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Hans-Peter Mofors

Dear colleague!
Talk to any school teacher and he or she will tell you that with some children it is easy to foresee that 
they are destined to a troubled life. A life preset on a trajectory, with little hope of deviation. Some people 
seem to be doomed, walking the same path as their parents. This is especially the case with disturbed be-
haviours and psychiatric diseases. What is it that we inherit, and what can be done?

As psychiatrists, we are used to analysing the behaviours and symptoms of our patients in a broad context, 
i.e., understanding them from a psychological, biological, and environmental perspective. We also need to 
consider the role heredity plays in psychiatric illness. 

In this issue, we have chosen to focus on our future patients, our children and our youth. Identifying the early 
warning signs and taking preventive steps ahead of the development of full-blown psychiatric illness is of 
recognised importance. However, little work has been done in this field so far. Intervention at an early stage 
could possibly make a difference and needs to be prioritised. 

Thankfully, this is a field with rapidly growing knowledge. In this issue, you will read about different 
preventive interventions with various groups of young individuals at risk for future psychiatric illness – for 
example, the children of prisoners and those with parents who are traumatised or suffer from a psychiatric 
illness. 

It has become increasingly evident that we need to identify and more intensely address young people with 
self-harm behaviour and suicidal ideation. In this issue you will read about the work being done in the Nordic 
countries with regard to this aspect. 

With better identification of young individuals at risk of developing psychi-
atric illness, many tragic outcomes could probably be prevented. You can 
read about the experiences and evaluations from the tragic school shootings 
in Finland some years ago. 

As always, we have many interesting contributions from psychiatrists and 
other professionals in the Nordic and Baltic countries. It is indeed a pleasure 
and a source of immense pride for me as the editor to bring together these 
voices in “The Nordic Psychiatrist”!

We, the editorial team and the authors have all been youngsters at some 
point of time with an uncertain future ahead of us. You will see us at this 
stage of life in the pictures accompanying the articles. Children are our 
future and this issue is dedicated to them. It is our hope that this future will 
be a mentally healthy one for them!

Yours sincerely, 

Hans-Peter Mofors, Editor
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This was the first meeting following the 31st 
Nordic Congress in Copenhagen last year. 
This congress carried the heading “Psychiatry 
works”, which indeed came true. The Dan-
ish Psychiatric Association hosted more than 
901 delegates from 26 countries from all 
over the world. Both Nordic and internation-
al researchers contributed to more than 40 
symposia, and 6 to 7 tracks were run every 
day. There was also a child and adolescent 
psychiatry track throughout the congress. 
Our joint committee held a very positive 
view about the congress, which has restored 
our faith in the future of the Nordic congress-
es. But we also discussed the possibilities 
for further improvements. As a tradition, the 
congress is held every third year in one of 
the Nordic/Baltic countries. It is hosted by 
the local association, which takes full responsibil-
ity for the content as well as the organisation. The 
competition in the arena of international congress-
es grows. Support from industry dwindles – not that 
this is necessarily negative, but it adds to the cost of 
participation. All this makes creates increasing risks 
for the hosts. The committee reflected on the possi-
bilities of adding support to the local organisations. 
We decided to keep this topic under observation. 
Iceland has already kicked off preparations for the 
next meeting in Reykjavík – it is already time to 
mark the dates June 13-16, 2018, in your calen-
dars!

At meetings, the delegates from each country report 
on the latest developments in their home countries. 
Despite the differences in history, tradition, end 
economical development there are clearly issues 
that overlap. Several countries reported debates 
with psychologists on “what really works and what 

does not”, and how far we should go with the “open dialogue” when 
choosing the treatment options for involuntarily admitted patients. 
It seems that the psychiatrists are often in a defensive position in 
these discussions. Should we be more proactive and self-confident? 
Strong evidence favours our understanding about basic treatments 
that often will save lives.

Finally, the committee has to ensure the wellbeing of our two jour-
nals – the Nordic Journal of Psychiatry and The Nordic Psychiatrist. 
At this meeting we finalised the new contract with the publisher 
Taylor & Frances. The journals will only be available online with dig-
ital interactive pdf versions, and there will be no paper copies. The 
digital era has come to stay. It should be mentioned we have kept 
the member fee at he same level, despite the raise in editorial costs 
that is necessary in order to sustain quality.

Seen from the outside, the work of the committee may look like a 
dull and bureaucratic process, but we do enjoy doing it. Nordic co-
operation is well retained with support from all the eight countries 
that now work as one coalesced team.

The Joint Committee meeting 
in Stockholm, April 15-16, 2016 
Andres Lehtmets, Chair of the Nordic Joint Committee  

The 2016 Nordic Joint Committee was held in Stockholm. We conducted the meeting 
according to the new by-laws, as the organisation has finally been registered in Finland 
as was agreed upon at our last meeting. This finalised a long process and we thank the 
Finnish Psychiatric Association for facilitation and support. It was decided that the core 
principles from the former by-laws are to be kept as a manual of procedures. We will 
complement this working document at every meeting according to our decisions.

Members of the Nordic Joint Committe working for two days in 
in Stockholm. 



YOUNG PSYCHIATRISTS

THE  NORDIC  PSYCHIATRI ST              5

EDUCATION

NORDIC JOURNAL

Editorial Committee

Hans-Peter Mofors, MD.
Psykiatri Nordväst, Stockholm
hans-peter.mofors@sll.se

Kristinn Tómasson, MD, Dr.med.
Medical Director, AOSH, Reykjavik

Marianne Kastrup, MD., PhD.
Specialist in psychiatry
 

Hanna Tytärniemi, MD.
Psychiatrist trainee, University of Oulu

Anne Kristine Bergem, MD.
President of The Norwegian Psychiatric 
Associaton

Ramunè Mazaliauskienè, MD.
Neuromeda

Advertising
Per Sonnerfeldt, Taylor & Francis
PO Box 3255, SE-103 65 Stockholm
Drottensgatan 2
SE-222 23 Lund, Sweden
Tel: +46-(0)46-13 07 90
Fax: +46-(0)46-13 07 82
Cell phone: +46-(0)70-7320145
per.sonnerfeldt@informa.com

General information 
Taylor & Francis
PO Box 3255
SE-103 65 Stockholm, Sweden

ISSN  2001-2454

Layout & Design 
Åtta.45 Tryckeri Ateljén
ulf.hellerstrom@atta45.se

Cover photo  
Solja Niemelä 

Copyeditor
Hans Ågren

Printer 
Åtta.45 Tryckeri AB, 

Järfälla, Sweden

 

The Nordic Psychiatrist is published 
twice a year by Taylor & Francis 
on behalf of the Joint Committee of the 
Nordic Psychiatric Associations. The journal 
is distributed to all members of the 
national Nordic psychiatry associations. 

THE  NORDIC  PSYCHIATRI ST

© 2016 Taylor & Francis AB

 
 THE  NORDIC  PSYCHIATRI ST

Contents
Editor  
Hans-Peter Mofors  3 

The Joint Committee meeting in Stockholm, April 15-16, 2016   
Andres Lehtmets  4

“With expulsion in the soul”   
Marianne Kastrup  6

When to worry?   
Nina Thorup Dalgaard  8

Youth suicide affects us all   
Anna Santesson 10  

The Swedish National Self-Harm Project:   
Clara Gumpert  12

”I will look after you”    
Anne Kristine Bergem 14

My daddy has an illness in his mind   
Anne Kristine Bergem  15 

Children – the future patients: Baltic Stance on  
Global Perspective and Possible Prevention
Ramune Mazaliauskiene, Egle Tubelytet   16   

Interviews  
Anne Kleiberg, Sigita Lesinskiene, Elmars Rancans  18 

Mental health in Norwegian schools:  
One book is missing
Tor Levin Hofgaard  20

Child coordinators in Norwegian correctional services   
Anne Natrud  22

Finnish school shootings: did we learn something?     
Nina Lindberg  24

Trauma work at the Child and Adolescence  
Psychiatry Asylum Unit in Borås 
Drita Gustafsson, Katrin Sepp  26

Young people and alcohol   
Aurelijus Veryga  28

No clear trends in mental health disorder symptoms
in Finnish adolescents 
Mauri Marttunen, Henna Haravuori 30 

ADHD and criminality – breaking the vicious circle   
Ylva Ginsberg  32  

The playful therapist    
Svein Øverland 34

Framework for Nordic youth surveys
Karin Helweg-Larsen  36

The Trainees Section of the Finnish Psychiatric  
Association 
Kimmo Suokas 38 

The Danish Association of Psychiatric Trainees  
Mette Berg Christiansen  39

The Swedish Association for Psychiatric Trainees
Tove Mogren, Hanna Spangenberg  40

The Section of Young Psychiatrists in Lithuania
- Short Report 
Renata Zakauskè, Aldona Šileikaitè, Laurynas Bukelskis  41

Highlights from the Nordic
Journal of Psychiatry 
Martin Balslev Jørgensen  42 

The patient  
of tomorrow

THE NORDIC PSYCHIATRIST

Issue  1  20 1 6   



6             THE  NORDIC  PSYCHIATRI ST

“With expulsion in the soul”  
Interview with Libby Arcel 
Marianne Kastrup  

Libby Arcel has for decades been Associate Professor in Psychology at Copenha-
gen University. She published in 2015 a book in Greek based upon the life of her 
mother, who was a Greek refugee from the then Ottoman Empire in 1922 (now 
Turkey) with the title: “With expulsion in the soul”.

What was the background for writing this book?

I arrived in Denmark in 1960 from Greece as a young 
migrant because of love to a Dane. As a student at the 
Copenhagen University I was eager to adjust as fast as 
possible. I graduated as cand.psych. and subsequent-
ly became a clinical psychologist working in different 
settings in Copenhagen. I was for 4 years the leading 
psychologist in the Organization for Mental Hygiene 
Counselling. In a later job as a consultant in a munici-
pality, I encountered in the 1970’s an increasing num-
ber of refugees originating in Chile and Guatemala. 
At that time there was very little knowledge about the 
treatment of traumatised refugees and supervision was 
needed. Working with refugees I became conscious 
that I also was a child of a refugee and that this “for-
gotten” knowledge was part of my identity.

What was your mother’s history?

My mother was together with around 1.5 million 
Christian Greeks expelled in 1922 from the Ottoman 
Empire, where they had lived for centuries. She flew 
to Lesbos 12 years old together with her mother and 
4 younger siblings. Her father was together with other 
Greek men assembled in large groups and killed by 
the Turks.
 My mother’s family lost everything – money, home, 
position, network. My grandmother had sewn some 
gold coins in her clothes to help the family in the first 
period. They survived in a small village by hard labour, 
not feeling particularly welcome. My mother, in con-
trast to her illiterate mother, had attended 6 years in 
school and managed to get an education as a tailor. 
She started her own business and became “the bread-
winner” of the family.

So what did you do?

When I began to work with refugees I got the idea to 
interview my mother and ensure that her history was 
not forgotten. I ended up with having 100 pages with 
her testimony printed out. Until then I knew too little 
about her life. The whole story with a dramatic flight, 
the killing of my grandfather, and the subsequent bad 
and humiliating conditions the family lived under in 
the village, was too painful for me to cope with. So, 
the interview was lying in my drawer for years. 
 But I continued to work with refugees and was for 
some years project leader for an EU project in Zagreb, 
focussing on women subjected to sexual violence 
during the conflict in Ex-Yugoslavia. 

But how did your mother’s story affect you?

Well, my mother had 4 children but I felt a particular 
emotional contact with her also because of our sepa-
ration due to my migration to Denmark. And I decided 
to continue the project and write a book where I made 
my mother’s story more general, drawing parallels 
to the scientific literature that I knew well as a psy-
chologist. Yael Danieli, a US psychologist with Jewish 
background, has written about the almost automatic 
transfer of traumatic experiences to the next genera-
tion. I wonder if this to some extent was influenced 
by the historical focus on the Holocaust, since later 
Jewish researchers have not unanimously supported 
these findings.
 I interviewed my siblings, I myself was interviewed 
by another scientist, and I interviewed 5 of my moth-
er’s grandchildren. I could not recognize the findings 
of Yael Danieli. I found that all of us 4 siblings shared 
a strong identification with our mother. However there 
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was not transmission of trauma, and each of us did pro-
cess our mother’s traumatic story, elaborating it in different 
manners and according to the needs each of us had in our 
social environment. You may say that we all identified with 
her suffering about her losses, but expressed it in different 
ways that had to do with our own reality.
 My brother became a lawyer and told me how very an-
gry and furious he could get if he was faced with injustice 
in his work, and he connected that to the unjust way the 
Greek refugees were met with by the mainland Greeks. 
One of my sisters became very politically active as a Eu-
ro-Socialist, wishing to retaliate the injustice my mother 
had experienced. My oldest sister became a journalist and 
spent her life writing about the culture and civilisation of 
Greek orthodox minorities when they were living in Minor 
Asia (today the west coast of Turkey). I became a psychol-
ogist and spent many years of my career working for the 
prevention of torture and the rehabilitation of traumatized 
populations.

Were there any common traits?

Yes, you can say that we had a particular sensitivity for the 
refugees of the world and an awareness of justice, but the 
trauma did not influence our lives in any negative way. 

What about the third generation?

