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This book began with a simple question that turned out to be anything but simple: which parts of the DSM-5 are science, and which are convention?

The question arose, as most good clinical questions do, at an inconvenient hour. A resident was writing a discharge summary, navigating the gap between DSM-5 and ICD-11, trying to assign a diagnostic code to a patient whose suffering resisted easy classification. The diagnostic categories were available. The clinical picture was clear. The fit between them was imperfect. The resident wanted to know what authority the diagnostic label actually carried, whether applying it was an act of scientific precision or of institutional convention. The answer, as this book argues across forty-one chapters, is that it is both, and that learning to distinguish between them is one of the most important clinical skills a practitioner can develop.

Contested Diagnoses is a comprehensive clinical reference to the controversies, debates, and unresolved questions surrounding the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders. It is written for clinicians in active practice, for researchers and scholars who work with DSM categories as their primary units of analysis, and for the graduate students and trainees who will inherit a diagnostic system that is, as these pages attempt to demonstrate, simultaneously indispensable and imperfect.

The book is organized around the diagnostic manual’s own structure. Part One, Foundations, examines the DSM-5 as an institutional product: how it was built, what it set out to achieve, and where it fell short. It develops a typology of the five major categories of diagnostic controversy, confronts the validity problem at the heart of all psychiatric classification, addresses the boundary between disorder and normal human suffering, and follows the financial relationships between DSM-5’s architects and the pharmaceutical industry that have shaped the manual’s contours in ways the field has not fully reckoned with. These first five chapters are not optional background. They are the lens through which every disorder-specific controversy that follows should be read.

Parts Two through Five examine the disorder-specific controversies in the depth they deserve: forty-one conditions, from Major Depressive Disorder and its eliminated bereavement exclusion to the paraphilic disorders and their forensic applications, from the Pediatric Bipolar epidemic and its DMDD correction to the still-unresolved question of how gender dysphoria should be classified. Each chapter opens with a clinical vignette designed to ground the controversy in the reality of a patient encounter, the kind of encounter that sends a clinician back to the literature, or to a colleague’s door, because the diagnostic criteria alone are not sufficient. Each chapter then presents the controversy’s historical background, the best arguments on both sides, the most relevant empirical evidence, and the clinical implications that follow.

Part Six examines the structural issues that cut across all of the disorder-specific debates: the systematic failure of DSM criteria to detect female presentations of common conditions, the cultural assumptions embedded in diagnostic categories developed in Western clinical contexts and applied worldwide, the forensic contexts in which clinical diagnoses carry consequences the system was never designed to bear, the patient perspective that the diagnostic enterprise too often overlooks, and the alternative frameworks, RDoC, HiTOP, ICD-11, actively competing to reshape psychiatric nosology. The final chapter considers what a DSM-6 that genuinely learned from the controversies documented here might look like.

A note on the organizing philosophy of this book.

The DSM-5 is neither the scientific triumph its defenders sometimes claim nor the corrupt artifact its most severe critics assert. It is something more interesting and more instructive than either: a large, consequential, imperfect document produced by a profession operating at the limits of its current knowledge, under institutional pressures that are not always aligned with scientific accuracy, in a cultural moment with strong and conflicting opinions about what counts as mental disorder. The controversies it has generated are not evidence of failure alone. They are evidence that the field is asking hard questions about its own foundations, questions that previous editions either could not or would not ask.

This book takes those questions seriously. It presents the strongest case for each contested diagnostic decision before presenting the strongest case against it. It distinguishes empirical disputes, where more and better research might resolve the controversy, from values disputes, where accumulating evidence will not settle the disagreement because the disagreement is not fundamentally about evidence. It applies the same critical scrutiny to established diagnoses that a generation of research has taken for granted as to new categories introduced in DSM-5 on thinner evidence. It is, in the phrase that closes the first chapter and whose logic runs through every chapter that follows, a book about using diagnostic categories as useful tools whose limitations are known, rather than as established truths whose authority should not be questioned.

Clinicians in active practice will find, in the clinical implications sections of each chapter, guidance that is both practically grounded and intellectually honest about the limits of what the evidence currently supports. Researchers and scholars will find, in the further reading sections, a curated rather than comprehensive bibliography, selected for methodological quality, influence, and accessibility to readers outside any narrow subfield. Students and trainees will find, in the Key Takeaways sections, concise summaries of the most important clinical and scientific conclusions, calibrated to the decisions they will be required to make as they move from training into practice.

A note on terminology. Throughout this book, the word “disorder” is used as shorthand for the DSM-5 categories under discussion, without prejudging the validity question that is one of this book’s central concerns. Using the term is not an endorsement of the medical model of psychopathology. Whether DSM-5 categories identify genuine disorders, as opposed to variations of human experience that have been medicalized for historical, economic, or cultural reasons, is precisely the question that many chapters in this book address. Readers are encouraged to hold the terminology loosely.

Finally, a word about the patients whose experiences animate every chapter in this book. They appear as clinical vignettes, composites drawn from the kinds of cases that practicing clinicians encounter, designed to illustrate diagnostic controversies in the lived reality of a patient encounter rather than in the abstract. Their stories are not real in their particulars but are true in their essential character: the resident at eleven at night writing a discharge summary, the bereaved cardiologist who knows the difference between being sick and being destroyed, the autistic software engineer whose diagnosis was absorbed into someone else’s, the chronically unhappy teacher who asks whether her suffering is a disorder or simply who she is. These patients are the reason the controversies in this book matter. Diagnostic categories do not affect abstractions. They affect people, the choices they make about treatment, the way they understand themselves, the access they have to care and support and community. Getting the categories right, or as close to right as current knowledge permits, is not an academic exercise. It is a clinical obligation.

The chapters that follow are an attempt to help practitioners meet that obligation.



How to Use This Book

Contested Diagnoses is designed to serve three kinds of readers, and to serve each of them on their own terms.

Clinicians in active practice will find each chapter structured around a clinical vignette that grounds abstract diagnostic controversy in the lived reality of a patient encounter. The vignette is followed by historical and scientific background, a systematic presentation of the best arguments on both sides of the controversy, a summary of the most relevant empirical evidence, and a section on clinical implications. Readers seeking guidance on a specific diagnosis can read the relevant chapter independently; the first five chapters of Part One provide the conceptual framework on which all subsequent chapters depend and are recommended as an orienting read for clinicians new to the scholarly literature on diagnostic controversy.

