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Legal decision-makers have discretion at every stage of processing in the juvenile justice system, and individual youth
characteristics (e.g., a particular psychiatric diagnosis) influence how a youth progresses through the system. As a result,
changes in diagnostic criteria in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) may
affect the rates of diagnoses among justice-involved youths and subsequently influence youths’ experiences within the
justice system. In this article, we identify the diagnoses most likely to exert such influences and review the prevalence
of diagnosis and psychiatric disorder symptomatology in justice-involved youths. We highlight the DSM-5 changes in
diagnostic criteria for internalizing and externalizing disorders that commonly occur among justice-involved youths and
the potential impact of these changes on the rates of diagnoses within this population. Finally, we address the limitations
of using psychiatric diagnoses in juvenile justice decision making, including the potential for biasing legal decision-makers
and the importance of considering context as part of diagnosis.
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Although juvenile justice procedures vary by jurisdic-
tion, discretion is a hallmark of each stage of the
juvenile justice process. As a result, a juvenile’s char-
acteristics can affect his experience in the system.1

This article addresses the impact of one such charac-
teristic, diagnosis of a psychiatric disorder, on a
youth’s juvenile justice involvement, focusing on the
impact of recent changes to diagnostic criteria in the
Diagnostic and Statistical Manual for Mental Disor-
ders, Fifth Edition.2

For the purposes of this article, “psychiatric disor-
der,” “mental disorder,” and “behavioral health dis-
order” are all synonymous, referring to any disorder
recognized in DSM-5. We have used the term psy-
chiatric disorder throughout, but the reader should
be aware of the breadth and scope of the intended
meaning of that term in this context.

Impact of Diagnosis on Stages of Juvenile
Justice Involvement

Seventy percent of youths in juvenile detention
centers3 and 46 percent of those assessed at probation
intake meet criteria for at least one psychiatric disor-
der4 and therefore are at least eligible to receive a
diagnosis. A psychiatric diagnosis may affect justice-
involved youths at nearly every stage of juvenile jus-
tice proceedings, from arrest through adjudication.
Given the substantial variation in procedures among
juvenile justice systems nationwide, our discussion
focuses on the most common processes experienced
by justice-involved youths in the United States. We
consider each stage of the typical juvenile justice pro-
cess in the following sections.

Initial Intervention

When law enforcement officers respond to an in-
cident involving youthful misconduct, they may
have discretion to arrest the youth, issue a citation, or
make no formal intervention.5 When officers per-
ceive symptoms of a psychiatric diagnosis, they may
consider that information when determining the in-
dividual’s culpability and deciding whether to ar-
rest.6 In addition, knowledge of an individual’s psy-
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chiatric diagnosis may influence officers’ decisions,
regardless of whether they directly perceive symp-
toms. Symptoms of a psychiatric disorder may also
influence officers’ decisions to transport a youth to a
hospital or crisis center for treatment as an alternative
to arrest.

One of the authors (EH-C) provided therapy to an
adolescent who had been court ordered to receive
mental health treatment from state services. His in-
volvement in the juvenile justice system began when
his parents called the police during an altercation in
the home. After the parents informed the police of
the child’s diagnoses of attention deficit hyperactiv-
ity disorder (ADHD) and oppositional defiant dis-
order (ODD), the responding officers encouraged
the parents to file assault charges against their son,
under the premise that he would not receive state-
provided mental health services unless such services
were court ordered. The parents followed that ad-
vice, and the police arrested the child. Information
related to diagnosis, therefore, may affect how police
officers act when responding to calls, the recommen-
dations they make to a juvenile’s family, and whether
they make an arrest.

Although we are not aware of any youth-specific
research on such decisions, some authors have sug-
gested that psychiatric diagnoses in adults can cut
both ways: some officers may be more likely to take
such adults to a hospital for treatment, whereas oth-
ers may be more likely to arrest them to ensure pro-
vision of services in jail or prison.7

Informal Adjustment and Diversion

Once youths are arrested or issued a citation, they
typically participate in intake procedures with a pro-
bation department or prosecutor’s office.8 Intake
outcomes can include dismissal, informal adjust-
ment, or the filing of a formal petition to initiate
court proceedings.9 Informal adjustment requires
the juvenile and guardian to agree to certain condi-
tions. When those conditions are met, the case is
dismissed without formal adjudication.10 About half
of juveniles have their cases dismissed or informally
adjusted during intake.8

Juvenile justice personnel often obtain informa-
tion about youths’ mental health and substance use
during the intake process.11 However, intake proba-
tion officers in most jurisdictions receive little guid-
ance regarding appropriate considerations and may
be influenced by nonlegal factors. There is appar-

ently no research on whether a psychiatric diagnosis
affects diversion decisions, but intake officers may
consider diagnoses when making these preliminary
judgments.