Those five of my mother’s grandchildren that I interviewed 
were all familiar with her story. It had become part of their 
own stories, but was not associated with suffering. They all 
grew up with a clear recognition and awareness of the diffi-
cult situation of refugees. This was in different ways reflect-
ed in their focus of work or interest, where marginalised 
groups became a centre of their interest.
 One works in the Red Cross, one has been a volunteer 
in an NGO helping prostitutes, one has professionally 
worked in combatting torture and human rights violations, 
one has as a socialist been engaged in social activities, and 
one made a film about a refugee.

So what lesson to be drawn?

I think that the reality is more complex than merely saying 
that trauma is transmitted. The traumatic history is some-
how integrated in the second generation. It becomes part 
of their identity, but they are not necessarily traumatised. 
They focus on their mothers’ sufferings but do not suffer 
themselves. They have, however, developed certain sensi-
tivities around the themes “refugee” and “loss of status”. In 
the third generation, this may influence your preferences, 
but it is not associated with suffering. Rather the opposite. 
All grandchildren of my mother underline time and again 
the good survival of their refugee family as a source of in-
spiration for their own lives.
 

Libby Arcel 
Associate Professor in Psychology at 
Copenhagen University
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When to worry?  
- Reflections on my PhD thesis entitled: 
“The transgenerational transmission of  
refugee trauma. How a parental trauma 
history may affect children without a  
history of trauma exposure” 

Nina Thorup Dalgaard 

In the aftermath of my PhD defense, several people, both laymen and col-
leagues, have asked about the clinical implications of my research. People typ-
ically ask if all children of traumatised refugee parents are at risk, and if not, 
which children should we worry about? Sadly, I do not have one clear-cut answer 
to these questions. However, what I can say is that I am worried about approxi-
mately two thirds of the children within my sample of 30 children, as they show 
an increased level of symptoms of psychosocial maladjustment and markers 
of insecure attachment compared both with their Danish peers and with ethnic 
minority children in Denmark.

What was the background for writing this book?

Currently, the treatment centres that I have collab-
orated with rely on parental accounts of children’s 
psychosocial adjustment and symptoms when they 
assess whether the referred patient should be offered 
individual or family treatment. Ironically, the children 
that I am most worried about are not the children with 
worried parents. I have discussed this with several cli-
nicians at treatment centres, and they agree with me 
that the current approach in assessing how parental 
trauma and posttraumatic symptoms may affect chil-
dren and the family system is problematic, and should 
be improved.

 The aim of my project was to explore the trans-gen-
erational transmission of trauma in a sample of 
non-Western refugee families, and to identify the 
psychological mechanisms involved in the potential 
transmission of refugee trauma. During the course of 
my research I identified a number of mediating mech-
anisms, such as insecure attachment representations, 
the style of communication within the family unit, the 
so-called parentification of children, marital conflict, 
socioeconomic stressors, and parental coping strate-
gies.
 Based on my research findings I would suggest that 
the initial assessment of refugee patients suffering from 
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PTSD should always involve at least one home visit or fam-
ily appointment, in which the clinician in charge of the as-
sessment actually meets the children. I am aware that this 
will require a huge effort, since many refugee parents do 
not want to involve their children in their receiving treat-
ment for PTSD, and it would require additional resources. I 
do believe, however, that it would be worthwhile in terms 
of treatment outcome. This would ensure that children 
most badly in need of a therapeutic intervention would be 
identified, and the negative impact of being raised by trau-
matised parents would be countered.
 In this initial family assessment I suggest clinicians to 
focus on the central risk-related as well as protective fac-
tors that were identified within my PhD thesis. I believe 
that these should be the focus not just in the assessment 
phase, but also within family treatment. However, this pro-
posal needs to be further explored within studies of family 
treatment with refugee families with non-trauma exposed 
children, in which parents suffer from PTSD.

Nina Thorup Dalgaard 
MSc in Psychology, PhD 

Nina Thorup Dalgaard
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Youth suicide 
 affects us all  
Anna Santesson  

Suicide is a well-recognized public health challenge. 
Although preventable, it is second to only road inju-
ries as the leading cause of death among young peo-
ple worldwide and the most common cause of death 
in female adolescents age 15–19 years. Mental health 
problems are ranked the most important health prob-
lem affecting adolescents with depression number one 
and intentional self-harm as number five as global 
causes of DALY (disability-adjusted life years). Suicide 
is a tragic and distressing phenomenon with negative 
effects on families, friends, health professionals and 
wider community. Suicide among young persons may 
be regarded as even more devastating with a young 
life needlessly lost. What makes it even worse is that 
suicidal crisis is almost always temporary. Interviews 
with survivors of serious suicide attempts show that, 
although the act of suicide was seriously meant, many 
who attempt suicide may not really want to die. The 
act of suicide was an attempt to resolve an unbearable 
crisis rather than a direct desire to seek out death. 
 Focussing on high quality suicide risk assessments, 
risk formulation, safety planning and documentation 
is a first step to promote safety and quality of mental 
health care. 
 Even though there has been an increased aware-
ness of suicide prevention and the need for suicide 
risk assessment in routine care, the evaluations are 
seldom comprehensive enough and the actual risk is 
often underestimated. This is a major concern because 
identifying the risk is the key for determination of ap-
propriate safeguarding and level of care. A significant 
step forward is that mental health professionals have 
been taught to ask direct questions to map the level of 
suicidal intention. Although a vast majority of persons 
who committed suicide had in some way communi-
cated their suicidal intent, it is important to know that 
risk may still be high in persons who are not explicitly 
expressing ideation or plans in the therapeutic session. 
A comprehensive suicide risk assessment is based on 

good therapeutic rapport, cooperation with the young 
person and family, identifying warning signs and appro-
priate assessment of risk and protective factors using a 
sound clinical judgment to determine the actual level of 
risk. Important warning signs as impulsive aggression, 
sleep disturbances, anxiety and agitation and increased 
non-suicidal self harm are still overlooked and the risk 
for completed suicide thus underestimated. 
 Strong risk factors for completed suicide include 
a previous suicide attempt and a psychiatric disor-
der. These two important risk factors are not always 
known among professionals in mental health settings 
and therefore not investigated or integrated in the risk 
formulation. The identification of protective factors 
is a necessary component of suicide risk assessment 
in order to identify potential strengths and resiliency 
that can be used in treatment to buffer risk. However, 
protective factors should never supersede evidence of 
warning signs when assessing risk. The determination 
of the level of risk requires a comprehensive investi-
gation and a cautious clinical judgment. This is a truly 
difficult task and high quality assessments require a 
combination of experience and on-going training tak-
ing into account all sources of information to appropri-
ately identify and mitigate risk. 
 Half of youth suicide victims are reported to suffer 
from depression. To identify and treat depression is an 
important task for mental health professionals to pre-
vent suicide. When the young person’s mental health 
improves the wish to die goes away. Unfortunately, a 
majority of young people with depression is not rec-
ognized as depressed and will not receive any specif-
ic help. Even in specialised child mental health units, 
depression is often overlooked, possibly because of 
the prominence of irritable mood, mood reactivity 
and symptom fluctuations in adolescents. Other likely 
causes are incomplete investigation and misinterpre-
tation as well as greater attention paid to concurrent 
problems in the child or the family. Treatment for de-
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pression in usual care seldom differs from the treatment for 
other mental health conditions, which might lead to a pro-
longed episode, more severe depression, increased hope-
lessness, exhausted family and increased risk for suicide.
 In order to improve the identification and treatment for 
depression the Swedish Association for Child and Adoles-
cent Psychiatry (Svenska Föreningen för Barn- och Ung-
domspsykiatri, SFBUP) has launched Clinical Guidelines 
for Youth Depression and an implementation program, “De-
plyftet”, has been developed. This relatively brief and cost 
efficient program teaches basic assessment skills, suicide 
risk evaluation, treatment planning and follow-ups suitable 
for all kinds of mental health professionals. It is unique by 
providing theory as well as skills training in workshop for-
mat combined with direct supervision in the patient situa-
tion. The suicide risk module covers information about the 
most important warnings signs, risk and protective factors 
as well as a guide for assessing current mental status and 
guidelines for evaluating risk and safety planning. The treat-
ment module focuses on sleep disturbances and healthy 
routines, behavioural activation and school and family 
issues. These factors have been identified as important for 
decreasing risk over time. Compliance with the guidelines 
will be followed by patient questionnaires as well as medi-
cal record review and the implementation program will be 
evaluated in a research study. 
  Another important area for improvement is providing 
good quality mental health care for young persons placed 
at special residential homes. There is an increased aware-
ness about these young persons belonging to a high-risk 
group for completed suicide. Young persons in compulsory 
care often have a history of suicide attempts and non-sui-
cidal self-harm.
 The Swedish National Board of Institutional Care (Statens 
Institutionsstyrelse) has launched a program for suicide risk 
assessment but still these young persons. They often have 
comorbid depression, anxiety and ADHD added to prob-
lems with conduct disorder and substance use disorder, 
and they do not get access to needed public mental health 
care.
 In order to prevent youth suicide there is need for im-
provement regarding high quality suicide risk assessments 
and monitoring, identifying and treating depression, and 
providing mental health care for young persons in special 
residential homes on equal terms. 
 

Anna Santesson 
Specialist in Child and Adolescent psychiatry

BUP Halland Child and Adolescent Mental Health 
Service Varberg, Sweden 
IVO Öst, The Health and Social Care Inspectorate 
Jönköping
SIS Utredningshem Hässleholm, Swedish National 
Board of Institutional Care

“Children must be taught how to think, not what to 
think.” 
Margaret Mead

“Children begin by loving their parents; as they grow 
older they judge them; sometimes they forgive them.” 
Oscar Wilde, The Picture of Dorian Gray

“Don’t handicap your children by making their lives 
easy.” 
Robert A. Heinlein
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The Swedish National  
 Self-Harm Project: 
 
  
 Clara Gumpert 

Staff in both school and ordinary health care services 
often find it difficult to interact with young people who 
engage in these behaviours, and there are strong indi-
cations that the organisational response to self-harm 
needs to improve. In Sweden, the health care system 
has been heavily criticised for its failure to provide 
adequate care for these youth. A few years back, two 
women who previously had suffered from self-harm 
published a book – “Slutstation rättspsyk” (approxi-
mately “End Station Forensic Psychiatry”) – in which 
they described how young women with severe self-
harm, in the absence of adequate care, were treated 
for long periods within forensic psychiatry. The criti-
cism towards responses to self-harm includes lack of 
staff knowledge, negative attitudes towards help-seek-
ers, as well as lack of access to specific treatment. Part-
ly as a response to this public debate, the government 
in 2012 initiated a national development project, “The 

An example of a government initiative to 
improve care for a vulnerable group

National Self Harm Project”. 
The National Self Harm Project (NSHP), now in its 
fifth year, is a state-initiated attempt to improve care 
and support for a particular patient group, in this case 
young people with self-harm. The NSHP is funded by 
the state and has an acting steering group with repre-
sentatives from the government and the three major 
urban areas (Stockholm, Västra Götaland and Region 
Skåne). In addition, the patient organization SHEDO 
(Self Harm and Eating Disorders Organisation) has 
been part of the national steering group since the be-
ginning, disposing part of the budget. In a continu-
ous dialogue with a network of contact persons from 
each county council, the steering group has initiated 
a number of activities that are relevant for the care of 
self-harming individuals. The activities can grossly be 
divided into education, treatment improvement, and 
communication/information.

Self-harming behaviours, such as cutting or burning one’s skin to manage emo-
tional pain, are common among adolescents. In a recent comparison of adoles-
cents across 11 European countries (school-based surveys), lifetime prevalence 
of self-harm was 27.6% and the frequency of repeated self-harm (> five events) 
was close to 8%. In Sweden, recent community-based surveys of youth indicate 
numbers at least as high or even higher than the international studies. Thus, this 
is a common and widespread behaviour, which in most cases vanishes without 
any serious consequences. However, in some cases the behaviour may escalate 
and develop into severe forms of repeated self-mutilation and even suicidal acts. 
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Several of the care providers from the more remote ar-
eas in Sweden suggested that the project should focus 
on web-based education. Such programs, targeting staff 
from different settings, are now freely available at the 
project website (www.nationellasjalvskadeprojektet.
se). Guidelines for clinical care were developed using 
a top-down (literature search) and a bottom-up (discus-
sions with clinicians) method. To ensure a sufficient 
number of available educators in each region, we have 
applied a “train-the-trainer” concept, where the project 
recurrently provide courses and pre-packaged educa-
tional material for those who will train people in their 
home regions. SHEDO have completed the output of 
information and training by, for example, providing a 
book based on patients’ experiences and hosting dis-
cussion groups all over Sweden for next-of-kins. 
 In parallel and based on a review of suitable and ev-
idence-based treatments, the project has financed the 
implementation of Emotion Regulation Group Therapy 
(ERGT), a group treatment focused on improving emo-
tion regulation in self-harming patients. The treatment is 
given as an adjunctive intervention for patients who are 
in contact with health care and suffer from self-harm. 
So far, a number of therapists have been trained in the 
method, and a follow-up of the first group of patients 
showed promising results. A youth version of the same 
treatment concept is currently being tested (Emotion 
Regulation Individual Treatment for Adolescents/ERI-
TA). 
 An important goal of the NSHP has been to increase 
knowledge and reduce the stigma of self-harm in the 
society as a whole. Hence, we have been active in 
communication with media and other public arenas, 
such as conferences, professional meetings and with 
politicians in the health care field. An important part of 
all communicative work has been to make use of the 

experiences of former sufferers of self-harm. Such participation 
has been very well received, and in addition to giving clear and 
distinct accounts of personal experiences, these individuals have 
been able to provide hope of improvement to current patients 
and their families. 
 To summarise, the National Self-Harm Project may be seen as 
an example of what is possible to achieve with clear assignment, 
financial support, and joint ownership between patient organi-
zations, clinical care and academia.

