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ABSTRACT   
Background: Modest agreement between parent- and 
teacher-reports of child behavior is a common finding. 
This study examines diagnoses made when significant 
disparity occurs in parent- and teacher-reports of rage 
behaviors.

Methods: Parents and teachers of 911 5-18 year-olds 
referred for psychiatric outpatient services completed 
rating scales and received a psychiatric evaluation 
blind to parent- and teacher-ratings. Children with rage 
outbursts (n=431, 47.2%) were assessed for diagnosis, 
family history, and clinical variables.

Results: Children were 12.0 (3.6) years; 26.5% were 
female. Bipolar disorder was rare (11.2%) in this sample; 
however, in children with parent- and teacher-reported 
rages, severe mood dysregulation was the most common 
condition (54.4%). In parent only reported rages, anxiety 
disorders were most common (40.6%) diagnoses, 
and in teacher only reported rages, learning/language 
disorders were the most common (46.0%) diagnoses. 

Conclusion: The context in which a rage outburst occurs 
may impact the diagnosis; however, diagnosis alone 
does not explain this difficult and impairing behavior.
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expelled, placed on home instruction, or in special edu-
cation settings (3). Despite their prevalence, impact and 
severity, our understanding of these behaviors remains 
unsatisfactory. 

A factor analysis of rage behaviors of inpatient chil-
dren revealed anger (violent threats, cursing, yelling/
screaming, hitting and kicking, pushing/pulling, and 
wall punching) and a distress (whining, crying and anx-
iety) factors (4). The mean duration of these outbursts 
in inpatients was 45-50 minutes (5). In an outpatient 
sample, outbursts in over 50% of tantrums lasted longer 
than 30 minutes! (6). 

Behavioral components of rages and normal pre-
schooler tantrums have some similarities. A factor 
analysis of preschooler tantrums revealed “aggressive/
destructive” (kicking, hitting, throwing, breaking), non-
destructive aggression (non-directed kicking, stamping, 
hitting wall), oral aggression (biting and spitting), and 
self-directed aggression (hitting self, head banging, 
breath holding, and biting) factors (7). An important 
difference (besides size and age) is that “normal” tan-
trums lasted about 12 +12 minutes, whereas tantrums 
of children with disruptive behavior and mood disor-
ders lasted longer, 20 + 19minutes (7). 

The diagnostic significance of rage behaviors (in 
contrast to general aggression) has recently become 
the focus of research (1-3, 6). Mick and colleagues (8) 
hypothesized that the severity and intensity of irritabil-
ity varies by diagnosis. The severest level of irritabil-
ity is characterized by outbursts that are often violent, 
prolonged, and largely unprovoked (or an incongruent 
reaction to an event). Behaviors were associated with 
their definition of mania rather than oppositional defi-
ant disorder (ODD), major depressive disorder (MDD) 

BACkgRound
Children with prolonged, explosive outbursts, also called 
rages, are often referred to outpatient clinics (1) and hos-
pitalized psychiatrically (2). They are more likely to be 
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or attention deficit-hyperactivity disorder (ADHD) 
(8). This definition of mania is based predominantly on 
parent-report, is very chronic (starting in early child-
hood and without clear episodes), and not necessarily 
characterized by euphoria or grandiosity (9). 

Leibenluft and colleagues (10) sought to identify and 
label with “severe mood dysregulation” (SMD) a simi-
lar population of children. SMD is defined as pervasive 
anger/irritability, explosive behavior in response to 
minor provocation, and DSM IV (11) mania “B crite-
ria” (insomnia, agitation, distractibility, racing thoughts 
or flight of ideas, pressured speech, intrusiveness). The 
diagnosis cannot be made in the presence of elated 
mood, grandiosity, episodic decreased need for sleep, 
schizophrenia, pervasive developmental disorder, post-
traumatic stress disorder, MDD, or substance-use disor-
der. Using this designation, these researchers contrasted 
irritable, explosive children with classic manic children/
adolescents and found genetic (12), fMRI (13), and treat-
ment response differences (14). Consequently, the SMD 
diagnosis has prompted further investigation (15). 

