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pet diagnoses and from consumer advocacy groups who 
worry a great deal about false negatives but tend toward 
indifference about false positives.

  The only pushback against all of these pressures caus-
ing diagnostic inflation comes from those practice guide-
lines that suggest a cautious, stepped care approach to 
treatment  [5, 6] . However, these efforts have not been suf-
ficient to hold the diagnostic line in psychiatry and in 
primary care practice. Rates of diagnosis and use of psy-
chotropic medication continue to escalate  [2, 7] . Our pur-
pose here is to suggest an explicitly stepped approach to 
diagnosis that will increase the acceptance and practical-
ity of stepped care for mental disorders. The goal is to 
reduce the high rate of false positives without risking un-
dertreatment for those who need it.

  From Inpatient to Outpatient Psychiatric Diagnosis 

 The first manual of mental disorders was developed 
to collect statistics for the 1860 census in the USA. It de-
scribed just six conditions, all of which were rare and 
severe enough to warrant long-term, inpatient hospital-
ization. Until World War I, it was neurologists working 
in outpatient settings who diagnosed and treated what 
are now considered psychiatric disorders, often using 
the popular neurological labels ‘neurasthenia’ and ‘hys-

 Introduction  

 There are converging pressures on psychiatrists, pri-
mary care physicians, and other mental health workers to 
overdiagnose and overtreat mental illness. First, there is 
a systematic methodological bias that causes all epide-
miological studies consistently to report exaggerated 
rates of mental disorder in the general population  [1] . For 
reasons of cost, such large studies must be conducted us-
ing lay interviewers who are unable to judge whether the 
symptoms they elicit are severe enough to cause clini-
cally significant distress or impairment. The resulting di-
agnostic inflation gives the false (but widely publicized) 
impression that psychiatric disorders are frequently 
missed and are undertreated  [2, 3] . This encourages prac-
titioners to make false-positive diagnoses and to recom-
mend unnecessarily aggressive treatment.

  Drug companies greatly amplify this message with 
clever and aggressive marketing. They have devised the 
successful strategy of aggressively selling psychiatric ills 
as the optimal way of peddling psychotropic pills. This 
is particularly a problem in the USA, which allows di-
rect-to-consumer advertising that has become seemingly 
ubiquitous. Requests from patients generated by advertis-
ing have a profound effect on physician prescribing  [4] .

  Pressure also comes from thought leading experts who 
routinely promote a widely inclusive definition of their 
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teria’. Psychiatrists (aka ‘alienists’) were confined to ‘asy-
lums’ and did not see outpatients. Two separate influ-
ences together promoted the emergence of outpatient 
psychiatry and with it the increasing diagnosis of mental 
disorders in the general population. Freud (a neurolo-
gist) expanded Kraepelin’s primarily inpatient psychiat-
ric nosology by describing the outpatient presentations 
of depression, phobias, panic attacks, obsessions, com-
pulsions, personality disorders, conversion reactions, 
somatic disorders, and perversions. Most of Freud’s fol-
lowers became mental health (not neurological) special-
ists and practiced in outpatient environments, diagnos-
ing as mental disorders what previously were considered 
to be neurological diseases. Outpatient psychiatric diag-
nosis also gained credibility as an explanation for the 
many emotional disabilities encountered among troops 
in World War I.

  The History of DSM 

 The two diagnostic systems in use worldwide are ICD-
10 (published in 1992) and DSM-IV (published in 1994 
and very slightly revised in 2000). Their predecessors 
DSM-I (published in 1952 in conjunction with ICD 6) and 
DSM-II (in 1968 with ICD 8A) provided a broad based 
psychiatric classification that was likely to identify sig-
nificant rates of psychiatric disorder in the general popu-
lation. However, lacking any reliable method of psychiat-
ric diagnosis, it was impossible to ascertain just how high 
these rates might actually be.

  Criterion-based diagnosis was introduced as an inno-
vative method to improve reliability, first with the nar-
rowly drawn Feighner criteria in 1972  [8] , then expanded 
in the Research Diagnostic Criteria in 1975  [9] , and fi-
nally much expanded and made official with the publica-
tion of DSM-III in 1980. DSM-III offered a common clin-
ical and research language that made it possible to study 
the prevalence of mental disorders within the commu-
nity. It was a splitter’s system with many narrowly de-
fined, high prevalence diagnoses.