Detention Determination

In most jurisdictions, if a juvenile is not di-
verted from formal proceedings, intake or deten-
tion workers determine whether the youth should
be detained or released, pending further court pro-
ceedings.8 An increasing number of jurisdictions
have begun using structured risk assessment tools to
guide this decision-making process, as they assess
youths’ risk to public safety and risk of failure to
appear in court.12 Such tools vary, but may include
consideration of existing psychiatric diagnoses. Cur-
rent policy recommendations suggest that psychiat-
ric diagnoses should be addressed outside the deten-
tion setting.12 Consequently, some assessment
tools allow juvenile justice personnel to override a
score indicating that detention is warranted if a
youth has mental health problems. On the other
hand, a substance abuse diagnosis may weigh in
favor of detention.13

Youths detained after arrest receive a detention
hearing that addresses the need for continued out-of-
home placement before adjudication proceedings.14

In many jurisdictions, statutes authorizing preadju-
dicatory detention do not specify criteria for deten-
tion determinations,15 and judges may therefore
consider psychiatric diagnoses. Research in laypeople
indicates that children diagnosed with depression or
ADHD are viewed as significantly more dangerous
to themselves than are similar children labeled with a
physical illness, such as asthma.16 Judges might make
similar evaluations regarding a youth’s dangerous-
ness or safety and therefore detain juveniles with psy-
chiatric diagnoses more often than comparable juve-
niles without such a diagnosis. However, there is no
empirical research on this point at present.

Competence to Proceed

Some justice-involved youths present questions
about competence to proceed through the adjudi-
cative process (i.e., adjudicative competence).
Although there is no national consensus on youth
adjudicative competence,17 competence typically re-
quires rational and factual understanding of the
proceedings and the ability to assist counsel.18

Courts often focus on mental illness and intellectual
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disability as threshold concerns when considering a
defendant’s adjudicative competence.19 Research in
youths has demonstrated an association between
ADHD symptoms and reduced ability to communi-
cate with counsel.17 If judges are aware of these find-
ings, they may be particularly likely to consider diag-
noses when making competence determinations for
juveniles. However, even if unfamiliar with the re-
search, judges may still assume that a psychiatric dis-
order can affect competence and therefore may take
diagnosis into account. Although prior inpatient or
outpatient mental health treatment has been linked
to determinations about youths’ competency, many
juveniles found to lack competence do not meet
criteria for a psychiatric diagnosis other than in-
tellectual disability,20 suggesting that this particu-
lar diagnosis may play the biggest role in compe-
tency determinations for youths.

Capacity to Waive Miranda Rights

Miranda rights waivers must be knowing, intelli-
gent, and voluntary.7 Courts may consider the juve-
nile’s age, experience, education, background, and
intelligence when evaluating such a waiver.21 Re-
searchers have not identified a significant relation-
ship between capacity to waive interrogative rights
and symptoms of depression, anxiety, or behavior
problems.17 However, regardless of whether mental
illness actually predicts incapacity to waive Miranda
rights, judges may still consider it a factor under the
totality of the circumstances, an approach that con-
siders the situational context of the warning, waiver,
interrogation, and suspect characteristics.22

Adjudicatory Hearing

Juveniles who are competent to proceed next face
an adjudicatory hearing. Although there is some ev-
idence that suggests that juvenile justice systems are
becoming more punitive and thus more “crimi-
nal,”23 juvenile systems nationwide continue to as-
sert a focus on rehabilitation. As a result, a finding of
delinquency in many jurisdictions generally re-
quires not only that the charges against a juvenile
defendant be proved beyond a reasonable doubt,
but also that the youth be in need of treatment,
rehabilitation, or both.24 Certainly, a psychiatric
diagnosis, which may require treatment, provides
legal decision-makers with relevant information to
answer this question.

Disposition

After a juvenile’s adjudication, most jurisdic-
tions assign probation officers to prepare disposi-
tion recommendations before the disposition hear-
ing. Courts may order a psychological evaluation to
determine whether a defendant meets criteria for a
psychiatric diagnosis that would affect his treatment
needs.8 Although recent juvenile justice reforms have
attempted to reduce the use of out-of-home place-
ments for youths,25 available research in this area
suggests that judges consider diagnostic information
when ordering a particular disposition. For example,
youths diagnosed with substance abuse or depen-
dence are more likely to receive a disposition includ-
ing residential placement.26 Previous outpatient
drug or mental health treatment has also been linked
to disposition severity.27 In addition, youths with
higher reported intellectual functioning are more
likely to receive probation over facility commit-
ment,26 whereas secure placement is more common
among youths with problems at school.28 These
findings may suggest that intellectual disability
symptomatology increases the risk of confinement.
Finally, when a child has a formal psychiatric diag-
nosis, judges may be more likely to incorporate men-
tal health or substance abuse treatment into the dis-
position.29 Some of the impact of psychiatric
diagnosis on disposition may be explained by clini-
cian recommendations. One study found that exter-
nalizing disorders accounted for a significant portion
of variance in clinicians’ recommendations to judges,
which in turn accounted for more than half of the
variance in judges’ decisions regarding disposition.28