One consistent observation that has plagued the clin-
ical assessment of children has been the low agreement 
between parent- and teacher-ratings. Specifically, cor-
relations between parent- and teacher-reports of exter-
nalizing disorders average around r=0.3 (16). Despite 
this modest concordance, understanding the context in 
which the child’s behavior is observed has theoretical 
utility (17) and important practical implications (18, 
19). Since the controversy surrounding juvenile bipo-
lar disorder is centered on children with explosive 
outbursts (8), we sought to examine children with this 
behavior to better characterize and diagnose them.

It was hypothesized that children with rages will be 
characterized differently depending on whether their 
rages are endorsed by parents only (parent-reported rages 
- PRR), teachers only (teacher-reported rages - TRR), or 
both informants (both report rages-BRR). Further, we 
explore Child Mania Rating Scale (CMRS) (20), demo-
graphic, diagnostic, and family history variables. Based 
on our prior work (2, 4, 5, 19), we hypothesized that 
mania/bipolar disorder would not account for the major-
ity of children with PRR or TRR, but rates of bipolar 
disorder would be higher when informants agreed. We 
anticipated children with CMRS scores >20 would occur 
more frequently in children with bipolar disorder and 
that irritability and hyperactivity items would account 
for high scores. Based on the ADHD literature (21), we 
speculated that children with BRR would show the most 

psychopathology, such as earlier onset and more fam-
ily psychopathology. Finally, we posited that SMD and 
comorbid ADHD and ODD would occur more often in 
children with BRR than TRR or PRR (22).

MeThodS
Participants included 911 school-aged children and ado-
lescents (between ages 5-18) referred to a child psychia-
try outpatient clinic during the academic years between 
2005-2008, who received a thorough psychiatric evalua-
tion. Children were not evaluated unless rating scales were 
received from both parents and a teacher.The study was 
approved by the Stony Brook Institutional Review Board.

As part of the evaluation, parents and the teacher com-
pleted the Child Behavior Checklist (CBCL) and Teacher 
Report Form (TRF) (23, 24), respectively, and the par-
ent and teacher versions of the Child and Adolescent 
Symptom Inventory (CASI, 25, 26). The CASI is a DSM-
IV-based rating scale, which uses a 4-point Likert-scale 
(0-never, 1-sometimes, 3-often, 4-very often) for each 
symptom. It has good concurrent validity with struc-
tured interviews (25) and has been used previously to 
study manic symptoms on the children’s inpatient unit 
(27, 28). It was used to guide the interviewers toward the 
most clinically relevant symptoms that led to referral, 
unlike semi-structured interviews (e.g., Kiddie-Schedule 
for Affective Disorders and Schizophrenia-Present and 
Lifetime [KSADS –PL], 29) that follow the same format 
regardless of presenting problem. In the clinic, parents 
were interviewed first to obtain a history and description 
of the child’s symptoms, then the child was interviewed 
separately. If there were discrepancies between parent- 
and child-report, the child was told of parent observa-
tions, and the clinician resolved the discrepancy with 
both informants if needed. If parents described elated 
mood, decreased need for sleep, goal-directed hyper-
activity or racing thoughts in their child (i.e., items in 
the screen interview of the KSADS-PL), then parent and 
child were interviewed with the K-SADS-PL (29). We 
were interested in whether current rages were influenced 
by current (rather than past) mania. 

Parents and teachers completed the CMRS (20), which 
solicits symptoms of mania using a 4-point Likert-scale. 
The CMRS total score of > 20 has been found to distin-
guish mania from ADHD with a sensitivity of .81 and 
specificity of .94 (20). Because both parents and teachers 
completed the CMRS, this study used the specific item 
on that rating scale about rages: “Does this child have 
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rage attacks, intense and prolonged temper tantrums 
‘sometimes, often, or very often.’” We were thus able to 
determine which children had rages in only one versus 
both settings. 

Parents completed a biographical form which elicited 
information about problems during pregnancy, delivery, 
infancy (e.g., if child was fussy, hyperactive, sleep/feeding 
problems, difficult to comfort), and the toddler period 
(e.g., eating/ sleeping problems, aggression toward peers, 
tantrums). They also completed a family history form 
assessing ADHD, anxiety, depression, schizophrenia, 
bipolar disorder, autism spectrum disorder, drug abuse, 
alcohol abuse, learning disability, mental retardation, 
obsessive-compulsive disorder, tic disorder, mood swings 
in first- and second-degree relatives. 

