
MASTER’S THESIS 
 
 
 
 
 

Diagnostic Culture or Cultural Diagnoses:​
The significance of context for the spread of psychiatric 
diagnoses. 
 
 
 
 
 
 
 
 
Aalborg University​
Psychology 
02 AUGUST 2026 
Thomas S. Abel​
20173481 
Supervisor: Jaan Valsiner 
Sidetal: 59,7 (143370/2400)  
 

 
 
 
 
 
 
 

 



Abstract: 

This thesis examines how the current spread of psychiatric diagnoses can be 
understood in light of the significance of context for mental distress. The point of 
departure is the contemporary debate about whether the increase in diagnoses 
should be understood as improved recognition, an actual epidemic of distress, or as 
a pathologization of ordinary human suffering. ​
The thesis combines a theoretical analysis with an illustrative analysis of the Danish 
Broadcasting Corporation programme Hvad Fejler Fuhlendorff? (What is wrong with 
Fuhlendorff?) Where the ADHD diagnosis is examined as both a clinical category and 
a cultural narrative of identity. 

The thesis argues that the spread of psychiatric diagnoses cannot be explained by 
one singular cause. Rather, it must be understood as an interaction between 
historically changing conceptions of normality, the classificatory logic of diagnostic 
manuals, popular cultural narratives about diagnosis and identity, and social 
conditions that both shape distress and make diagnosis appear as the most available 
form of explanation. The analysis shows that diagnoses are not merely clinical tools. 
They also function as social and cultural forms of understanding through which 
people interpret themselves and their life histories. At the same time, modern 
diagnostic systems primarily classify suffering according to observable symptoms, 
which risks that the diagnosis itself will serve as an explanation even when it does 
not account for why the suffering has emerged. 

The thesis concludes that psychiatric diagnoses should not be rejected, but 
understood contextually. Mental distress does not exist only inside the individual; it 
takes shape in the relation between the individual and the world. 

Keywords: psychiatric diagnoses; diagnostic culture; context; mental distress; ADHD; 
pathologization. 
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1. Introduction 

1.1 Motivation 

If I am to motivate the choice of the present topic, which concerns how we can 
understand and explain the marked growth in psychiatric diagnoses over the past 20 
years, my point of departure will be how my personal perspective on psychology has 
changed from the beginning of my studies to now, as I am completing the education. 

When I began studying psychology, my primary focus was on understanding the 
individual as such. During the course of my studies, precisely this focus has turned 
out to be a greater challenge for me than expected. My personal interest in 
understanding people through an individualised lens, with a focus on different forms 
of categorisation, such as diagnoses, has diminished during my studies, and today I 
am more critical of this practice. 

Educational psychology broadened my horizon and opened up a new understanding 
of psychology. Together with work- and organisational psychology, it struck a chord 
with me, and since then the idea of working with understanding and analysing 
individuals, or in some other way moving “inward” into a person without including 
the context, has diminished markedly. 

My curiosity now moves more in the direction of how precisely the environment 
plays a crucial role, and how a person can change after a shift in context. In 
particular, I have developed some scepticism towards the clinical terminology that 
seeps into all areas of culture/society, where it has become common and popular to 
speak of, for example, ADHD, autism, borderline and narcissism; and where, so to 
speak, it has become public domain to use diagnostic terminology. 

Criticism of diagnoses already exists in public discourse. But it is not prominent, and 
clinical terminology has to a large extent been embraced in a popular culture where 
people can seem almost trapped in the terminology.​
My motivation for the thesis is therefore tied to a subject area that I would like to 
challenge. 

Clinical psychology’s categorisation into diagnoses deserves, in my view, more critical 
attention. The “diagnostic demands”, as they are called, concern how a person 
qualifies for a diagnosis, and the criteria that may be perceived as vague or unclear. 
We can see examples of people who “qualify” for a diagnosis, while at the same time 
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are functioning more or less normally in society. How are we to understand this 
development? 

The thesis also has a personal and passionate point of departure for me. Several of 
my male friends were diagnosed with ADHD during their time in the school or the 
educational system, and none of them have had the same opportunities within the 
educational system later on as I have. 

When I think of those friends, I do not in any way see myself  - or my fellow students 
at the university - as more intelligent or more capable in a way that can be related to 
academic demands. I see the difference more as something that can be related to 
circumstances earlier in the educational system and in society more generally. 

My view is, in many ways, that if you are a young man or a boy and cannot manage 
your cognitive or mental faculties, so to speak, “from the top down”, then you risk 
receiving lower grades in the school system.​
Many men are, after all, somehow like “ADHD-like boys” when they are 12–18 years 
old, and perhaps for that reason one is invited into the academic world to a lesser 
extent. ​
As an adult, I often experience meeting men my own age who today have interests 
and thoughts that could obviously be cultivated in an academic context; people who 
have passion, who have interesting thoughts and intellectual potential. But where 
that opportunity does not exist, for reasons that have to do with the way we have 
organised the educational system.​
One might ask why 12–18-year-olds should care about something that is clearly 
education-oriented when they nevertheless arrive naturally at those interests later 
in life? 

This thesis is therefore an attempt to academically challenge diagnostic 
explanations, where individual symptoms become the primary focus and where 
context slips into the background. 

 

1.2 Problem field and research question 

According to official figures, mental disorders account for 25% of the total disease 
burden in Denmark, and are often referred to as “widespread public health 
conditions”, with cancer and cardiovascular diseases ranking second and third, 
respectively. This means that one in ten Danes is diagnosed with a mental disorder 

2 



at any given time, and that approximately 15% of all children under the age of 18 
receive a psychiatric diagnosis  (Psykiatrifonden, 2021). 

Of society’s total costs in this area, the costs of the actual treatment of mental 
disorders constitute only 10% of the total costs in the field, while the remaining 90% 
of the costs are spent on, among other things, long-term sick leave, early retirement 
pensions, and costs related to reduced work capacity. 

Psychiatric diagnoses become seriously widespread from the second half of the 
twentieth century onwards. This is evident partly in the expansion of diagnostic 
systems, where DSM-I from 1952 contained 106 diagnostic categories, while DSM-IV 
from 1994 contained 297, and partly in the way psychiatric diagnoses move out of 
clinical practice and into schools, welfare systems and popular culture (Brinkmann, 
2016). 

It is debated whether the increase in mental disorders can be seen as an expression 
of a so-called diagnostic culture, where diagnoses have become a new, usable 
everyday language through which we can categorise and understand the ordinary 
challenges life presents us with as human beings.​
Likewise, it is debated in both academic environments and in public debate how we 
can understand and explain the marked increase in psychiatric diagnoses. 

Current diagnostic practice is met with criticism, and the need for a more relational 
and contextual approach to mental disorders is pointed out (Batstra & Frances, 
2025). The British psychiatrist Timimi is one among many critical voices who criticise 
the increasing diagnosis of especially children and young people, and who point out 
that there is in fact sufficient evidence that a focus on context in children’s 
development is of crucial importance. Timimi points out that it is to a greater extent 
precisely the context we should look at when we are to understand and address the 
challenges that life brings for the individual child or young person (Legedin, 2025). 

Bronfenbrenner is known for his focus on the fact that human development is 
characterised by its particular contextual embeddedness.​
Bronfenbrenner describes the interaction between person and environment in 
different arenas, which he refers to as micro-, meso-, exo-, macro- and 
chronosystems, and reminds us in particular of how context-sensitive symptoms are 
(Bronfenbrenner, 1979).​
Batstra and Frances argue, based precisely on Bronfenbrenner’s understanding, for 
three important reasons to bring context even more into focus in our contemporary 
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understanding of mental disorders, and especially when we speak about the 
treatment of mental disorders: 

1.​ First and foremost, according to Batstra and Frances, despite 45 years of 
research, there is still no clear evidence of a definite causal relationship 
between neurological findings and mental disorders, despite the popular 
understanding of mental disorders as “diseases of the brain”. 

2.​ Secondly, the stigmatisation of mental disorders is rooted in an individualised 
and context-independent approach to mental disorders, which can lead to 
social isolation, low self-esteem and hopelessness, as the causes are 
attributed to the individual (Batstra & Frances, 2025). 

3.​ Thirdly, they point to the low effect of individualised treatment, and refer to 
Leichsening’s meta-research, which documents a low effect of both 
psychotherapy and psychopharmacological treatment (Batstra & Frances, 
2025). 

Based on the above focus on the particular significance of context in diagnostic 
practice, the main question of the thesis therefore becomes the following: 

How can we understand and explain the current spread of psychiatric diagnoses in 
light of the role that context plays in mental distress? 

In order to answer the main question, both a theoretical approach and an empirical 
example are used, and the following sub-questions will be addressed in the overall 
answer: 

1.​ How can the marked increase in psychiatric diagnoses in recent decades, with 
a particular focus on ADHD in the present thesis, be understood as interplay 
between historically anchored conceptions of normality and the logic of 
diagnostic systems? 

2.​ Which theoretical discourses are relevant in explaining the marked increase in 
psychiatric diagnoses, and how do these discourses change the understanding 
of psychiatric diagnostics? 

3.​ How can we understand the conflicting explanations that characterise the 
academic discourses? 

 

1.3 Research design and methodological considerations 
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This thesis is a theoretical, problem-oriented and critical inquiry. Its purpose is not to 
estimate the prevalence of psychiatric disorders or test a single causal hypothesis, 
but to compare explanations of the spread of psychiatric diagnoses and examine 
how they understand the significance of context. It uses examples from historical, 
sociological, psychological and psychiatric literature for conceptual comparison 
rather than an exhaustive review of all research in the field. It is therefore not a 
systematic review and does not follow a predefined search protocol (Grant & Booth, 
2009; Snyder, 2019).  

The literature was selected and identified through searches for relevant authors and 
concepts and through references found in central works. The main criteria were 
direct relevance to the research question, the ability to represent different 
explanations of diagnostic expansion and the availability of empirical or theoretical 
support for the claims presented. Academic books, primary theoretical works and 
peer-reviewed research were prioritised. Public sources were mainly used to 
illustrate public discourse rather than as evidence for clinical claims. The selection is 
therefore relevant to the purpose of the thesis, but it does not in any way cover 
every position within the field. The analysis moved between the literature, the 
research question and Hvad fejler Fuhlendorff? Each perspective was examined 
according to what it explains about the spread of diagnoses, how it understands 
context and what its limitations are. This comparison forms the basis for the three 
explanations presented in Chapter 4: the diagnostic, epidemic and pathologization 
explanations. Their strengths and weaknesses are compared, and they are treated as 
perspectives that may explain different parts of the same development rather than 
as three mutually exclusive answers. The television programme is used as an 
illustrative example, not as a representative example of Danish media or diagnostic 
practice.  

The choice of theories reflects the critical and contextual starting point of the thesis 
and is therefore not neutral. This may have influenced both the selection of 
literature and its interpretation. To address this limitation, the thesis discusses 
weaknesses in the selected perspectives and recognises that diagnoses may also be 
helpful and meaningful. The theories also rest on different types of knowledge. 
Some are mainly historical or conceptual, while Haidt draws more directly on 
quantitative research and parts of Panksepp’s argument are based on animal studies. 
Their conclusions can therefore not be treated as equally well supported or applied 
in the same way. This thesis presents one possible interpretation of the subject, 
shaped by the literature and theoretical perspectives I have chosen. The approach 
therefore has clear limitations. I did not conduct a systematic literature search or use 
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formal coding, and no second researcher was involved in checking my choices and 
interpretations. Another researcher might therefore have selected other theories or 
interpreted the programme differently. The findings cannot be statistically 
generalised, since the programme is one illustrative example. The perspectives may 
nevertheless be relevant in other situations where diagnoses are used to understand 
mental distress. For psychological practice, the main implication is that diagnoses 
can be useful, but should not replace attention to the person’s developmental, social 
and cultural context 

 

 

 

2. Popular culture and diagnostic identity 

In Chapter 2, I will present an empirical example and briefly analyse the 2024 TV 
programme “Hvad fejler Fuhlendorff?”. On the basis of the programme, I will show 
an example of how diagnoses are presented in the media, and the programme will 
be used to illustrate the points that are later presented in Chapter 4.​
 

2.1 Empirical example: Hvad fejler Fuhlendorff 

As an empirical example, the TV programme Hvad fejler Fuhlendorff? Is analysed, in 
which the viewers follow the comedian Christian Fuhlendorff through a diagnostic 
assessment process (Danmarks Radio, 2024). The programme has Fuhlendorff’s 
search for an explanation of his difficulties as its recurring theme, and this search is 
the red thread of the programme.​
The TV programme consists of three episodes and is produced by Danmarks Radio. 
During the three episodes, Fuhlendorff receives both an ADHD and an autism 
diagnosis, and we follow both his own reflections on the diagnoses, comments from 
experts, conversations with his family and friends, as well as conversations with 
others who have an ADHD diagnosis. The point of departure in this thesis is, what 
particular explanations Fuhlendorff and the participants regard as meaningful, and 
what function diagnosis plays in his life and in the lives of the other participants. 

This particular programme has been chosen because the producer of the 
programme is Danmarks Radio (DR), and DR is a recognised and state-owned 

6 



national media platform with public service obligations, and has a broad reach and a 
high degree of institutional credibility (Mouritsen, 2006).​
The programme’s theme of diagnoses is presented through a well-known media 
personality who can be expected to generate particularly strong viewer interest, and 
the programme is easily accessible for streaming via the search term “ADHD” on DR’s 
website (available until 15/1/2027).​
The programme as empirical material consists of three episodes, each with a 
duration of 30 minutes. The analysis will consist of selected exemplary points of 
focus, where especially the discourse surrounding the ADHD diagnosis is illuminated.​
Initially, the opening sequence of the series, lasting approximately one minute, is 
examined as a general reference point for the selected examples from the 
programme.​
It should be emphasised that what is carried out is not a thorough semiotic media 
analysis, but an analysis of selected examples from the programme concerning 
diagnostic concepts.​
The programme is built around a series of smaller narratives, and it can be seen as a 
personally investigative documentary that organises its material through dramaturgy, 
selection, editing and expert positions, and makes use of a number of typical 
documentary features that can be seen as markers of credibility. These include, for 
example, interviews with both expert and experiential sources, name and title 
captions, everyday recordings from the main character’s family life, authentic 
settings alternating with clearly staged settings, and, in particular, the journalistically 
investigative main character who illuminates a highly real and current topic. 

At the same time, the programme is also characterised by use of methods that are 
typical of fiction films: background music, sound effects, expressive editing and 
expressive use of camera. In other words, the programme cannot be unequivocally 
placed in terms of genre, and there are unclear boundaries between factual 
information, entertainment, and academic/professional versus popular-psychological 
understandings. 

