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Dear colleague, 
“Connecting Minds" is the theme for this year's Nordic Congress of Psychiatry. The theme, which 
was decided several years ago, has taken on a new meaning for us since the congress was planned. 
The prevailing pandemic has affected our lives to varying degrees and opportunities for interpersonal 
communication has been curtailed and radically changed in the past year for most of us. Some have 
suffered significantly because of the lifestyle restrictions. For others, the change in pace of life, with 
fewer trips and participation in events, has contributed to an increased well-being due to being able 
to stop and take a pause.

Interpersonal communication, “the connecting of the minds” is a necessity for our survival. In a short 
time, we have had to look for alternative ways for communication, both privately and at work. For-
tunately, we live in a time when communication has been made possible by creating new paths in 
cyberspace. Meeting forms such as Zoom and Teams, which a few years ago were unknown to most 
of us, are now a part of the daily routine. With new experiences comes new expectations for the 
future: Will we prefer virtual work meetings and avoid travel? Is there a future for scientific meetings 
and congresses? And from an environmental perspective, will it even be perceived ethically correct 
to travel for work as we once did?

The clinical practice of psychiatry has also changed. Doctors now meet their patients via communi-
cation services. Therapists have described a different quality of communication in virtual meetings 
and some have experienced a better connection with their patients online than in real life. How 
does this type of patient contact affect the “meeting of the minds” in a therapeutic context?

Like with the congress, in this issue of The Nordic Psychiatrist we have chosen to focus on interper-
sonal communication, from the professional perspective. As always, it 
has been easy to find colleagues who are happy and willing to write 
and share their experiences. It is indeed incredibly gratifying!

The sole purpose of a magazine is to be read. The Nordic Psychiatrist 
was originally published in paper format but since a few years now, 
it has been published as a PDF file online. Unfortunately, this is not a 
user-friendly way to read a magazine. I am therefore delighted to inau-
gurate our new website with this issue. In this way, the articles are more 
organized and accessible. They can also be more easily shared individ-
ually.

The Nordic Psychiatrist is jointly published by the psychiatric associa-
tions of Norway, Denmark, Iceland, Sweden, Finland, Estonia, Latvia 
and Lithuania. This Nordic co-operation has existed for more than a 
century and manifests mainly through our joint congress and our scien-

tific journal. In this issue you will find programs for this year's congress in Helsinki. As always, there 
is a summary of articles from the Nordic Journal of Psychiatry.

The Nordic Psychiatrist is our common mouthpiece for psychiatry in this part of the world and as 
such, I want us to write about topics of interest to colleagues in our countries, which is why I am 
thankful for your suggestions for future content. With that said, I would like to wish you a rewarding 
reading experience and not the least, a continued happy future of mind connection!

Hans-Peter Mofors,  
Editor
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What else? We must think about the education for our 
members. So, some new activities in between Nordic 
Congresses can be arranged; maybe it will be easier 
to organize big events and practice working together 
on smaller occasions. We must involve young psychia-
trists as they will be those who will take flag and carry 
it into the future.

And we must invite and involve as many people as 
possible in our activities, just to be integrated, updat-
ed, and to have fun during those three years of a new 
stage of our activities. 

And finally, we have to keep our identity being part 
of a very particular world, yet to be an integral part of 
a bigger world. And Nordic Psychiatrist is one of the 
tools to do that. 

Ramunė Mazaliauskienė

My story at the Nordic Psychiatric Associations, at the Joint Com-
mittee as we called it at that time, started together with the story of 
Nordic Psychiatrist. And it was at Nordic Congress of Psychiatry, 
Tromso, Norway in 2012. Great surroundings, great company, and 
a great idea – to start something new that would be dedicated to all 
the members of the associations, both Nordic, and Baltic.

Since that time few chairmen have changed: Lise Lotte Riso Ber-
gerlind (Sweden), Andres Lehmets (Estonia), Ulrik Malt (Norway). 
The story of Nordic Psychiatrist developed together with those out-
standing people, creative and hard-working board, and together 
with the associations – Danish, Estonian, Finnish, Icelandic, Latvi-
an, Lithuanian, Norwegian, and Swedish.

Today we can see that to have a journal was a very wise decision: 
in communication restricting covid times we have a voice that  
allows Nordic Psychiatric Associations to be heard.

Currently we are working on making the journal more accessible 
to our members and known among those who are not our mem-
bers. The type of communication that we have cherished offers us 
this possibility.

At the beginning of May the board changed. And now there is 
time for two things: to thank the previous board members for what 
they have done, and to talk about what we will do next. Nordic 
Congress of Psychiatry in Helsinki will take place in a new, really 
challenging form this year, and many people have used lots of ef-
forts to make it happen. Immediately after the end of the congress 
we will start planning the new one, this time in Latvia. The future 
congress is what the new board must plan and carry to life.

In addition to this, there is more to be done . One challenge is the  
availability of information. Our associations have representatives 
both in European Psychiatric Association, and in the World Psy-
chiatric Association, so a lot of information will come from those 
sources. It is very important to share information among our as-
sociations – scientific, practical or on legislation issues. We must 
think how this could be done in the most efficient way. Our two 
journals – “scientific voice” Nordic Journal of Psychiatry and our 
“social voice”- Nordic Psychiatrist must be available to all our 
members.

Ramunė Mazaliauskienė   
Chairman of The Nordic Psychiatric Associations 
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Welcome to NCP2021 Virtual!

Finnish Psychiatric Association is hosting the first ever 
virtual NCP congress. Nordic Congress of Psychia-
try is an esteemed international scientific psychiat-
ric congress, organised every third year in a Nordic 
or Baltic country. Our congress slogan ‘Connecting 
Minds’ is now timelier than ever. 

The programme consists of the highest quality scien-
tific presentations by some of the leading profession-
als in psychiatry. The topics of the plenary lectures by 
world-renowned speakers range from the genetics of 
psychiatric traits to RCTs related to improving treat-
ment of psychotic illnesses and from the brain basis 
of social interaction to the future of psychotherapy, 
not forgetting adolescent mental health issues and 
public health needs and responses in the context of 
COVID-19.

The congress will be organised on a virtual platform, 
allowing for safe and easy participation from all around 
the world. The virtual platform will offer both live and 
pre-recorded presentations. All presentations will be re-
corded and made available for registered participants 
for one month without additional fees. If you are un-
able to join the livestream, we strongly encourage you 
to register for the event and view the recordings at a 
more convenient time. The virtual platform is easy to 
use, offering flexible possibilities to visit poster presen-
tations and collaboration partners or connecting with 
other participants. 

Whilst you may not be able to visit Finland this time 
around, we will do our best to transport you here 
through your screens.   

Local Organizers of NCP2021 

NORDIC CONGRESS OF PSYCHIATRY

33RD NORDIC CONGRESS  
OF PSYCHIATRY

June 17th – 18th, 2021

PROGRAMME
NCP2021 is co-organised by Finnish 
Psychiatric Association, in co-operation 
with Nordic Psychiatric Associations.

You have been invited as one of the plenary speakers at the 
congress:
Yes, I shall give a lecture on “Improving treatment of people with 
psychotic illnesses: lessons from randomized clinical trials” that 
will provide an overview of the results from the OPUS trials. I in-
tend to widen the results and draw perspectives towards other in-
terventions using randomized controlled trials, such as the study 
of Avatars. I shall also use the result to analyse strategies how to 
integrate severely mentally ill into the work force by offering them 
direct access to the labour market.

You have a long interest in Nordic collaboration and experience 
in Nordic organizations and committees.
Yes, I have had the pleasure to be President of the Nordic Joint 
Committee when I chaired the Danish Psychiatric Association 
and I have participated in all Nordic Psychiatric Congresses since 
1985, been part of Nordic research courses, and Nordic research 
groups to mention only a few.

Do you see certain common characteristics of the Nordic countries?

Let us remind ourselves about the similarities between the Nordic 
countries – we have to a large extent the same values, living in 
old democracies with long-term political stability and prominent 
welfare traditions, respect for the rule of law and a general confi-
dence in our institutions. 

In the psychiatric field we have a long history of collaboration and 
we all have health systems that – though not identical – are com-
parable which facilitate cross-national research as well as clinical 
exchange of treatment results. We produce guidelines that are fol-
lowed in our clinical practice. We are small countries with fine 
epidemiological traditions that gives us unique opportunity e.g. 
to follow certain populations, but the size of the countries also 
allow for a fairly rapid implementation of scientific results into 
clinical practice.

Why should you attend a Nordic 
congress?  

Merete Nordentoft is a professor of psychiatry 
in Copenhagen and an expert in epidemiology, 
suicidal behavior, psychopathology and a 
pioneer in early intervention in psychosis. She 
has been a principal investigator (PI) in many 
large randomized clinical trials, evaluating the 
effect of psychosocial intervention of which the 
Danish OPUS trial is the most well-known.

Marianne Kastrup

So, with that in mind, why would you recommend 
participating the Nordic Congress in Helsinki?
Joining a Nordic congress allows you to meet and in-
teract with colleagues from the other Nordic countries 
and exchange ideas – scientifically as well as clinically. 
You may be confronted both with the similarities that 
exist between the countries but also with differences – 
e.g. recognize that clinical dilemmas and the solution 
hereof differ markedly between countries.  

For junior colleagues and ph.d. students, Nordic in-
teraction may lead to further collaboration following 
the congress and the establishment of research groups 
– we have seen numerous examples hereof over the 
years. You may say that such collaboration integrates 
the best parts of all the involved countries. I think that 
when you interact with other Nordic colleagues it fre-
quently strikes you how similarly we think and per-
ceive things.

The upcoming congress faces particular challenges 
being a virtual congress, but it is my hope that the or-
ganisers find creative ways to facilitate the interaction 
among the participants and find fora where to discuss 
not only the lectures given but also possibilities for fu-
ture collaboration and research.  

Merete Nordentoft  is a consultant at Psychiatric 
Center Copenhagen, and professor Copenhagen 
University. She is a specialist in psychiatry with a 
Ph.d. from 1994, and dr.med. from 2007. She is the 
leading force behind the OPUS project. She is one 
of the most cited researchers in Danish psychiatry 
with more than 300 publications. Her main areas 
of research: Suicide prevention; Early intervention; 
Mortality due to physical illness among mentally ill; 
and children of mentally ill. 

Interview with Merete Nordentoft
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Remote psychotherapy  
Interview with Monica Eggert and Jouni Wilska

On 11 March 2020 The World Health Organization characterized covid-19 as a 
pandemic. Around the same time the incidence numbers in Finland were on the 
rise and on 16 March 2020 The Finnish Government announced a state of emer-
gency. On the next day The Social Insurance Institution of Finland (Kela), that 
provides access and financial support to rehabilitative and intensive medical reha-
bilitation psychotherapies, recommended teleworking for psychotherapies. I asked 
two psychotherapists about their experience and thoughts of doing psychotherapy 
remotely.

Siria Lemma

Monica Eggert is a 61-year-old psychiatrist, psycho-
therapist and psychoanalyst who works as a part-
time medical adviser in Kela and as a part-time psy-
chotherapist. Jouni Wilska, a 34-year-old integrative 
psychotherapist and a soon-to-be psychiatrist, also 
splits his time between practicing psychotherapy and 
working in Helsinki University Hospital. 

Before the pandemic Wilska had had a short experi-
ence in a telemedicine service that piloted in Finland 
a few years back. He describes the experience as in-
teresting, since at the time telemedicine was not as 
common as it is today. Wilska says that even before 
the pandemic he could have considered doing psy-
chiatric telemedicine due to certain benefits, which 
will be discussed later. Eggert, on the other hand, had 
no previous experience with telemedicine and had 
not considered it as a form of work for herself. Both 
Eggert and Wilska emphasize that psychotherapy 
works better and is most likely more effective face-
to-face, but when there are no other options, it is an 
adequate alternative that eventually turned out to 
work better than they first expected.

Both Eggert and Wilska have mostly used video 
communication services when working remotely. 
They only had a minority of patients that preferred 
phone calls over video connection. Reasons for this 
varied from difficulties with technology to suspicion 
towards communication platforms’ confidentiality. 
None of their patients quit therapy because of work-

ing remotely. Eggert points out that because all of her psy-
chotherapy patients were already familiar to her, working 
remotely was not as big of a change as one could have an-
ticipated.

Remote psychotherapy has some downsides. “A lot of 
non-verbal information is left out when working remote-
ly”, Eggert says, “Most of the body movements, smells and 
the patient’s presence and what it tells is not at use”. When 
using a video connection the therapist’s face is also much 
closer than normal, and Eggert wonders how the fact that 
the patient is able to see their therapist’s facial microexpres-
sions affects the interaction. Then there are of course the 
occasional technical issues that may disrupt the fluency 
of communication. In addition to this, the challenges may 
be bigger when a patient lives in a small apartment with 
family or roommates. “For the communication between pa-
tient and therapist, it is important that the patient is able to 
communicate freely”, Wilska adds, “Also, sometimes it can 
act as important exposure therapy when a patient needs to 
leave home in order to attend face-to-face meetings”.

Yet, there are also positive sides to remote psychotherapy. In 
Finland there are big geographical disparities what comes 
to psychotherapists’ availability and remote psychotherapy 
may help equalize these disparities in the future. In addition 
to that, telework may also help with the continuation of 
therapy during the therapist’s or patient’s holidays or work 
trips. “Also, in case of a minor flu, therapy sessions can be 
done remotely without risk of spreading the illness”, Wilska 
adds.

Later on in March, instructions concerning remote 
psychotherapy were loosened and on 1st of June 
face-to-face therapy was more widely available 
again. Both Eggert and Wilska mostly returned back 
to face-to-face meetings. Eggert had a small number 
of patients that wished to continue remote psycho-
therapy due to fact that they were either working re-
motely themselves and/or were part of a risk group.

What comes to Eggert’s and Wilska’s own experience 
on working remotely, they both mention that work-
ing via computer felt physically more exhausting. 
“Ergonomics are not as good when working through 
communication platforms”, Wilska says.

Most likely, remote psychotherapy will continue to 
exist, at least to some extent, even after the pandem-
ic. Both Eggert and Wilska see themselves possibly 
doing remote psychotherapy in the future, yet they 
both prefer face-to-face meetings. For example, 
Eggert could see herself working remotely with a pa-
tient who lives in another city. 

Monica Eggert 
Monica Eggert is a psychiatrist, psychotherapist 
and psychoanalyst who works as a part-time 
medical adviser in Kela and as a part-time  
psychotherapist.

Jouni Wilska 
Jouni Wilska is an integrative psychotherapist, 
a medical doctor and a soon-to-be psychiatrist 
who splits his time between practicing psy-
chotherapy and working in Helsinki University 
Hospital. 

Siria Lemma 
MD, PhD, is a doctor specializing in psychiatry 
in Helsinki University Hospital, Finland.

connecting minds
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“The experts are  
 just a click away” 

Telepsychiatry is a growing discipline and the current pandemic has intensified its 
use. Yet one needs proper training to use the various equipments successfully.

