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OPPOSITIONAL DEFIANT DISORDER: THE NEED FOR AN ANTIRACIST
APPROACH

Oppositional defiant disorder (ODD) is a childhood disruptive, impulse
control, and conduct disorder characterized by anger or irritability, argu-
mentativeness or defiance, and vindictiveness (Table 1).1 Black, Hispanic,
and American Indian/Alaska Native children—hereafter referred to as
racially minoritized children—are more likely to be diagnosed with
ODD than white children.2–4 One recent large-scale analysis found that
the diagnosis of ODD is 35%more prevalent in Black people than in white
people.5 These disparities worsen in juvenile detention and child welfare
settings, where racially minoritized youth are overrepresented.6,7

ODD describes the presence of unwanted behaviors and suggests they
are features of the child, rather than manifestations of underlying neuro-
developmental difference (eg, autism), prior history (eg, trauma), or co-
occurring mental health challenges (eg, depression).1 The diagnosis
becomes racist when applied indiscriminately to racially minoritized chil-
dren as a “bad kid” label, placing blame on them for these unwanted behav-
iors. Doing so is especially problematic when these behaviors serve as
reactions or adaptations to racism. This misattribution can incite adverse
outcomes, including missed treatment opportunities from misdiagnosis,
failure to protect against racism, and harsher school disciplinary practi-
ces.2,3,8–10

However, there are no specific guidelines that take an antiracist
approach to protect children against this harm.11,12 This antiracist
approach addresses this void, urging clinicians to recognize the historical
legacy of racism shaping ODD overdiagnosis; the racism influencing diag-
nosis and treatment; and key documentation, psychoeducation, and clini-
cal activism strategies.13,14 Two real-life cases illustrate how it confronts
the racism shaping ODD in practical contexts (Tables 2 and 3).

STEP 1: CONNECT ODD OVERDIAGNOSIS TO MENTAL HEALTH CARE’S
LEGACY OF RACISM

Aggression and defiance can be powerful transgenerational adaptations to
histories and systems of oppression. Yet organized mental health has his-
torically pathologized racially minoritized people’s resistance to racial vio-
lence at the expense of denouncing racial violence itself.15 For
drapetomania, or “runaway slave syndrome,” coined by Dr Samuel
Cartwright in 1851, the recommended treatment was whipping.16

During the Civil Rights Movement, psychiatrists labeled Black men cham-
pioning their human rights with a “protest psychosis” diagnosis.17 In both
cases, more humane alternatives, like abolishing slavery, instead of whip-
ping enslaved people, were disregarded. Notably, in the 1960s, other
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mental health professionals were championing racism’s
eradication, rather than diagnosing protest psychosis, as
the definitive pathology underlying minoritized discon-
tent.18,19 Both diagnoses reneged on a duty to advocate
against social injustice.

Mental health care’s legacy of racism, while distinctly
anti-Black due to its intertwinement with slavery, has not
spared other racialized groups. Intelligence testing created
by psychologists justified 20th-century eugenics mass steri-
lization campaigns targeting Black, Hispanic, and American
Indian girls and women.20,21 This testing has contributed to
racially minoritized children’s overrepresentation in spe-
cial education placement.22 ODD’s overdiagnosis today per-
petuates this legacy’s normalization of racial oppression,
pathologizing of resistance, and behavioral control as inter-
vention, rather than advocacy against racial violence.13

Because diagnostic labels remain an enduring weapon of
choice for white normativity, clinicians should think twice
about applying ODD to racially minoritized children.
Repairing this history involves challenging it, not perpetu-
ating it.13,14

STEP 2: DIAGNOSE THE RACISM INVOLVED

An antiracist approach to racially minoritized children with
ODDmandates analyzing how racism shapesmisdiagnosis—
not automatically implementing the adult supervision,
discipline, and parent training recommended by practice
parameters.11,12 Recognizing pertinent inequities helps
pediatric clinicians avoid the following:

• Perpetuating anger and adultification biases: Adults are
more likely to perceive Black children as stronger, more

TABLE 1. Abridged Diagnostic Criteria for Oppositional Defiant
Disorder (Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition, Text Revision [DSM-5-TR])
A pattern of angry/irritable mood, argumentative/defiant behavior, or
vindictiveness lasting at least 6 months, as evidenced by at least 4
symptoms from any of the following categories, as exhibited during
interaction with at least 1 individual who is not a sibling.