 

2.2 Pathographies 

It is particularly characteristic of the programme as a whole that all the participants 
in the programme search for explanations of their diagnoses, and very frequently 
look for explanations in their upbringing.​
The recurring experience to which the participants most often refer is the 
experience of “always having been different”, and precisely this experience largely 
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forms the basis for their own view of their diagnosis.​
​
We also encounter a recurring understanding of diagnoses as a predominantly 
genetic deviation; a deviation that one may have inherited from one’s parents or 
from others in the family. The entire programme shows the participants’ general 
acceptance of diagnoses as objective truths, and overall the programme’s 
presentation of ADHD and mental disorders can be seen as an expression of what 
the sociologist A. Jutel refers to as a pathography. 

A. Jutel is concerned with the significance that diagnosis has for our shared collective 
understanding of health and illness, and Jutel’s main point is first and foremost that 
a diagnosis is never merely a name for a group of symptoms; it is also a social, 
cultural and political act (A. Jutel, 2009; A. Jutel, 2011).​
Jutel’s more original contribution is that she uses film, literature, biographies and 
online phenomena, among other things, as data sources for how diagnoses actually 
function in practice, and gathers these narratives under the common term 
“pathographies”. ​
Pathographies function as general narratives about what it means to have an illness. 

Jutel points out that we should understand diagnostic culture as a circular 
movement, where clinical practice produces diagnoses, which are then popularised 
in culture — as, for example, films with cancer scenes, novels about dementia, 
Netflix series about autism, YouTube videos about ADHD — and which people then 
bring back into clinical practice as already meaningful categories (Jutel & Russell, 
2023).​
Jutel says that psychologists and psychiatrists today rarely encounter “raw and 
unprocessed” symptoms, but instead often encounter pre-diagnosed self-narratives 
— pathographies — (“I think I have social anxiety”, “I am probably on the spectrum”, 
“doesn’t this sound like C-PTSD?”) (Jutel, 2015; Jutel & Russell, 2023 ). 

According to Jutel, diagnoses are “social technologies” that laypeople can make use 
of in order to create a certain sense of order and overview, and this is something 
that professionals should relate to as an important part of the way diagnostic culture 
operates (Petersen & Pienaar, 2021). ​
Jutel writes the following about diagnostic culture: “Pathography, as described in all 
its guises in the pages above, takes individuals, behaviours and indeed the broader 
world, and imposes an order which demands scrutiny from critical scholars” (Jutel & 
Russell, 2023, p. 898, Health, Vol. 27.5).​
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The DR programme Hvad fejler Fuhlendorff can be seen as an example of what Jutel 
describes as a pathography. 

 

2.3 Media analysis 

In Hvad fejler Fuhlendorff? (What is wrong with Fuhlendorff?), we meet the 
41-year-old Christian Fuhlendorff (CF), who lives with his wife and their two children. 
When we first meet CF, it is in the opening sequence itself, which has a very 
characteristic visual, auditory and thematic expression: 

With the increasing volume of jazzy background music, the camera slowly zooms in 
— from a long shot to an extreme close-up — on CF’s face. First, he is shown sitting 
on a sofa, scratching himself intensely and with restless body language, and then he 
is seen in a close-up with shifting eyes and “tic-like” movements. The zoom ends with 
a close-up of CF’s forehead. 

This is followed by a hard cut, with a sound effect, to a new scene in an expressionist 
set design, where we see CF in a strongly coloured purple-red suit, jumping up from a 
chair with the line: “I damn well need to water the flowers”, after which he — in a 
medium close-up — grabs a tuba with the line: “So I think we’ll just take the tuba”, 
and blows a roaring tone. This is followed by a series of barely audible, rapid lines, 
while he carries out a series of incoherent actions shown in quick cuts, and with 
“jump cuts” so that the actions appear confused and chaotic: a watering can is 
knocked over, and various props are seemingly moved around at random, props 
which have in common that they appear meaningless together: a tuba, a doll, a 
watering can by an artificial palm tree and a toy piano. The props tumble around 
among each other and are positioned in different ways from cut to cut. The 
background music now intensifies not only in volume, but also in musical, “hysterical” 
intensity. 

The background music is supplemented by a series of lines delivered in a frustrated 
tone, indeed almost a confused tone, which follow one another at lightning speed, 
like the cuts themselves.​
There is no doubt that a sense of chaos is established here in the viewer — 
everything is edited in a flickering way, and the content of the sequence appears 
incoherent. Through the hard cut between the first two scenes, the two scenes are 
connected, indicating that we are to understand all this chaos as taking place inside 
CF’s head.​
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CF’s strongly coloured costume, the different props — the tuba, the floppy doll, the 
small piano and the ultra-colourful set design — and not least the music, together 
generate something that can be understood as circus-like: a sense of clownish 
madness. 

With this first impression of CF, it is clear that the opening sequence lets us know 
that CF’s inner mental state is chaotic, confusing and disturbing in every way. In 
Jutel’s terminology, this depiction in the opening sequence is something we can 
interpret as a pathography of ADHD, and thereby, in effect, a story told to the 
viewers about what ADHD is as a phenomenon. 

 

 

2.4 To Have – to Be – to Do 

With reference to Danziger, Brinkmann describes how we can understand diagnoses 
as epistemic objects and uses a model that focuses on three aspects (Brinkmann, 
2015): 

1:The entity aspect, which focuses on having; ​
2: the identity aspect, which focuses on being; ​
3: and finally the action aspect, which focuses on doing. 

Like Jutel, Brinkmann emphasises that diagnoses emerge in social practices, and that 
this practice shows how, both within institutional frameworks and in our 
self-understanding, we experience a diagnosis as something we have, something we 
do and something we are.​
The model is used here briefly to illuminate selected examples of how, in the 
programme about CF, we encounter all three aspects described by Brinkmann, and 
thereby Brinkmann’s analytical model can make visible how both CF and the other 
participants understand their diagnosis and the cause of the diagnosis. 

The action aspect of the diagnosis: To do​
Brinkmann describes how the action aspect points to ways in which we can conduct 
ourselves with an ADHD diagnosis — how the diagnosis can, so to speak, be done, 
performed or enacted, if you will (Brinkmann, 2015). There are several examples in 
the programme, but only one example is selected here: 
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CF is at home in his own house, speaking with his wife in the kitchen about the 
upcoming diagnostic assessment. The atmosphere between the two is cheerful, and 
his wife says laughingly to CF that she definitely thinks CF has ADHD, because 
“everyone has it, and you are a bit crazy”. The conversation continues briefly in the 
same cheerful tone. When the scene ends, the camera follows CF as he puts on his 
outerwear and walks out the front door. The door closes behind him, and the image 
now remains fixed on the closed front door, in expectation that something will 
happen. After five seconds, CF comes back through the door and says, “I forgot 
these”, and takes his keys. 

Later in the same episode, episode 1, there is another scene is of CF forgetting his 
key — again, this is highlighted and edited in a way intended to show the audience 
that CF is a forgetful person.​
The scene is highlighted in the programme because it expresses adequate ADHD 
behaviour, and by showing us his behaviour, “forgetfulness”, CF does his disorder in a 
way that fits the popular understanding of the ADHD diagnosis. 

In addition to the selected example, there are several scenes that could illustrate 
precisely this action aspect — doing one’s diagnosis — where the other participants 
in the programme exemplify their ADHD behaviour in different ways. One example is 
the media personality and musician René Dif from the band Aqua, who recounts 
several episodes from his life in which he relates different actions to his ADHD 
diagnosis. René Dif says in the programme that, years ago, he threw a crate of beer 
out of a window in an apartment building “out of joy over a career success”. He also 
says that at one point he received a conviction for violence, and that he has several 
legal offences behind him in which he exceeded the speed limit in his car. He relates 
these episodes directly to his ADHD diagnosis, and one is left with the impression 
that, in his own self-understanding, the diagnosis both legitimises and explains the 
behaviour.​
In the programme, we also meet Lotte as a person where there is a focus on a 
performative presentation of her diagnosis — to do. When we meet Lotte in the 
programme, it is clear that we experience a person whose behaviour clearly shows 
the audience that she is “ADHD-like” to a degree that appears performative: 

We meet Lotte in her home, where CF presents Lotte as “someone who does not 
experience her ADHD as a superpower”, but on the contrary experiences her ADHD as 
limiting her life. With the camera as our gaze, we explore Lotte’s home, and Lotte 
comments along the way on what we see. Lotte presents the viewers with 
experiences of everyday situations, which all have in common that she relate every 
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situation to her ADHD. In the first scene, Lotte tells and shows us that she has some 
pills under her lip, which help with dry mouth caused by the ADHD medication. The 
camera then shows that the entire dining table is filled with containers of medicine, 
which are shown in close-up. Through the camera, we are shown that Lotte has poor 
health, and the interview with Lotte concerns exclusively who Lotte is seen in light of 
her ADHD diagnosis. The entire scene with Lotte is marked by a recurring focus on 
everyday elements of her life where she is forgetful: she says that she has forgotten 
to clean her glasses, forgotten to sort her medication, forgotten to do a puzzle, 
forgotten to pick up a cloth, forgotten to find a missing brush and forgotten to move 
a small tarpaulin in the garden — and on top of that, she has also forgotten what CF 
has just asked her about. In addition, she tells the viewer that she is very dependent 
on lists and shows her lists, which she nevertheless often forgets to follow. In the 
documentary, Lotte is presented as a person with marked difficulties with her 
overview and her memory, and she is presented in the programme as someone who 
experiences her diagnosis as painful and highly burdensome. 

We can see the performative aspect particularly unfolded in Lotte, and how she does 
her diagnosis. Lotte thereby appears as a particularly clear image of a forgetful 
person, and she represents this distinct feature of ADHD to a particularly high 
degree. 

The identity aspect of the diagnosis: To be​
The second aspect Brinkmann presents is being one’s diagnosis, and in this specific 
programme this refers to the aspect that the ADHD diagnosis is experienced as 
particularly connected to and anchored in identity — “as something one is, has been 
and always will be” (Brinkmann, 2015). The following example illustrates this: 

We see CF walking by a beach together with his wife and one of his children. CF says: 
“The funny thing about the ADHD diagnosis is that when I was a child and children 
were assessed for DAMP back then, it was really severe; you really had ants in your 
pants if you had it. It surprises me how many people have these ADHD diagnoses 
today where it is not like that. It is just ants inside the head.”​
“The diagnosis is in some way also an identity, it is in a way part of who one is. I have 
to take that in and make it part of me.” 

Several other examples could have been selected, and it is characteristic of the 
programme as a whole that, in the final episode, CF refers to the ADHD diagnosis as 
a “part of me”. From the beginning of the programme, CF describes a feeling and 
experience of being “different” that he has had since childhood, and in a 
conversation with his father CF focuses on traits that may have distinguished him 
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from other “normal children”; a focus to which the father responds with the 
following comment: “We did not see you as a sick child.” Several of the participants 
speak about this experience of being “different” for as long as they can remember, 
and experience the diagnosis as something they are — I am different, and I have 
always been so, and I will always be so. 

The entity aspect of the diagnosis: To have​
There are significantly fewer examples of this aspect in both CF and the other 
participants, and the aspect of having a diagnosis is found only in a few scenes. 
Brinkmann describes the aspect as the fact that we can refer to illness as an object, 
in the same way that one can wear a hat or one can have impaired vision, and that 
this way of speaking should be understood as uncomplicated and immediately banal 
(Brinkmann, 2015). ​
Since psychiatric diagnoses are not characterised by clear biomarkers, but only by 
symptoms, this aspect must be understood as an expression of having the symptoms 
of ADHD. The having aspect can therefore be seen as diagnoses being something 
one is affected by and which one attempts to make tangible and understandable. 
The example here describes a scene where another participant in the programme 
than CF exemplifies the aspect, since this aspect does not occur in scenes with CF: 

We meet Mads, who was assessed with ADHD at the age of 58, and who speaks with 
CF in his living room. Mads shows CF around his home, where he tells CF that he had 
difficulties keeping up in school as a child: “When I tried to keep up ... then POOF...”, 
and at the same time Mads illustrates with his hand how it “exploded” inside his 
head. CF asks Mads how he felt about things that interested him, to which Mads 
replies that he had no problems with those. Mads then shows CF things he has made 
during his adult life, and says that he has quite a number of hobbies in which he 
immerses himself deeply. He is trained as a ceramicist and both makes ceramics, 
blows glass and makes kites, which he sews himself. In addition, he braids figures out 
of rope and enthusiastically shows many other products that he has produced 
himself.​
CF asks: “Do you never get stressed from making these things?”, to which Mads 
replies: “No, not at all, because I only do one thing at a time.” 

Mads appears as someone who sees his diagnosis as something he has, and he talks 
about himself without referring to the ADHD diagnosis, but refers only to his 
hobbies. Mads says that the medication has relieved the symptoms so that he can 
now solve tasks “as he usually does”, and thus, in his own view, he has solved his 
problem with ADHD.​
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​
Brinkmann points out that it is important to pay attention to the relative weighting 
of the different aspects, especially if there is excessive emphasis on only one of the 
three aspects (Brinkmann, 2015).​
Although the distinction between the aspects can be difficult in the programme, 
since according to the participants the ADHD diagnosis affects them in several areas 
of their lives simultaneously, there is a clear emphasis on the identity aspect — the 
being aspect — in the three episodes. ADHD is something the participants 
experience themselves as being, as part of their identity.​
It is primarily the experience of being “born different” and the experience of always 
having been different that applies to all the participants, with the exception of Mads. ​
The ADHD diagnosis thereby becomes a designation for something that has always 
existed, something that is experienced as innate and as something I have always 
been, but which has only recently been “discovered”, and which is absolutely crucial 
for understanding who I really am. 

Several participants describe receiving a diagnosis as a decisive turning point in their 
lives, where the diagnosis gains an explanatory power that reaches far, and which 
can markedly change the self-image of the individual person.​
Jutel describes a point of focus that she calls the “diagnostic moment” as a 
revelatory moment; a temporal and distinct point with a before and an after. 
According to Jutel, people want the clarifying word.​
This places a certain pressure on practitioners, also in cases where the most correct 
thing would be to use a provisional or functional designation (Jutel & Jutel, 2017; 
Jutel, 2019). 