Researchers and scholars will find the further reading sections at the end of each chapter curated rather than comprehensive, selected for methodological quality, influence, and accessibility to readers outside a narrow subfield. Each chapter situates its specific controversy within the broader theoretical debates about validity, reliability, dimensionality, and cultural applicability developed in Part One.

Students and trainees will find the Key Takeaways sections at the end of each chapter a concise summary of the chapter’s most important claims. Clinical vignettes have been written to reflect training contexts: residents, interns, and doctoral students will recognize situations they have encountered or will encounter, and will find each chapter’s analysis directly applicable to the decisions they will be required to make.

A note on terminology: throughout this book, the word “disorder” is used as shorthand for the DSM-5 categories under discussion, without prejudging the validity question that is one of this book’s central concerns. Using the term is not an endorsement of the medical model of psychopathology. The question of whether DSM-5 categories identify genuine disorders, as opposed to variations of human experience that have been medicalized for historical, economic, or cultural reasons, is precisely the question that many chapters in this book address. Readers are encouraged to hold the terminology loosely.
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PART ONE
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Foundations: What Is at Stake

Chapters 1–5

The five chapters that follow lay out the conceptual, historical, and philosophical groundwork that every disorder-specific chapter in this book depends on. They are not preamble to be skimmed past on the way to the “interesting” chapters. Chapter 1 traces how the DSM-5 was actually built and what its architects hoped it would achieve. Chapter 2 offers a working typology of the different kinds of diagnostic controversy, since not all disputes in this book are disputes of the same kind. Chapter 3 takes on the validity problem that sits underneath the entire classification enterprise. Chapter 4 asks where ordinary suffering ends and disorder begins. Chapter 5 follows the money. Read together, these chapters supply the lens through which the forty-one disorder-specific controversies that follow should be read.
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Chapter 1: The Architecture of a Diagnostic Manual
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How DSM-5 Was Built, How It Evolved, and What It Set Out to Achieve

CLINICAL VIGNETTE

Dr. Amara Osei is a third-year psychiatry resident on an inpatient unit at a large academic medical center. On a Tuesday afternoon she sits down to write a discharge summary for a 44-year-old man whose two-week admission has resisted easy categorization from the start. He carries diagnoses of Major Depressive Disorder, Alcohol Use Disorder, and what a previous clinician documented only as “probable Borderline Personality Disorder features.” His insurance company wants a primary DSM-5 code for billing authorization. His internist wants an ICD-11 code that will play nicely with the hospital’s new electronic record system. His attorney wants a diagnostic summary for a pending disability hearing.

Dr. Osei opens the DSM-5 on her desk and the ICD-11 on her screen. She has been taught the two systems are compatible. Reading them side by side, she isn’t so sure. The ICD-11 handles personality disorder through a dimensional severity model that bears little resemblance to the DSM-5’s ten categorical types. The DSM-5 defines mental disorder as “a syndrome characterized by clinically significant disturbance in an individual’s cognition, emotion regulation, or behavior”; the ICD-11’s definition, while similar in spirit, is not identical in its particulars. What the DSM-5 treats as Alcohol Use Disorder existing along a continuum from mild to severe, her hospital’s billing system flattens into a single ICD code.

She stops and asks herself a question her training never quite prepared her for: who made these decisions, on what basis, and why do two supposedly interchangeable international systems diverge so sharply the moment she tries to use them together?

This chapter answers that question.

BACKGROUND: THE DSM’S EVOLUTION AND THE DSM-5 DEVELOPMENT PROCESS

The Diagnostic and Statistical Manual of Mental Disorders did not start out as a scientific document. It started out as an administrative one. The original DSM, published by the American Psychiatric Association in 1952, ran a slim 130 pages and listed 106 diagnostic categories — fewer conditions than a single chapter of the current manual now contains. Its purpose was modest: standardize record-keeping across psychiatric hospitals, built loosely on the psychobiological framework of Adolf Meyer. It made no claim to be a scientific classification of mental disorders. It offered a shared vocabulary to a profession that had never had one.

DSM-II, published in 1968, kept the same philosophy and the same slim profile. It was DSM-III, published in 1980 under Robert Spitzer’s leadership at Columbia University, that turned the manual from an administrative convenience into a scientific and cultural institution. Spitzer’s revision made three changes that reshaped psychiatry permanently. It replaced narrative, theory-laden descriptions with explicit, operationalized criteria — symptom lists with specified thresholds. It adopted a deliberately atheoretical stance, avoiding causal claims the science of the era could not support. And it introduced a multiaxial system requiring clinicians to document clinical disorders, personality disorders, medical conditions, psychosocial stressors, and global functioning across five separate axes. DSM-III-R followed in 1987; DSM-IV arrived in 1994 under Allen Frances’s more conservative chairmanship, adding and subtracting diagnoses cautiously, prioritizing stability over ambition.

Work on DSM-5 began formally in 1999, when the APA and the National Institute of Mental Health jointly convened a series of research planning conferences meant to lay scientific groundwork for the next edition. Those conferences produced white papers spanning neuroscience, genetics, cross-cultural psychiatry, and disability. The stated ambition was unusually bold: DSM-5 would be grounded in neuroscience and biology in ways no earlier edition had managed, drawing on genomics, neuroimaging, cognitive neuroscience, and developmental psychopathology to finally give psychiatric diagnosis the biological anchoring it had always lacked.

David Kupfer of the University of Pittsburgh chaired the DSM-5 Task Force; Darrel Regier of the APA served as vice-chair. Thirteen working groups took on separate diagnostic domains. More than 1,500 experts contributed, and more than 160 preliminary issue papers were commissioned along the way. The process ran thirteen years and cost roughly $25 million. DSM-5 was published in May 2013, and within weeks had generated a level of public controversy no previous edition had come close to.

THE CORE CONTROVERSY: WAS THE PROCESS TRUSTWORTHY?

Set aside, for a moment, the disorder-specific disputes examined in later chapters. The more basic question about DSM-5 as an institutional product is whether a thirteen-year, $25-million process — run by a private professional organization with documented financial ties to the pharmaceutical industry, and concluded under non-disclosure agreements that shielded years of deliberation from public scrutiny — deserves to be treated as a scientifically trustworthy enterprise.

That question isn’t frivolous. DSM-5 was built by a private professional association, not a government scientific body or an independent international consortium. The APA has interests of its own that don’t automatically align with scientific rigor: a membership to satisfy, a manual to sell, pharmaceutical relationships to manage, a professional identity to protect. None of that makes DSM-5 corrupt or worthless. It does mean evaluating the manual requires understanding the institution that produced it, not only the evidence it cites.