Angry/irritable mood
1. Often loses temper
2. Is often touchy or easily annoyed
3. Is often angry and resentful

Argumentative/defiant behavior
4. Often argues with authority figures or, for children and adolescents, with

adults
5. Often actively defies or refuses to comply with requests from authority

figures or with rules
6. Often deliberately annoys others
7. Often blames others for his or her mistakes and misbehavior

Vindictiveness
8. Has been spiteful or vindictive at least twice within the past 6 mo

Mild: Symptoms confined to only 1 setting (home, work, school, peers)

Moderate: Symptoms present in at least 2 settings

Severe: Symptoms present in 3 or more settings

TABLE 2. Applying an Antiracist Approach to ODD to Protect a Child Against Racist Harm: Case 1
Brief case formulation: A child aged 17 y previously diagnosed with ODD has spent much of his adolescence in juvenile detention settings or suspended from
school. After being caught smoking cannabis while on probation, he is sent to a residential facility far from home. He runs away but is quickly detained
again, eventually being released to his guardian’s home. He presents for his annual physical with his new pediatrician.

Step 1: Connect ODD to the legacy of racism in
mental health care

The pediatrician, noting he is a racially minoritized child with an ODD diagnosis, invokes an antiracist
approach. They question whether the behaviors reflect a response to his traumatic experiences with
the police, rather than an innate predisposition. They consult with the mental health clinician
integrated into their primary care clinic.

Step 2: Diagnose the racism Both clinicians discern that the child has been exposed to many adults (teachers, principals, doctors,
public defenders, police, probation officers) who perceive him as being angrier and less innocent than
he is. His middle school principal reported the argumentative and defiant behavior resulting in the
ODD diagnosis made by a school psychologist. They worry the child has been subjected to harsh
disciplinary measures, leading to severe distress driving cannabis use and resulting in probation
violations. They recognize the inequities shaping this child’s experience, specifically that Black children
are more likely to be arrested, compared with white youth, and less likely to be diverted. The mental
health clinician conducts a probing diagnostic assessment that reveals childhood trauma stemming
from an uncle who was shot and killed by the police. The child experienced this loss at the beginning
of middle school before he was diagnosed with ODD. However, school records make no mention of this
trauma. The child’s guardian shares that the principal “treated my son like a criminal” and called him
“oppositional” and “defiant.” When the mental health clinician probes about other relationships in
other settings, the guardian emphasizes that other teachers found him respectful and polite, and
family members often ask him to babysit his younger cousins. Both clinicians are concerned that the
ODD misdiagnosis has hastened this child’s traumatic journey along the school-to-prison trajectory
while neglecting his suspected posttraumatic stress disorder.

Step 3: Engage in antiracist psychoeducation,
documentation, and clinical activism

The pediatrician notes that racism is not mentioned once in the chart and that the child is labeled
“African American,” even though he identifies as being “Afro-Latino.” They document how the child has
been inappropriately labeled with ODD, his mistreatment, overlooked, and his “misbehavior” is an
adaptive cry for help. The child’s posttraumatic stress disorder has been overlooked and gone
untreated. They share these concerns with the child’s guardian, who agrees, and draft a letter of
support to the child’s public defender expressing their concerns.

Outcome: The attorney shares the letter with the judge who agrees that the child has been unfairly labeled and that his distress is being punished, rather
than treated. The judge reroutes the child to a diversion program. Feeling more seen by the adults in his life, the child begins attending therapy and stops
smoking cannabis.

Abbreviation: ODD, oppositional defiant disorder.
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adultlike, less innocent, and less deserving of attention
than white children.23–25 These biases, derived from
anti-Black ideologies legitimizing enslaved children’s
abuse, persist through racially minoritized children’s
overpunishment, criminalization, and neglect of their
pain, emotional and physical.26–28 When children are
labeled oppositional, contextualization should follow.
It includes scrutinizing the adult authority figures (clini-
cians, teachers, school administrators, and police
officers) assessing them; conducting impartial assess-
ments of their emotions and behaviors; and making
ample attempts to identify dehumanization and
discrimination.

• Ignoring intersecting systems of oppression:
Adultification biases impact racially minoritized girls in
unique ways.25 Negative stereotypes of Black women
being angry, aggressive, and hypersexual lead adults to
treat Black girls inappropriately, punishing them for
subjective infractions, like disruption or disobedience,
that their peers evade.23–25 They are suspended at 5
times the rate of white girls, while American Indian girls
experience suspension at over twice the rate.29,30

Racially minoritized lesbian, gay, bisexual, transgender,

and questioning (LGBTQ) students often endure multiple
forms of bullying and harassment and punishment for
their clothing, gender presentation, and public displays
of affection, leading to increased rates of disciplinary
actions within school environments.31 LGBTQ girls in
particular are disproportionately punished due to
normative societal expectations for sexual behavior
and gender identity.32,33 These inequities warrant
exploring differential treatment at school (case 2) while
noting ODD’s gender differences. Girls experience more
internalizing symptomatology than boys. ODD is more
common in boys during childhood, but this gender gap
narrows in adolescence.34

