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History of the Intermittent Explosive Disorder (IED)

DSMIZE T 52T DL E

19524 DSM-I1 [Z#])& T “passive—aggressive personality, aggressive type” &L T
IRE, KRBT HIRYOKBERTREDZBZELES,

19684 DSM-IITIL “explosive personality” &L TURE . MEEIIZIR N 518 54075
X ;2 it (Intermittently violent behavior),

19804 DSM-IIITIL “explosive personality” Z“intermittent explosive
disorder’EEZE, LM L. HLAKRELEEZEZON TV =D THEREDEKREMN
FEARZS-DOT)ZEELHIVELVZDT=,

19944 DSM-IV TIXEARNEEKBMIZEoT=,

20024 DSM-IV-TR, IEDIZDU\TIEDSM-IVEREIL,

Coccaro HIZKAF L2 (& B =

19964F Coccaro bW AN EELZKTE.,
HEAIZ2DDRAATHETE,
(1) SHEE/RBREDER, E2RI0OGEERINNAM. EYEELECBTH

Ao

(2) IRSEE/ SR EDRHE, F3EDHLLVEFR,
IREF B CEIBDELLMERZ “narrow” EEFE. CNMETITHELLVESR
MIELL EHoT=, LHL., FE3EIGEMN =1 D% “broad” EEE. —D K
SIZLTEHROMEEFEDT-,




Intermittent Explosive Disorder (IED)
BIREBRREMEIES

DSM-IV-TR

A BEMNEBIERLESNGEVTOEVWRNITATEIMEYOBRIEKICES. &
FEDF>EYERFISNDIEY—F,

B. IEV—FHIZRBEINIHBEL. EDFRELGo=ZDDEHEMAN R
EFELEBRLTH, ([FEEELLFHYENTH S,

C. MEMDIEY—FIL, thDFEREWG: RIESEN—VFTIT—EE. FBR
HR—=VFI)T4—EE. FRAREREE. BRIEY -~ TAEE. TLEE
EXRMa/ ZBMEEB)TIEIOFEASNGOL, MEWELREY. K )F
[F—RE SRR EWDGBEERIME . TILYNAI—RDEEMGEEZERIC
LHLDTHIELY,



Intermittent Explosive Disorder (IED)
BIREBRREMEIES

DSM-5

. UTOVWITIMNIIBNLIBRBHEEOFIETEISRSNS, REMEDTT

BEH

(NSEETOHE]: MALo<EE, BLLEH, SXETOAROIERE),
FEEIFEY. 8. B ICHT 5RO EENIN AR TEYLT
B2[EREC S, HHAMBEMEIFTENOBRGTIHIRIZE OGS
I BYFELFIMEEZRGESE LT,

2) FREMOBREFLFIWIR. LW/ F-ELEBYWF-FhEBZRESES
CEICEELESRMBELEET HTHOREN 2D AR TIEES
TWh%,

. REITLIEEPICRESNSIHEEDRSIL, BREDREF=IEE >0

ETESmIDEH RMANL AR EFVDESRIY EHLLY,

. TORETHIHEEDFEREIL. HIE o THHESN 1D TR EEFEDL,

ENLEEHH. ELV A EF=(E BRYICEDD BALHDEEB I
EEEAEN. BINZEFICANSE=HTHONI=ELDTIEEL,

. EORETHIHBMEDEHET. TOANITHOIGERZELSH . BEXF

FIE NBREEEDEZTZEL., F-(EEFNF-IERLENTRREEE
EESR

. BEEIEIDEEHETHAGFIEENITHE T HFEKE),




Intermittent Explosive Disorder (IED)
BIREBRREMEIES

DSM-5

TOREIHIHEBEDRES. LOBHEED 50K, DEEEE. EEXS
SRENIE . FRARIEES . RESEN—VFTIT(EE . BEHRENN—VFTITAIEE
TOIFREHASN T . D EZHHR BB EBESME. TILINAT—R)IZLDHLD
TR FEMEOEEFMERAW ELAEY. EERICLDELDTHELY,
6~18HmDFELTIE, BLEZTD—HMTHAREMITEICIEL. COZMEEE
FHNSTIHELY,