Marianne Kastrup

Why did you become interested in telepsychiatry?

I came to Denmark together with many others from 
the former Yugoslavia in the 1990s. I soon realized that 
providing proper psychiatric care to the many refugees 
was a major task for mental health services, finding 
sufficient number of qualified interpreters was a logis-
tic problem, and that providing care for this popula-
tion in their own language would be an achievement. 

You have been one of the pioneers in the field.

Yes, I was the first one to offer telepsychiatric services 
in the late 1990s. ”I collaborated with a technical en-
gineer who helped me set up the video equipment. 
Initially, I provided psychiatric help to traumatized 
refugees in their own language. In fact, when inter-
viewed whether they preferred talking to a therapist in 
their own language via video or with a therapist plus 
interpreter face-to-face, about 95% preferred video 
connection. From the very beginning I had an interest 
to carry out simultaneous research. An interesting out-
come of the first years was that patients with very few 
exceptions were very positive - even people suffering 
from paranoid delusions. They explained that the vid-
eo-equipment I used was visible and I had in details 
explained the procedure, so they were not afraid in 
contrast to the video-cameras they believe are “hidden 
under the ceiling”.  Research has now shown that tele-
psychiatry is as reliable as face-to-face contact regard-
ing diagnostic assessment and treatment outcome.

Did you receive any financial support for this innova-
tive approach?

In 2004 I was lucky to receive about 2.3 million DKR 
from different foundations and the Ministry of Health 
to continue and develop this work. I have had a con-
tinuous collaboration with the mental health services 
on Bornholm where I still once a week meet patients 
via video.

So what are your experiences after almost 2 de-
cades?

Telepsychiatry has come to stay, but it is important 
to emphasize that it is not “just” talking to a patient 
via video. Indeed, it needs proper training to use the 
equipment optimally but also knowledge on how 
to inform the patients adequately both verbally and 
in written form. It is also essential to ensure that the 
patient is not “left in a vacuum”. The therapist has to 
know what to do if e.g. the patient becomes suicidal – 
how to contact local psychiatric services, emergency 
care, relatives, police, etc. All this needs training and 
specific competencies that I think should be part of the 
medical curriculum. 

A “hybrid model” is generally preferable. It means that 
you have sessions with the patient located at their own 
home, but that you also have a possibility to meet the 
patient face-to-face when required. I do not think that 
telepsychiary is an either-or situation, but a combina-
tion of both.

Furthermore, there have been several regulatory con-

straints related to the use of telepsychiatry. If you have 
a patient in therapy and he or she works or studies 
abroad, you cannot continue “remote therapy” across 
the borders. In the US each state has specific licens-
ing regulations so you cannot be located in one state 
and treat a patient via video in another unless you 
are certified in the state where the patient is located. 
However, the completely new aspect is “the meeting 
in the cloud” where the location of the patient and the 
doctor depends of the location of the server. It impos-
es new challenges for the policy makers related to the 
licensing regulations related to the use of telepsychia-
try even across the borders. It is one of the many new 
things that we have to deal with within WPA Telepsy-
chiatry Global Guidelines in comparison to all other 
existing guidelines.

Innovation comes from limitation. Widely adopted 
and free available video-platforms do not fulfill basic 
data and patient safety requirements. However, they 
have been used during the pandemic as the govern-
ments worldwide have waived previous restrictions. 
In the future we will certainly not continue to use 
non-safe platforms. But we shall neither go back to 
the pre-COVID19 era with regard to using videocon-
ferencing in teaching, treatment etc.

Where do you see the role of international profes-
sional organisations?

They are very important, and both WPA and EPA have 
expressed a vivid interest in the field. Back in April 

2020, I launched a small expert group in WPA aimed 
to advise national member societies in use of telepsy-
chiatry during the pandemic; to organize competen-
cy training courses and create Telepsychiatry Global 
Guidelines which have been published last week. It is 
my hope that we shall create an international network 
of bilingual psychiatrists who may offer their expertise,  
carry out second opinions etc.

The current pandemic is a turning point for telepsychi-
atry . Opportunities are many and the present situation 
has reduced the resistance to use of videoconferencing 
for a multitude of purposes. I believe that we shall see a 
growing interest for this constantly changing and devel-
oping tool that requires so little while it in return gives 
us so much.  

Download WPA Telepsychiatry Global Guidelines 
Guidelines :  
https://3ba346de-fde6-473f-b1da-536498661f9c.
filesusr.com/ugd/e172f3_19ce700c2a1f484b98efdcaf-
02c3c6ff.pdf

  

   

Davor Mucic, MD
Davor Mucic is born in Former Yugoslavia and 
became specialist in psychiatry in Denmark 
in 2002 with special interest in the treatment 
of asylum seekers, refugees and migrants via 
their respective mother tongue. He established 
Little Prince Psychiatric Centre, with therapists 
speaking the same languages as the clients. The 
Centre has been frontier in developing of tele-
psychiatry in Denmark since 2000. (www.den-
lilleprins.org). In 2011 he launched Telemental 
Health Section within EPA. He has published 
a number of articles related to telepsychiatry 
development.

connecting minds

Interview with Davor Mucic, MD



Ever more often, the patient sitting 
across us has grown up in a different 
cultural environment, and we lack 
a common language. However, the 
human need to be seen and heard 
is universal. In all medicine, and 
especially in psychiatry, medical 
history plays a crucial role in arriving 
at a diagnosis. When we lack a shared 
language to communicate with, an 
interpreter is required. 
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Connecting minds  
 across cultures and  
languages   
Kreeta Burakowski

Coming from a different culture, the patient's percep-
tion of illness and health can differ significantly from 
ours. In Western cultures, the etiology of illness is 
thought to be biological, genetic and psychical. Oth-
er cultures may have different views, and depending 
on a person and their education, attitudes and beliefs 
about mental illnesses may vary.

Educational background often has a larger impact 
than culture on our perception of health and illness. 
When the patient is not aware of the biological and 
physiological principles, it’s hard for them to under-
stand the biological basis for the symptoms, and thus 
easy to assign the symptoms to a higher power.

Some languages also lack the correct terminology for 
a certain symptom or illness and in some countries, 
the diagnostics for certain diseases f.ex. psychiatric, 
can be almost non-existent. The fear of social stigma 
can drive the covering up of symptoms, as well as 
mistrust of officials. 

When we lack a shared language to communicate 
with, an interpreter is required. Working through one 
can feel laborious and time-consuming. However, 
proper assessment as well as correct treatment is im-
possible, if the patient cannot understand most of the 
questions and instructions. 

Working through an interpreter, one must be ready 
to forgo some of the nuances of words. On the other 

Kreeta Burakowski
Kreeta Burakowski is a medical doctor who works 
as a general practitioner in primary healthcare for 
refugees in Vantaa city, Finland.

hand, the understanding between doctor and patient 
can be promoted with the enhanced use of facial ex-
pressions, gestures and emotional mirroring. 

When communication through an interpreter fails, the 
doctor can easily feel like the interpreter is not inter-
preting correctly. In the code of ethics for interpreters, 
they are told to transmit the linguistic and culturally 
specific, non-linguistic messages as comprehensively 
and in as original a form as possible. The interpret-
er is not supposed to, by their own initiative, explain 
the subject matter on behalf of either of the other par-
ties. Relying on these instructions makes it hard for 
the interpreter to intervene when the communication 
between doctor and patient is working poorly. The 
interpreters often wish for the doctor to inquire more 
specifically when some issue fails to be understood. 

In the case that the communication seems to be fail-
ing, the most efficient solution is to ask the patient, 
if there is something else that is hindering the com-
munication. It may turn out that the patient does not 
understand the concepts the doctor is using, in which 
case they have to be explained in more detail. It is also 
possible that the patient does not understand the inter-
preter clearly because of difference in dialects, or that 
there is some other reason preventing the patient from 
openly discussing their situation in the presence of the 
interpreter. A professional interpreter does not mind 
if the patient requests a different interpreter. Remote 
interpreting is an option when the patient feels uneasy 
about the presence of a third party. 

Psychiatric assessment tools are usually not validated 
with multicultural populations. There are also tools 
developed to help health professionals gather and or-
ganize culturally relevant clinical information such as 
Cultural Formulation Interview with it ́s 12 supplemen-
tary modules which is included in DSM-5- assessment 
tools. It is developed to enhance clinical understanding 
and decision-making, but not as the sole basis for mak-
ing a clinical diagnosis. 

In short, while difficulties remain, we are every day fur-
ther on the road to understanding each other despite 
cultural boundaries. With patience, an open mind and 
relying on good communication skills, it is possible to 
connect minds across cultures and languages.  

connecting minds
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Hybrid Identities  

Hybrid humans

A young male refugee received the following paternal 
advice when reunited in Denmark: You must always 
be 1000 times better than them to be as good as them. 
The experience of being part of an ethnic minority that 
stands outside of the majority of fellow citizens shapes 
ones identity. One must form an identity of their own 
and create a life that may essentially differ from the life 
of ones parents  The attitudes, public discourse, and po-
litical statements, as well as the press, are forcing indi-
viduals to take sides: are you with or against society? 
This contributes to how one views society, what societal 
roles one feels pushed into and what roles assumes of 
oneself. Environmental pressure and demands for adap-
tation are internalized, even if one does not identify with 
the values.  

Migration has many phases each associated with men-
tal reactions. The first is the arrival phase characterized 
by emotions such as disorientation, insecurity, grief, 
loss, guilt mixed with hope and optimism. Then comes 
a phase of resistance and hostility toward the massive 
demands of cultural adaptation, language acquisition, 
education, and work. This phase is followed by a peri-
od of attempts to stabilize and integrate, risking defeat, 
misunderstandings and social exclusion from ones own 
ethnic group.

The longest and most grueling phase in exile is the 
long-standing pursuit of normality and predictability,  
characterized by alternating success in the balance be-
tween the rigidity of home country's cultural heritage 
and the recipient country's massive demands demon-
stratively exaggerated as it e.g. is seen in the citizen-
ship test, which signals that immigrants seeking Danish 
citizenship must have detailed knowledge of cultural 
values that are less clear in the ethnic Danish majority 

population. Others have described a third culture: in 
addition to the culture of the home country (past) and 
the culture of the recipient country (present), there is a 
multicultural culture (future) or diaspora, where a new 
collective culture is formed. This requires individual 
acceptance and decision-making marked by conflicts 
between generations over language, culture, values, 
attitudes, and behavior. The conflicts, together with the 
recipient country's demands for further adjustment, 
contribute to identity uncertainty, depression, anxiety 
and divided families. The result may be that migrants 
decompensate with psychotic symptoms, personality 
changes and family existence crises, where trauma 
from home (and flight) mixes with their current situ-
ation to a complex re-traumatization, where all de-
mands from the environment are interpreted as abuse.

Hybrid identity

Salman Türk (2018) describes an integration model 
with emotional phases of migration based on Jung's 
concept of individuation (the process of getting to 
know oneself in youth). Türk compares the migrant's 
integration process with a repetition of the youth's 
gradual exposure and (re)formation of the 'I'. The 
model is interesting because many refugees in the Mi-
grant Health Clinic are bored, some even tired of, the 
hybrid "version" of those that have been created after 
they came to Denmark.

As for young people, the migrant must (partially) break 
the relationship with family and parents to find new 
friends. This offers a rare opportunity to revise one's 
past (what to take with me and what to avoid). The 
future can be seen from a new, more individual, point 
of view where a cultural and value re-orientation is 

Morten Sodemann
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professor PhD, University of Southern Denmark. 
Morten Sodemann graduated in 1989. He is 
specialised in infectious medicine and his  
Ph D (1996) focused on the treatment of infec-
tions among children in Guinea-Bissau. He is 
a consultant in infectious medicine at Odense 
University Hospital where he founded the Clinic 
for Migration Medicine in 2008. He is profes-
sor in global health and migration medicine at 
Southern University of Denmark.

possible. There may be changes in relational ties, gen-
der relations, religiosity, work, and decision-making 
processes. Migrants, like young people, may need 
to innovate, change, move boundaries, navigate un-
known social contexts learning new rules, languages, 
and roles. They live in constant adaptation (accultur-
ation) stress between the ego and the stranger/new 
ones, slowly developing a new third self and their 
final identity in the new framework. Great emotions 
must be unfolded, tested and controlled in relation-
ships, just as the fear of failure and social exclusion 
threatens ones identity. The anxiety of separation, the 
grief over the lost (safe family, homeland) lurks be-
hind the scenes. The more open relationships outside 
the family strengthen the possibility of being able to 
create a new self-image. But the danger is that in the 
euphoria and fear of failure, a "wrong" hybrid identity 
is created, which neither the person himself nor the 
outside world can come to terms with.

The complex identity you form in the new society is 
not your own - it is a hybrid version neither the indi-
vidual nor the majority population is particularly en-
thusiastic about. It is exhausting to live a double life: 
on the one hand with one's own reassuring cultural 
values and routines and at the same time play the role 

of well-integrated, some would say assimilated, indi-
vidual in the recipient culture. The new identity is a re-
sult of management requirements, mostly cultural rou-
tines, and the individual's desire to be free from more 
pressure.  Living two lives at the same time erodes 
the mental bandwidth and increases the risk of burn-
out, demoralization, and depression. It is a process in 
which the migrant for years struggles to compensate for 
the external pressure by separating the two lives lived. 
But at some point, a de-compensation process occurs 
with the collapse of self-care, overview, common cop-
ing strategies, morale, motivation, quality of life and 
ultimately the survival drive disappears.

The extent to which one adopts hybrid identity, and the 
extent to which one experiences a cultural clash, de-
pends on experience and the social network, but also 
personality traits contribute. The art is to choose the 
best of both worlds, and it requires cognitive strength 
and cultural self-awareness that is not always present. 
Therefore, it is important that healthcare profession-
als have tools and knowledge about the often-hidden 
cross-cultural issues and their background, as well as 
competencies to assist the patient in creating workable 
hybrid identity solutions based on the patient's needs, 
perceptions, and opportunities. 

It is a complex task to settle successfully in a new country. Revision of your past and 
reorientation of cultural values may be required and living a life of double standards 
- retaining cultural traditions but also integrating in the new culture - is stressful. As 
health professionals we need tools and competencies to assist our migrant patients 
in finding solutions that respect their needs.  
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Tarja Melartin is a docent of psychiatry, a 
cognitive psychotherapist and a psychoan-
alyst who has had a long career in Helsinki 
University Hospital. Nowadays Melartin 
works in private sector psychiatry and does 
professional guidance for young medical 
doctors specializing in psychiatry. Melartin 
is the vice president of Finnish Psychiatric 
Association.

Transference and  
 countertransference  
in cognitive and psychodynamic  
   psychotherapy 
 

Transference is a term that is used in psychology and psychotherapy. It was first 
described by Sigmund Freud in his psychoanalytic practice in the 1890s. Freud, who is 
considered as the founder of psychoanalysis, regarded transference as an important 
part of psychoanalytic treatment. Fast forward to the present day and transference 
still plays a pivotal role and is used as a key therapeutic tool in today’s psychodynamic 
therapy. However, is transference as relevant in other psychotherapies? And what 
are the benefits of studying both psychodynamic and cognitive psychotherapies?