Clara Gumpert 
M.D. PhD, Director
Centre for Psychiatry Research & Education
Karolinska Institutet & Stockholm County Council  

“We cannot always build the future for our youth, 
but we can build our youth for the future.” 
Franklin D. Roosevelt, Great Speeches

“Age does not make us childish, as some say; it 
finds us true children.” 
Johann Wolfgang von Goethe

“May what I do flow from me like a river, no 
forcing and no holding back, the way it is with 
children.” 
Rainer Maria Rilke
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”I will look after you” 
  

Anne Kristine Bergem 

Children having a hard time need brave, caring 
adults. Many adults find it hard to talk to children. Not 
because they do not care, but because they are afraid 
to say the wrong things. Sometimes adults find it hard 
to know what to say.
 Children with parents that are drinking too much al-
cohol and taking sedatives are often hurt. It is hard to 
love parents and at the same time be angry with them 
because they are not available.
 The book ”I will look after you” is a tool for adults, 
parents, therapists and children to get a good start 
when it comes to talking about the situation at home 
and all the difficult emotions connected to it.
 The story in the book is about a boy, Kristian, four-
teen years of age, who takes care of his little brother. 
Their mother is drinking and taking too many sedatives 
and does not function as a mother should. Kristian is 
saving money to buy a Christmas present for his young-

A story about alcohol, children,  
and responsibilities

er brother, and feels the burden of responsibility heavy 
on his shoulders. In the story, he is fortunate enough to 
meet adults caring enough to talk to him. He gets dif-
ficult questions about his home situation. It is hard for 
him not to be entirely loyal to his mother – common 
among children of parents with a variety of illnesses. 
In the end, he decides to accept help, and children’s 
protective services try to help the little family.
 In the story, the two brothers meet a woman who 
is able to explain to them what addiction is and how 
their mother can be helped.
 At the end of the book the reader finds a guide. This 
guide includes information about addiction, about 
treatment and about why children need to be informed 
and involved when their parents are ill. There is also 
information about what to do.
 The book was published in 2015 on Gyldendal
Akademisk.

Anne Kristine Bergem President of The 
Norwegian Psychiatric Associaton 
Ingunn Christensen (right) Illustrator

Anne Kristine Bergem



THE  NORDIC  PSYCHIATRI ST              1 5

 ”My daddy  
has an illness  
  in his mind”
Anne Kristine Bergem 

Children of patients with mental disorders are vulnerable 
when it comes to developing mental illnesses themselves. 
Children are also affected in other ways when dealing with 
serious illness in the family.
 In 2010, health personnel and specialist law provisions 
concerning the safeguarding of children as dependents (also 
called children as next of kin) were developed. (The law on 
Health Personnel § 10a and § 25 and Specialized Act § 3-7a 
and circular IS-5/2010; Children dependents).
 The background of this law is the adversities that children 
may suffer in connection with parental illness, injury, or ad-
diction. The purpose and aim of the law is to prevent prob-
lems in children and parents by

• ensuring children at risk, and providing early interven-  
 tion in youth
• making children and parents better able to cope when   
 parents experience mental illness, drug addiction or   
 serious physical illness or injury.

 In my experience, many health workers find it difficult to 
address children, especially when it comes to mental health 
problems. It is difficult to explain psychiatric disorders to 
small children. 
 I have worked both in acute wards and in a forensic ward 
for several years. Even before the new legislation I was con-
cerned with the welfare and the situation around the children 
of the adult patients I met. I experienced a lack of tools and 
knowledge in the field. As a result I decided to write a book 
about psychosis and violent behaviour for health workers 
and other adults to use when talking to small children.
  The book contains the story about five-year old Daniel and 
his family. Daniels father has a psychotic disorder and gets 
admitted to hospital. The story tells how Daniel copes with 
this, and how he finally is informed and given the opportuni-
ty to understand a bit about his father’s illness.

At the end of the book there is a guide for adults. This 
guide contains information about psychosis and treat-
ment, explained in a simple way. The guide also tells 
adults about what they should think of when it comes to 
children as next of kin to patients with mental disorders.
 The book had sold about 2000 copies since its release 
in December 2013. This indicates the need for tools 
when working with children in the adult health care sys-
tem.

“Those who educate children well are more to be 
honoured than they who produce them; for these 
only gave them life, those art of living well.“  
Aristotle

“I have found the best way to give advice to your 
children is to find out what they want and then 
advise them to do it. “ 
Harry S Truman

“Parents were invented to make children happy by 
giving them something to ignore.“  
Ogden Nash
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Children – the future patients:  
Baltic Stance on Global Perspective 
and Possible Prevention

Future psychiatrists about Future Patients

Being in the process
In my work as a resident in child and adolescent psychiatry 
I can surely state this – I do make a difference! Working in 
this fantastic field with my unique patients I feel not that much 
curing the disease, but more being in the process of personality 
development at its cornerstone points. Young people with men-
tal disorders are like omnipotent material, which in the hands 
of a professional may transform from its chaotic structure to a 
unique shape with meaning and great potential. In the Hospital 
of Lithuanian University of Health Sciences Child and adoles-
cent psychiatry clinic I see unbelievable metamorphoses where 
children choose to leave destructive ways of living and enter 
completely different ways. A multidisciplinary team of psychi-
atrists, nurses, psychologists, art therapists, social workers and 
other specialists who work together every day put great effort 
for those changes to happen. Consequently, these changes in 
childhood and adolescence make enormously great impact on 
our patients’ potential for coping with adult life challenges in 
later life.

Egle Tubelyte, resident physician in Child and Adolescent Psychiatry
The Hospital of Lithuanian University of Health Sciences, Psychiatry clinic

Future patients
The need for mental health specialists has increased over the 
past years, especially as more attention is drawn upon psychi-
atric stigma reduction and the mental health significance in 
general well-being. It has been scientifically proven that most 
of mental disorders start early in life, clinically manifesting in 
childhood or adolescence [1]. What is more, according to a 
World Health Organization report, one fifth of teenagers under 
the age of 18 years suffer from developmental, emotional or 
behavioural problems. One in eight has a mental disorder, and 
among disadvantaged children the rate is one in five [2]. This 
data leads to the conclusion that successfully treated children 
with mental disorders will potentially reach adulthood health-
ier – with a lower risk for psychiatric problems or at least with 
milder manifestations.
 Discussing aetiologic factors of mental illness in young 
people, the “nature vs. nurture debate” must be considered. 
The role of genes and biology in predetermining developmen-
tal outcomes from conception onward cannot be under-esti-

Introduction 
Child psychiatry is a relatively new discipline. Not so 
many years has passed since the first child psychiatrist – 
Leo Kanner – was identified in USA, and his book “Child 
psychiatry” was published in 1935.
 The fact that children are not small adults seems ev-
ident to us now, though it was not so some hundred 
years ago. We discuss what causes mental problems in 
children, but with time it seems more and more difficult 
to distinguish between biological, psychological, and 
social issues.
 The young generation faces new challenges at every 
historical period, and we do not know what impact 
these challenges will have on their future mental health 
and future illnesses. We have to look seriously into this 
topic, as it may help us in prevention.  
 So, we offer you an article written by the young psy-
chiatrist – the one who will treat future patients. In order 
to offer a wider perspective we asked Baltic psychiatrists 
– from every country – to respond to some important 

questions about our future patients and possible pre-
vention that we can start today. Those psychiatrists who 
were requested to answer the question represent both 
clinical practice, and science; they have competence to 
comment on the processes that are on-going in the field 
of mental health and, hopefully, they are the ones who 
can influence these processes. 

Ramune 
Mazaliauskiene
Psychiatrist, psycho-
therapist, The Hospital of 
Lithuanian University of 
Health Sciences,  
Psychiatry clinic.  
Lithuanian Psychiatric Asso-
ciation, board member
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Egle Tubelyte, resident physician in Child and Adoles-
cent Psychiatry. The Hospital of Lithuanian University of 
Health Sciences, Psychiatry clinic.

mated. Psychiatrists must accept their limitations in changing 
inborn features of their patients and concentrate on the role of 
life experiences across different contexts including the family, 
school, peer group, community, and culture [3].
 In aiming to prevent mental illness over a lifetime, one must 
concentrate on the main areas of young people’s life, where 
preventive measures could be of most value. In my practice 
I consider the significant parts of mental disorder aetiology – 
family and school. Raising children in a warm, loving envi-
ronment sets them on a positive developmental trajectory for 
success in later life [4].

Family influence
Improving family functioning and positive parenting mediates 
positive outcomes. What is more, a stressful environment in 
family can trigger a psychiatric disorder in a child with a vul-
nerability to mental illness [1]. This is one reason why paying 
attention to family problems, parent education and improving 
parenting skills at the very start of emotional or behavioural 
problems could actually help prevent mental disorder. There 
exists a great number of parenting strategies, programs and rec-
ommendations for family therapy in scientific literature. A me-
ta-analysis by Kaminski et al [5] summarizes general principles 
of parent education: 

• Teach parents to respond consistently (e.g., praising  
 their child) 

• Teach parents strategies to manage difficult behaviour  
 (e.g., use of time-out)

• Use active parent participation during training  
 (e.g., role play for parents to practice skills).

Prevention at school
School plays an important role in children’s mental and emo-
tional development, since young people spend a great amount 
of their life in school. They learn not only academic subjects 
but also behavioural models and coping strategies for social 
situations. This as well as the availability for mental health pre-
vention has made schools one of the most important settings 
for health promotion and preventative interventions among 
children and youth [6]. School-based prevention programmes 
are scientifically proven to have a significant positive effect on 
child and adolescent mental health, behaviour, and emotional 
problems. To be more exact, such interventions result in ac-
ademic improvement and significant reductions in aggressive 
behaviour [7], improvement of classroom climate [8], as well 
as decreasing internalising and externalising problems, such 
as depressive symptoms, anxiety, bullying, and delinquent be-
haviour [9]..

Global perspective
Maintaining and promoting mental health is no doubt a global 
issue of world-wide concern. Despite widespread psychiatric 
stigma and attempts to isolate psychiatric patients from gener-
al medicine, mental health problems are not exclusive to any 
race, religion, age, or social or economic status. According to 
the World Health Report 2001, one person in four will devel-
op one or more mental or behavioural disorders during their 

lifetime [10]. This is why mental health must be a top priority for 
the global health care system, paying attention to promotion and 
prevention of psychiatric illness and especially, as I discussed in this 
article, children and youth – people who may or may not become 
our future patients.
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Anne Kleiberg
As I see relatively many children of single parents, or one par-
ent working abroad, or parents preferring their career instead 
of raising their children, I observe more mental health prob-
lems associated with insecure attachment relations. Ever more 
premature babies receive good medical care and survive, and 
partly because of this reason there will be a continuing trend 
of developmental disorders. Altogether, more children will 
have difficulties to understand their emotions and to control 
their affect or impulses. Which disorders we will diagnose will 
depend on current classification and age of first meeting with 
our patients. Probably, we will see serious behavior problems 
and eating disorders with a tendency of increasing avoidant/re-
strictive food intake disorders. We will see language disorders 
related to low birth weight and a tendency to have difficulties 
with language in school.

Sigita Lesinskiene
When I look at the present children I see delicate and fragile 
souls, incorporating into their growing and maturing bodies. 
And there is no room for the disorders until their individual 
uniqueness is suddenly or gradually destroyed by painful things 
due to broken communication among their closest people, due 
to distortion of public norms, or by increasing pollution.

Elmars Rancans 
Human beings have entered a completely different era with 
high information and communication flow, globalisation, ex-
posure to much larger stressor factors, and higher life pressure. 
At the same time protective/societal/family factors are becom-
ing less available. People are becoming more individualistic 
and isolated.

Do you imagine the profile of the "patient of 
tomorrow", including children? 

Anne Kleiberg
Impulsivity, with low language capacities but non-verbally in-
telligent, difficulties in handling in most settings, headaches, 
with academic failure and severely addicted to computer and 
cell-phones. Another type will be the adolescent girl with mul-
tiple risk behaviours: disordered eating habits, suicidal or pa-
ra-suicidal, with future personality disorder and poor response 
to current psychotropic treatments.

Interviews

What mental health problems will the children of tomorrow suffer?

Anne Kleiberg

Anne Kleiberg
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Anne Kleiberg

Prof. Elmars Rancans

Elmars Rancans

Sigita Lesinskiene

Elmars Rancans 
Human beings have entered a completely different era with 
high information and communication flow, globalization, ex-
posure to much larger stressor factors, and higher life pressure. 
At the same time protective/societal/family factors are becom-
ing less available. People become more individualistic and 
isolated.