Critics raised specific concerns. Task force and working group members were required to sign non-disclosure agreements barring them from discussing deliberations publicly while the process was underway — an unusual demand for what was billed as a scientific undertaking, and one that closed off the ongoing external scrutiny peer review is supposed to provide. By the time draft criteria were posted for public comment, the consequential decisions had already been made. Lisa Cosgrove and colleagues subsequently documented that a majority of DSM-5 panel members held financial relationships with the pharmaceutical industry, a finding the APA did not dispute, though it maintained its conflict-of-interest policies were stricter than those governing earlier editions.

Defenders of the process have a real case to make: the APA’s policies did represent an improvement over DSM-IV, financial entanglement is close to endemic in academic medicine and cannot be eliminated wholesale, and the substance of each decision deserves evaluation on its scientific merits rather than on the résumés of the people who made it. These are not throwaway arguments. But they sit uneasily beside a large and well-established body of medical literature showing that financial ties to industry bias clinical and scientific judgment in ways that are largely unconscious and not reliably corrected by disclosure alone.

THE CASE FOR: WHAT DSM-5 GENUINELY ACHIEVED

Focusing only on DSM-5’s failures misses what it actually got right. The manual folded in a decade of scientific progress in ways that were clinically meaningful. Reorganizing chapters around shared neurobiological and genetic relationships — grouping OCD with its related disorders, trauma- and stressor-related conditions together — marked a genuine departure from the purely symptom-based organization of earlier editions, and a real attempt to track the science of psychopathology more closely.

The dimensional specifiers layered onto many diagnoses — severity ratings, course specifiers, symptom features — gave clinicians tools with more texture than DSM-IV’s categorical yes-or-no logic. The cross-cutting symptom measures, imperfectly implemented as they were, represented a genuine attempt to capture the dimensional reality lurking beneath categorical diagnostic surfaces. The Cultural Formulation Interview improved substantially, offering a structured tool for culturally responsive assessment that DSM-IV simply lacked. And DSM-5-TR, published in 2022, showed the manual could correct itself: adding Prolonged Grief Disorder and revising language around race and racism addressed some of the most legitimate criticisms leveled at the original edition.

None of this is trivial. It represents years of good-faith effort by thousands of researchers and clinicians trying to improve a complicated, consequential document. Acknowledging DSM-5’s real advances is not in tension with acknowledging its real failures — doing both is simply the honest way to evaluate it.

THE CASE AGAINST: THE GOALS THAT WERE NOT MET

DSM-5’s most serious failure is the distance between what it promised and what it delivered. The research planning conferences of the early 2000s explicitly set a goal: DSM-5 would incorporate biological validators — neurobiological markers, genetic findings, cognitive science data — that could ground at least some diagnostic categories in biology rather than committee consensus. That goal went entirely unmet. Not because the researchers involved were careless or the investment wasted, but because the underlying science — genomics, neuroimaging, cognitive neuroscience — simply hadn’t reached the point where it could support biologically grounded psychiatric classification. DSM-5’s categories, like DSM-IV’s before them, are defined by symptom clusters that expert committees agreed on. The biological revolution that was supposed to remake psychiatric nosology never arrived on schedule.

The dimensional revolution fared no better. The task force had explicitly committed to moving the field toward a dimensional model reflecting the continuous, spectrum-like nature of psychopathology that decades of genetic and epidemiological research had revealed. The dimensional model developed for personality disorders — arguably the most scientifically sophisticated product of the entire DSM-5 process — was relegated to Section III, the section explicitly reserved for “emerging measures and models” not approved for clinical use, after pushback from clinicians who found it unwieldy and from a diagnostic infrastructure unready for the change. What resulted is a manual that is neither fully categorical nor fully dimensional, satisfying neither clinical convenience nor scientific precision.

The NIMH’s response delivered the harshest institutional verdict on DSM-5’s scientific standing. In April 2013, weeks before publication, NIMH Director Thomas Insel announced the institute would redirect its research funding toward the Research Domain Criteria (RDoC) framework — a biologically grounded, dimensional alternative to DSM categories. The signal was unmistakable: the field’s most powerful research funder had concluded DSM-5 was not an adequate foundation for psychiatric science.

WHAT THE EVIDENCE SHOWS: FIELD TRIAL RELIABILITY AND THE ICD-11 COMPARISON

DSM-5’s field trials, published in 2013, offered the most rigorous available data on how reliably the new criteria could actually be applied — and the picture that emerged was more candid than many expected. Clinician pairs independently evaluated the same patients at real-world clinical sites and compared diagnostic agreement. Some diagnoses held up well: PTSD, Autism Spectrum Disorder, ADHD, and (somewhat surprisingly, given the criticism the diagnosis draws elsewhere in this book) Complex Somatic Symptom Disorder achieved intraclass correlation coefficients in the “good” to “very good” range. Others fared badly: Major Depressive Disorder, Generalized Anxiety Disorder, Antisocial Personality Disorder, and Mixed Anxiety-Depressive Disorder landed in “questionable” or “unacceptable” territory.

The comparison to ICD-11 sharpens the picture further. The World Health Organization’s ICD-11, finalized in 2019, made more sweeping structural changes to mental disorder classification than DSM-5 did: a fully dimensional model for personality disorders, a reclassification of gender incongruence out of the mental disorders chapter altogether, and broader simplification aimed at improving global clinical utility. ICD-11’s field trials, run across a wide range of international settings, showed reliability generally comparable to or better than DSM-5’s across most categories, along with markedly stronger cross-cultural applicability. For a manual developed with $25 million in American funding, the fact that a parallel international system achieved comparable or better results across a wider range of clinical contexts is a finding the field can’t easily wave away.

CLINICAL IMPLICATIONS

For the practicing clinician, this chapter’s most important lesson is a kind of appropriate humility. DSM-5 diagnoses are working tools — useful conventions for communication, treatment planning, and research — not established facts about the biological nature of a patient’s condition. That doesn’t mean applying them carelessly or dismissing them as meaningless. It means applying them with a clear-eyed sense of the process that produced them and the limits that process built in.