Siria Lemma

An interview with Tarja Melartin

Transference describes a phenomenon, in which a per-
son redirects his/her emotions and thoughts of another 
person to an entirely different person. This is often an 
unconscious process, and these emotions and thoughts 
are considered to be representative of the patient’s ex-
periences of early childhood interactions. Transference 
occurs in everyday relationships and it may lead to re-
lationship difficulties and harmful patterns of behavior 
and thinking. Tarja Melartin, a psychoanalytic and a 
cognitive psychotherapist, says that in psychodynam-
ic psychotherapy transference is expected to arise in 
the relationship between a therapist and a patient: “By 
gaining insight of these projected feelings, a therapist  
acquires knowledge of how a patient has experienced 
their childhood relationships”. This process helps the 
patient become conscious of things that have previously 
been left unconscious, and furthermore, it may resolve 
their issues, or at least reduce their effect on the patient.

Countertransference, on the other hand, occurs when 
a therapist transfers his/her unconscious feelings onto 
the patient. This is not a working method but a possible 

problem if a therapist has not gotten to know him/her-
self enough through their own therapy. 

Melartin describes herself as a relational psychody-
namic therapist. In relational approach, the emphasis 
is on the relationship between the patient and the ther-
apist. Unlike in traditional psychoanalysis, in relation-
al approach, the therapist is not expected to present 
a “blank screen”. Traditional psychoanalysis has had 
an idea that the therapist’s neutrality offers a platform 
for the patient’s unconscious to come to light. Melar-
tin argues that this expectation of therapist’s neutrality 
is unrealistic as therapists are also human. Relational 
approach emphasizes the present moment and the fact 
that the therapist also plays a role in interaction.

During her career Melartin has noticed that there are 
people, for whom psychoanalysis is not the best op-
tion. These people have felt alone and isolated during 
psychoanalysis. “Sometimes people need more con-
crete validation for their emotions and to express their 

feelings. This might happen even if a person does not 
have a strongly damaged attachment style”, Melartin says 
and continues, “I like working with people that do not 
have secure attachment styles. These people may have 
bigger difficulties in the beginning of therapy and that is 
why validation, normalizing, and reduction of shame are 
critical parts of the treatment”. Melartin adds that tradi-
tional psychoanalysis never felt like a perfect fit for her 
own personality. She wanted a more interactive role as a 
therapist and a more equal relationship with her patients. 
This and the need for tools to work with people that are 
more vulnerable were some of the reasons Melartin de-
cided to study cognitive psychotherapy.

Melartin’s cognitive training included schema therapy. 
“Cognitive approach talks about schemas and their acti-
vation in therapy”, Melartin says and adds, “Transference 
on the other hand was only mentioned once as a term 
during training”. Schemas that a patient has of themselves 
and of other people are given names and studied togeth-
er with the therapist. “Therapists are also expected to be 
aware of their schemas that may arise during therapy, so 
these would not negatively affect the treatment”, Melar-
tin adds. Yet in cognitive therapy, transference and inter-
action between the patient and the therapist are not of 
focus, and compared to psychodynamic therapy, they are 
not used as a tool. 

To Melartin, therapy has offered much needed cogni-
tive vocabulary and theory, with which she can explain 
things to her patients, who hopefully gain enough un-
derstanding of themselves that they may use these tools 
even when psychotherapy ends. Psychoanalytic training, 
on the other hand, has shown her the importance of in-
teraction and transference. “In long therapies, interaction 
and transference will eventually become important de-
spite the therapeutic approach”, she says and continues, 
“I think with work experience cognitive therapists will 
gain knowledge of transference and the importance of 
interaction, although these are not taught in their train-
ing.” It seems that even if we have these different theories, 
there is something crucially similar when working with 
people. To humans, as a social species, interaction is al-
ways important. 
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Does it influence on the topic of «common fac-
tors» in psychotherapy research?

Hypnosis provides rich opportunities to cultivate the 
therapeutic alliance, positive regard, genuineness 
and patient expectations for the outcome – “com-
mon factors” in psychotherapy. Over the past years, 
the hypnotic state and the procedural factors have 
gained more attention than the relationship factors. 
This has led to a misconception as to what hypnosis 
is, and thus, limited the use of clinical hypnosis for 
the benefit of the patients. Fortunately, the pendu-
lum has swung and the relational nature of hypnosis 
is gaining attention. Hypnosis is definitely an inter-
personal phenomenon. Within a hypnotic frame-
work, relational factors – such as transference and 
countertransference, safety, embodiment, novelty, 
creativity, respect and trust – combined with hyp-
nosis, nurture therapeutic changes in the patients. 

What has made hypnosis clinically relevant in 
psychiatry again, after some curiosity back in the 
1980’s?

Over the years, an increasing evidence base sup-
ports that clinical hypnosis is a safe and effective 
treatment of several conditions – for example acute, 
chronic and procedure-related pain, irritable bowel 
syndrome, anxiety, depression and sleep disorders. 
Clinical hypnosis also appears to increase the effect 
of other therapeutic approaches, and can be useful 
as part of a complex intervention in the treatment 
of complex disorders such as chronic pain. I think 
this has contributed to increased awareness, knowl-
edge, accept and utilization of hypnosis as a valu-
able treatment alternative. 

I also hope that the increasing awareness of the ben-
eficial effects of clinical hypnosis reflects that the 
biopsychosocial illness understanding is gaining 
terrain. Within the frames of an outdated picture of 
the traditional biomedical illness understanding, the 
phenomenon of hypnosis is difficult to grasp. 

Clinical hypnosis  
 – a revitalization of the  
art of medicine

Helene Helgeland, MD, PhD is a specialist 
in child and adolescent psychiatry at the 
Department of Child and Adolescent  
Mental Health in Hospital at Oslo Univer- 
sity Hospital.  
She is the head of the National Compe-
tency Service for Complex Psychosomatic 
Conditions in Children and Adolescents. 
Together with Maren Lindheim, specialist 
in psychology, she leads a postgraduate 
education programme in clinical hypno-
sis and communication for doctors and 
psychologists working with children and 
adolescents.

What is the content of the term clinical hypnosis? 

Clinical hypnosis is a relational process where hypnosis 
skills are used in the treatment of medical or psycholog-
ical conditions. Today, there is an increasing interest in 
the therapeutic effect of beneficial clinical communica-
tion where the fundamental elements of hypnosis are 
applied. In this perspective, you may say that clinical 
hypnosis is a communication skill set to promote bene-
ficial change of the patient’s mind through the therapeu-
tic relationship. The purpose is to reduce symptoms and 
increase the patient’s experience of coping and control.

Today, we have sound documentation of the efficacy 
of clinical hypnosis in the treatment of a number of 
medical and psychological conditions. Thus, hypnosis 
should be part of the established treatment options for 
many patient groups in different age segments. 

It is important to note that clinical hypnosis is not a ritu-
al or procedure. Knowledge about and skills in hypno-
sis should be deliberately integrated into clinical prac-
tice to promote adequate and effective treatment for the 
good of the patient. 

What are the advantages of clinical hypnosis for 
therapist and patient?

Arguably, we can say that changing the patient’s expec-
tations about the course of symptoms and illness or the 
experience of control in a given situation is an import-
ant part of the treatment. If so, the clinical encounter 
provides an excellent opportunity. As I see it, deliberate 
use of hypnotic communication cultivates change, and 
promotes self-efficacy, resilience and psychobiological 
health in the patient. This is undoubtedly for the benefit 
of the patient. 

To me as a therapist, clinical hypnosis is a powerful 
interpersonal communication tool to cultivate thera-
peutic change. Knowledge about and skills in hypnosis 
permeates everything I do and say in the clinical en-
counter – and thus, expands and enriches my thera-
peutic interactions with the young patients and their 
families.  

Last, but of no less importance – hypnosis is playful 
and fun! Imagination, creativity and play are all central 
elements in clinical hypnosis.

In the last issue of the Journal of the Norwegian Medical Association  
(English summary at www.tidsskriftet.no), an update is given on the use of hyp-
nosis in clinical work with child and adolescent patients. They are now educating 
clinicians in this skill set. The interviewer experienced a déja-vu from the 1980’s 
and contacted the first author with his immediate questions.

Ola Marstein

Interview with Helene Helgeland

connecting minds
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How to Communicate  
 with Someone with  
Autistic Spectrum Disorder  
  (Asperger Syndrome)

Interview with Kristina de Vitte

Ramunė Mazaliauskienė

Do you experience any type of communication difficul-
ties while dealing with "neurotypicals"? What type of 
difficulties?

It can be difficult to follow a conversation, at times I 
find myself 'zoning' out – especially if the subject of the 
conversation doesn't particularly interest me. Further-
more, sometimes things go over my head, especially 
when the conversation turns more theoretical or when 
a sentence can be interpreted in more than one manner, 
though I find that people don't begrudge an explanation 
if requested. Often, I find it difficult to navigate the sen-
sitivities of others, I find that I'm too blunt at times which 
can offend or make other people uncomfortable. I'm a 
lecturer, and as you'd expect I'd prefer that people listen 
and I talk, rather than the other way around. I'm stub-
born and headstrong. It can make me very overbearing, 
as I can't help but to get the last word in before walking 

away. It's one of the reasons I dislike interacting 
with people. I struggle with group work, as if I can't 
lead - I'd not participate at all. I'm usually conflict 
averse, I tend to let out all my pent-up grievances 
in one go, which can be scary for others, which 
is why I try to just walk away from the situation. I 
find that my outlet for it all is my business, which 
has been and continues to be successful under my 
decision-making, which makes both me and those 
around me happy. 

Do you notice that other people experience diffi-
culties while communicating with you?

It is often very difficult to tell, unless they're di-
rect about it. Sometimes you can tell a person is 
uncomfortable in a conversation because they 
wear their heart on their sleeve, however, at oth-

Kristina De Vitte is an assistant lecturer at the 
Lithuanian University of Health Sciences, she is 
also a farmer and a farm owner. She is a person 
who has been diagnosed with Asperger syndrome 
in adult age; it happened after three of her four 
children received diagnosis of autistic spectrum 
disorder. Kristina is involved in a lot of activities 
in which she shares knowledge about what does 
it mean to be an autistic person, and she is very 
creative in that. 
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er times it's almost impossible to tell what someone 
is thinking. I imagine for every instance I notice - a 
lot escapes my notice. Though for the most part, this 
question is answered in my first answer: As long as 
people are willing to defer to me, I'll have no prob-
lems participating, but if they try to control me, I'll just 
withdraw. Furthermore, I can come off as stand-offish 
as instead of directly outlining my grievances, I make 
my displeasure known with sarcastic and passive-ag-
gressive comments.

When did you notice your communicational pecu-
liarities, and has ther been any change? In what 
way?

I feel like I've always been aware that I'm different. 
Even as a child everyone around me seemed so rad-
ically different from me. With time the thing that ul-
timately changed was that I became aware of why 
everyone around me was so different – I feel more 
comfortable knowing why I have unique difficulties, 
it also helps to distance myself from the less than kind 
opinions my peers would share in regards to my as-of-
then unknown condition. 

What type of communication do you prefer? Is there 
any "golden standard"?

To put it simply the golden standard would be no com-
munication, however that is unrealistic, as such I have 
to settle for forms of communication that do not involve 
having to talk to someone in person as much as possi-
ble, be it over the phone or other digital methods. I find 
interacting with others troublesome, less so when I'm 
the one leading the conversation, but that isn't always 
the case. Listening to others can be hard, especially 
when it concerns a topic that doesn't particularly inter-
est me. As a lecturer I find that the transition to digital 
forms of communication has made my life a lot easier, 
in large part because I find interacting with the students 
much less uncomfortable when it isn't in-person. 
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Telepsychiatry  
– mobility through technology
Melissa Authen Weibell

In an average year, between one in six and one in five people in the adult popula-
tion will develop a mental illness. Half of these people will have more than one ill-
ness at the same time. About one in three people with depression get their diagno-
sis from primary care and only one in seven get help in secondary care. We know 
that despite the high prevalence and potentially disabling consequences of mental 
disorders, mental health services are often deficient, leading to the “mental health 
gap”. Further, services are often located in urban areas, worsening the divide  
between rural and urban areas.

Melissa Authen Weibell  (MBBS, PhD) is 
chief consultant at the Dept of acute and 
intensive psychiatry, and consultant at the 
TIPS unit (Early detection and treatment of 
psychoses) at Stavanger University Hospi-
tal, Norway. She is a board member of the 
Norwegian Psychiatric Association.

Society as well as the health care system as we knew it 
changed overnight for most of us in March 2020 and with 
this, “telepsychiatry” gained new wind. Social distancing 
and isolation very rapidly became household words and 
the concept of “TISK” (testing, isolation, contact tracing, 
quarantine) has had a direct impact on the morbidity and 
mortality of our population. Novel methods for provid-
ing care were introduced in most places to provide sup-
port and active help. One of these, telepsychiatry is the 
process of providing health care from a distance, through 
technology, often using applied videoconferencing. The 
concept encompasses a variety of services, ranging from 
psychiatry assessments, therapy (individual therapy, 

group therapy, family therapy) to patient education 
and medication management. 

Videoconferencing was first introduced during the 
1950s, and by the 2000s, it was seen as effective, 
though different to in-person care. It is considered 
equivalent to in-person care in terms of diagnos-
tic accuracy, treatment effectiveness and patient 
satisfaction and it is recognized that it often saves 
time, money and other resources. In some settings, 
such as for children or adolescents on the autistic 
spectrum or for adults with disabling anxiety, te-
lepsychiatry may even be preferable to in-person 
contact. 
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Several guidelines exist and have been published by 
RCPsych, CDC, Australia and New Zealand as well 
as Canada, among others. Guidelines all recommend 
that remote consultations should be encouraged where 
safe and appropriate, taking care to consider suitability.  
Though many patients may be unperturbed by the pos-
sibility of a video consultation, care should be taken 
in order to gain the patient’s own view on technology, 
and adapted if needed. Explicit consent should always 
be sought and the patient should retain the option to 
withdraw from the process at any time. Another issue is 
confidentiality. One should think twice before engag-
ing in individual therapy with a person in an internet 
café, though if thoroughly evaluated and deemed safe, 
this could still be considered suitable. The same would 
be the case for mental capacity, in which specific at-
tention must be given concerning whether the patient 
is able to give informed consent.

Bringing focus down to hardware and practicalities is 
also important. When utilising telepsychiatry, or any 
form of telemedicine, one should always have a back-
up plan. Many patients struggle with self-harm, sui-
cidality or domestic violence and all patients should 
be assessed in terms of risk and whether the use of 
video consultation is appropriate and safe. Who can 
you contact if the line goes dead or the patient does 
or says something unexpected that you cannot control 
through the screen? Do you have an alternate method 
of contact if the patient hangs up or the connection 
fails? Moreover, even when the consultation itself is 
going according to plan, it is essential to have equip-
ment that works reliably and that provides a service, 
which complies with security features such as encryp-
tion, passphrases or two-factor authentication.  