Sigita Lesinskiene 
I believe that the rapid development of computer technologies 
will rapidly penetrate into the daily life of the psychiatric ser-
vices. Lots of computerized questionnaires will appear, and 
there will be a possibility to fill it in at home or on a journey. I 
think that future patients will have an enormous desire to cal-
culate and to describe everything, and have a clear definition. 
Most probably it will be schemes and templates for reason-
ing, and the calculation of the results of various questionnaires 
will distance patients from perceiving their inner emotional or 
spiritual conditions. The patients will receive more and more 
contradictory information about disorders and diseases, but 
personal relationship between the patient and the curing staff 
will remain very important. The attention for individual quality 
will be the main feature of good clinics. And more and more 
mental health specialists trained in working with autism spec-
trum disorders will be involved in helping children who have 
this disorder.  

What factors do have influence on the men-
tal health of the future patients today?  

Anne Kleiberg
Parental and family factors mentioned above, disturbed eating, 
sleeping and resting habits. Wishful thinking that our old-fash-
ioned brain and body can develop without relating to other 
human beings and resting.

Elmars Rancans 
Younger, more detached from family and relatives, at the same 
time more informed and educated about all topics.

Sigita Lesinskiene
Let us guarantee a thorough satisfaction of the needs of the 
child during the first three years of life, and later – before school 
– let them create, make experiments and play the games of 
imagination (not games of reason). And let them feel, experi-
ence and understand the value of the wisdom and heritage of 
their forefathers.

What can be done today in order to prevent 
possible mental illness tomorrow?   

Anne Kleiberg
To consider: is your lifestyle well balanced, including working 
and relating habits?

Elmars Rancans 
Education of society, families, etc. at all levels, mental health 
promotion, and prevention.
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Mental health in Norwegian 
schools: One book is missing  
Tor Levin Hofgaard

Kids in Norwegian schools learn all about their phys-
ical health. For generations, learning about physical 
activity, bodily functions, nutrition, and propagation, 
have been natural and even important parts of the Nor-
wegian syllabus.
 The object of all education is to give children tools 
with which they are better equipped to master their 
lives. But a book of psychology, the ABC of thoughts, 
feelings, and behaviour is not to be found in the 
schoolbag of Norwegian children.
 This is why six organisations, among them the psy-
chiatrists and the psychologists associations, last year 
signed a petition asking the school authorities and the 
Ministry of Education to change the syllabus and put 
psychology into the curriculum.
 It is the opinion of the six organisations, which in-
clude both pupil and teacher associations, mental 
health and professional health workers associations, 
that giving our young people knowledge about normal 
psychological behaviour will make them inclined to 
make better choices in life. The kids need this knowl-
edge to be able to understand themselves as well as 
others.
 The Norwegian school system has traditionally pri-
oritised teaching pupils about health, both physical 
health and dental health. This is easy to understand, 
since infectious disease was the number one risk to 
public health during the last century.
 Today – according to the World Health Organisa-
tion, WHO – it is the non-transmittable diseases, life-
style diseases, that threaten public health, and mental 
health constitutes the most serious threat of all.

   This is why we think it is about time that the school 
system shares this responsibility. It is necessary that our 
society acknowledges that basic knowledge of thoughts, 
feelings and actions, and understanding relations, are as 
important to well-being and good health as knowledge 
about vitamins, sanitation, and anatomy.
 It is evidence-based fact that educating young peo-
ple about mental issues is a smart thing to do. It will 
hopefully reduce bullying in schools, as well as sui-
cides and social anxiety.

 So – what do we think children need to learn? With-
out aspiring to give the kids a basic university course, 
we think that the following watchwords are important: 

• Attitudes – why do we have preconceived notions 
about the world and our surroundings? What are 
a stereotype and a prejudice?

• Actions – how do we control and regulate our be-
haviour?

• Identity – who am I? What makes me into me? 
Heritage or environment? The need for natural 
and necessary variation, gender, and ethnicity.

• The brain – systems and functions, hormones, etc.
• Feelings – about emotions and mood: joy, anger, 

anguish, contempt, jealousy. Why do we have 
these feelings?

• Thoughts – about cognitive activity. How do we 
reflect and find meaning and causality?

• Social activity – how do we connect, forming em-
pathy and relations. What are the arenas? Family, 
school, working place, hobbies, leisure, sports, 
and social media.

A new project — “The book that is missing” — aims to introduce psychology to the 
school curriculum. It was launched by an alliance of psychiatrists, psychologists, 
teachers, pupils, and patients organizations in Norway last year.
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• Positive factors that will influence you – educa-
tion, income, care, social support systems and 
networks, friends. Sense of meaning and gratifica-
tion.

• Negative factors – poverty, conflicts, bullying and 
isolation, abuse of any kind, harassment, trauma 
and sense of loss, weak social support.

 The project has gained momentum during the last 
year. We have seen opposition parties in the Norwe-
gian Parliament introducing new legislation that runs 
along the same lines as “The book that is missing”. The 
proposed policies did not gain majority votes this time, 
but even the Minister of Education, although initially 
a sceptic for fear of crowding the curriculum, has now 
acknowledged that forming a base to improve mental 
health probably is a natural next step in Norwegian 
schools. 
 It is all about building a supply of mental capital in 
our young ones, and about preventing mental health 
problems. We owe it to the next generation to give 
them proper knowledge and the right tools, don’t we?

Tor Levin Hofgaard
President of the Norwegian Psychological 
Association

 
“A childhood without books – that would be no 
childhood. That would be like being shut out from 
the enchanted place where you can go and find the 
rarest kind of joy.” 
Astrid Lindgren

“If you want your children to be intelligent, read 
them fairy tales. If you want them to be more intelli-
gent, read them more fairy tales.” 
Albert Einstein

Grown-ups never understand anything by them-
selves, and it is tiresome for children to be always 
and forever explaining things to them” 
Antoine de Saint-Exupéry

 “It’s never too late to have a happy childhood.” 
Tom Robbins, Still Life with Woodpecker
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Child coordinators  
 in Norwegian  
correctional services  
Anne Natrud

Establishing the role of child coordinator
The role of child coordinator was formally established 
by the Directorate of Norwegian Correctional Service 
(KDI) in 2014. The guidelines for child coordinators 
stresses the fact that this person holds a coordinat-
ing position in ensuring that the needs of prisoners’ 
children are met with according to current laws and 
regulations. The coordinator is expected to take on a 
supervisory position and advocate this work within the 
prison or probation office where they are employed 
(KDI, 2015).

Many people involved and the lack of information
The child coordinators assist with information, advice 
and guidance to children and caregivers who are sub-
jected by a prison sentence. The coordinator is respon-
sible for the availability of relevant information aimed 
at the offenders, children, children’s families, and oth-
er affected parties. 
 Each year in Norway, between 6,000 and 9,000 
children experience having a mum or dad imprisoned 
or serving a community sentence (Holden and Sand-
vik, 2010). Not all of the children are told the truth. 
They may have been told that the absent parent is 
away working someplace else, or that mum or dad is 
required to wear an electronic monitoring tag and thus 
are unable to attend activities outside of home. 

Serving a sentence has great impact on both prisoners and their families, most 
particularly on their children. The children are an innocent party. Thus the role of 
child coordinator was established in order to secure children’s rights and reduce 
the negative impact it has on a child when a parent is serving prison sentence or 
remanded in custody. It is also important for the offender/prisoner to be able to 
retain his/her role as a parent, and to protect their social network throughout the 
imprisonment, in order to resume their role as a parent after being released.

Other children might know, but have to keep it a se-
cret. Everyday life might change dramatically without 
the child understanding what is going on, or what is 
going to happen in the future. A wish to protect the 
child is most often given as the main reason for not 
telling the truth.
 Depending on age, maturity and relation to the of-
fender/prisoner, each child will react differently to the 
situation. In addition to grief and the feeling of having 
lost the parent who is gone or prevented from taking 
part in family life and activities as before, the child 
may experience shame, guilt and perhaps uncertainty 
about the future (Smith & Jacobsen, 2010). Informing 
the child helps them make sense of the situation, and 
provides predictability and security. These are import-
ant conditions for a child mastering his or her age ap-
propriate development (Ruud, 2011). Article 12 of the 
UN Convention on the Rights of the Child assures ‘the 
child who is capable of forming his or her own views 
the right to express those views freely in all matters 
affecting the child, the views of the child being given 
due weight in accordance with the age and maturity of 
the child’.

Arrangements within the units
The number of children with family members serving a 
sentence varies between units depending on size and 
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security level. Community sentences served under 
the auspices of the Probation Service require special 
considerations. The Execution of Sentences Act (2001) 
Section 3, Subsection 2 states that ‘particular impor-
tance shall be attached to a child’s right of access to 
his or her parents during the execution of a sanction’. 
Children have a right to maintain contact with their 
parents, and this is to happen on the child’s terms and 
with their best interest in mind. The child coordinator 
is responsible for accommodating children’s visits and 
for making sure there are appropriate visitors’ facilities 
for children available at the unit.
 To be seen and to receive attention from adults is 
important for any child, and perhaps especially so in 
such a difficult situation as visiting a parent in prison. 
In order to make the child feel as safe as possible with-
in the prison setting, the children coordinator has tak-
en great care to provide children with extra attention 
when they come to visit – stickers and other small gifts 
have been provided for the child to bring home or take 
with them into the visiting room. Information boards 
have also been made especially for the children, dis-
playing pictures showing what everyday life for mum 
or dad looks like. If the child lives far away or visits 
are difficult to arrange for some other reason, accom-
modations are made for the parent, for example, to 
Skype with their children. In this way it is possible for 
parents and children to ‘eat a meal’ together, the child 
can show dad their tidy room, they can read bedtime 
stories, or receive help with their homework. 

Collaborators
The child coordinator is responsible for preparing and 
following up on routines for cooperation with internal 
and external collaborators. Family care centres and 
local authority support networks are important collab-
orators in facilitating visits outside of prison and after 
release. The child coordinator has a particularly im-
portant role in cases where there is cause for reporting 
concern to child protection services. In order to ensure 
a child’s best interests, both the correctional services 
and the child protection services have a right and a 
duty to exchange information. The Directorate of Nor-
wegian Correctional Service and the Norwegian Di-
rectorate for Children, Youth and Family Affairs have 
prepared a joint directive regarding ‘Routines and rules 
governing the exchange of information between the 
correctional services and the child welfare services’ 
(Kriminalomsorgsdirektoratet, 2015, my translation).

Internal communications
Implementing a child-friendly perspective requires that co-work-
ers are well informed and focused on the child perspective. The 
child coordinator is especially responsible for acquiring knowl-
edge of children, particularly the children of offenders/prisoners. 
This person holds an important position as a discussion partner 
in both formal and informal meeting places within their unit. As 
the children’s ambassador, the child coordinator is expected to 
help guide and give advice on the child’s needs and rights during 
a parent’s imprisonment, to both co-workers and collaborators. 
Some units have even established a children’s council or chil-
dren’s groups in which the child coordinator, the management, 
and others involved discuss and advice in these cases.
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Finnish school shootings:  
 did we learn something?  
Nina Lindberg

Both school shootings received a great deal of me-
dia attention, both in Finland and internationally. Ho-
micides are known to associate with a copycat phe-
nomenon, which was seen in aftermath of the Finnish 
shootings. Before the incident in 2007, threats to carry 
out a school massacre warranting a police investiga-
tion were rare, with about 5–10 threats per year, as 
continues to be the case in other Nordic countries. 
By October 2011, almost 600 threats were reported 
according to the Finnish police. The school shootings 
had a dramatic impact on the local communities, both 
in Jokela and Kauhajoki. Both communities received 
considerable amounts of public funding for the after-
care of the tragedies.
 Before the 2000’s, school shootings rampages were 
mostly known as an American phenomenon. The fi-
nal report of the Safe School Initiative: Implications for 
the prevention of school attacks in the United States 
is to date one of the most extensive examinations of 
targeted school violence, including 37 incidents oc-
curring between 1974 and 2000 with altogether 41 
attackers. The attackers were mainly males expressing 
some major stress prior to the attack, but most of them 
had not suffered from domestic violence, abuse or se-
rious neglect. The majority had performed academi-
cally well and did not have a history of prior violent 
crimes. Although only one in three attackers had re-

Finland became a country known for severe school shootings after cases of 
Jokela in November 2007 and Kauhajoki in September 2008. These two inci-
dents led to the death of 20 people in total. Both offenders were young men who 
expressed their hate towards people and society, leaving manifestos and media 
packages for the press. They idolized their American forerunners, especially the 
school shooters of the Columbine high school. Both shootings were characterized 
by long-lasting planning, and they differed completely from typical Finnish homi-
cides, which are mostly impulsive manslaughters committed by socially margin-
alized, antisocially behaving males under alcohol intoxication. 

