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Diagnostic evaluation of psychiatric disorders in children

and adolescents relies in part on subjective interpretations

of information from a clinician. Clinicians must interpret

and contextualize information obtained from family, care-

givers, and educators in order to assign an appropriate

diagnosis. However, environmental and sociocultural in-

fluences can make the diagnosis of psychiatric disorders

challenging, and appreciating these influences should be

a priority in academic psychiatry. This can be particularly

true for the provision of a diagnosis of oppositional defi-

ant disorder (ODD), conduct disorder (CD), and attention-

deficit/hyperactivity disorder (ADHD), as diagnosing

these complex conditions can be nuanced. There is a

growing body of evidence indicating that when compared

to non-Hispanic white youth, some ethnic and racial mi-

nority youth are more likely to receive a diagnosis of a

disruptive behavior disorder and are less likely to receive

a diagnosis of ADHD [1–8]. When controlling for con-

founding variables such as adverse childhood experiences,

prior juvenile offenses, genetics, and sociodemographics,

these diagnostic and treatment disparities remain [6–8].

Although the cause of these diagnostic disparities is mul-

tifactorial, there is concern that unconscious biases may

play a role in diagnostic decision-making. As a result of

these biases, psychiatrists and trainees may judge and in-

terpret behaviors seen in ODD, CD, and ADHD different-

ly based on race or ethnicity, putting vulnerable popula-

tions at risk [5, 9]. Additionally, the current standard of

practice is to routinely consider a broad differential of

comorbid disorders when youth exhibit disruptive symp-

toms; however, biases may lead clinicians less likely to

explore these potential explanations for behavior [10–12].

When a diagnosis of a disruptive behavior disorder is pro-

vided in place of ADHD (or ADHD is not included as a

concurrent diagnosis), there are significant clinical implica-

tions, as this can limit access to medications, therapy, and

other supportive services. This lack of services can put ethnic

and racial minority children at risk for perpetuating the dispar-

ities which currently exist in the medical, educational, and

juvenile justice systems. Recognizing the magnitude of this

concern, this commentary reviews how unconscious bias can

lead to diagnostic disparities in the assessment of disruptive

behavior disorders and ADHD, the implications that these

biases can have on ethnic and racial minority youth, and

how this challenging clinical topic should be addressed in

academic psychiatry.

Disruptive Behavior Disorders and ADHD:
Prevalence, Disparities, and Risk Factors

Disruptive behavior disorders are rooted in difficulties in self-

control and emotional and behavioral regulation. The

Diagnostic and Statistical Manual of Mental Disorders

(DSM-5) recognizes that symptoms of ODD and CD may

occur to some degree in typically developing individuals;

therefore, the frequency, persistence, and pervasiveness of

the behaviors must be evaluated relative to what is normative

for a child’s age, gender, and culture [13].

ODD is characterized by a pervasive pattern of angry and

irritable mood, argumentative tendencies, defiant behavior, and

vindictiveness. Children and adolescents with ODD frequently

lose their temper, are easily annoyed with others, and will often

argue with authority figures or refuse to comply with rules. A

diagnosis of CD is assignedwhen behaviors violate the rights of

others and major societal norms, including bullying, threatening
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others, initiating physical fights, sexual assault, and stealing [13].

Although ODD is often thought of as a precursor diagnosis to

CD, many children who receive a diagnosis of ODD do not go

on to subsequently develop CD [13, 14].

Risk factors for a diagnosis of ODD include lower socio-

economic status, harsh and inconsistent parenting practices, and

family dysfunction [15]. Risk factors for a diagnosis of CD are

similar and include parental rejection and neglect, harsh disci-

pline, physical or sexual abuse, frequent changes of caregivers,

parent criminality, caregiver substance-use, and neighborhood

exposure to violence [13]. Racial and ethnic diagnostic dispar-

ities in disruptive behavioral disorders are well-documented, in

particular among urban, low-income African American and

Latino youth [1, 2, 16]. For example, one study found that among

1173 youth living in residential treatment facilities, less than one

quarter of non-Hispanic white youth were given a diagnosis of

CD (24.4%), whereas Hispanic youth (43.3%), and African

American youth (34.4%) were significantly overrepresented

(p< .0001 for each comparison) [2].

Symptoms of ADHD include those related to inattention and/

or hyperactivity and impulsivity. Youth with ADHD often have

difficulty paying close attention to details, are reluctant to engage

in tasks requiring sustained attention, or may experience difficul-

ty with impulse control such as leaving their seat when sitting is

expected, or speaking out of turn excessively. In order for a

diagnosis of ADHD to be made, the behaviors and symptoms

may not solely be a manifestation of oppositional behavior, de-

fiance, hostility, or failure to understand tasks or instructions [13].

The true prevalence of ADHD is challenging to measure as di-

agnosis is dependent on individual interpretations of behavior as

well as the manner in which a clinician integrates multiple infor-

mant reports from parents, caregivers, and teachers [17].

Additionally, the reliability of one individual’s self-report of their

ADHD symptoms in adolescence and adulthood may be incon-

sistent with multiple-informant reports [18]. However, one study

of 842,830 children treated between the years of 2001 and 2010

found that in 2010, the prevalence of ADHD among non-

Hispanic white children was 5.6%, whereas the prevalence

among African American youth and Hispanic youth was 4.1%

and 2.5%, respectively [19].

Race and ethnicity alone, when controlling for other vari-

ables, exerts an effect on the likelihood of ever receiving a

diagnosis of ADHD: In one nationally representative sample

of 17,100 children, African Americans, Hispanics, and chil-

dren of “other races/ethnicities” were 69% (95% CI 60%-

76%), 50% (95% CI 34–62%), and 46% (95% CI 26–61%)

less likely, respectively, to receive a diagnosis of ADHD com-

pared to non-Hispanic white children [8]. In the USA, there

are also regional differences in ADHD diagnosis. For exam-

ple, children in some regions such as the southeast are diag-

nosed with ADHD more frequently than children in other

parts of the country such as the northeast (e.g. North

Carolina 12.8%, Connecticut 5.5%) [20].