Waiver, Transfer, and Certification

There are multiple mechanisms through which ju-
veniles can be tried in criminal courts (e.g., judicial
waiver of juvenile court jurisdiction, statutory exclu-
sion of certain crimes from juvenile court). In addi-
tion, juveniles initially charged as adults may, in
some jurisdictions, request that the criminal court
hold a decertification hearing to determine whether
the case would be more appropriately handled by the
juvenile court.8 Notably, studies comparing charac-
teristics of youths from both types of courts have
revealed that those processed in criminal court, re-
gardless of the mechanism of transfer, have similar,
or even more severe, mental health needs than those
tried in the juvenile system.30

Haney-Caron, Brogan, NeMoyer, et al.
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When determining the appropriate forum for a
case, judges consider whether the juvenile system can
adequately serve the youth’s needs while maintaining
public safety. Most jurisdictions have adopted trans-
fer criteria using the Supreme Court’s language from
Kent: “the sophistication and maturity of the juve-
nile,” “the likelihood of reasonable rehabilitation of
the juvenile,” and “whether the protection of the
community requires waiver.”31 State statutes usually
also require that judges directly consider mental ill-
ness, treatment needs, and treatment amenability.32

However, in jurisdictions in which juveniles have no
right to request judicial review of prosecutorial trans-
fers to criminal court, a behavioral health diagnosis
may not be known or considered by prosecutors
making transfer decisions.

Forensic evaluations pertaining to transfer deci-
sions are likely to include information about psychi-
atric diagnoses and may relate youths’ diagnoses to
factors such as risk to community or rehabilitation
potential. When surveyed, most judges have rated
treatment amenability information in such reports as
highly useful.33 However, judges seem to give signif-
icantly less weight to treatment amenability than to
dangerousness or sophistication and maturity,33 sug-
gesting that diagnosis has the greatest impact on
transfer decisions when judges believe it is relevant to
public safety.

Prevalence of Psychiatric Disorders
Among Justice-Involved Youths

Disproportionately higher rates of psychiatric dis-
order diagnoses occur within the juvenile justice
population (e.g., up to 70%34) relative to youths in
the general population (e.g., 9–13%35). Given the
recent release of DSM-5,2 there are few published
studies providing prevalence estimates based on re-
vised diagnostic criteria. Consequently, questions
about how diagnostic changes in DSM-5 will affect
the prevalence of psychiatric diagnoses among jus-
tice-involved youths and how these diagnoses influ-
ence the youths’ experiences within the juvenile jus-
tice system cannot be fully answered. Below, we
discuss common psychiatric diagnoses within the ju-
venile justice population and how DSM-5 diagnostic
changes may affect assessment, identification, and
treatment of these psychiatric disorders among jus-
tice-involved youths. We have summarized relevant
diagnostic changes and their potential impact on ju-
venile justice populations in Table 1; however, we

will provide in-depth discussion of only the most
relevant changes.

Internalizing Disorders

Many justice-involved youths meet criteria for
one or more internalizing disorders, which are
characterized by prominent anxious, depressive, and
somatic symptoms. In a study of 7,073 pre- and post-
adjudication youths, more than half of confined
youths reported current anxiety and depression
symptoms; 32 percent reported anhedonia.36 Other
studies have found that female justice-involved
youths, more so than males, demonstrate elevated
internalizing symptoms, especially anger, depression
and anxiety, somatic complaints, and suicidal ide-
ation. Although empirical research has revealed that
youths tend to report high levels of internalizing
symptoms, estimates of internalizing disorder diag-
noses among justice-involved youths are not as ele-
vated.36 According to criteria in the Fourth Edition
of DSM, Revised (DSM-IV-TR), 16 percent of
court-involved, nonincarcerated youths met criteria
for affective disorders, and 11 percent met criteria for
anxiety disorders.37

Affective Disorders

One of the most striking DSM-5 changes was the
separation of the DSM-IV-TR “Mood Disorders”
chapter into two chapters: “Depressive Disorders”
and “Bipolar and Related Disorders.” These chap-
ters, like many others in DSM-5, now include spec-
ifier categories (“other specified” and “unspecified”),
which allow clinicians to diagnose individuals who
present with unclear or undifferentiated cases of a
disorder.2 Developmental changes occurring in ado-
lescence (e.g., nascent verbal skills and increased val-
uation of social desirability) may hinder youths from
accurately describing their symptoms.38 This change
may increase the rates of mood disorder diagnosis
among justice-involved youths who may otherwise
fall short of meeting necessary diagnostic criteria.