T COZWIE. REMEOEEN-WEMNEXEN. UTOEFICEVWTEEAL
NOEEZHEATRY. RRMEAENLELGTHAGEE. EERM-SEE. R
1TIE . RIAEFRIE . BRARRII S LIEICIEMT HEMNTED,




Intermittent Explosive Disorder as a Disorder of Impulsive
Aggression for DSM-5

TABLE 2. Summary of Prevalences of DSM-1V Intermittent Explosive Disorder in Community Studies

Prevalence (%)

All Cases Narrow Criteria®

Region and Study Authors (Reference) Country N Lifetime Past Year Lifetime Past Year
North America

Coccaro et al. (24) United States 253 4.0 1.6 5.1 2.0°

Kessler et al. (6) United States 9,282 7.3 3.9 5.4 2.7

Ortega et al. (26) United States 2,554 5.8 4.1 NR NR
Weighted average United States 12,089 6.9 3.9 (:5.4\) 2.7
South America T

Posada-villa et al. (27) Columbia 4,426 4.7 2.9 NR NR
Europe

Bromet et al. (25) Ukraine 4,725 4.2 2.8 NR NR

Florescu et al. (31) Romania 2,537 1.3 NR NR NR
Asia

Huang et al. (28) China 5,201 1.9 1.2 NR NR

Yoshimasu and Kawakami (34) Japan 4,134 2.1 0.7 '\':1.2:,‘: 0.6
Africa o

Gureje et al. (29) Nigeria 6,752 0.2 0.2 NR NR

Fincham et al. (32) S. Africa 4,351 9.5 1.8 2.0 NR
Middle East

Karam et al. (30) Lebanon 2,857 1.7 0.8 NR NR

Alhasnawi et al. (33) Iraq 4,332 1.7 1.5 NR NR
Weighted average Non-U.S. countries 39,315 3.0 1.4 1.6 0.6

4 NR=not reported.
b past month only.

(Am J Psychiatry 2012, 169 .577-

5868)



Age—at—onset distributions of narrowly defined and broadly
defined—only lifetime DSM-IV intermittent explosive disorder

O 6~14m CRIEL. FHREEEHIT12E.
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Arch Gen Psychiatry. 2012;69(11):1131-1139



Summary (1)

O Clinical features
« BRIIZARELHH, HEM(ZIX, ZOEFIICERERLCROSEYEFHE)EEX.
BERICTRBORLDOMEIZEHLND,
« BEIX. BEIODLRNICEIES,
« BRICELSEFTCOHMICELI-GWKHEMLGSENEENALGNDZENDH D,
c BRIIRXDDEELEEDRRRBELUDREBEETEIENH D, BFIZ. I FEN
ERSNTULVD,
« MHEERHITFHI2R T, ZLUFIRETITRIE,
- EHOFAZWLY ., LIZLITEEDGLER125)I2HT=5,
« EDIETA AV 3V TG DEDDHERERMTHD,
O Epidemiology
* IED(DSM-IV)DHEE [FUSAD EEFFREIEL, 5~8% (7.3% by “broad” [DSM-1V]
criteria” . 5.4% by “narrow” criteria), 77 (B ARG E)OHEDFHE (LD,
 IED(DSM-5)D4EE (XFBA=H ., USATODEERREDH EIEIL2~3%,
« BERE. BURAELERLTLS,
O Comorbidity/Causes
« EDABHDE. I DFEFRKEEZEDRKIE X —ARDAME . MEIKFILIE, IEDRIER
[CEREBHLRIET DD T, [EDILEKREF,
« [EDEBERRIFREFEDHEFIEED, LHL. 10%DHERERNZBHLNDHELD
HELHD
« IEDIZADHD., CD&EFHFET 5,



Summary (2)