Numerous studies report high willingness to use this 
model of care as well as high ratings of patient satisfac-
tion. Despite this, some may remain sceptical concern-
ing efficacy and quality. Negative perceptions and ex-
pectations should not be ignored, as they may predict 
actual use and satisfaction.  The most frequent barrier 
reported is a view that telepsychiatry is less personal. 
Decreased ability to detect non-verbal cues across a 
screen or difficulties in picking up nuances and emo-
tions as well as gestures such as handing tissues to a 

tearful patient or moving a chair closer in support 
may carry important emotional significance. Guide-
lines advise particular awareness in some areas when 
talking to a computer screen; such as using clear lan-
guage, a slower pace of talking, more articulation, 
as well as a focus on the use non-verbal cues. This 
goes for both the therapist, and the patient. Lighting is 
important, as is focusing on the camera, and not the 
patient’s eyes. Interestingly, clinicians appear to rate 
patients’ comfort and satisfaction less highly than do 
patients, and they rate patients’ levels of comfort as 
lower than their own. 

Video consultations are not the sole way for commu-
nicating with patients or other health care workers re-
motely. There are a number of apps and other digital 
technologies that can be beneficial for health. A tip 
here is to consider whether the app is appropriate. 
For instance, some apps may not comply with data 
security standards and these should only be recom-
mended with caution. The American Psychiatric As-
sociation (APA) app evaluation framework suggests 
that users (patients and clinicians) evaluate safety and 
privacy, evidence, ease of use and interoperability pri-
or to using health apps. 

Just as with regular consultations, there are a num-
ber of things that require consideration and planning 
when using telepsychiatry. This said, the potential 
benefits for use in rural areas, through catastrophic 
events or during pandemics, are large. In addition, 
telepsychiatry provides new opportunities for rapid 
communication both between health care workers, 
and between health care workers and patients. Final-
ly, telepsychiatry presents a unique opportunity to ex-
plore the possibility for more tailored care. 
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Communication in the Time   
 of Pandemic  
  
Goda Tikniūtė
Interview with Prof. Rūta Petrauskaitė 

What is in your opinion the major change in communi-
cation that is crucial for the relationship among people 
during pandemic?

The role of language, the impact of words on our men-
tal health and well-being has always been big, however, 
during the lockdown it became of paramount impor-
tance since mediated communication deprived us of its 
non-verbal part (gestures, body language) that conveys 
meaning and speaker‘s intentions together with language. 
In face-to-face communication people behave and react 
differently. It is easier to interrupt, to ask questions and to 
correct oneself in order to avoid misunderstanding when 
communicating face-to-face. The lockdown left us only 
with audio and video connections that transfer voice 
modulations, intonation and facial expressions with no 
non-verbal cues. This has increased the importance of 
language.

Have you observed changes in ways how people com-
municate during the lockdown? If yes, what kind of 
changes?

Public communication, the media, became much more 
important in everyday life as news started having a di-
rect influence on people’s lives and everyday activities. 
News portals increased their readership and naturally 
their influence on society. The same holds for the social 
media networks that serve at the same time as both the 
medium of communication and a source of information. 
All the media channels mostly play a role as content pro-
viders, nevertheless, the way they do it and the language 
they use is as important as the content. Language used in 
public communication causes our immediate emotional 
reactions. It affects our mood and in the long run it in-
fluences mental states and well-being in general. Most 
people are unaware of how language used in the media 
affects them so if we want to mitigate its effects, we must 
raise our awareness and understand what is going on. 
This is going to be the main issue of this interview.

Investigations on how the media affect their read-
ers during COVID-19 have been carried out and 

published. One of them, called „the commu-
nication of irritation“ (https://www.vdu.lt/cris/han-
dle/20.500.12259/127422) presents a pilot study of 
headlines on the topic of COVID-19 in four Lithua-
nian news portals during two weeks of the first and 
the second quarantine in Lithuania. The study re-
veals the main functions of the headlines analyzed. 
An overall tendency was found to be that of irrita-
tion. Information in 66,1 percent of the headlines 
were expressed in a negative way, i.e. they were 
explicitly focused on dissatisfaction with the situ-
ation, feeling of insecurity and societal problems 
caused by COVID-19. Besides, they were formulat-
ed to highlight distrust, miscommunication and the 
atmosphere of fear. The other two functions had to 
do with providing information mixed with subjec-
tive interpretations and evaluations (31,3 percent) 
usually presented in a dramatic and hyperbolized 
expressions. Only a small part (2,6 percent) of the 
headlines were presented in a neutral way and pro-
vided an informative summary of the contents of 
the text.

Why the headlines have been chosen for the in-
vestigation?

Well, the headlines have been chosen as the object 
of research because of their visibility and readabil-
ity. As some previous research shows most read-
ers confine themselves to the headlines and never 
read texts under them. Thus, headlines became a 
kind of autonomous texts but because of that the 
negative impact of the language of news is even 
bigger. News articles usually are more neutral, they 
provide a more detailed information that is usually 
contextualized, explained and relativated. Head-
lines, on the contrary, are meant to be scandalous, 
eye-catching and therefore clickable for commer-
cial reasons. Moreover, they impose an interpre-
tative verbal frame on uncritical readers leaving 
them with a ready-made negative evaluation. Even 
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if readers are rationally aware of the bias, emotion-
ally they respond as expected, i.e., they get irritated, 
depressed, etc. The same reaction can be caused by 
the amount of news reports. The media attention to 
COVID-19 was phenomenal. Information about the 
coronavirus accounted for almost 56 percent of the 
total information flow in Lithuania during the pan-
demic. Compared to how other events of national 
importance were covered in the media, the number 
of media reports about the new virus were more than 
double. Even presented in a neutral language omni-
present pandemic news have a negative impact on 
our mental state. According to the authors of the pa-
per, the so-called communication of irritation goes 
very much against the main recommendation during 
the crises of public health. It suggests using neutral, 

calm language, analytical approach and fact-based 
argumentation to protect people from even bigger 
anxiety and psychological discomfort.

The negativism of headlines is an old, identified and 
well described phenomenon. It is a kind of a litmus 
paper to test the media for its tabloid bias. Negativ-
ism comprises a great variety of linguistic means that 
arouse negative personal reactions. The period of pan-
demic revealed one specific feature of this phenom-
enon, i.e., military rhetoric mostly manifested by war 
metaphors. Militaristic language is also well-known 
to linguistics; however, it acquires new forms every 
time it pops up in the times of crises. In the totalitarian 
states, e.g., in Soviet Union, military rhetoric was a 
stable feature of the public discourse.

Goda Tikniūtė  works as psychiatrist and 
psychotherapist in Kaunas. Before becoming a 
doctor she studied communication sciences in 
Vytautas Magnus University, and Rūta  
Petrauskaitė was her research supervisor. 

Rūta Petrauskaitė is a professor of lin-
guistics at Vytautas Magnus University. Her 
research interests comprise a range of topics 
in corpus based media communication, and 
discourse analyses. She initiated and super-
vised compilations of the first big corpora of 
the Lithuanian language and corpus based 
research in most fields of linguistics.
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What in your opinion happens when we use military 
terms to describe our lives?

In the language, as in the war, two opposing camps are 
named, two sides of barricades are constructed. This is 
how a complex real-life situation is oversimplified and 
distorted leaving just two colors – black and white – in-
stead of all the colors of a rainbow. This is a well-known 
propaganda trick employed by people who pursue their 
own aims and try to manipulate public opinion. The over-
all aim of a military jargon is to arouse the sense of inse-
curity and to force people to take one of the two opposing 
sides. The language is used to construct a bipolar, con-
fronting model of reality that eliminate doubts and dis-
cussions as well as any argumentative approaches. Such 
a model of reality is based on “one truth “, domination 
of a stronger party and a fight without any rules. In our 
present-day situation, it is the COVID-19 and not a group 
of people is said to be on the other side of the barricade, 
nevertheless, while using military jargon, war metaphors, 
we are trapped by the confrontational pattern of thought. 
If we repeat cliches of military language and take over 
stereotypes of propaganda discourse, we participate in 
enchanting military rhetoric. It does not matter that much 
whether we reproduce such a language unconsciously, 
being unaware of its power, its feedback in any case is 
negative, ranging from just a lost peace of mind to apoc-
alyptic mood.

Bipolar way of thinking infects social relations and caus-
es social oppositions. They manifest themselves in the 
social media where two camps (if not more) juxtapose 
their opinions concerning COVID-19 and related issues. 
As an outcome two streams of polarized attitudes can be 
observed, expressed in the most radical linguistic forms 
ranging from angry irritation to bullying or even virtual 
violence. Anyone that expresses opinion different from 
that in the mainstream media falls victim to name calling, 
labeling, ungrounded accusations expressed in a vulgar 
language. Such a language is meant to eliminate a certain 
layer of the society and marginalize them.

The “noble“ aim as declared by the holders of the “right“ 
opinion, i.e. to “fight disinformation“ does not excuse their 
linguistic means. Sneering is applied to everybody who 
radically disapproves of measures to deal with COVID- 19 
or just has some slight doubts. It goes without saying that 
in such an atmosphere discussion or empathy towards 
fellow citizens is out of the question. The marginalized 
group is accused of all possible unrelated drawbacks such 
as illiteracy, psychological problems, complot theories, 
support of Russian propaganda and the like. People of the 
group are presented as a caricature, their statements are 
distorted, ungrounded conclusions are drawn from small 
fragments of their statements and counter arguments, if 

they exist at all, are only of one type, i.e. ad ho-
minem. Moreover, monologues and comments are 
moved from the social into the mainstream media 
and cause an avalanche of anonymous hate speech 
comments. 

The situation that you present reminds of the 
mechanisms described by S. Freud: splitting, when 
the world around is conceived as consisting only 
of friends and enemies, projection when someone 
else is accused of the unacceptable features of 
oneself and defense mechanisms that are typical 
of the most primitive psyche or circumstances of 
great anxiety. Such mechanisms, tendencies and 
situations manifested themselves during World 
War II but we can trace them nowadays also. How 
can you comment them?

It is hard to say whether the mechanisms mentioned 
above are just outcomes of societal crises or wheth-
er they become more expressed and more visible in 
crises. But it is obvious that they make crises even 
worse and more dangerous.

Maybe you know the way out from the present 
situation? How could language be used to unite 
instead of splitting our society?

I believe in all awareness raising habits and activi-
ties, especially when it comes to linguistic aware-
ness. We should be more critical towards what we 
hear and what we read and more aware of how we 
use language ourselves. The power of language is 
huge so we should be very cautious using it. Every 
single word matters.

Against the background of the present-day linguistic 
aggression I appreciate the attempts by the Global 
Initiative on Psychiatry to replace just one word “so-
cial“ in the pandemic term “social distancing“ by 
a more suitable and less discouraging term “phys-
ical distancing“. It is meant to draw our attention 
to the fact that it is only physical distancing that is 
required, socially we should be as close as possible. 
That is very important not only for those who have 
mental or psychological problems but to all of us. 
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Reflections on  
 communicating   

“Are they a he or she?”, I asked the young man in front of 
me. We were meeting for the first time in his GP’s office. 
He was referred for assessment of possible ADHD, and 
I was just checking up on his social situation. He men-
tioned that he lived with his darling, and I routinely ask 
this question, having learned that there could be at least 
two possibilities, to keep it simple.

“He”, he replied with only a little hesitation. “I did not 
know that”, said my colleague, “he’s been my patient for 
10 years”. The young man told us this was one reason 
he liked life in Norway – back in his home country he 
would not survive if this was known. “I would be pushed 
from some roof, beaten to death or kidnapped”. I was 
actually surprised, though not really shocked by this. But 
I was impressed with his stoic calmness when he told us 
this. As a matter of fact, a matter of life – and death.

Communicating must have a purpose, and it must have 
its means. For a psychiatrist the purpose is to prepare a 
secure ground. A ground where the patient has never 
roamed. A place he might be afraid to enter. There he is 
able to explore aspects of himself and his life, not least 
the unknown forces operating within him, out of his 
reach and control. But he can also convey to his helper 
a sense of the context his life is immersed in. What his 
closest kin are allowed to know about him and whether 
they are a real support or a threat to his existence. 

The doctor can behave in many ways during a consul-
tation. There are general rules of respect to be observed, 
also specific psychiatric rules, I guess. But in order to 
establish a safe space for the patient to use, the doctor 
has to offer a bit of himself. A straight vision in the pa-

tient’s eyes at important stages in the conversation. A 
friendly, even surprised laugh when it is not offending. 
An anecdote from other patient histories to show this 
one is not alone in his experiences and troubles. 

A clear willingness to take responsibility for one’s ac-
tions is indispensable. But there are borders, without 
clear signposts. What do you do when you feel that 
you are in a state that you cannot present yourself – 
or “your self” – to your patients? At the time of writ-
ing I sit with bruises over my nose and lips, and one  
little finger in plaster. The plaster thing has happened 
before, and does not bother me. But showing myself 
with bruises, that is a “no”. Why? Is it because it steals 
the attention from the patient’s story into the thera-
pist’s? Or is it because it would reveal that the thera-
pist is also a vulnerable being, only a human? Anyway, 
it stops me from my video meetings for some days. 
Should I tell what happened? No, I only state that I 
have been hindered from attending the sessions the 
next days and that we will meet next week as sched-
uled. It really feels like a compromise, somewhere 
between silently dropping out and stealing the show 
with my story, a behavior which also feels like begging 
for pity. I realize this is a tale of an unresolved puzzle.

Where do I want these stories to lead? To here: Trust 
the patient and trust yourself, that you have something 
that the patient needs. Maybe he even knows that – 
and he should not be disappointed. 

Ola Marstein

The chief editor asked me to share 
some personal experiences, so here it 
goes – reflections by an experienced 
clinician, but still a simple mind.

Ola Marstein  Private psychiatrist in 
Oslo, Norway; recently retired from 
Special advisor to the Norwegian 
Psychiatric Association
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The boring patient
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The boring patient

Maybe it’s a bit too late for an old, retired psychiatrist to 
launch a dialogue about the boring patient. 

A reflection of medical work for more than half a decade 
brings to mind a greater number of pleasant instances 
than sad or difficult ones. Medical histories do not remain 
very well in one’s memory; events tend to dwindle away 
and perhaps suppression is helpful or some other “mental 
protection”  for putting aside boring things from the past.

Upon my first involvement in clinical work, I soon be-
came aware of the fatigue among the doctors in dealing 
with patients who were referred to as querulists. In most 
instances these were middle-aged women although men 
were also in such a category. These patients seemed never 
to get enough of interaction with their doctors, either in 
their capacity as specialists or general practitioners. The 
complaints were basically about pain, insomnia, or con-
stant fatigue syndrome. As a newcomer and beginner in 
the field I soon began wondering about the possible cause 
of this. Repeated research rarely yielded any workable an-
swers. The doctors were at a loss and some found ways to 
avoid such patients. Occasionally, rare physical illnesses 
were detected after extensive search and everyone be-
came “happy”. Most often this led to a longstanding “alli-

ance of pain” between the doctor and the patient. I 
had to accept older doctors´ diagnosis of this being 
psychoneuroses which was literally deemed as in-
curable. 