Bipolar and related disorders. The DSM-5 criteria
for manic and hypomanic episodes include new re-
quirements: “persistently increased goal-directed ac-
tivity or energy” (mania) and “persistently increased
activity or energy” (hypomania) (Ref. 2, p 124).
Thus, youths exhibiting elevated or irritable mood
alone may be less likely to receive a bipolar disorder
diagnosis. In addition, the symptoms of a manic ep-
isode must “represent a noticeable change from usual

DSM-5 and Juvenile Justice
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behavior” (Ref. 2, p 124), which was not included in
earlier DSM versions. Together, these changes may
reduce the prevalence of bipolar diagnoses among
justice-involved youths.

Disruptive mood dysregulation disorder. Earlier
DSM versions did not classify severe, nonepisodic
irritability in youths as a distinct form of psychopa-
thology.2 The disruptive mood dysregulation disor-
der (DMDD) diagnosis distinguishes youths whose
hallmark symptoms are chronic, persistent irritabil-
ity from others who exhibit irritable behaviors spe-
cific to bipolar disorder (see Table 1).2 Given the
upsurge in pediatric bipolar disorder diagnoses over
the past two decades, some experts have speculated
that clinicians have been using one diagnosis (i.e.,
bipolar disorder) to describe the observation of two
distinct clinical presentations (i.e., severe, nonepi-
sodic irritability and episodic mania).2 Misdiagnosis
of DMDD as bipolar disorder may be particularly
problematic, because bipolar disorder is often treated
with atypical antipsychotic medications.39 Although
these medications have become standard treatment
for pediatric dysregulated behavior, associated side
effects should limit their use, as they may also present
physical health complications in adulthood if used
for the long term.39 Thus, appropriate diagnosis of
DMDD may foster use of other interventions meant
to improve emotion management.

Major depressive disorder. Revisions to diagnostic
criteria for major depressive disorder (MDD) may
hold positive implications for identifying depression
in justice-involved youths. First, MDD criteria now
include hopelessness in the absence of sadness as a
subjective descriptor of depressed mood.2 This
change may be particularly relevant in youths who
suppress the appearance of sadness to survive in en-
vironments requiring them to appear confident and
remain vigilant (e.g., neighborhoods with height-
ened violence). Allowing youths to meet criteria for
MDD without feeling sad may ensure that those
whose hopelessness contributes to delinquent behav-
ior are better identified and may increase their like-
lihood of referral for appropriate treatment.

The inclusion of two new MDD specifiers may
also alert clinicians to other internalizing symptoms
relevant to diagnosis and treatment in justice-
involved youths. The “with anxious distress” speci-
fier increases attention to anxiety symptoms inTa

bl
e

1
(C

on
tin

ue
d)

D
ia

gn
os

is
D

SM
-I

V
-T

R
C

ri
te

ri
a

D
SM

-5
C

ri
te

ri
a

Po
te

nt
ia

l
Im

pa
ct

O
pp

os
iti

on
al

de
fia

nt
di

so
rd

er
(O

D
D

)
N

/A
Pr

ob
le

m
at

ic
be

ha
vi

or
s

m
us

t
oc

cu
r

w
ith

at
le

as
t

on
e

no
ns

ib
lin

g
in

di
vi

du
al

D
is

re
ga

rd
s

co
nt

ex
t-

sp
ec

ifi
c

va
ri

ab
le

s
th

at
m

ay
pr

om
ot

e
de

lin
qu

en
cy

R
eq

ui
re

d
a

pa
tte

rn
of

ne
ga

tiv
is

tic
,

ho
st

ile
,

an
d

de
fia

nt
be

ha
vi

or
G

ro
up

s
sy

m
pt

om
s

in
to

th
re

e
ty

pe
s:

an
gr

y/
ir

ri
ta

bl
e

m
oo

d,
ar

gu
m

en
ta

tiv
e/

de
fia

nt
be

ha
vi

or
,

an
d

vi
nd

ic
tiv

en
es

s

Em
ph

as
iz

es
op

po
si

tio
na

l
m

oo
d

or
at

tit
ud

e
in

ad
di

tio
n

to
be

ha
vi

or
;

in
cr

ea
se

s
lik

el
ih

oo
d

of
O

D
D

di
ag

no
si

s
R

eq
ui

re
d

fr
eq

ue
nc

y
no

t
di

sc
us

se
d

R
eq

ui
re

s
th

at
sy

m
pt

om
s

oc
cu

r
at

le
as

t
on

ce
pe

r
w

ee
k

D
ec

re
as

es
lik

el
ih

oo
d

of
O

D
D

di
ag

no
si

s
fo

r
yo

ut
hs

w
ho

oc
ca

si
on

al
ly

ex
hi

bi
t

op
po

si
tio

na
l

be
ha

vi
or

N
/A

A
dd

s
se

ve
ri

ty
sp

ec
ifi

er
s

(i.
e.

