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Since the Third Edition, the Diagnostic and Statistical Manual of Mental Disorders (DSM) has increasingly
incorporated developmentally informed criteria for posttraumatic stress disorder (PTSD) because of recognition
that children and adolescents can manifest PTSD differently from adults. The most recent edition, DSM-5, among
other changes, has introduced a developmental subtype for children six years of age or younger. As pediatric PTSD
features very prominently in both civil and criminal proceedings, it is vital that the expert witness be familiar with
the updated criteria and know how to interview traumatized youth appropriately in the forensic setting. In this
review, we discuss the importance of the evolution of PTSD from past DSM editions to the current one, and the
implications of using the new diagnostic criteria and current conceptual models in the forensic evaluation of
pediatric PTSD.
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Although historical references to the effects of
trauma in the pediatric population can be found in
literature from the World War II era,1–3 it was not
until 1987 that the Diagnostic and Statistical Man-
ual of Mental Disorders, Third Edition, Revised
(DSM-III-R) first recognized that children and ado-
lescents may manifest reactions to trauma in a man-
ner different from adults.4 Subsequent research in
the now burgeoning study of PTSD in youth has
increasingly illustrated the fundamental importance
of a developmental perspective in evaluating trauma
syndromes, as different age groups will manifest
posttraumatic symptoms in different ways. These
observations are rooted in what has been determined
to be neurobiological changes in the developing
brain in response to traumatic exposures,5 which in
turn affect behavior and can alter an individual’s de-
velopmental trajectory. Such reactions in youth can

extend further than what the DSM has historically
considered to be within the domains of PTSD, and
can include changes to emotional regulation, infor-
mation processing, attachment, and peer relation-
ships in what has been referred to as “complex trau-
matic stress reactions” or “developmental trauma
disorder.”6,7 A challenge for the DSM has been how
to incorporate age-specific considerations in its clas-
sification system. Specifiers for how symptoms might
differ in children were introduced in the DSM-III-R
and later expanded in the Fourth Edition (DSM-
IV).8 The DSM-5 however, represents a significant
step forward in the diagnosis of PTSD in children
and adolescents because of its greater emphasis on
developmental processes and behavioral sequelae of
trauma. Age specifiers have remained a part of the
criteria for PTSD for children aged seven years and
older, but the DSM-5 has also introduced the first
developmental subtype of an existing DSM disorder:
posttraumatic stress disorder for children aged six
years and younger.9

Exposure to trauma is not uncommon during
childhood and adolescence, with samples demon-
strating that close to 70 percent of youth surveyed
had a lifetime exposure to one traumatic event,
whereas nearly 40 percent had greater than one ex-
posure.10 Within the general population, the preva-
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lence of the diagnosis of PTSD in children and ado-
lescents has ranged from 0.5 to 9.2 percent10 –12

Estimates of the prevalence of PTSD in youth in
juvenile detention have been more variable, ranging
from as low as 3.1 percent to as high as nearly 50
percent in some studies, though it should be noted
that such variation may be explained by different
investigative methods and instruments.13–15

Given the significant role that pediatric PTSD can
play in civil and criminal court proceedings, it is vital
that the forensic examiner be well acquainted with
the updated diagnostic criteria of the DSM-5. PTSD
may play a role in civil cases of alleged accidents or
injuries, applications for Social Security Disability,
and failure to protect at school, whereas in criminal
cases, PTSD may be used in the context of an insan-
ity defense, or as a mitigating factor in cases that
involve drug or violence charges (for example assert-
ing that a violent behavior occurred in the context of
a posttraumatic flashback). Courts will undoubtedly
continue to rely on the DSM in guiding perceptions
of pain and suffering, weighing the consequences of
criminal behavior, and formulating awards for liti-
gants. Not only must these new DSM-5 criteria be
incorporated into forensic evaluations, but the eval-
uator must take into account the latest research on
the neurobiological, dimensional, and developmen-
tal models of pediatric PTSD, the admissibility of
which can be determined using the standard of gen-
eral acceptance within a scientific field (Frye stan-
dard)16 or by validation through scientific research
and peer-reviewed publication (Daubert standard).17

Research has demonstrated that traumatic events can
lead to a dysregulation of the neural circuitry that
controls the fear and stress response, as can those that
mediate learning, memory, and executive function-
ing. Pediatric PTSD is also dimensional and can
present in a “subthreshold” fashion that may not
meet strict DSM criteria, but nonetheless causes sig-
nificant impairment and suffering. In addition, the
manifestation of symptoms of PTSD is influenced by
the developmental stage of a child and is shaped by
the different cognitive, emotional, language, and
memory capabilities seen at various ages.

