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The rising global prevalence of mental health diagnoses has prompted concern regarding the
contribution of overdiagnosis, particularly through overdefinition. Overdiagnosis refers to the
assignment of a clinical diagnosis to individuals whose symptoms are mild, transient, or unlikely to
benefit from treatment. This paper analyses how expansions in diagnostic criteria, illustrated by
revisions in DSM-5 attention deficit hyperactivity disorder criteria, may increase prevalence
estimates without clear evidence of improved clinical outcomes. Evidence from meta-analyses of
depression and ADHD indicates that a proportion of diagnosed cases remit without intervention,
suggesting limited clinical benefit for some individuals receiving diagnoses. The consequences of
overdiagnosis include unnecessary treatment exposure, stigma, resource diversion, and increased
healthcare expenditure. While diagnostic definitions are largely determined by expert committees,
clinicians may reduce risk through staged care models and cautious threshold application.
Policymakers may support mitigation through evidence-based implementation frameworks. The
contribution of overdiagnosis to increasing prevalence rates remains uncertain and requires further
investigation, particularly in rapidly developing healthcare systems expanding mental health
provision.
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Overdiagnosis is often assumed to be ubiquitous, especially in relation to mental health (Carter et
al., 2015; Doust et al., 2017; Thombs et al., 2019). This assumption is associated with the growing
increase in global mental health diagnoses and consequently, is a growing concern in the research
literature and amongst policy makers (Moitra et al., 2023; Pike et al., 2013; Richter et al., 2019).
Overdiagnosis concerns are legitimate and substantiated by research findings, especially in mental
health (Bos et al., 2021; Davies & Salisbury, 2025; Justman, 2015). They are largely driven by a
specific type of overdiagnosis: overdefinition (Doust et al., 2017; Sanders et al., 2019; Thombs et al.,
2019). This is where definitions of risk factors are expanded without sufficient evidence of improved
quality of life or when disease definitions are expanded to include patients with transient or mild
symptoms who would not be expected to benefit meaningfully from a diagnosis (Thombs et al.,
2019). Overdefinition forms part of a general definition of overdiagnosis. Specifically, overdiagnosis
in general terms is when patients without significant impairment who would not be expected to
benefit from treatment are diagnosed. Research has shown that expert panels who lead on the
modification of disease definitions tend to widen definitions (Moynihan et al., 2013). Additionally,
the widening of disease definitions appear to be happening across all medical fields, not just mental
health (Doust et al., 2017). Other events such as misdiagnosis, applying the wrong diagnosis to a
patient, do not contribute to overdiagnosis specifically. As it does not satisfy the definition of what
overdiagnosis is. In essence, overdiagnosis is the result of applying the correct diagnosis to a patient
who would not benefit from the diagnosis, primarily because their symptoms are transient or mild
and therefore likely to subside on their own (Brodersen et al., 2018; Thombs et al., 2019).

The impact of overdefinition leading to an increase in overdiagnosis can be shown by examining the
increase in the prevalence of attention deficit hyperactivity disorder (ADHD) diagnoses, due to
widened definitions (Martin et al., 2014; Sanders et al., 2019; Vande Voort et al., 2014). The fourth
edition of the diagnostic and statistical manual for mental health (DSM-IV) had an age of symptom
onset before 7 and associated symptoms were required to cause impairment (Bell, 2011; Chandra et
al., 2021; Sanders et al., 2019; Todd et al.,, 2008). The release of the DSM-V resulted in two
significant changes: the age of symptom onset was increased to before 12 and symptoms were no
longer required to cause impairment. Research findings indicate that in the USA, ADHD prevalence
rates increased from 7.38% under the DSM-IV, to 10.84% under the DSM-V, primarily driven by a
widening of definitions (Vande Voort et al., 2014). In effect, because of widening disease definitions,
a larger proportion of the population is diagnosed with a clinical mental health condition (Relojo,
2018). While many individuals may warrant a clinical diagnosis, widened definitions also make it
easier for overdiagnosis to occur. Increasing the unwanted contribution of overdiagnosis to global
increases in mental health diagnoses.