,
m

ild
,

m
od

er
at

e,
se

ve
re

)
ba

se
d

on
th

e
nu

m
be

r
of

se
tti

ng
s

in
w

hi
ch

sy
m

pt
om

s
oc

cu
r

M
ay

pr
ov

id
e

m
or

e
cl

in
ic

al
ly

re
le

va
nt

in
fo

rm
at

io
n

an
d

as
si

st
in

id
en

tif
yi

ng
tr

ea
tm

en
t

ne
ed

s
Su

bs
ta

nc
e

us
e

di
so

rd
er

s
(S

U
D

s)
R

ec
ur

re
nt

su
bs

ta
nc

e
us

e
m

us
t

co
nt

ri
bu

te
to

di
st

re
ss

or
im

pa
ir

m
en

t
in

se
ve

ra
l

si
tu

at
io

ns
(e

.g
.,

le
ga

l
pr

ob
le

m
s)

;
se

pa
ra

te
ab

us
e

an
d

de
pe

nd
en

ce
cr

ite
ri

a

R
em

ov
es

le
ga

l
di

ffi
cu

lti
es

re
qu

ir
em

en
t

an
d

co
m

bi
ne

s
ab

us
e

an
d

de
pe

nd
en

ce
cr

ite
ri

a
M

ay
re

su
lt

in
ov

er
di

ag
no

si
s

in
ju

st
ic

e-
in

vo
lv

ed
yo

ut
hs

,
gi

ve
n

th
at

ch
an

ge
s

do
no

t
in

cl
ud

e
sp

ec
ifi

er
s

th
at

re
co

gn
iz

e
ad

ol
es

ce
nt

ph
ys

io
lo

gi
ca

l
se

ns
iti

vi
ty

to
,

an
d

he
te

ro
ge

ne
ou

s,
su

bt
le

pa
tte

rn
s

of
,

to
le

ra
nc

e
an

d
w

ith
dr

aw
al

N
/A

A
dd

s
“r

is
ky

us
e”

cr
ite

ri
on

(“
re

cu
rr

en
t

us
e

in
si

tu
at

io
ns

in
w

hi
ch

it
is

ph
ys

ic
al

ly
ha

za
rd

ou
s”

)

M
ay

ov
er

em
ph

as
iz

e
de

ve
lo

pm
en

ta
lly

no
rm

at
iv

e
se

ns
at

io
n-

se
ek

in
g

an
d

ex
pe

ri
m

en
ta

tio
n;

m
ay

re
su

lt
in

ov
er

di
ag

no
si

ng
SU

D
s

in
ju

st
ic

e-
in

vo
lv

ed
yo

ut
hs

R
eq

ui
re

s
th

e
pr

es
en

ce
of

th
re

e
sy

m
pt

om
s

in
a

12
-m

on
th

pe
ri

od
R

eq
ui

re
s

th
e

pr
es

en
ce

of
tw

o
sy

m
pt

om
s

in
a

12
-m

on
th

pe
ri

od

Haney-Caron, Brogan, NeMoyer, et al.

463Volume 44, Number 4, 2016



youths meeting criteria for MDD, which is particu-
larly relevant, given that anxiety has been strongly
associated with increased risk of suicide40 and jus-
tice-involved youths have an increased likelihood of
committing suicide compared with community
youths.41 The “with peripartum onset” specifier re-
flects growing evidence that depressive episodes often
begin in pregnancy. This specifier may be particu-
larly salient to diagnosing depression in female juve-
nile offenders who are at increased risk of pregnancy
and childbearing in adolescence42 and whose pres-
ence in the juvenile justice system has increased sub-
stantially since the early 1990s.43

Posttraumatic Stress Disorder

An increased prevalence of posttraumatic stress
disorder (PTSD) among justice-involved youths is
consistent with their high rates of trauma expo-
sure.44 With an average of about 14 distinct lifetime
traumas,45 justice-involved youths frequently report
experiencing physical and sexual abuse and witness-
ing violence.44 Further, placing highly traumatized
youths into restrictive settings with intimidating and
aggressive peers and authority figures may exacerbate
symptoms of posttraumatic stress and potentially in-
crease their likelihood of developing other internal-
izing disorders.44