Diagnostic Criteria for Pediatric PTSD in
the DSM-5

Significant changes have been made to the struc-
ture and criteria of PTSD in the fifth edition of the
DSM.9 The primary diagnostic criteria for PTSD is

specifically stated as applicable to adults, adolescents,
and children older than six, and there has been the
addition of two subtypes: the PTSD preschool sub-
type for children aged six years and younger, and the
PTSD dissociative subtype, which is characterized by
persistent and recurrent symptoms of depersonaliza-
tion and derealization. The differentiation between
acute and chronic PTSD has been eliminated, with
the only current requirement being that the distur-
bance continue for more than one month. As in the
DSM-IV, there is a specifier for delayed expression
that pertains to symptoms that meet full diagnostic
criteria that are not present until six months after the
event. In comparison to the DSM-IV which had 3
symptom clusters (B, C, and D) and 17 distinct
symptoms,8 the DSM-5 now has 4 symptom clusters
(B, C, D, and E) and a total of 20 symptoms.9

Criteria A are now more explicit in describing
what constitutes a traumatic event and how the event
can be experienced. The total number of symptoms
that characterize re-experience for criteria B has re-
mained at 5, although criterion B3 has been loos-
ened, with a less specific description of what consti-
tutes a dissociative reaction. Criteria C from the
DSM-IV have now been divided into separate clus-
ters: avoidance (criteria C) and negative cognitions
and mood (criteria D). The new criteria D retain
many of the DSM-IV numbing symptoms, but also
introduce new and reconceptualized symptoms, in-
cluding persistent negative beliefs about one’s self
and negative emotional states. Finally, criteria E de-
scribe the alterations in arousal and reactivity associ-
ated with trauma, as did the criteria D in the DSM-
IV. A new symptom of reckless or self-destructive
behavior has been added, which is of particular ap-
plicability to adolescent posttraumatic responses.

The preschool subtype of PTSD represents the
first developmental subtype of an existing disorder in
the DSM. Instead of four symptom clusters, there are
three, which include re-experiencing (criteria B),
avoidance and negative cognitions (criteria C), and
arousal (criteria D). The criteria are also more an-
chored in the behavioral realm, rather than to symp-
toms based on verbal report or abstract cognition.
For the stressor criteria, in addition to directly expe-
riencing a traumatic event (A1), there is an emphasis
on the impact that witnessing or learning of an event
that affected a parent or caregiver can have on a
young child (A2 and A3). The symptoms of re-
experiencing in the B criteria are the same as for ages
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above 6 years, with the addition of developmental
specifiers for B1, B2, and B3. Unlike the new avoid-
ance and negative cognition criteria for older ages, for
the preschool subtype, these two symptom categories
are again combined into one cluster (criteria C). Of
note, for the subtype, only one symptom of avoid-
ance or negative cognitions must be present for the
diagnosis of PTSD, which stems from the signifi-
cantly lower prevalence rates of these symptoms in
younger children and the difficulty in detecting
them. Also omitted are a sense of foreshortened fu-
ture and inability to recall aspects of the trauma,
which are not reflective of the cognitive abilities of
young children. There are only four symptoms of
negative cognition for preschoolers, which include
an increased frequency of negative emotional states
(C3), diminished interest or participation in activi-
ties, including a constriction of play (C4), socially
withdrawn behavior (C5), and a persistent reduction
in expression of positive emotions (C6). Criteria D in
the preschool subtype include five symptoms, with
the reckless and self-destructive behavior found
in the adult criteria omitted. The expression of irri-
tability and angry outbursts (D1) contains the addi-
tional specifier that this symptom can present as ex-
treme temper tantrums.

