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BACKGROUND: Youth are arrested at high rates in the United States; however, long-term health 

effects of arrest remain unmeasured. We sought to describe the sociodemographic characteristics 

and health of adults who were arrested at various ages among a nationally representative sample.

METHODS: Using the National Longitudinal Study of Adolescent to Adult Health, we describe 

sociodemographics and health status in adolescence (Wave I, ages 12−21) and adulthood (Wave 

V, ages 32−42) for people first arrested at age younger than 14 years, 14 to 17 years, and 18 to 

24 years, compared to never arrested adults. Health measures included physical health (general 

health, mobility/functional limitations, death), mental health (depressive symptoms, suicidal 

thoughts), and clinical biomarkers (hypertension, diabetes). We estimate associations between age 

of first arrest and health using covariate adjusted regressions.

RESULTS: Among the sample of 10,641 adults, 28.5% had experienced arrest before age 25. 

Individuals first arrested as children (ie, age <14) were disproportionately Black, compared to 

White. Compared to individuals never arrested, people arrested before age 25 had more depressive 

symptoms and higher rates of suicidal thoughts during adolescence. Arrest before age 25 was 

associated with worse self-reported health, higher rates of functional limitations, more depressive 

symptoms, and greater mortality by adulthood (ages 32−42).

CONCLUSIONS: Arrest before age 25 was associated with worse physical and mental health–and 

even death in adulthood. Child arrest was disproportionately experienced by Black children. 

Reducing arrests of youth may be associated with improved health across the life course, 

particularly among Black youth, thereby promoting health equity.

Keywords

health inequities; juvenile justice system; youth arrest

IN 2019, US law enforcement made nearly 700,000 arrests of children and adolescents 

under age 18.1 Interactions with police, from police stops to arrests, are traumatic and 

stressful.2–9 They are particularly challenging for youth and emerging adults (ie, people 

under age 25) as they are at critical stages of mental, physical, and social development. 

Young children may be especially vulnerable to detrimental effects of arrest because 

they often lack the developmental maturity and abstract reasoning to understand the legal 

process.2,10–12 Although developmental immaturity is sometimes considered in determining 

incompetency to stand trial,10 of the over 700,000 cases prosecuted annually in US juvenile 

courts, 3.6% are of children under 12 years old, and nearly 1 in 5 are children under 

age 14,13 underscoring the need to address the impact of criminal legal contact on health 

for this population. Although researchers have examined associations between age of 

incarceration and health,12 postadjudication placement occurs in less than 10% of juvenile 

court cases.13 However, criminal legal system involvement (a term used here to encompass 

both adult and juvenile systems, as some youth are ineligible or excluded from the juvenile 

system) encompasses police stops, arrest, adjudication, incarceration, and other forms of 

court supervision—all of which may impact health through allostatic load and disrupting 

health-promoting behaviors.11 Therefore, it is important to consider the broad range of 

experiences with law enforcement in the lives of children, adolescents, and young adults 

when considering the health impact of the criminal legal system.
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Incarcerated youth have high rates of unmet physical health,14–16 mental health,16 

and material needs.17,18 Studies examining criminal legal system involvement beyond 

incarceration—including arrest and police exposures—have demonstrated associations 

between police contact and worse mental health and call for further research in this 

domain.3,5,7,9,17–21 Despite this emerging knowledge,5,9 no nationally representative studies 

have measured associations between arrest at different developmental stages and both 

physical and mental health during adolescence and adulthood, particularly using clinical 

biomarkers. Understanding the health of adolescents who experience arrest can inform 

policies that address their health needs. Additionally, understanding the health of people 

over time lays the groundwork for identifying population health needs later in life. 

Therefore, this descriptive study seeks to characterize the sociodemographic characteristics 

and health status—both in adolescence and adulthood—of individuals who experienced 

youth arrest in the United States.

METHODS

STUDY DESIGN

We analyzed data from the National Longitudinal Study of Adolescent to Adult Health 

(Add Health), a nationally representative US cohort followed from 1994 to 2018.22 The 

Wave I survey was conducted among adolescents in grades 7 to 12 (ages 12–21 years 

old) in 1994 to 1995, and included questions about health, social determinants of health, 

and family attributes. Each Wave I participant was eligible for subsequent Waves of data 

collection.22 In 2008, 15,701 (76% of Wave I participants) respondents aged 24 to 32 

years (including individuals in correctional settings) completed Wave IV interviews, which 

included questions on criminal legal system involvement. Wave V was conducted in 2016 to 

2018 among 12,300 adults aged 32 to 42 years to collect social, environmental, behavioral, 

and biological data to assess the emergence of chronic health conditions. Our study included 

the 10,614 adults who participated in Waves I, IV, and V, had valid sample weights, and had 

complete data on the primary variable (age of arrest).