DSM-5 now classifies PTSD as one of several trau-
ma- and stressor-related disorders, rather than an
anxiety disorder. In addition, two of the revisions to
the PTSD diagnostic criteria are particularly relevant
for justice-involved youths. First, DSM-5 eliminates
Criterion A2, specifying that a traumatic event “must
be accompanied by subjective peritraumatic reac-
tions of intense fear, helplessness, or horror” (Ref. 46,
p 467). This change broadens the scope of PTSD
from a disorder marked by fear to one inclusive of
anhedonic/dysphoric and externalizing phenotypes,
thereby including youths who may respond to
trauma by engaging in antisocial or delinquent be-
havior.47 Second, DSM-5 expands PTSD symptom
clusters from three to four categories, separating
avoidance from numbing symptoms and adding a
new symptom category, negative cognitions and
mood, which includes persistent negative evaluation
of self and others, elevated self-blame, negative emo-
tional state, and reckless or self-destructive behav-
ior.2 Recognizing these symptoms when considering
a PTSD diagnosis may better contextualize external-
izing behaviors, such as substance use, that often arise

after exposure to trauma. This change has the poten-
tial to increase PTSD diagnosis rates and promote
implementation of trauma-informed care within ju-
venile justice settings.44,47

For discussion of additional internalizing disor-
ders (i.e., persistent depressive disorder, separation
anxiety disorder, and somatic symptom disorder), see
Table 1.

Externalizing Disorders

Commonly diagnosed externalizing disorders
among justice-involved youths include disruptive
behavior disorders, such as oppositional defiant
disorder (ODD) and conduct disorder (CD),
ADHD, and substance use disorders (SUDs).37

Prevalence rates for externalizing disorders among
justice-involved youths range from 20 to 60 per-
cent across various settings,4,34,37 which under-
scores the significance of changes to these diagnos-
tic criteria.
Disruptive Behavior Disorders

Across studies of justice-involved youths, 15 to
18 percent of youths met criteria for CD and 6 to
23 percent met criteria for ODD diagnosed ac-
cording to DSM-IV-TR criteria.37 The DSM-5
revisions to criteria for disruptive behavior disor-
ders are subtle, but may influence the prevalence
of comorbidity among disorders comprising this
diagnostic class.

Oppositional defiant disorder. The DSM-5 changed
the first diagnostic criterion of ODD from a pattern
of “negativistic, hostile, and defiant behavior” (Ref.
46, p 102) to one of “angry/irritable mood, argumen-
tative/defiant behavior, or vindictiveness” (Ref. 2, p
462) The new criterion means that youths who
would have fallen short of DSM-IV-TR criteria be-
cause they exhibit oppositional mood or attitude
rather than behaviors would now receive such a di-
agnosis. In addition to specifying the frequency of
symptoms, DSM-5 has added severity specifiers for
ODD that may make the diagnosis more useful to
justice system personnel who are conceptualizing
and treating youths’ behaviors (see Table 1).

Conduct disorder. CD diagnoses can now be aug-
mented with a new specifier (“with limited prosocial
emotions”) if the child displays at least two of the
following characteristics over the course of at least 12
months: lack of remorse or feelings of guilt, callous-
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ness and lack of empathy, lack of concern about per-
formance in important activities, or shallow and de-
ficient affect.2 This specifier could suggest to legal
decision makers that a particular youth is not ame-
nable to treatment, although additional research is
needed to evaluate the accuracy of this perception.

ADHD

Approximately 17 percent of male and 21 percent
of female detained youths met criteria for ADHD
based on the Third Edition of DSM, Revised (DSM-
III-R)48 criteria,49 and more than 40 percent of
youths reported difficulty paying attention, with
other ADHD symptoms also frequently endorsed.36

DSM-5 increases the maximum age of symptom on-
set for ADHD from 7 to 12 years.2,46 This shift was
intended to increase accurate diagnosis of ADHD
in adolescents and adults50; however, it may also
promote false-positive diagnoses of ADHD among
youths, especially given the potentially confound-
ing influence of other major life events (i.e., pu-
berty, transition to secondary school) occurring
around the same time.51 For example, changes in
neurotransmitter functioning during puberty may
better explain abnormal behavior in adolescents
than would a diagnosis of ADHD.52 Should this
change in age of onset increase ADHD prevalence
rates, there may be a concomitant increase in psy-
chostimulant treatment,53 potentially escalating
rates of SUDs within justice-involved youths,
given this population’s heightened vulnerability to
substance abuse.36

Conversely, several DSM-5 revisions to ADHD may
benefit justice-involved youths. The exclusion of autism
spectrum disorder was removed from ADHD, youths’
inattentive or hyperactive–impulsive symptoms were
emphasized across multiple settings, and severity
specifiers were added to the diagnosis (see Table 1).