O Pharmacologic treatment

« IED(DSM-5)IZIF2DDEGRAATEL T, SHRE/EEEDRE. LU, BREBE/ S
EDBRENRESNTILND, ZA TR DBEDRIEEON TGN, BIEICITEYE
sEMER(Coccaro, 2013), LML IEDTZUL\DIIEHE/SREDIEFET0%ENDIND
(Coccaro, 2014), CO N FEEARBEEOBERIIRYEKRL LTV BLIELY,

« FDAD IR ZEZEDOT-IEDDBEEILELY,

* SSRINZRLER, —EFBRTAMTHONT=DIE. FluoxetineDH, 44%IZHZT. 556
29% MEfZ(ZL\f=>T=(Coccaro et al, 2006), /NOAFtEF>, TILRFHID EILETY
D IRENRUTITFEXUUELER,

- BRFRABFNIDED UFDLAILNATEEY  NILTOR., BE,

s MARELHRBHRELAEMNIRARYRY  PVETSY—IL, 1EE)

« B9 BT, SSRI>RIFEREBRI > MALE/MBHREZIBIZERT S, HHLIE., H+H
THDMNEZER,

O Psychotherapy
« CBTEEMBEITODIREZIEM, Mayo ClinicDHPIZZ DR AFB A INTLVS,




Stick with your treatment. Attend your therapy sessions, practice your coping
skills, and if your doctor has prescribed medication, be sure to take it. Your doctor
may suggest maintenance medication to avoid recurrence of explosive episodes.
Practice relaxation techniques. Regular use of deep breathing, relaxing imagery
or yoga may help you stay calm.

Develop new ways of thinking (cognitive restructuring). Changing the way you
think about a frustrating situation by using rational thoughts, reasonable
expectations and logic may improve how you view and react to an event.

Use problem-solving. Make a plan to find a way to solve a frustrating problem.
Even if you can't fix the problem right away, having a plan can refocus your energy.
Learn ways to improve your communication. Listen to the message the other
person is trying to share, and then think about your best response rather than
saying the first thing that pops into your head.

Change your environment. When possible, leave or avoid situations that upset
you. Also, scheduling personal time may enable you to better handle an upcoming
stressful or frustrating situation.

Avoid mood-altering substances. Don't use alcohol or recreational or illegal
drugs.

By Mayo Clinic Staff
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History of the Disruptive Mood Dysregulation
(DMDD)

National Hospital Discharge Survey (USA) IZ&tIX. 5~ 133 MDPediatric Bipolar Disorder D32
Bri%. 1996 E DR R TIX1 B ABH=Y1.3AN, 2004FE(Z(X1 5 ABHT=Y7.3A(Blader et al, 2007),

Pediatric Bipolar Disorder(&episodic irritability H343F . LHAL . IREIZ(X
nonepisodic irritability 4 ET HFELMUND, CNEAIETETH2K
HAEGREBER NG -1=D T, FeKRIGE TlEPediatric Bipolar Disorderé
2T ALY, EDFER. Pediatric Bipolar Disorderf2 T hME Z 7=,

% ZT. Leibenluft 51& nonepisodic irritabilityZ
[Severe Mood Dysregulation |ETEZEEL . [LER7E ‘

MEEREL, Disruptive Mood Dysregulation

[ Severe Mood Dysregulation]ld. DSM-5~ D IX &k
ZHOREIT—EETEHIMZ S O

Nn1=>5Z . IDisruptive Mood

Dysregulation] &L TDSM-5(Z Jevenile Mania/Severe Mood Dysregulation
&SN T, NIMHEZ(C LD FH LWL Z =