Brinkmann says that the risk of chronification is a particular problem that is 
connected precisely with an excessive emphasis on the identity aspect.​
Chronification as identity means that one primarily sees oneself in light of one’s 
diagnosis, and that a new identity is thereby created which is primarily based on the 
difficulties or symptoms described in the diagnosis.​
Brinkmann describes how this chronification can halt development from the 
moment one receives a diagnosis and that one can become locked into an illness 
identity or patient identity, which becomes one’s primary identity (Brinkmann, 
2015). ​
Lotte appears to be the participant who exemplifies this problem to a particularly 
high degree. 
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In a study by Jones & Hesse (Jones & Hesse, 2018), it is described how ADHD for 
young people does not merely function as a clinical explanation for difficulties with 
attention and impulsivity, but that the diagnosis is used as identity formation in a 
phase of their lives where self-image and social belonging are central.​
Jones & Hesse describe the diagnosis as a “techno-scientific identity”, which should 
be understood as an external category in relation to which the young person must 
then actively negotiate their self-understanding (Jones & Hesse, 2018).​
The point, according to Jones & Hesse, is that the diagnosis does not merely describe 
difficulties, but also structures the story of who one really is, why one is that way, 
and what one can expect of oneself and the future.​
Jones & Hesse’s description can be connected to a more general contemporary focus 
on identity markers, where diagnoses can function in line with gender/race/sexuality 
as a label that organises one’s belonging, self-understanding and social position. 

Together with CF, we visit Matilde in the programme. Matilde is a young student, and 
she can illustrate a prime example of a young person who, to a large extent, 
negotiates her identity in relation to her ADHD diagnosis. Matilde is an influencer 
who presents herself publicly on social media with a primary focus on her ADHD 
diagnosis, and on how ADHD is the framework for Matilde’s life. 

We meet Matilde as she welcomes CF into her apartment, and they walk together 
into the kitchen, where Matilde says “this is where the magic happens”, thereby 
referring to the fact that the kitchen is the setting for her TikTok videos. The 
programme then cuts to an example of Matilde’s TikTok videos, which is meant to 
exemplify the type of social media videos she produces. In the vertical video format, 
which indicates that the video has been produced with a handheld camera, we see 
Matilde in her room, while we hear somewhat poppy background music and an 
AI-generated voice-over saying: “Okay, let’s draw!” Matilde has a TikTok channel 
with an extensive focus on drawing, and the intro is an insider element of her profile. 
This is followed by a jump cut to a scene where Matilde is tidying up her bag: “No, 
let’s clean the bag instead”, followed by another jump cut, where Matilde walks 
around the room in a confused manner, and the voice-over says: “Forgot what I 
wanted to do.” Throughout the video, there is a title caption at the top that reads: 
“LIFE HAVING ADHD/ADD”. 

Matilde herself describes her productions as “ADHD point-of-view videos”, which can 
be interpreted as a personal depiction of the ADHD diagnosis, how she lives it out 
and turns the diagnosis into a shared social product through which others can get to 
know her. 
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2.5 Identity-first or person-first:​
​
In an article by Taboas et al. (Taboas et al., 2023), another central discussion is 
pointed out which relates to the identity aspect, and which concerns the language 
used when we speak about diagnoses.​
They point to two prominent positions: identity-first language (IFL) versus 
person-first language (PFL). ​
Both positions reflect a disagreement about what a diagnosis is and how we should 
speak about diagnoses. As an example, they point out that many autistic adults 
predominantly prefer IFL (“I am autistic”), which supports the idea of the diagnosis 
as an integrated part of the self. Professionals, by contrast, tend more towards PFL 
(“person with autism”), which, according to Taboas, can be justified by a wish not to 
reduce the person to their diagnosis (Taboas et al., 2023).​
Taboas et al. emphasises that both positions can have unintended effects: PFL can 
have a “marking” effect and thereby emphasise that the diagnosis should be 
separated from the person, which can signal that the diagnosis is associated with 
stigma.​
Conversely, IFL can in some cases support a strong identity marker, where the 
diagnosis becomes the primary identity through which the person interprets himself 
or herself. Taboas et al. points to the lack of consensus about how we speak about 
diagnoses, which is in itself a relevant point. 

In the three episodes, where both professionals and people with an ADHD diagnosis 
take turns speaking about diagnoses, the linguistic differences can be seen.​
We meet two psychiatrists and an anthropologist, who all speak about ADHD in an 
abstract, professional and almost intellectual language. By contrast, among the 
participants with an ADHD diagnosis, we find a language that is personal and 
emotional, and where the dialogue is most often accompanied by sentimental 
background music in the programme.​
The difference in linguistic expression between professionals and people with ADHD 
reflects Brinkmann’s distinction between an entity relation and an identity relation.​
It is clear that all the professionals in the programme speak about the ADHD 
diagnosis as something one has and not as something one is. 

Saunders highlights how psychiatric diagnostic categories can become identity 
bearing in the same way as primary identities such as gender; sexuality, ethnicity and 
social belonging can be identity bearing (C. Saunders, 2023). With its focus on 
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diagnosis as identity, the programme about Fuhlendorff can be seen as just one 
example of a more general tendency, namely that human suffering, distress and 
difficulties are increasingly understood through psychiatric diagnoses and terms, 
both within and outside clinical practice, as Brinkmann also describes (Brinkmann, 
2010).​
Where diagnoses in psychiatry are formally intended as professional working tools, 
in public they often function as general explanations of “who one is” and of “what is 
wrong” with oneself or with others.​
This slide from diagnosis as a professional instrument to diagnosis as ontology 
creates precisely the confusion that the documentary about Fuhlendorff leaves 
behind, and to some extent produces: the impression that psychiatry has primarily 
discovered existing “human types”, rather than having established a practical 
classificatory language that systematises symptoms into categories. 

 

2.6 Rounding off 

With Jutel’s concept of pathography, the documentary can be understood as a 
narrative in which diagnoses are not merely something one gets, but something one 
learns to interpret oneself through. ​
Brinkmann’s model of having, being and doing points in exactly the same direction. 
In the documentary, it is especially the being aspect that dominates, as the diagnosis 
is presented as something fundamentally identity-bearing: as something the 
participants are and always have been.​
The documentary thereby takes on the character of an identity narrative more than 
a narrative about clinical assessment. Precisely for this reason, several fundamental 
questions arise: ​
How have we historically arrived at a situation where context has receded into the 
background, while the diagnosis itself gains the status of a sufficient explanation in 
itself? ​
What characterises the development within aetiology, and how has this 
development arrived at the present, where a diagnostic language not only classifies 
symptoms, but also even offers identity? ​
And to what extent is this development connected to the institutional, scientific and 
economic interests that have shaped the history of psychiatry?​
In order to answer these questions, it is necessary to take a step back from the 
documentary as the concrete example of a pathography, and to examine the 
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historical preconditions for the diagnostic perception of which the programme is 
merely one example. 

In the following chapter, the focus is therefore directed towards the historical 
development of psychiatry, towards changes in the understanding of the normal and 
the abnormal, and towards the development in diagnostic manuals and explanatory 
forms that has helped shape today’s diagnostic culture. 

 
 
 
 

3. Historical context and diagnostic manuals 
Chapter 3 directs attention towards the historical development in the understanding 
of mental disorder and psychiatric diagnoses, and will especially illuminate which 
conditions have contributed to the contemporary understanding of diagnoses.​
The historical changes in the boundary between the normal and the deviant are 
central, as they serve to put into perspective the diagnostics we use today.​
 
3.1 The normal and the deviant 
Every society and every culture has, and has had, different conceptions of how we 
can understand the normal in relation to the abnormal or the deviant.​
When one speaks about mental disorder and the historical development of 
psychiatry, one also speaks about how, at any given time, precisely these two have 
been demarcated from one another. 
As Brinkmann writes, every society at all times has had certain specific: 

1.​ Conceptions of what mental disorder is, 
2.​ A range of practices for handling mental disorders, 
3.​ And some generally accepted explanations of mental disorders. 

All three elements must be included when we are to understand both past and 
present views of mental disorders (Brinkmann, 2010).​
Mental disorder is always understood as a deficient mode, which simply means that 
it is seen as a deviation from a more “correct or original mode”, and that this 
understanding of the normal is always defined by the present. 
Today when we look back at the different practices of the past in the treatment of 
mental disorders — at witch burnings, bloodletting and ice-cold baths, at lobotomies 
and Cox’s spinning chair as randomly selected examples — these practices appear, 
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from a contemporary perspective, as something we can hardly connect with the 
concept of treatment, and they appear to border on torture or abuse. ​
But the point here is simply that these practices were, in their own time, seen as 
progressive and entirely necessary measures, and they illustrate the fundamental 
dialectical relation between mental illness and normality that always exists: they 
define one another (Simonsen & Møhl, 2017; A. Scull, 2015).​
Gender, class and social characteristics emerge as figure against ground when we 
speak about normality and deviance, and gender in particular can serve as a prime 
example of how the normal can to a large extent is defined by society’s norms and 
expectations.​
That the male sex represents the normal and the female sex represents the deviant 
— or “the other” — is a well-described point in Simone de Beauvoir’s major 
work The Second Sex from 1949, and a point that can also be found within gender 
studies (Beauvoir, 2011).​
Within gender studies, research has also been carried out since the 1970s on 
differences between the sexes in relation to mental disorders, primarily on the basis 
that women have generally been overrepresented in virtually all diagnostic 
categories (Psykiatrifonden, 2023). 
In the eighteenth and nineteenth centuries, the diagnosis “hysteria” was used as an 
almost universal Victorian diagnosis for women, and was used about women who 
displayed “violent emotions or dramatic behaviour”.​
The diagnosis later changed into hysterical neurosis, then into conversion hysteria, 
and today the diagnosis functional disorder partly covers the same symptom picture, 
and has met criticism for pathologizing on the basis of gender (L. Ehlers, 1999).​
The psychologist L. Ehlers has been a significant voice in the Danish debate on 
diagnoses, pathologization and gender, and has criticised modern diagnostics for 
pathologizing women precisely on the basis of their gender.​
Ehlers has especially pointed out that many of the symptoms seen in women can be 
interpreted as general symptoms of poor well being in a society where life conditions 
are less favourable for women (Ehlers, 1999).​
Gender can thus serve as an illustration of a deficient mode, and historically gender 
is a good example of how society’s conceptions and explanations of mental illness 
are tied to a contemporary dominant understanding of the normal and the deviant, 
and how this understanding is tied to social structures and hierarchies of power.​
 
3.2 The History before psychiatry 
The earliest conceptions of mental disorder, from ancient Greece around the fifth 
century BCE up to contemporary understanding, have especially been shaped by the 
divergent views of medicine and the Church on mental disorder. ​
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Hippocrates, a Greek physician who is credited with the origin of medical practice, 
primarily understood mental disorder as an imbalance in the body’s fluids; fluids 
which, according to Hippocrates, formed the basis of the four human temperaments. 
Treatment primarily consisted in re-establishing the balance of the fluids, for 
example through bloodletting (Kalachanis & Michailidis, 2015; A. Scull, 2015).​
The Church’s view of mental disorder was shaped by moral conceptions of “good 
versus evil”, and mental disorder was considered to be possession — or a 
punishment — by an evil spirit, which is why treatment, as a general rule, consisted 
of isolating, restraining or in some other way driving out the evil spirit (Espi Forcen & 
Espi Forcen, 2014).​
At the beginning of the nineteenth century, marked changes take place, as medical 
science, with its preference for systematising knowledge through observations or 
experiments, seriously gains ground and forms the basis for the modern 
understanding of mental illness that we today know as psychiatry — the study of 
mental states that deviate from the normal (A. Scull, 1994). 
 

3.3 Kraepelin and modern psychiatry 
An important figure in the development of modern psychiatry is the German 
psychiatrist Emil Kraepelin (1856–1926). Kraepelin is considered to be the originator 
of the diagnostic classification that we today associate with psychiatry and with the 
diagnostic systems DSM and ICD (Shorter, 2015; Decker, 2007).​
Kraepelin introduced a particular systematics in the approach to diagnoses, where 
mental disorders were divided according to observable symptoms, the course of the 
disorders and prognosis, rather than according to possible causes of the disorder — 
as we know it from medical aetiology — or according to contextual factors. 
In Kraepelins own time, psychiatry was also marked by a lack of professional 
consensus and by divergent theories that sought to explain why people develop 
mental disorders in the first place.​
In this context, Kraepelins contribution appeared as a distinctly “scientific” approach 
around which one could gather, and which could pave the way for a higher degree of 
consensus (Shorter, 2015; Decker, 2007). One moved, so to speak, the focus away 
from everything about which there was disagreement — namely the causes of 
mental disorders — to what one could agree on; namely the symptoms.​
Kraepelins approach therefore marked a historical paradigm shift.​
Where some of the earlier understandings of mental illness were often embedded in 
religious, moral, philosophical, social or psychological explanatory frameworks, 
Kraepelin primarily placed emphasis on the observable.​
​
Kraepelins model differs from the somatic understanding of illness in some crucial 
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ways. In Kraepelin — and later DSM — diagnostic categories are established on the 
basis of clinical presentation, that is, solely on the basis of symptoms, in order 
subsequently, within research, to attempt to connect the symptoms to an underlying 
pathophysiology.​
In classical somatics, it is typically the other way around. Here, the explanation of an 
illness is anchored in an underlying pathophysiology — tissue changes, biochemical 
processes or other known mechanisms — which can explain why the symptoms have 
arisen in the first place (Decker, 2007). 
 