The Posttraumatic Forensic Evaluation
of Minors

Now that the DSM-5 has supplanted the DSM-
IV, evaluators must appropriately understand and
use the new criteria, both in diagnosing and ruling
out the presence of PTSD. Studies that used proto-
types of the DSM-5 criteria demonstrated significant
increases in the rates of diagnosis.18–24 By using the
DSM-5 criteria, it is expected for several reasons that
both the true incidence and true prevalence of PTSD
will now increase for preschoolers. With the removal
of the DSM-IV criterion A2 and an expansion of
what constitutes a stressor for this age group, more
children will now meet the threshold for criteria A.
Symptoms of criteria B and C will be easier to detect,
given the greater emphasis on the behavioral sequelae
of trauma, as opposed to the former criteria, which
required more verbal report. These symptoms can be
observed by the evaluator and reported by collateral
sources. The requirement for criteria C that only one
symptom of avoidance or negative cognitions be
present also removes what has been an obstacle in the
past to application of the diagnosis to younger chil-

dren: namely, so few children exhibited multiple
symptoms in the domain of avoidance that it was
very difficult for this age group to meet the full
criteria.

The picture is less clear how the new criteria will
affect the prevalence in school-age children and ado-
lescents. Removing the old criterion A2 may allow
more school-age children to be detected by the new
criteria A. The wording of criteria B has also been
changed in a way that loosens the criteria (“distress-
ing memories” versus the former “recollections of the
event, including images, thoughts, or perceptions”).
Likewise, for B2, content and affect in dreams are
“related to the traumatic event(s), as opposed to “of
the event.” The inclusion of “reckless or self-destruc-
tive behavior” has also opened up a new avenue of
including externalizing behaviors in school-age chil-
dren and adolescents that were not possible when
using the previous criteria.

The continued inclusion of the delayed-onset
specifier will also undoubtedly be of great impor-
tance in PTSD-based litigation going forward. This
specifier displays an appreciation of the course of
PTSD in youth (and adults), as well as the high dis-
tress and impairment that subthreshold symptoms
can impart. However, one can imagine that the use of
this specifier has the potential to introduce uncer-
tainty into the court if a categorical paradigm for
mental illness continues to be applied. It is important
to see PTSD symptoms on a continuum and in a
dimensional manner and not to expect them to be in
an all-or-nothing category. If the evaluation and tes-
timony fall within the six-month time frame in
which full criteria are not met, how can the court be
assured that a full syndrome will develop? In line
with this question, will courts have a tendency to
place a lesser value on the suffering and impairment
during the period of delayed expression? In such
cases, it is the responsibility of the expert to explain
carefully the concept of dimensionality and research
findings that pertain to subthreshold symptoms.

The Forensic Interview of Youth After Trauma

The forensic evaluation of children and adoles-
cents after alleged trauma involves multiple means of
assessment and sources of collateral information in
addition to the primary interview. The expert should
assess the reliability of the information obtained. Use
of more sources of data and other objective measures
of symptoms helps to ensure validity and reliability.
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The forensic interview also must be tailored to the
emotional and cognitive developmental stage of the
youth.

The Parent Interview

In approaching pediatric forensic cases, informa-
tion may first be obtained in an interview with par-
ents and guardians. Relevant psychosocial, familial,
medical, psychiatric, and developmental history
should be reviewed. The focus of the interview
should be on the child’s functioning before the stres-
sor, and changes that have been observed following
it. Questions about the quality of the child’s play,
social interactions, and academic performance
should be asked. In line with the DSM-5 changes, for
adolescents and school-age children, it is recom-
mended that the evaluator inquire as to the parents’
perception of the youth’s ability to express positive
emotions; the presence of negative beliefs, cogni-
tions, and emotions; and the tendency toward reck-
less and self-destructive behavior. The intent of reck-
less or self-destructive behavior must be understood
to differentiate it from an act of impulsivity or rule-
breaking behavior, such as may be seen in attention-
deficit hyperactivity disorder (ADHD) or conduct
disorder. For preschoolers, the behavioral manifesta-
tions of avoidance, traumatic re-enactment in play,
and frequency of temper tantrums should be de-
termined. In clinical settings, parents have a ten-
dency to under-report PTSD symptoms, and al-
though they are good reporters of externalizing
behaviors, they may be poor reporters of internal-
izing symptoms in their children.25