  Not surprisingly, the introduction of DSM-III result-
ed in a rum of diagnostic inflation that greatly expand-
ed the boundary of mental disorders at the expense of 
the shrinking province of normality. In the early eight-
ies, an estimated 32% of the American population was 
reported to experience at least one life-time episode of 
DSM-defined disorder  [10] . Ten years later, the reported 
lifetime percentage had jumped to 48%  [11]  – a whop-
ping 50% increase. The estimated lifetime prevalence in 

Europe  [12]  and New Zealand  [13]  is also high at around 
40%.

  DSM-IV took a conservative approach aimed at avoid-
ing further exacerbation of diagnostic inflation. Epide-
miological studies show that the overall prevalence of 
psychiatric disorders in adults stabilized  [2, 12, 14, 15] . 
Nevertheless, DSM-IV was itself a contributor to three 
false-positive ‘epidemics’: adult bipolar disorders, atten-
tion deficit hyperactivity disorder, and autistic disorder 
 [16, 17] . The troubling epidemic of childhood bipolar dis-
order occurred independently of DSM-IV under pressure 
from thought leaders and drug company marketing.

  It Gets Worse in Prospective Studies 

 The extent of diagnostic inflation varies with the 
method used to study it. Reported rates of psychiatric dis-
order in the general population are extremely sensitive to 
how the diagnoses are made. Because of faulty respon-
dent recalls, retrospective surveys significantly underes-
timate lifetime prevalences. Moffitt et al.  [18]  found that 
lifetime prevalence rates doubled when measured pro-
spectively. By age 32, prospectively evaluated subjects had 
the remarkably high lifetime rates of almost 50% for anx-
iety disorder, more than 40% for depression, and more 
than 30% for alcohol dependence. The extent of diagnos-
tic inflation is revealed in the most recent NIMH figures 
suggesting that 26% of the US general population meet 
criteria for a mental disorder in any given year  [19] . This 
figure translates to 57.7 million people aged 18 and older 
 [20] .

  It is extremely unlikely that we are witnessing any true 
increase in morbidity. Human nature changes slowly, if at 
all. In contrast, diagnostic labels and ways of assessing 
them are extremely elastic and malleable to current fash-
ion. Clearly there has been a massive relabeling, expand-
ing the concept of mental illness to include symptoms 
and behaviors that previously were considered an un-
pleasant, but expectable, part of everyday life. Unless 
these trends are somehow reversed, it will soon be diffi-
cult for anyone to live a lifetime without qualifying for 
one or several mental disorders.

  The Dangers of DSM-5 

 Unfortunately, DSM-5, scheduled to appear in May 
2013, proposes another grand expansion of mental illness 
 [17, 21] , with suggestions that taken together may create 
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tens of millions of additional new patients, all by arbi-
trary diagnostic fiat. This will happen in three ways. 
First, DSM-5 plans to introduce five new, high prevalence 
disorders at the populous and fuzzy boundary with nor-
mality (mixed anxiety depression, binge eating, mild 
neurocognitive, mood dysregulation, and attenuated 
psychotic symptoms). Second, DSM-5 will reduce thresh-
olds in the criteria sets of very common disorders in a way 
that may make them much more common (especially 
generalized anxiety and adult attention deficit). Finally, 
creating spectrums of autism and addictions will likely 
broaden their purview.

  The DSM-5 principle has been to avoid false negatives 
at all costs and to worry not at all about false positives. In 
contrast, we believe the false positive problem in psychi-
atric diagnosis is now far worse than the false negative 
problem. Certainly many severely suffering potential pa-
tients do not get the treatment they could clearly benefit 
from, but this is not due to diagnostic thresholds being 
set too high and it will not be corrected by creating new 
and unproven mild boundary disorders. On the other 
hand, false-positive diagnoses create huge and obvious 
problems: unnecessary, harmful, and expensive treat-
ments; stigma; lowered expectations and a reduced sense 
of personal responsibility; misallocation of resources 
from the really ill to the worried well; difficulties getting 
insurance; excessive disability; forensic complications, 
and more.