Clinicians who understand that DSM-5’s categories emerged from committees balancing evidence against convention, institutional pressure, and the limits of available knowledge are better positioned to hold their diagnoses tentatively, revise them as new information arrives, explain honestly to patients what a diagnosis does and doesn’t mean, and stay genuinely curious about presentations that don’t fit the available boxes. The manual is a map, not the territory — more accurate in some regions than others, and its accuracy in any given region is something to assess rather than assume.

The dual-system dilemma in the opening vignette — a clinician stretched between DSM-5 and ICD-11 — is a real and recurring problem in daily practice. The two systems overlap far more than they diverge, but where they diverge, it matters clinically, especially around personality disorders, gender dysphoria, and prolonged grief. Clinicians working in international settings, or in institutions that code by ICD, need working fluency in both systems and in the reasoning behind where they part ways.

KEY TAKEAWAYS

• The DSM began as an administrative document, not a scientific one; its transformation into a scientific enterprise started with DSM-III in 1980 and remains incomplete.

• The DSM-5 process was ambitious, expensive, and consequential — and it fell well short of its own stated goals of biological grounding and dimensional classification.

• The NIMH’s 2013 pivot toward RDoC was an unprecedented institutional judgment that DSM-5 was not an adequate foundation for psychiatric research.

• DSM-5’s field trials showed good reliability for some diagnoses and poor reliability for others; that unevenness should inform how confidently any given diagnosis is applied.

• The ICD-11 diverges meaningfully from DSM-5 in several important areas and cannot be assumed interchangeable with it.

• Clinicians who understand how DSM-5 was actually made are better equipped to use it as a useful, limited tool rather than treating it either as gospel or as worthless.
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A Typology of the Five Major Categories of Diagnostic Dispute

CLINICAL VIGNETTE

Dr. Priya Mehta, a licensed clinical psychologist, has been treating a 38-year-old software engineer named Marcus for two years. He came in with chronic low-level anxiety, difficulty concentrating at work, and a pattern of interpersonal conflict that had already cost him two jobs and a marriage. Over the course of treatment Dr. Mehta has weighed Generalized Anxiety Disorder, Adult ADHD, and Persistent Depressive Disorder — Marcus meets partial criteria for all three, and none of them feels like an adequate account of what she’s actually seeing.

At a case consultation, a colleague trained in a different tradition suggests the pattern fits better under the Section III Alternative Model of Personality Disorders. A second colleague, steeped in the RDoC literature, argues the category labels matter less than mapping Marcus onto dimensions of negative affect, cognitive control, and social functioning.

Driving home, Dr. Mehta realizes she isn’t facing one controversy but several, and that they aren’t the same kind of disagreement. Some are about what the evidence shows. Some are about how to weigh evidence pointing in different directions. Some are about whether the diagnostic categories are even the right tool for the question. And underneath all of it sits a deeper one: whether “disorder” is the right frame at all for what Marcus is going through.

She needs a way to sort these disagreements from one another. This chapter offers one.

BACKGROUND: WHY DIAGNOSTIC CONTROVERSIES ARE NOT ALL THE SAME

A common mistake in discussions of psychiatric diagnosis is treating every controversy as though it were the same kind of dispute — as if every disagreement about a category were fundamentally an evidence dispute that better research would eventually settle. It isn’t true. Psychiatric controversies differ in kind, and a dispute resolvable in principle by empirical research is a fundamentally different animal from one that turns on values evidence can’t adjudicate, or on philosophical assumptions about the nature of disorder that precede any particular finding.

Sorting out which kind of controversy you’re facing matters practically. It shapes what kind of argument is relevant, what evidence is worth chasing, and what a resolution would even look like. A clinician who treats a values dispute as an evidence dispute will grow frustrated when more studies fail to settle anything; one who treats an evidence dispute as a values dispute will stop looking for data that could actually resolve the question. The typology in this chapter is meant as a practical tool for diagnostic reasoning under real uncertainty — which is to say, for the everyday practice of mental health care.

THE CORE CONTROVERSY: FIVE TYPES OF DIAGNOSTIC DISPUTE

Across the forty-one chapters that follow, five distinct kinds of diagnostic controversy recur often enough to justify systematic treatment. They aren’t mutually exclusive — most of the significant controversies in this book involve more than one type at once — but they’re analytically distinct, and distinguishing them is useful in practice.

Type 1: Construct validity disputes. These concern whether a category identifies a real and distinct clinical entity — whether it carves nature at its joints, to borrow the philosopher’s phrase, or draws an arbitrary line through a continuous reality. Whether Disruptive Mood Dysregulation Disorder is genuinely distinct from Oppositional Defiant Disorder and Major Depressive Disorder is a construct validity dispute. Whether the ten Section II personality disorder categories mark real distinctions or artificially slice up a continuous trait space is another. These questions are in principle resolvable through genetics, neurobiology, treatment-response data, and longitudinal outcomes — but the research rarely settles them decisively, and what counts as sufficient evidence is itself contested.

Type 2: Threshold disputes. These concern not whether a category is valid but where its boundary with normality, or with an adjacent category, should sit. Major Depressive Disorder’s validity is broadly accepted; whether a two-week duration criterion is the right threshold is a threshold dispute. Whether Generalized Anxiety Disorder’s six-month duration criterion is too long, under-diagnosing real suffering, or too short, capturing ordinary worry, is another. These disputes are partly empirical — the population distribution of severity and impairment is a factual question — but partly value-laden too, since where a threshold gets drawn reflects implicit judgments about the relative costs of false positives and false negatives that data alone can’t dictate.

Type 3: Boundary disputes. These concern the line between two disorders rather than between a disorder and normality — whether two conditions that frequently co-occur are genuinely distinct or expressions of one underlying process. The boundary between Bipolar II Disorder and Borderline Personality Disorder is a boundary dispute. So is the question of whether ADHD and autism reflect overlapping dimensions of a shared neurodevelopmental substrate or genuinely separate conditions. Boundary disputes are especially common in psychiatry because high rates of diagnostic comorbidity — patients meeting criteria for several diagnoses at once — suggest categorical boundaries often don’t track real divisions in the underlying psychopathology.

Type 4: Cultural validity disputes. These ask whether a category built primarily within one cultural context travels meaningfully to others — whether its specified symptoms, thresholds, and impairments reflect universal human psychology or culturally specific norms about what counts as abnormal. Whether DSM-5’s depression criteria adequately capture presentations in East Asian, African, and Latin American contexts, where somatic rather than emotional symptoms often predominate, is a cultural validity dispute. These aren’t merely academic concerns; they have direct clinical consequences for under- and mis-identification of disorder in non-Western and minority populations.

