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Diagnoses have unintended effects. In two Norwegian abuse cases it appears that the victims’ diagnoses have 

served as attention deflectors – abuse and violence may have been overlooked, because it was assumed that 

the children suffered from a disorder.
During recent months, the Norwegian public 
has followed and discussed two criminal 
trials: The so-called Christoffer case (1, 2) 
and what the press has referred to as the 
Alvdal case (3, 4). The former case con-
cerned extensive abuse of a boy, who finally 
died from his injuries. The latter case con-
cerned sexual abuse of several children.

Despite their obvious differences, these 
cases had something in common – both 
were continuations of cases that had previ-
ously been under criminal investigation, in 
which the parents and/or step-parents were 
indicted for abuse that had mainly taken 
place in the children’s homes. Now the 
mothers were charged, and both were con-
victed. Christoffer’s mother was convicted 
of «passive contributory negligence» since 
she had failed to protect her son against a 
violent stepfather, who some years previ-
ously had been convicted of grievous 
bodily harm causing death. The second 
mother had a previous conviction for sexual 
abuse of her children, now also for abuse 
of a daughter who was not a plaintiff in 
the first judicial assessment. In this case – 
the Alvdal case – children were victims of 
abuse at the hands of parents, step-parents 
and neighbours.

A common feature of these cases is that 
they do not concern single events or acts, 
but systematic abuse over time.

Many questions can be raised in the 
aftermath of these trials. The media have 
primarily directed attention at the criminal 
aspects and focused on the problems that 
stem from the strong protection of privacy 
in our society. Many have claimed that the 
sentencing has been too lenient in these 
cases, and many have voiced concern regar-
ding how cases involving violence against 
children are handled in general. Otherwise, 
it appears that «everybody» agrees that the 
trials have served as a wake-up call and that 
they have reinforced the legal protection 
of children. The main message sent by the 
media is this: When we learn of violence, 
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abuse and neglect, we are all responsible for 
reporting it.

Our concern differs from that of the 
media, even though the problem areas 
overlap. We will discuss and problematise 
the function of diagnoses in a broad sense 
(5). Herein we will raise questions related to 
the use and abuse of diagnostics in general, 
and to the diagnoses that were reported in 
these cases in particular. Both of the victims 
concerned in these trials had undergone 
comprehensive medical examinations: 
Christoffer had been diagnosed with ADHD 
(attention deficit hyperactivity disorder) 
and as a child, the young woman had been 
diagnosed with Asperger’s syndrome. Even 
though the diagnoses have been reported 
in both cases, we are not familiar with any 
discussions of the effects they may have had 
and how these concern doctors and other 
health personnel in particular.

Diagnostics – multiple functions
As we know, diagnoses have several func-
tions – some of them intended, others unin-
tended. Their primary function is to provide 
guidelines for treatment. However, there 
is power associated with defining a health 
problem; it concerns the right to create 
certain images of reality and decide which 
problems belong to the areas of responsibi-
lity of medicine and health care. The notion 
of diagnoses as objective and indisputable 
categories and diagnostics as a neutral map-
ping has a solid foothold in many quarters – 
inside as well as outside the health services.

Similarly, there is a widespread tendency 
to let medical viewpoints overrule all other 
notions of «reality». With reference to, 
for example, the use of ADHD, the socio-
logist Andrew Abbott writes that it is based 
on the idea that subjective opinions have 
been replaced by objective definitions, as 
though these are not encompassed by sub-
jective assessments (6). Thereby, suffering 
is relocated «from the social to the clinical 
arena» (7).

In retrospect, it appears as though the 
medical nomenclature, the very diagnostic 
act, in both cases served as affective atten-
tion deflectors. Since certain observable 
behaviours and verbally communicated 
experiences and afflictions had been given 
the status of symptoms, the children were 
categorised as «ill», i.e. as characterised 
by certain pathological conditions, and not 
as «injured» by something that had been 
inflicted on them by others. It is worth 
noting – and reflecting on – how the dia-
gnoses and the basis on which they had 
been made were not referred to in the trials. 
In both of these children, behaviours 
and health afflictions were «read» into 
a medical interpretive framework and 
awarded meaning as symptoms. Thus, 
the diagnoses were given a kind of explana-
tory value that steered the attention of those 
concerned. Since it was assumed that the 
children suffered from a disorder, the fact 
that they had sustained injuries from vio-
lence and abuse was overlooked.