  The Fuzzy Boundary with Normality 

 The most difficult diagnostic challenge is at the fluid 
boundary separating mental illness from the inevitabil-
ity of human unhappiness and the difficulties caused by 
deviant behaviors. In psychiatry, diagnostic validity is 
absent for most disorders: there are no laboratory tests to 
establish the presence or absence of a given mental dis-
order  [22, 23] . Only one quarter of cases have an illness 
that is severe enough to meet anyone’s definition of clin-
ical significance  [24] . The proportion of questionable 
subthreshold cases is substantial (over a third in the USA 
and more than half in Europe). These questionable cases 
are precisely the ones who are most in need of stepped 
diagnosis before jumping the gun toward a definitive la-
beling.

  Two thirds of people meeting criteria for a DSM disor-
der do not receive treatment  [3, 19] . This is usually inter-
preted as evidence of undertreatment, but a plausible al-
ternative possibility is that many were overdiagnosed in 

large epidemiological studies using lay interviewers and 
are not really ill enough to want or need help. Unneces-
sary treatment of mild, subthreshold, and noncases re-
sults in unnecessary side effects, stigma, cost, and a mis-
allocation of mental health services  [2, 3] .

  Drug Companies Promote Illness 

 The rate of pharmacotherapy has increased dramati-
cally  [2, 7] . Drug companies have had remarkable success 
in making psychotropic drugs a part of everyday life. In 
2009, antipsychotics reigned as the top-selling class of all 
medications in the USA, accounting for fully 5% of all 
prescriptions written and generating USD 14.6 billion of 
revenue  [25] . Antidepressants were not far behind – the 
fourth largest selling class – capturing USD 9.9 billion. 
The drug companies are ubiquitous players in psychia-
try, influencing thought leaders and consumer advocacy 
groups, monopolizing professional ‘education’, lavishing 
trips and meals, clogging physicians waiting rooms with 
attractive salespeople, stocking doctors with free sam-
ples, and (in the USA) conducting direct-to-consumer 
promotional campaigns in the print media, on TV, and 
on the Internet. The promotional influence far tran-
scends psychiatrists. Most prescribing of psychotropic 
medicine is done by primary care doctors diagnosing 
and treating mental disorders in visits that last under
10 min.

  While drug company influence is endemic through-
out medicine, overdiagnosis and overtreatment of mental 
disorders is of particular concern because diagnostic de-
cisions are based mostly on patient self-report, not on ob-
jective signs or laboratory tests  [22, 23] . Psychiatric diag-
nosis is thus especially vulnerable to muscular marketing 
efforts to medicalize normal human experiences and to 
promote oversimplified neurobiological models for the 
understanding and treatment of mental disorders. Bio-
logical and pharmaceutical reductionisms have led to un-
dertreatment, overtreatment, and mistreatment of men-
tal problems  [26] .

  Allocation of Scarce Resources 

 The cheapened currency of psychiatric diagnosis leads 
to much unnecessary pharmaceutical and intensive psy-
chological treatment delivered to false-positive ‘nonpa-
tients’. In the severely mentally ill, the benefits of medica-
tion and intensive psychological treatment clearly out-
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weigh the risks and costs. In the mildly or not really ill, 
the risks and costs often outweigh the benefits  [27] . The 
efficacy of psychotropic medications has been established 
in studies of moderately to severely ill patients. Less se-
vere cases enjoy such high placebo response rates that it 
is difficult to demonstrate any additional gain from more 
active treatment  [28] .

  Research has shown that psychiatrists would prefer 
less invasive treatments for themselves but recommend 
more invasive ones for their patients  [29] . Doctors are 
more likely to be held responsible for negative conse-
quences of undertreatment (e.g. a suicide attempt) and 
are seldom criticized for false-positive diagnoses that lead 
to unnecessary and expensive interventions.

  The medicalization of normal human behavior redi-
rects resources that would be much better used for treat-
ing those with severe mental illness who are most in need 
of help. Providing treatment for the mildly ill (and for 
those who are not really ill at all) deprives those with se-
vere illness. Economic exigency dictates that we return to 
a more efficient resource allocation.

  Of course, it can be argued that the strategy of not 
treating any mild cases would also be suboptimal since 
some will eventually progress into more severe disorders 
 [30] . Indeed, treating mild cases is cost effective when-
ever this prevents them from getting worse, but it makes 
no sense at all if the ‘patient’ might recover with time or 
minimal intervention. Stepped diagnosis provides an 
ideal method of reducing overtreatment of those who 
might recover with minimal interventions, without risk-
ing undertreatment of those who would get worse with-
out early intervention.

