
Comment

www.thelancet.com   Vol 379   April 28, 2012 1563

On July 22, 2011, Anders Breivik detonated a car bomb 
outside the offi  ce of the Norwegian Prime Minister. The 
explosion killed eight people, and infl icted grievous 
damage on the infrastructure of the Norwegian 
Government. If he had done nothing else, that was 
already the worst act of terrorism in the history of 
Scandinavia. But as we know he did not stop there. 
Dressed in a police uniform he drove to UtØya, where 
he murdered a further 69 people, mainly teenagers 
attending a summer camp organised by Norway’s 
Labour party’s youth league.

In September, 2011, I was asked by the Norwegian 
Government to join an International Advisory Council 
tasked with reviewing the emergency response, both 
medical and psychosocial, to the dreadful events of 
July 22. Before coming to our conclusions, which were 
that the “Norwegian Health Service had responded 
very well to the greatest challenge it had ever faced”,1 
we were briefed by many of those intimately involved 
in the events. We were left in no doubt that the crimes 
had shaken Norwegian society to the core. Nevertheless, 
much of the world came to admire the way in which the 
nation came together to reaffi  rm its commitment to a 
tolerant liberal society.2 But people remained perplexed 
about Breivik himself. What were his motives, and how 
should justice be done? 

When people struggle to comprehend what lies behind 
the mass murder of adolescents gathered for a weekend 
of discussions and campfi res, the simplest response is 
that the killer “must be mad”. The inexplicable can only be 
explained as an act of insanity, which by defi nition cannot 
be rationally explained. The act was so monstrous, the 
consequences so grievous, that the perpetrator had to be 
insane. Yet whilst I was in Oslo, the country was preparing 
to learn the results of Breivik’s psychiatric examinations 
and all those who we spoke to were insistent that he 
should not be regarded as mad. And when, to everyone’s 
surprise including my own, the psychiatrists did indeed 
state that Breivik was suff ering from schizo phrenia,3 
there was an outcry.4 Such reactions are common. All 
the psychiatrists who interviewed Peter Sutcliff e, the 
so-called Yorkshire Ripper in the UK, agreed that he had 
schizophrenia. Normally this would lead to a fi nding 
of diminished responsibility and admission to a secure 
hospital facility. But despite defence and prosecution 

being in agreement the Judge insisted that the matter 
had to be put to a jury, because the general public would 
feel that otherwise Sutcliff e had escaped punishment.5 In 
practice it made little diff erence. Sutcliff e was convicted 
of murder and sent to prison, but soon transferred to 
Broadmoor Secure Hospital, where he will end his days. 
Whether he was being punished in prison, or treated 
in hospital, there was no doubt that he would never be 
released, since no Home Secretary would agree to that. 

But Norway should be diff erent. Norway is a country 
with one of the best developed mental health systems in 
the world.6 It prides itself on its tolerant attitude towards 
mental disorders. When former Prime Minister Kjell 
Magne Bondevik took leave of absence to be treated for 
depression in 1998 his career did not come to a halt.7 
Off enders diagnosed with mental illness are dealt with 
within the health, not the criminal justice, system. And if 
the person then recovered, they would be released from 
hospital on the authority of the psychiatrists, without the 
possibility of political interference.8 But tolerance can only 
go so far, and the majority of the Norwegian public saw a 
label of schizophrenia as allowing Breivik to avoid having 
to answer to his crimes, and worse, that a psychiatric 
diagnosis raised the spectre that he could be free again.9

In fact that was always improbable. Many Norwegians 
themselves were confused about the checks and 
balances within their own judicial system. A prosecutor 
can, although they rarely do, challenge the psychiatrist’s 
decision and the matter be returned to Court. And 
even if the off ender has recovered, the power exists to 
transfer him to prison indefi nitely if judged a continuing 
threat to society.8 Although at the time of writing the 
Court’s verdict remains unknown, as Breivik gives his 
chilling testimony in Court the chances that he receives 
a psychiatric disposal rather than a criminal conviction 
seem to be receding.

The Breivik case highlights two popular mis con-
ceptions. First, that outrageous crimes must mean 
mental illness. Diagnoses in psychiatry are made on 
the basis of symptoms and motivations, rather than 
outcomes. For schizophrenia to explain Breivik’s actions, 
they would have to be the result of delusions. Delusions 
are beliefs that are not only wrong, in the sense of not 
corresponding to the world as we know it, but they 
must also not be shared with others of the same cultural 
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Seizing the opportunities of adolescent health
Economic and social change have brought great oppor-
tunities and threats to adolescent health for rich and 
poor nations alike. The health transition, together with 
changes in adolescent social roles, has shifted the burden 
from childhood infectious diseases towards adolescent 
injuries and health-jeopardising behaviours in all but the 
poorest countries. Fortunately, research has clarifi ed many 
determinants of these behaviours, and wide-ranging 

prevention approaches to minimise harm and promote 
health have been identifi ed. The challenge is how to 
increase use of effi  cacious policies and programmes world-
wide, while recognising that communities and nations 
diff er and need to make local decisions. Likewise, there is 
a need to understand that adolescent health contributes 
to adult health and can deliver economic dividends to 
nations that invest wisely in adolescent health.1,2

