developmental milestones and result in psychopathology and impairment. An evidence base 

for early interventions is scarce, but the need to identify at-risk children and intervene early 

to promote positive neurodevelopmental outcomes cannot be un-derstated. Wakschlag and 

colleagues,87 in their translational road map entitled Mental Health, Earlier, recommend 

primary care screening of irritability as a risk factor for lifelong mental health problems, and 

low intensity interventions to promote self-regulation within an implementation science 

framework.

More research is needed to determine whether irritability and temper outbursts are disorder 

specific or share common neurobiological underpinnings. Primary prevention strategies can 

intervene at the level of the parent (eg, targeting parental mental health and parenting skills), 

the child (eg, targeting affective instability, self-esteem and self-compassion), and the 

community (eg, after school programs for at-risk youth to promote socioemotional learning, 

gun control, and violence prevention programs). Secondary prevention strategies might 

focus on intervening on family systems and effecting positive changes in the course of high-

risk syndromes. Accelerating biomarker discovery and investigating clinically meaningful 

treatment targets and mechanisms would support the development of novel tertiary 

prevention strategies to reduce symptom burden and impairment. A research agenda focused 

on identifying interventions in the context of primary, secondary, and tertiary prevention of 

chronic irritability and temper outbursts will be essential to promoting resilience and 

reducing risks of lifelong psychopathology.
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ADHD attention deficit with hyperactivity
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DBT dialectical behavioral therapy

DMDD disruptive mood dysregulation disorder

FFT-HR family-focused therapy for youth at high risk for bipolar disorder

ODD oppositional defiant disorder
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KEY POINTS

• Chronic irritability and temper outbursts are transdiagnostic constructs that 

can disrupt achievement of typical developmental milestones and result in 

psychopathology and lifelong impairment.

• An evidence base for preventive interventions is limited and more research is 

needed to determine whether irritability and temper outbursts are disorder-

specific or share common neurobiological underpinnings.

• Parent, child, and community-based approaches have empirical support.

• Secondary prevention studies on the relations between changes in family 

functioning - for example, from family-focused therapy - and changes in the 

course of high-risk syndromes can help clarify treatment targets and 

mechanisms.

• Tertiary prevention aims to reduce symptom severity and enhance 

psychosocial functioning.
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Fig 1. 
Summary of the available evidence for primary, secondary, and tertiary prevention strategies 

for irritability and temper outbursts. Primary prevention aims to decrease the risk for 

disorder onset in susceptible populations through parent, child, or community interventions. 

Secondary prevention strategies, targeting children with occasional outbursts, are currently 

predominantly family oriented. Tertiary prevention is diagnosis specific because children 

with chronic outbursts often are already diagnosed with mental illness. ADHD, attention 

deficit hyperactivity disorder; DMDD, disruptive mood dysregulation disorder.
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Fig. 2. 
Summary of the interplay of moderators and targets of primary prevention strategies for 

irritability and temper outbursts. The main outcome measures are highlighted in the darker 

color shades (child behavior problems, resilience, emotion regulation difficulties). Key 
Terms: Affective instability, Shifts in emotional intensity over a relatively brief period of 

time within an individual; Cognitive reappraisal, Reinterpretation of an emotion-eliciting 

situation in a way that changes its emotional impact; Emotion regulation, Ability to respond 

appropriately to situational demands and manage the experience and expression of emotions; 

Expressive suppression, Inhibition of emotional expression; Externalizing behaviors, 

Actions in the external world, such as aggression, impulsivity, control problems; 

Instrumental support seeking, Soliciting advice and assistance with planning, decision-

making and problem solving; Internalizing behaviors, Characterized by processes within the 

self, such as anxiety, depression, withdrawal; Mastery motivation, Drive to control and 

master challenges independently and persistently; Mindfulness-based stress reduction, 

Developed by Dr. Jon Kabat-Zinn in 1979, an 8-week program teaching mindfulness 

meditation exercises, initially targeting stress management; Positive parental emotion, 

Experience of positive emotions by parents; Regulatory choice flexibility, Ability to deploy 

different emotion regulation strategies based on context; Resilience, Capacity of a system to 

successfully adapt to threats to its function, viability, or development; Self-compassion, 

Ability to be kind and nonjudgmental toward the self during stress and failure; Self-esteem, 

Affectively laden evaluation of one’s worth.
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