  Stepped Diagnosis to the Rescue 

 Stepped diagnosis and treatment are based on a mod-
el of health care delivery in which the first-line efforts are 
the least intensive of those available that are still likely to 
provide a significant health gain  [31, 32] . More definitive 
diagnoses and expensive treatments are preserved for 
people who are not able to benefit from the simpler, 
stepped, first-line interventions. Continuous assessments 
of the patient’s condition are crucial – with timely ‘step-
ping up’ if a lesser intervention is not achieving a signifi-
cant health gain.

  Stepped care is particularly feasible and indicated for 
less severe cases where the diagnosis of mental disorder 
is inherently uncertain and unreliable. In contrast, early 
diagnosis and intensive treatment is possible, required, 

and cost effective whenever the problems are urgent, se-
vere, recurrent, or clear-cut.

  Stepped care starts with a stepped diagnosis. Prior to 
a definitive diagnosis, the primary care doctor or mental 
health professional takes the following steps:   (1) Gather 
baseline data. For moderate and severe problems go di-
rectly to step 6. For mild, first-onset, and/or stress reac-
tive problems continue to the next step.   (2) Normalize 
problems without devaluing or minimizing the patient’s 
pain or distress  [33] . Reassure the patient that his or her 
emotions are an expectable response to the stressors in 
his or her life. Speak in terms of ‘problems’ or ‘difficul-
ties’, actively avoid terms like ‘depression’ or ‘psychiatric 
illness’.   (3) Watchful waiting – a period of continued as-
sessment, monitoring, and scheduled follow-up with no 
pretence of a definitive diagnosis or active treatment 
 [34] .   (4) Minimal interventions aimed at stress reduc-
tion, such as bibliotherapy or computer-aided therapy 
 [32] . Make explicit that these are not offered to treat a 
psychiatric disorder that has already been defined. A 
major advantage of these minimal interventions is that 
they harness the person’s capacity for self-help as much 
as possible  [32] .   (5) Brief counseling – simple techniques 
derived from cognitive behavior therapy  [35] , problem 
solving therapy  [35] , or solution-focused brief therapy 
 [36]  to teach new attitudes and coping skills in dealing 
with stressors.   (6) The definitive diagnosis is made and 
definitive treatment is begun whenever symptoms per-
sist to cause clinically significant distress or impair-
ment.

  Although step 6 and further is beyond the scope of this 
paper, we think it is important to stress that the process 
of (pre)diagnostic reasoning does not end with a DSM 
diagnosis and pharmaceutical treatment  [37] . A DSM di-
agnosis should be the beginning of a diagnostic process 
and individualized treatment in which psychotherapeu-
tic interventions may follow pharmacological treatment 
and vice versa.

  Conclusion 

 Stepped diagnosis is a tool to help physicians and men-
tal health workers make more accurate diagnoses and to 
reduce the provision of unnecessary and possibly harm-
ful treatment. It is intended to reduce false-positive diag-
noses and consequential artificially elevated rates of 
mental illness without risking missed diagnosis and un-
dertreatment. It should also improve the allocation of re-
sources by redirecting diagnosis and care away from 

D
ow

nl
oa

de
d 

by
: 

87
.4

.2
12

.9
3 

- 
1/

20
/2

01
4 

1:
03

:3
3 

P
M



 Holding the Line against Diagnostic 
Inflation in Psychiatry 

Psychother Psychosom 2012;81:5–10 9

those who do not really need them towards those who re-
ally do. Mild psychiatric presentations often resolve with 
the passage of time, placebo effect, and minor interven-
tions. It is cost and stigma saving to adequately reimburse 
careful evaluations as a means of reducing overdiagnosis 
and avoiding unnecessarily intensive treatments. Stepped 
diagnosis will become even more important if DSM-5 
opens the floodgates further and especially when drug 
companies direct their aggressive marketing to the new 
target disorders and lowered diagnostic thresholds of-
fered by DSM-5. Psychiatry can enhance its credibility 

and improve its results by sticking to its appropriate tar-
get population of the moderately and severely ill. Stepped 
diagnosis will keep the worried well from being misla-
beled as mentally disordered.

  Disclosure Statement 
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tra reports no conflicts of interest.
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