3.4 The diagnostic manuals ICD and DSM 
Kraepelins focus on descriptive diagnostics is later continued in continuously revised 
editions of the diagnostic systems that psychiatry uses today: DSM (Diagnostic and 
Statistical Manual of Mental Disorders) and ICD (International Classification of 
Diseases) (Shorter, 2015).​
However, it is only in the revision from DSM-II to DSM-III in 1980 that a marked shift 
can be seen, where the focus is moved entirely and unambiguously onto symptoms 
— in the Kraepelinian spirit — and with this shift, both contextual factors and 
underlying factors become, in practice, of no significant importance when diagnosing 
mental disorder (Brinkmann, 2010).​
Kraepelins original model, based on a descriptive division, has thus had a significant 
influence on later conceptions of mental illness. The descriptive approach has also 
given rise to criticism because of its one-sided focus on symptoms, and its lack of 
attention to the significance of context — and to other factors that may be relevant. 
Many contemporary critics see the psychiatric system as a system preoccupied with 
superficial symptom categories, and as one that overlooks the more complex 
biological, psychological and social causal relations, which, to critics, are important 
contributions to the explanation and understanding of mental disorder (Brinkmann, 
2010).​
In a critical retrospective view, one can see Kraepelins legacy both as an important 
paradigm shift and as a shift that limits: Kraepelin created the framework for 
modern psychiatric diagnostics, which distinguished itself from the Church’s moral 
view of mental disorders, but also left posterity with a paradigm in which causal 
relations appear secondary to the systematisation of symptoms itself. 
The diagnostic manuals are expressions of the official understanding of pathology, 
and currently this understanding is expressed by describing pathology in a 
descriptive form, where symptoms are at the centre of the understanding: one 
suffers, so to speak, from whatever the symptoms point to.​
When classification is symptom-based, the diagnosis thus comes to function as an 
explanation in itself, which means that in practice one ends up explaining the 
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disorder with the category that has been derived from the symptoms.​
In other words, I have ADHD because I have the symptoms of ADHD. 
In somatics, a diagnostic category only becomes “stable” as an explanatory 
framework when there are sufficiently many findings concerning the underlying 
causes that can explain the symptoms.​
In psychiatry, the symptoms and criteria comes first, while the causes remain 
secondary, or in the worst case are omitted or remain unresolved.​
This further reinforces the need to focus sharply on context, and on other causal 
relations that can contribute to the understanding of mental disorders, and to 
understanding the deviant in relation to the normal.​
​
Historically, one has operated with especially two predominant approaches to 
normality: a statistical understanding and a normative understanding (Hydén, 1997).​
Statistically defined normality is based on the assumption that the majority always 
expresses the average, the common and the normal, and that a marked deviation 
from the common must be seen as an expression of pathology or deviance, as we 
know it from the normal distribution curve.​
Normatively defined normality is based on the assumption that society’s values and 
norms are a priori, and that individuals are expected to exhibit a certain degree of 
reasonable behaviour; and, importantly, behaviour that conforms and corresponds 
to the expectations of behaviour that characterise one’s own historical moment and 
cultural sphere.​
Both approaches contain challenges, and one can object that a certain tautology 
applies regardless of which view of normality one uses: one ends up in circular 
conclusions, where the normal is defined by the deviation, which in turn is defined 
by the normal as an opposing pair (S. J. Bartlett, 2008). A critical view of the 
understanding of normality is therefore required, and is also part of driving an 
increased understanding of mental disorder.​
 
 
3.5 Foucault and Power 
Psychiatry is not a neutral medical institution with a fixed structure, but a changing 
practice that has constantly changed its character and function in step with the 
norms and structures of its time, often with a certain delay.​
A central contribution to the historical understanding, which can serve as a prism for 
understanding contemporary psychiatry, comes from M. Foucault, whose analyses 
concern how we can see the role of psychiatry and our conceptions of the normal 
versus the deviant as conceptions that are deeply anchored in our own time, and are 
determined by both political and structural conditions in society (Scull, 1990). 
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Foucault describes a development from the relatively tolerant approach of the 
Middle Ages to what we today understand as psychopathology, or madness, as it was 
then called, up to the Enlightenment, where the focus on systematising and mapping 
knowledge gained ground. Madness was now to be isolated, observed, mapped and 
ultimately also controlled, according to Foucault (Falkum, 2000).​
In History of Madness, Foucault uses the concept La Grande Enfermement — “The 
Great Confinement” — to describe how, from the middle of the seventeenth century 
in Europe, especially in France, people who in one way or another deviated from the 
normal began, as something new, to be isolated and institutionalised (Falkum, 2000).​
This did not only concern people who were regarded as mad or insane, but also 
people on the margins of society, such as beggars, vagabonds, the unemployed, 
alcoholics and prostitutes, and not least also the physically deviant — the disabled.​
All the maladjusted, all those who did not fit into the “work-disciplined, moral and 
rational social ideal”, were increasingly seen as people who disturbed public order, 
and therefore had to be hidden away in institutions, where it was possible both to 
conceal them and, to a large extent, to control them.​
New types of institutions emerged, and Foucault highlights, for example, the 
French Hôpital Général — founded in 1656 — as a symbol of this new type of 
measure, where the state could isolate the “unwanted”, and directly and indirectly 
control and discipline citizens through the institutions.​
According to Foucault, this break marked an important shift in the way we perceived 
and handled deviations (Falkum, 2000).​
With his particular attention to power and structures of power, Foucault’s point is 
that psychiatry, from its emergence, has always been closely connected to power.​
Not power understood only as oppression in the classical sense, but an 
understanding of power as a productive and defining institutional power that helps 
shape our understanding of what it means to be normal or to be deviant. In other 
words, psychiatry is an extremely powerful institution that co-creates the norms for 
normal behaviour, while at the same time defining the deviations that it seeks to 
treat or alleviate (M. Roberts, 2005; Iliopoulos, 2012). 
Today, psychiatry is often described as evidence-based and data-driven, but 
Foucault’s work can serve as a reminder that the psychiatry of any given present is 
part of a historical development and part of the structures of power, where 
diagnosis is an active tool in shaping the reality of which we are part, often without 
our noticing it (M. Roberts, 2005; Iliopoulos, 2012). 
The philosopher K. Hyldgaard describes, with reference to Structuralism, how there 
has historically been an opposition between the human sciences and the natural 
sciences, determined by the difference between hermeneutics and formalism. The 
human sciences insist on understanding the human being as the most important 
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task, while the natural sciences primarily insist on explaining the human being as 
belonging to nature (Hyldgaard, 1998).​
According to Hyldgaard, we find these oppositions again as common oppositions in 
our view of the world, for example in the difference between man and woman, 
between heredity and environment, and not least between normality and pathology. 
These oppositions can be hierarchized, where one part of the opposition pair 
constitutes what we understand as a norm, and the other as deviation, and where 
one part is attributed more value than the other, as previously highlighted under 
gender and pathology (Hyldgaard, 1998).​
Hyldgaard’s most important point is that the understanding of the human being 
cannot be carried out natural-scientifically by, so to speak, isolating the object and 
removing the “disturbing variables”.​
Hyldgaard describes, that the human and the interpersonal are characterised 
precisely by always being embedded in contexts, including symbolic contexts.​
In other words, we cannot turn a subject into an object, because with an external 
gaze upon a human being, the subject itself is lost (Hyldgaard, 1998).​
Hyldgaard sees diagnosis in itself as an attempt to objectify, and points out that we 
risk placing too much distance between the subject, and ourselves and thereby we 
make the objectified — the “deviant” — into something that differs markedly from 
the normal. One reinforces, so to speak, the unrecognisable — the different — and 
the person appears without subject, and can therefore be made into an object.​
In the most extreme case, one might argue with Hyldgaard that the very act of an 
individual being “typified and mapped” within a diagnostic framework is in itself 
estranging or “alienating”.​
Diagnosis thereby does not promote what diagnoses ought to promote, namely 
gaining understanding of or insight into another human being’s suffering (Hyldgaard, 
1998). 
 
3.6 The pharmacological gaze 
The historical and cultural background to the development of the diagnostic system 
is relevant to the understanding of our view of normality and deviance, just as it is 
also considered relevant to direct attention towards the pharmacological treatment 
practice which, since the 1950s, has constituted a central part of treatment both in 
psychiatry and in primary care. Psychopharmaceuticals are here to be understood as 
a collective term for a broad group of medications used to treat mental disorders. 
According to critics of the medical treatment of mental disorders, the widespread 
use of Psychopharmaceuticals reflects an overall scientific — or ideological — 
understanding in which mental disorder is understood and explained as a biological 
or neurological-chemical problem.​
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There is research pointing to the positive effect of Psychopharmaceuticals for some 
patients, but at the same time, several voices point to problems with research bias, 
and to the methodological and epistemological challenges that characterise the field 
(Braslow & Marder, 2019; Deacon, 2013).​
It is especially pointed out that complexity is particularly relevant when we are to 
uncover a symptom picture, causal relations and which treatment or intervention is 
relevant, and that medical treatment, when standing alone as treatment, loses this 
focus (D. Stein et al., 2022; Leichsenring et al., 2022). 
The biomedical understanding of mental disorders has been criticised for years, and 
critics have especially pointed out that pharmaceutical manufacturers have 
increasing influence on how we understand mental disorders and how we make 
diagnoses. Likewise, it is pointed out that psychiatry and general practice are 
influenced through the funding of research projects, through the education of 
healthcare professionals, through marketing and through lobbying activity (Davis et 
al., 2024; Cosgrove & Wheeler, 2013).​
It is well known that influence from companies with strong economic interests can 
create bias in both the research literature and in clinical practice, as has among 
other things been pointed out by Cochrane Denmark (Lundh et al., 2017; Moynihan 
et al., 2002; Spurling et al., 2010).​
It is therefore relevant to illuminate how the psychopharmacological industry can 
influence psychiatry’s diagnostic and treatment rationales. 
The sociologist Nikolas Rose points out that within popular culture one can see a 
tendency to present mental disorders in a diagnostic-medical narrative, where the 
normal and the deviant are referred to on the basis of a biomedical understanding, 
and where Psychopharmaceuticals appear as a central part of treatment (N. Rose, 
2007; 2003).​
Rose argues that the biomedical narrative contributes to a reductionist 
understanding of mental disorder, where psychological, social and cultural 
conditions are downplayed, and where the individual person’s biography is not 
integrated into the understanding and treatment of mental disorders (N. Rose, 
2007).​
According to Rose, the consequence is that mental disorder, in the shared collective 
consciousness, appears as a predominantly biological deviation or disease that 
requires medical regulation and treatment (N. Rose, 2007).​
Rose uses the term the neurochemical self to describe how individuals increasingly 
both understand and regulate themselves through neurobiological explanations and 
technologies (N. Rose, 2007; 2003). 
The French sociologist Alain Ehrenberg argues that this development is closely 
connected to society’s increased demands on the individual person’s independent 
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performance, capacity for flexibility and ability to regulate one self to a considerable 
extent. Ehrenberg describes how mental disorder — particularly depressive 
disorders — can increasingly be seen as an expression of the individual person’s 
inability to face up to society’s demand to be a regulated, autonomous individual 
who is able, on their own, to realise their inherent potential (Ehrenberg, 2010).​
According to Ehrenberg, Psychopharmaceuticals cannot merely be seen as a product 
for the treatment of mental disorders, but also as a tool for re-establishing the 
individual person’s level of functioning, and thereby achieving social acceptance — 
and for contributing to the individual’s ability to realise their “optimal potential” in a 
culture marked by demands for constant self-optimisation (Ehrenberg, 2010). 
The social anthropologist Margit Anne Petersen has analysed the use of prescription 
stimulants — here ADHD medication — among university students, and shows in her 
studies how this type of medication is used as so-called “study drugs”. Petersen’s 
studies show that ADHD medication in such contexts is often used to prevent 
procrastination, to manage uncertainty, and to change the subjective experience of 
strain, so that it becomes easier to carry out tasks (M. A. Petersen, 2015; 2018).​
Petersen problematizes the boundaries between treatment and self-optimisation, 
and points out that Psychopharmaceuticals are also, to a high degree, used as 
technologies of self-regulation, to increase motivation and to increase productivity.​
Seen in this light, ADHD medication cannot be regarded solely as a product for 
treatment, but should be seen in light of a culture where performance appears as 
something that can be managed through Psychopharmaceuticals.​
 
3.7 Rounding off 
This chapter has attempted to show that psychiatric diagnoses cannot be 
understood as neutral and timeless descriptions of mental disorders, but as 
historically developed categories that are closely connected to the norms, forms of 
knowledge and prevailing power relations of their time. 
Foucault makes clear that psychiatry has not only had the task of describing and 
treating suffering, but has also been a powerful tool for classifying, demarcating and 
regulating the deviant.​
Diagnoses and the drawing of boundaries between normality and pathology must 
therefore be seen as embedded in social and institutional power relations. 
The chapter points out that Kraepelins significance for modern psychiatry was 
double: On the one hand, Kraepelin created a much-needed order and systematics in 
a field marked by great disagreement. On the other hand, this order was established 
by moving attention away from the questions on which there was no agreement — 
namely the causes of mental disorders — and towards symptoms alone, which could 
easily be registered and classified.​

26 



It was thereby the symptom, and not aetiology, that came to constitute the 
foundation of the modern diagnostic logic of psychiatry.​
​
Precisely the lack of consensus on aetiology is crucial. When causal relations are 
unclear, a space for interpretation is created in which very different understandings 
of mental disorder can compete for this space.​
Historically, this space has not been neutral. But in modern times it has, in particular, 
given priority to a biomedical model in which mental illness is understood as 
something located in the individual — most often in the brain — rather than seeing 
suffering or symptoms in relation to biography, upbringing, social conditions and real 
burdens in the individual person’s life.​
As Rose points out, this development is supported precisely by the biomedical 
narrative, in which mental disorders call for medical regulation.​
In addition, the pharmaceutical industry has significant economic interests in this 
narrative, which strengthens the pharmacological and individualising gaze. 
The overall point of the chapter is that modern psychiatric diagnostics has indeed 
created classification, order and therapeutic agency, but that in the same movement 
it has left context behind.​
We are left with a diagnostic system that functions strongly in the description of 
symptoms, but weakly in its understanding of the contexts in which the symptoms 
arise.​
This absence of context is crucial to the present thesis, and in the following chapter 
the focus is therefore directed towards theoretical perspectives that problematize 
the lack of attention to context in the diagnostic system. These are theorists who, in 
different ways, make it possible to understand mental disorders — including ADHD 
— in a different way than the individualising and diagnostic framework of 
understanding that is expressed in the documentary about Fuhlendorff. 
 
