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ABSTRACT: Over the past decade, outpatient 

psychiatric services in Vancouver and across 

British Columbia have experienced a marked 

increase in referrals focused on diagnostic 

clarification for depression, anxiety disorders, 

attention-deficit/hyperactivity disorder, autism 

spectrum disorder, and broader constructs of 

neurodivergence. Increased demand appears 

to reflect multiple converging influences, 

including greater public awareness, evolving 

diagnostic frameworks, social media exposure, 

and structural and policy-related factors. While 

improved recognition may enhance access to 

care, increasing demand for diagnostic clari-

fication may affect the distribution of limited 

specialist resources. A systems-informed 

stepped-care approach may help balance 

access to outpatient psychiatric services, diag-

nostic accuracy, and sustainability. Strengthen-

ing primary care capacity and aligning policy 

frameworks with functional needs may support 

more equitable and effective mental health 

care service delivery.

Rising demand for psychiatric 
diagnosis in urban British 
Columbia: Implications for  
the BC health care system
This narrative review integrates epidemiologic data, health care 
systems analysis, and conceptual literature, synthesizing clinical  
and policy-relevant insights.
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O ver the past decade, outpatient 
psychiatric clinics in Vancou-
ver and across British Colum-

bia have experienced a notable increase 
in referrals focused on diagnostic clari-
fication. Referrals increasingly involve 
concerns about depression, anxiety disor-
ders, attention-deficit/hyperactivity disor-
der (ADHD), autism spectrum disorder 
(ASD), and broader constructs of neurodi-
vergence. This shift may reflect both evolv-
ing epidemiology and changing societal 
understandings of mental health, identity, 
and disability.

National surveys suggest that approxi-
mately 1 in 5 Canadians will experience a 
mental health disorder in any given year, 
with lifetime prevalence approaching 33%.1 
Mood and anxiety disorders are the most 
common diagnostic categories, accounting 
for most mental health care service utili-
zation.2 More recently, adult ADHD and 
ASD diagnoses have increased substantially, 
particularly among women and individuals 
without childhood documentation.3,4 In 
British Columbia, administrative health 
data show a marked increase in mental 
health–related outpatient service utiliza-
tion over the past decade, including rising 
demand for care associated with neurode-
velopmental conditions.5

While improved recognition and 
reduced stigma may account for some 

of this increase, emerging evidence may 
suggest that broader sociocultural forces, 
digital health platforms, and economic 
incentives are also reshaping diagnostic 
landscapes.6,7 The rise of neurodiversity 
discourse, social media–driven symptom 
awareness, and evolving disability accom-
modations may have collectively influenced 
patient expectations regarding diagnosis 
and identity.8,9

In publicly funded health care systems  
such as BC’s, this increased diagnostic 
demand may present complex clinical, ethi-
cal, and operational challenges. Psychia-
trists face growing demand for specialized 
assessments, often with limited resourc-
es, long wait lists, and competing clinical 
care priorities. Understanding the drivers, 
consequences, and policy implications of 
increasing diagnostic demand is, therefore, 
important for optimizing service delivery 
and safeguarding clinical standards.

This narrative review aims to examine 
the epidemiology, diagnostic evolution, 
sociocultural drivers, and health care sys-
tems implications of increasing diagnostic 
demand for depression, anxiety, ADHD, 
autism, and neurodivergence in urban out-
patient psychiatry, with a particular focus 
on Vancouver and BC.

This article advances the premise that 
the increasing demand for psychiatric diag-
nostic evaluation—particularly for ADHD 
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and autism presentations—is reshaping out-
patient psychiatry in BC. While improved 
recognition has clear benefits, this shift may 
also divert limited specialist resources away 
from longitudinal care for severe mental 
illness. This rising demand appears to be 
influenced not only by epidemiologic trends 
but also by social media exposure, evolving 
concepts of neurodiversity, and structural 
and policy-related incentives.