Substance Use Disorder

More than a third of justice-involved youths meet
DSM-IV-TR criteria for drug or alcohol abuse/de-
pendence, a rate three to four times higher than esti-
mates for similarly aged community youth sam-
ples.54 Extensive examination of the prevalence of
SUDs within the juvenile justice population reveals
an association between increased risk of recidivating
and presence of an SUD55 and greater prevalence of
SUDs among youths with more extensive justice sys-
tem involvement.41,56 DSM-5 criteria seem to have
strengthened the manual’s utility in diagnosing

SUDs in youths by eliminating the former “legal
difficulties” section and combining the abuse and
dependence criteria. However, the addition of the
“risky use” criterion set and the two-symptom
threshold (see Table 1) seem to overemphasize devel-
opmentally normative sensation seeking and experi-
mentation, both of which have a high potential for
remittance57 and mistake related behaviors as reflect-
ing drug dependency. These changes may lead to
clinicians overdiagnosing SUDs in justice-involved
youths.

Impact of DSM-5 Diagnostic Changes on
Youth Involvement in the Juvenile Justice
System

Given the large numbers of justice-involved
youths with psychiatric disorders,34 judges and clini-
cians should consider the impact changes to DSM-5
diagnostic criteria may have on defining and labeling
psychopathology among justice-involved youths.
For example, changes that may increase prevalence
rates of certain disorders, such as PTSD and ODD,
may allow youths who would have fallen short of a
diagnosis under DSM-IV-TR to meet criteria, in-
creasing decision-makers’ attention to a youth’s spe-
cific treatment needs. On the other hand, increases in
the prevalence of certain diagnoses (e.g., ADHD)
may also escalate the use of psychostimulant medica-
tions, which have a high potential for addiction54,57

that may place youths at greater risk of developing
SUDs. In addition, changes to DSM-5 diagnostic
criteria intended to broaden the scope of specific
disorders (e.g., MDD) may fall short of accurately
capturing a youth’s psychological distress, partic-
ularly when typical adolescent cognitive and psy-
chosocial processes hinder the youth from exercising
introspection and conveying symptomatology. Fur-
ther, clinicians may be less motivated to consider
diagnosing newly introduced disorders in youths
(e.g., DMDD), given the lack of reliable and empir-
ically supported tools designed to assess and treat
those disorders.

For several externalizing disorders (e.g., CD and
ADHD), DSM-5’s broadened diagnostic criteria
may result in judges viewing more youths as not ame-
nable to treatment and, therefore, at greater likeli-
hood of reoffending. Thus, judges may impose more
restrictive dispositions on youths, subjecting some
low-risk youths to unnecessary costly and intensive
interventions (i.e., secure facility commitment).
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However, some changes in both internalizing and
externalizing disorder criteria may facilitate clinical
insight into the increasing number of female justice-
involved youths and may improve understanding of
those who chronically reoffend. Overall, changes in
DSM-5 diagnostic criteria pose potentially positive
and negative outcomes for youths throughout the
juvenile justice system; however, it is important to
recognize that the potential impact of these diagnos-
tic changes will not necessarily address the general
limitations of applying psychiatric diagnoses to
justice-involved youths.

Limitations of Diagnosis for Juvenile
Justice Decision Making

Although psychiatric diagnoses may impact
juveniles’ paths through the justice system, it is
important to recognize that diagnoses rarely an-
swer the legal questions associated with forensic
evaluations. Indeed, DSM-5 explicitly cautions
against conflating diagnosis and legal problems.2

Therefore, although diagnosis may be relevant to
answering a legal question, diagnosis alone will
never be sufficient to address a youth-specific legal
matter. Further, it is also possible that diagnosis
will be largely irrelevant to certain legal situations.