Later on, in my capacity as a psychiatrist, I start-
ed to examine matters and discovered that many of 
these patients had anxiety disorder. This changed 
the options of treatment and the old querulists dis-
appeared and were replaced by “recovery phobia”. 
The principal symptom of this was a lack of am-
bition. Let us categorize the group of patients into 
private practice patients and hospital patients.   

When I cleared out my private practice after 45 years 
of service, I discovered more than 10,000 names 
and most psychiatric diagnosis as listed in the In-
ternational Classification of Disease (ICD). It goes 
without saying that in most instances the tasks were 
pleasant and in fact rarely boring. When reflecting 
upon the boring instances I recall first and foremost 
my amazement of patients’ lack of ambition when it 
came to negotiations and commitments. An exam-
ple is a patient who had mild symptoms that were 
beginning to heal, however, was far from full recov-
ery. Solitude and loneliness became the next tasks 

Brynjólfur Ingvarsson

Brynjólfur graduated from the Medical School of the University of Iceland in 1966 
and after two years of service in Iceland he started studying in his specialist field 
of psychiatry in Sweden and Denmark. Upon return in Iceland he started serving 
as a psychiatrist in Akureyri (1973-2018), mainly as a specialist at the psychiatric 
ER at the Akureyri Hospital, as well as running a private practice. He participated in 
the grass root activities of people with psychiatric disorders and cancer patients. As 
years went by, Brynjólfur became increasingly interested in equestrianism and writ-
ing. He published six books of poetry in the last century and translated two books 
from Swedish: Crisis and Development, by Johan Cullberg (AK 1978, 1981, 1985, 
1990) and Conflict Treatment by Lasse Brännlund (AK. 1993).  He has furthermore 
written various newspaper articles, education booklets and other materials on psy-
chiatry.  

Brynjólfur Ingvarsson, born in 1941, 
is a retired Icelandic psychiatrist who 
resides in the town of Akureyri, North 
Iceland. His wife was a biomedical  
scientist (1943-2008). They had five 
sons, 10 grandchildren and one 
great-grandchild.
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Brynjolfur with Spanardis after a short ride. 

and various methods were sought. When a doctor sug-
gested group session with other patients, i.e. grass root 
therapy, the response by the patient was too often  “…
thanks but no thanks”. Even though an offer was made 
to accompany the patient to his/her first group session, 
without any commitment in the beginning, the response 
was “…thanks but no thanks”. Those who thus selected 
to hold on to their pain, convinced me as time went by 
of the principal cause being an absence of ambition. Af-
ter working closely in recent years with individuals with 
long-term mental disorders and having participated in 
group sessions with the users, I have become increasing-
ly convinced about how ambition is the greatest deter-
minator about who recovers significantly and who does 
not. Witnessing this can be boring, however, I find refer-
ring to these patients as boring patients a bit excessive. 

The story is different when it comes to hospital patients. 
We cannot choose when emergency service is con-
cerned; we just have to take what comes. As the only 
psychiatrist at the Emergency Ward of the FSA hospital 
in Northern Iceland in my first 10 years of service, I was 
constantly on duty and saw all the patients. There was 
rarely time to especially treat the patients who were cat-
egorized as boring patients. I have nevertheless come 
across a diary entry from 1982 which reads as follows:

A woman I slightly treated 
died yesterday:

Good bye, and let us sing a farewell-song
with happy feeling at the end of day.
A woman with the meanest, vicious tongue
in Akureyri has just passed away. 

This brings to mind a long forgotten interaction with 
patients who were boring. The main distinctive fea-
ture of such patients is constant distortion and soph-
istry literally about anything being done for them. Any 
corrections fell into unfertile soil, and argumentation 
proved useless. A few focused on malicious backstab-
bing. I am not referring to patients with misconception 
or psychosis; instead more or less patients with per-
sonality disorders. The same make unreasonable de-
mands on their doctors or the system, but very limited 
demand upon themselves.

Conclusively, compulsory internment must be men-
tioned, as well as compulsory treatment. During my 
first years in Iceland we, Icelanders, were way behind 
the Nordic countries in terms of legislation. Fortunate-
ly, improvements were made late in the last century. 
The most impressive measure pertained to the right of 
patients to appeal or have a re-assessment of a decision 
to place them under compulsory internment. Notwith-
standing the aforementioned there were exceptions 
of patients never accepting such a forceful measure 
and launched a long-term “opposition” against their 
treatment. Furthermore, there were instances of un-
necessary problems. I particularly remember a patient 
who demanded over the following 40-year period that 
the relevant general practitioner and the psychiatrist 
should be sued and dragged before a court of law. 
Here in our small community this could be somewhat 
tedious although there could be some humorous sides 
to individual situations. 
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Problems of expression 
 in psychiatry 
   

Ever since this time mankind has spoken many languag-
es, hindering all interaction between people. A few at-
tempts have been made to create a universal language 
that could unite mankind. The most famous of these is 
Esperanto created by the Polish Jew and ophthalmologist, 
Ludvik Zamenhoff at the turn of the 19th century. He was 
a sincere pacifist and felt that a universal language for all 
mankind could prevent warfare. However, this language 
never spread to the extent its creator had hoped. World 
War One with all its suffering and hardship was a major 
disappointment to Zamenhoff.

The English language came closest to being a universal. It 
suits well in many respects because speaking bad English 
is easy. Generally, a native English person can and uses 
some 10,000-30,000 words. One can easily exist at busy 
tourist venues just by using only 500 words. The grammar 
is easy compared to several other languages; this means 
that many people think they speak good English despite 
their limited know-how and lack of vocabulary. More 
often than not this causes endless misunderstanding as 

many think that the person they are talking to has a 
better understanding and is more capable whereas 
the fact is that this causes extensive misunderstand-
ing. Both parties misunderstand each other. This is 
quite common in psychiatry where competence in 
expressing one’s emotions is of utmost importance. 

The finer aspects and diversity of emotions put’s 
one’s language skills to the test. Frequently, expres-
sion becomes superficial as the patient does not 
possess the language know-how to express his or 
her real psychological situation.

When the English language does not suffice, an in-
terpreter needs to be recruited. Usually, this goes 
well although this also involves various problems.  
What should be the gender of the interpreter? Does 
the interpreter speak a correct dialect? Does the in-

Óttar Gudmundsson

According to the Old Testament, the 
entire human kind spoke one and the 
same language. There was much  
arrogance, however, and a decision was 
made to build a tower that would reach 
up into the sky: God punished them for 
their arrogance and mixed their language 
rendering them unable to understand 
one another and would abandon their 
plans.

terpreter convey everything correctly and honestly? Is 
the interpreter unbiased?

I have worked with many interpreters and have learned 
that the smaller the community is the more difficult it 
becomes for the patient to trust the interpreter. The inter-
preter may know the patient’s immediate family or may 
be involved in some kind of internal conflict within the 
relevant ethnic group. The interpreter’s gender frequent-
ly causes problems. Men often find it difficult to accept 
a female interpreter and women often lack trust in male 
interpreters. These are all issues the psychiatrist must 
bear in mind.

Interpretation by telephone has worked well for me. 
Such interpretation method is more impersonal and the 
patient does not see the interpreter, which in turn creates 
more relaxation and trust. 

There is several interpretation software (interpretation 
machines) on the Internet. Such software can be quite 
useful; however, have a tendency to misinterpret and 
thereby rendering the translation as strange, even weird. 
This can easily be seen in emails I receive every day 
from distant countries where the sender has obviously 
used translation software. The content and intent of such 
mail are frequently confusing even though including 
informing me of being the owner of a fortune abroad 
and that the only thing I need to do is to dispatch my 
personal information and bank number in order to open 
the flow of gold.

Attempt is made in psychiatry to comprehend people’s 
emotions; hence expression is paramount when reading 

into non-verbal expression, facial expression, the tone 
of the voice, etc.

The increasing number of immigrants and growing 
tourism increase the need for interpretation service. I 
am a great believer in technology and think that inter-
pretation by telephone will become increasingly more 
common in years to come. Translation software will 
become better and perhaps it can be relied more upon 
in years to come. 

Óttar Gudmundsson, MD
Psychiatrist. Landspitalinn,  
University Hospital, Reykjavik
Iceland
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The "Difficult Patient"  
 vs. the "Difficult Doctor"
 
   

John, gaunt and grayish-looking, is invited into the doc-
tor´s office after 20 minutes delay.

Gudrun, the oncologist, gazing at the computer screen, 
invites him to sit down. „Sorry to keep you waiting“.

John, slumped in the chair: „ Guess it´s all right. I am used 
to be kept waiting“ 

Gudrun, doing her best to sound cheerful: „And how are 
we doing today“?

John: „I don´t know how WE are doing, but I am not good.  
Terrible in fact. The new painkiller is not doing anything 
for me. You are not doing anything for me“. 

Not a good start for what is expected to be a supportive 
conversation. Let me give you some background. John, 
58 years old, with metastatic colon cancer, a career as 
a chronically frustrated teacher, his wife an administra-
tor at the Ministry of Welfare. Gudrun trained as an on-
cologist at the Karolinska, moved back to Iceland due to 
family issues, with two children and husband, leaving an 
unfinished doctoral thesis behind. Now working in an 
understaffed oncology clinic at the University Hospital in 
Reykjavik. 

Gudrun, turning in her chair and, looking for the 
first time straight at John. „How can you say this? 
Your new medications are working, (gazing again at 
the computer screen) your blood tests came out just 
fine. To Florida with your wife. Wonderful vacation. 
I don´t understand“.

John, with something resembling a smile on his 
face: „OK. So is my suffering now part of the treat-
ment“

Gudrun, leaning back in her chair, takes a deep 
breath: „ I am doing my best to help you. I am not 
known for giving up. In fact, I am working my ass off 
in this hospital. And the team has been amazing“.

John: „Oh yes. The team.  Just forgot…. the TEAM“. 

Obviously, a clash. So, A little more background in-
formation. John got up late. His wife was stressed, 
had to drop him off at the hospital before an im-
portant work meeting. Their relationship has often 
been strained, mostly due to John´s passive-agres-
sive behaviour, inducing guilt in others. Gudrun, 
her perfectionistic demands of herself (remember 
the doctorate thesis), lead to interpersonal clashes. 

Högni Óskarsson

Her daydreaming, ADD-diagnosed artist husband is of 
no help. She had been late for the appointment with 
John, got cought up in overexplaining something to the 
junior staff.

So, who is the difficult one?

Obviously, the patient is negativistic, passive-aggressive, 
feels he is playing second fiddle in his wife´s life; feels 
devalued by his inattentive physician, both before and in 
their meeting. He is in severe somatic pain, but mostly 
fearful of his prognosis. The doctor, struggling with sub-
conscious fears of being inadequate, is in no mood to be 
confronted with the minor lapse of being late, and the 
difficulties in alleviating the patient´s fear and pain.

Culprit: Neither one.

Solution: Not only do we need to use empathy and 
understanding of our patients, but we must know our-
selves, our interpersonal strengths and weaknesses. This 
also includes recognition of our stress level, and, in to-
day´s work environment, to be aware of the syndrome of 
burnout rearing its ugly head. 

Advice: Before you enter the workplace in the morn-
ing, pause, take a deep breath,  think of  whatever 
unfinished issues may be troubling you. Leave them 
outside. 

Högni Óskarsson
Semi-retired from office-practice in psychiatry, 
with emphasis on psychotherapy.
Current academic focus on suicide research.

The following story is an example of how our sessions with a patient may go off-
track without our realizing what is happening until it is too late, quick to blame the 
patient as the „difficult one“. This is not a real-life story, but one based on my experi-
ence working in a supervising capacity with doctors, in our own field and in oncology. 
This is a composite picture from many sources, originally written as a script for an 
educational video. Privacy is protected as this is not based on any particular persons 
or events.
The main point being made is that, yes, patients can be difficult, boring, negativistic 
and blaming. The tendency is to blame the patient. We, as professionals, have to 
work with and work through difficult moments with our patients. This requires being 
observant, empathic and skilful. At the same time, we have to be aware of our own 
issues; be they imported from our private lives, from work or our countertranference, 
acted out in a session.
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Psychoanalysis today
   

I wrote this at a coffee shop. Next to me sat two young 
psychologists so I asked what they would like to know 
about psychoanalysis. They said: How are psychoanalysts 
are trained? How is success measured? What interven-
tions are used? How are interventions chosen? These big 
questions I can only speculatively address from my per-
sonal perspective as a psychoanalyst: Psychoanalysts are 
trained in developmental psychology and of the current 
knowledge frontier regarding the cause, development, 
and cure of psychological and mental disturbances. They 
are trained to use the therapeutic toolbox of psychody-
namic treatments and trained in creating, maintaining, 

and making use of the analytical situation as a 
curative endeavour. The success of psychoanalyti-
cal treatment, if to be measures, is measured like 
the success of other psychological treatments, and 
against a set of clear set of success criteria. Psycho-
analysts have a variety of treatment interventions 
at their disposal (See, for instance, Psychodynam-
ic Intervention Rating Scale (PIRS), Modified Mul-
tidimensional Classification of Psychotherapeutic 

Interventions (CMIP-M) and Metatheoretical 
List of Therapeutic Interventions (MULTI)). 
Prudent psychoanalytical treatment is an en-
lightened improvisation where the analyst 
responds to the client with integrity and on 
strict moral ground with both general and 
specific techniques as to assess variations of 
the known and unknown psychological re-
alties and dynamics that undermine client´s 
health. In my mind, psychoanalysis proper 
has at its disposal clinical intervention that 
are unique and have not been superseded. 

Psychoanalysis is a process that entails a de-
tailed—usually a one-on-one—examination 
of the complex phenomena that is human 
subjectivity and its implications on cogni-

Haukur Ingi Jónasson 

In the 19th century and at the turn of 
the 20th century our understandings of 
the human mind and the clinical poten-
tialities took a leap. Since then, we have 
gained variety of new insights through 
clinical experience, speculation, case 
studies, debates, and research into men-
tal health and mental disorders. Where 
does psychoanalytical treatment fit in 
the clinical spectrum of contemporary 
psychology and psychiatry? 

tion, behaviour, affect, and outlook on life. Here I will 
describe the initiation into psychoanalytical treatment as 
a progression (Figure 1): (A) Assessment, existential con-
sideration (Known Knowns). In the initial assessment, 
the analyst can use variety of rapport building methods, 
diagnostic tools, coaching and positive encouragement. 
Initially the analyst explores what night be going in a 
non-structured, semi-structured, or diagnostically struc-
tured interview, depending on the mental state of the 
patient, motive, and the urgency of the situation. In seri-
ous cases the analyst refers the client to a mental clinic 
that has resources to manage the severity of the situa-
tion. The analyst is also committed to make appropri-
ate referrals if they are more fitted. Here the analyst also 
aims to establish a therapeutic alliance. (B) Behavioural 
considerations (Unknown Knowns) where focus is on 
manifested maladaptive behaviour and the analyst can 
deploy variety of behavioural modification techniques. 
(C) Cognitive considerations (initial) (Known Unknowns) 
where the analyst explores cognitive schema and chal-
lenges irrational beliefs through variety of interventions.  