Changing patterns in  
psychiatric diagnosis 
Depression and anxiety disorders
Mood and anxiety disorders are the leading 
causes of disability worldwide, account-
ing for more than 40% of years lived with 
disability attributable to mental illness.10 
Canadian data demonstrate increasing prev-
alence, particularly among adolescents and 
young adults, with depression rates nearly 
doubling between 2000 and 2020.1,9 In Brit-
ish Columbia, administrative data dem-
onstrate increased mental health service 
utilization, with notable growth among 
younger and midlife adults.5

Multiple factors likely contribute to 
these trends, including heightened mental 
health literacy, reduced stigma, economic 
precarity, housing instability, and the inad-
vertent psychological sequelae of digital 
connectivity.11,12 The COVID-19 pandemic 
seems to have further amplified depres-
sive and anxiety symptoms, with prevalence 
rates increasing by up to 25% globally.13,14 
In Vancouver, pandemic-related disruptions 
disproportionately affected marginalized 
populations, which exacerbated pre-existing 
mental health disparities.5

ADHD in adults
ADHD was historically conceptualized as a 
childhood disorder, yet longitudinal studies 
confirm persistence into adulthood in up 
to 60% of cases.15 Population prevalence 
of adult ADHD is estimated at 2.5% to 
4.4%.16 However, available data suggest that 
diagnostic rates have increased sharply over 
the past decade, particularly among women 
and professionals.17

In British Columbia, psychotropic 

medication dispensing increased during 
the past decade, reflecting broader shifts 
in mental health service utilization.5 While 
improved recognition of adult ADHD 
explains part of this trend, concerns regard-
ing overdiagnosis and inappropriate pre-
scribing have emerged.18,19

Autism spectrum presentations and 
neurodiversity-reported prevalence of 
autism spectrum presentations have 
increased over time, reflecting changes in 
diagnostic criteria, improved recognition, 
and expanded conceptual frameworks.20,21 
Adult diagnosis has become more common, 
particularly among individuals whose traits 
may not have been identified in childhood.

The concept of neurodiversity has con-
tributed to a shift in understanding by 
framing autism and related conditions as 
part of natural variation in human cogni-
tion.8,22 For many individuals, this perspec-
tive provides validation, identity, and access 
to supportive communities.

At the same time, these evolving frame-
works introduce important considerations 
for how diagnostic thresholds, service eli-
gibility, and clinical decision making are 
defined within health care systems.

Epidemiologic trends in BC
Observed diagnostic growth trends in BC 
are summarized in the Table. These esti-
mates illustrate increasing service utilization 
across major diagnostic categories, particu-
larly ADHD and autism.

The evolution of diagnostic criteria 
within the Diagnostic and Statistical Manual 
of Mental Disorders (DSM) appears to have 
influenced psychiatric case mix. Succes-
sive DSM editions have shown a need to 
broaden diagnostic thresholds and empha-
size symptom dimensionality and func-
tional impairment rather than categorical 
illness.23

For depression and anxiety, lowered 
symptom thresholds and reduced dura-
tion requirements may have expanded the 
diagnostic capture.24 While facilitating ear-
ly intervention, these shifts could conflate 
normative distress with psychopathology.25

In ADHD, expanded adult criteria 
introduced in the DSM-5 increased diag-
nostic sensitivity but reduced specificity, 
particularly in populations with trauma, 
mood disorders, or executive dysfunction 
related to psychosocial adversity.26 Similarly, 
the DSM-5 reconceptualization of autism 
as a spectrum appears to have widened 
eligibility while possibly reducing distinc-
tions between subclinical traits and clini-
cally impairing syndromes.4 However, it is 
important to recognize that for many indi-
viduals, neurodiversity frameworks provide 
validation, identity, and improved access to 
supportive environments.

These diagnostic expansions intersect 
with increasing self-diagnosis driven by 
online screening tools and social media 
narratives, which often lack psychometric  
rigor.14,26,27 Clinicians increasingly encounter 

Condition Estimated adult prevalence 10-year diagnostic growth

Depression 8% to 12% +45%

Anxiety disorders 10% to 15% +52%

Attention-deficit/hyperactivity 
disorder (ADHD)

2% to 4% +110%

Autism spectrum disorder 1% to 3% +175%

TABLE. Estimated prevalence and diagnostic growth trends in British Columbia.

Sources: Statistics Canada; BC Ministry of Health; Canadian Institute for Health Information.1,5,10

Note: Growth estimates reflect increases in diagnostic volume and service utilization rather than population-
adjusted prevalence rates. In particular, the +110% increase in ADHD represents increased diagnoses rather 
than a true doubling of prevalence.
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patients who request formal diagnoses based 
on online symptom alignment, which raises 
ethical and epistemological challenges.14,26,27

Sociocultural drivers of diagnostic 
preoccupation
Platforms such as TikTok, Instagram, and 
Reddit have become major sources of mental 
health information, particularly for younger 
adults.13 ADHD- and autism-related con-
tent appears to have proliferated, often pre-
senting symptom lists that may emphasize 
common experiences such as distractibility, 
sensory sensitivity, or social discomfort.17 
While normalizing mental health strug-
gles, these narratives may in some cases risk 
pathologizing everyday variability.18