MEASURES

AGE OF ARREST—In Wave IV, participants were asked questions about criminal legal system 

involvement, including whether they had been arrested, number of arrests, age of arrests, and 

at what age their first arrest occurred. To focus on health over time for pediatric patients, 

our analysis centered on youth—individuals 24 years old and younger—who experienced 

arrest. We identified participants arrested for the first time as children under age 14, an age 

selected based on recommendations from the United Nations Convention on the Rights of 

the Child23; adolescents, defined as 14 to 17 years old because this older age group is still 

covered by most states’ juvenile criminal legal systems; young adults, defined as 18 to 24 

years old because neuroscientific advances demonstrate this group is still experiencing rapid 

brain development24; adults, defined as people 25 years or older; and finally people who had 

never been arrested.

DEMOGRAPHICS—We analyzed Wave I demographics including self-reported sex, race, and 

ethnicity (Appendix A). We selected these variables because there are gender and racial 
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disparities in arrest rates.2 We combined race and ethnicity variables to form categories 

of White non-Hispanic, Black non-Hispanic, Hispanic, and Other (combined due to small 

sample size, this group included people who selected Asian or Pacific Islander, American 

Indian or Native American, or other race). Because household factors are associated 

with criminal legal system involvement, we examined household characteristics including 

income, parental education level, and family household structure.15

HEALTH MEASURES—Health measures were selected based on their impact on morbidity 

and mortality, as demonstrated in prior literature on criminal legal system involvement and 

health.12,25 To comprehensively consider the health of the study population, we examined 

physical and mental health measures, including both self-reported measures and biomarkers. 

For adolescents and adults, using Wave I and Wave V data, respectively, we examined 

self-reported overall general health12; mobility or functional limitations12; depressive 

symptoms26; and suicidal thoughts (Appendix A). We analyzed clinical biomarkers to 

identify adults with hypertension, diabetes, hyperlipidemia, and elevated weight status 

according to Add Health standard definitions.

STATISTICAL ANALYSES

We examined sample characteristics with descriptive statistics. We compared 

sociodemographic and health characteristics by age at first arrest using the adjusted Wald 

F test for continuous variables and the Rao-Scott chi-square test for categorical variables. 

Understanding that bivariate analyses could identify the presence of a difference among 

categories, but could not characterize that difference, we performed regressions to quantify 

the association between age at arrest and health measures when the P value was less than 

.05. We performed linear regression for continuous variables and logistic regression for 

dichotomous variables. Each health measure was regressed on age of first arrest as the 

independent variable with the never arrested group as the referent group, adjusting for 

sociodemographic variables (sex, race and ethnicity, Wave I household income, parental 

education, household structure). Race and ethnicity were included in the model as social 

categories that are associated with exposure to structural racism,27,28 which impacts both 

age of first arrest and health status, and could potentially confound the relationship 

of interest. We used Add Health survey weighting to account for survey stratification, 

clustering, and weighting to provide nationally representative population estimates.29 Wave 

V sample weights were used for Wave V outcome analyses. Wave I sample weights 

were used for the analysis of “deceased by Wave V.” Analyses were performed in Stata 

version 14.2 (Stata Corp, College Station, Tex). The study was approved by our institution’s 

institutional review board.

RESULTS

Of the sample of 10,641 adults, 2647 (weighted prevalence, 28.5%) experienced arrest. Of 

those who had been arrested, 91 (weighted prevalence, 3.3%) were first arrested as children 

(age <14), 543 (weighted prevalence, 22.2%) as adolescents (ages 14−17), 1537 (weighted 

prevalence, 58.3%) as young adults (ages 18−24), and 476 (weighted prevalence, 16.3%) 

as adults (age ≥25). There were 245 individuals (weighted prevalence, 9.5%) who were 
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arrested before completing Wave I (age range 7−19 years), 169 (weighted prevalence, 6.6%) 

who were arrested at the same age in years as when they completed Wave I (age range 

12−19 years), and 2233 (weighted prevalence, 83.9%) who were arrested after Wave I (age 

range 13−32 years).