ceived a mental health evaluation and approximately 
one in five had been diagnosed with a mental health 
disorder, more than half of them had a history of feel-
ing depressed or desperate prior to the attack. Almost 
80% of the attackers had exhibited a history of suicidal 
ideation or suicidal attempts at some point prior to the 
attack. Every fourth individual showed a history of al-
cohol or substance abuse. The motive was revenge in 
most cases and suicide in one third of the cases. An 
attempt to get attention or recognition was relevant in 
approximately 30% of the cases.
 The chief difficulty in studying and preventing school 
shootings is the low base rate. Prevention depends on 
the ability to identify high-risk adolescents, but efforts 
to pinpoint reliable risk factors have not been success-
ful. First of all, the risk factors that seem to be most 
prevalent among attackers have little specificity. Even 
an accumulation of risk factors is not sufficient to dis-
tinguish school shooters from general population. At-
tempts to use these nonspecific risk factors to construct 
a profile of a school shooter would result in a high rate 
of false positives. In the face of these problems, it has 
been recommended to concentrate on warning signs 
in the form of observable behaviours that lead to a 
shooting.
 Experiences of bullying and social isolation have 
been seen as a trigger or a motive for school shootings. 
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Indeed, the need to belong is a powerful, fundamental 
and extremely pervasive motivation, and bullying is a 
societal problem and an issue of widespread concern 
in Finland. In a large Finnish national school health 
survey among 8th and 9th graders at comprehensive 
schools, approximately 10% of the boys and 6% of 
the girls have reported as being victims of bullying 
at least once a week. It is an open question whether 
universal prevention approaches can prevent events 
as rare and multiply determined as school attacks, 
but bullying prevention at schools is considered as 
one possibility to prevent the conditions that lead to 
school shootings. It is certainly beneficial to improve 
school climate by reducing conflicts and to encour-
age students to come forward when they have con-
cerns about potential violence. Providing social skills 
training at schools may also be useful.
 As many school shooters and copycats have ex-
pressed mental health problems, some researchers 
have expressed the need to employ more health care 
professionals like psychologists and psychiatric nurs-
es to schools. Further, there seems to be a need to 
further develop adolescent mental health care and 
social services with low threshold and no need for 
an official remission. In places like these, youngsters 
could easily get advice and support from profession-
als before their problems start to escalate.
 School shootings have received a great deal of 
media attention, which has generated massive num-
bers of school shooting threats. Therefore, there have 
been recommendations for the media to report school 
shootings in a less inflammatory manner. The media 
should avoid reports that focus too heavily on the per-
sonal background and motives of the offender, and 
place more emphasis on the tragic consequences for 
the victims and survivors.
 The zero tolerance approach of seeking school 
safety through firm discipline has become wide-
ly used in US schools. This means that students are 
automatically suspended from school for even the 
slightest violations of school rules regarding threats 
of violence. This, however, includes a potential dan-
ger that authorities will overact to the possibility of 
school shootings with excessively punitive practices. 
Moreover, there is no scientific evidence indicating 
that zero tolerance policies increase school safety. 
Instead, there have been recommendations that each 
school should have its own threat assessment team, 

comprising both the principal and one or more mental health 
professionals, to investigate students who might pose a threat to 
the school. There is already some evidence from the US and Ger-
many, that school based teams can be trained to conduct treat 
assessments that distinguish serious, substantive threats from less 
serious ones.
 By now, in Finland, threat assessments are performed by men-
tal health care professionals in adolescent psychiatry secondary 
care and, increasingly, by the police. It might be wise to perform 
them already at schools, where the students are best known.
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Trauma work at the Child and   
 Adolescence Psychiatry  
Asylum Unit in Borås  
Drita Gustafsson, Katrin Sepp

The Asylum Unit of the Child and Adolescence Psy-
chiatry opened its doors in September 2005, and the 
mission was to offer specialist psychiatric interventions 
for asylum seekers and hidden children, adolescents, 
and adults living in Southern Älvsborg Hospital catch-
ment area. There was a need for targeted interventions 
that were difficult to accommodate within the exist-
ing structure. Instead of emergency action, we saw a 
need to work according to planned activities with high 
availability. Over the years the clinic was able to offer 
the same health care guarantee to adults as to children. 
So far, the unit has received over 1,600 patient cases 
of different ages, and 60% of patients have trauma-re-
lated diagnoses. Patients face a team of psychologists, 
nurses, social workers, and psychiatrists.

Work methods in treating trauma disorders

• Psycho-educative groups of unaccompanied young 
people aim at increasing young individuals’ knowl-
edge of their physical and mental health, their com-
mon reactions at stressful life events and factors that 
will affect humans. The purpose of this work is to 
reduce prejudices about mental illness and mental 
health and to enhance young people’s own ability to 
deal with difficulties.

• Trauma treatments are offered regardless of age, 
need of interpretation, or legal status. Sometimes the 

Ten years of work with young traumatised asylum seekers have shown that a 
well-developed out-patient care facility will reduce the need for hospitalisation. 
Clinical experience shows that it is possible to implement trauma treatments 
in socially difficult situations. Dissemination of knowledge about common reac-
tions to difficult life events will increase understanding and cooperation between 
healthcare neighbours.

Translation by Hans Ågren

stage of the asylum process needs to be taken into 
account to offer more favourable conditions for the 
implementation of treatment.

• Psycho-education about trauma is offered on an in-
dividual basis or in support of relatives. Educative 
conversations are given by all clinical staff mem-
bers. Translated written materials are used along-
side with advice and support in everyday life.

• Networking for the purpose of stabilisation is a first 
phase. A coordinated individualised treatment plan 
is set up containing several activities hat will con-
tribute to establish, maintain and develop the net-
work around patients and families.

• TF-CBT (Trauma-Focussed Cognitive Behavioural 
Therapy) for children (3–18 years). Treatment is 
divided into components such as education about 
common reactions to trauma, physical reactions, 
relaxation exercises, emotions and thoughts linked 
to traumatic events, the trauma story in itself, and 
future planning. The treatment is carried out in col-
laboration with parents and important others in the 
child’s life.

• Prolonged Exposure Therapy for Adults is a manu-
al-based exposure therapy with the following ele-
ments: psycho-education about common reactions 
to trauma, treatment rationale and the introduction 
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of controlled breathing, in vivo exposure of situa-
tions and places avoided by the patient, imaginative 
exposure to the traumatic memory, cognitive pro-
cessing of trauma memories and relapse prevention.

• Psychotropic drugs will complement the treatment 
of trauma. Pharmacological treatment is used where 
trauma-focused psychological treatment is not suf-
ficient alone, for example, when symptoms are un-
bearable or when patients are unable to assimilate 
trauma-focussed therapy. In severe and complex 
forms of trauma, symptoms as anxiety, depression, 
and psychotic symptoms often occur. Drug treat-
ment is important in alleviating such manifestations.

Examples of psychotropic drugs useful in trauma 
patients:

Drug Starting dose 
(mg/d) 

Maximum dose 
(mg/d) 

Sertralin 25 50–200 
Fluoxetine 10 20–80 
Paroxetine 10 20–50 
Venlafaxin 37.5 225 
Mirtazapine 15 (30),  

for children 7.5 (15) 
30 (45) 

Anti-anxiety Drugs

• Traumatised individuals often suffer from anxiety. 
Many patients are afraid to try the anxiety-relieving 
medications because they are worried that they will 
become dependent on medication. It is important 
to explain that addictive drugs (diazepam) may be 
helpful for temporary problems. 

• For patients with persistent anxiety or agitation are 
recommended antidepressants in combination with 
non-addictive drugs that alimemazine, hydroxyzine 
and promethazine. It is important to explain that 
these drugs are risk-free in terms of habituation.

Antipsychotic Drugs

• Traumatised individuals may experience strong 
flashbacks or aggression. In these situations, anti-
psychotic medications may be helpful. One exam-
ple is risperidone.

“I have frequently gained my first real insight into the 
character of parents by studying their children.“  
Arthur Conan Doyle

“How is it that little children are so intelligent and men so 
stupid? It must be education that does it.“  
Alexandre Dumas

“Children love and want to be loved and they very much 
prefer the joy of accomplishment to the triumph of hateful 
failure. Do not mistake a child for his symptom.“  
Erik Erikson
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Young people and alcohol  
Aurelijus Veryga

This indicator was not the only cause of anxiety and 
discussions. It appeared that there were problems not 
only due to episodic drinking of alcohol, but the prob-
lems due to dangerous abuse that resulted in heavy 
intoxication and hospitalization. Analysis of statistical 
data from treatment institutions showed that the num-
ber of children aged 9–14 treated in hospitals because 
of alcoholic intoxication (T-51 according to ICD-10) 
increased from 4.6 cases for 100.000 children in 2001 
to 105.2 cases in 2007. This is a more than 20-fold 
increase. A reasonable question is: what was happen-
ing in Lithuania to impact the alcohol usage habits of 
Lithuanian children to such extent? Many reasons can 
be discussed.
 First of all, prohibition of advertising of tobacco 
goods was set in effect in Lithuania in 2000, and ad-
vertisements of cigarettes disappeared. The space left 
by tobacco advertisements was soon occupied by al-
cohol advertisements, and for a long time alcoholic 
products were among the most advertised products. 
The new era brought other changes as well. At this 
time the excise tax for strong alcoholic drinks was de-
creased by 44%, excise privileges were introduced for 
beer and cider, it became permitted to sell alcohol in 
gasoline stations, time limitations to sell alcohol were 
cancelled, and alcohol became available to buy 24 
hours per day.

Lithuania is country of natural experiments, where important changes have 
occurred in parallel. A set of changes can be linked to changes in alcohol use 
among children. Until 1998, the use of alcohol among Lithuanian children was 
not exceptional in comparison with other countries. The investigation of lifestyle 
of Lithuanian children aged 11–15 being performed on a regular basis every 4 
years showed that 9% girls and 18% boys have been intoxicated at least 2 times 
(1998). Girls were on 5th and boys on 12th place among the 29 countries in this 
investigation. After only 8 years, in 2008, the investigation showed that the per-
centage of girls who has been intoxicated had increased to 22%, and the per-
centage of the boys to 29%. These data brought both girls and boys in Lithuania 
to a next-to-worst place among 38 countries participating in the investigation.

Translation by Ramune Mazaliauskiene

In 2004 Lithuania joined the EU. The import taxes 
were cancelled and the affordability of alcohol – due 
to the increased personal incomes – reached a really 
high level. The manufacturers of alcoholic drinks cre-
ated and proposed new brands, such as mixtures of 
beer and juice, strong alcohol and cooling drinks. Ci-
der was advertised extensively.
 Tastes were made to suit children. Alcohol became 
cheap and much advertised and available product, its 
legal basis having been changed due to joining EU. 
Non-time-limited alcohol sales licences were issued. 
Presently, there are around 19,500 such licences. 
 At the same time, the state failed to assure the com-
pliance to existing laws. Adolescents themselves ac-
knowledged that it was not difficult to obtain alcohol. 
The penalties for selling alcohol to youngsters were 
and are still quite low, and in most cases they are ap-
plied not to the institution but to the seller (a person). 
The possibility to cancel a licence because of selling 
alcohol to youngster is hardly realized, since a repeat 
violation is necessary. 
 Children were not the only problem. The attitudes 
towards the usage of alcohol experienced great chang-
es in adult population as well. In the Lithuanian health 
program adopted in 1995 the foreseen 25% decrease 
of the alcohol usage was never achieved due to con-
tinuous liberalization of alcohol policies. More than 
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this – instead of decrease, a 130% increase of alcohol 
usage was seen in 1998–2007. Lithuania was on third 
place as for the amount of absolute alcohol per capita 
per year. Another investigation showed that the use 
of alcohol among women has increased. When com-
paring the use of alcohol in women population from 
1994 to 2010 it was found that the increase of alco-
hol use among 20–64-years old women had doubled 
(from 3 to 6 relative alcohol units per week).
 Parallel investigations showed that children whose 
mothers regularly used alcohol (at least once a week), 
reported the use of alcohol drinks 2 times more fre-
quently, in comparison with children whose mothers 
used alcohol only occasionally (52% and 25%, ac-
cordingly). 
 The use of alcohol in Lithuanian society is still 
more associated with masculine style of behaviour, so 
the relationship between the father’s and the child’s 
alcohol use was even more manifest. Father’s alcohol 
use influences children more than that of mothers.
 All these circumstances together created condi-
tions for the rapid spread of alcohol use among chil-
dren. Without any doubt it also became part of other 
problems. Lithuania has severe problems with sui-
cides and bullying, and the use of psychoactive sub-
stances frequently confounds these problems.
 The increased usage of alcohol among women 

caused other risks. Discussing the Foetal Alcoholic Spectrum 
Disorder (FASD) has just started in Lithuania. The most prob-
lematic group are women aged 24–35. According to the data 
from the Department of Statistics, women usually have their first 
babies aged 27–29, and only 50% of families indicate that the 
children were planned. This means that the other half have their 
children unplanned, and women may use alcohol during the 
first weeks of pregnancy without knowledge of being pregnant. 
Epidemiological data from other countries suggests that the fre-
quency of FASD in populations may be around 5%. In Lithu-
ania this problem remains undiagnosed and unknown, and its 
consequences are referred to hyperactive or other behavioural 
disorders, or even to problems with upbringing. Such children 
did not receive necessary help, and it is highly possible that they 
themselves will become future alcohol users. Available health 
statistics estimate that around 1200 children every year are di-
agnosed with disturbances of psychological development, but 
we can only guess how many of them have difficulties related to 
alcohol.
 The situation became critical in 2008, and some decisions to 
toughen alcohol control policy had to be made: excises were in-
creased, the night sales of alcohol restricted, and the advertising 
of alcohol was controlled. The economic crisis in 2008 seriously 
lowered the incomes of the population. This decreased the use of 
alcohol, also among children. Still, Lithuania remains one of the 
most problematic countries in the context of alcohol use.
 In summary, I want to emphasize that good child health and 
low use of psychoactive substances cannot be taken for granted. 
It is a result of mutual activities of public health, health policies, 
the community, and parents. We often forget the reasons of good 
results, and we are quick with actions that can easily abolish 
what had been achieved. The classical example of this would be 
Iceland – when levels of alcohol use among children reached 
a low frequency, some politicians proposed liberalization of 
alcohol use and started discussing the abolishment of the state 
alcohol monopoly. I believe that the Lithuanian experience can 
be a lesson to learn not only by Lithuanians, but also by health 
politicians in other countries.