 

4. Diagnostic culture and explanatory discourses 
Here, three theoretical tracks are reviewed, each of which attempts in its own way to 
explain why more people receive a psychiatric diagnosis today. The three tracks 
presented are: 1) the diagnostic explanation, 2) the epidemic explanation and 3) the 
pathologization explanation.​
 
4.1 Frameworks and perspectives 
In this section, we now direct our attention towards present time, and five different 
theorists are presented, who each offers their view of how the widespread use of 
diagnoses can be explained.​
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The theories are divided into three sections, which partly draw on Brinkmann’s 
division of the same theoretical field, based on the academic explanations 
Brinkmann has explored within the area (Brinkmann, 2010; 2014): 

1.​ The diagnostic explanation 
2.​ The epidemic explanation 
3.​ The pathologization explanation 

First, there will be a presentation of the diagnostic explanation through Hacking’s 
theory, with references to Jutel.​
Hacking is concerned with how diagnosis in itself has an overlooked or disregarded 
effect on the people who are diagnosed. An effect that works back on the way we 
understand ourselves and the diagnosis, and which, according to Hacking, is an 
overlooked and critical point that can help illuminate why diagnoses are so 
widespread today (Hacking, 1999).​
The second explanation is the epidemic explanation, which is presented through H. 
Rosa and with references to J. Haidt. Within this framework, the spread of diagnoses 
is explained as an expression of increased distress, which is then reflected as 
increased pathology. Rosa and Haidt each offer their own view of which changed life 
conditions or changes in populations’ behaviour can explain the widespread use of 
diagnoses (H. Rosa, 2013; J. Haidt, 2024).​
The third explanation is the pathologization explanation, presented through Horwitz 
and with references to Brinkmann, where the focus is on structural social conditions 
that contribute to the spread of diagnoses (Brinkmann, 2010). 
The three theoretical explanations should be seen as complementary to one 
another, and not as competing explanations. 
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4.2 The diagnostic explanation​
Both the philosopher and historian of science Ian Hacking and the sociologist A. Jutel 
see diagnoses as interactive concepts, and as concepts that, among other things, 
change through a mutual influence between the diagnostic systems, individuals and 
institutions. The spread of diagnoses must be seen in light of this mutual influence, 
and in light of the fact that diagnoses are something that is constantly negotiated, 
and not fixed entities. 
Natural kinds and human kinds in Hacking​
A completely central point of departure for Hacking is the distinction between 
“natural kinds” and “human kinds” (Hacking, 1995; 2007).​
Natural kinds are natural phenomena that exist independently of how they are 
classified or how they are described. Water remains chemically H₂O, regardless of 
whether we call it “water” or “aqua” or something else entirely.​
Human kinds are “human phenomena or categories”, and refer to ways of 
categorising people — this can, for example, be the division of human behaviour, 
emotions or experiences (Brinkmann, 2015).​
Human kinds have the particular feature that the category itself and the categorised 
people always mutually influence one another, according to Hacking (Hacking, 1986). 
In other words, what characterises a “human kind” is that the classification itself 
actually changes the people who are classified, and that this effect, according to 
Hacking, is unavoidable.​
Hacking describes psychiatric diagnoses as examples of “human kinds”, where 
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diagnoses enter into complex social and psychological processes, and where the 
individual’s self-understanding, behaviour and social relations are all affected.​
Brinkmann highlights homosexuality as a category that was previously categorised as 
pathology in the diagnostic system (Brinkmann, 2012), and which has undoubtedly 
had significance for both identity and social relations for the individual homosexual 
person. 
Making up people​
The distinction between “human kinds” and “natural kinds” forms the background 
for Hacking’s concept of “making up people” (Hacking, 1986).​
Making up people denotes the process in which a new categorisation creates the 
conditions for a new type of social identity.​
The process can be summarised in the following steps: 

1.​ Conceptual establishment; where a new category is defined within a 
professional or institutional system, for example DSM or ICD. 

2.​ Social recognition; where the category gains legitimacy among professionals, 
institutions and in the public sphere. 

3.​ Identity formation; where people begin to identify themselves — or are 
identified by others — as belonging to the category. 

4.​ Social and material effect; where the category gains influence on practices, 
rights, treatment options and social interactions. 

ADHD can serve as an example of this process. ​
Before the diagnosis became widespread, children with concentration difficulties 
and hyperactivity were seen as badly behaved or lazy. When ADHD finds its way into 
the diagnostic system, the understanding of the child’s behaviour changes, so that 
the behaviour is now seen as an expression of a neuropsychiatric condition or a 
“deviation in the brain” (Brinkmann, 2016; Conrad & Bergey, 2014; Conrad, 1975).​
This way of interpretation then again changes the school’s and the parents’ reactions 
to the child, and changes the child’s self-understanding, which now includes: I have 
ADHD.​
Being able to say, “I have ADHD” now gives the child access to treatment and 
support, and access to a new social identity, according to Hacking (Hacking, 1999).​
According to Hacking, the classification ADHD is therefore a social event, which 
makes it possible for a human being to “come into the world” as a new type of 
person, with the associated narratives, roles and expectations that can be attached 
to the category of “being someone who has ADHD”. 
The double function of diagnoses is described by Hacking as both liberating and 
limiting in its consequences: On the one hand, the diagnosis can be liberating and 
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legitimise a particular experience, remove guilt and provide access to support, 
treatment and a community. On the other hand, the diagnosis can be experienced as 
limiting, and can contribute to locking the individual into a narrow identity image, 
and to the internalisation of stereotypical expectations about “how one behaves 
with that diagnosis” — for example with the ADHD diagnosis (Hacking, 2007). This 
corresponds with Brinkmann’s concept of chronification, which is introduced in the 
programme analysis (cf. 2.4). 

The looping effect​
Hacking’s concept of the looping effect describes the way classifications of people 
can interact with the people classified by them. The central point is that 
classifications in the human sciences are not merely neutral descriptions of already 
fixed objects. When people are classified, the classification itself may affect how 
they are looked upon by institutions, how others respond to them, and how they act 
and how they understand themselves. These effects can then feed back into the 
classification itself. Hacking therefore describes such classifications as “moving 
targets”: the object being studied changes partly because it is being classified, 
described, treated, administered or resisted. 

For analytical purposes, the looping effect can be described through the following 
five-part model: 

1.​ Classification: A category is established or stabilised, for example within 
psychiatry, psychology, diagnostic manuals or welfare institutions. 

2.​ People classified: Individuals are identified as belonging to the category. The 
category thereby becomes attached to concrete persons, their behaviour, 
their difficulties and their self-understanding. 

3.​ Institutional and expert mediation: Institutions and experts give the category 
practical force. Schools, clinics, welfare systems, diagnostic manuals, 
therapists and researchers help define what the category means, how it 
should be recognised, and how the classified person should be treated or 
understood. 

4.​ Response from the classified: The classified people respond to the category. 
They may identify with it, adapt to it, resist it, use it to explain themselves, or 
organise their lives around it. In this way, the category can become a new way 
of being a person. 

5.​ Feedback into the category: The changed behaviour, self-understanding and 
social practices of the classified people feed back into professional knowledge, 
institutional practice and sometimes the diagnostic category itself. The 
classification is therefore not fixed, but becomes a moving target. 
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In relation to psychiatric diagnoses, this means that a diagnosis does not only 
describe a person’s symptoms. It can also change the social and psychological reality 
in which those symptoms are understood. ADHD, for example, is not only a clinical 
category used to describe attention difficulties, impulsivity and hyperactivity. Once 
the category becomes socially and institutionally available, it can also shape how 
children, parents, schools and professionals interpret behaviour, allocate 
responsibility, organise support and form expectations about the diagnosed person. 
In this sense, diagnosis becomes part of the context it appears to describe (Hacking, 
2007).​
The looping effect means that psychiatric diagnoses must always be understood as 
“moving targets”, because the diagnoses are changed by the social processes that 
they themselves help initiate (Hacking, 2007). The point can be compared to the 
laws of quantum physics concerning observer relativity, where the very act of 
observing and measuring a phenomenon changes the phenomenon itself.​
Hacking emphasises that popular-cultural representations of diagnoses in films, TV 
series, literature and social media in particular form active components in the 
looping process. Hacking further argues that because diagnoses can provide access 
to resources, rights and social legitimation, more people will, for that reason, 
identify with the diagnosis — and a “diagnostic drift” may even arise, where more 
people seek the diagnosis.​
With Hacking’s concept of looping in mind, one can also point out that the looping 
effect becomes increasingly smaller the clearer the causality is, as for example with 
Down syndrome, which is linked to a chromosomal deviation.​
With unclear causality, as with ADHD, the looping effect, by contrast, becomes 
greater, since most mental disorders do not have an unambiguous biomarker and 
are not lesion-based. 

The sociologist Brossard, who builds directly on Hacking’s theories, writes that 
diagnostic expansion does not only occur through the expansion of diagnostic 
systems and diagnostic criteria, but also through clinical practice, self-help literature, 
media and digital communities, among other things (Brossard, 2019).​
According to Brossard, the diagnosis first receives a name and then a “shelf” in the 
professional world.​
After this, what Brossard calls chains of visibility arise; where the diagnosis becomes 
generally recognisable, and narratives emerge in which one can mirror oneself.​
Brossard points out that the way is then paved for the diagnosis to expand in a 
self-reinforcing process, where the more people receive the diagnosis, the more 
exposure the diagnosis receives, which in turn leads to more people receiving the 
diagnosis (Brossard, 2019). 
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The sociologist A. Jutel has specialised in studies of diagnosis, and in line with 
Brossard, Jutel’s point is that a diagnosis is never merely a name for a symptom 
complex; it is also a social, cultural and political act (A. Jutel, 2011).​
Jutel is also fully in line with Hacking’s thinking, and her contribution within the field 
is precisely also to point to the interactive problem that characterises diagnosis both 
within somatics and psychiatry.​
According to Jutel, psychiatric diagnoses especially translate a fluid, personal and 
often bodily experience (“I cannot go on anymore”, “I am completely beside myself”, 
“my child cannot be in that school”) into a language that the system can then handle 
and respond to (“F32”, “F90”, “F43.1”) (Jutel & Nettleton, 2011; Jutel, 2009; World 
Health Organization, 2009).​
It is an effective translation, where diagnoses enter as covering concepts, and thus 
diagnoses become what Jutel calls a social technology.​
Like Hacking, Jutel points out that diagnoses become real first and foremost because 
we use them, not because they can be shown in one test or through particular 
symptoms. This does not mean that the disorders do not exist as biological realities, 
but it does mean that the way we delimit, categorise and name them is socially 
negotiated. This is the space into which Jutel wants to invite especially professionals.​
From a sociological angle, Jutel describes diagnoses through divided in three: 

1.​ Diagnosis as category: What type of social classification are we talking about 
— for example depression or ADHD? 

2.​ Diagnosis as process: How does one actually receive the diagnosis, and how is 
it communicated and negotiated? 

3.​ Diagnosis as consequence: What does it then do to us once the diagnosis 
exists — to individuals, relations and society? 

Jutel points out that we all too often only look at the category level (“is it depression 
or an adjustment reaction?”), but that the two other levels are, in practice, at least 
equally decisive.​
For Jutel, the diagnosis is not merely a biological phenomenon that we have 
discovered, and that we can therefore now diagnose.​
Diagnoses are produced in a particular time, and when we use diagnoses, we use a 
particular history of what we understand as deviance and of who are to determine 
what is normal and deviant.​
Jutel moves her analysis into the very consultation with the clinician, and describes 
what she calls performative legitimacy, where the patient performs a particular 
social role whose purpose is to show that they deserve to be taken seriously, and 
that they are not simulating, exaggerating or merely presenting banal symptoms.​

33 



The professional is then the one who listens, translates, tests, excludes other 
possibilities, but also the one who calibrates the narrative so that it fits into an 
existing category (Jutel, 2009; Jutel, 2011).​
Jutel points out that it is often the process, and not the category, that determines 
what the person leaves with (Jutel, 2017; Malterud et al., 2017).​
Diagnoses thus come into being in a process of interaction, and according to Jutel, 
there is always something that does not fit into the category and that must be 
negotiated.​
For this reason, she calls diagnoses action hypotheses, and by this she describes 
diagnoses as provisional and functional designations that make it possible to act 
here and now (Malterud et al., 2017; Jutel, 2011).​
Once a diagnosis has been given, it can have consequences in many areas: the 
diagnosis can provide access to services, such as medication, SPS and sick leave; 
structure identity (“I am autistic”, “I have bipolar disorder”); create community, such 
as online groups and patient associations; create stigma or moralisation, for example 
personality disorders and functional disorders; and be used by the state for 
governance, such as ADHD numbers in schools, psychiatric diagnoses in social 
administration, and treatment costs.​
What is decisive for Jutel is that the consequence of giving a diagnosis can be good, 
even if the category is somewhat loose, and conversely the consequence can be 
problematic, even if the category is clinically precise. Therefore, we must also always 
analyse the overall circuit; that is, category, process and consequence. 
In the article Uncertainty and the Inconvenient Facts of Diagnosis (Jutel, 2021), Jutel 
raises a particular problem, which concerns how one actually handles uncertainty 
around diagnosis — here primarily within somatics. She points out that diagnostic 
doubt is an honest matter, but that doubt cannot be accommodated within 
classification systems, and that doubt instead leads to “more and more thorough 
assessment” for the clinician, or “perhaps it is something functional/psychological” 
for the patient. Jutel connects diagnostic doubt to MUS - Medically Unexplained 
Symptoms - and functional/somatisation diagnoses, which she describes as 
diagnostic categories that often end up as a kind of wastebasket diagnosis, so that 
the system appears intact: “we have diagnosed you, after all!” 
According to Jutel, diagnoses are often used in practice to psychologise the 
unexplained, and can thereby be experienced as delegitimising for the patient.​
For psychiatric diagnosis, this means that uncertainty is often handled by expanding 
the diagnostic categories. Diagnosing is not always the best solution, and instead, 
she suggests acknowledging uncertainty as a condition, and giving the functional 
problem a name without pathologizing it (Malterud et al., 2017; Jutel, 2019). 
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Seen in light of the diagnostic explanation, Hvad fejler Fuhlendorff? cannot merely 
be understood as a communication of an already existing disorder, but as part of the 
process through which the diagnosis itself gains meaning. ​
With Hacking, it becomes clear that diagnoses do not merely describe people, but 
also work back on them and shape their self-understanding.​
When Fuhlendorff and the other participants reread their life story through the 
diagnosis, ADHD does not appear as a neutral category, but as a way of 
understanding oneself.​
With Jutel, the programme can at the same time be understood as a pathography 
that makes the diagnosis culturally available and meaningful. The programme 
thereby does not merely show a diagnosis; it is itself involved in producing the 
diagnosis as a social and identity-bearing explanatory framework.​
 
4.3 The epidemic explanation​
In this section, the second explanatory approach — the epidemic explanation — will 
be presented through Hartmut Rosa and with reference to Jonathan Haidt. Here, the 
spread of psychiatric diagnoses is explained as an expression of a real increase in 
mental distress.​
Rosa points especially to the accelerated society as the driving force behind the 
increased distress, while Haidt primarily points to digital development as the driving 
force (H. Rosa, 2014; J. Haidt, 2024). 
Rosa and acceleration, alienation and resonance in late modern society​
Rosa’s theory is less specifically directed at diagnosis itself and at specific disease 
categories, but constitutes a sociological framework that can be used to shed light 
on how we can understand the spread of diagnoses at a more general level. 
Brinkmann writes about the epidemic explanation: The epidemic explanation is 
popular among critical sociologists who believe that society has fundamentally 
changed in a direction that makes people more vulnerable to developing depression 
and other disorders, which means that, according to this explanation, it is a fact that 
there is more depression than before (Brinkmann, 2010).​
Rosa’s theory emerges from the critical sociological tradition with roots in the 
Frankfurt School, and from this point of departure Rosa’s aim is to illuminate late 
modernity through an overall diagnosis of the present: What characterises the 
present we live in? ​
Rosa sees modern society as marked by constant and restless acceleration, but also 
by instability, and by the fact that we human beings are in a chronic deficit of 
meaningful relations to the world around us (Rosa, 2014).​
With Rosa’s central concepts as a point of departure, the spread of psychiatric 
diagnoses can be interpreted precisely as symptoms of our shared challenges in the 
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present, where the symptoms cover over the individual person’s attempt to handle 
the paradoxes of modernity.​
The core of Rosa’s theory is the concept of social acceleration itself, which he sees as 
a distinct feature of the Western world, and he describes how the increase in the 
pace of society takes place through the following three processes (Rosa, 2005): 

1.​ Technological acceleration; which includes a constant development of 
technologies that reduce distances in time and space. 