ADHD is highly heritable; however, heritability (much like

prevalence) can be challenging to measure as informant re-

ports and self-report can be inconsistent due to variations of an

individual’s interpretation of behavior [18]. There are also

observed environmental factors that have been associatedwith

the development of ADHD. Establishing causality of some of

these environmental associations has also proven difficult, as

many correlates (e.g., family adversity, peer rejection) may

arise as a result of symptoms of the disorder [21]. Maternal

and pregnancy-related risk factors may be related to the de-

velopment of ADHD, as well as child abuse and neglect, a

history of multiple foster placements, low socioeconomic sta-

tus, head injury, and exposure to environmental toxins [13,

21].

Contrary to diagnoses of ODD and CD, ethnic and racial

minority youth are less likely to receive a diagnosis of ADHD

compared to non-Hispanic white youth. One longitudinal

study of 4297 children and caregivers found that compared

to non-Hispanic white children, African American children

had significantly lower adjusted odds of receiving a diagnosis

of ADHD both in the fifth grade (adjusted odds ratio 0.40,

95% CI 0.27–0.59) and 10th grade (adjusted odds ratio 0.42,

95%CI 0.27–0.67). Similarly, Latino children had significant-

ly lower adjusted odds of ever receiving a diagnosis of ADHD

in the fifth grade (adjusted odds ratio 0.37, 95% CI 0.22–0.60)

and 10th grade (adjusted odds ratio 0.46, 95% CI 0.26–0.79)

[7]. Studies indicate that this diagnostic disparity is the result

of ethnic and racial minority youth not receiving a diagnosis

of ADHD when it is likely indicated, and less so the result of

non-Hispanic white youth receiving a diagnosis when it is not

indicated [4, 7].

Disruptive Behavior Disorders and ADHD:
Challenges in Assessment

Diagnostic assessment of ODD, CD, and ADHD requires a

broad and informed perspective on historical and environmen-

tal determinants of behavior. Studies have indicated that many

of the behaviors associated with diagnoses of ODD and CD

may be the result of either comorbid or standalone mood,

anxiety, and adjustment disorders [11, 22]. For example,

among 519 adolescent males in a juvenile detention center,

17% had previously received a sole diagnosis of CD.

However, when assessed for other mental health conditions,

92% met criteria for either major depressive disorder, gener-

alized anxiety disorder, PTSD, or had a history of a manic

episode or panic attacks. Among this group, 66% met criteria

for at least two of these conditions. In the same study, among

78 adolescent females in juvenile detention, 6% received a

sole diagnosis of CD; however, 97% met criteria for at least

one other disorder and 82% met criteria for two or more con-

ditions [12].

Acad Psychiatry (2020) 44:95–10296



Symptoms in disruptive behavior disorders, ADHD, and

other mental health conditions may appear superficially sim-

ilar. Oppositional behaviors may be apparent in a young child

who refuses to engage with his teacher in class, but instead it

may be their undiagnosed social anxiety that inhibits a will-

ingness to participate. A student may not be able to sustain

effort or attention, but their behavior can be perceived as ap-

athy or opposition rather than undiagnosed ADHD. Another

child may display chronic and pervasive irritability and have

difficulties with emotional regulation leading to a diagnosis of

ODD, even though their behaviors are the result of undiag-

nosed anxiety and mood disorders. Substance use disorders

may influence conduct-like behaviors (stealing, gang-

involvement, weapon carrying) but only as a means of further

obtaining or using substances, not necessarily as behaviors

exclusively attributed to CD.

Exposure to behaviors such as stealing, gang-involvement,

weapon-carrying, and aggression may be common for youth

who live in dangerous and unsettling environments, and cer-

tain disruptive behaviors may reflect these exposures. The

DSM-5 states that individuals with CD frequentlymisperceive

the intentions of others as more hostile and threatening than is

the case, and respond with aggression that they feel is reason-

able and justified [13, 23]. However, with many youth, there

are environmental factors which shape these misperceptions,

as children who are chronically exposed to violence and dan-

ger may be conditioned to perceive others to be more hostile

and threatening [24]. These perceptions of danger and hostil-

ity may influence behavior seen in CD, explaining why chil-

dren raised in impoverished neighborhoods with greater ex-

posure to neighborhood violence are at higher risk for the

development of CD [16].

Unconscious Bias

Bias is a personal judgment or prejudice in favor of or against

a certain thing, person, or group that is considered to be unfair

[25]. Biases toward individuals or groups of people can occur

on an individual level or systemically in society. Seminal work

suggests that much of bias is unintentional and occurs outside

of an individual’s awareness, also known as unconscious bias

[26]. Findings have demonstrated that biased thoughts, feel-

ings, and behaviors toward African Americans and other eth-

nic and racial minorities can emanate from pejorative stereo-

types that are activated unconsciously, even among clinicians

whose values strongly oppose bias. Thus, unconscious biases

are shaped by past experiences and repeated exposures and are

not introspectively noticed by the individual who may be

inflicting them [27]. It is for this reason that unconscious

biases are such powerful determinants of behavior, attitudes,

and judgements, as the individual is not necessarily aware of

their own bias [28]. Even those who appear to consciously

reject racism, prejudice, and stereotypes may still demonstrate

behaviors or cognitions that are not congruent with their per-

ceived beliefs. Biases can adversely influence medical deci-

sions and evaluations [29–33], and studies have indicated that

healthcare professionals exhibit the same levels of uncon-

scious bias as the wider population [33]. For example,

African American patients are more likely to be diagnosed

with schizophrenia than non-Hispanic white patients even

when accounting for symptomatology using standardized di-

agnostic criteria, which can lead clinicians to overlook other

potential comorbid or standalone conditions [34–36].