 

Aurelijus Veryga
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No clear trends in mental 
health disorder symptoms 

in Finnish adolescents
Mauri Marttunen, Henna Haravuori

Time-trend studies of adolescents using dimension-
al measures of psychopathology suggest little recent 
changes in emotional and behavioural problem lev-
els. Furthermore, reviews and meta-analyses report no 
increase in depressive disorders among adolescents 
during the past decades. However, some surveys from 
Great Britain and the Netherlands have reported in-
creases in internalising (depressive and anxiety) symp-
toms in youth from 1980’s to 2000’s. Comparison of 
findings of different time-trend studies conducted in 
various cultures, samples and lengths of time periods is 
far from straightforward. Discrepancies between stud-
ies may be due to differences in study populations, 
methodology, and study designs. 
 In Finland, it is commonly assumed that the prev-
alence of psychiatric disorders in adolescence has in-
creased. This may partly be a consequence of increas-
ing use of youth psychiatric services, increase in use of 
antidepressants, psycho-stimulants and antipsychotic 
medications at population level, and early disability 
pensions due to psychiatric disorders during the past 
decades. These changes may reflect true increases in 
disorder prevalence, in provided services or in chang-
es in treatment practices. Furthermore, the increasing 
numbers of Finnish children in need of child welfare 
services and being in custody and foster care since 
the 1990’s may reflect problems in families. Therefore, 
there is a clear need of time-trend studies of represen-
tative adolescent populations to find out whether there 
are real changes in disorder or symptom prevalence. 
Collection of consecutive and representative same age 
range population-based samples using the same meth-

The prevalence of psychiatric disorders is high among adolescents – one-year 
prevalence estimates range from 15% to 25% in epidemiological studies. The 
cumulative prevalence of psychiatric disorders by young adulthood is reported 
to be between 60% and 80%. Globally psychiatric disorders cause about two 
thirds of the burden of the diseases in adolescence. Approximately three fourths 
of adult psychiatric disorders have their onset before age of 24 years and about 
half before mid-adolescence.

ods at two or more time-points will enable investigation 
of secular changes in adolescents’ emotional and be-
havioural problems.
 There are no large-scale epidemiological studies us-
ing psychiatric diagnostic interviews in Finnish youth, 
nor are there any diagnostic data sets collected from 
youth populations to look for trends over time. How-
ever, surveys reporting a range of psychiatric symptoms 
and use of substances are available (Kaltiala-Heino et 
al 2015). Based on these surveys, the main trends are 
presented below. 

 Internalizing symptoms 
Recent Finnish studies seem to be consistent in report-
ing no increase in depressive or anxiety symptoms. One 
study conducted among 7th and 9th grade students re-
ported no change in depressive or anxiety symptoms 
measured with Strengths and Difficulties Questionnaire 
(SDQ) in two mid-sized cities (one in the southern part 
and one in the northern part of Finland) between 1998 
and 2008. In another study, moderate or severe depres-
sive symptoms were reported by about 10% of females 
and 5% of males among 9th grade students in the city 
of Tampere, in 2002–2003. Social phobia was approxi-
mately as prevalent as depressive symptoms. When the 
survey was repeated 10 years later in 2012–2013, vir-
tually no change in symptoms of depression and social 
phobia were found. Interestingly, measured with the 
Youth Self Report (YSR), the proportion of youth with 
positive pro-social behaviour had increased, particular-
ly among boys.
 Another recent study based on the data collected in 
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the Finnish School Health Promotion Study showed that 
the prevalence of depressive symptoms among 8th to 
9th grade students did not change from year 2000 to 
2010 in the whole study population. However, severe 
depressive symptoms nearly doubled in both sexes, 
among adolescents whose parents were unemployed 
and had a low education level. This finding appears to 
imply polarization in mental health in Finnish youth.
 Suicide mortality in Finnish youth increased from 
1960’s to 1990’s. Since 1990, however, the rates have 
decreased approximately 50% among 15–19 and 20–
24-year olds. Despite this decrease, youthful suicide 
rates in Finland are still high in international compari-
sons. 

Externalizing symptoms
In the above-mentioned Finnish study among 7th and 
9th grade students there were no change in 
SDQ scores in total problems, conduct problems, or hy-
peractivity problems between the years 1998 and 2008, 
when comparing the whole sample. A decrease of hy-
peractivity problems among girls was found. The study 
among 9th grade students in Tampere reported signifi-
cantly lower scores reflecting aggressive or conduct 
problems in YSR scale in 2012-2013 compared with 
scores in 2002-2003.

Substance use
Recent time-trend studies of alcohol and tobacco use 
among adolescents have shown decreasing rates. Ac-
cording to the European School Survey Project on Al-
cohol and Other Drugs (ESPAD), conducted in 23–36 
European countries since 1995, youth smoking has de-
creased steadily. The prevalence of daily smoking was 
12% among Finnish boys and 10% among girls in 2015.
 Use of alcohol has decreased in the Finnish 9th 
grader sample of the ESPAD survey, as well. In 2015 the 
proportion of adolescent abstainers was 26%, while in 
1995 it was 10%. Consuming several portions of alcohol 
at a time was relatively common among Finnish adoles-
cents in the 1990s. In 1995, 32% of the 15–16-year-olds 
reported consuming at least 6 portions of alcohol when 
drinking during the past month, while in 2015 the re-
spective proportion was 16%. The age of onset of drink-
ing to intoxication has also risen during recent years. 
The lifetime use of cannabis increased among Finnish 
youth from 5% in 1995 to 10% in 1999. After that, no 
increase or decrease has occurred, and in 2015, 10% of 
boys and 7% of girls reported having used cannabis in 
their lifetime. The use of other illicit drugs is rare among 
Finnish 15–16-year-olds. In 2015, 3% of adolescents re-
ported having tried some other drug than cannabis.
 Data collected in the Finnish School Health Promo-
tion Study show similar decreasing trends in alcohol 
and tobacco use and actually no trend in illicit drug use 
during the past 15 years among Finnish adolescents.

Conclusion
There are no Finnish or international survey or interview studies 
that would show consistent increase in mental health disorders 
or symptom levels among adolescents. Some studies have re-
ported increase in e.g. depressive symptoms, while others have 
reported decrease or no change over time. Deaths by suicide 
have decreased linearly over the past three decades, probably 
reflecting developments in detection and treatment of youth de-
pression and other psychiatric disorders.
 Trends in tobacco and alcohol use are mainly positive among 
Finnish youth. Middle school students are a little too young to 
study the use of illicit drugs and there are no changes in cannabis 
or other illicit drug use in recent years in this age group. Howev-
er, attitudes have become more liberal and adolescents perceive 
lower level of risk in using cannabis. Cannabis use seems to be 
initiated in young adulthood, and the proportion using it increas-
es in age groups below 35.
 The above trends mainly represent the Finnish general adoles-
cent population. However, trends may differ in subpopulations, 
e.g., in disadvantaged youth or youth living in certain areas. Fu-
ture time-trend studies should study also these populations.

Mauri Marttunen Henna Haravuori
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ADHD and criminality – 
breaking the vicious circle
Ylva Ginsberg

A vast majority of adults with ADHD experience have 
coexisting psychiatric disorders, such as depression, 
anxiety, bipolar disorder, eating disorder, substance 
misuse, or personality disorder. In addition, the risk 
rate of criminality is substantially increased, especially 
in those who, in addition to ADHD, express externaliz-
ing behaviour of oppositional defiant disorder (ODD) 
as children, later followed by conduct disorder (CD), 
substance misuse and antisocial personality disorder. 
In fact, ADHD is about ten times more common in 
prison populations (25–45%) than in the general adult 
population (2.5–4%). As such, ADHD and criminality 
constitutes a major burden to the affected individuals, 
their families, victims, and society, with enormous so-
cietal costs. Despite high rates of ADHD in prisons, lit-
tle attention was paid to this population until recently. 
 The Swedish Prison and Probation services offer 
several accredited programs in prisons, such as CBT-
based interventions, school activities and vocational 
training, with the aim of reducing criminal re-offend-
ing in the longer term. Prison staff had observed in-
mates, extremely challenging and costly to manage 
and to rehabilitate within prison, due to their impul-
sivity, aggressiveness, restlessness, and short attention 
span. These inmates spent longer periods in seclusion 
due to misbehaviour and repeatedly failed in complet-
ing the crime preventive programs offered to them. 
 The Prison and Probation services met these offend-
ers repeatedly over the years, wondering if there might 
be a more successful way to break this vicious circle. 
They asked, could it be that these challenging inmates 
suffered from ADHD, and if so, would it be possible 

ADHD is a neurodevelopmental disorder with early onset, often persisting across 
the lifespan. It is associated with functional impairments in several domains of 
life, including education, occupation, family life, social relationships and self-es-
teem, leading to an increased risk of unemployment, sick leave, and reduced 
quality of life.

to diagnose and treat them for ADHD within prison, in 
order to facilitate participation in the crime preventive 
programs? 
 At this time (2005), there were extremely few inmates 
diagnosed with ADHD. Instead, they had diagnoses of 
personality disorders, substance misuse, anxiety and/or 
depression. Given this critical question of great poten-
tial impact for affected individuals and society alike, a 
collaboration was initiated between the Swedish Prison 
and Probation services, Karolinska Institutet and Stock-
holm county council, resulting in my PhD thesis (Karo-
linska Institutet, 2012). 
 At Norrtälje Prison, a high-security prison facility 
hosting long-term sentenced adult males, located north 
of Stockholm, we conducted the world’s first random-
ized controlled methylphenidate trial within a prison 
setting. Following screening procedures and compre-
hensive diagnostic assessments, 30 long-term inmates 
took part in the trial. These males, aged 21–61, were 
severely affected by ADHD and coexistent disorders. All 
of them had a life-time substance use disorder, and near-
ly a quarter were established with autism spectrum dis-
order in addition to ADHD. Further, about half of them 
were medicated for anxiety and/or depression at the 
time of assessment. Nearly all of them demonstrated the 
negative antisocial trajectory of ADHD outlined above, 
with childhood onset ODD, CD, substance misuse and 
antisocial personality disorder. Despite a retrospective 
developmental history signalling ADHD symptoms, ex-
ternalising behaviour, school problems, requirement of 
educational support, peer problems, early onset of drug 
use and criminality, repeated contact with school health 
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teams, psychologists, child- and adolescent psychiatric 
care, social workers etc., ADHD was never recognized 
in 28 out of the 30 participants before the age of 18. 
 An initial 5-week randomised, double-blind trial 
evaluating OROS-methylphenidate 72 mg daily against 
placebo was followed by a 47-week open-label exten-
sion phase, during which all 30 inmates received op-
timally titrated OROS-methylphenidate together with 
the crime preventive programs. Treatment was highly 
effective and overall safe. Inmates who previously re-
peatedly had failed at school from grade 1 onwards, as 
well as in the treatment programs delivered in prison, 
were able for the first time to experience success. They 
were proud of themselves and their achievements, and 
their happiness was not to be mistaken. At the same 
time, they experienced sadness and grief over the lost 
years. They asked, how could their lives have become 
if they had received help already at young age? 
 Their severe problems had been recognised by 
many, but not as ADHD. Instead, their problems had 
usually been interpreted as social problems of their 
families. Indeed, many of them, but not all, were 
brought up under non-optimal social conditions. 
However, the main focus on blaming the social envi-
ronment and their parents, while neglecting the indi-
vidual challenges of having ADHD, resulted in these 
children being without understanding or help for their 
ADHD during their entire childhood and youth, with 
known severe consequences.
 The question of the inmates was highly relevant – 
would early interventions for ADHD have prevented 
their antisocial trajectory? They were themselves con-
vinced that this was the case. We know from research 
that untreated ADHD is associated with adverse out-
comes in many areas, including criminality, and that 
treatment (medication and non-pharmacological inter-
ventions) does not make outcomes worse compared to 
non-treatment, rather the opposite. Importantly, a large 
Swedish population-based register study (Lichtenstein 
et al, 2012), pointed to a reduction of criminality risk 
by a third during periods when individuals were on 
ADHD medication as compared to periods when they 
were off medication. 
 Altogether, these findings support the assumption 
of the inmates, that early recognition and interven-
tion of ADHD might have increased their chances of 
not ending up in prison. However, it needs to be em-

phasized that medication for ADHD should never be the sole 
solution. Multimodal treatment, individually tailored to meet the 
needs of each person, should be the goal.
 In conclusion, we need to prevent the antisocial trajectory of 
children with ADHD, while at the same time improve the lives 
of those with ADHD and criminality. By providing efficient care 
and collaboration between Prison and Probation services, psy-
chiatric health care, dependency clinics and other caregivers, we 
have the potential of reducing reoffending; to break the vicious 
circle. Sweden is now internationally recognised as a pioneer in 
the area of ADHD and criminality, but we need to continue our 
efforts since much remains to be done.