Finally, parents completed an inventory of rage 
behaviors (available from authors), which asks what pre-
cipitates a child’s rage, what s/he does during a rage, the 
frequency and duration of rages, whether the behaviors 
were chronic or episodic, and age of onset This measure 
is used to quantify information about the outbursts used 
for the SMD diagnosis. 

The designation of SMD (10) was made by (a) using 
the CASI (25) to recover the symptom of irritability 
occurring often or very often from parent and teacher 
endorsements on ODD, anxiety, mania, and depression- 
irritability items (since irritability must be pervasive); 
(b) the DSM IV “B” symptoms of mania; and (c) rages 
defined as responses to requests or denial of a wish met 
with verbally insulting, threatening, and/or physically 
destructive behavior that occurred at least weekly based 
on the parent-completed Rages Inventory. Although 
the SMD criteria “require” rages to occur three times a 
week, the relevant Rages Inventory choices were weekly 
or daily. There were no differences in rates of severe and 
chronic irritability in children whose parents endorsed 
explosive outbursts weekly (98.6%) or daily (100%), so 
data were combined. 

Four child/adolescent psychiatry faculty members 
with 20-30 years of experience evaluating youth with 
severe psychopathology made best estimate diagnoses 
based on 3-hour interviews with parent and child using 
the CASI as a guide for systematic symptom review (2). 
The assessments included reviews of school and other 
past information (e.g., report cards, prior evaluations) 
as was available. An extensive report that provides 
diagnostic justification is generated for the children. 
The reliability diagnosis was made based on this report. 
Kappa agreement between two psychiatrists for major 

diagnostic categories (ADHD, any anxiety disorder, 
any depressive disorder, bipolar disorder, any pervasive 
developmental disorder) ranged from k=.78 (depres-
sion) to 1.0 (ADHD, bipolar disorder) (n=50).

To test our hypotheses, multinomial logistic regres-
sion was conducted to determine which factors are 
associated with children with parent- (PPR), teacher- 
(TRR), and both-reported rages (BRR). The demo-
graphic, clinical information, best estimate diagnoses, 
and family history of psychopathology variables were 
entered into separate models predicting the specific 
informant variable (i.e., PRR, TRR and BRR) (Table 
1). Additionally, we conducted a combined/adjusted 
model to determine the unique effects of these predictor 
variables while controlling for other variables. As such, 
predictor variables with at least one statistically signifi-
cant bivariate association (p < .05) were simultaneously 
entered into the adjusted model (Table 2). 

ReSulTS
Clinic sample information. Of the 911 children and ado-
lescents referred for evaluation, 431 (47.2%) had rage 
outbursts. Half had them by PRR (n=219, 50.8%), one-
fifth by TRR (n=87, 20.2%), and the remainder by BRR 
(n=125, 29.0%). The average age was 12.0 (3.6) years, 
the average IQ was 95.7 (14.5), and 114 (26.5%) were 
female. Sixty-one percent (n=210/350) of children with 
PRR had CBCL aggression subscale T-scores> 67; 73% 
(n = 156/212) of children with TRR had CBCL aggres-
sion T-scores >67. 

Child Mania Rating Scale (CMRS). On the CMRS, 
116 (33.7%) of children with any parent-report of rages 
(PRR + BRR) had scores > 20, with an average score 
of 16.9 (SD =8.2). Of those with any teacher-report of 
rages (TRR + BRR), 85 (40.1%) had CMRS scores > 20, 
with an average score of 17.6 (SD= 8.6). Teacher-rated 
CMRS scores when no rages were observed were very 
low (2.3%, M= 6.4, (SD=5.4); parent-rated CMRS scores 
when no rages were endorsed were similar (5.5%, M= 
6.4, SD= 6.9). 