Disruptive Behavior Disorders: Clinician
Biases, Systemic Biases, and Limbic Reactivity

Clinician Biases

Biases can occur as a result of either implicit (unconscious) or

explicit (conscious) cognitions, and clinicians are just as sus-

ceptible to bias as others [33]. For example, clinicians often

over-pathologize behaviors of ethnic and racial minorities as

more dangerous and disobedient, and can hold personal and

inadvertent biases of criminal behavior, aggression, violence,

and hostility toward certain minority groups [9, 37, 38]. These

biases can lead to diagnostic disparities, explaining why non-

Hispanic white children who demonstrate comparable behav-

iors (that are often diagnosed as CD and ODD in ethnic and

racial minority youth) tend to be diagnosed with conditions

such as mood, anxiety, development, or adjustment disorders

[1, 6, 9, 22].

Systemic Biases and Structural Racism

Individual biases, whether they are implicit or explicit, can

lead to systemic biases and structural racism as a whole.

Structural racism is defined as the ways in which a society

fosters racial discrimination through mutually reinforcing sys-

tems such as housing, education, employment, benefits, me-

dia, health care, and criminal justice [39]. For example, studies

have indicated that young African American boys are viewed

by others as older and less innocent compared to non-Hispanic

white peers of the same age [40]. Findings such as these indi-

cate how bias and racism can be implicated in police arrest

decisions, prosecutorial charges, and judicial sentencing

[40–42]. These systemic injustices and hostilities toward mi-

nority youth may instigate behaviors which commonly lead to

labels of ODD and CD, perpetuating a cycle of structural

racism: If minority youth perceive others viewing them as

older, more dangerous, more aggressive, and less innocent

than they really are, they may respond with aggressive and

defiant behaviors based on these perceptions [40].
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Limbic Reactivity

In order to better understand the behaviors that some youth may

display, it is important to appreciate how environments and social

interactions can influence a vulnerable developing brain.

Although trauma is difficult to define objectively, the Adverse

Childhood Experience (ACE) questionnaire assesses the pres-

ence of childhood experiences such as parent divorce, physical

or emotional abuse, sexual abuse, household substance use, or

incarceration of a family member. Higher ACE scores during

childhood have been significantly correlated with an increased

likelihood of mental health burden [43], and youth of ethnic and

racial minorities are exposed to violence and poverty at a signif-

icantly higher rate than non-Hispanicwhite youth and experience

a greater frequency of adverse childhood experiences [44].

Childhood trauma and adverse events alter trajectories of

brain development, disrupting neural circuitry and architec-

ture related to threat detection and emotional regulation [45].

Sustained exposure to environmental danger and potential

physical harm recalibrates the neural responsiveness of brain

regions such as the amygdala, enhancing vigilance to threat

and predisposing youth to reactive aggression, which may

help explain some of the symptomatology in ODD and CD

[45]. More specifically, this could help explain why disruptive

behavior diagnoses are often given among those who grow up

in dangerous and oppressive environments of violence or vic-

timization, which are primary factors in predicting conduct

problems [46]. Similarly, limbic reactivity could help explain

why youth in juvenile detention services have substantially

more trauma exposure than the general population [44]. By

understanding the influence of trauma and adverse events on

behavior, clinicians will be able to make more informed deci-

sions about the diagnoses that they provide.

ADHD and Diagnostic Biases

Clinician Biases

ADHD is less frequently diagnosed in ethnic and racial minori-

ties, even when controlling for confounding variables such as

adverse childhood experiences, prior juvenile offenses, and

sociodemographics [3–8]. African Americans are two and a half

times more likely to receive a diagnosis of CD than they are

ADHD and five times more likely than non-Hispanic white chil-

dren to receive a diagnosis of adjustment disorder than ADHD

[5]. Among childrenwith a potential need for ADHDmedication

(children with ADHD symptoms or diagnosis), African

American and Latino children are much less likely to ever re-

ceive ADHD medication than non-Hispanic white children [7].

Clinicians are also disproportionately responsive to non-Hispanic

white parents who are more likely to solicit an ADHD diagnosis

and treatment for their child [47].

Systemic Factors

There are also systemic factors which contribute to delayed

treatment or missed treatment opportunities for ADHD among

racial and ethnic minorities. African Americans and Latinos are

less likely to receive a referral by a school professional, are

more likely to report limited ability to pay for healthcare, and

in some racial/ethnic subcultures, may hold negative attitudes

toward identification of a mental health diagnosis [48]. African

Americans andHispanic children are more likely to discontinue

medication and are more likely to disengage from treatment

altogether, despite having greater overall mental healthcare

needs [49]. Children living in higher-income households

(> $70,000 a year, p < .001) are more likely to receive a diag-

nosis of ADHD [19], while children with Medicaid and public

insurance are five times more likely (6.5% vs. 1.3%, p < .001)

to have a diagnosis of conduct or behavioral problems com-

pared to children who were privately insured when controlling

for other demographic variables [50].

ADHD, ODD, and CD: Clinical and Social
Implications

When children are diagnosed with ADHD, they are diagnosed

with a condition that is supported with pharmacotherapy, be-

havioral interventions, and educational accommodations.

Although diagnosis of CD or ODD can be a catalyst for inter-

ventions such as behavioral therapy, the treatment atmosphere

is much more supportive in other mental health conditions

such as ADHD. Additionally, disruptive behavior disorders

may perpetuate bias, as physicians who provide a child or

adolescent with a diagnosis of CD are more likely to make

pessimistic predictions toward future behaviors of criminality

[16, 51]. These biases and perceptions of behavior may also

influence educators and school administrators [52].

Broadly, adolescents with mental health conditions often

report feeling stigmatized and isolated from peers, educators,

and even family members [53]. Parents themselves report

feeling stigmatized as well as a result of their child’s diagnosis

[54], particularly parents of children with ODD [55].

Although research in this area continues to grow, it is in the

clinical and educational experience of the authors and other

clinicians [56] that disruptive behavior disorders such as ODD

and CD are more stigmatized and therefore less socially sup-

ported than ADHD.