If the schematic methods of A+B+C are not viable treat-
ment options, the plough needs to be lowered and the 
cavernous treatment interventions of psychoanalysis 
considered (D). (D) Depth psychoanalytical consider-
ations (unknown unknowns), in other words, psycho-
analysis proper. Psychoanalysis aims at gently unmask-
ing troubling mental aspects that the client tries to mask 
with behaviours, cognitive means, defence mechanisms, 
and/or character traits. The analyst tries to maintain com-
passionate analytic neutrality as not to take part in inter-
nal struggles of the patient. Even though the treatment 
can be regressive (revisiting the psychological past) the 
focus is always on the present. Interventions can, for 
instance, be exploratory (free association, anamnesis, 

biographical exploration), empathic (anticipation, rep-
etition, synthesis, phatic order, acquiescence, and sup-
port), and explanatory interventions (explanation and 
meta-intervention) and interpretation proper. The last 
that aims at sparking a shift, can be a dynamic (links 
defence to an affect), genetic (impact of past event on 
the present), and interpretation of resistance (avoiding 
of problems and therapeutic engagement), transfer-
ence (old conflicts in current relationships, including 
with the analyst) and interpretation of fantasies and 
dreams (relevance for current situation). Indicative in-
terventions can be in the form of suggestion or advice, 
instructions, examination, and confrontation. Then 
there are interventions involving people outside the 
analytical dyad, play, sand-tray, drama, and art ther-
apy. In case of low ego functioning more supportive 
approach might be used. Object-relational interven-
tions are used with clients who have issues with early 
childhood deprivation, bonding, and attachment. With 
creative people one might lean more towards analyti-
cal psychoanalysis with a focus on active imagination, 
dream analysis, symbolic amplification, and archetyp-
ical dynamics. With clients with malfunctioning per-
sonalities, one might lean towards self-psychological 
interventions, with strong emphasis on empathy, un-
derstanding, and explaining. In all cases the client is 
encouraged to excavate the past as to alter the future 
and pursue personal integration in the here-and-now 
of the analytical situation, and then extent that integ-
rity into the wider community. The outcome of psy-
choanalytical treatment ranges from turning hysterical 
misery into common unhappiness to total psycholog-
ical rejuvenation and deeper appreciation of self and 
others.  
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H I STORY

Oslo Hospital  
 – 300 years of mental care
Ola Marstein

Some reflexions on the site of Norway’s first psychiatric in-patient facility and the 
place for small personalized institutions.

In the year 1291, a Franciscan chapel was erected 
right outside the small town of Oslo, which at the time 
was not yet the capital of Norway. This was a great 
nuisance to the Dominicans in St Olav monastery, 
founded 50 years earlier, not least because they be-
came competitors on the beggars’ market. The chapel 
was torn down, but with the pope’s help, the Francis-
can monastery was established.

After the reformation in the combined kingdom of Nor-
way and Denmark in 1538, the monastery was taken 
by the king and given to the citizens of Oslo as a foun-
dation for the “poor, sick and 
sore” under the name of Oslo 
Hospital – the word hospital 
meaning a caring institution, 
not the modern meaning of 
the word. One could buy a 
place for one’s old days, but 
very poor inhabitants were 
taken in for free.

Then something happened 
in the year 1736: A maid, 
Birte Jonsdatter, had “laid 
to death” her master’s child, 
and she had been sentenced 
to decapitation. However, on 
review of the case, the theo-
logical faculty at the Univer-
sity of Copenhagen found 
her to be “raving mad”. She 
could not be executed, but 
was to be put in one of the 

country’s hospitals. In this way, she ended up in Oslo 
Hospital as Norway’s first psychiatric in-patient. Birte 
was not pleased, and lamented that she would prefer to 
commit another crime and have her execution fulfilled 
rather than languish in this hospital.

The king, however, did not listen to Birte, and decid-
ed that all of the main hospitals in the country were 
to reserve 1 or 2 rooms for people who were “out of 
their mind”. But the need was greater than this, and 

the foundation built a “Dollhus” in 1779. (NB: Not to be 
confused with Henrik Ibsen’s “A Doll’s House”; this word 
has its roots in the German Toll-Haus, a madhouse). It 
could accommodate 16 people of both sexes in cells of 
6 square meters, but the opening was delayed because of 
the smith’s works with the iron bars and chains. Yet this 
was considered a better option than being locked up in 
basements, barns and sheds. 

The house was built with a slight slope downwards from 
east to west, with water running down a canal in the mid-
dle corridor. In summer, it stank; in the winter, it was fro-
zen. 

The cleaner patients has their rooms in the east at the top 
and the less clean patients in the west at the bottom.

There was a medical doctor looking after their health, but 
only the somatic side of it. The WPA slogan “No health 
without mental health” was not yet conceived. The local 
vicar took care of their spiritual matters. Furthermore, 
straightjackets were used in order to save expenses to 
keepers.

In 1806, the inmates were 11 women and 6 men, 
mainly because of “amour affaires” or having killed 
babies born out of wedlock – as had Birte. But the 
city medical officer’s assessment was that “Oslo 
Dollhus is, in its present shape and with its preferred 
method of treatment, more likely to produce insani-
ty and prevent it’s cure than to treat the same”. 

So, in 1845, Herman Wedel Major, “the father of 
Norwegian psychiatry”, became the doctor at Oslo 
Hospital. He approached his work with the view 
that mental disorder was caused by an organic dis-
ease, either in the brain or in other organs, especial-
ly the genital organs or the circulatory system – as 
opposed to moral explanations. Disease instead of 
defect! And therefore: One could be cured by the 
correct treatment. No coercion, but distance to the 
disease-producing conditions of home. Work is cor-
recting and curing. 

The protocol kept in the consultant’s office during 
the author’s time in the 1990s display the diagnoses 

Oslo Hospital ca 1800. The low white building, parallell with and to the left of the church is the Dollhus.  
The city of Christiania in the rear». Courtesy: Digitaltmuseum.no

Outdoor space. Dollhus to the right, ca 1870».  
Courtesy: Oslo Museum
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used by Major: Melancholia, Mania, Stupidité, De-
lirium tremens, Dementia, Idiotismus congenitus or 
acquisitus, Epilepsia and Paralysis generalis. And his 
treatments were: Hot or cold baths, phlebotomy, dig-
italis, leeches in the temporalis region, strengthening 
diets with red wine & mixtures, spicy baths, emetics, 
quinine and ointments.

During his time at Oslo Hospital, Major wrote the 
proposal for the first Norwegian Mental Health Act, 
which was adopted nearly word by word in 1848. His 
demands to the government were: 1) Guarantee for 
the personal freedom of the insane and care for their 
interests if this freedom had to be restricted  2) The 
goal had to be cure or improvement of the disease 3) 
Only suitable locations should be used  4) A new asy-
lum had to be built. We may assume that this reflected 
his negative experiences at our place.

As a result of his work Gaustad Asylum was estab-
lished under his direction, opening in 1855.

After Major’s time, Oslo Hospital came to function 
more like a psychiatric nursing home, where many 
notable psychiatrists practiced, among them the pro-
lific writer (“influencer”) and teetotaller, forensic psy-
chiatrist and anti-Nazi propagandist Johan Scharffen-
berg during 20 years until he retired in 1941.

Then, in 1983, the Sleeping Beauty woke up: A young 
psychiatrist, Pål Abrahamsen, became medical di-
rector and brought with him a dozen of psychiatric 
nurses from his former department. He introduced 
psychologists and social workers, banned all coer-
cive treatment, took in patients from all age groups, 
also male, and even propagated the “medicine-free 
hospital”. This last goal was impossible to reach, but 
there was a spirit of unchaining great powers from all 
the employees. Family therapy and systems thinking, 
cooperation with the community around, taking in 
difficult cases that were refused intake elsewhere, in 
many ways according to the Soteria principles of Lo-
ren Mosher from California. 

Dr Abrahamsen stayed on for 7 years, but the hospi-
tal developed further until the new economic regimen 
in Norwegian hospital services determined that it was 
too expensive: Oslo Hospital lost their bid to deliver 
in-patient services in 2011 and was swallowed up by 
another hospital, also running on a diaconal basis, un-
til it was finally closed down in 2018. 

So we can see a parallel between the physical con-
flict 700 years before and the bureaucratic silent clos-
ing during our days. The wards were moved from the 
blooming apple orchard to a modern concrete struc-
ture between a parking lot and one of Oslo’s main ring 
roads. Now the Norwegian church is moving in, so 
one can say that the circle is really closed. 

Herman Wedel Major and Gaustad Hospital were pre-
sented in The Nordic Psychiatrist issue 2019-2. 
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Transcranial Magnetic  
  Stimulation   
– an underused treatment for 
depression?

Hans-Peter Mofors

What is Transcranial magnetic stimulation?
How does it work? 

The principle behind rTMS is to cause cortical neu-
rons to fire by using electromagnetic induction. A coil 
is connected to an electric pulse generator. The coil is 
then placed on the head. Electric current in the coil 
creates a magnetic field that induces an electric charge 
in the brain. The coil can be placed anywhere on the 
scalp and the location is selected depending of the in-
dication of treatment. For treatment of depression, the 
coil is usually placed over the left or right dorsolater-
al prefrontal cortex (DLPFC). To set the strength of the 
magnetic field, the coil is placed over the motor cortex 
for the hand. The field strength is then increased for 

every pulse until you see contractions in the hand 
or fingers. A treatment consists of repeated pulses, 
either continuous, or intermittent with pulse trains 
separated by pauses. A treatment usually takes about 
3-20 minutes, depending on the protocol. rTMS 

Carl-Johan Ekman  MD, PhD. Psychiatrist 
at the Center for Brain Stimulation,  
Northern Stockholm Psychiatric Clinic.

Transmagnetic stimulation has now 
been around for two decades and there 
is an emerging amount of evidence 
about this treatment. However, the 
method is still not commonly used, 
maybe because there is a lack of  
knowledge about this treatment of  
depression. 
Carl-Johan Ekman has a broad experi-
ence of TMS, having studied it in trials 
and in routine clinical work.

Pål Abrahamsen did a complete make-over in his 
years as Medical Director, 1983-1990

Interview with  
Carl-Johan Ekman
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treatment is usually given once every day, five days a 
week.  Antidepressant effect often appears around the 
10th treatment but there are great interindividual differ-
ences. A standard series of rTMS for depression is 20-30 
treatments i.e. 4-6 weeks.

There are different forms of TMS. What are the differ-
ences between them?

Single pulses of TMS can be used to locate different 
functions of the brain, such as movement and speech, 
and is sometimes used before or during brain surgery. 
For treatment of psychiatric illness, different forms of 
repetitive TMS (rTMS) are used. The basic principles of 
rTMS are all the same but some parameters can vary:

- The shape of the coil
 The two most common variants are the figure of eight 

coil, and the H-coil.

- Coil placement
 For treatment of depression, the coil is placed over the 

left or right DLPFC. 

- Pulse frequency

 Low frequency (1Hz) is used on the right DLPFC 
and high frequency 5-10 Hz on the left DLPFC. 
Theta-burst stimulation (iTBS) is commonly used in 
Sweden due to the short treatment sessions required; 
only 3 minutes. Theta-bursts are pulses split into 3 or 
more very high frequency pulses.

- The strength of the magnetic field

- The number of pulses per treatment

TMS is not to be confused with Magnetic Seizure Ther-
apy (MST), which is more similar to ECT. The difference 
between MST and ECT is that the epileptic seizure is 
induced with strong electromagnetic pulses instead of 
an electric current.

How does TMS compare to ECT?

TMS is more feasible. There is no need to sedate the 
patient, the TMS machine can be operated by one per-
son so it requires less staff than ECT. TMS has few and 
mild side-effects, the patient can leave directly after 
treatment and can drive a car etc. TMS causes no tran-
sient memory deficits as often seen in ECT.

ECT has a more rapid onset of antidepressant effect 
and is also more effective in general.

The duration of antidepressant effect is highly depen-
dent of oral antidepressant prophylaxis but seems to 
be roughly equal between TMS and ECT.

How far has the use of TMS come in clinical prac-
tice?

There are at least 19 TMS-sites in Sweden. Last year, 
more than 450 patients were treated with rTMS. There 
is a national quality register for rTMS (ect.registercen-
trum.se) to which most sites report their treatments. 
rTMS is almost exclusively used for treatment of major 
depression or depressive episodes of bipolar disorder.

Are there any comparative studies?

To my knowledge there is no double-blind RCT com-
paring ECT with TMS so comparative studies are most-
ly meta-analyses comparing the effect sizes of ECT 
and TMS vs. sham treatment. Compared to sham, 
ECT is more efficacious (response rate) than TMS for 
treating acute depression (Mutz et al. BMJ. 2019 Mar 
27;364:l1079).

A recent meta-analysis (Li et al. J Affective Disord. 
2021 Mar 11;287:115-124.) suggests that some TMS 
protocols are as efficacious as bitemporal ECT for 
treatment resistant depression. 

Is there an ”unmet need”? Or what category of pa-
tients do you think will benefit most from this form 
of therapy?

Based on my clinical observations, I think that patients 
with moderate major depression or bipolar depression 
that have partial response from oral antidepressants 
benefit the most from rTMS as an add-on treatment. It 
is in that category where we see the highest remission 
rates. 

It would be interesting to study if TMS could be an 
alternative to SSRI or psychotherapy for treating 
first-episode mild-moderate depression in primary 
care.

What side effects is the treatment associated 
with – common and uncommon?

The only serious side-effect that has been described 
is seizures, which can happen if the induced elec-
tric current exceeds the brain’s seizure threshold. It 
is very rare. 

Discomfort due to pain in the scalp and/or twitch-
ing of facial muscles during treatment is common.  
Fatigue and headache after treatment are also com-
mon and somewhat related to the length of duration 
of the treatment session.

Would you believe TMS could be use for other in-
dications?

I certainly believe that TMS can be used for other in-
dications in psychiatry and neurology. TMS research 
is a rapidly growing field. Since TMS is a feasible 
treatment with mild side effects it is safe and not too 
difficult to conduct studies of various indications.

TMS has been studied for treatment of epilepsy and 
has shown reasonable evidence for effectiveness 
of reducing epileptiform discharges (Walton et al. 
Cochrane Database Syst Rev. 2021 Apr 15;4). The 
FDA has approved TMS for the treatment Obsessive 
Compulsive Disorder. Other indications that have 
shown positive effects of TMS are tinnitus, auditory 
hallucinations, cocaine use disorder, smoking ces-
sation, stroke rehabilitation and more, but larger 
studies are needed. 