Four symptom groups were rank-ordered on the 
CMRS: irritability (not counting the rages item), hyper-
activity/increased energy, euphoria, and grandiosity. 
When rages were endorsed, items describing irrita-
bility had the highest scores, followed by hyperactiv-
ity, euphoria, and grandiosity symptoms. Otherwise, 
hyperactivity items had the highest scores, followed by 
irritability, euphoria, and grandiosity. 
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Parent 
Rages 
N=219

Teacher 
Rages 
N=87

Both 
N=125

Both Vs. Parent Only Both Vs. Teacher Only

or 95% CI X2 p or 95% CI X2 p or 95% CI X2 p

Predictor Demographics

Mean [SD} age at 
referral- 12.0(3.6)

12.8
(3.2) 11.4 (3.8) 10.9 (3.7) .85 .80-.91 22.30 .000 .96 .88-1.03 1.25 .263 1.19 1.04-1.20 9.37 .002

female
26.5%; n=114

29.7%
65

16.1%
14

28.0%
35 .92 .57-1.50 .11 .739 2.03 1.01-4.05 4.00 .045 2.20 1.16-4.18 5.82 .016

white
83.8%; n=361

89%
195

75.9%
66

80%
100 1.27 .66-2.46 8.23 .004 1.27 .66-2.46 .52 .473 .49 .27-.91 5.19 .023

Clinical Information

Any infancy problems 
44.7%
n=192

47.9%
105

24.1%
21

53.2%
66 1.23 .79-1.92 .88 .348 3.57 1.95-6.54 .000 17.06 .000 2.90 1.66-5.06 13.94

toddler tantrums
49.5%; n=213

44.7%
98

33.3%
29

69.4%
86 2.79 1.75-4.44 18.72 .000 4.52 2.51-8.13 .069 25.42 .000 1.62 .96-2.72 3.31

Age of onset 
bypreschool-66.8%
 n=288

59.4%
130

62.1%
54

83.9%
104 3.56 2.06-6.16 20.53 .000 3.18 1.66-6.06 .663 12.32 .000 .983 .54-1.49 .190

Special education- 
55.3%; n=238

47.9%
104

66.7%
58

60.8%
76 1.70 1.09-2.66 5.42 .020 .78 .44-1.38 .003 .76 .384 .456 .27-.77 8.79

Best Estimate Dx

ADHD + oDD-
 27.1%; n=117

19.2%
42

26.4%
23

41.6%
52 3.00 1.84-4.89 19.37 .000 1.98 1.09-3.59 .660 5.09 .024 .66 .37-1.18 1.95

Any learning/
language disorder 
n=145

31.1%
68

46.0%
40

29.6%
37 .78 .58-1.57 .08 .779 .49 .28-.87 .014 5.87 .015 .53 .32-.88 5.99

Any anxiety 
disorder-33.6%)
n=145 

40.6%
89

17.2%
15

32.8%
41 .71 2.07 .45-1.13 .713 2.34 1.20-4.58 .000 6.20 .013 3.29 1.77-6.10 14.23

Any Depression 
diagnosis-21.6%
n=93 

24.3%
53

11.5%
10

24.0%
30 .98 .59-1.64 .00 .983 2.43 1.12-5.28 .015 5.03 .025 2.47 1.19-5.12 5.95

Any SMD-32.5% 
n=140 

26.0%
57

17.2%
15

54.4%
68 3.39 2.13-5.39 26.64 .000 5.73 2.73-11.06 .015 27.00 .000 1.69 .90-3.18 2.63

Family History 1st  
and 2nd degree relatives

Any ADHD-31.4%
n=135 

34.2%
75

20.7%
18

33.9%
42 .98 .618-1.57 .01 .944 1.96 1.04-3.72 4.29 .04 2.00 1.11-3.60 5.29 .021

Any Depression
 54.9%; n=236

63.0%
138

37.9%
33

52.4%
65 .65 .41-1.01 .65 .056 1.80 1.03-3.15 4.28 .04 2.79 1.67-4.66 15.37 .000

Any Alcoholism
47.0%;n=202

55.7%
122

34.5%
30

40.3%
50 .54 .34-.84 7.42 .006 1.28 .73-2.27 .74 .390 2.39 1.43-4.01 10.94 .001

Any “Mood Swings” 
31.8%
n=137

37.9%
83

19.5%
17

29.8%
37 .70 .44-1.12 2.25 .133 1.75 .91-.3.37 2.81 .094 2.51 1.38-4.56 9.18 .002