Biases toward ethnic and racial minority children, as well

as those with disruptive behavior disorders, can have detri-

mental effects on educational achievement. These biases

may lead educators to rely on harsh disciplinary practices

toward students to keep classroom order, leading minority

students to disengage from their education or mistrust educa-

tors [52]. Studies have suggested that biases may play a role in
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the significant disparities that exist for exclusionary disciplin-

ary practices (suspension, expulsion) among ethnic and racial

minority students [57]. A diagnosis of a disruptive behavior

disorder may also negatively impact a teacher’s ability to ob-

jectively evaluate other behaviors such as inattention or hy-

peractivity [58]. Bias can create a dangerous cycle for vulner-

able youth; African American students admit to being defiant

when teachers demonstrate low expectations for them, and

consequently, African American students are perceived as de-

fiant and subject to disciplinary measures when they do not

appear to be engaged in their schoolwork [59].

This cycle of low expectations and perceived defiance can

also lead to exclusionary disciplinary practices, which are not

only predictive of future contact with the juvenile justice sys-

tem, but also put students at risk for further disengagement in

school and poor academic achievement [57]. Suspension from

school is a stronger predictor of dropout than grade point aver-

age or socioeconomic status and leads to a significant increase

in the risk of juvenile justice system involvement, particularly

for African American students [60, 61]. These findings indicate

concern that diagnoses of ODD and CD may perpetuate struc-

tural racism and the unsettling cycle of disciplinary disparities,

poor academic achievement, school dropout, and increased risk

of juvenile or criminal justice involvement.

Strategies to Reduce Diagnostic Disparities
in Academic Psychiatry Settings

Addressing Unconscious Bias in Psychiatry Training

The disparate diagnoses in ADHD and disruptive behaviors

underscore the need for recognition of the role of unconscious

bias in evaluations and treatment plans, and calls for strategies

to address unconscious bias in psychiatric training.

Unfortunately, many interventions to address unconscious bias

are not evidence-based and some efforts may have unintended

consequences [62, 63]. For example, training individuals to

take ownership of their unconscious biases resulted in increased

racially biased behavior toward African Americans among in-

dividuals who had low internal motivation to respond without

prejudice [63]. Additionally, few interventions in implicit bias

have been tested longitudinally, which is problematic given that

in order to mitigate a social problem such as implicit bias, the

results of the intervention must prove durable over time [64].

The only intervention with documented success in address-

ing unconscious bias is the prejudice habit-breaking interven-

tion [65]. The prejudice habit-breaking intervention was spe-

cifically developed to produce enduring change by conceptu-

alizing bias as a habit that can be broken by increasing aware-

ness and concern about bias, understanding one’s own role in

perpetuating bias, instilling motivation to overcome bias, and

providing strategies to reduce bias [28]. Broadly, the prejudice

habit-breaking intervention is an interactive presentation

which provides evidence of implicit bias, origins and conse-

quences of implicit bias, and the cognitive strategies to over-

come bias such as perspective-taking and counterstereotypic

imaging. Additionally, participants of the prejudice habit-

breaking intervention are given feedback about their own im-

plicit biases as measured by the Implicit Association Test

(IAT), which is among the most commonly used methods of

measuring implicit bias [66]. The IAT provides data regarding

automatic associations that an individual has regarding two

concepts (such as African American and white), as well as

evaluations (good and bad) and stereotypes (athletic and

clumsy) [67]. Feedback from the IAT can be particularly edu-

cational in that it can provoke an unsettling awareness of one’s

own implicit biases and therefore serve as a catalyst for self-

acceptance of bias and cognitive and behavioral changes [28].

Although promising, this intervention has not yet been empir-

ically tested in medical professionals, and the extent to which

it would result in reductions in diagnostic biases is unknown.

However, in order for any intervention inmitigating uncon-

scious bias to be effective, trainees and clinicians must be cogni-

zant of how unconscious bias can influence their own practice.

Subsequently, personal awareness is not the only need, but a

concern with the implications of these effects is also needed in

order to effect change [65]. Although more research is needed in

how unconscious bias training can be more effectively measured

and implemented (and without any unintended consequences of

perpetuating prejudice or negative evaluations), a delivery of a

basic understanding of these principles during psychiatric train-

ing is warranted. For example, at the Medical University of

South Carolina, incoming psychiatry residents participate in a

four hour seminar on implicit bias as part of the core intern year

orientation. This educational opportunity follows a similar para-

digm as Devine’s prejudice habit-breaking intervention, utilizing

self-evaluation of bias through the IAT. Strategies to improve

awareness of implicit bias and to influence cognitive and behav-

ioral change should model the prejudice habit-breaking interven-

tion, and the material could be delivered through modalities such

as didactic lectures, panel discussions, and small group activities.

It may also be instructive to allow residents and programs to

better understand their own practices by examining the provision

of ADHD, ODD, and CD diagnoses among ethnic and racial

minorities in their own clinics. Tangible evidence of diagnostic

rates could help inform practice and add to the discussion of

implicit bias in residency training.

Education on Burnout and Bias

Clinician burnout is characterized by depersonalization, emo-

tional exhaustion, and a reduced sense of personal accom-

plishment [68]. Clinicians who experience burnout rely more

heavily on implicit and explicit biases during periods of stress

and increased cognitive workload, as their capacity to regulate
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biases may be reduced during these times [68, 69]. In addition

to the stress of working in demanding clinical environments, a

sense of powerlessness in treating patients who are subjected

to adverse social situations and inadequate resources can also

contribute to burnout [70, 71]. This can be particularly true for

those working with patients affected by severe mental health

conditions [72].

Although individual recognition of the relationship be-

tween burnout and biases is important, it is also necessary

for those in education leadership to ensure that trainees are

allowed sufficient time and resources for thoughtful and in-

formed diagnostic evaluations. Ensuring that trainees have the

skills and information to recognize the effects of burnout with-

in themselves and others is a responsibility that program lead-

ership shares with their residents and medical students.