Individuals exposed to high volumes of 
mental health content are more likely to 
self-identify with psychiatric diagnoses and 
seek formal assessment.21 This phenomenon 
has been termed “diagnostic contagion,” 
reflecting social amplification of symptom 
perception.14 This is depicted in the Figure.  
Neurodiversity discourse may reframe 
diagnosis as identity, offering validation, 
community belonging, and access to accom-
modations.8,9 In academic and workplace 
environments, formal diagnoses appear to 
have increasingly determined eligibility for 

educational supports, disability benefits, and 
workplace adjustments.22

While enhancing equity for individuals 
with genuine impairments, this dynamic 
may unintentionally incentivize diagnostic 
pursuit, thereby contributing to increasing 
demand within publicly funded health care 
systems.25

Vancouver’s housing crisis, income 
inequality, and cost-of-living pressures exert 
profound psychological effects.2 Increas-
ing diagnostic demand may partially reflect 
potential medicalization of social suffering 
as individuals seek clinical explanations for 
distress rooted in structural adversity.18

Clinical implications in  
outpatient psychiatry
Urban outpatient psychiatry clinics increas-
ingly devote substantial resources to diag-
nostic clarification rather than longitudinal 
treatment of complex illness.2,5 Increasing 
outpatient demand in British Columbia has 
contributed to pressures on psychiatric ser-
vice capacity, with clinics reporting challeng-
es in meeting rising volumes of referrals.⁵ 
This diagnostic surge may disproportion-
ately affect individuals with severe mental 
illness, whose access to specialist care may 
be delayed as clinics manage high volumes 

of apparent low-risk diagnostic referrals.5

High diagnostic demand may amplify 
the risk of overdiagnosis or misclassifica-
tion, particularly in borderline presentations 
overlapping with trauma, personality traits, 
and situational stress.25,26 Overdiagnosis 
may lead to unnecessary pharmacotherapy, 
stigma, and reduced self-efficacy.26 Con-
versely, failure to validate patient concerns 
risks reducing therapeutic alliance. Bal-
ancing diagnostic precision with empathic  
engagement is a core clinical challenge.25

Diagnostic expansion raises fundamen-
tal ethical questions regarding medical 
authority, patient autonomy, and distribu-
tive justice. Labeling normative cognitive 
and emotional variability as disorder risks 
reinforcing pathologization while divert-
ing limited resources from individuals with 
apparently more disabling illness.6

Clinicians must navigate tensions 
between validating lived experience and 
preserving diagnostic integrity, particularly 
when diagnoses could in some cases confer 
social and economic benefits.2 

Health care systems and policy 
implications in BC
The increasing demand for psychiatric 
diagnosis has substantial implications for 
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FIGURE. Refined conceptual model of diagnostic amplification in urban outpatient psychiatry. This model illustrates how converging digital, sociocultural, 
and economic factors lead to a reinforcing feedback loop that amplifies diagnostic rates and system strain.
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BC’s publicly funded health care system. 
BC faces ongoing shortages of psychia-
trists, particularly in community outpatient 
settings. Increasing outpatient demand in 
British Columbia has contributed to pres-
sures on psychiatric service capacity, with 
clinics reporting challenges in meeting ris-
ing volumes of referrals.5 Shifting appropri-
ate diagnostic assessment to primary care, 
supported by standardized tools and spe-
cialist consultation, could optimize system 
efficiency.25

Collaborative care models that integrate 
family physicians, psychologists, and psy-
chiatrists demonstrate improved outcomes 
and reduced wait times.27 Expanding access 
to evidence-based psychotherapy and neu-
ropsychological assessment within primary 
care may reduce unnecessary psychiatric 
referrals.22

Provincial disability benefits and aca-
demic accommodations frequently require 
formal psychiatric diagnoses, which inad-
vertently incentivizes diagnostic pursuit.22 
Policy reforms that emphasize functional 
assessment over categorical diagnosis may 
reduce increased diagnostic demand while 
preserving equitable access.22

Oversight of online mental health 
content and commercial diagnostic plat-
forms appears to be limited. Developing 
evidence-informed digital literacy initia-
tives could mitigate misinformation and 
unrealistic diagnostic expectations.27

Drivers of increased  
diagnostic demand
Multiple interacting factors contribute 
to increasing diagnostic demand. Digital 
platforms and social media have become 
major sources of mental health informa-
tion, particularly among younger popu-
lations. Exposure to symptom-based 
content may influence self-identification 
and help-seeking behavior. Sociocultural 
shifts increasingly frame diagnosis as iden-
tity and a pathway to accessing supports.8,9,22 
Structural stressors—including housing 
instability and economic pressures—also 
contribute to distress and may influence 
diagnostic seeking.12

These interacting pathways are summa-
rized in the Figure. This conceptual model 
illustrates how digital exposure, sociocul-
tural factors, and structural pressures may 
contribute to increasing demand for psychi-
atric diagnosis. The model is an interpretive 
synthesis of the literature and is not derived 
from a single empirical data set. 