Treatment with TMS at Norra Stockholms Psykiatri
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Current and novel approaches  
 to antipsychotics 

Hans-Peter Mofors

Antipsychotic drugs have been around since the 1950s and are a cornerstone in 
the treatment of schizophrenia and other psychotic disorders. Advances in drug 
development have over the years made them more tolerable with fewer side  
effects. Yet one question remains; has the effectiveness improved? Furthermore, 
clinicians tend to use these drugs with a great variability in terms of choice of 
drug, dosing and whether to use them in combinations or not. In order to learn 
more about the field, I have interviewed Holger Arthur, psychiatrist in Stockholm 
with a long experience of treating psychotic syndromes. 

The variety of drugs used for the treatment of psycho-
sis is indeed enormous and it seems to me that there 
are no clear steps in which different drugs are used. 
What are your thoughts about how physicians choose 
which drug?

This is a complex and a bit controversial question, but it 
needs to be addressed to provide patients with optimal 
treatment in the various phases of psychotic illness. This 
explains why national clinical guidelines are too gen-
eral. The diversity of recommendations could also be 
explained with different treatment traditions in general 
versus forensic psychiatry and with various economic 
conditions in different countries.

In psychiatric hospital care, physicians focus on safe and 
quick treatment for the shortest possible length of hos-
pital stay, and in outpatient care, the doctor focuses on 
rehabilitation and functional improvement (activities of 
daily living and work training).

This means that there is a need for antipsychotic drugs 
with different effect profiles (we have more than 30 
compounds to choose from), but many doctors see the 
switch of drugs in outpatient care as hazardous (exa- 
cerbation and new side effects) and therefore hesitate to 
change medication.

The second-generation antipsychotics (SGA) have 
been around for decades now. Is there still a place 
for first-generation antipsychotics (FGA)?

Well, after 40 years with the FGA´s associated with 
considerable motor, metabolic and cognitive side ef-
fects (due to serotonergic, histaminergic, cholinergic 
and adrenergic receptor affinity) we could prescribe 
the first SGA´s (remoxipride, risperidone, and amisul-
pride and some years later, still in the '90s, olanzap-
ine). Striatal dopamine D2 receptor blockade was now 
supplemented with serotonin 5HT-2 blockade and 
fewer off target effects.

Still, it seems that many doctors feel safe using FGA`s 
(e.g. haloperidol, zuclopenthixol) in emergency situa-
tions in the hospital setting, even if nowadays olanzap-
ine is widely used, despite metabolic side effects in the 
long run. My recommendation is that already during 
hospital care, it is important to prepare for outpatient 
care, I mean to consider a switch to alternative antipsy-
chotics to improve the patient's ability to manage on 
their own at home and in society. Here one must con-
sider that haloperidol is associated with serious side 
effects at high doses or with long-term use (irreversible 
motor side effects and neurotoxicity, which was report-
ed in Swedish animal studies 30 years ago by Gunne 

and Häggström. Also, the Cochrane Institute declared 
in 2002 at the Biennial Winter Workshop on Schizo-
phrenia. Davos, Switzerland that haloperidol should 
no longer be used as a reference substance in clinical 
trials aimed at introducing new antipsychotics. Two 
years later the first partial agonist, aripiprazole was 
approved by the European Medicines Agency.

Would you consider the partial agonists the third 
generation of AP's (TGA)? For what patients should 
they be used?

When we talk about striatal dopamine D2 and D3 
partial agonists we have aripiprazole and cariprazine, 
and eventually brexpiprazole in Europe. They all have 
a favorable side effect profile if you "start slow and 
go low", especially in older adults. Aripiprazole, af-
ter 17 years on the market, is now widely used, also 
in adolescents and increasingly as a long-acting in-
jectable. Furthermore, there is now enough data and 
clinical experience to prescribe aripiprazole during 
pregnancy. Due to different mechanisms of action, 
these partial agonists are suggested to be used as add-
on medication with an SGA in treatment-resistant 
schizophrenia and the D3 partial agonist cariprazine 
in patients with psychosis and substance use disorder 
(as nucleus accumbens, a part of the limbic system, is 
involved in the regulation of motivation and reward). 

These TGA´s are also approved as adjunctive therapy, 
in combination with antidepressant medication, for 
the treatment of major depressive disorder. Addition-

ally, aripiprazole can treat bipolar I disorder (acute 
treatment of manic and mixed episodes or mainte-
nance treatment), Tourette's disorder, and irritability 
due to autistic disorder. In the emergency department 
the injection form of aripiprazole (the aqueous solu-
tion, not Maintena), as well as intramuscular olan-
zapine and ziprasidone, is used for treating acute ag-
itation caused by schizophrenia or bipolar disorder, 
without causing somnolence. In a prospective obser-
vational study of consecutive patients, we found these 
SGA´s to be as effective as zuclopenthixol acetate, but 
sometimes these newer compounds needed to be in-
jected twice.

Psychosis is a very broad concept, ranging from 
more secondary and mood-related symptoms to 
more primary ones in the schizophrenic spectrum. 
Do you have any reflections on what drugs to use in 
different forms of psychotic syndromes?

In patients with core symptoms of schizophrenia 
without excitement components (uncooperative-
ness, poor impulse control, hostility, suspiciousness) 
I recommend paliperidone or aripiprazole as the first 
choice, both of which can be used as long-acting in-
jectables, the sooner the better. In a state of agitation 

Interview with Holger Arthur

Holger Arthur and Serafen in Stockholm City Centre, former Serafimerlasarettet, Sweden's first hospital 
established in 1752.

medical  comments

Holger Arthur  M.D., Senior Consultant
Dep of Psychotic Disorders
Norra Stockholms Psykiatri
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or even aggressive behavior, I choose olanzapine in the 
acute phase of illness, and if necessary, also a fast-acting 
benzodiazepine, but only in the hospital setting. When 
the patient presents predominant negative symptoms, 
I choose cariprazine or aripiprazole and if depressive 
symptoms, lurasidone could be a good choice, or pos-
sibly a combination with a serotonin reuptake inhibitor. 
When I give lectures to the medical students I usually 
say: “Make it easy, treat what you see”, i.e. medicate the 
condition that you find.

Are there any head-to-head comparisons studying the 
efficacy of antipsychotics?

There are way too few head-to-head randomized con-
trolled trials. Efficacy differences between antipsychot-
ics are shown, but most of them are gradual rather than 
discrete. In the large studies without the patient catego-
ries separated, the differences in side-effects are more 
marked. If more accurate sub-analyses of study data 
were performed, it could be possible to find subpop-
ulations of psychosis patients with significant effects in 
specific domains. 

An easy way to choose medication is the principle of 
"accelerating or braking", i.e. treatment of energy loss 
(apathy, anhedonia, avolition) or on the other hand re-
duction of hyperactivity/excitement components (pos-
itive or manic symptoms). In an outpatient setting a 
tranquilizing/sedating antipsychotic (in any case at high 
dosage) preferably should be used only temporarily, 
e.g. olanzapine, quetiapine or zuclopenthixol, and the 
maintenance treatment can then be a more activating 
antipsychotic, e.g. cariprazine, aripiprazole or lurasi-
done.

Since I have been involved in pharmacogenetic studies 
at Huddinge University Hospital I would like to point 
out that pharmacokinetics and drug interactions are im-
portant to consider in our effort to optimize drug treat-
ment. The choice of medication may therefore include 
the possibility of plasma concentration measurements. 
A recommended range (“a therapeutic window”) is 
available for many antipsychotics, although effects may 
be achieved at lower concentrations (especially for 
clozapine). 

There is a substantial variation between dose and plas-
ma concentration between individuals. The dose cor-
rected concentration (with the same comparable dose) 
of an antipsychotic (CYP2D6 substrate) may differ 20-
fold with oral medication and 6-fold with intramuscu-
lar injections when comparing patients being poor ver-
sus ultrarapid metabolizers. Therefore, a tip is to take 
a blood sample for drug concentration measurement 

at steady-state before discharge from the hospital to 
obtain a “feel-good value” when the patient has re-
sponded well without side-effects and the medication 
adherence is as good as one might expect.

Even if the relationship between the dose and the 
plasma drug concentration is proportional (mainly 
explained by genetically determined drug metabo-
lism), a limitation of this therapeutic drug monitoring 
technique (TDM) is that the relationship between drug 
concentration and pharmacodynamic effects is more 
unpredictable. Receptor interaction and receptor re-
sponse are parameters to take in account and they 
vary significantly, just as metabolic capacity over the 
years with a chronic psychosis.

Nevertheless, or I would say, therefore, in the outpa-
tient setting, this TDM value (optimal plasma concen-
tration for the individual) could be useful throughout 
the treatment process to strengthen the patient's mo-
tivation for medication and optimize treatment out-
comes.    

Despite all efforts, we see that patients sometimes, 
after a few years, become treatment refractory. Is 
there a place for combination therapy in the treat-
ment of psychosis – and why?

Polypharmacy (without multimorbidity) has been a 
hot topic for a long time as the risk of adverse effects 
increases with higher numbers of medications, espe-
cially in the elderly. Drug-drug interactions can be 
both pharmacodynamic (e.g. serotonergic syndrome) 
or pharmacokinetic (combination of an antidepressant 
and a neuroleptic, when both are CYP2D6-substrates). 
At present the focus is on metabolic, cardiac, and hor-
monal side effects, so be sure to check the drug inter-
action function of the computerized medical record!

Combination treatment with two antipsychotics could 
be successful if compounds with different mechanisms 
of action are being used, e.g. aripiprazole or caripra-
zine as augmentation of clozapine.

Is there evidence for augmentation treatment using 
other drugs than AP's for the treatment of psychotic 
symptoms?

There is some evidence or at least reports of using 
lithium, valproate or other anticonvulsants as aug-
mentation in treatment-resistant schizophrenia. On 
the other hand, more promising is that scientists these 
days focus on glutamate receptor modulators, while 
the dopamine synthesis in the striatum is not elevated 
in treatment-resistant schizophrenia, but the glutamate 
level is shown to be elevated in the prefrontal cortex 
and anterior cingulate cortex.

It looks like depot medications are becoming more 
acceptable in the clinical setting. Why? 

In the early 80s I remember that perphenazine en-
anthate, haloperidol, fluphenazine and flupenthixol 
decanoate were widely used, but they were often 
regarded with negativity because of the assumption 
of punishment and control. Also, when the patient 
unfortunately had severe uncontrollable muscle con-
tractions of dystonia type, it was difficult to eliminate 
them due to the long duration of action. Since the 
new SGA risperidone as long-acting injectables (LAI) 
was launched in the US in 2003 the LAIs became in-
creasingly acceptable, but slowly in the US due to 
economic barriers for many patients and legal fears 
among psychiatrists. As a result of favorable side effect 
profile and lower frequency (less motor and cognitive 
deficits) the use of SGA LAIs in the US increased from 
around 2 to 18% of patients with schizophrenia and 
in Sweden the use of LAIs is now estimated to be 35-
40% (the figures are very uncertain since pharmacy 
sales include all conceivable indications, including 
senile agitation and supplements for bipolar condi-
tions). Including indications other than schizophrenia 
LAI prescriptions in Sweden make up around 20% 
of all antipsychotic prescriptions and the LAI form of 
FGAs and SGAs are prescribed equally.

Are the depot injections really a better choice for 
the patient with free will and capacity to make 

choices? I am thinking especially of the 
young patients with recent onset of psy-
chosis.

This is largely a question of the doctor's abil-
ity to deliver knowledge and about confi-
dence-building in patient communication. 

The healthcare database in Stockholm has 
shown, in more than 6 000 patients with 
schizophrenia, that when switching from oral 
to injections of an antipsychotic the frequen-
cy of visits to the emergency rooms dropped 
significantly and hospitalizations decreased 
by almost 50%. 

In order to save the brain from grey matter 
reduction, which is seen in adolescents with 
schizophrenia, several investigators world-
wide report that they now advocate the idea 
of early LAI use in young patients at their first 
psychotic episode.

What do you think are the main challeng-
es in improving the treatment of psychotic  
disorders?

Still, with all the tools available, the treatment 
regimen of schizophrenia needs to be multi-profes-
sional in even closer cooperation with relatives (fam-
ily intervention), community care and primary health 
care. We need to build a strong network around the 
patient to enable successful treatment.

Finally, what is around the corner in the pharmaco-
logical treatment of schizophrenia?

I would say it's what comes out of the newly discov-
ered pathoaetiology of schizophrenia. Researchers in 
neurobiology seem to consider schizophrenia as an 
autoimmune disease with both dopamine and glu-
tamate abnormalities due to antibodies that cause 
NMDA and AMPA-receptor hypofunction and lack of 
its superior control system for dopamine activity in the 
limbic structures. Another focus in research of neuro-
pathology and treatment of schizophrenia is how to 
deal with the genetic variant, high complement C4 
overexpression that causes microglial activation, in-
creased synapse elimination, and extensive grey mat-
ter reduction in the schizophrenic brain.

I hope that in the near future we will have screening 
markers as diagnostic tools to examine our patients 
with first-episode "inflammatory schizophrenia", in 
order to offer them adjunctive immunotherapy, mono-
clonal antibodies or other treatments that act on the 
immune system and can save the brain. 

Genetic polymorphism of CYP2D6: Poor metabo- 
lizers (PM) with two detrimental CYP2D6 alleles and 
ultrarapid metabolizers (UR) with gene duplication, 
homozygous (EM hom) and heterozygous (EM het) 
extensive (normal) metabolizers, influence drug con-
centration with parenteral medication as well as with 
oral medication. 

medical  comments
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First, responsibility for medical education lies with-
in two highly competitive universities, Ministry of 
Healthcare, Ministry of Education, Science and 
Sport and, though not officially, university hospitals. 
Insufficient communication between these stake-
holders and the lack of accountability creates a 
faulty network with questionable transparency. For 
example, residency tuition fee has been steadily in-
creasing for a few years now, therefore universities 
are getting more national funding. Yet the exact flow 
of these funds is unknown to this day. 

Another problem arises from medical universities 
having an absolute autonomy in some key aspects 
of physician training. For example, the number of 
undergraduate students accepted into university is 
increasing - although there is a limit on how many 
medical students receive funding from the Ministry 
of Healthcare, universities can admit as many stu-
dents as they like if they are willing to pay for their 
education themselves. However, after six years of 
undergraduate studies all students compete for the 
limited amount of residency spots. Due to this, some 
residents leave Lithuania while others end up pay-
ing huge tuition - as a country we are quite unique 
in this aspect. Moreover, due to the lack of human 
and clinical resources in hospitals the increase in 
student quantity causes difficulties to get enough 
clinical cases or feedback from the mentoring phy-
sician.