SOCIODEMOGRAPHIC CHARACTERISTICS AND YOUTH ARREST

All sociodemographic characteristics (sex, race and ethnicity, household income, parental 

education, household structure) were associated with youth arrest (Table 1). Specifically, 

most of those first arrested as children or adolescents were male, with differences by 

sex decreasing as age category increased (P < .001). Of those first arrested as children, 

48.8% were White, 20.4% were Black, 14.8% were Hispanic, and 16.0% were of another 

race or ethnicity (P = .038). In addition, 45.1% of people arrested as children were from 

households with income less than $25,000 per year, compared with 27.5% of people arrested 

as adolescents and 24.4% of people arrested as a young adult (P = .001). Over half of 

people arrested as children lived in households in which the highest level of parental 

education included a high school diploma or less, compared to 38% of people who had never 

been arrested (P = .024). Just 18.7% of individuals who experienced child arrest lived in 

households with 2 biological parents, compared with 60.4% of never arrested individuals (P 
< .001).

YOUTH ARREST AND ADOLESCENT AND ADULT HEALTH STATUS

Age at first arrest was associated with all the self-reported health measures reported in 

adolescence (Wave I) and adulthood (Wave V) except mobility limitations in adolescence 

and suicidal thoughts in adulthood. Table 2 shows bivariate associations between age and 

self-reported health measures, and Table 3 shows the results of adjusted regression for health 

measures with statistically significant bivariate associations.

GENERAL HEALTH—Bivariate analyses showed that individuals who experienced arrest 

reported worse mean general health scores in adolescence and in adulthood, compared to 

never arrested individuals (Table 2). Linear regression demonstrated that individuals arrested 

in adolescence had worse self-reported general health in adolescence (b = +0.22, P < .001) 

and adulthood (b = +0.24, P < .001), compared to those who had never been arrested. First 

arrest in young adulthood was associated with worse general health in adulthood compared 

to those who had never been arrested (b = +0.17, P < .001; Table 3).

MOBILITY AND FUNCTIONAL LIMITATIONS—There was a higher prevalence of functional 

limitations in adulthood among people who had been arrested (P = .003; Table 2) at any 

age compared to those who had never been arrested. Arrest as a young adult was associated 

with a 1.5 (95% confidence interval [CI] 1.2, 1.7) times higher odds of functional limitations 

in adulthood compared to those who had never been arrested (Table 3). There was no 

association between age of arrest and mobility limitations during adolescence.

DEPRESSIVE SYMPTOMS—Individuals arrested as children or adolescents reported more 

depressive symptoms than those arrested at older ages or never arrested (Table 2). In 

adjusted regression models, compared to those never arrested, depressive symptom scores in 
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adolescence were higher among those arrested as a child (b = +1.00, P = .035), adolescent (b 

= +1.27, P < .001), and young adult (b = +0.40, P = .010). Arrest was associated with more 

depressive symptoms in adulthood, with child arrest having the highest coefficient (b = 0.96, 

P = .022) followed by adolescent arrest (b = 0.67, P = .001) and young adult arrest (b = 0.41, 

P < .001; Table 3).

SUICIDAL THOUGHTS—Suicidal thoughts were common in adolescence among those arrested 

as children or adolescents (24.9% of people arrested as children and 19.3% of people 

arrested as adolescents versus 13.1% of never arrested people, P = .017; Table 2). In 

adolescence, adjusted regression showed a 2.7 times higher odds (95% CI 1.1, 6.6) of 

suicidal thoughts among people first arrested as children, a 2.0 (95% CI 1.4, 2.8) times 

higher odds among people arrested as adolescents, and a 1.3 (95% CI 1.01, 1.7) times higher 

odds among people arrested as young adults, compared to adolescents who were never 

arrested (Table 3). There was no association between age of arrest and suicidal ideation in 

adulthood.

YOUTH ARREST AND ADULT CLINICAL BIOMARKERS

Age at first arrest was associated with diabetes and mortality in adulthood. Table 4 shows 

bivariate associations between age category and clinical biomarkers, and Table 3 shows the 

results of adjusted regression for health measures that were statistically significant upon 

bivariate analysis.