Although it is recommended that a parent or
guardian interview be considered, there may be
situations in which limitations or restrictions are
imposed on this. One example is that the plaintiff
may move to restrict access to caregivers when a
forensic evaluator has been retained by defense. In
such a case desired information may be obtained
through review of records or through depositions,
rather than from an interview with a parent or
guardian.

The Child and Adolescent Interview

Children and adolescents may be reluctant to
speak about their trauma for obvious reasons: difficulty
describing what happened (particularly for younger
children); feelings of embarrassment, shame, or guilt;
and avoidance to prevent distress. In this context the
forensic evaluator must tread carefully in the inter-

view to avoid retraumatizing the child, but at the
same time must establish the details of the child’s
experience and perception of it. Clinicians may have
the impulse to avoid asking direct questions about
the trauma for fear of upsetting the child or adoles-
cent.25,26 However, it is a necessary part of the clin-
ical or forensic interview to engage with this subject
directly, to gain adequate understanding of the
child’s symptoms and response to the incident.27,28

This process can be made easier by devoting atten-
tion and effort to forming a rapport with the child
and helping him feel at ease. The process includes
expressing empathy and regret for the discomfort the
child may have in discussing the incident, making
efforts to minimize distress and fatigue during the
interview, explaining the nature of the session, and
leaving time at the end of the interview to explore the
child’s impressions and thoughts about it.25 With
both younger children and adolescents, generally
open-ended questions should be asked first, followed
by more specific questions.

With young children, the ability to participate in
an interview will not only be influenced by their
reluctance to speak about the event, but also by their
developmental, cognitive, and language limitations.
Establishing the child’s awareness of the difference
between the truth and lies and imagination are im-
portant for gauging their reliability. What other in-
dividuals have said about the event and what other
interviews have been conducted regarding it must be
determined to search for any distortion of the child’s
account that may have come from these sources. Al-
though children as young as six or seven can provide
some information about internalizing symptoms,29

they are not likely to give extensive information
about the incident or their response to it on their
own; they will need support from the evaluator.26

Providing such support can be challenging, but it
allows the evaluator to use nonverbal interviewing
strategies and behavioral observations in formulating
the case. The child’s way of relating to the evaluator
and the child’s affect, emotional regulation, and
manner of play convey crucial information.

Use of play, drawing pictures, storytelling, and
sandwork are techniques that can be employed in
enhancing communication with younger chil-
dren.26,30 Traumatic play tends to be repetitive and
simple and lacks the elaboration and imagination
seen with children who have not experienced trauma.
It is also often not enjoyable and does not relieve
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anxiety. The child may act out the trauma, take the
role of the aggressor, or incorporate undoing or de-
nial into his retelling of the incident.31 Drawing may
help the child give more detailed verbal reports by
providing retrieval cues and a structure to the narra-
tive. It also shifts the focus of the interview away from
the interaction with the evaluator, reducing the social
and emotional demands of the evaluation.32 Toys
and dolls used in play have also been used as a means
of enhancing a child’s report. They are more effec-
tively employed with children older than five years,
as younger children cannot cognitively appreciate
that a doll or toy can be both a plaything and a
symbol that represents their bodies.33 Use of dolls is
more appropriate for children between the ages of 5
and 10, and, when accompanied by direct questions,
can help them report distressing events and provide
anatomical information about the trauma.34

There are some criticisms of these techniques.
Very specific and direct questioning in young chil-
dren may lead them to feel that they must respond
and may increase the risk that they will not report
accurate information.35 Repeatedly asking the same
question can lead a child to change the answer.25