Providing education on how the effects of fatigue and burnout

can influence clinical evaluations and decision-making is also

critical. In addition to education, trainees should be provided

an opportunity to reflect on how long hours, high patient vol-

ume, feelings of powerlessness, and other cognitive stressors

can potentiate implicit biases. Studies have shown that facili-

tated physician discussion groups which incorporate reflec-

tion, mindfulness, and shared experiences can lead to a lasting

improvement in meaning and engagement in work, as well as

reduce depersonalization [73].

Cultural Formulation

Once trainees have been taught to identify some of their own

biases, they can then more readily appreciate that there are

cultural and ethnic differences in how families, parents, and

peer groups may describe symptoms of disruptive behavior. A

family’s cultural background can influence the expression,

interpretation, and value given to the symptoms that are ob-

served in disruptive behavior disorders [74]. Cultural factors

can also affect diagnosis in that some cultures may be more or

less tolerable of dysfunctional behaviors [75]. For example,

African American parents are more likely to describe their

children's symptoms in ways that emphasize disruptive behav-

ior, which may lead to an incomplete representation or misat-

tribution of symptoms [5]. On the other hand, youth from

families of Asian cultures commonly are taught to suppress

anger and strong emotions [75, 76]. These findings alone do

not account for the disparate rates of disruptive behavior dis-

orders and ADHD, but add to the aforementioned complexity

of providing a diagnosis. A broad awareness of these cultural

differences should not be used to consciously filter parent

reports of symptomatology as this could only reinforce biases;

however, it is important for clinicians to at least be aware that

parents of differing races, cultures, and ethnicities may have

differences in the way they report similar behaviors.

Academic psychiatrists should be encouraged to find ways

in which they can teach more culturally informed interviews

to trainees. Awareness and acknowledgement of the cultural

differences which can influence behaviors and reports of be-

haviors are needed for more effective and culturally informed

interviewing. Other suggestions include incorporating cultur-

ally sensitive diagnostic tools to more accurately assess youth,

in particular the DSM’s Cultural Formulation Interview [16,

77]. These tools can help clinicians more effectively assess

cultural, environmental, and social influences of behaviors in

order to distinguish behavioral manifestations of stress, trau-

ma, and underlying mental health conditions.

Structural Competency

In addition to developing a more culturally appropriate formu-

lation for patients, education should also aim to improve struc-

tural competency. Structural competency is defined as the

trained ability to discern how symptoms, behaviors, attitudes,

or diseases represent the downstream implications of upstream

influences such as healthcare and food delivery systems, zon-

ing laws, and infrastructure [78]. Broadly, structural compe-

tency allows clinicians to better understand how social condi-

tions undermine the ability of patients to access care, adhere to

treatment, and modify lifestyle choices [79]. Structural com-

petency has become a recent priority in academic medicine,

and the structural vulnerability assessment tool is a question-

naire and guide that has been developed in order to promote

structural competency and expand the traditional social histo-

ry component of a psychiatric interview [79]. Incorporating

interventions such as the structural vulnerability assessment

tool will help psychiatry residents better understand how neg-

ative health outcomes can be imposed by social determinants

of health, leading to more relevant history-taking and more

informed diagnosis and treatment plans.

In conclusion, disruptive behaviors can derive from a myr-

iad of sources including depression, anxiety, and adverse

childhood experiences. The evidence is clear that the diagno-

ses of ODD and CD are given in a disparate fashion to ethnic

and racial minority youth, and clinician biases may be con-

tributing. Diagnoses affect whether treatment plans offer sup-

portive or behavioral control measures, and may also affect

adults’ perceptions of a young person, and even a youth’s self-

perception. These perceptions can influence the way in which

systems interact with youth and the way young people interact

with authority figures and systems, which has implications for

medical, educational, and juvenile justice settings. Addressing

unconscious bias in psychiatric training is imperative to en-

sure that vulnerable ethnic and racial minority youth receive

fair, objective, and culturally informed evaluations.

Compliance with ethical standards

Disclosures Dr. Gray has provided consultation to Pfizer; otherwise, the
authors have no disclosures.

Acad Psychiatry (2020) 44:95–102100



References

1. Feisthamel KP, Schwartz RC. Differences in mental health coun-
selors’ diagnoses based on client race: an investigation of adjust-
ment, childhood, and substance-related disorders. J Ment Health
Couns. 2009;31:47–59.

2. Cameron M, Guterman N. Diagnosing conduct problems of chil-
dren and adolescents in residential treatment. Child Youth Care

Forum. 2007;36(1):1–10.

3. Flores G, Lin H. Trends in racial/ethnic disparities in medical and

oral health, access to care, and use of services in us children: has
anything changed over the years? Int J Equity Health. 2013;12(1):
10–0. https://doi.org/10.1186/1475-9276-12-10.

4. United States Department of Education, Office of Special
Education and Rehabilitative Services, Office of Special
Education Programs. Identifying and treating attention deficit hy-

peractivity disorder: a resource for school and home. Washington,
DC: US Department of Education, 2008.

5. Mandell DS, Ittenbach RF, Levy SE, Pinto-Martin JA. Disparities
in diagnoses received prior to a diagnosis of Autism Spectrum
Disorder. J Autism Dev Disord. 2007;37(9):1795–802.

6. Baglivio MT, Wolff KT, Piquero AR, et al. Racial/ethnic
disproportionality in psychiatric diagnoses and treatment in a sam-
ple of serious juvenile offenders. J Youth Adolesc : a

Multidisciplinary Research Publication. 2017;46(7):1424–51.

7. Coker TR, Elliott MN, Toomey SL, et al. Racial and ethnic dispar-

ities in ADHD diagnosis and treatment. Pediatrics. 2016;138(3).

8. Morgan PL, Staff J, Hillemeier MM, et al. Racial and ethnic dis-

parities in ADHD diagnosis from kindergarten to eighth grade.
Pediatrics. 2013;132(1):85–93.