Approximately one third of adults who experienced child arrest had diabetes in adulthood, 

compared with 10.8% of those arrested as adolescents, 5.6% of those arrested as young 

adults, and 9.4% of those who had never been arrested (Table 4). Child arrest was associated 

with a 4.2 times higher adjusted odds having diabetes (95% CI 1.4, 12.3) compared to the 

never arrested group. Of participants who experienced child arrest, 47.7% met criteria for 

hypertension as adults, more than those arrested as adolescents, young adults, and those who 

had never been arrested. Upon adjusted regression, there was no significant difference in 

diagnoses of hypertension among adults who had been arrested at any age group compared 

with those who had never been arrested. There were no statistically significant differences in 

the prevalence of hyperlipidemia or weight status (Table 4).

Finally, 1.5% of people arrested as children, 3.2% of those arrested as adolescents, and 

2.4% of those arrested as young adults were deceased at the time of adult (Wave V) data 

collection, compared to 0.8% of those who were never arrested (P < .001; Table 4). Arrest 

as an adolescent was associated with the highest odds of being deceased at the time of adult 

data collection compared to people who had never been arrested, with an adjusted odds ratio 

of 3.4 (95% CI 1.7, 6.9; Table 3).

DISCUSSION

This nationally representative study demonstrates that, similar to other national 

estimates,30–32 over 1 in 4 US adults has experienced arrest—many during the critical 

stages of brain development before age 25. This study adds that youth arrest is associated 

with worse health at different stages of the life course—including higher mortality. People 
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who experienced youth arrest had more depressive symptoms and a higher prevalence of 

suicidal ideation in adolescence. In adulthood, people who had been arrested had worse 

general health, more depressive symptoms, were more likely to have diabetes based on 

clinical biomarkers, and were more likely to have died by adulthood. Finally, we found 

that Black people were over-represented among people who have been arrested, with wider 

disproportionalities present for child arrest than older ages. Other studies highlight the racial 

disparities present at every stage of criminal legal system involvement—including arrest—

which are starker among people at the youngest ages.1,2,13,16,33 This differential exposure 

to arrest indicates that addressing the health needs of people exposed to the criminal legal 

system may be an important racial health equity strategy.

MENTAL HEALTH

Our study highlights that mental health needs are common among arrested youth, a 

finding that aligns with prior studies.8,21,34 Mental health and trauma responses are often 

criminalized, and in our study, we found that adolescents had more depressive symptoms 

and a 1.3 to 2.7 times higher odds of having suicidal ideation, many prior to their first 

arrests. This aligns with existing literature which shows that police stops, warnings, or 

arrests, were associated with increased suicide attempts,9 underscoring that many youth 

could benefit from mental health supports before criminal legal system involvement. 

Additionally, the criminal legal system itself can be traumatizing, contributing to the 

development of mental health conditions.2,35 In our study, adults arrested as children, 

adolescents, or young adults also have more depressive symptoms than people who were 

never arrested. The high rates of mental health needs among this population demonstrate that 

improving the screening and treatment of mental health of youth who experience criminal 

legal system involvement is imperative for all child-serving sectors.

PHYSICAL HEALTH

Incarceration as an adolescent or young adult is associated with poor self-reported adult 

health—including worse general health,18 functional limitations,12 and cardiovascular 

health.25 Our study extends the self-reported findings from prior studies of incarcerated 

youth to include arrested youth, and additionally demonstrates, using clinical biomarkers, 

that arrest at the youngest ages may be associated with a higher prevalence of diabetes. 

Furthermore, our results indicate that adolescent or young adult arrest is associated with 

premature death. Prior studies found that police exposures are associated with worse 

physical health due to injury by law enforcement and increased risk behaviors.20,36 It is also 

possible that other social risks lead to both arrest and poor health, making it likely that the 

relationship we observed between youth arrest and mid-adulthood mortality is multifactorial 

and multidirectional. Regardless of the mechanistic link, our findings suggest people who 

experience arrest are at a substantially higher risk for poor health—and even death—and 

may benefit from health interventions throughout the life course.