Asking leading questions is a common error that may
not only invalidate testimony, but also may contam-
inate the child’s memory such that future interview-
ers cannot obtain an accurate report again.25 Use of
drawing can be of help in attaining a description of
events, but can also introduce errors into children’s
accounts, as evaluators can inadvertently suggest in-
accurate information during the interview.36 Toys
that are not dolls can distract the child from recalling
and reporting the details of trauma, as they are asso-
ciated generally with play rather than specific
events.33 The use of dolls remains an area of contro-
versy in cases of sexual abuse, as arguments have been
made that they can be suggestive and encourage
fantasy.37

Collateral Reports, Observation, and Psychological Testing

In addition to the parent interview, collateral re-
ports can be gathered from other family members
(grandparents and siblings), teachers, school coun-
selors, child protective services, the child’s pediatri-
cian, and past therapists or psychiatrists. Behavioral
rating scales and symptoms checklists can be com-
pleted by these individuals, as well. Documents that
should be reviewed include medical, psychiatric, and
therapy records; police reports; and media ac-

counts.25 Given the greater weight of behavioral
manifestations of PTSD in the DSM-5 criteria, the
child may be observed in several settings, including
home and school. Medical records have been found
to underestimate the severity or even the presence of
psychiatric symptoms, a limitation that the forensic
evaluator must be aware of when using primary care
or hospital records.38–40

Aside from updated assessment measures that in-
corporate DSM-5 criteria, psychological testing may
be useful. One reason is that testing can be used
either to compare current cognitive functioning with
a previous baseline, or to establish a baseline for go-
ing forward. PTSD is known in youth to affect learn-
ing, memory, and attention. Testing can aid in as-
sessing the validity of a child’s statements. Projective
testing may provide additional information on the
child’s reaction to the traumatic event that for one
reason or another he may be unable to convey. Tests
to assess emotional and personality functioning in-
clude the MMPI-Adolescent Version (MMPI-A)41

and Personality Inventory for Children (PIC).42 Pro-
jective tests used in children and adolescents are the
Children’s Apperception Test (CAT) for ages 3 to 10
and the CAT-H43 for older children, and the Roberts
Apperception Test (RATC).44 The Wechsler Intelli-
gence Scale for Children, 4th Edition (WISC-IV),45

is commonly used to assess intellectual functioning,
and the Woodcock Johnson Tests of Achievement,
3rd Edition,46 provides measures of math and lan-
guage abilities, as well as visuospatial functioning.
Memory can be tested with the Wide Range Assess-
ment of Memory and Learning (WRAML)47 or the
California Verbal Learning Test, Children’s Version
(CVLT-C).48

Screening for substance use may be administered
for both adolescents and school-age children. Sub-
stance use may be less common in the school-age
population, but is a finding that should not be
missed.49 The CRAFFT is a six-question screening
tool for substance use that has demonstrated validity
in the adolescent population.50

Accuracy of Testimony and Evaluation of Malingering

An area of potential scrutiny in any pediatric fo-
rensic case is the accuracy of a child’s testimony. Any
testimony can be vulnerable to alteration, whether it
is from adults or children, either through suggestibil-
ity or the passage of time. Despite this and the cog-
nitive, language, and memory limitations that are
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inherent in development, children have the ability to
be reliable witnesses. It has been generally found that
children perform as well as adults in recalling the core
aspects of a memory, but they do less well on the
peripheral details.51 In some cases it has been shown
that younger children can outperform adolescents
and adults in tests of memory. Preschool age children
performed better than college students at remember-
ing the name and hometown of an individual they
met two days prior.52 Three- and six-year-old chil-
dren also performed better than college students at
remembering whether a rug or telephone was in a
room days after they saw the room.53 Children have
outperformed adults in remembering dialogue in a
film that was not important to the plot.54