• Misdiagnosing: Mitigating racial discrimination’s harm
involves considering alternative diagnoses, like atten-
tion-deficit/hyperactivity disorder (ADHD) or autism
spectrum disorder, which can present similarly to
ODD.2,35 Although a defining feature of ODD, irritability
is not diagnostic. A nonspecific indicator, irritability in
youth warrants checking for mood and anxiety disorders
and posttraumatic stress disorder.36 Clinicians requiring
a diagnosis for billing but lacking time to probe for
trauma, attentional challenges, and mood symptoms

TABLE 3. Applying an Antiracist Approach to ODD to Protect a Child Against Racist Harm: Case 2
Brief case formulation: A child aged 15 y is brought in by police to an ED after running away from their group home. They are on a legal hold. They arrive
physically restrained, crying and pleading. The EMT introduces them as a “15-year-old Hispanic female, a frequent flier, brought in again for danger to
others. Being loud and aggressive, angry and irritable with everyone for weeks.” The danger to others pertains to the child resisting restraint from the EMTs
after the group home called 911 to report they ran away. The EMT adds, “This is the final straw—the group home wants to kick them out. They’ve got an
attitude and are really sassy.” The hospital is a busy public facility, there is no child psychiatrist in the region, and the adult psychiatrist only rotates during
the day. This unavailability leaves the ED physician to manage this child. The ED physician reviews their chart and notes they have been brought in from their
group home in restraints multiple times, received multiple chemical restraints, and have a historical diagnosis of ODD.

Step 1: Connect ODD overdiagnosis to the legacy of
racism in mental health care

The ED physician immediately questions whether the perception of this child being violent obscures
the violence the child has endured. They ask the EMT to avoid calling them a “frequent flier,” accusing
them of having an attitude and being sassy, and making harsh statements in front of the child so they
are not adultified or degraded. They focus on removing the restraints so they are not further violated
and establishing themselves as an advocate, not an authority figure, stating, “I am so sorry this
happened. I am here to help.”

Step 2: Diagnose the racism The physician probes for additional sources of violence and discrimination. They learn the child was
sent to foster care when they were aged 12 y and have since bounced from one foster home or group
home to another. When asked whether they have ever been abused, they freeze and say nothing. The
child is clearly precocious, but they missed a lot of school during their early childhood, and this
resulted in punishments that alienated them. When asked about differential treatment at school, they
note they have been sent to the principal’s office for disobedience, adding, “I always get in trouble for
stuff everyone else does, but they get away with it. The teachers seem to hate me.” It is clear the
child is running away from the group home because they are distressed and do not trust adult
authority figures to help them. The ED physician wonders whether their irritability is related to being
depressed but has been misconstrued as anger. The child cries during most of the assessment. The
physician responds, “I am concerned you have been mislabeled and mistreated. You have been
through so much and deserve to get help. I am sorry we have failed you.” They peruse the chart to
assess how the ODD diagnosis was made and see that it was entered into the chart during the very
first ED visit 2 years earlier, but there is no clear explanation of how the child met the diagnostic
criteria. Instead, ODD has been copied and pasted into every subsequent ED visit without diagnostic
justification.

Step 3: Engage in antiracist psychoeducation,
documentation, and clinical activism

The physician notes no mention of the child’s behavior in relation to racism or mistreatment in the
chart. Worried the child is traumatized, depressed, and being actively abused, they break with the
usual pattern of restraining, injecting, and discharging the child back to the group home. They,
instead, ask for a psychiatry consultation while documenting their concerns for the child’s life
trajectory as they are being hurled down the school-to-prison trajectory pipeline, noting the child’s
unrecognized intelligence, capacity to connect, and resilience.

Outcome: The psychiatry service reviews the chart, noting the ED physician’s concerns that the child has been misdiagnosed with ODD and that their
symptoms have not been contextualized amid the racism and trauma they have experienced. Their mental health evaluation comes from a place of
compassion, not judgment, and the child responds by opening up about feeling suicidal. The psychiatry service rejects the ODD diagnosis, diagnoses the child
with untreated severe depression, and recommends inpatient psychiatric hospitalization for stabilization.