2.​ Social acceleration; where institutions, norms and forms of life change so 
quickly that no human being can realistically live an entire life within stable 
frameworks anymore. 

3.​ Acceleration of the pace of life; where the individual is expected to perform 
more and more actions in less time, and where the result is a chronic 
experience of lack of time. 

The consequence of such a society is according to Rosa that human beings are 
relentlessly and continuously pressured into adaptation, flexibility and eternal 
optimisation. This adaptation requires that the individual person constantly manage 
to increase their activity, be flexible and be resilient — or display resilience, as it is 
called within psychological research. Brinkmann also points out that the competition 
state must educate and invest in individuals so that they can be optimised, healthy, 
industrious and innovative (Brinkmann, 2010).​
The boundaries of the normal and the pathological are thereby shifted, and the 
mentally healthy and optimised individual, who manages to keep up under constant 
pressure, becomes the ideal of the normal (Brinkmann, 2010).​
The accelerated development of society means that it becomes more difficult to 
stop, to stand still, and to come to a halt, to dwell or simply to be. In modern society, 
we thus live under constant time pressure, and increasing the speed or making one’s 
time more efficient appears to be the obvious and available solutions for the 
individual person. Rosa points out that far from everyone succeeds in solving the 
pressure of acceleration and this can lead to passivity and pathology.​
A whole range of disorders and symptoms such as stress, burnout, anxiety, ADHD or 
depression can be seen as individual manifestations of a pace that exceeds the 
capacity of the individual. 
Rosa argues that the spread of diagnoses can be understood as a real expression of 
increased pathology in individuals, which here is caused by social and cultural 
conditions. The higher the acceleration in a society, the more pathology — both as 
correlations and as causal quantities. According to Rosa, acceleration further leads to 
alienation. He defines alienation as an experience that the world becomes 
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impenetrable and incomprehensible to the individual person, and that the human 
being’s relational ways of connecting to others and to the world are distorted (Rosa, 
2013). 
The ADHD diagnosis can serve to illustrate Rosa’s point, and can be seen as a 
structural reaction to the individual person’s difficulties in adapting to an 
environment where attention and activity must constantly be increased and adjusted 
in step with increasing demands. “Insufficient regulation” of attention and activity 
then become problems that are attributed to the individual — the person cannot 
concentrate enough and keep up enough — which is the “kind of insufficiency” that 
constitutes the criteria for the ADHD diagnosis (World Health Organization, 2009). 
The boundaries between the normal and the pathological are changed, so that 
pathology is precisely demarcated as the kind of behaviour that does not sufficiently 
adapt to the demands of the present.​
Rosa also introduces the concept of resonance (Rosa, 2019), which he uses to 
describe the relations where the individual — in contrast to alienation — 
experiences mutual openness and response in relation to the world around them:​
The world “answers” me and I am receptive, and I answer back to the world.​
Diagnoses can be seen as double bound, since diagnoses can both create resonance 
by giving an experience of being “seen and met” in one’s difficulties and by giving 
access to a community with others in the same situation.​
But diagnoses can also block resonance by locking the individual person into a 
pathological self-understanding — there is something wrong with me.​
Rosa’s theories can be used as a critical analytical framework that focuses on the 
consequences for the individual person of living in a society of acceleration, and 
where diagnoses can be seen as both tools of adaptation and cultural symbols (Rosa, 
2013, 2014).​
Diagnoses thereby categorise the individuals who do not manage to live up to the 
demands of acceleration, and who therefore experience “symptoms” of the 
consequences of society’s demands. Diagnoses, so to speak, provide an explanation 
and an identity for the individual person in a society governed by the hidden logic of 
acceleration.​
 
Jonathan Haidt, technology and the epidemic explanation.​
Jonathan Haidt is a social psychologist, and is primarily concerned with the 
consequences of children’s and young people’s increased use of screen over the past 
20 years, as well as with the consequences of a corresponding reduction in time 
spent on free play (J. Haidt, 2024).​
Haidt argues that we are facing a real epidemic of mental distress, where social and 
technological changes have created new conditions for the development of mental 
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disorder, and this is then reflected in the marked increase in diagnoses, especially 
among children and young people (Haidt, 2024).​
Haidt calls the period from 2010 to 2015 “The Great Rewiring”, and sees it as the 
period in which we in the Western world transition from a “play-based” childhood to 
a “phone-based” childhood (Haidt, 2024).​
Haidt sees this period as a cultural and technological restructuring of childhood as a 
whole, where physical play, bodily expression and especially face-to-face relations 
are increasingly replaced by digital interaction, social media and algorithmically 
governed platforms. According to Haidt, this shift has led to an epidemic of distress 
among especially children and young people, where the occurrence of symptoms 
such as anxiety, depression and ADHD-like conditions has increased markedly, and 
the spread of diagnoses should be understood as a real and direct consequence of 
the changed developmental conditions for children and young people.​
Haidt thus contributes to the epidemic explanation by pointing out that diagnoses 
can be seen as indicators of a social change.​
​
Where Rosa (Rosa, 2013) speaks about the impact of the acceleration society on 
human distress, Haidt points specifically to the role of digitalisation in increasing 
distress. Haidt looks at ADHD as an expression of reactions to a world where children 
spend up to five to seven hours daily using screens, where social media promotes 
insecurity and competition, and where free play and physical interaction are lacking 
(Haidt, 2024).​
Haidt’s perspective has been criticised for appearing culturally deterministic, since 
he primarily points to social technology and social media as the causes of distress, 
and his monocausal explanation has given rise to criticism (C. Odgers, 2024).​
In an article, S. Brinkmann cites several critical reviewers of Haidt’s book, and points 
out that Haidt may be confusing correlation with causality (Bugge, 2024). 
Haidt’s analyses stand on two legs, where he places great emphasis on the 
significance of free play itself and physical activity in children’s development as the 
first leg. The second leg concerns the significance of how screen use and social 
media negatively affect children and young people.​
Haidt writes: that free play is just as essential for the development of social skills as it 
is for the development of physical skills. Through play, children learn to create 
relationships, synchronise and take turns. Social media, by contrast, is for the most 
part asynchronous and performative, which makes affective attunement more 
difficult and leaves heavy users of social media hungry for social relations (Haidt, 
2024, p. 84).​
Haidt’s theory can be seen as an important and relevant corrective to the prevailing 
biomedical explanatory models, since he, like the other theorists, opens up an 
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understanding of diagnoses as dynamic phenomena that arise in the field of tension 
between individual and culture. ​
Haidt places himself in continuation of Rosa by insisting that the spread of diagnoses 
cannot be understood solely as a classificatory phenomenon, but should also be 
regarded as a real socially produced epidemic, based on the way we live lived life. 
Seen from the epidemic explanation, the programme Hvad fejler Fuhlendorff can be 
read as an expression of more than merely individual deviance. ​
With Rosa, the restlessness, lack of coherence and persistent overstimulation that 
the programme presents can be understood as experiences connected to the 
acceleration and alienation of late modernity. Here, the diagnosis comes to function 
as an answer to a more fundamental experience of broken contact and 
meaninglessness. ​
With Haidt, this point is sharpened further, as difficulties with attention, regulation 
and well-being do not necessarily only point inward towards the individual, but can 
also be understood as reactions to changed cultural and technological life 
conditions. The programme can thereby be read as an example of how a broader 
social distress is individualised and translated into diagnosis. 
 
4.4 The pathologization explanation​
The pathologization explanation, presented through Horwitz, sees the widespread 
diagnosis as an expression of a general and problematic tendency to pathologizing 
normal and ordinary human behaviour. 
Horwitz and diagnostic inflation​
Horwitz argues that in the Western world we see a general development in which 
psychiatric diagnoses move further and further away from a delimited understanding 
of illness towards a much broader understanding, where entirely normal life crises 
are now categorised as diagnoses.​
Horwitz uses depression as an example of a diagnostic category in which reactions 
that we see in normal grief and similar reactions have gradually been included in the 
diagnosis itself. Horwitz points, for example, to the fact that by removing the 
bereavement exclusion criterion in DSM, the distinction between the normal and the 
deviant in relation to grief is diluted, and that this is a general tendency within 
psychiatry (Horwitz & Wakefield, Chapter 5, 2007).​
Horwitz argues that there is an increasing tendency not to distinguish between 
normal reactions and pathological reactions, and that this tendency is due to the fact 
that the diagnostic manuals do not take into account the context in which the 
reactions arise. The focus shifts from reactions to symptoms, and this shift paves the 
way for a diagnosis. The consequence, according to Horwitz, is that ordinary 
suffering is pathologized to an increasing degree, and that it is this increased 
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pathologization that explains the spread of diagnoses.​
 
Pathologization of normality​
Horwitz believes that modern psychiatry has made itself independent of context, 
and for the same reason has diminished the boundary between our understanding 
of normality and pathology. He describes three mechanisms that contribute 
especially to this: 

1.​ Lowering of thresholds; where diagnoses are given on the basis of fewer 
symptoms, on the basis of shorter duration requirements, or on the basis of 
less significant functional impairments than previously. 

2.​ Decontextualization; where ordinary life events, such as loss, performance 
pressure and life crises, are attributed less significance in the explanation of 
symptoms. 

3.​ Checklist culture; where screening tools and questionnaires increase the 
likelihood of “catching” more people, but at the expense of precision, since 
this type of tool catches too many and too imprecise symptoms. 

According to Horwitz, entirely normal human variations in emotional life and 
behaviour are increasingly classified as pathology (Horwitz, 2002).​
Diagnostic categories can end up “winning themselves to death” and ultimately 
become categories, plain and simple; categories that distinguish between ways in 
which we human beings can be in the world when we find ourselves in a state of 
widespread distress.​
Horwitz does not deny the existence of severe mental disorders; his point and 
criticism is only that the way the criteria are formulated in the diagnostic system 
does not match the phenomenon that one is attempting to capture (Horwitz, 2002). 
Diagnostic inflation and overdiagnosis​
Horwitz explains the widespread diagnosis by distinguishing between two types of 
driving forces: diagnostic inflation and overdiagnosis.​
Horwitz argues that there has in fact been an inflation in diagnostic concepts, 
because the spectrum of mental illness has become so extensive, and includes 
symptoms that must be considered normal.​
At the same time, the spectrum of the normal has been correspondingly reduced.​
With overdiagnosis, Horwitz points out that many people receive a diagnosis that 
cannot necessarily explain their problem. Changes in diagnostic manuals, increased 
prevention logics, standardised screening tools and a general risk-focused culture 
contribute to more false-positive diagnoses according to the maxim: “Better one too 
many than one too few”.​
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Like the other theorists, Horwitz sees diagnoses as socially constructed, and as 
categories that have both historical and cultural traditions behind them. He refers 
especially to the institutional significance of diagnoses, where diagnoses provide 
access to treatment, support and various services, and that diagnoses for this reason 
alone can maintain a position in a system, even if their validity is lacking ( Horwitz, 
2002).​
Horwitz also speaks of the “medicalization of problems”, and of how structural and 
social problems are reinterpreted as individual pathology — trouble in school 
becomes ADHD, performance pressure becomes anxiety, and grief becomes 
depression — and everyday problems thereby become something that potentially 
requires treatment; and especially medical treatment. ​
Horwitz points to strong economic incentives to present diagnoses as both universal 
and individual, and to view diagnoses as chronic conditions. 
Seen in light of the pathologization explanation, Hvad fejler Fuhlendorff appears as 
an example of how the boundary between the ordinary and the pathological is 
shifted. With Horwitz, the point is that behaviour and experiences that could 
previously be understood as variations in temperament, stress reactions or life 
difficulties are increasingly read as signs of pathology.​
In the programme, restlessness, forgetfulness, impulsivity and the experience of 
being different are presented in a way where the diagnosis becomes the most 
obvious explanation, while context recedes into the background. The programme 
thereby also becomes an example of what Brinkmann describes as diagnostic 
culture: a present in which diagnoses are not merely used clinically, but function as 
general categories for understanding human difficulties. The point is therefore not 
only that the programme depicts pathologization, but is also reproducing it.​
 