Type 5: Political and economic disputes. These concern whether a category’s boundaries were shaped, consciously or not, by pressures that aren’t scientific: pharmaceutical market creation, insurance reimbursement rules, advocacy lobbying, guild interests, or ideological commitments about human behavior. Whether Binge Eating Disorder’s addition to DSM-5 was influenced by industry interest in an approvable indication for lisdexamfetamine is one such dispute. Whether the near-elimination of Narcissistic Personality Disorder reflected therapist reluctance to work with patients carrying the label is another. These are among the hardest disputes to resolve, because the relevant causal mechanisms — the influence of financial relationships and professional interest on scientific judgment — are often invisible to the people experiencing them.

THE CASE FOR: CONTROVERSY AS A SIGN OF SCIENTIFIC HEALTH

One important counterargument to treating DSM-5’s controversies as failures is that controversy is precisely what scientific health looks like — that a field without contested categories has stopped asking hard questions. On this view, vigorous disagreement over whether DMDD is valid, whether eliminating the bereavement exclusion was right, or whether personality is better modeled categorically or dimensionally, is evidence the field takes its own foundations seriously.

There’s something to this. The alternative to scientific controversy isn’t scientific certainty; it’s scientific complacency — a field settled comfortably into inherited categories without asking whether they’re accurate. Medicine’s history is littered with diagnoses accepted for decades without controversy before being exposed as invalid constructs that caused real harm — drapetomania, hysteria, homosexuality classified as disorder. DSM-5’s controversies, on this reading, are the growing pains of a field developing the tools and the nerve to interrogate its own foundations.

THE CASE AGAINST: WHEN CONTROVERSY PERSISTS WITHOUT RESOLUTION

The counterargument is that some DSM-5 controversies persist not because the underlying questions are genuinely hard but because the field’s incentive structures make resolution costly to powerful interests. The pharmaceutical conflict-of-interest controversy has been documented empirically, aired in peer-reviewed journals, and raised in congressional testimony — without producing structural reform sufficient to resolve it. The personality disorder classification debate is a case where evidence favoring dimensional models has been strong and consistent for decades, yet institutional friction — training pipelines, electronic health record architecture, insurance coding — has kept the science from reaching practice.

When a controversy persists not because the evidence is genuinely equivocal but because change is institutionally inconvenient, the field isn’t displaying health — it’s displaying capture. Telling these two situations apart, productive controversy reflecting real empirical uncertainty versus unproductive controversy reflecting institutional inertia, is one of the harder and more important tasks in evaluating DSM-5’s contested territory.

WHAT THE EVIDENCE SHOWS: CONTROVERSY AS A PREDICTOR OF RELIABILITY

One testable prediction follows from this typology: diagnoses contested along multiple dimensions at once — construct validity, threshold, and political-economic disputes layered together — should show lower inter-rater reliability than diagnoses contested along just one dimension, or not contested at all. DSM-5’s field trial data offer a rough test, and the results broadly line up.

The categories with the poorest reliability in the field trials — Major Depressive Disorder, Generalized Anxiety Disorder, Antisocial Personality Disorder, and Mixed Anxiety-Depressive Disorder — are largely ones contested on multiple fronts simultaneously: disputed construct validity, disputed thresholds, unclear relationships to adjacent conditions. The categories with the best reliability — PTSD, ADHD, and Autism Spectrum Disorder — are ones where, whatever their other controversies, there’s broad agreement about the core symptom picture and deep clinical experience applying the criteria consistently. (Complex Somatic Symptom Disorder is the interesting exception here: it also scored well on reliability despite being one of the more conceptually contested categories in the manual, discussed in Chapter 13 — a reminder that reliability and the kind of controversy discussed in this chapter don’t always move in lockstep.)

This pattern suggests controversy type and multiplicity carry real clinical weight — that confidence in a diagnosis should track not only the evidence in front of the clinician but how well-validated and reliably applied the category itself is. It also suggests the field’s reform priorities should focus on categories contested on multiple fronts at once, since these are the ones most likely generating systematic diagnostic error.

CLINICAL IMPLICATIONS

The most direct implication here is that diagnostic uncertainty isn’t a problem to be solved by finding the right answer buried in the manual. It’s often a reflection of genuine scientific uncertainty the manual hasn’t resolved and can’t resolve with currently available information. Clinicians who grasp this are less likely to mistake diagnostic convention for diagnostic truth, and more likely to hold their formulations as working hypotheses open to revision.

When a controversy surfaces in practice, the first question worth asking is what type it is. A construct validity dispute calls for evaluating the evidence and holding the diagnosis tentatively pending better data. A threshold dispute calls for a careful, explicit, documented judgment about the patient’s impairment and distress. A cultural validity dispute calls for the Cultural Formulation Interview and consultation with cultural resources before applying criteria built in a different context. A political-economic dispute calls for heightened critical attention to potential bias in the criteria themselves.

None of this eliminates the need for clinical judgment — nothing can. But it gives that judgment a structure within which to operate more explicitly, more transparently, and more defensibly.

KEY TAKEAWAYS

• Diagnostic controversies differ in kind; treating them all the same leads to mismatched responses — more research where values are actually at stake, or values arguments where evidence could settle the question.

• Five recurring types of diagnostic controversy: construct validity, threshold, boundary, cultural validity, and political/economic disputes.

• Most significant DSM-5 controversies combine more than one type; diagnoses contested on multiple fronts tend to show lower inter-rater reliability.

• Controversy can reflect genuine scientific uncertainty or institutional resistance to well-established findings — telling these apart is essential to evaluating any specific debate.

• Identifying the type of controversy at hand equips clinicians to respond with the right kind of tentativeness, assessment, and documentation.
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Chapter 3: The Validity Problem
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Categorical vs. Dimensional Diagnosis and the Biological Grounding Gap

CLINICAL VIGNETTE

Dr. James Reinholt has practiced outpatient psychiatry for eighteen years. He is meeting a new patient — a 29-year-old graduate student named Sofia — for the first time. Three previous clinicians have each diagnosed her differently. The first called it Bipolar II Disorder and started a mood stabilizer. The second disagreed, diagnosed Borderline Personality Disorder, and referred her to dialectical behavior therapy. The third settled on ADHD and Complex PTSD, started a stimulant, and recommended trauma-focused treatment. All three approaches produced partial, inconsistent results.