CLINICAL CARE AND ADVOCACY IMPLICATIONS

Routine health care can provide longitudinal surveillance, screening, and early intervention 

for health needs associated with criminal legal system involvement among children, 

adolescents, and young adults.2 To address mental health, health care professionals can 
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advocate for increased mental health care access, interventions to mitigate toxic stress,11 

and policies that reduce material hardship.37 Emphasizing trauma-informed care for youth 

regardless of the degree of criminal legal system involvement acknowledges and treats youth 

arrest itself as a potential toxic stressor that is bad for health.38 Investments in alternate 

pathways for youth, such as prearrest diversion, that use community-based and in-home 

supports instead, could reduce youth arrests and connect youth to health-promoting systems 

instead. To achieve health equity, strategies that provide health care, investments in schools 

and communities, and develop public policy must specifically address structural racism to 

reduce exposure to the criminal legal system involvement and narrow disparities.33,39

Child health groups, including the American Academy of Pediatrics, have called for 

a nationwide minimum age of juvenile criminal legal system jurisdiction of at least 

12 years, which would prevent child criminal legal system involvement and redirect 

children to community resources rather than criminalizing behaviors, many of which 

are developmentally appropriate responses to distress or indicate unaddressed mental 

health needs.40,41 Our findings reinforce the need for a federal minimum age as it may 

protect youth who are vulnerable to poor health from arrest, particularly Black children 

who experience disproportionate rates of arrests at young ages.37 In our study, Black 

children were disproportionately represented at 20.4% of those arrested before age 14, 

despite making up 14.9% of the US population in 1995.42 Since Wave I, child arrests 

have decreased, but racial disparities are widening—in 2019, Black children comprised 

35.9% of referrals to juvenile court younger than 14, despite constituting 15.3% of US 

children.13 Statutes allowing discretion to determine eligibility for juvenile court jurisdiction 

aggravate racial disparities, including those stemming from racial discrimination and 

adultification.10,43 Our data suggest that minimum age laws and other policies that use 

nondiscretionary boundaries to redirect youth from the criminal legal system to other 

supports could impact a substantial child population that is disproportionately Black and 

lower income. Additionally, reducing community police presence in favor of community 

investments and addressing youth behaviors as health needs may benefit health across the 

life course.

LIMITATIONS

Due to the data collection approach, our study may be limited by recall bias; however we 

attempt to mitigate this by incorporating clinical biomarkers into the study. Additionally, 

our study’s power was limited by the lower frequency of child arrest and moderate sample 

size. Results may be impacted by attrition or censoring in later Waves, due to factors like 

unmeasured mortality among people who were arrested or inability to complete later surveys 

while incarcerated. However, we believe the likelihood of this significantly biasing our 

results is low, because analysis of survey nonresponses has indicated that there is a low rate 

of bias due to attrition, and concluded that later Waves remain nationally representative.44 

Furthermore, any bias this would create would likely be toward the null, meaning if this 

had an effect, we anticipate that our results are likely to be more conservative than if those 

lost to follow-up due to incarceration were fully included. Next, because the study first 

recruited adolescents using a school-based survey, youth who were not enrolled in school 

were excluded, and it is possible our findings under-estimate arrests. This is more reason to 
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believe that, if our findings are biased by missing data, the findings we present would be 

more conservative estimates than if the survey had achieved complete initial and follow-up 

data collection among the most at-risk participants.

Limitations also include an inability to establish temporal relationships between arrest and 

health status for people arrested prior to completing Wave I of the survey. However, we 

know that at least 83.9% of people arrested were arrested after completing the Wave I 

survey. The exposed group in this study represents a subset of all youth impacted by 

law enforcement in the sample. From community police presence to police stops, many 

police encounters do not result in formal criminal legal system involvement, meaning 

our study may not capture the full extent of the ways legal system contact are linked to 

health. Additionally, there is likely unmeasured confounding due to factors like preexisting 

emotional trauma or health needs not included in this descriptive study. Future studies 

intending to portray a causal relationship between arrest and health status should explore 

these contextual factors to clearly identify the impact of arrest. Finally, our study describes 

associations between age of arrest and health, but does not explore gender or sexual 

identity. The criminal legal system is associated with unique harms to girls and people 

with marginalized gender and sexual identities, which can intersect with race. Given the 

racial inequities identified in our study, future studies and interventions should incorporate 

intersectionality and allow for heterogeneity of effect in their design to address the specific 

conditions of minoritized groups.2,45

CONCLUSIONS

Youth who experience arrest are more likely to have worse physical and mental health in 

adolescence and adulthood. Policies that address structural racism and invest in youth health 

and social supports—instead of arresting youth—may reduce legal system involvement and 

improve population health by actualizing greater health equity. Ultimately, we should work 

to prevent arrest while also addressing the short- and long-term health needs of criminal 

legal system-involved youth.
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WHAT’S NEW

Individuals who had been arrested as youth had a higher prevalence of physical and 

behavioral health needs. Black children and low-income children were arrested at 

disproportionately high rates. Efforts to reduce arrests may improve health equity.
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