9. Clark E. Conduct disorders in African American adolescent males:
The perceptions that lead to overdiagnosis and placement in special
programs. Alabama Counseling Association Journal. 2007;33(2):
1–7.

10. Harvey EA, Breaux RP, Lugo-Candelas CI. Early development of
comorbidity between symptoms of attention-deficit/hyperactivity

disorder (ADHD) and oppositional defiant disorder (ODD). J
Abnorm Psychol. 2016;125(2):154–67.

11. Tung I, Li J, Meza J, Jezior K, Kianmahd J, Hentschel P, et al.
Patterns of comorbidity among girls with adhd: a meta-analysis.
Pediatrics. 2016;138(4).

12. Drerup LC, Croysdale A, Hoffman NG. Patterns of behavioral
health conditions among adolescents in a juvenile justice system.
Prof Psychol Res Pract. 2008;39(2):122–8.

13. American Psychiatric Association. Diagnostic and statistical man-
ual of mental disorders. 5th ed. Washington, DC: American

Psychiatric Publishing; 2013.

14. Burke JD, Waldman I, Lahey BB. Predictive validity of childhood

oppositional defiant disorder and conduct disorder: implications for
the DSM-V. J Abnorm Psychol. 2010;119(4):739–51.

15. Drabick DA, Gadow KD, Loney J. Source-specific oppositional
defiant disorder: comorbidity and risk factors in referred elementary
schoolboys. J Am Acad Child Adolesc Psychiatry. 2007;46(1):92–
101.

16. Mizock L, Harkins D. Diagnostic bias and conduct disorder: im-
proving culturally sensitive diagnosis. Child Youth Serv. 2011;32:

243–53.

17. Kennerley S, Jaquiery B, Hatch B, Healey M, Wheeler B, Healey

D. Informant discrepancies in the assessment of attention-deficit/
hyperactivity disorder. J Psychoeduc Assess. 2018;36(2):136–47.

18. Faraone SV, Larsson H. Genetics of attention deficit hyperactivity
disorder. Mol Psychiatry. 2019;24(4):562–75.

19. Getahun D, Jacobsen SJ, Fassett MJ, et al. Recent trends in child-
hood attention-deficit/hyperactivity disorder. JAMA Pediatr.
2013;167(3):282–8.

20. Visser SN, Blumberg SJ, Danielson ML, Bitsko RH, Kogan MD.

State-based and demographic variation in parent-reported medica-
tion rates for attention-deficit/hyperactivity disorder, 2007-2008.
Prev Chronic Dis. 2013;10:E09.

21. Thapar A, Cooper M, Jefferies R, Stergiakouli E. What causes
attention deficit hyperactivity disorder? Arch Dis Child.

2011;97(3):260–5.

22. Dalton RF, Evans LJ, Cruise KR, et al. Race differences in mental
health service access in a secure male juvenile justice facility. J
Offender Rehabil. 2009;48(3):194–209.

23. Dodge KA, Pettit GS. A biopsychosocial model of the development
of chronic conduct problems in adolescence. Dev Psychol.

2003;39(2):349–71.

24. Cooley-Quille M, Boyd RC, Frantz E, Walsh J. Emotional and
behavioral impact of exposure to community violence in inner-
city adolescents. J Clin Child Psychol. 2001;30(2):199–206.

25. FitzGerald C, Hurst S. Implicit bias in healthcare professionals: a
systematic review. Bmc Medical Ethics. 2017;18(1):19–9. https://

doi.org/10.1186/s12910-017-0179-8.

26. Devine PG. Stereotypes and prejudice: their automatic and con-
trolled components. J Pers Soc Psychol. 1989;56(1):5.

27. Greenwald AG, Banaji MR. Implicit social cognition: attitudes,
self-esteem, and stereotypes. Psychol Rev. 1995;102:4–27.

28. Devine PG, Forscher PS, Austin AJ, CoxWT. Long-term reduction
in implicit race bias: a prejudice habit-breaking intervention. J Exp

Soc Psychol. 2012;48(6):1267–78. https://doi.org/10.1016/j.jesp.
2012.06.003.

29. Dovidio J, Fiske S. Under the radar: how unexamined biases in
decision-making processes in clinical interactions can contribute
to health care disparities. Am J Public Health. 2012;102(5):945–

52. https://doi.org/10.2105/AJPH.2011.300601.

30. Hall WJ, ChapmanMV, Lee KM,Merino YM, Thomas TW, Payne
BK, et al. Implicit racial/ethnic bias among health care professionals
and its influence on health care outcomes: a systematic review. Am

J Public Health. 2015;105:60–76.

31. Green AR, Carney DR, Pallin DJ, Ngo LH, Raymond KL, Iezzoni
LI, et al. Implicit bias among physicians and its prediction of
thrombolyisis decisions for black and white patients. J Gen Intern
Med. 2007;22(9):1231–8.

32. van Ryn M, Burgess DJ, Dovidio JF, Phelan SM, Saha S, Malat J,

et al. The impact of racism on clinician cognition, behavior, and
clinical decision making. Du Bois Review : Social Science
Research on Race. 2011;8(1):199–218.

33. Fitzgerald C, Hurst S. Implicit bias in healthcare professionals: a
systematic review. BMC Med Ethics. 2017;18:1–18.

34. Neighbors H, Trierweiler S, Ford B, Muroff J. Racial differences in

dsm diagnosis using a semi-structured instrument: the importance
of clinical judgment in the diagnosis of African Americans. J Health
Soc Behav. 2003;44(3):237–56.

35. Olbert CM, Nagendra A, Buck B. Meta-analysis of black vs white
racial disparity in schizophrenia diagnosis in the United States: do

structured assessments attenuate racial disparities? J Abnorm
Psychol. 2018;127:104–11.