Any Bipolar
 26.7%; n=115

32.0%
70

19.5%
17

22.6%
28 .62 .37-1.03 3.39 .006 1.20 .61-2.36 .28 .596 1.93 1.06-3.53 4.62 .031

# psychiatric 
disorders in  
family mean (SD)
4.3 (3.8)

5.1
 (4.2)

2.8 
(2.8) 3.8 (3.4) .91 .86-.97 8.77 .003 1.11 1.01-1.22 4.98 .026 1.22 1.12-1.33 20.67 .000

Table 1. Comparison of demographic and diagnostic differences in outpatient sample comparing children with rages at home, in 
school, and in both settings and bivariate associations (unadjusted).
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Children with rages: Demographic and clinical infor-
mation. Based on the adjusted model (Table 2), of the 
431 children with rages, those with PRR were signifi-
cantly older than those with BRR or TRR. Children 
with TRR were more likely to be in special education 
compared to PRR. Half of the children with BRR had 
problems in infancy, and two-thirds had tantrums as 
toddlers with the onset of their behavior disorders by 
at least preschool. 

Children with rages: Diagnosis information. 
Approximately three-quarters of the sample of children 
with rages had any attention deficit-hyperactivity disor-
der diagnosis (n=329, 76.3%), but fewer children had 
ADHD without oppositional defiant disorder (ODD) 
(n=212, 49.2%). There were no significant differences 
across informant groups in rates (PRR=51.6%; TRR= 
51.7%; BRR=43.2%, p=.283). ODD alone was rare (n=10, 
2.3%). Combined ADHD plus ODD occurred dispropor-
tionally among children with BRR with odds ratios in 
the adjusted model of 3.33 (CI 1.86-5.91) and 2.47 (CI 
1.21-5.01) compared to PRR and TRR, respectively. 

Half the children with TRR had any learning/lan-
guage disorders, significantly more often than other 
groups. This association did not hold in the adjusted 

model largely due to high rates of comorbidity between 
learning/language disorders and ADHD in this sample 
(86%).

Anxiety disorders were the most common diagno-
ses for children with PRR and were least likely to occur 
in children with TRR. In the adjusted model, the odds 
ratio of an anxiety disorder diagnosis in any parent-
report of rages (PRR or BRR) compared to TRR was 
between 2.34-3.29. 

One-third of children appeared to have SMD with 
over half being children with BRR. In the adjusted 
model), odds ratios compared to children with PRR and 
TRR were 3.34 (CI 1.93-5.75) and 4.68 (CI -2.23-9.82), 
respectively. 

Rates of actual bipolar disorder (mania, hypomania 
or bipolar not otherwise specified) were low (n=48, 
11.2%) in this clinic sample (not shown). There was 
a trend for rates of bipolar disorder to be higher in 
children with BRR (16%), 10.6% of children with 
PRR, and 5.7% of children with TRR (X2 , df =5.61 , 
p=0.061). Frequency of CMRS-Parent scores >20 in 
raging children with and without bipolar disorder were 
significantly different (43.8% Vs. 25.4%, X2=7.21, df=1, 
p=0.007). CMRS-Teacher scores >20 did not differ by 

Combined-Variable Model

Both Vs. Parent Only Both Vs. Teacher Only Parent Only Vs. Teacher Only

OR 95% CI X2 p OR 95% CI X2 p OR 95% CI X2 p

Predictor Demographics
Mean age at referral
% female
% white

.86
1.10
.73

.79-.93

.62-1.97

.35-1.53

13.12
.11
.71

.000

.737

.399

.98
2.12
1.09

.89-1.09

.97-4.64

.47-2.51

.13
3.51
.04

.721

.061

.841

1.15
1.92
1.50

1.05-1.26
.92-3.98
.70-3.20

8.38
3.05
1.09

.004

.081

.296

Clinical Information
% infancy problems 
Age of onset in preschool
toddler tantrums
Special education