Abbreviations: ED, emergency department; EMT, emergency medical technician; ODD, oppositional defiant disorder.
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might consider less stigmatizing alternatives, including
the various adjustment disorders or unspecified behav-
ioral and emotional disorders with onset usually occur-
ring in childhood and adolescence. The widespread
practice of copying and pasting a historical diagnosis
without proper assessment, which can perpetuate bias,
is discouraged.37

• Advancing the school-to-prison trajectory: An ODD label
can heighten racially minoritized children’s already
elevated risks of suspension, expulsion, and justice
involvement.27 Black and American Indian/Alaska
Native youth face higher arrest rates than white youth.
Black and Hispanic youth experience the highest incar-
ceration rates, followed by American Indian and then
white youth.38,39 Racism profoundly impacts children,
resulting in higher rates of anxiety, depression, and
behavior problems.40–42 Racially minoritized youth
who are also disabled, transgender, undocumented, or
otherwise marginalized face additional toxic stress from
intersectional discrimination and can be punished for
their victimization.43,44 Explaining behavior through an
ODD diagnosis can come at the expense of validating dis-
crimination and trauma, thereby facilitating racially
minoritized children’s pushout into carceral settings
for the same behaviors garnering mental health care
referrals and diversion for white youth.39,45

• Justifying punishment and coercion: Diagnosing a racially
minoritized child with ODD can be tantamount to calling
them a “bad kid,” amplifying established patterns of pun-
ishment and coercion, like excessive suspension and
expulsions, seclusion and restraint, and police stops
and juvenile justice involvement.28,46,47 An antiracist
approach supplants individualized constructions of
problematic behavior with structural analyses of the
racial violence assailing children, recognizing the latter
as the core problem driving the former. Moreover, it calls
for protection against it.13,14 Assessing behaviors across
multiple settings and relationships helps. Putting less
onus on racially minoritized children for behaviors
caused by racism is therapeutic and could improve ser-
vice engagement.

STEP 3: ENGAGE IN ANTIRACIST PSYCHOEDUCATION,
DOCUMENTATION, AND CLINICAL ACTIVISM

Pediatric clinicians who have connected a racially minori-
tized child’s ODD diagnosis to historical context and
assessed its racist harm are primed to protect them through
the following clinical strategies.

Antiracist psychoeducation14: This strategy involves
explaining to children and families how ODD’s overdiagno-
sis can perpetuate a historical arc of racism (step 1) and
thwart healthy developmental outcomes (step 2). A full
informed consent process illuminates an ODD diagnosis’
risks, underscoring that mental health diagnoses are not

objective markers of disease but rather highly subjective
constructions of human behavior shaped by historical
and sociopolitical context.15

• Antiracist documentation14: This process involves scan-
ning charts for pejorative language portraying children
as aggressive (eg, defiant, difficult, uncooperative48)
and examining whether their behaviors have been
explored as a form of distress stemming from the stress
and trauma of racism. Clinicians can then document the
role racism plays in shaping behavior, adult authority fig-
ures’ perceptions of it, and how an ODD diagnosis can
cause harm by obscuring vulnerability, trauma, sadness,
and attentional challenges (step 2).2 Highlighting
strengths and concern for mistreatment humanizes
children, rewrites their pejorative narratives, and recon-
figures them as “good kids” deserving of care.
Documenting when a child no longer meets the criteria
for ODD, due to symptoms being better explained by a
different diagnosis or precipitating circumstance, further
mitigates bias.

• Clinical activism14: Pediatric clinicians extend advocacy
beyond health care by redirecting psychoeducational
measures toward school administrators, police officers,
and court representatives and shifting antiracist docu-
mentation strategies from medical charts toward school
letters and court reports. This clinical activism highlights
the school-to-prison trajectory’s detriment and reconfig-
ures oppositional behavior as adaptive, rather than prob-
lematic, in the face of racism.

AN ANTIRACIST APPROACH TO ODD: NEXT STEPS

A color-blind49 approach to ODD uses a race-neutral orien-
tation to minimize racism’s formative role in shaping child-
ren’s behavior and adult authority figures’ responses to
it.14,15 This antiracist approach, by contrast, centers racism
to protect racially minoritized children from its harm.
Illuminating history and systems of oppression, rehumaniz-
ing children against bias and degradation, and pathologiz-
ing structural violence, not individuals’ adaptive
responses to it, are its cornerstones.16,17

ODD is an example of diagnostic condemnation whereby
clinicians can indict racially minoritized children instead of
standing up against injustice in their defense. Other forms
include the overdiagnosis of psychotic and disruptive disor-
ders.2,50 They function as a unique form of race-basedmedi-
cine51 whereby race is an unnamed diagnostic variable.
More research is needed about ODD’s impact when the diag-
nosis does not contextualize symptoms amid racism or
becomes punitive when lacking diagnostic reliability, as
depicted in the 2 cases (Tables 2 and 3). Exploring this issue
might illuminate whether this diagnosis should exist at all.
In the meantime, this antiracist approach insists there are
no “bad kids” and upholds our oath to protect them all.
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ABBREVIATIONS

ED: emergency department
EMT: emergency medical technician
ODD: oppositional defiant disorder
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