36. Gara MA, Vega WA, Arndt S, et al. Influence of patient race and
ethnicity on clinical assessment in patients with affective disorders.
Arch Gen Psychiatry. 2012;69:593–600.

37. Dana RH.Mental health services for African Americans: a cultural/

racial perspective. J Hum Growth Dev. 2012;9:63–73.

38. Spencer SZ. The sociopolitics of Black men and criminality in the
media: shaping perception, impression, and affect control. Int J Soc
Sci Res Pract. 2013;1:149–73.

39. Bailey Z, Krieger N, Agénor M, Graves J, Linos N, Bassett M.

Structural racism and health inequities in the USA: evidence and
interventions. Lancet (Lond, Engl). 2017;389(10077):1453–63.
https://doi.org/10.1016/S0140-6736(17)30569-X.

Acad Psychiatry (2020) 44:95–102 101

https://doi.org/10.1186/1475-9276-12-10
https://doi.org/10.1186/s12910-017-0179-8
https://doi.org/10.1186/s12910-017-0179-8
https://doi.org/10.1016/j.jesp.2012.06.003
https://doi.org/10.1016/j.jesp.2012.06.003
https://doi.org/10.2105/AJPH.2011.300601
https://doi.org/10.1016/S0140-6736(17)30569-X


40. Goff PA, Jackson MC, Di Leone BA, et al. The essence of inno-

cence: consequences of dehumanizing Black children. J Pers Soc
Psychol. 2014;106(4):526.

41. Stevens T, Morash M. Racial/ethnic disparities in boys’ Probability
of Arrest and Court Actions in 1980 and 2000: the disproportionate

impact of “Getting Tough” on crime. Youth Violence Juvenile
Justice. 2015;13:77–95.

42. Wu J. Racial/ethnic discrimination and prosecution. Crim Justice
Behav. 2016;43:437–58.

43. Baglivio MT, Epps N, Swartz K, et al. The prevalence of adverse
childhood experiences (ACE) in the lives of juvenile offenders. J
Juv Justice 2014;3:1–23.

44. Crouch JL, Hanson RF, Saunders BE, et al. Income, race/ethnicity,

and exposure to violence in youth: results from the National Survey
of Adolescents. J Commun Psych. 2000;28:625–41.

45. Teicher MH, Samson JA, Anderson CM, Ohashi K. The effects of
childhood maltreatment on brain structure, function and connectiv-

ity. Nat Rev Neurosci. 2016;17(10):652–66.
46. Flannery DJ,Wester KL, SingerMI. Impact of exposure to violence

in school on child and adolescent mental health and behavior. J
Commun Psychol. 2004;32:559–73.

47. Leslie LK, Plemmons D, Monn AR, Palinkas LA. Investigating
ADHD treatment trajectories: listening to families’ stories about
medication use. J Dev Behav Pediatr. 2007;28(3):179–88.

48. Hervey-Jumper H, Douyon K, Falcone T, Franco KN. Identifying,

evaluating, diagnosing, and treating ADHD in minority youth. J
Atten Disord. 2008;11(5):522–8.

49. Cummings JR, Ji X, Allen L, et al. Racial and ethnic differences in
ADHD treatment quality among medicaid-enrolled youth.

Pediatrics. 2017;139(6).
50. Dunworth C. Demographic disparities in children with behavioral or

conduct disorders. Theses and Dissertations: Public Health. 2015.
Accessed 3/6/19. Retrieved at: https://uknowledge.uky.edu/cph_etds/40.

51. Rockett JL, Murrie DC, Boccaccini MT. Diagnostic labeling in
juvenile justice settings: do psychopathy and conduct disorder find-
ings influence clinicians? Psychol Serv. 2007;4(2):107–22.

52. Okonofua JA, Walton GM, Eberhardt JL. Avicious cycle. Perspect

Psychol Sci. 2016;11(3):381–98.
53. Moses T. Being treated differently: stigma experiences with family,

peers, and school staff among adolescents with mental health dis-
orders. Soc Sci Med (1982). 2010;70(7):985–93. https://doi.org/10.

1016/j.socscimed.2009.12.022.
54. Eaton K, Ohan J, Stritzke W, Corrigan P. Failing to meet the good

parent ideal: self-stigma in parents of children with mental health
disorders. J Child Fam Stud. 2016;25(10):3109–23. https://doi.org/

10.1007/s10826-016-0459-9.
55. Clarke J, Van Ameron G. Parents whose children have oppositional

defiant disorder talk to one another on the internet. Child Adolesc
Soc Work J. 2015;32(4):341–50. https://doi.org/10.1007/s10560-

015-0377-5.
56. Poulton A. Time to redefine the diagnosis of oppositional defiant

disorder. J Paediatr Child Health. 2011;47(6).

57. Skiba RJ, Arredondo MI, Williams NT. More than a metaphor: the
contribution of exclusionary discipline to a school-to-prison pipe-
line. Equity Excell Educ. 2014;47(4):546–64.

58. Stevens J, Quittner AL. Factors influencing elementary school

teachers ratings of ADHD and ODD behaviors. Journal of
Clinical Child Psychology. 1998;27(4):406–14.

59. Gregory A, Weinstein RS. The discipline gap and African
Americans: defiance or cooperation in the high school classroom.

J Sch Psychol. 2008;46(4):455–75.
60. Suh S, Suh J. Risk factors and levels of risk for high school drop-

outs. Prof Sch Couns. 2007;10(3):297–306.
61. Balfanz R, Byrnes V, Fox J. Sent home and put off track: The

antecedents, disproportionalities, and consequences of being
suspended in the 9th grade. In: Losen DJ, editor. Closing the school

discipline gap: equitable remedies for excessive exclusion. New

York: Teachers College Press; 2015.

62. Moss-Racusin CA. van der Toorn, J, Dovidio, et al. Scientific di-
versity interventions. Science. 2014;343(6171):615–6.

63. Cooley E, Lei RF, Ellerkamp T. The mixed outcomes of taking

ownership for implicit racial biases. Personal Soc Psychol Bull.
2018;44(10):1424–34.