1.12
1.15
1.63
1.62

.65-1.92

.48-2.75

.77-3.41

.95-2.76

.16

.10
1.65
3.11

.692

.749

.199

.078

2.32
.80
4.49
.59

1.14-4.70
.30-2.13
1.93-10.45
.29-1.17

5.38
.20
12.10
2.30

.020

.652

.001

.130

2.07
.69
2.76
.36

1.08-3.98
.31-1.56
1.28-5.96
.20-.67

4.83
.79
6.68
10.51

.028

.374

.010

.001

Best Estimate Diagnosis
ADHD + oDD
Any learning/language disorder
Depression
Any anxiety disorder
% Severe Mood Dysregulation

3.33
.97
1.57
.90
3.34

1.86-5.91
.56-1.68
.83-2.96
.52-1.55
1.93-5.75

16.86
.01
1.95
.15
18.74

.000

.905

.163

.700

.000

2.47
.55
2.29
2.44
4.68

1.21-5.01
.29-1.06
.94-5.59
1.12-5.31
2.23-9.82

6.23
3.23
3.29
5.07
16.67

.013

.072

.070

.024

.000

.74

.57
1.46
2.72
1.40

.38-1.46

.32-1.01

.65-3.26
1.35-5.48
.68-2.88

.75
3.66
.84
7.85
.85

.386

.056

.360

.005

.356

Family History 1st and 2nd  
degree relatives
Any ADHD
Any Depression
Any Alcoholism
Any “Mood Swings”
Any Bipolar
# psychiatric disorders in family 

1.32
1.21
.76
1.01
.69
.88

.71-2.46

.63-2.30

.40-1.41

.50-2.04

.35-1.36

.77-1.01

.75

.33

.77

.00
1.17
3.51

.385

.567

.379

.980

.279

.061

1.52
1.22
.972
1.12
.52
.999

.67-3.45

.53-2.81

.43-2.19

.44-2.86

.21-1.30

.83-1.20

1.00
.216
.01
.05
1.95
.00

.317

.642

.946

.815

.163

.989

1.15
1.01
1.29
1.11
.76
1.13

.55-2.41

.48-2.13

.63-2.65

.48-2.57

.34-1.70

.96-1.33

.14

.00

.48

.06

.44
2.24

.707

.980

.490

.811

.506

.135

Table 2.  Predictor effects on parent and teacher concordance for rage outbursts-combined -variable model (adjusted)
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bipolar diagnosis (29.2% Vs. 21.5%, X2=1.46, ns). 
Family history of psychiatric disorders. An overall 

mean of 4.3 (3.8) psychiatric conditions occurred in 
families of children with rages, with significantly higher 
rates in children with PRR compared to TRR or BRR. 
A family history of depression (54.9%), mood swings 
(37.9%), bipolar disorder (26.7%) and alcoholism (47%) 
was distributed preferentially to children with PRR. 
However, in the adjusted model, a family history of 
psychiatric disorder was not statistically significant for 
children with PRR. 

diSCuSSion
Children with rages comprised almost half of this out-
patient clinic, similar to the 50-60% rates of conduct dis-
order prior to 1994 when it was used to diagnose overt 
aggression (30). Nevertheless, children with rages are 
not a homogeneous group and findings often depend on 
who is reporting the rage outbursts. Those with BRR are 
younger, have had their behavior problems longer, and 
have their psychopathology best explained not by ADHD 
or ODD alone, but by their combination. In comparison, 
ADHD and learning/language disorders were most often 
diagnosed in TRR. 

SMD had a robust association with who reported 
rages. However, this may be an artifact of how the diag-
nosis is made. That is, irritability has to be evident in 
more than one setting thus it is not surprising that rates 
were highest (54.4%) in children with BRR. Nevertheless, 
SMD would appear to fit as an explanatory condition for 
rages better than bipolar disorder which, in this out-
patient sample, had a low base rate and accounted for 
little in the way of diagnosis. Indeed, rates of parent- or 
teacher-endorsed manic symptoms (CMRS >20) were 
quite high (35-40%, respectively) with irritability and 
hyperactivity/increased energy accounting for most of 
the score. This contrasts with Pavuluri’s bipolar sample 
where not only were the total CMRS-P scores higher 
(36.8), but elated mood and grandiosity scores were 
much higher than in this sample with rages. In sum, 
children with rages, who have ADHD symptoms and 
irritability/mood lability have serious mood problems, 
but they do not necessarily have mania even when there 
are multiple informants reporting rages. 