The resulting increase in the prevalence of mental health conditions (e.g. ADHD), because of
widening definitions, may be perceived as a natural expectation. However, a concern arises when
evaluating the research evidence in support of these widened definitions. Doust et al. (2017) found
that of the 16 guidelines commonly used by exert panels to make changes to disease definitions and
criteria, none possessed a rigorous assessment of the potential harms caused by widened disease
definitions. In response to this, Doust et al. (2017) assembled a multidisciplinary and
multicontinental group of 13 relevant experts, to develop a comprehensive Checklist for Modifying
Disease Definitions, comprising an eight-item framework designed to support decision-making by
addressing the uncertainties and trade-offs involved in redefining diseases. While this may provide
more rigorous assessment methods being adopted for future changes to disease definitions, they do
not retrospectively change the outcomes of previous disease definition changes. As Sanders et al.
(2019) found, applying the Checklist for Modifying Disease Definitions to the DSM-V changes to the
age of symptom onset for ADHD, relieved minimal research evidence in support of such a change
and it being at high risk of biases. Additionally, no evidence was used by the expert panel to assess
the impact of removing the requirement for symptoms to cause impairment. Furthermore, there
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was no assessment of the potential benefits and harms caused by the new diagnostic criteria of the
DSM-V, compared to the DSM-IV.

While the subject of overdiagnosis in mental health is under researched, there is some data to allow
us to estimate the prevalence of overdiagnosis. While the primary aim of depression treatment is to
alleviate symptoms, research suggests that many individuals diagnosed with depression may recover
without any formal intervention. A large-scale meta-analysis covering 177 clinical trials and more
than 44,000 participants found that 38% of those given a placebo showed significant improvement,
compared to 54% who received antidepressant medication (Cuijpers, 2018). Similar findings
emerged from studies involving patients diagnosed with depression who do not undergo
psychotherapy. A meta-analysis of psychotherapy trials reported that 48% of individuals receiving
only standard care no longer met the criteria for major depression after the study period, compared
to 62% of those who received active treatment (Cuijpers et al., 2014). These findings suggest that a
significant proportion of diagnosed individuals display symptoms that are mild, transient and would
not benefit from a formal diagnosis. As symptoms would subside on their own, in line with an
overdiagnosis.

Clinical depression and ADHD are not the only examples of overdiagnosis. The overall impact of
overdiagnoses extends well beyond the associated disorders themselves. One of the impacts of
overdiagnosis is the negative results of a diagnosis label itself. Such as societal stigma associated
with labelling, negative shifts in the dynamics of relationships as a result, effects on employability
and nocebo effects, where negative expectations about a diagnosis lead to negative health effects
(Benedetti et al., 2007; Fava & Rafanelli, 2019; Webster et al., 2016). Another significant concern is
the possible exposure to the negative effects of medication (Bolton, 2013; Thombs et al., 2019).
Research has shown that the prevalence of psychostimulant prescriptions for ADHD amongst
children and adolescents has exceeded ADHD prevalence rates in some cities (LeFever et al., 1999).
Additionally, research has shown that children who do not satisfy the ADHD criteria were treated
with psychostimulants (Angold et al., 2000). Another significant concern is the possibility for
individuals overdiagnosed, and thereby not in need of treatment, diverting critical mental health
resources from individuals in desperate need. Furthermore, overdiagnosis poses a substantial risk to
drain public resources on mental health directed at individuals most in need of support and
treatment, especially in many nations where dedicated resources and support systems are already
stretched. In the USA, the cost of medication linked to overdiagnosis in ADHD alone is estimated to
range from $320 million to $500 million (Thomas et al., 2013). This last point is of significant concern
to governments and healthcare systems across the global, especially as mental health diagnoses
rates across conditions appear to be climbing on average (Hafner, 1985; Jorm et al., 2017; Richter et
al., 2019).

While the arguments presented in this paper suggest that overdiagnosis is driven by overdefinition,
this is a process exclusively reserved for prominent mental health researchers and practitioners on
relevant disease definition committees. Therefore, clinicians largely serve to enact the diagnostic
changes made by these select committees on their patients and are not directly involved in the
disease definition committees. However, all clinicians themselves can take supplementary steps to
minimise overdiagnosis in their daily practice. To minimise the risks associated with overdiagnosis,
especially in cases of mild or potentially temporary symptomes, clinicians might adopt a staged model
of care. This would begin with active observation instead of issuing a diagnosis immediately,
alongside the use of low-intensity, supportive strategies. A formal diagnosis would be considered
only if difficulties continue over time (Batstra & Frances, 2012; Batstra et al., 2012). This cautious
and gradual method is also reflected in the UK’s National Institute for Health and Care Excellence
(NICE) guidelines for managing conditions such as depression and ADHD (Thombs et al., 2019).
Federal intervention through local clinical practices can serve as a viable route through which states
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can directly support clinicians in their efforts to minimise overdiagnosis. States can fund evidence-
backed research into the efficacy, accuracy and impact of a staged model of care framework.
Additionally, while states may not be positioned to directly intervene in disease definition
committee proceedings, they can function to enforce and oversee the proper use of such evidence-
backed frameworks at a local level, through local health policies.