64. Forscher P, Lai C, Axt J, Ebersole C, Herman M, Devine P, et al. A
meta-analysis of procedures to change implicit measures. J Pers Soc

Psychol. 2019;2019. https://doi.org/10.1037/pspa0000160.

65. Forscher PS, Mitamura C, Dix EL, et al. Breaking the prejudice
habit: mechanisms, timecourse, and longevity. J Exp Soc Psychol.
2017;72(Supplement C):133–46.

66. Greenwald A, McGhee D, Schwartz J. Measuring individual differ-
ences in implicit cognition: the implicit association test. J Pers Soc
Psychol. 1998;74(6):1464–80.

67. ProjectImplicit. About the IAT. Retrieved July 27, 2019, from
https://implicit.harvard.edu/implicit/iatdetails.html.

68. Dyrbye L, Herrin J, West C, Wittlin N, Dovidio J, Hardeman R,
et al. Association of racial bias with burnout among resident phy-

sicians. JAMA Netw Open. 2019;2(7):197457. https://doi.org/10.
1001/jamanetworkopen.2019.7457.

69. Johnson TJ, Hickey RW, Switzer GE, et al. The impact of cognitive
stressors in the emergency department on physician implicit racial

bias. Acad Emerg Med. 2016;23(3):297–305.

70. Cervantes L, Richardson S, Raghavan R, Hou N, Hasnain-Wynia
R, Wynia MK, et al. Clinicians' perspectives on providing

emergency-only hemodialysis to undocumented immigrants: a
qualitative study. Ann Intern Med. 2018;169(2):78–86.

71. Eisenstein L. To fight burnout, organize. N Engl J Med.
2018;379(6):509–11.

72. Sylvestre J, Notten G, Kerman N, Polillo A, Czechowki K. Poverty
and serious mental illness: toward action on a seemingly intractable
problem. Am J Community Psychol. 2018;61(1-2):153–65. https://
doi.org/10.1002/ajcp.12211.

73. West C, Dyrbye L, Rabatin J, Call T, Davidson J, Multari A, et al.
Intervention to promote physician well-being, job satisfaction, and
professionalism: a randomized clinical trial. JAMA Intern Med.
2014;174(4):527–33. https://doi.org/10.1001/jamainternmed.2013.

14387.

74. Canino G, Lewis Fernández R, Bravo M. Methodological chal-
lenges in cross-cultural mental health research. Transcult

Psychiatr Res Rev. 1997;34(2):163–84.

75. Canino G, Polanczyk G, Bauermeister JJ, Rohde LA, Frick PJ.
Does the prevalence of CD and ODD vary across cultures? Soc
Psychiatry Psychiatr Epidemiol. 2010;45(7):695–704. https://doi.

org/10.1007/s00127-010-0242-y.

76. Butler EA, Lee TL, Gross JJ. Emotion regulation and culture: are
the social consequences of emotion suppression culture-specific?
Emotion. 2007;7:30–48.

77. Lewis-Fernández R, Aggarwal NK, Hinton L, Hinton DE,
Kirmayer LJ, editors. DSM-5 handbook on the cultural formulation
interview. Arlington, VA: American Psychiatric Publishing, Inc.;
2016.

78. Metzl J, Hansen H. Structural competency: theorizing a new medical
engagement with stigma and inequality. Soc Sci Med (1982).
2014;103:126–33. https://doi.org/10.1016/j.socscimed.2013.06.032.

79. Bourgois P, Holmes S, Sue K, Quesada J. Structural vulnerability:
operationalizing the concept to address health disparities in clinical
care. AcademicMedicine : Journal of the Association of Acad Med
2017 ;92(3) :299–307. h t tps : / /do i .o rg /10 .1097/ACM.

0000000000001294.

Publisher’s Note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.

Acad Psychiatry (2020) 44:95–102102

https://uknowledge.uky.edu/cph_etds/40
https://doi.org/10.1016/j.socscimed.2009.12.022
https://doi.org/10.1016/j.socscimed.2009.12.022
https://doi.org/10.1007/s10826-016-0459-9
https://doi.org/10.1007/s10826-016-0459-9
https://doi.org/10.1007/s10560-015-0377-5
https://doi.org/10.1007/s10560-015-0377-5
https://doi.org/10.1037/pspa0000160
https://implicit.harvard.edu/implicit/iatdetails.html
https://doi.org/10.1001/jamanetworkopen.2019.7457
https://doi.org/10.1001/jamanetworkopen.2019.7457
https://doi.org/10.1002/ajcp.12211
https://doi.org/10.1002/ajcp.12211
https://doi.org/10.1001/jamainternmed.2013.14387
https://doi.org/10.1001/jamainternmed.2013.14387
https://doi.org/10.1007/s00127-010-0242-y
https://doi.org/10.1007/s00127-010-0242-y
https://doi.org/10.1016/j.socscimed.2013.06.032
https://doi.org/10.1097/ACM.0000000000001294
https://doi.org/10.1097/ACM.0000000000001294

	Unconscious Bias and the Diagnosis of Disruptive Behavior Disorders and ADHD in African American and Hispanic Youth
	Disruptive Behavior Disorders and ADHD: Prevalence, Disparities, and Risk Factors
	Disruptive Behavior Disorders and ADHD: Challenges in Assessment
	Unconscious Bias
	Disruptive Behavior Disorders: Clinician Biases, Systemic Biases, and Limbic Reactivity
	Clinician Biases
	Systemic Biases and Structural Racism
	Limbic Reactivity

	ADHD and Diagnostic Biases
	Clinician Biases
	Systemic Factors

	ADHD, ODD, and CD: Clinical and Social Implications
	Strategies to Reduce Diagnostic Disparities in Academic Psychiatry Settings
	Addressing Unconscious Bias in Psychiatry Training
	Education on Burnout and Bias
	Cultural Formulation
	Structural Competency

	References