Pediatric Bipolar Disorder

-1 B



Pediatric Bipolar Disorder (/N IR E[EE)
ZDI5FERDFLLNER

O BRSNS - EMERIKRE
o Irritability & B |H @t‘k(ﬂxkjﬁ)b‘ﬁﬁﬁ
Irritability(CBAFETE E R (LGN, FERIIZ R (D ITTHE), EME LTRSS, TSGR
B MALBLEFRRIT ., ELVSMREHDVDIIER,
c ANEIFXFESLTES/NENBEEST DIEIK,
INB AR EE D 2 R EHE (ZDSM-IV(-TR) [Z[L4ELYy, DSM-5I2H %0y, F2FH 4
MEHEESENHBLTLNDEDZ(RLEEXZ)ZRANEFELITHITHIEIITELLY,
DSM-IV(-TR)TlZ. HFEAEED W iB 4 EZE (Bipolar Disorder Not Otherwise Specified)
ELT. REXRRBIELDEAS,
s (BIBEKEDEEZHOMNITHEIZKY/NEIBEESLEZHTES, LML, /MNR
PGB EEE D ER)IRIRE X E R EIFBHEICIIRFIESN LA TIXX B TE3S)D T,
FTOIERZFELZDDIELIXLITHE,
O BASAZESN-HENZR
« MFETCTIRIREEZRERLI=-FD44% M 18K ZE>THIRIKAEE R T (Geller et al, 2008),
F1-. BLE DBipolar Disorder DF UK 14FFE TIZHAEL . 75%F24BmETIZHIET S
(Peris et al, 2009),
O w0 S
e 1986~19964F(Z[X15F>T=H MDA, 1997~20074F(121%294&#9204% . F D % H1EMN{ER
(285 (Leibenluft, 2008),




Juvenile Mania/Severe Mood Dysregulation

NIMHEEZ(IZKSHFTLL\VEZETE &

NIMHAY20004E (2. “National Institute of Mental Health Research Roundtable on
Prepubertal Bipolar Disorder” Zi3&E LR AN RIFERZ1ERK,
Leibenluft 5MEZEZFHFK(Am J Psychiatry 2003:160:430-437)
s BBRRUEBMHARICET A ENTESIICEHIWNIIEREEZIDDRIFEIZHEE
Narrow Phenotype GEFEE RIFEH):
IR AV ITERIED s HFHE](E*'C(EU B L., BgTIZ48 L E)HDSM-IVEET-L
(full-duration episodes), EEEXPEKRKEEZFTEH o T V5 (hallmark symptoms),
Intermediate Phenotype (q:'laa'almi'%ﬁﬁ/)
(a) B HULIEIED FHEHARM A1 ~38 E5E L AN (short episodes), HHEEAEK
BZEZ%¥->TU A (hallmark symptoms),
(b) D DNIIEENZ B MEZEHB L TS D (rritable (hypo)mania), S5 PEXK
BZ (370 (no hallmark symptoms),
Broad Phenotype ([GEH FRIFH):
EEMNDIEFBEAMEDRZEEZE O TS, GERCEREBE (LG, HEY SR
THEEEM, Cuh Severe Mood Dysregulation,
2T AmEEEEL T, Kaufman®Schedule for Affective Disorders and Schizophrenia for
School-Age Children-Present and Lifetime Version (K-SADS-PL)Z{EERL1=t DZFIF,

(Review by Leibenluft in Am J Psychiatry 2003;160:430-437)



Criteria for the Severe Mood Dysregulation

Inclusion criteria

1.
2.

Current age 7—17 years, with onset of the syndrome before age 12,

Abnormal mood (specifically, anger or sadness), present at least half of the
day most days, and of sufficient severity to be noticeable by people in the
child’s environment (e.g., parents, teachers, peers).

Hyperarousal, defined by at least three of the following: insomnia, agitation,
distractibility, racing thoughts or flight of ideas, pressured speech, and
Intrusiveness. (DSM-5TIZAIIE&)

Compared to his or her peers, the child exhibits markedly increased reactivity
to negative emotional stimuli that is manifest verbally or behaviorally. For
example, the child responds to frustration with extended temper tantrums
(inappropriate for age and/or precipitating event), verbal rages, and/or
aggression toward people or property. Such events occur, on average, at least
three times a week.