Published Online
April 25, 2012

DOI:10.1016/S0140-
6736(12)60472-3

See Series pages 1630, 1641, 
1653, and 1665

background. A psychiatric classic established that 
individuals with schizophrenia can identify others as 
mad, even when they share the same delusions.10

Breivik’s views on the evils of multiculturalism, immi-
gration, and the threat of Islam mixed in with nonsense 
about the Knights Templar and so on, are absurd, 
reprehensible, and abhorrent, but he is not alone. One 
fears that in the backwoods of Montana or among 
those who subscribe to what is loosely called “anti 
Jihadism” are other people like him, who may also have 
devoted a summer to playing World of Warcraft and 
believe that Dan Brown writes history. The meticulous 
way in which he planned his attacks does not speak to 
the disorganisation of schizophrenia. My colleagues in 
forensic psychiatry struggle to think of anyone who has 
had the foresight to bring along a sign stating “sewer 
cleaning in progress” to avoid drawing attention to the 
smell of sulphur from the homemade explosives in the 
back of his vehicle. If a psychiatric parallel is needed, 
the closest might be the classic case of German school 
teacher Ernst Wagner, who murdered 15 people in a 
small village, and was diagnosed with paranoia, or 
delusional disorder as it is now known.11

The second misconception is that the purpose of 
psychiatry is to “get people off ”. In the UK, however, if 
you commit murder and want to spend as little time in 
detention as you can, putting forward a mental illness 
defence may mean that you will spend more—not fewer—
years behind bars.12 And the forensic psychiatry system 
is not a soft or popular option either. Most off enders 
have the same prejudices towards mental illness as the 
general population, and would rather take their chances 
in prison than be what they call “nutted off ”. Similarly, it 
is a commonplace observation among British forensic 
psychiatrists that those who have experienced both prison 

and hospital often prefer the former because “at least they 
don’t try to do your head in”. The wide spread anger when 
it seemed that Breivik was going to be sent to hospital 
rather than prison reminds us that liberal attitudes to 
mental illness are still often only skin deep.

Simon Wessely
Department of Psychological Medicine, Institute of Psychiatry, 
King’s College London Weston Education Centre, London 
SE5 9RS, UK
simon.wessely@kcl.ac.uk

I declare that I have no confl icts of interest.

1 International Advisory Council on the Health Sector Response to the 
Terrorist Attacks of June 22, 2011. Lessons for better preparedness. Health 
eff ort after the acts of terror July 22, 2011 [in Norwegian]. http://www.
helsedirektoratet.no/publikasjoner/lering-for-bedre-beredskap-/Sider/
default.aspx (accessed April 23, 2012).

2 Orange R. “Answer hatred with love”: how Norway tried to cope with the 
horror of Anders Breivik. The Observer April 15, 2012. http://www.guardian.
co.uk/world/2012/apr/15/anders-breivik-norway-copes-horror (accessed 
April 23, 2012).

3 Rettspsykiatrisk erklaering Breivik, Anders f. 130279 [in Norwegian]. http://
pub.tv2.no/multimedia/TV2/archive/00927/Breivik_rapport_927719a.pdf 
(accessed April 23, 2012).

4 Anda LG. Norwegian disbelief at Breivik’s insanity. Nov 29, 2011. BBC News 
World. http://www.bbc.co.uk/news/world-15954370 (accessed April 23, 
2012).

5 Jenkins P. Serial murder in England 1940–1985. J Crim Justice 1988; 16: 1–15.
6 Norwegian Ministry of Health and Care Services. Mental health services in 

Norway. Prevention—treatment—care. 2009. http://www.regjeringen.no/
upload/kilde/hod/red/2005/0011/ddd/pdfv/233840-mentalhealthweb.
pdf (accessed April 23, 2012).

7 Bondevik K. Depression and recovery. Interview with Kjell Magne Bondevik 
by Sarah Mitchell. J Ment Health 2010; 19: 369–72.

8 Grøndahl P. Scandinavian forensic psychiatric practices : an overview and 
evaluation. Nord J Psychiatry 2005; 59: 92–102.

9 Korsvold K. The Norwegian system can produce many exonerations.
Aftenposten April 13, 2012 [in Norwegian]. http://www.aftenposten.no/
nyheter/iriks/22juli/--Det-norske-systemet-kan-gi-mange-feilaktige-
frifi nnelser-6803402.html (accessed April 23, 2012).

10 Rokeach M. The three christs of Ypsilanti. Knopf: New York, 1964.
11 Gaupp R. Die wissenschaftliche Bedeutung des “Falles Wagner”. Munchener 

Medizinische Wochenschrift 1914; 61: 633–37. Translated by Marshall H. In: 
Hirsch S, Shepherd M, eds. Themes and variations in European psychiatry: 
an anthology. Bristol: John Wright, 1974. 

12 Grounds A. The transfer of sentenced prisoners to hospital 1960–83: 
a study in one special hospital. Br J Criminol 1991; 31: 54–71.


	Anders Breivik, the public, and psychiatry
	References