Dr. Reinholt spends ninety minutes on the most thorough history he can manage. Writing up his assessment afterward, he finds himself genuinely stuck. Sofia meets criteria for all four conditions at once. He knows comorbidity is common in clinical practice — but Sofia doesn’t feel to him like four patients sharing one body. She feels like one person whose single underlying reality keeps getting sliced differently by whichever framework is applied to her.

He opens his laptop looking for recent neuroimaging or genetic data that might clarify what’s actually happening biologically, and finds a paper reporting that Bipolar Disorder, Borderline Personality Disorder, ADHD, and PTSD share substantial genetic risk architecture and overlapping patterns of prefrontal dysregulation. Its conclusion: the categorical distinctions his manual draws between these conditions don’t map onto distinct biological entities.

He sets down his pen. Eighteen years of practice, thousands of patients diagnosed by DSM categories — and now a peer-reviewed journal is telling him those categories may not correspond to anything real in the biology of the people he’s been diagnosing. He needs to understand what that means, for his practice and for his patients.

BACKGROUND: THE VALIDITY-RELIABILITY DISTINCTION AND ITS HISTORY

The distinction between reliability and validity is fundamental to psychiatric diagnosis and routinely misunderstood. Reliability is about consistency: whether two clinicians evaluating the same patient reach the same diagnosis, or whether the same clinician reaches the same conclusion on two separate occasions. Validity is about accuracy: whether a diagnosis correctly identifies a real clinical entity with the properties the diagnostic system claims for it.

These are logically separate properties. A system can be highly reliable without being valid — if clinicians consistently apply the same criteria to the same symptom clusters, inter-rater agreement can be high even if those clusters correspond to nothing real biologically. A system can also be valid in principle, correctly picking out real entities, without being reliable in practice, if the criteria for identifying them are ambiguous or hard to apply consistently.

DSM-III’s great achievement in 1980 was improving reliability. Explicit, operationalized criteria with clear thresholds sharply reduced the embarrassing inter-rater disagreement that characterized pre-DSM-III psychiatry — including the well-known transatlantic finding that American and British psychiatrists diagnosed the same patients with wildly different conditions. But the price, arguably, was subordinating validity to reliability. An atheoretical, symptom-based system produced consistent diagnoses without guaranteeing those diagnoses identified anything real. DSM-5 set out to restore validity. It didn’t succeed.

THE CORE CONTROVERSY: DO DSM-5 CATEGORIES CORRESPOND TO REAL ENTITIES?

The validity problem has two related but distinct layers. The first: do individual categories — Major Depressive Disorder, Schizophrenia, Autism Spectrum Disorder, and the rest — identify real, distinct clinical entities with coherent biological substrates, characteristic courses, and predictable treatment responses? The second: does the DSM’s categorical architecture as a whole — organizing psychopathology into discrete, bounded boxes — reflect how psychopathology is actually structured in nature, or is that structure better described as continuous dimensions along which people vary?

The two layers connect. If psychopathology really is dimensional — if the difference between bipolar disorder, major depression, and generalized anxiety is one of degree along continuous dimensions of negative affect, arousal, and cognitive impairment rather than one of kind — then trying to validate individual categorical diagnoses may be misconceived from the outset. Whether Major Depressive Disorder is a valid category might be unanswerable not for lack of research but because the category is simply the wrong unit of analysis.

THE CASE FOR: WHY CATEGORIES REMAIN CLINICALLY NECESSARY

The strongest argument for keeping categorical diagnosis, despite its known limits, is pragmatic rather than scientific: categories are what clinicians, patients, insurers, courts, and research designs actually require. A clinician cannot tell a patient they show “elevated scores on the negative affect and anhedonia dimensions of the general psychopathology factor”; they can tell them they have Major Depressive Disorder. An insurer cannot reimburse treatment for “high internalizing spectrum loading”; it can reimburse treatment for Bipolar II Disorder. A courtroom cannot process “dimensional elevations in negative affectivity and detachment”; it can process a diagnosis of Antisocial Personality Disorder.

There’s a scientific case for categories too: even if psychopathology is fundamentally dimensional, categories may serve as useful approximations of the most extreme, most internally coherent regions of those dimensions — places where symptom clusters, biological correlates, treatment responses, and clinical course line up with enough regularity to justify treating them as distinct for practical purposes. That argument has real force. Major Depressive Disorder, Schizophrenia, and Autism Spectrum Disorder do appear to mark regions of the psychopathological landscape where multiple lines of evidence converge reasonably consistently. The categories may be imprecise. They aren’t arbitrary.

THE CASE AGAINST: WHAT GENETICS, NEUROIMAGING, AND EPIDEMIOLOGY SHOW

The case against categorical diagnosis has strengthened steadily as the relevant sciences have advanced, and the evidence converges from several independent directions with striking consistency.

Genetic studies have been particularly damaging. The Cross-Disorder Group of the Psychiatric Genomics Consortium has shown that major psychiatric disorders — Schizophrenia, Bipolar Disorder, Major Depression, ADHD, Autism Spectrum Disorder — share substantial genetic risk architecture. The same single nucleotide polymorphisms that raise risk for one disorder raise risk for others, and the pattern of shared genetic risk does not respect DSM’s categorical boundaries; it flows continuously across them.

Epidemiology tells a similar story through comorbidity. If DSM categories tracked genuinely distinct clinical entities with distinct causal pathways, comorbidity would be a relative rarity — a coincidence of independent conditions. Instead it’s the norm in clinical practice: most people who meet criteria for one common mental disorder also meet criteria for at least one other. That pattern is exactly what dimensional models predict, and exactly what categorical models struggle to explain.

The “p-factor” research, using confirmatory factor analysis on large epidemiological datasets, offers perhaps the most direct evidence. Multiple research groups have converged on finding a single general factor of psychopathology — the p-factor, echoing the g-factor of general intelligence — that accounts for a large share of variance in disorder across conditions. This doesn’t mean every mental disorder is the same thing; specific factors for internalizing, externalizing, and thought disorder add real predictive power beyond the general factor. But it does mean the underlying structure of psychopathology looks hierarchical and continuous, not categorical and discrete.

THE DIMENSIONAL REVOLUTION THAT FAILED: RDOC AND ITS AFTERMATH

The Research Domain Criteria (RDoC) framework, launched by the NIMH in 2013, is the most ambitious attempt to operationalize a dimensional alternative to DSM categories for research. RDoC organizes research around five broad domains — Negative Valence Systems, Positive Valence Systems, Cognitive Systems, Social Processes, and Arousal/Regulatory Systems — each studied at multiple levels from genes to self-report. It explicitly rejects DSM categories as an organizing principle, asking instead that research investigate the biological and psychological dimensions underlying psychopathology without presupposing they line up with DSM diagnoses.