“The word tomorrow was invented for indecisive 
people and for children.“  
Ivan Turgenev

“There can be no keener revelation of a society’s 
soul than the way in which it treats its children.“ 
Nelson Mandela 

“It is easier for a father to have children than for 
children to have a real father.“ Pope John XXIII
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The playful therapist
Svein Øverland

Play therapy
”Dear Svein, you know, psychotherapy is not sup-
posed to be fun!” I remember my supervisor’s stern 
eyes. She held my gaze while slowly pronouncing the 
words. As If I was quite stupid. Or a small child. I want-
ed to protest as a child would too. “What?! Why not?!” 
with some jumping up and down, some screaming, or 
maybe by biting her in the finger as a really naughty 
kid would do. But I did not. I just said nothing, averting 
my eyes in a shameful response.
 As an aspiring child psychologist doing my training 
at Nic Waals institute, I was obliged to learn play ther-
apy. And so I did. I met my young patients in the play-
room, let the girls and boys pick a toy from the “whole 
world” cupboard, and observed and played with them 
while my supervisor observed the sessions through the 
one-way mirror. But even though I tried my very best 
not to forget this being serious business, my resolve 
soon melted away after a couple of minutes of therapy. 
As a result, my play therapies were more often play 
than therapy.

Play is therapy
There are no commonly accepted definitions of play 
or playfulness, probably because these concepts are 
more about how we do it than what we do. “Play 
seems to be more of a quality in an activity, than a cer-
tain category of activity” (von Tetzchner, 2001). There 
are different types of play, such as competitive play, 
physical play, fantasy play, constructive play.
 Sometimes we play not because it is fun, but be-
cause of its healing properties. Playing can both be 
an expression of traumatic re-enactment and a part of 

the recovery process. Ninni from Tove Jansson’s story 
of “The Invisible Child” is brought to Moominmamma 
because she has become invisible.  Moominmamma 
prescribes one of her granny’s “Infallible Household 
Remedies” and lots of love. But it is the Moomintroll 
that sets the functional diagnosis: “She doesn’t know 
how to play games or have fun”. Little My then adds: 
“She can’t be angry”. Little My steps closer to Ninni and 
declares: “You will never get a face of your own before 
you have learnt how to fight. Believe me.” It might look 
as Moominmamma, Moomintroll and Little My under-
stands Ninni’s problem differently, but that is only at a 
surface level. For both, anger and love can be safely ex-
perienced and acted upon in the environment of role 
play and fantasy play. 

Therapy is play
Plato wrote: “You can discover more about a person in 
an hour of play than in a year of conversation”. And 
Melanie Klein (1955) stated that the analyst through 
play gets access to the child’s unconscious in the same 
way as free association in the analysis of adults.
 In fact, psychotherapy is quite similar to games. It 
is about getting somewhere even though it is difficult. 
The therapy process can be understood as progressing 
through levels. As in games, the patient will find some 
parts of the therapy as more challenging than the rest, 
and needs some extra motivation to get through it. But 
in therapy, you do not get bonus points and fanfares 
when getting to the next level. Why not? Some patients 
should get applause just for showing up!
 Therapy is often exhausting, both for the patient and 
the therapist. This will affect the therapeutic relation-
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ship. When playing with children, they soon discover 
if you don’t really enjoy it. It is the same thing in ther-
apy. The patient will soon find out if you are faking 
interest or empathy. Being playful in therapy gives 
more energy to both patient and therapist. I recent-
ly developed Happytap, a game against depression1.  
I made it because I wanted to reach out to the people 
that otherwise do not show up in the psychologist’s 
office, the so called “not motivated”. But it was also 
great fun making the game. It inspired me to further 
explore “gamification” of therapy, but also to be more 
playful in general. 

Play!
Actually, you don’t need to play to be playful. “We 
can play with everything – ideas, emotions, challeng-
es, principles. We can play with fear, getting as close 
as possible to sheer terror, without ever being afraid. 
We can play with being other than we are – being 

  1SuperEgo AS is partly owned by the author.

famous, being mean, being a role, being a world” (Koven, 2013). 
Being playful can be in the small things, such as changing your 
title from “therapist” to “the rapist”. Or you can actually role play 
or play games with them. I have myself experimented with play-
ing the console games “Last of Us” and “the Walking Dead” with 
my patients. We play it separately between the sessions and each 
select a clip for discussing or playing together in the next session.
 Being playful is about deliberately letting go of control. This 
requires both the therapist and patient to be safe, which again 
rests upon the trust that the therapist has the ability to regain con-
trol if need be. But it goes the other way around as well. Being 
playful makes the therapy a little less serious. This can lower the 
threshold for both the therapist and the patient to explore other 
interventions then the standard “sitting in two chairs, speaking 
softly and polite together”-therapy. Just walking while talking or 
throwing a ball to each other can dramatically alter the form and 
content of therapeutic communication. It might even lead you to 
laugh together for no real reason. In my experience, being play-
ful is basically about daring to say, do and even think ideas you 
otherwise do not share with people. And when you start sharing 
wild ideas with your patients, it is a bit like putting two horny rats 
together, it tends to be a lot more of them quite soon.
 Psychology and psychiatry have always been about exploring 
new ways of helping our patients. Being playful is helpful in this 
endeavour. 
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“If children grew up according to early indications, we 
should have nothing but geniuses.“  
Johann Wolfgang von Goethe

“We should not teach children the sciences; but give 
them a taste for them.“  
Jean-Jacques Rousseau

“If you must hold yourself up to your children as an 
object lesson, hold yourself up as a warning and not as an 
example.“ 
George Bernard Shaw
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Framework for Nordic     
 youth surveys 
Experiences of data collection on ethnicity and mental 
health problems in different ethnic groups

Karin Helweg-Larsen

The majority of studies on ethnic differences in men-
tal health comprise immigrants in the adult popula-
tions. Since 2002, youth surveys have been conduct-
ed in Denmark, primarily to illustrate the prevalence 
and character of child abuse and neglect. These sur-
veys also include comprehensive data on adolescents’ 
mental health and their ethnicity. 
 In June 2007, the Danish Crime Prevention Coun-
cil engaged a group of Nordic researchers in a dia-
logue on the feasibility of setting up a framework for 
future surveys on violence and sexual abuse in child-
hood and early adolescence, that also could describe 
associations between exposure to adverse childhood 
events (ACE) and health problems among adolescents. 
The major objective was to promote research network-
ing in order to create a basis for comparable studies in 
the five Nordic countries, and thereby achieve a solid 
foundation for prevention of sexual abuse and other 
violence against children and adolescents – and pre-
vention of mental health consequences of abuse.
 The Nordic working group is comprised of broad 
professional qualifications including paediatric, gy-
naecology, child and adolescence psychiatry, psy-
chology, sociology, criminology, public health, and 
forensic sciences. The group’s clinical and research ex-
periences formed the basis for the recommendations 
concerning a common Nordic framework for youth 
surveys, that include sensitive topics such as exposure 
to abuse in the family and in the society. 
 It is obvious that the participation in surveys of the 
15–16 year-olds should be based on their individually 
informed consent – and that it of course would require 
acceptance of the school authorities. However, indi-
vidual parental consent might influence the participa-
tion rate strongly, and thus the validity of the survey. 
In Denmark, a pilot project clarified the ethical, legal 

and practical issues related to conducting a survey on 
sensitive topics among minors, and could recommend 
the survey to be conducted. It also demonstrated that 
a survey based on computer-assisted self-interview-
ing in school classes using audio-visual means (Au-
dio-CASI) would improve the pupils’ understanding of 
the questions and also would increase their interest to 
participate, encourage their concentration and respon-
siveness, and not least guarantee their anonymity and 
enhance their willingness to answer sensitive ques-
tions – and also improve data analyses. Based upon this 
knowledge, youth surveys on adverse experiences have 
been conducted in Denmark. A short overview is pre-
sented.

Violence exposure
The Nordic framework for school-based surveys com-
prises data on family conflicts, exposure to physical 
violence by peers and adults in- and outside the fam-
ily, witnessing physical violence in the family against 
siblings, father and mother, and violence in the society. 
The basis is Finkelhor’s Juvenile Victimization Question-
naire. Physical violence is described by concrete ques-
tions regarding forms of violence, such as threats, pull-
ing of hair, hitting with fist, being kicked or whipped. 
The consequence and seriousness of the physical vi-
olence are measured by body lesions. The offender is 
characterized by the relationship to the respondents, by 
age and sex.
 Sexual abuse by peers and/or by adults, at least 5 
years older than the youth, is illustrated by questions 
concerning unwanted sexual experiences, including 
experiences of non-physical contact, of physical con-
tact but without penetration, and sexual experiences 
that include penetration.
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Delinquency
Questions about own unlawful behaviour include:
1. Graffiti in public places
2. Destroying public property
3. Destroying purposely other’s property
4. Steeling from shops
5. Fights
6. Ill-treatment of others
7. Forced anyone to sex

Demography and socio-economy
Among others, background information includes data 
about age, sex, place of birth of the student and the 
parents, family, parents’ socio-economic status, and 
leisure time activities.

Health, health behaviour and resilience
Mental and behavioural problems are measured by 
the SDQ scale, and depression and anxiety by SCL-
25-S. Furthermore, mental problems are measured by 
8 symptoms of emotional strain having been present 
within the last year, in periods of at least two weeks. 
The symptoms are: Daily sadness and depression, loss 
of interest, sleeplessness, nightmare, loss of appetite, 
nervousness, anxiety and feeling that everything is a 
struggle.
 Social relationship may influence the youth’s risk of 
violence, being related to individual resilience. This 
was measured by the Resilience Scale for Adolescents 
(READ). The survey also includes questions concerning 
the level of acculturation among minor ethnic groups.
 By information about the youths’ own country of 
birth and that of their father’s and mother’s, the adoles-
cents were categorized into five groups:

Ethnic differences in mental health
International studies report that youth generally adapt better 
to new social conditions than do adult immigrants. However, 
young immigrants and descendants might be captured between 
loyalty to their ethnic origin and a desire to integrate into their 
new country and to enjoy the same social relationships and 
possibilities as their peers. 
 The Danish youth surveys demonstrate relatively higher lev-
els of anxiety, depression and emotional strain among young 
immigrants, higher among descendants B than among descen-
dants A. The highest level of mental problems was found among 
adoptees.
 The ethnic differences in mental health depend on several 
factors. Among these, problems of identity might partly explain 
the high level of problems among adoptees. Other important 
factors comprise the unspoken demand for adaptation and the 
presence of serious mental problems among parents due to past 
persecution.
 At present, the Nordic countries receive a high number of 
immigrants from areas with armed conflicts and other disasters. 
The experiences that initiated immigration will strongly influ-
ence the parents’ ability to raise their children and the youth’s 
ability to adapt to the new society. We learn from previous stud-
ies that the acculturation process can be smoothed by early at-
tention to adolescents’ failure to thrive.
 A continued need exists for more comprehensive data on the 
importance of ethnic origin and previous adverse experienc-
es, enabling the efficient prevention of mental health problems 
among adolescents.

1. Danish: Born in Denmark; both parents born 
in Denmark

2. Adopted: Born abroad, that is in relevant coun-
try such as Korea, Brazil, India, Ethiopia…; 
both parents born in Denmark

3. Immigrant: Born in other country than  
Denmark; one parent not born in Denmark

4. Descendant A: Born in Denmark; both parents 
born abroad

5. Descendant B: Born in Denmark; one parent 
born abroad

Karin Helweg-Larsen
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The Trainees’ Section of the  
Finnish Psychiatric Association
 Kimmo Suokas, Chair

1) The main focus of the Trainees’ Section of the Finnish Psychiatric 
Association has been to organize two annual meetings with topical 
academic presentations and to facilitate a forum for informal dis-
cussions for trainees. Collaboration with other countries has mainly 
been via the European Federation of Psychiatric Trainees (EFPT) and 
the Young Psychiatrists’ Network (YPN).

2) In Finland, a major health organization reform is under prepara-
tion. Also, new legislation concerning self-determination in general 
and involuntary interventions in health care has been expected for 
some time now. In clinical practice, working with people from dif-
ferent ethnic backgrounds and with different language skills is rela-
tively new for many professionals. Availability of integrative welfare 
services and high quality psychosocial treatment interventions may 
show up as an issue in many areas in Finland.  

3) One of the greatest challenges for young psychiatrists is to receive 
enough up-to-date, high-class practical and theoretical education 
is a persistent concern, where trainees self have to be enlightened. 
Chronic lack of trained psychiatrists has been predicted to dominate 
in Finland.

Kimmo Suokas
MD, Chair of the Trainees’ Section of the Finnish 
Psychiatric Association. kimmo.suokas@fimnet.fi

As you are reading this text, you are probably a member of the psychiatric association in your country. However, you may not 
have heard that most countries have separate subgroup associations for young psychiatrists during their training period. Some call 
themselves residents or trainees in psychiatry, and others may be young psychiatrists (regardless of actual calendar age). Here, we 
asked a few associations of early career psychiatrists to introduce themselves, through these few questions below. We hope you 
can find useful information or people to contact. 

1) Please provide a short introduction of your association and how do you collaborate with  
 other countries. 

2) What are the current issues in the field of psychiatry in your country?  

3) What do you see as the greatest challenges for young psychiatrists as future psychiatrists?