4.5 Rounding off  
On the basis of the three different approaches described in Chapter 4, the aim is not 
merely to illuminate why diagnoses are more widespread today, but to a large extent 
to use the theorists’ contributions to understand and explain the spread of 
diagnoses in light of the significance of context for mental disorders.​
Thus, the theorists’ contributions should ideally both say something about why 
diagnoses are more widespread, and at the same time show how context either 
enters into, produces or disappears out of suffering. 
The different explanations have both strengths and weaknesses, and precisely these 
strengths and weaknesses are the focus of this rounding off of the chapter.​
The strength of the diagnostic explanation is that it shows us how diagnoses become 
widespread as social and cultural phenomena. ​
Both Hacking and Jutel understand diagnoses as interactive categories that are 
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shaped through mutual influence between the diagnostic system itself, people and 
institutions. The diagnostic explanation thereby shows us that context is not merely 
“something surrounding” the diagnosis, but something that actively helps produce 
the diagnosis itself as a category.​
The second strength of the diagnostic explanation is that it explains why diagnoses 
can be attractive in the present. If diagnoses reflects back on self-understanding and 
offers identity, but also an explanatory force that makes one’s “symptoms” 
understandable, then this is naturally something that concerns everyone who seeks 
explanations for personal distress.​
The diagnostic explanation is particularly relevant when we are to understand and 
explain the spread of diagnoses, and the “centrifugal force” of diagnoses, that is, 
how they will naturally spread beyond the clinical framework. ​
As the documentary exemplifies, diagnoses are not only spread through clinical 
practice, but also through media, narratives and self-narratives that people already 
bring with them when they encounter the psychiatric system — the so-called 
pathographies.​
The weakness of the diagnostic explanation is that it cannot sufficiently explain why 
there might be a real increase in distress or symptom burden.​
The diagnostic explanation shows how diagnoses become social identities and 
circulating forms of interpretation, but it cannot explain why particular groups in 
particular historical periods actually seem to experience more distress.​
With the diagnostic explanation, one risks explaining the spread of diagnoses first 
and foremost as a result of classification, culture and narratives, and not as a 
possible result of changed life conditions. In other words, the diagnostic explanation 
is strong on the social effect of diagnosis, but weak on the material and social 
conditions of suffering. ​
​
The strength of the epidemic explanation is that it does something that the 
diagnostic explanation cannot immediately do. In Rosa and Haidt, the focus is moved 
from the diagnosis as category to the life conditions under which people live and 
develop. ​
The strength is that this perspective insists that the acceleration, digitalisation, 
weakened relational forms and changed developmental conditions of the present 
can in fact quite genuinely create increased distress. Context is thereby not merely 
an additional layer of interpretation, but actually a real part of the causal picture. 
The epidemic explanation opens up an understanding and explanation of the spread 
of diagnoses as directly connected to a context, or to conditions that have in fact 
become worse in society. ​
The strength of the epidemic explanation is also that these theories function as a 
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corrective to the individualising psychiatric perspective. Here it is stated clearly that 
perhaps it is not first and foremost the individual who has become more ill, but 
rather society that has become more difficult to be part of. Context is thereby 
reinserted as crucial to the understanding of mental disorders.​
The weakness of the epidemic explanation is that the theories cannot alone explain 
why distress actually becomes precisely psychiatric diagnoses. The theories can 
understand and explain why more people experience distress, but cannot to the 
same extent explain why distress is translated into ADHD, anxiety, depression or 
other specific diagnostic categories. This explanatory approach can say how the 
present burdens individuals, but has difficulty explaining the logic of the diagnostic 
systems and the role of culture in shaping self-understandings, and difficulty 
explaining why particular forms of suffering end up receiving particular names.​
The epidemic explanation can therefore explain conditions that create more distress, 
but not explain why these conditions create more diagnosis. 
The strength of the pathologization explanation is that it attempts to explain how 
more people can end up with psychiatric diagnoses without this necessarily meaning 
that there is more illness or distress in the usual sense.​
In Horwitz, the central point is that the boundary between the normal and the 
pathological is gradually shifted, primarily because the diagnostic manuals do not 
sufficiently take into account the context in which reactions arise. When the focus is 
moved from reactions in a given context to symptoms isolated from any context, it 
becomes far easier to diagnose ordinary human suffering as pathology.​
The point here is that the very absence of context in the diagnostic logic can 
contribute to producing more diagnoses.​
The pathologization explanation naturally follows from the historical chapter, and 
from the review of Kraepelin, DSM and ICD, and shows that the systems are strong in 
describing symptoms, but weak in understanding the contexts in which the 
symptoms arise. The pathologization explanation is therefore the explanation that 
most clearly points to the connection between the decontextualized logic of the 
diagnostic manuals and the spread of diagnoses.​
The weakness of the pathologization explanation is that it explains the spread of 
diagnoses as overdiagnosis or “conceptual expansion”, and can therefore be 
criticised for entirely overlooking real human suffering. ​
The pathologization explanation is strong in showing how normality is pathologized, 
but weak in capturing that some people actually suffer, and that diagnoses can also 
have a real descriptive or helpful function. One thus risks underestimating that 
diagnoses can be meaningful and useful for some people. Nor can the 
pathologization explanation alone explain why precisely contemporary society 
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should produce more vulnerability or increased distress, since it primarily explains 
why the threshold for being perceived as ill has become lower. 
In summary, this means that the three different explanations together make it 
possible to understand the specific significance of context at three different levels: 

1.​ The diagnostic explanation shows how diagnoses are shaped and spread in a 
social and cultural context. 

2.​ The epidemic explanation shows how mental disorder can be connected to 
social and developmental life conditions. 

3.​ The pathologization explanation shows how the absence of context in the 
diagnostic systems can expand the field of what is understood as pathology. 

Together, they therefore make it possible to understand the spread of diagnoses as a 
cultural, social and diagnostic phenomenon.​
The weakness is that each explanation only illuminates part of the problem.​
The diagnostic explanation does not sufficiently explain real distress, and the 
epidemic explanation does not sufficiently explain why distress becomes diagnoses. 
The pathologization explanation does not sufficiently explain that some diagnoses 
can also be expressions of real suffering.​
The overall answer to the research question is that the growing prevalence of 
psychiatric diagnoses must be understood as a movement in which human suffering 
is increasingly translated into individual symptoms and diagnostic categories, while 
the contexts to which this suffering belongs recede into the background.​
The conclusion is therefore not that psychiatric diagnoses should be rejected. ​
The point is that diagnoses must be understood contextually. Mental suffering does 
not exist only inside the individual. It takes shape in the relation between the 
individual and the world. When this relation is overlooked, the symptom becomes 
the most visible element. And when the symptom stands alone, the diagnosis 
becomes the obvious explanation — but not necessarily the adequate one. 

Seen in light of the three explanatory perspectives presented above, it becomes 
possible to return to “Hvad fejler Fuhlendorff?” with a more critical analytical view. 
The programme does not merely present ADHD as an already existing clinical reality. 
It also participates in making ADHD meaningful as a cultural, biographical and 
practical explanation. In this sense, the programme can be understood as an 
example of the diagnostic explanation, where the diagnosis is described, narrated 
and performed.​
One important feature of the programme is the distribution of expert perspectives. 
The programme includes several experts, but the more critical perspective on 
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diagnosis is only present to a very limited extent. The anthropologist Alexandra 
Jønsson appears as the only one who explicitly points to the possible disadvantages 
and problematic consequences of a diagnosis. However, her critical perspective 
occupies a marginal position in the programme as a whole. The dominant narrative 
is not one of diagnostic uncertainty, contextual complexity or possible overdiagnosis, 
but rather one in which the diagnosis gradually appears as a meaningful and 
clarifying answer to Fuhlendorff’s life history.​
This is significant because the programme is produced by DR and uses a number of 
documentary markers and the programme therefore has an educative and 
informative function. It contributes to the public understanding of ADHD and 
psychiatric diagnosis more generally. From the perspective of diagnostic culture, the 
question is therefore which understanding of diagnosis it makes available to the 
viewer.​
A second critical point concerns the way medication is presented in the final part of 
the programme. The programme shows Fuhlendorff taking medication in connection 
with his stand-up performance, and the subsequent narrative gives the impression 
that the medication works. This critical point should not be understood as an 
argument against medication as such. The problem is rather that the programme 
presents medication through a dramaturgical and experiential logic, where effect is 
suggested through a single performative scene rather than contextualised through 
clinical uncertainty, variation in treatment response, side effects, or alternative 
forms of support.​
The result is that the programme risks presenting diagnosis and medication as a 
coherent solution narrative. First, the diagnosis explains the life story; then, 
medication appears as a practical intervention that confirms the diagnosis and 
stabilises the problem. In this way, the programme gives very little space to the more 
critical and contextual questions that have been central in this thesis: What happens 
when suffering is translated into diagnostic language? What forms of context 
disappear when the symptom becomes the main object of attention? And how does 
a diagnosis begin to organise the person’s understanding of past, present and 
future?​
The programme can therefore be criticised not primarily for mentioning diagnosis or 
medication, but for the narrowness of the explanatory space it offers. It largely 
reproduces the diagnostic explanation that several of the theorists in this thesis 
problematise. This is precisely why the programme is analytically interesting. It 
illustrates that diagnostic culture works through direct coercion, but through stories 
that make diagnosis appear as the most available, meaningful and legitimate 
explanation.​
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4.6 J. Meier: When suffering loses its existential meaning 
The three explanations above do not point to the same thing, but they point in the 
same direction.​
They all show that the spread of diagnoses cannot be understood solely as a 
question of more illness or of overdiagnosis, but that we must look at the ways in 
which mental suffering can be made understandable. 
The psychologist J. Meier researches young people’s distress, and Meier shifts 
attention from diagnoses as clinical phenomena to the question of how suffering is 
understood at all in the present.​
What is decisive in Meier is not whether a diagnosis is correct or incorrect, but what 
happens to our view of human suffering when it is increasingly translated into a 
diagnostic and therapeutic language.​
Meier points to a more fundamental problem of understanding. Instead of asking 
what suffering wants from us, what it springs from, or what context it is part of, the 
question becomes which category it belongs to, and how it can be treated (Meier, 
2021; Meier, 2023). If we look at the three explanations above, then with the help of 
Meier one can gather the explanations into a broader point, which concerns a more 
impoverished way of understanding suffering in the present.​
In Meier, it becomes clear that the problem is not only that more people are 
diagnosed, but also that it becomes more difficult to maintain suffering as 
something existential and generally human.​
When restlessness, emptiness, anxiety or discouragements all are translated into 
symptoms of a disorder, attention is shifted from the individual’s life situation to the 
individual as the bearer of a problem.​
Meier believes that a certain degree of suffering is unavoidable, necessary and even 
meaning-bearing, and that experiences which might otherwise be reduced to 
symptoms are seen by Meier as expressions of entirely fundamental features of 
what it means to be human (Meier, 2022,).​
The point in Meier is that suffering cannot simply be understood as a sign of error or 
defect. Suffering can be connected to resistance, loss, vulnerability, development 
and difficult life experiences, which do not become more understandable by being 
translated into a diagnosis.​
Meier points out that the problem of the present is not only an increase in 
psychiatric diagnoses, but also a broader cultural development in which it is more 
difficult to understand suffering without immediately pathologizing it. 
This leads on to the next section, where the question becomes how deeply the 
significance of context reaches: Is context merely an external framework around 
mental suffering, or is context an absolutely crucial condition for how suffering 
develops, appears and is understood as a symptom? 
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5. When the context disappears and the symptom remains 
In Chapter 5, the thesis’ central point is put into perspective: that mental suffering 
cannot be understood sufficiently if the symptom is separated from the context in 
which it is embedded.​
The purpose is to clarify how mental suffering can be understood as more than 
individual symptoms, and how context plays a decisive role in both the emergence, 
appearance and treatment of suffering. 
This chapter aims to elaborate the point that context appears as decisive for 
understanding mental suffering.​
First, Jaak Panksepp is presented, because he shows how the child’s biological and 
affective development cannot be understood apart from specifically the context. ​
Next, Iain McGilchrist is included, because he provides a broader perspective on how 
certain cultural and social conditions affect our thinking and our cognitive 
preconditions for grasping specifically the context.​
Finally, James Davies is included, because he shows how diagnosis and treatment 
unfold in a particular context — namely the social context.​
 
5.1 Panksepp: When the biological is shaped by developmental conditions 
The neuroscientist Jaak Panksepp aims to show how biological and emotional 
development cannot be separated from the specific developmental conditions — 
that is, the context. Panksepp’s research within affective neuroscience is rooted 
primarily in animal experiments, and takes as its point of departure that the human 
being — and all other mammals — is born with certain emotional dispositions.​
According to Panksepp, these innate dispositions develop depending on the world in 
which the individual grows up, and are closely connected to the conditions the 
individual encounters, especially early in life. This means that something can be 
expressed neurologically without the cause necessarily being biological or innate in a 
narrow sense (Panksepp, 2008).​
Panksepp describes the concept of “PLAY” as a term for an innate affective system in 
all mammals. In rats and other mammals, PLAY can be activated through 
“rough-and-tumble” play (R&T play), in a particular form of bodily, social and often 
wild play that involves, among other things, chasing one another, tumbling, 
exchanging playful bites and blows, and wrestling in close physical contact 
(Panksepp, 2007).​
It is relevant to note that Panksepp’s evidence is based on animal experiments, and 
that transferring the results to human development naturally requires caution 
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(Panksepp, 2008). Nevertheless, Panksepp argues that the neurological anchoring of 
the PLAY system and its occurrence across mammals make it likely that play 
represents a fundamental developmental mechanism that can be inhibited or 
promoted through the environment (Panksepp, 2007).​
According to Panksepp, play in mammals is characterised by a high degree of joy and 
engagement, but also by an entirely necessary element of social regulation, since 
mutual attunement between the participants is required for the play to continue 
(Panksepp & Scott, 2012). Panksepp’s research shows that social isolation in young 
rats increases their urge for R&T play, while a high degree of social contact reduces 
the urge for social contact, which supports the hypothesis that play is not only about 
learning or behaviour, but also a real biological need (Panksepp, 2008; Panksepp & 
Scott, 2012). ​
Panksepp sees the joy of playing as a key to understanding how social and bodily 
experiences contribute to the maturation of the brain, and on this basis Panksepp 
formulates a hypothesis about ADHD. Panksepp argues that play plays a decisive role 
in the development of frontal executive functions, in the capacity for self-regulation 
and in the development of social competence. ​
If play is restricted, according to Panksepp, there is a risk that children will exhibit 
symptoms of increased impulsivity, restlessness and attention problems, which may 
later be diagnosed as ADHD (Panksepp & Scott, 2012; Panksepp, 2007).​
The fact that the symptoms have a biological expression does not mean that, 
aetiologically speaking, that the symptoms should be understood as biologically 
determined. The biological symptom or expression does not exclude the significance 
of context; on the contrary, it may actually be shaped by it (Panksepp, 2007). 
Where critics of diagnostic culture are often accused of merely wanting to replace 
biological explanations with social explanations, Panksepp shows that the binary 
opposition itself is in fact academically problematic (Double, 2022; Bracken, 2012).​
The critical point is not to choose between heredity and environment, but to 
understand how the neurobiological life of the human being is shaped through the 
world.​
 