A threshold concern in forensic evaluations of ju-
veniles is the necessity of including a diagnosis.58

Guidance in this context comes from relevant legal
statutes or case law that structure the legal question
and resulting evaluation. Certain legal problems re-
quire a diagnosis as a necessary prerequisite to apply-
ing a legal standard. For instance, in the case of com-
petence to stand trial, most jurisdictions implicitly or
explicitly require that deficits be related to underly-
ing mental disorder or cognitive disability.59 Some
diagnoses may be particularly germane to a given
legal question. For the nearly 50 percent of youths in
detention who meet criteria for an SUD diagnosis,49

such a diagnosis may be relevant to detention, adju-
dication, disposition, and waiver/transfer decisions,
given the correlation between substance abuse and
both recidivism and violence.60

However, even in cases when diagnosis is neces-
sary or relevant, a diagnosis will never fully address
the legal situation. Scholarship and best-practice
guidelines in the area of forensic mental health assess-
ment emphasize that clinicians should explain the
relationship between mental health symptoms and
relevant functional capacities.58 Even a diagnosis as

severe as schizophrenia, for example, does not fully
address a juvenile’s risk of future dangerousness,
amenability to treatment, or adjudicative compe-
tence. It is also possible that certain diagnoses will be
irrelevant or even misleading. For instance, that a
youth meets criteria for CD provides no meaningful
information about adjudicative competence or Mi-
randa waiver validity.

In general, the risks associated with diagnoses can
be greater for a youth if certain traits or behaviors are
described as fixed rather than transient.61 The juve-
nile risk assessment literature addresses the common
phenomenon of adolescent-limited antisocial or
criminal behavior.62 Further, some have suggested
that certain diagnoses, particularly CD and psychop-
athy, may bias decision makers. One study demon-
strated that juvenile probation officers rated youths
with CD as slightly more likely to recidivate than
youths with no diagnosis.61 Similarly, a diagnosis of
psychopathy may cause clinicians to describe the in-
dividual as less amenable to treatment, and judges
may be more likely to think that such juveniles
should be tried as adults.63 A psychopathy diagnosis
also relates to judicial perceptions of a juvenile’s
dangerousness.64

Given empirical and theoretical concerns about
the biasing effects of these diagnoses, scholars have
debated whether they are appropriate or convey
meaningful information. For instance, many have
raised concerns that a CD diagnosis may merely
indicate that a youth engaged in the sort of activity
that led to justice involvement.65 Thus, assigning
the diagnosis to a youth already in the system is
redundant and may obscure more relevant infor-
mation about treatment needs. Others have ar-
gued that the psychopathy diagnosis is so stigma-
tizing to justice-involved youths that the label
should not be used.66 Still others, however, have
noted that juvenile psychopathy correlates with
adult criminality67 and therefore may reasonably
inform legal decision-makers. Some researchers
have also emphasized the impact of behavioral de-
scriptions over the impact of diagnostic labels.61

As research in this area continues to develop, fo-
rensic evaluators should consider the necessity of
diagnosis, the relevance of diagnosis to the legal
question, the relationship between symptoms and
functional capacities, and the possibility of stigma-
tizing effects.
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Conclusion

Youths entering the juvenile justice system dem-
onstrate disproportionate rates of traumatic expo-
sure, substance use, and other mental health needs in
comparison to nonoffending youths.37,44,56 Given
the significant amount of discretion afforded person-
nel at various stages of the process, such characteris-
tics can affect youths throughout their juvenile jus-
tice involvement. Although DSM diagnoses may
help clinicians and other decision makers better un-
derstand and assign interventions to justice-involved
youths, they may also elicit biases and result in out-
comes that do not reflect the youths’ best interests. As
a result, it is imperative that clinicians correctly assess
and identify psychiatric symptoms and make associ-
ated diagnoses at various stages of the juvenile justice
process using diagnostic criteria that are specific, rel-
evant, and accurate.

Given its recent release, many of DSM-5’s poten-
tial effects on justice-involved youths are, as yet, un-
tested, and it remains to be seen whether revised
criteria will fulfill the needs of clinicians, legal deci-
sion makers, and justice-involved youths. Future re-
search in this area should quantitatively investigate
the impact of DSM-5’s revised diagnostic criteria
within the population of justice-involved youths. Of
course, both absolute and relative (i.e., to DSM-IV-
TR) prevalence rates are of interest; analyses with
relative data could explore whether changes are in the
hypothesized directions and whether new diagnoses
are being used appropriately and reduce some of the
heterogeneity in other diagnoses. Further, although
changes in formal diagnostic criteria are certainly of
interest to academics and researchers, overworked
case managers and treatment providers in juvenile
justice systems may understandably be less attentive
to these matters, particularly to the more nuanced
changes. Future research should therefore explore
how juvenile justice system personnel use psychiatric
diagnoses in the youths that they assess and treat,
including the use of specifiers that communicate
meaningful clinical information but could easily be
overlooked. Finally, the relationship between diag-
nosis and different intervention variables (e.g., dose,
modality) should be investigated, given that im-
proved treatment outcomes serve as an ultimate goal
of any diagnostic system revision. Findings from
such research will inform legal decision makers and
enhance juvenile justice systems’ effectiveness in ad-

dressing the mental health needs of youths in their
care.
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