RDoC has genuinely redirected research funding and spawned a generation of transdiagnostic research that a strictly categorical framework would never have produced. It has also drawn real criticism. Some argue that its focus on biology risks reproducing the same reductionism that historically undervalued social, cultural, and developmental factors — that swapping symptom clusters for neural circuits isn’t obviously progress if the circuit-level concepts are themselves too simple to capture psychopathology’s complexity. Others note RDoC’s unit of analysis, the individual brain, inherits the same individualistic bias as DSM categories, missing the relational and social dimensions of mental health.

The Hierarchical Taxonomy of Psychopathology (HiTOP), developed by researchers including Robert Krueger and Nicholas Eaton, takes a different route to dimensionality — grounded not in neuroscience but in the statistical structure of symptoms and disorders observed across large epidemiological samples. HiTOP proposes broad spectra (Internalizing, Externalizing, Thought Disorder) that subsume narrower subfactors, which subsume specific disorders, which subsume individual symptom dimensions. It has strong empirical support and growing research influence, though it faces the same practical barriers to clinical implementation as any dimensional system.

DSM-5’s own dimensional experiment — the Alternative Model of Personality Disorders developed for Section III — illustrates exactly those barriers. The AMPD represents some of the most sophisticated nosological work of the entire DSM-5 process, operationalizing personality pathology along dimensions with strong empirical grounding in decades of personality psychology. It was developed, reviewed, refined — and then shelved in Section III, the section for models “not yet ready for routine clinical use,” where it has sat for more than a decade. Not because later research undermined it, but because the barriers to implementation in training, records systems, and insurance coding were never cleared.

WHAT THE EVIDENCE SHOWS: THE VALIDITY GAP IN NUMBERS

The practical consequences show up in several measures. Field trial data put the inter-rater reliability of several of DSM-5’s most commonly applied categories — the intraclass correlation coefficients for clinician agreement — well below thresholds acceptable elsewhere in medicine. Major Depressive Disorder scored just 0.28 in the field trials, “questionable” by conventional standards, despite being one of psychiatry’s best-established diagnoses. Generalized Anxiety Disorder scored 0.20. For these two diagnoses, two clinicians evaluating the same patient agreed only modestly better than chance would predict — a genuinely striking finding given how central both conditions are to everyday practice. Interestingly, Complex Somatic Symptom Disorder, a newer and more conceptually contested category, scored considerably better at 0.61, landing in the “good” range — a reminder that the validity concerns raised throughout this book and a category’s field-trial reliability are not the same question, and don’t always point in the same direction.

Treatment response data add another angle. If diagnostic categories correctly picked out distinct biological conditions, we’d expect mechanism-targeted treatments — antidepressants for depression, antipsychotics for schizophrenia — to show real specificity, working for the target condition and not much else. That isn’t what happens. Antidepressants are used for depression, anxiety disorders, PTSD, eating disorders, and chronic pain. Antipsychotics are used for schizophrenia, bipolar disorder, treatment-resistant depression, and PTSD. Mood stabilizers turn up in bipolar disorder, borderline personality disorder, and impulsive aggression alike. This transdiagnostic pattern of treatment response is exactly what dimensional models predict and exactly what categorical models struggle to explain.

CLINICAL IMPLICATIONS

For the practicing clinician, the validity problem raises an unavoidable question: if the categories I apply don’t correspond to distinct biological entities, what am I actually doing when I make a diagnosis, and how should that change my practice?

The answer isn’t to stop diagnosing. DSM-5 categories, validity limits and all, remain the shared language of mental health practice. They connect patients to treatment, to services, to communities of shared experience. They let clinicians communicate. They provide an organizing framework that, imperfect as it is, beats having no framework at all. The alternative to imperfect categories isn’t perfect categories — it’s clinical chaos.

The answer is to diagnose with a clear sense of what a diagnosis does and doesn’t mean. A diagnosis of Major Depressive Disorder tells patient and clinician that a symptom cluster associated with significant distress and impairment is present, that research has linked this cluster to certain biological correlates and treatment responses, and that a shared vocabulary now exists for discussing it. It does not tell them the patient has a distinct disease entity with a known cause, a predictable course, and a specific treatment response. The current science can’t support claims that strong.

For a patient like Sofia, whose presentation cuts across four diagnostic categories, the more useful clinical question may not be “which diagnosis is correct” but “what are the key dimensions of this person’s experience and functioning, and what interventions are most likely to help.” That isn’t a rejection of diagnosis. It’s putting diagnosis in its proper place — as a starting point for clinical thinking, not an endpoint.

KEY TAKEAWAYS

• Reliability and validity are logically independent; DSM-III’s revolution improved reliability but left the validity problem largely unaddressed, and DSM-5’s attempt to fix it largely failed.

• Evidence from genetics, neuroimaging, epidemiology, and quantitative psychopathology consistently favors a dimensional over categorical structure for psychopathology.

• The p-factor research, cross-disorder genetics, and HiTOP all converge on a hierarchical, continuous structure for psychopathology rather than discrete categorical disease.

• The AMPD’s relegation to Section III shows that scientific evidence is necessary but not sufficient for diagnostic reform; institutional and practical barriers can matter just as much.

• High comorbidity rates aren’t anomalies requiring special explanation — they’re exactly what dimensional models predict, and they weigh against the categorical model.

• Clinicians who understand the validity problem can use DSM categories as useful working tools rather than settled biological facts, keeping appropriate humility while still delivering good care.
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Chapter 4: Medicalization and the Boundaries of Disorder
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Normal Suffering vs. Clinical Disorder — The Foundational Question

CLINICAL VIGNETTE

Elena Vasquez, a 42-year-old high school Spanish teacher, has been referred to a community mental health clinic by her primary care physician. Her complaint: persistent low mood, fatigue, poor sleep, and a feeling of being “stuck” that has lasted, in her words, for most of her adult life. Her childhood was marked by poverty and an emotionally unavailable mother; her marriage ended in her mid-thirties; the career she once loved now leaves her drained. She isn’t in crisis. She isn’t suicidal. She is, as she puts it, “just unhappy — deeply, chronically, unremarkably unhappy.”