Discussion
The expanding diagnostic preoccupation 
observed in outpatient psychiatry neces-
sitates a comprehensive, multidisciplinary 
research and policy agenda. Several priority 
domains merit focused investigation.

There is a striking paucity of long-term 
outcome data for adults newly diagnosed 
with ADHD or ASD. Most existing lon-
gitudinal cohorts focus on childhood-onset 
cases, which limits applicability to 
adult-diagnosed populations.16,21 Prospec-
tive studies that examine functional out-
comes, quality of life, occupational stability, 
and health care service utilization following 
adult diagnosis are urgently needed.

Such research should also examine 
potential inadvertent effects of diagnosis, 
including possible identity consolidation 
around illness narratives, medication depen-
dency, and altered self-expectations.25,26 
Understanding both the benefits and 
unintended consequences of diagnosis is 
essential for developing balanced diagnostic 
frameworks.

Borrowing from antimicrobial steward-
ship paradigms, the concept of diagnostic 
stewardship emphasizes appropriate use of 
diagnostic labels to maximize clinical bene-
fit while minimizing harm.6,25 This approach 
could involve standardized referral criteria, 

stepped assessment protocols, and multidis-
ciplinary triage models.

Randomized implementation trials that 
compare traditional open-access psychi-
atric referral pathways with stepped-care 
diagnostic models could clarify optimal 
service configurations.25,27 These studies 
should measure outcomes, including wait 
times, diagnostic yield, patient satisfaction, 
symptom improvement, and system-level 
cost-effectiveness.

Expanding diagnostic and therapeutic 
capacity within primary care is an urgent 
systems lever. Targeted training initiatives 
in ADHD assessment, autism screening, 
and mood disorder differentiation may sub-
stantially reduce unnecessary psychiatric 
referrals.22,25

Integrating validated screening instru-
ments, clinical decision-support tools, and 
specialist consultation services within pri-
mary care could enhance diagnostic accu-
racy while preserving access equity. Such 
models require rigorous evaluation within 
BC’s primary care networks and longitu-
dinal funding commitments.

Given the significant influence of 
social media on diagnostic awareness, 
public mental health care strategies 
should increasingly address digital litera-
cy.13,14 Evidence-informed public educa-
tion campaigns could promote nuanced 
understanding of psychiatric symptoms, 
diagnostic thresholds, and normal psycho-
logical variability.

Partnerships between public health 
authorities, academic institutions, and digi-
tal platforms may facilitate development of 
high-quality mental health content that 
balances validation with clinical rigor.27

Provincial disability and accommoda-
tion frameworks currently emphasize cat-
egorical diagnosis.22 Transitioning toward 
function-based eligibility models may miti-
gate increased diagnostic demand while 
preserving equitable access to supports.

Pilot programs that evaluate func-
tional assessment tools within postsec-
ondary institutions, workplaces, and social 
assistance programs could generate criti-
cal policy evidence. These initiatives must 
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carefully monitor unintended consequences, 
including potential exclusion of vulnerable 
populations.

Administrative data from British Col
umbia highlight the need for system-level 
analyses examining how rising service uti-
lization affects access for individuals with 
severe and persistent mental illness.5 Mod-
eling studies could quantify the trade-offs 
between diagnostic expansion and access 
to care for individuals with severe and per-
sistent mental illness, which would inform 
system-level prioritization.

Study limitations
Several methodological and conceptual 
limitations warrant careful consideration.