5.2 McGilchrist: Decontextualization as a basic cultural feature 
If Panksepp shows how a local context shapes neurobiological development, then 
the psychiatrist and philosopher Iain McGilchrist points to an overarching historical 
development in which modern Western culture promotes a particular cognitive 
tendency in the human being, which he ultimately connects to the neurobiological 
basis in the brain.​
In The Master and His Emissary, McGilchrist describes, on the basis of the 
lateralisation of the brain, how the two hemispheres of the brain can be understood 
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as connected to two different dominant forms of attention (McGilchrist, 2009, 
introduction). According to McGilchrist, the hemispheres should not merely be seen 
as a neuroanatomical division, but more as a fundamental division of the brain that 
manifests itself on several levels — not in terms of what the brain does, but in terms 
of how the brain actually does what it does.​
McGilchrist argues that the right hemisphere in general provides a broader 
orientation towards the world as meaningful wholes, while the left hemisphere 
performs more specialised functions, which are then ultimately anchored in the 
broader understanding of the right hemisphere.​
McGilchrist’s point is not merely anatomical and neurological, but also 
cultural-critical. He writes directly that the brain is not merely a tool for handling the 
world, but is also “what brings the World about” (McGilchrist, 2009, Chapter 1).​
In his work, McGilchrist makes clear that his approach should not be confused with 
the outdated and criticised popular-psychological divisions between a “logical” and a 
“creative” hemisphere. ​
In McGilchrist, the left hemisphere is connected to the delimited and the particular, 
which can be analysed and controlled. The right is oriented towards wholes, context, 
bodily experience and that which cannot be defined in fixed categories. McGilchrist 
argues that the asymmetry of the brain is not accidental, and emphasises that the 
corpus callosum does not only connect the two hemispheres, but to a significant 
extent also functions inhibitory, so that one hemisphere can inhibit the other.​
McGilchrist points out that his project is at times speculative, and that he is humble 
in his academic approach. He therefore sees his project as an open hypothesis, 
where other scholars are invited to criticise and think along with it, as well as build 
further on his theory (McGilchrist, 2009, introduction).​
​
McGilchrist sees the difference between the hemispheres as crucial, because he 
believes that modern Western societies have increasingly been organised according 
to the preferences of the left hemisphere.​
This does not only mean that we think differently than in the past times; it means 
that society is gradually organised in ways that reward and reinforce particular forms 
of attention, which in turn have decisive significance for how we experience 
ourselves and the world. ​
Methods and procedures, judgement by measurement and evaluations, and the 
living by representations, according to McGilchrist, replace experience.​
It is on this basis that McGilchrist develops his analysis of the present. Here he 
describes a world marked by social disintegration, and what he, using Giddens’ 
concept, calls “disembedding mechanisms”; that is, mechanisms that detach people 
and experiences from their contexts.​
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Like Giddens — and a lot of others — McGilchrist describe modern Western society 
as marked by specifically such a displacement. According to him, modernity is not 
only characterised by technological and scientific progress, but also by social 
disintegration, bureaucratisation and loss of belonging. Industrialisation, 
urbanisation and consumer culture have weakened human beings’ relations to place, 
tradition and community, which previously provided a stable coherence.​
A specific example McGilchrist points to is the way bureaucracy and technology 
organise human relations. McGilchrist describes how modern institutions 
increasingly replace judgement, experience and practical ability with procedures, 
documentation, measurable indicators and administrative systems (McGilchrist, 
2009, chapter 12).​
The public system becomes more a system that administers citizens than one that 
provides the help to citizens that they requests. ​
In such a culture, quality can be replaced by quantity, and the focus is on how 
quickly something can be done, how much can be produced and how precisely it can 
be measured.​
Success is then not recognised as something interpersonal, but something objective.​
McGilchrist’s overall and most important criticism is that this logic works well in 
relation to machines, but poorly in relation to human beings.​
Psychiatric diagnoses fit particularly well into such a culture says McGilchrist.​
Diagnoses create overview, order and a shared language, regardless of the fact that 
they can pull suffering out of its context. When distress is described through 
categories, symptoms and criteria, suffering is made administrable. It can be 
registered, treated and circulated in institutional systems. ​
According to McGilchrist, the diagnosis can therefore repeat the cultural movement 
in which the humanly complex is translated into something abstract, delimited and 
manageable ( McGilchrist, 2009, Conclusion). In McGilchrist’s analysis, psychiatry is a 
disembedding mechanism. 
McGilchrist uses the concept of “unworlding” to describe how the world can lose its 
character as a coherent, living and meaningful reality. Instead of a world in which 
one is embedded, there emerges a world that one observes, analyses and controls 
from the outside; a characteristic of late modernity that is also well described 
(McGilchrist, 2009, chapter 12).​
What makes McGilchrist’s perspective interesting here is that he provides a language 
for how context is not merely overlooked, but gradually becomes more difficult for 
us even to be aware of.​
McGilchrist points out that all of this is not only an epistemological problem, but also 
a real problem for human wellbeing. He refers to research showing that increased 
material prosperity has not in itself created more happiness, but that social 
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connectedness is far more decisive for our wellbeing (McGilchrist, 2009, conclusion). 
At the same time, he points out that depression and mental disorders vary between 
cultures, and that these conditions are primarily connected to the degree of social 
stability and experience of coherence. ​
This does not mean that mental disorders can simply be reduced to social 
conditions, but McGilchrist emphasises that human suffering cannot be understood 
apart from the world in which people live (McGilchrist, 2009, conclusion).​
With McGilchrist, one can argue that diagnostic culture is part of a more general 
tendency in which the complex is made manageable by isolating symptoms from 
their contexts. This does not mean that diagnoses are necessarily wrong or useless. 
But it does mean that diagnoses become a fundamental problem if they stand alone 
as an explanation of suffering.​
 
5.3 Davies: Diagnoses, Psychopharmaceuticals and suffering in a neoliberal 
context. 
The social anthropologist James Davies can be useful to clarify how the loss of 
context is not only a narrow clinical problem, but also a more fundamental academic 
problem, where the entire discussion of aetiological conditions has been taken over 
and governed by economic and political interests, often with narratives lacking 
academic support (Davies, 2017b). 
Where Panksepp and McGilchrist, each in their own way, point out that human 
biology is shaped in relation to the surroundings, Davies directs the attention 
towards the social conditions within which modern diagnosis and treatment 
operate. His overall critique is that modern psychiatry has turned human suffering 
into an individual, biochemical and medical treatment problem, despite the fact that 
suffering can be understood as meaningful reactions to social and life-related 
burdens (Davies, 2017b; Davies 2012).​
A central focal point in Davies’ critique is the diagnostic system DSM-III.​
Along DSM-III, psychiatric diagnoses were organised descriptively around symptoms 
and criteria, and without aetiological explanations. This was intended to make the 
diagnostic system simpler and more useful for practitioners, but according to Davies 
it had other consequences. Davies points out that when the diagnostic system does 
not commit itself to an understanding of why the suffering has arisen, suffering can 
be classified without relation to the individual’s life conditions, and thus an 
aetiological void is left behind for others to fill (Davies, 2017b; Davies, 2017a).​
According to Davies, this void is taken over by biomedical and 
psychopharmacological rationales. As an example, Davies highlights the narrative of 
depression that was marketed by the pharmaceutical industry in the 1980s and 
1990s, explaining depression as an imbalance in serotonin and noradrenaline as if 
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they were actually established medical facts.​
Davies argues that these theories were actually not sufficiently documented, but 
with the aetiological void left after DSM-III, aetiology was now being connected to 
biochemical defects, which medication was supposedly meant to correct (Davies, 
2017b).​
Davies says that the spread of Psychopharmaceuticals cannot be explained solely by 
the economic interests of the pharmaceutical industry or by the diagnostic system’s 
absence of aetiology after DSM-III in 1980. His broader point is that the 
psychopharmacological understanding of suffering itself fits very well with a 
neoliberal society in which focus on productivity, individualism and market logic 
dominates. In this context, mental suffering becomes an individual problem that 
must be regulated so that the individual can function again. ​
Davies points out how Psychopharmaceuticals fit into a “back to work” logic, where 
the success of treatment depends on whether the individual can function 
productively in working life (Davies, 2017b).​
If depression or anxiety is primarily understood as an expression of a biochemical 
problem in the individual’s brain, poverty, loneliness, social vulnerability or other 
burdensome life conditions recede into the background, regardless of the fact that 
they may be highly central to why the suffering has arisen.​
Davies supports his critique through his work on antidepressants and withdrawal 
problems. Here, Davies et al. points out that problems in discontinuing 
antidepressant medication have been underestimated in psychiatric research and in 
clinical guidelines (Hengartner et al., 2020). Davies highlights this as a broader 
problem: if medical treatment dominates as the form of treatment, the limitations 
and harmful effects of treatment are minimised (Hengartner et al., 2020). ​
The point in Davies is not that diagnoses or medical treatment are necessarily 
without value. The point is that they become problematic if they come to stand as 
the only explanation. Davies shows how the question of mental suffering can 
thereby be moved away from social, economic and political conditions and into a 
narrower treatment logic, where the individual must be diagnosed, regulated and 
brought back to work. In this way, the diagnosis becomes part of the social process 
in which suffering is individualised, administered and depoliticised. ​
 
5.4 Rounding off 
Across the three perspectives, a common pattern emerges.​
Panksepp points out that context shapes our biological and affective development, 
and that human biology cannot be understood apart from its developmental 
conditions. McGilchrist shows how modernity weakens our capacity to understand 
phenomena as part of lager wholes and relations, and instead privileges a 
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decontextualized perspective. Davies shows how this is embedded in psychiatry as 
an institutional and political logic. ​
A strength of Panksepp is that he makes the very concept of context more radical. ​
In Panksepp, context is not the external background for suffering, but something 
that works developmentally and biologically into the individual. It thereby becomes 
possible to understand ADHD-like symptoms as an expression of the child not having 
had the room for development for which its biological system is attuned. Panksepp is 
particularly strong because he shows that context does not merely shape our 
interpretation of mental disorders, but also shapes the very development of the 
functions that later become symptoms that can be categorised as a diagnose.​
A weakness of Panksepp is that his evidence is to a large extent based on animal 
experiments and therefore cannot alone sustain a broad social critique.​
Nevertheless, Panksepp’s perspective is crucial because it opens up an ethical 
problem. If medical treatment primarily consists in repressing symptoms in children 
who are in crucial developing stages, then the question of treatment not only 
becomes a question of effect, but also a question of ethics. 
A strength of McGilchrist is that he explains how a society can in general be 
organised in ways that promote a problematic development. ​
With McGilchrist decontextualization becomes not merely a problem in psychiatry, 
but a broader social pattern in which quantification, standardisation and control take 
precedence over wholeness, relation and the lived experience. ​
Together with Rosa, it becomes possible to understand how modern societies both 
accelerate and detach the human being from meaningful connections to the world. 
A weakness of McGilchrist is that his perspective is meta-theoretical and cannot in 
itself explain specific diagnoses or treatment practice. But as a perspective, 
McGilchrist makes it clear that diagnostic culture is not only a clinical phenomenon, 
but also fits into a broader social form. 
A strength of Davies is that he sharpens this critique. He shows how a psychiatric 
system that is largely governed by a descriptive and symptom-based logic comes to 
favour explanations and treatments that focus on symptoms, without addressing the 
causes of the problems.​
Davies thereby makes it possible to explain why the symptom gains status of a real 
explanation, and why economic and institutional interests can help maintain this 
explanation.​
A weakness of Davies is that his perspective cannot sufficiently explain why 
diagnoses can be experienced as meaningful and identity bearing for those who get 
a diagnosis. But together with the other perspectives, his contribution becomes 
important because he shows why a psychiatric system without a strong contextual 
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perspective risks both individualising social and political problems, as well as 
opening up to neoliberal interests taking over the aetiological void. 
The central problem, in summary, is not merely that context is overlooked, but that 
it gradually loses its status as an explanatory framework.​
It is easier to diagnose difficulties of concentrating than to examine the conditions 
for our attention.​
It is easier to individualise restlessness than to analyse the life conditions that make 
us restless.​
It is easier to locate the problem in the person than to insist that the person is 
always already shaped by their living conditions.​
In this light, it becomes clear why diagnoses have such a strong position in the 
present. They offer order in the ambiguous and offer treatment in what is 
experienced as unmanageable. ​
The diagnosis functions not only as a professional category, but also as a culturally 
attractive form that makes human suffering more understandable, more legitimate 
and more manageable.​
To a hammer, everything is a nail, as the saying goes. 
The overall point of the chapter is thus that the modern spread of psychiatric 
diagnoses should not be understood as a question of better diagnostics or greater 
attention to mental health. When the symptom remains without its context, the 
symptom becomes primary, and it becomes difficult to ask under which conditions 
the symptoms have arisen.​
 

6. Conclusion 
This thesis has examined how the growing prevalence of psychiatric diagnoses can 
be understood in light of the role that context plays in mental suffering.​
The central argument has been that the spread of psychiatric diagnoses cannot be 
explained by one single cause. It must instead be understood as the result of several 
overlapping developments: historically changing conceptions of normality, the 
classificatory logic of diagnostic manuals, cultural narratives about diagnosis and 
identity, and social conditions that may both produce distress and make diagnosis 
appear as the most available form of explanation.​
The problem, therefore, is not the existence of psychiatric diagnoses as such. 
Diagnoses may be necessary, clarifying and helpful. The problem arises when the 
diagnosis becomes stronger than the context in which the suffering has developed 
and must be understood according to. 
The thesis first concludes that diagnoses are not merely clinical tools. They are also 
social and cultural forms of understanding. When diagnoses circulate in popular 
culture, media narratives and personal accounts, they become ways of making sense 
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of oneself and one’s life. A diagnosis may offer recognition, coherence and relief. At 
the same time, it may also reduce a complex life history to a single explanatory 
category.​
Secondly, the thesis concludes that modern diagnostic practice has been shaped by a 
search for order, classification and systematic description. Since psychiatry has not 
reached consensus on the aetiology of mental disorders, diagnostic manuals have 
organised diagnoses around observable symptoms rather than causal explanations. 
This means that diagnoses describe how suffering appears, but not necessarily why 
it has emerged. This is a problem hence the diagnosis can be seen as an sufficient 
explanation, even when it is primarily a classification. The result is that the social, 
developmental, cultural and institutional conditions of suffering risk being pushed 
into the background.​
Thirdly, the thesis concludes that the spread of psychiatric diagnoses must be 
understood through several explanatory perspectives. Each perspective illuminates 
something important, but none of them can explain the development on its own. 
The diagnostic culture perspective shows how diagnoses circulate beyond clinical 
practice and become part of everyday language, identity and self-understanding. 
However, it does not in itself explain whether people are in fact experiencing more 
distress. 
The epidemic perspective shows how changing life conditions may contribute to 
increased distress. However, it does not by itself explain why this distress is so often 
translated into psychiatric diagnoses.​
The pathologization perspective shows how the boundary between normality and 
pathology can shift over time. However, it may overlook the fact that diagnoses can 
also name real suffering and be experienced as helpful by those who receive them.​
The thesis therefore concludes that these explanations should not be seen as 
mutually exclusive. Rather, they point to different dimensions of the same problem.​
For psychological practice, this means that a psychiatric diagnosis may be useful as a 
description and organising tool, but should not be treated as an explanation of why a 
person’s difficulties have developed. Psychological assessment should therefore 
consider the developmental, relational, educational and socioeconomic conditions in 
which distress emerges. This requires asking not only which symptoms are present, 
but also when and where they occur, what changes preceded them, how they may 
be connected to the person’s situation, and how the person understands them.​
Psychologists should also be attentive to the diagnostic narratives that clients 
encounter through media, institutions and social communities, as these narratives 
can shape, and sometimes narrow, the ways in which people understand 
themselves. A contextual approach does not require rejecting diagnosis. Rather, it 
requires placing diagnosis within a broader psychological formulation, 
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communicating uncertainty when it exists, and remaining open to revising the initial 
understanding. In this way, psychological practice can retain the practical benefits of 
diagnosis without allowing a diagnostic category to replace the person’s history, 
relationships and living conditions. 
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