Early Career Psychiatrists Introduced
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The Danish Association of  
Psychiatric Trainees 
Mette Berg Christiansen 
Chair

1) The Danish Association of Psychiatric Trainees consists 
of around 300 members, working within the fields of child 
and adolescence psychiatry and adult psychiatry. Aside 
of being represented in a large number of committees, 
particularly concerning education of psychiatric trainees 
and organising activities including lectures and a yearly 
seminar for our members, we actively contribute in the 
European collaboration of psychiatric trainees. During the 
past years, we have had several Danish delegates as well 
as observers participating in the annual meeting of the Eu-
ropean Federation of Psychiatric Trainees, and both adult 
and child and adolescence psychiatry have been repre-
sented. We also have Danish representatives in the newly 
founded association Young Psychiatrists Network. 
 Especially working together and meeting annually 
through EFPT makes communication and start-up projects 
across borders easy, as you get to know the other partici-
pants and through them are able to get in contact with the 
right people for any project in the European countries. We 
cherish the collaboration and find the networking that it 
facilitates to be highly important for the common develop-
ment of the psychiatric field. 

2) The general current main issues in the field of psychia-
try in Denmark include ensuring the reduction of restraint, 
the lack of trust in certain parts of the Danish society to-
wards the psychiatric system, the challenges of New Pub-
lic Management and cost reductions within the health 
care system, including the psychiatric system. Also, within 
the psychiatric field, as well as to some degree in the pub-
lic debate, there is an on-going focus concerning the lack 
of psychiatrists, recruitment difficulties and difficulties in 
the psychiatric training getting sufficient supervision.
 The psychiatric trainees are, however, pleased to find 
that many steps are taken these years to ensure supervi-
sion. For instance, video supervision has become man-
datory during training. We are also pleased to find that 
the collaboration within adult and child and adolescence 
psychiatry is under continuous development. The two spe-
cialties share a great number of patients and issues, and 
it is necessary to ensure a common basic knowledge and 

understanding of the fields of expertise of one another. We 
currently consider whether it could perhaps be expedient 
for the training programmes in the future to have a short 
common trunk as in many other countries, in order to en-
sure the understanding and knowledge of both specialties 
for the benefit of patients. 

3) The greatest challenges for psychiatry in the future in-
clude, on top of the topics mentioned above, demograph-
ic changes with increased numbers of elderly people with 
dementia and stroke. Moreover, increased knowledge 
within the genetic field makes it possible to find individu-
als at high risk of mental illness, even though there may be 
a lack of more promising treatments than we already have. 
Research has to be kept unbiased and credible and in a 
regulated relationship with the pharmaceutical industry 
and other stakeholders. Political will has to be tied to pri-
oritising funding of psychiatric treatment and prevention 
of psychiatric illness. Another topic of possible future chal-
lenge concerns the changes in the use and understanding 
of psychiatric diagnoses within society.

Mette Berg Christiansen (to the left)
MD Chair Danish Association of Psychiatric 
trainees



40             THE  NORDIC  PSYCHIATRI ST

The Swedish Association for 
Psychiatric Trainees 
Tove Mogren 
Hanna Spangenberg

1. The Swedish Association for Psychiatric Trainees, STP, 
was established in its current form in 2006. It organises 
trainees in child and adolescent psychiatry, adult psychia-
try, forensic psychiatry, and addiction care. Approximately 
half of the total numbers of psychiatric trainees in Sweden 
are members of STP. The mother organizations are The 
Swedish Psychiatric Association (SPF) and The Swedish 
Child and Adolescent Psychiatry Association (SFBUP), and 
STP has representatives on the boards of these organiza-
tions. 
 Every year in January, STP organises a conference for 
trainees. The conference is a forum for trainees to meet 
and network as well as an opportunity for education with 
several invited speakers from different fields of psychiatry. 
This year a representative from the Norwegian trainee as-
sociation took part in the conference and this exchange 
will extend next year with representatives from Finland 
and Denmark as well. During the conference in 2017 
these representatives will take part in a symposium on 
a current issue, relevant for trainees in the Scandinavian 
countries. Our vision is to create an opportunity to collab-
orate and share ideas and experiences.
 Lately, STP has been taking an active part in the Eu-
ropean Federation for Psychiatric Trainees (EFPT). Since 
2015, Sweden is offering an exchange program as a part 
of the EFPT Exchange program. The exchange program is 
a short-term observer ship program for psychiatric trainees 
in Europe.

2. Psychiatry in Sweden faces an increasing number of 
patients seeking help for psychiatric illnesses, parallel to a 
declining number of practicing psychiatrists. This has been 
a current issue in psychiatry in Sweden for decades, and 
still we have yet to see the necessary political initiatives 
to come to terms with it. Moreover, Sweden has taken in 
a large number of refugees during the last years. Many of 
the asylum seekers have been through hardships and are 
in need of adequate psychiatric care. We have yet to see 
an increase of economic means in order to deal with this 
issue. Many countries face the same situation.
 An issue more unique to Sweden is how the politi-
cal steering of addiction care in the last decades has re-

sulted in a problematic situation for caregivers within this 
field. Psychiatric care is in most cases completely divided 
between the acute care, which the hospitals offer, and the 
later rehabilitative actions for which the municipalities are in 
charge. This is problematic in many fields of psychiatry, but 
can cause huge problems specifically within addiction care. 
The system causes many delays and clashes for the patient, 
and should be made more efficient.
 The fight against stigma surrounding mental disorders 
stands out as another constantly current issue for psychia-
try in Sweden and in other countries. The on-going struggle 
against stigma is imperative, and mental health professionals 
are an important part in this struggle. 

3. There are several challenges for young psychiatrists, 
where some are more specific for Sweden and some are 
general for the field of psychiatry. As already mentioned the 
stigma surrounding mental disorders is a struggle where we 
as professionals need to take an active part. Stigma leads to 
suffering for our patients and in the long run it affects the 
actions and resources invested in psychiatry. To fight stigma 
surrounding mental disorders implies being able to give our 
patients equal care. A higher quality of life is an urgent goal.
 In today’s Sweden, the resources and the care given differ 
in different parts of the country. This is not specific for psy-
chiatric care. Due to the lack of psychiatrists, rural areas face 
a situation where they cannot provide accurate health care.

Tove Mogren (to the right)
Chairman of The Association for Swedish Trainees in 
Psychiatry
Hanna Spangenberg (to the left)
Trainee in Psychiatry
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The Section of Young  
Psychiatrists in Lithuania  
– Short Report 
Renata Zakauskè, Aldona Šileikaitè, Laurynas Bukelskis

The section of Lithuanian young psychiatrists was established in 
1997 as part of Lithuanian Psychiatric Association. Unfortunate-
ly, after a few active and fruitful years the work of the association 
stopped. A new impulse to re-establish a young psychiatrists section 
occurred in 2010 when Jonas Mikaliunas shared his impressions 
from the European Federation of Psychiatric Trainees (EFPT) Forum. 
The mutual purpose has united a group of young enthusiasts, and in 
2013 the Young Psychiatrists Section was re-established. The same 
year, Lithuania joined the EFPT as a member on equal rights – hav-
ing the right to vote and a possibility to propose own candidates to 
the board of EFPT. Ieva Viltrakyte became the first Lithuanian board 
member of EFPT and representative of Child and Adolescent psy-
chiatry (CAP).  
 The EFPT and YPSNET (Young Psychiatrist Network) are the most 
important collaborating international organisations. Every year, a 
Lithuanian delegation with numerous participants visits the confer-
ences organised by these organisations, continues on-going activi-
ties and proposes new ones. Lithuanian young psychiatrists take an 
active role in EFPT working groups, EFPT Exchange program, and 
help to organize regular YPSNET conferences. These activities en-
ables us to increase our knowledge and improve our competencies, 
and it helps in sharing professional knowledge, building profession-
al relationships, and warm personal friendships.  
 As for challenges, one must mention limited time resources, 
changing number of members, and lack of feedback from other na-
tional organisations. Most active members of the section are psy-
chiatric residents. Yet some already licensed members who have 
moved to other places to live and work still interact and support 
various initiatives. Every year the psychiatric community increases, 
and the activities that are carried out grounds the fundament for 
future.
 Our vision is a young and dynamic organization, interacting flex-
ibly with its environment, promoting collaboration, and being open 
to innovations. So, we will use these principles in our further work 
– for the sake of ourselves, and others. 

Aldona Šileikaitè
Young psychiatrists section, Lithuanian psychiatrists 
association

“In the little world in which children have their ex-
istence, whosoever brings them up, there is nothing 
so finely perceived and so finely felt, as injustice.“ 
Charles Dickens

“One of the many interesting and surprising expe-
riences of the beginner in child analysis is to find 
in even very young children a capacity for insight 
which is often far greater than that of adults.“  
Melanie Klein
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Highlights from the Nordic 
Journal of Psychiatry 

Eveningness and mood problems in young adults

Diurnal preference towards eveningness among adults 
has been associated with unhealthy habits and a range of 
health hazards. 469 young adults, aged 18–29 years, had 
assessed chronotype in 2000–2001 and the second time 
in 2003–2005. Results are in line with previous findings 
that those with the diurnal preference towards evening-
ness have more frequently three or more lifetime mental 
disorders, more sleeping problems, more seasonal varia-
tion in mood and behaviour, and more burnout compared 
with those with the diurnal preference towards morning-
ness.

Merikanto I, Suvisaari J, Lahti T, Partonen T. Eveningness 
relates to burnout and seasonal sleep and mood problems 
among young adults. Nord J Psychiatry 2016; 70:72-80

Body composition following discontinuation of 
clozapine

Metabolic syndrome is a well-known adverse effect of 
most antipsychotics. It is particularly common in patients 
treated with olanzapine and clozapine. A case with im-
proved body composition (reduced amount of total body 
fat and visceral adipose tissue), anthropometric measure-
ments (body weight, waist, abdominal and hip circum-
ferences) and lipid profile following discontinuation of 
clozapine is presented and discussed. It is concluded that 
clozapine may cause severe, but reversible metabolic ab-
normalities, including obesity and hypertriglyceridaemia. 
Atypical antipsychotic-related lipid abnormalities may 
have a very rapid onset, occur in relatively young patients, 
with severe lipid derangements and have potential seri-
ous complications. It is important is to monitor metabolic 
parameters in patients taking antipsychotics. Discontinua-
tion or switching to another antipsychotic medication may 
improve components of the metabolic syndrome.

Wysokinski A, Sobów T. Improvements in body compo-
sition, anthropometric measurements and lipid profile 
following discontinuation of clozapine. Nord J Psychiatry 
2016; 70:156-160

SSRIs and suicide attempts in young people 

SSRIs are widely used in the treatment of mental illness. 
Studies have found a slightly increased risk of suicidal 
thoughts and suicide attempts in young people using SS-
RIs but SSRIs’ impact on risk for suicides in youth is not 
well-established. This is an observational register-based 
historical cohort design, a large cohort of all Danish indi-
viduals born in 1983–1989 (n = 392,458) and a propensi-
ty score approach to analyse the impact from SSRIs on risk 
for suicide attempts. Every suicide attempt and redeemed 
prescription of SSRIs was analysed by Cox regression. A 
significant overlap between redeeming a prescription on 
SSRIs and subsequent suicide attempt was found. The risk 
was highest in the first 3 months after redeeming the first 
prescription. SSRIs might be a marker (non-causal risk fac-
tor) for those at high risk, rather than a causal risk factor, 
but the authors still recommend systematic suicide risk as-
sessment for children and young people during the period 
after redeeming the first prescription. 

Christiansen E, Agerbo E, Bilenberg N, Stenager E. SSRIs 
and risk of suicide attempts in young people – A Danish 
observational register-based historical cohort study, using 
propensity score. Nord J Psychiatry 2016; 70:167-175

Treatment of adult patients with schizophrenia 
and complex mental health needs – Danish na-
tional clinical guidelines

The Danish Health and Medicines Authority assembled 
a group of experts to develop a national clinical guide-

Martin Balslev Jørgensen
Professor dr.med., Editor-in-chief
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line for patients with schizophrenia and complex mental health 
needs. Within this context, ten explicit review questions were 
formulated, covering several identified key issues. Systematic lit-
erature searches were performed and clinical recommendations 
were developed. Based on the identified evidence the following 
interventions should be offered routinely: antipsychotic main-
tenance therapy, family intervention and assertive community 
treatment. The following interventions should be considered: 
long-acting injectable antipsychotics, neurocognitive training, 
social cognitive training, cognitive behavioural therapy for per-
sistent positive and/or negative symptoms, and the combination 
of cognitive behavioural therapy and motivational interviewing 
for cannabis and/or central stimulant abuse. SSRI or SNRI add-
on treatment for persistent negative symptoms should be used 
only cautiously. Where no evidence was available, the GDG 
agreed on a good practice recommendation. The guideline does 
not cover all available interventions and should be used in con-
junction with other relevant guidelines.

Baandrup L, Rasmussen JØ, Klokker L, Austin S, Bjørnshave T, 
Bliksted VF, Fink-Jensen A, Fohlmann AH, Hansen JP, Nielsen 
MK, Sandsten KE, Schultz V, Voss-Knude S, Nordentoft M. Treat-
ment of adult patients with schizophrenia and complex mental 
health needs – A national clinical guideline. Nord J Psychiatry 
2016; 70: 231-240

“There are only two lasting bequests we can hope 
to give our children. One of these is roots, the 
other, wings.“  
Johann Wolfgang von Goethe

“It is easier to build strong children than to repair 
broken men.“  
Frederick Douglass

“Children have never been very good at listening 
to their elders, but they have never failed to imitate 
them.“  
James A. Baldwin
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