The diagnoses ADHD and Asperger’s 
syndrome are formed on the basis of sym-
ptoms and behaviour that may have been 
caused by a variety of conditions (8). The 
danger inherent in all diagnoses is to use 
them to explain various – occasionally all – 
aspects of a person’s behaviour or way of 
life (5). The high status of medical science, 
coupled with its claim to ultimate truth, 
may steer the attention of those concerned 
in certain directions and cause both profes-
sionals and laypeople to disregard their own 
experiences, observations and assessments. 
Moreover, the way in which afflictions are 
conceptualised will inform the patients’ 
self-conception.

A consequence of this could be that the 
patients themselves as well as those who 
encounter them are reluctant to trust their 
own experiences and assessments if these 
go against medical «truth». In a sense, the 
diagnoses seduce everybody, so that they 
see through what can be termed medical 
spectacles. or with what Michel Foucault, 
historian of ideas, has identified and 
described as «the medical gaze» (9).

Professional neglect
International research literature has long 
since pointed out that it constitutes profes-
sional neglect when health personnel fail 
to consider or actively seek information 
on experiences of abuse, or ignore signs 
of problems or powerlessness communi-
cated by the patient in a more or less verbal 
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and/or bodily manner (10 – 12). Both of 
these occur, and they contribute in equal 
measure to the failure to include such 
experiences in the medical assessment 
of the disease in question.

The studies not only show that abuse 
and illness are obviously interconnected, 
even though in a medical sense it remains 
unclear in what way (13, 14). They also 
document how little importance the health 
professions place on traumatic experience 
as an element of human health, and that 
doctors on the whole fail to collect infor-
mation on traumas, apart from injuries 
sustained in accidents (15).

This pathogenic dynamic has been 
referred to and characterised as «the inter-
action between the cycle of domestic vio-
lence and the cycle of professional neglect» 
(15). The health workers’ lack of interest 
in and knowledge about matters that take 

place in the private sphere and behind 
closed doors may help perpetuate such 
abuse. Thereby, they are transferred from 
one generation to the next, and may result 
in various types of morbidity.

The documented types of morbidity that 
follow from abuse encompass cancer, car-
diovascular diseases, stroke, type 2 diabetes, 
infections and chronic systemic inflamma-
tions, as well as a number of mental disor-
ders, as made clear by the WHO report Vio-
lence and health (16). This means that pro-
fessional neglect contributes to the cycle 
above at several levels, i.e. in research, edu-
cation and practice. Such neglect is incom-
patible with the remit and professional self-
image of the health professions.

Body and illness – depersonalised
A core problem in bio-medical knowledge 
production concerns how medical science 

views human beings and understands the 
body. Bio-medical knowledge is reductio-
nist in nature and based on a depersonalised 
body, a body severed from human experi-
ence and meaning – and this accounts for 
a correspondingly narrow view of know-
ledge (17 – 19).

Adequate knowledge about health and 
illness requires, however, taking into 
account that people exist in the world as 
bodily sentient beings, and that all forms 
of human experience are meaningful and 
may entail consequences for health and 
pathogenesis. People are historic beings – 
experiences cannot be deleted, all experi-
ences remain with us through life, but they 
can be channelled and manifest themselves 
in many different ways (5, 11 – 14).

With a notion of the body that entails 
ignoring the human world of experience 
and meaning, there is always a risk of inter-
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preting symptoms, deviant behaviour and 
pathological findings as signs of illness in 
the individual body – as severed from the 
interplay with other people and disregar-
ding the life context of the person (20, 21). 
However, since this view of the human and 
the body is based on an abstract notion 
which is not suitable as a description of 
how people live their lives, this leads to 
a quest for «solutions» that are inadequate 
and may conceal pathogenic relationships 
and environments and exacerbate afflictions 
and disorders (22).

Medicalisation
Certain conditions are especially challenging 
to encounter. This applies especially to prob-
lems found in the border zone between mat-
ters that traditionally are defined as somatics 
and psychiatry respectively, such as ADHD 
and Asperger’s syndrome. As diagnoses, 
these are controversial, as can be shown by 
the process of their revision in the transition 
from DSM-IV to DSM-5.

Since the diagnoses ADHD and Asperger’s 
syndrome are used with increasing frequency, 
it is not unreasonable to ask why this is so and 
the effects that this may have in a broad sense. 
It is crucial to see the case of Christoffer 
and the Alvdal case in the context of contem-
porary medicalisation, where an increasing 
number of problems are defined as expres-
sions of illness. In the aftermath of these cases 
we will accordingly need a debate on what 
directs our attention, the basis for making 
diagnoses and for what purposes these dia-
gnoses can be (ab)used.
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