The evaluating clinician, Dr. Marcus Webb, finishes his assessment facing a genuine dilemma. Elena meets criteria for Persistent Depressive Disorder: low mood more days than not for over two years, accompanied by poor sleep, low energy, and hopelessness. But as he reviews the criteria, he finds himself asking a question his training gave him no real tools to answer: is Elena’s unhappiness a disorder — or a rational, proportionate response to a life shaped by hardship, loss, and narrowed opportunity?

The DSM-5 doesn’t help him tell the difference. Its criteria for Persistent Depressive Disorder say nothing about the context the symptoms arose in, nothing about whether they reflect circumstances that would make most people unhappy, nothing about whether Elena’s suffering is a deviation from how she’d feel under better conditions or an accurate registration of the conditions she actually lives in. The criteria simply require the symptoms be present, persistent, and accompanied by distress or impairment.

Dr. Webb diagnoses Persistent Depressive Disorder, refers Elena for cognitive-behavioral therapy, and weighs whether to recommend medication. But the question he asked himself doesn’t go away. It’s the question this chapter takes up.

BACKGROUND: HOW DSM-5 DEFINES MENTAL DISORDER

The definition of mental disorder opening DSM-5 is the product of decades of debate and represents the field’s best current attempt at a principled boundary between disorder and ordinary human suffering. DSM-5 defines mental disorder as “a syndrome characterized by clinically significant disturbance in an individual’s cognition, emotion regulation, or behavior that reflects a dysfunction in the psychological, biological, or developmental processes underlying mental functioning.” Crucially, it adds that mental disorders are “usually associated with significant distress or disability in social, occupational, or other important activities,” and explicitly excludes “an expectable or culturally approved response to a common stressor or loss.”

That’s a genuine attempt to build the disorder/normality boundary into the manual’s foundations. The phrase “expectable or culturally approved response” does real work: it acknowledges that some experiences — grief, fear, sadness in the face of adversity — aren’t disorders even at high intensity, because they’re appropriate responses to circumstance rather than failures of the systems producing them.

The trouble is that this careful conceptual boundary, however well stated in the introduction, is almost invisible in the actual diagnostic criteria clinicians apply. With a few exceptions — most notably the former bereavement exclusion for Major Depressive Disorder, eliminated in DSM-5 — specific criteria don’t ask clinicians to consider whether symptoms reflect dysfunction or an appropriate response to circumstance. They ask only whether symptoms meet threshold, cause distress or impairment, and aren’t better explained by a substance or medical condition. The philosophical work done in the definition never quite makes it into the criteria themselves.

THE CORE CONTROVERSY: WHAT COUNTS AS DISORDER?

The medicalization debate concerns the DSM’s systematic tendency, across editions and with growing scope, to classify as disorder experiences that might more accurately be understood as normal responses to adversity, variations in personality and temperament, or the downstream effects of social conditions medicine isn’t well positioned to fix. The worry isn’t only that particular diagnoses get misapplied at the margins; it’s that the diagnostic enterprise as a whole has expanded to cover more and more of the range of human unhappiness, serving institutional and commercial interests not always aligned with the people being diagnosed.

The critique has deep roots. Thomas Szasz, its most radical voice, argued in The Myth of Mental Illness (1961) that mental illness isn’t illness in any meaningful sense — that it’s a metaphor for problems in living, and that diagnosing and treating it functions as a form of social control rather than medicine. Szasz’s position is more extreme than most contemporary critics would endorse, and it’s been criticized extensively for underplaying the real biological dimensions of severe mental illness. But the challenge he raised about the conceptual foundations of psychiatric diagnosis still bears fruit.

The more influential contemporary framework is Jerome Wakefield’s harmful dysfunction analysis. Wakefield argues a genuine disorder requires two things: a dysfunction — some psychological or biological mechanism failing to do what evolution designed it to do — and harm, meaning the dysfunction causes suffering or impairment the person and society judge to be negative. This framework explains why grief, fear, and sadness aren’t disorders even at their most intense — they reflect evolved emotional systems working correctly, not failing — while also explaining why Major Depressive Disorder and Schizophrenia are disorders: they involve genuine failures in mood regulation and reality testing.

The question every clinician eventually faces is whether a given cluster of symptoms reflects a dysfunctional system failing to do its job, or a system working exactly as designed, producing pain in response to painful circumstances. DSM-5’s criteria, applied on their own, can’t distinguish these two possibilities.

THE CASE FOR: THE HUMANITARIAN ARGUMENT FOR BROAD DIAGNOSTIC ACCESS

The strongest argument for broad diagnostic categories — erring toward inclusion over exclusion — is humanitarian: the costs of under-diagnosis fall disproportionately on people already suffering, and restricting access adds another barrier on top of their suffering. Elena Vasquez has been unhappy for most of her adult life. Whatever philosophical test one applies to “true disorder,” she is suffering, she is impaired, and she stands to benefit from psychological and possibly pharmacological help. If a diagnosis of Persistent Depressive Disorder is what unlocks that help — through insurance coverage, referral to evidence-based treatment, or simply having her suffering legitimized as worthy of professional attention — then diagnosing her isn’t merely procedural. It’s humane.

This argument carries particular weight for populations historically denied mental health care through stigma, economic barriers, and cultural dismissal of their suffering. Diagnostic expansion, on this view, is not simply medicalization creeping outward — it’s the progressive recognition that suffering once invisible, dismissed, or blamed on character is real, treatable, and worth caring for. Conditions once written off as moral failings — alcoholism, post-traumatic stress, postnatal depression — came to be understood as medical conditions with biological dimensions and effective treatments, and that recognition improved lives.

Proponents of broad categories also argue that Wakefield’s harmful dysfunction framework, elegant as it is, is clinically unworkable. Judging whether a symptom cluster reflects a genuine evolutionary dysfunction rather than the normal operation of an evolved system under hard conditions demands a depth of knowledge about evolutionary biology and individual history that clinicians simply don’t have in routine practice. A diagnostic system that requires judging evolutionary dysfunction is a diagnostic system most clinicians can’t reliably apply.

THE CASE AGAINST: THE COSTS OF PATHOLOGIZING NORMAL HUMAN EXPERIENCE

The case against broad diagnostic categories starts with an empirical claim: DSM’s progressive expansion across editions hasn’t been matched by a corresponding improvement in population mental health. Diagnoses have grown from 106 in DSM-I to more than 300 in DSM-5. Rates of
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