When children make errors in their testimony,
these are more likely to be a failure to report an event
that happened, rather than falsely reporting one that
did not.55 Before middle childhood, children lack
the cognitive strategies to retrieve memories sponta-
neously and are reliant on prompts from adults, in-
cluding questions and repeating features of the
event.26 In the absence of this structure provided by
adults, details often cannot be accessed. This portal is
also an entry for the contamination of the memory,
as repeated questions can compel a child to alter the
response. This concern is at the heart of scrutinizing
children’s testimony: their degree of suggestibility.
There are unfortunately multiple examples of cases
where suggestibility has led to false accusations of
sexual abuse or trauma.56 Age has been found to be
the single best predictor of suggestibility,57 with
younger children consistently found to be more sug-
gestible than older children or adults.58 Older chil-
dren can be suggestible as well, in some cases being
even more suggestible because of their more devel-
oped cognitive capabilities.59,60 Fatigue and stress
can also increase suggestibility.61

The primary means by which children’s accounts
have been altered is through an evaluator’s use of
leading questions, which make a presumption that
certain events occurred (“That’s when he touched
you in your private parts, right?”), and end up mis-
leading the child. Interviewer bias plays a key role in
suggestibility as well and can be expressed through
positive and negative reinforcement, creating a neg-
ative or accusatory emotional tone in the evaluation,
repeating questions until a desired answer is given,
and use of peer or parental pressure in the inter-
view.56 Parents who are overly anxious or have his-

trionic traits may over-react to an innocent statement
that a child made, which can lead to inaccurate rec-
ollections and false accusations.25 Children can also
unintentionally distort reality to avoid a feared pun-
ishment, to avoid embarrassment, to gain attention
or sympathy,or even tobevindictive.62 In addition, chil-
dren and adolescents may deny that a trauma hap-
pened to protect an abuser, or to avoid feelings of
embarrassment or guilt.

Misleading information can be incorporated into
children’s accounts after a single suggestive inter-
view.59 It is a necessity that the evaluator conduct the
interview in a way that will guard against tainting the
child’s recollection, by using open-ended questions
and avoiding repeating questions. Leading questions
should be avoided at all costs, as should clues or
prompts for how to answer a question. Great effort
should be made to maintain a neutral emotional tone
during the evaluation. In addition, the child should
be allowed to describe the trauma in his own words.
Finally, a structured interview protocol has been cre-
ated by the National Institute of Child Health and
Human Development (NICHD) for forensic evalu-
ators that is specifically designed to reduce suggest-
ibility for children younger than 14.63

Although there is a very real danger of inadver-
tently altering the recall of a suggestible child, evi-
dence has been found that children can be resistant to
making false accusations, even after leading ques-
tions have been posed intentionally. In studies in
which children had undergone routine medical pro-
cedures and leading questions were asked, children
were not likely to make false reports of abuse, even
after a year.64–66 Four-year-old children were also
found to be resistant to alleging abuse, even when
prompted by an evaluator to do so.55,67

There is a need in every evaluation carefully to rule
out malingering. Research has suggested that chil-
dren and adolescents can engage in deception during
the evaluation process. The potential for malingering
is influenced by a youth’s developmental stage, with
evidence that lying is more common with increasing
age.68 Although children as young as 3 years are ca-
pable of deception, in this age group, it may not be
intentional and tends to be denial of wrong-doing.
Children in the range of age five to six years are able
to tell some rudimentary lies, but have difficulty in
sustaining the deception. Intentional deception with
the goal of instilling a false belief in others begins to
develop at six to seven years of age, whereas more
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sophisticated lies and malingering of psychological
symptoms may be possible by around age 12. Moti-
vations for deception also change as a child ages.
Young children may be primarily motivated by the
avoidance of discomfort or punishment. Older chil-
dren or adolescents may be motivated by a desire for
medication, removal from school, compensation as-
sociated with child abuse or custody cases, attempts
to be placed with a desired parent, or lenience in a
criminal justice setting.69