Anxiety disorders were more likely in children with 
PRR vs. TRR and remained so in the adjusted model. 
Anxiety disorders are under-emphasized as a condition 
in which children have severe outbursts. A partial expla-

nation for this being a parent-reported phenomenon may 
be that older, self-conscious children are more likely to 
regulate their emotions until they are in a familiar envi-
ronment and fear embarrassing themselves in front of 
peers and teachers at school. 

Teacher-reports reflected more youth in special edu-
cation and with learning/language disorders. The find-
ing did not hold in the adjusted model, suggesting that 
the oppositional/mood dysregulation behaviors were 
more compelling and that children were being placed 
in special education because of rages, not their learning 
problems. Many of the children were already receiving 
special accommodations. However, these accommoda-
tions may not be helping enough, resulting in psychi-
atric referral. 

Family psychopathology was most prevalent in chil-
dren with PRR with an average of 5 (4.2) conditions. 
This finding did not hold in the adjusted model as a 
predictor. Nevertheless, mood instability and alcohol-
related problems occurred at significantly high rates in 
this sample of children with PRR and remains clinically 
relevant. 

This study has several limitations. First, most of the 
information was based on parent and teacher question-
naires, which are limited in accuracy by memory (though 
no more so than interview-gathered information). 
Family history was obtained from the family history form 
and reflects what the parent believes or is told, not neces-
sarily vetted through professional re-diagnosis. Family 
members, therefore, may or may not have the conditions 
which the primary informant endorses.

The Rages Inventory that has been used in the Stony 
Brook inpatient and outpatient departments for five years 
was developed because none of the existing rating scales 
allows one to establish outburst precipitants, frequency, 
duration, and specific behaviors. It is not designed to rate 
severity but rather the composition of the outbursts. 

Finally, the diagnoses used in this study are best esti-
mate diagnoses, not diagnoses from the K-SADS-PL 
(29). It has been our experience after many years of using 
the K-SADS (27, 28) that using the CASI to guide the 
interview is less frustrating for the patients and more 
informative for the clinicians who needs to understand 
the patient as well as make a diagnosis. Additionally, 
using the same system to interview the child and obtain 
ratings from teachers provides a more comprehensive 
understanding of the child. Nonetheless, we are aware 
that research mandates advocate the use of structured 
interviews (31). Thus, we used the K-SADS if screening 
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information suggested possible bipolar disorder. 
The clinical relevance of our findings is noteworthy. 

Children who have rage outbursts are not a homoge-
nous group diagnostically (1, 2). Moreover, who reports 
on the outbursts appears to have some diagnostic sig-
nificance. Children with BRR are the youngest, have 
had problems with aggression since toddlerhood, meet 
criteria for combined ADHD and ODD, or possibly a 
new diagnostic condition, SMD. Regarding implications 
for intervention, these findings suggest that BRR will 
not only require treatment for ADHD but more com-
prehensive, novel treatments. 

Children with BRR are perhaps more likely to have 
bipolar disorder than those with rages in only one setting. 
However, bipolar disorder, by virtue of its relative rarity, 
does not account for the majority of children with rages, 
suggesting that medicating only with a “mood stabilizer” 
like lithium or an anticonvulsant is likely to be both 
inadequate and misguided. Indeed, circumstantial data 
substantiates this (32, 33). Treatment aimed at ADHD 
and aggression (15, 34) demonstrates some efficacy, but 
even those treatments are not as robust as what is needed. 

For children with PRR, anxiety disorders should be 
assessed and ruled out. Children with TRR are more 
likely to have learning/language disorders, suggesting it 
is important to be aware of potential educational difficul-
ties involved.

In conclusion, rage outbursts are a complicated phe-
nomenon. It is important to be mindful of informant 
source when collecting information and that discrepant 
information is a clue to meaningful diagnostic and treat-
ment implications. Although there are instances when 
bipolar disorder may underlie the rage behaviors, other 
conditions do so more frequently. 
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