The symptoms in 2, 3, and 4 are currently present and have been present for at
least 12 months without any symptom-free periods exceeding 2 months.

The symptoms are severely impairing in at least one setting (home, school, or
with peers) and are at least mildly impairing in a second setting.

(Review by Leibenluft in Am J Psychiatry 2003;160:430-437)



Criteria for the Severe Mood Dysregulation

Exclusion criteria

1.

N

o1

Exhibits any of these cardinal manic symptoms:

» Elevated or expansive mood

 Grandiosity or inflated self-esteem

» Episodically decreased need for sleep

The symptoms occur in distinct periods lasting more than 1 day.
Meets criteria for schizophrenia, schizoaffective disorder, pervasive
developmental disorder, or posttraumatic stress disorder.

Meets criteria for substance abuse disorder in the past 3 months.

1Q <70.

. The symptoms are due to the direct physiological effects of a drug of

abuse, or to a general medical or neurological condition.

(Review by Leibenluft in Am J Psychiatry 2003;160:430-437)



Juvenile Mania/Severe Mood Dysregulation

FLOEZEEEDRSLY

(DSM-5LLHIM) Pediatric Bipolar Disorder
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a I
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(FRERRIER) (hE B FRIFHS) (LERRER)

Severe Mood Dysregulation
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DSM-50 DSM-50M
Pediatric Bipolar Disorder Disruptive Mood Dysregulation

O Severe Mood DysregulationD 52 i B2 (FODDAIBIEH,
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S ERIREZERZFZHALNZTSHZE. phenotype CEDNBEEZRHFETHE, TLT
BT L(RERDEEEZHESMNLT,. FHTI)EELMNTBILE,




Severe Mood Dysregulation, Irritability, and the Diagnostic
Boundaries of Bipolar Disorder in Youth

O 2002FE NSRRI DHAZHLSNIMHD B> T IILTRE—k
o RIEFEDIEHILTRICEDH, TEHE. IBRNRIET D,

« 85%AODDM W EAES, 86%NADHDDEHEL 56U T REZ DLW EES,
169N DIRD MR EZR-LI=, 15, FELTIIZLDEFIZHEREL A5
ns,

o 2L EDFEEHT-ECH, 84 ADSevere Mood Dysregulation (SMD) M5 1E14
M ERFEIRZ R LT=, Bipolar Disorder 9348 M62% M &x{E 1 B D IEFEIKZE TR LT=,

« ODDT%. irritable dimension(EFLEZ DI DFPALEE DRI FREF,

* Pediatric Bipolar Disorder33% CTRIF N IR EES . SMDTIX. MFRA AR 4 E
ETHAHEIEE3%,

* Great Smoky Mountain StudylZ&A&E(9~19mE M 14204 X R). SMDD27%HY
ADHD% . 27% M TA&EE %, 25%H0DDEFH->TL =, 10.6/% TH&H TSMD L2
SN -FHTIE18.3FH TOIDHEEZ M SN =B B IMELLIZE Hhof-(odds ratio=7.2)
(Brotman et al, 2006),

O Severe Mood Dysregulation (SMD)[ZB§9 4 LEEDIATIL. Leibenluft DIFZTF—L
DHTIThh. FDEHIDSM-5MDDisruptive Mood Dysregulation DEZETE#E L
T2e COERIGTEN D, FIETFRFEOFKEFIRFEIC DL TIX(T~105% THIE).
ZDERHZUSALE-DA>T,  HEF)DZLOMEEBENMSEL, BELL, LEEDTY
FT—oA4DRERIZKBEREDNS,

(Review by Leibenluft in Am J Psychiatry 2011;168:129-142)
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Criteria for the Disruptive Mood Dysregulation

EEM B BLWRE) BEU/EITTERIIZ (] : NP x T 5B
WE)REEINS EHLWMEYRLOMALOSEELDY . IRROZ oM IFIZHESR
T. BIFITEREERINAZLGERL TS,
MALOSRIEITRZDKEIZEFSHEL,