Governments may find that integrating policies aimed at supporting clinicians in monitoring and
minimising overdiagnosis at a local level may be a necessary step for future mental health policies.
As research has shown, the prevalence of mental conditions globally appears to be steadily rising
(Pike et al., 2013; Richter et al., 2019; Steel et al., 2014). Interestingly, there is research indicating
that in industrialised countries, mental health treatment provisions have been steadily increasing
over the past decades. However, this increase in treatment provisions is not associated with a
corresponding decrease in the prevalence of mental health diagnoses (Jorm et al., 2017). In effect,
while there have been substantial increases in psychostimulants, healthcare practitioners and clinics
in countries such as the USA, England, Canada and Australia, the overall prevalence of mental health
diagnoses have not decreased in these countries and in some instances has increased (Jorm et al.,
2017). For example, in Australia, investment in mental healthcare has seen significant expansion.
Between 1992-1993 and 2010-2011, total government spending by the Department of Health and
Ageing (2013) on mental health services rose by 178% when adjusted for inflation. This financial
growth coincided with a 35% increase in the number of mental health professionals per capita
across state and territory systems. During a similar period, antidepressant prescriptions surged by
352%, measured in defined daily doses per 1,000 people each day from 1990 to 2002. The state also
conducted two national mental health surveys, in 1997 and 2007, using the Composite International
Diagnostic Interview (CIDI). While differences in survey design make direct comparisons challenging,
no decline in prevalence was noted, with 18% of respondents in 1997 and 20% in 2007 meeting
criteria for anxiety, mood, or substance use disorders, according to the Australian Department of
Health and Ageing (2013).

Indeed, the argument being made here is not that overdiagnosis is the main contributing factor to
the overall prevalence of mental health conditions increasing, despite substantial increases in
mental health treatment provisions. However, there are clearly other contributing factors to
increases in mental health diagnoses, despite substantial government investment. One reason
forwarded by researchers is the quality-gap. This is where mental health provisions are not meeting
the necessary standards to provide effective treatment to patients (Jorm et al., 2017). Nevertheless,
there remains the argument forwarded in this paper that if disease definitions continue to widen,
despite minimal research support, to increasingly label more of the population as having a mental
health condition, the overall prevalence of global mental health conditions will in part increase due
to overdiagnosis. The extent to which overdiagnosis contributes to global increases in mental health
diagnoses is currently unclear and merits substantial increases in relevant research and investment
on a national and local level.

Rapidly developing nations can learn much from these findings. Most of the research literature on
the impact of overdiagnosis on the overall increase in the prevalence of mental health conditions,
despite increased provisions, has primarily focused on industrialised countries in the western world.
There is little to no research on this topic for rapidly developing countries devoting more resources
to mental health healthcare systems, such as the United Arab Emirates. Research on these rapidly
developing nations usually highlight the increasing, but lacking mental health provisions that exist,
high levels of associated stigma and the need for more effective policy decisions at the federal level
(Chopra, 2009; Kopinak, 2015; Wig, 2000). Such nations can use the research findings discussed to
pursue and adopt policies and strategies proven to be effective at combating contributors to
increased mental health diagnoses, like overdiagnosis. Overall, mental health diagnoses appear to
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be increasing globally, at great expense to states that fund healthcare systems to provide associated
treatment. However, tare increased prevalence in global mental health diagnoses is not solely driven
by well warranted and correctly diagnosed cases. As discussed in this paper, overdiagnosis is a
contributing factor. Nonetheless, this topic remains under studied. As such, it is difficult to
determine what percentage of mental health diagnoses can be defined as overdiagnosis. While
there are guidelines that have been developed by relevant researchers to prevent contributing
factors to overdiagnosis, federal intervention may be needed on several levels to support and
enforce these guidelines and best practices to minimise the resources and possible harm done by
overdiagnosis.
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