Malingering requires the ability to role play, en-
gage in impression management, control one’s facial
expressions, and sustain deceit, a skill set that is in the
domain of an adolescent’s abilities, though there are
studies that have suggested that youth in late child-
hood are also capable of malingering.69 It is largely a
fear that psychiatric symptoms could be faked that
has historically kept damages for psychological
trauma below those for physical trauma. Malingered
PTSD in youth may occur in the context of a care-
taker’s encouragement to fabricate a traumatic expe-
rience for financial compensation, or in cases of cus-
tody disputes to gain an advantage for a petition.
Symptoms that raise suspicion of malingering in-
clude those that are exaggerated or have attracted
attention. The symptoms may not fit any particular
diagnostic category. Often there will be inconsis-
tency between the reported loss of function and what
the child is actually able to do. This is the additional
value of observing the child in numerous settings.
For example, claims may be made that the child is
unable to function in school, but he will continue to
participate in sports and other activities without dif-
ficulty. Additional presentations that are suggestive
of malingering include an eagerness to discuss past
trauma, an attitude of entitlement, low observed anx-
iety, depression in the context of high reported symp-
toms in these domains, and unrealistic claims of what
constituted a trauma.70 In testing the hypothesis that
a child or adolescent may be malingering, Lubit et
al.25 suggested techniques such as asking about
symptoms that do not apply to PTSD, mentioning
an atypical symptom in earshot to see whether it is
reported by the patient, and making a loud noise to
gauge the startle response.25 Caution must be used in
pursuing a diagnosis of malingering, in particular
with regard to dismissing developmentally appropri-
ate difficulties a child may have with sequences of
events, details of an incident, or differentiating be-

tween episodes of a repeated event as attempts to
fabricate information.

There is evidence that children and adolescents
can malinger on neuropsychological testing, which is
relevant to cases of alleged PTSD, as impairments in
information processing, cognition, and attention are
potential sequelae of traumatic exposure. In one case
study, a boy who was nine years old in litigation
related to an alleged head injury after he was struck
by a car was found to be feigning cognitive symptoms
on neuropsychological testing.71 A separate study il-
lustrated that brain damage feigned by adolescents
on neuropsychological testing was not detected by
any of the neuropsychologists who reviewed the
evaluations.72

Conclusion

Is the ultimate goal of the forensic evaluation of
trauma in children and adolescents to diagnose
PTSD? Or more to the point, is it the “desired” di-
agnosis that will hold the most sway in court? Mak-
ing a diagnosis of PTSD requires not only that expo-
sure and symptoms that fall into the domains of
criteria A, B, C, and D be present, but also that
symptoms induce significant distress, impair rela-
tionships, or cause unacceptable school behavior (cri-
teria F for the preschool subtype). However, studies
have illustrated that children and adolescents with
subthreshold posttraumatic symptoms do not signif-
icantly differ in their levels of distress and impair-
ment from youth who meet full criteria for PTSD.73

With this concept in mind, it has been asserted that
the greater purpose of the forensic evaluator is to
evaluate, define, and determine the extent of psycho-
logical damage and suffering that the patient is expe-
riencing from posttraumatic symptoms, rather than
viewing injury solely through the lens of a diagnosis
of PTSD.25

Now that the incidence and prevalence rates of
PTSD in the pediatric population are likely to rise
with the changes to the DSM-5, how will this affect
the role of the diagnosis in litigation and court pro-
ceedings? One scenario is that the higher sensitivity
of the DSM-5 criteria may contribute to an increase
in PTSD-based litigation and an even greater reli-
ance on making a diagnosis of PTSD. Should this
occur, it is important to keep in mind that the role of
the forensic evaluator in cases of trauma has two
parts: to make an accurate diagnosis based on the
presence of posttraumatic symptoms, while also de-
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termining what the youth’s areas of impairment are
secondary to those symptoms. PTSD is only one of
many disorders that can develop after an exposure to
a stressor, and in fact, comorbidity appears to be the
rule rather than the exception. To present a full pic-
ture of the sequelae of a traumatic event, the evalua-
tor must perform a detailed examination and obtain
and convey an understanding of the disorders and
emotional problems that can present as comorbidi-
ties with or alternatively to PTSD in traumatized
children. Although the DSM-5 criteria will continue
to be relied upon in diagnosing PTSD in children
and adolescents, it is the responsibility of informed
experts to examine and incorporate into their reports
and testimony those symptoms, behavioral changes,
and aberrations of normal development that are pres-
ent and go beyond the DSM criteria, but are no less
clinically important.
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