MNALOCEET,. FHLTAIZIEI ERE IS,
MNALSSEEDBIRIADR DL, (FEAE1BR, [FEAEBRIZHTI=5. Bk
SRS, FIXRYTHY ., TNIXhENSERRAIRETH S (B @ . 2k,
EAN)o

HEA~DIF12H AL EHFHELTWS, ZOHEAEIHR, REA~DD T R TODIEKRMN
FELGWLEIRI A ESSH A UL LS &1L,

HAEALDIE, DEE3DDIGE (THHE ., RE. FR. RABRER) D>562DL
FCHREL . DEEHTIDDIEE THEETH D,

DML 6RELUTEIFI8FELL LT F1HTEMIT RS TIEALY,
BEEEIZBREICEINE, BEA~EQOHIRIFI0FELEITH D,
BREIRBRIEY—FOREEXFGIBZROVTCE2IZHEI=T ., [EoEY
ELT=-HAAN B L E LN =S &ML,
FEBICHFELOWVHERSFELIITOHFICELTELS KOG, RE@ADHT
HIGLWR S DEG L. IBREE-IXEEBEFEDEREAET RETIEEL,




Criteria for the Disruptive Mood Dysregulation
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Summary (1)

O Clinical features
- ERIZENEE,
(a) IED:
IEDITHLOVKREMDBREHKE RS, TDEEIIDMDDKY L S5HIZ5H LAY, DMDDE
EV, [EDIZIZE &AL H 5,
(b) ADHD:
ADHD [F #5007 5 Bt & R &L, ADHD X E I ITEI A R T AY. —HRIC. A
M HRECRNERT &ML,
(c) ODD:
ODDIIREIEESHG<E KR, RE\|IRIT S5, (BERIODHAZLAGL, BEHE IR F
f=. ODDIZHE D NEBH)IZIEXFHESSNZNLUND A IELAEL, DMDDIZE
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L. WA, EEEHITE, BLLRBLEEDTEIERES, BLERT, DMDDDITENH
v FAE)ILODDKYFLLY, ODDIXITAEEDNDYRIIT7I32—, THIZHL.,
DMDDliioa’ﬁ’@Z?iEBﬁ%O)'JZ’777’79—0
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445, DMDDTIX AU v IR EDORE SR EMNTTHEL TS,
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Summary (2)

O Epidemiology
e 3DMY T )L(Preschool Anxiety Study. Great Small Mountain Study. Caring for
Children in the Community)Z A U\=8Z% Tld. DMDDD3M A D FH I/ (0.3~3.3%
(Copeland et al, 2013),
 National Comorbidity Survey (13~ 185%)TIld0.12% (Althoff et al. 2016),
o BRERY 7L Tl (Longitudinal Assessment of Manic Symptoms (LAMS) Study. 6~ 12
%) Tl£26% (Axelson et al, 2012), L7=A'>T. DMDDD M EXEILERIRTIXEE,
« LAMS Study®H>F)LERLY, 60 A ZEICDMDDD R EEFE LTSN E LD
Z 2 LB LT, 40%HDMDDD 2R B EZmT-L Tz, TD52%E—EL Mm-Sk
Mhot=,
O Comorbidity
« DMDDIZODD(13~93%, F1J69%). ADHD(21H\581%, F1452%), ODD or CD(96%)% H#7F
EY
O Pharmacologic Treatment
* FDADIRZRDIBEEITLLY,
c UFOLIIZEERTHRLL, COIZIXENEDTHEALTHLLY,
« F—BERFEFIOVH—F(RUL.ENVEIE, TREFEFUITED, BERMIZIEA
Fa=THESh, SSRIHHER L, F—BIRELLTKL, BERHIZITEZ
« Augmentation&EL T, AN R DI TANAENVPA)ZAHNS, CBZOMRIEAREA,
O Psychotherapy
o BEMEEALLBIIRTLUN FN—Z0 T %175, BEHICENIECBTEH AT HILIC
KYBREBIRLNHND,



Thank You