First, this article is a narrative review 
rather than a systematic review or 
meta-analysis. While this approach allows 
for integrative synthesis across epidemio-
logical, sociocultural, and health care sys-
tems domains, it may introduce selection 
bias in the literature included. Priority was 
given to high-quality population studies, 
systematic reviews, and policy-relevant 
publications; however, important regional 
data may be unpublished or inaccessible, 
particularly within health authority quality 
improvement databases.1,5

Second, administrative health data used 
to infer diagnostic trends are limited by 
coding practices, billing incentives, and 
variations in diagnostic documentation.5 
Changes in service utilization may reflect 
evolving physician billing behaviors, diag-
nostic labeling practices, or health care sys-
tem restructuring rather than true changes 
in prevalence. Furthermore, diagnostic cod-
ing lacks granularity, which limits differen-
tiation between provisional, confirmed, and 
rule-out diagnoses.23,24

Third, much of the emerging literature 
on neurodiversity, digital health, and diag-
nostic identity is qualitative or theoretical. 
While these frameworks provide valuable 
sociocultural context, empirical outcome 
data are sparse. This limits definitive con-
clusions regarding the long-term benefits 
and risks of expanded diagnostic conceptu-
alizations, particularly in adult populations.

Fourth, social media–driven diagnostic 
awareness is a rapidly evolving phenom-
enon.13,14 The digital landscape changes at 
a pace that outstrips traditional academic 
publishing, which renders many observa-
tions temporally contingent. As platform 
algorithms, content moderation policies, 
and user demographics shift, the influence 
of social media on diagnostic self-concept 
may evolve in unpredictable ways.

Fifth, the Vancouver-centric focus of 
this analysis may limit generalizability. 
Although urban psychiatric clinics across 
Canada report similar trends, local socio
demographic characteristics, housing mar-
kets, service availability, and cultural norms 
uniquely shape help-seeking behaviors in 
BC.2,18 Rural and remote communities face 
distinct access barriers and may exhibit dif-
ferent diagnostic patterns.5

Finally, the conceptual critique of diag-
nostic expansion must be balanced against 
the legitimate needs of individuals who have 
historically faced underdiagnosis, particu-
larly women, racialized populations, and 
neurodivergent adults.4,17,22 Efforts to reca-
librate diagnostic thresholds should avoid 
reintroducing barriers to care or perpetuat-
ing systemic inequities.

Conclusions
The increasing diagnostic preoccupation 
with depression, anxiety, ADHD, autism, 
and neurodivergence arguably represents 
a consequential paradigm shift in con-
temporary psychiatry. This transformation 
reflects evolving diagnostic frameworks, 

expanding neurodiversity discourse, unprec-
edented digital information dissemination, 
and intensifying structural stressors within 
urban environments.

At its best, enhanced diagnostic aware-
ness promotes early identification, de
stigmatization, and access to supportive 
interventions. Historically marginalized 
populations, particularly women, neurodi-
vergent adults, and individuals with complex 
presentations, stand to benefit from more 
inclusive diagnostic practices.4,17 How-
ever, when diagnostic expansion proceeds 
without commensurate system capacity, 
evidence-based thresholds, and policy align-
ment, unintended consequences may ensue.

In BC’s publicly funded health care sys-
tem, expanding diagnostic demand strains 
outpatient psychiatric capacity, prolongs 
wait times, and risks displacing individu-
als with severe mental illness from time-
ly access to specialist care.5 The ethical 
imperative of distributive justice demands 
careful stewardship of limited psychiatric 
resources.5,6

Furthermore, excessive medicalization 
of normative distress could risk narrowing 
the conceptual space for human variability, 
resilience, and adaptive coping.6,7 Psychiatry 
should resist the conflation of suffering with 
disorder, particularly in contexts shaped 
by social inequity, housing instability, and 
economic precarity.2,18 A more expansive 
public mental health care approach that 
integrates social policy, community sup-
ports, and preventive interventions may 
better address the upstream determinants 
of psychological distress.

The emerging paradigm of diagnostic 
stewardship offers a promising framework 
for balancing accuracy of psychiatric diag-
nosis, access to related health care services, 
and equity among those who require care. 
By embedding stepped-care principles, 
primary care integration, and functional 
assessment models within service design, 
BC can recalibrate its psychiatric care path-
ways toward sustainability.22,25

Ultimately, the challenge confronting 
contemporary psychiatry is not merely 
diagnostic precision but epistemological 
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humility: recognizing the limits of cat-
egorical frameworks, respecting lived 
experience without surrendering clinical 
rigor, and stewarding finite resources in 
service of population-level mental health 
care. Achieving this balance will require 
sustained collaboration among clinicians, 
policymakers, educators, and communities.

If successfully navigated, the current 
diagnostic transformation may represent 
not a challenge but an opportunity to build 
a more responsive, humane, and equita-
ble mental health care system for British 
Columbians. 
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