Some of the problems are seen in the context of 
university hospitals, mainly because they do not 
have to cover resident’s salary or educational costs 
- everything comes through national funding. There-
fore, it should not be surprising that a resident is 
seen as more of an employee than a trainee that is 
best suited for the most tedious tasks. In some cas-
es, residents are strongly discouraged from leaving 
university hospitals to go practice in the regional 
hospitals because of their significant help with the 
workload at university hospitals. Though it should 
be mentioned that even if resident mobility would 
be sufficient, education quality assurance systems 

are not in place. If we look even closer, responsi-
ble ministries do not enforce quality standards for 
residency programs in general or arrange extensive 
evaluations of these programs. 

However, the most concerning aspect is the way 
we’re learning to see ourselves as medical profes-
sionals and human beings. While evidence of sig-
nificant risk of burnout, mood and anxiety disorders 
and even suicide is devastating amongst healthcare 
workers, neither undergraduate nor postgraduate 
curriculum contains topics such as well-being, 
stress resilience or how to minimize the risk of 
burnout. It becomes even more important in the 
face of psychological abuse - not even two years 
ago Lithuanian doctors finally revealed what has 
been happening behind hospitals’ closed doors. 
In addition, according to the survey conducted 
by Lithuanian medical students’ association a few 
years ago, 34 percent of medical students had had 
suicidal thoughts. This clearly shows that interven-
tions in postgraduate studies in some cases could be 
long overdue - our responsibility to young doctors 
as members of the medical community begins from 
their first day at the university. We believe that being 
able to take care of our well-being should be the 
most important learning outcome - it has been long 
established that only then can we provide the best 
care for our future patients. 

Although challenges ahead of us are humbling and 
discouraging at times, we can see that Lithuania is 
on the verge of critical changes in the field of med-
ical education. However, I cannot help but feel a 
bit scared seeing how popular it is to believe, that 
all it takes to bring fundamental changes is for our 
generation to grow up and replace the ones who 
make decisions now. Unfortunately, it is not that 
simple - only through taking the responsibility now 
and looking for ways to empower and enable young 
people, real changes can be achieved in the medi-
cal education and health care system as a whole.  

Postgraduate medical  
   education in Lithuania  
– Junior doctorś perspective
Kristina Norvainytė

Kristina Norvainytė, M.D., is a third-year 
psychiatry resident in Lithuanian University of 
Health Sciences. She is a President of Lithuanian 
Junior Doctors’ Association and a member of 
Lithuanian Junior Psychiatrists’ Association. 

As NGOs we saw our role as advocates aiming to con-
vince two medical universities and key decision makers 
of the importance of CBME and #LitMEDS in general. 
After some time, necessary legislation has successfully 
passed and financial sources for the CBME project have 
been found. Only then were we confronted with the 
real struggles in this quest for paradigm shift. Despite 
publicly displayed eagerness to change the whole edu-
cation system and collaborate with junior doctors, we 
were quickly excluded from financially or otherwise 
important decision making. During that time, it dawned 
on us - comprehensive vision for medical education 
was and still is no one’s priority because of a problem 

as old as the world itself. For certain stakeholders’ sub-
stantial changes in the system means giving up the 
power and stability that comes with the status quo.  
I cannot help but remember an old saying that the only 
person who likes change is a wet baby. Nonetheless, 
this whole experience gave us a new direction - for 
CBME to prosper, our main goal had to become the 
creation of a fundamental vision that would address 
the remaining problems in medical education.

“If you want to change the system, 
start from education” - with these 
words medical education pioneer pro-
fessor Fedde Scheele steered Lithua-
nian Junior Doctors’ Association toward 
extensive research - from Flexner’s 
report to competency based medical 
education (CBME) and entrustable 
professional activities (EPAs). Inspired 
by the CanMEDS framework and the 
idea of patient-oriented healthcare, a 
movement called LitMEDS took its first 
steps, striving to shift physician training 
in Lithuania toward CBME with empha-
sis on social accountability, non-techni-
cal skills and innovation in the field of 
medicine. 
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The medical student  
 who did not drink coffee
Anna Kristin Gunnarsdottir

I do not drink coffee and I never have 
so I frequently rejected offers for a cup 
of coffee as a medical student. More 
experienced colleagues often said “…
aha, you’ll surely start drinking coffee 
when you begin working at the psychi-
atric ward”. So, I expected that the path 
in psychiatry would be long and wind-
ing and that coffee could become my 
principal mean of staying awake and 
surviving.

Starting in psychiatry after the 4th year was quite a chal-
lenge. After having mainly used blood samples, X-rays 
and algorithms, I soon realized that these things would 
usually not prevail when diagnosing and treating psy-
chiatric patients. It was inspiring watching different spe-
cialists using diverse approaches, where every single 
patient had to be approached on the grounds of their 
own mental status. Every interview was like a puzzle 
that needed to be solved, no stone would be left un-
turned in order to find a diagnosis and to determine 
the best method of treatment. Additionally, the morale, 
good teamwork, humour and mutual respect between 
different professions within the ward made my experi-
ence very memorable. 

After graduation, I wanted to obtain more experience in 
internal medicine and I worked at such wards for one 
year. This experience has served me well, as I feel it is 
important to approach the patient holistically when it 
comes to treating mental illness. Every case is unique, 

but their common denominator is how a good treat-
ment combination can be a lifesaver for the patient. 
Usually psychiatric disorders are detected at an ear-
ly age, hence it is a positive challenge to have the 
opportunity to improve the life of the relevant per-
son and thus make treatment in the coming decades 
easier. Upon admittance into the ward, the patient is 
often physically healthy whereas mental illness may 
leave him unable to take care of his basic needs. The 
mental suffering can be so painful at times that if such 
suffering were physical the patient would have to be 
admitted into the ICU. 

Working in psychiatry is far from being a walk in the 
park. It is easy to feel helpless, in the face of the long 
waiting lists or when a patient has tried all possible 
treatment options without recovery. It is also demand-
ing when a patient lacks insight and denies necessary 
treatment, and therefore has to stay against their will 
at the hospital. To deal with these factors I look at it 

Anna Kristin Gunnarsdottir   
Second-year psychiatry resident in Iceland

as a long-term project to develop the resilience and 
patience it takes to become a good psychiatrist. To 
start with, my main tools are respect and curiosity 
towards the patient.

The training programme in Iceland is well estab-
lished and produces very competent psychiatrists. 
The lecture days are well organized and it is ensured 
that we get time off from work for them. Every res-
ident meets their mentor weekly to discuss what is 
on their mind at any given time, be it complex cas-

es or more personal issues. There is an abundance 
of learning opportunities and I have experienced 
a good attitude and support from the psychiatrists. 
Also, it must not be forgotten how inspiring it is to 
have the support and friendship of my fellow resi-
dents. 

To summarize, I have still not started to drink coffee. 
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A week in psychiatry
Maria Larsson 

Maria Larsson,  
Senior Consultant, Norra Stockholms Psykiatri
Stockholm, Consultant Psychiatrist, Vice Chair-
man Swedish Psychiatric Association 

Monday morning                                                                                                                                     

The first client is already waiting when I arrive at the 
clinic. I just check my mail first before we start the 
appointment to see if there are any urgent matters 
and to see how the suicidal patient that I transferred 
to inpatient care on Friday is doing. Phew, no urgent 
matters and the patient seems to be doing better. 
Sometimes being a psychiatrist is a wonderful work 
after all and the stress not too hard to bear. I also hope 
today will be the day I´ll have that spare time to catch 
up on my administration to feel even better with  
being a psychiatrist. 

But now it is time to welcome the first patient. I put on 
the face mask that I thought I´d never get used to but 
which now feels, almost, as a normal part of meeting 
patients and colleagues. I also just realized that a medical 
student will join me today. I´ll look him up before wel-
coming the patient. I´ll try to be a good role model, an 
important challenge each time. Sometimes I tell students 
that working in psychiatry is a bit like working in the 
opera or Swedish royal theatre each day, the difference 
is that you can help with different treatments to rewrite 
the ending to a happy one.

A quick glance at the picture of the ocean on the wall to 
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gain strength, focus and calm and the day and work-
ing week begins. 

Tuesday lunch                                                                                                                         

As always on Tuesdays we are having the traditional 
physicians lunch. We often dine together but Tues-
day lunches together are particular. However, I miss 
when we could sit in ”the chambre séparée” at our 
favourite lunch restaurant with it´s possibility to speak 
more freely about different aspects of our work and 
also bring some glamour to the working week. Well, 
the company is more important than the location. 
During lunch we discuss research, psychiatric care 
and for that matter litterature and the divorce of Bill 
and Melinda Gates. I feel happy to have such good, 
intelligent, warm and funny colleagues. Lights up. The 
lunch this week I am even more thankful than usu-
al for good colleagues as I am coming from a board 
meeting with the board for the Swedish Psychiatric 
Association. How hard it would be to work as a pscy-
hiatrist without good colleagues. At least most days. 
However, looking forward to meet in board meetings 
as usual, and not over Zoom, and once again to eat 
lunch with my colleagues at the clinic with more than 
four people at each table. Reclaiming ”the chambre 
séparée” post vaccination for our Tuesday lunches is 
a priority.

Wednesday evening                                                                                                                             

Nothing really has been on my side today. At least not 
time. Different meetings, several matters, many pa-
tients, a lot of mail from patients and their relatives 
about different things, some more urgent than others. 
I have not had time to answer half of them. I ate a 
bun for lunch as I only had two minutes to eat some-
thing. And some coffee. How hard it is to live as you 
learn. Feelings of inadequacy. Maybe I should look 
into working with something else? But what? A more 
interesting area of work is hard to find. The brain with 
its over 100 billions neurons and their connections is 
so interesting. Furthermore, being a psychiatrist of-
fers a wide view on questions such as the meaning of 
life. Last but not least of course the meaningfulness of 
helping others, unsurpassed after all. I guess I won´t 
quit today either. But this has not been my day. At 
all. More than usual today also because I am off to- 
morrow. Could cloning be an option? Will look into 
that. 

Thursday day off                                                                                                                           

My birthday. Same day as Sigmund Freud´s. Obliges. 

No further comments. I will however buy some cake 
and pass the clinic to enjoy it with my wonderful 
unit manager. I mean work is not only work, its a 
part of life, so I would gladly pass the clinic on my 
day off. Very grateful to work close to a unit manag-
er with whom I can laugh and, if needed, cry with. 
And also, of course every day together with her, our 
mutual great manager and all the staff developing 
the care for almost 1400 patients that go to our open 
clinic. I decide on bringing a lemon meringue pie 
with cream to our small celebration of our work to-
gether and mine, and Freud´s, birthday. 

Friday morning                                                                                                                            

The calender is too booked today. Maybe I will work 
next birthday after all and change my routine of tak-
ing the day off that I have done since my 29th birth-
day? I won’t have time to catch up on my admin-
istration this week either. But it always feels more 
important and is so much more meaningful to meet 
patients. However, next week maybe I´ll catch up. 
Today are many meetings with people with differ-
ent psychiatric illnesses. Hopefully and probably 
at least one or two of them will feel better, after all 
what better feedback could one have? Better than 
a bunch of roses and standing ovations. As said: ”If 
you save one life, you save the whole world”. Won-
derful to be able to at least try each day in the line of 
duty. However hopefully soon without face-mask. 

In each issue we ask a colleague to write 
a contribution about a week at their 
job. Although we are all psychiatrists, 
our days and conditions vary a lot. It is 
therefore both interesting and inspiring 
to read what daily life is like to our col-
leagues. Maria Larsson is an exception-
ally busy and a hard working psychia-
trist, and the next chairman to be in the 
Swedish Psychiatric Association. 



52            THE  NORDIC  PSYCHIATRI ST THE  NORDIC  PSYCHIATRI ST              5 3

Nat ional  associat ions  annual  report

National associations  
 annual report

Each year all chairmen and six-year delegates from the Nordic and Baltic associa-
tions meet for a general assembly. Even though this year’s meeting was held on-
line, as a virtual meeting, it still managed to offer the same intensity and a positive 
atmosphere it always does. 
Apart from issues regarding the Nordic-Baltic collaboration, each chairman report-
ed what is going on in the field of psychiatry in their country. So, from here you can 
read about the newest information from your neighbour country – and your own. 

DANISH Psychiatric Association 

Annual report for the period May 2020- May 2021 
from the Danish Psychiatric Association – DPA

We are about 1100 members of DPA. The DPA Board 
concists of 8 members and 1 deputy.

Our annual meeting is still held without the sponsor-
ship of the pharmaceutical industry. This year we had 
to hold the meeting virtually because of Covid-19. 
We chose to have the meeting over 4 days from 1 pm 
to 4 pm every day to ensure that as many of our mem-
bers as possible could attend. Of course we missed 
the socializing and all the conversations we are used 
to when we meet irl, but despite that we had a good 
meeting. On the last day we held our General As-
sembly from 4 pm also virtually, and we had match 
choices for the board, so we had to vote too.

Our website has been redesigned so that it is now up 
to date and we can have podcasts, videos ect. We 
created a log-in for our members so that part of the 
page is public and part of it is for members only. Be-
hind the log-in, our members can see some of the 
presentations from our annual meeting, they can dis-
cuss psychiatric problems, they have access to The 
Nordic Journal of Psychiatry etc.

Until Covid-19 there was a lot of focus on psychiatry, 
and we were promised a 10-year plan for psychia-
try. The plan that we and the Psychiatric Alliance has 
been asking for for several years. As you also know 
we received 600 mill. Kr. pr year for the next 4 years 
and a promise that more money would follow the 
plan. Unfortunately it has been shown that some of 

our five regions have spent some of the acute millions 
on things other than psychiatry.

In August 2020, The National Board of Health began 
the work with the 10-years plan, but in November it 
was interrupted again by Covid-19. About 50 people 
from different organizations have to meet on Teams to 
discuss the plan, so the work has been quite a chal-
lenge. Therefore DPA have had several bilateral meet-
ings with The National Board of Health, and we work 
closely together with the Danish Medical Association.

The rapport is called “Professional proposal for a 10-
year plan for mental health and mental illness”. It is our 
concern that mental health will fill more of the plan 
than psychiatry.

In terms of Covid-19 we have seen some who have got-
ten worse, some has gotten better, and late sequelae of 
Covid-19 is being researched.

ESTONIAN Psychiatric Association annual report 2020

Members: There are 234 full members in Estonian Psy-
chiatric Association and 5 different subsections: sec-
tions of biological psychiatry, out-patient care, child 
and adolescent psychiatry, forensic psychiatry and sec-
tion of young psychiatrists and trainees.

Activities: Main working goals have been finishing up-
date of Development Plan of Psychiatry and Child and 
Adolescent Psychiatry; giving input into Green Paper 
of Mental Health written by Ministry of Social Affairs; 
co-operation to create national quality indicators of  use 
of benzodiazepines, successful piloting of e-consulta-
tion in child and adolescent psychiatry. Together with 

Estonian Society of Family Doctors were written sug-
gestions to regulate use of hypnotics and sedatives. 

Together with Health Insurance Foundation we start-
ed preparations of pilot project for better integration 
of family doctors and psychiatrist in out-patient treat-
ment. Department of Psychiatry in Tartu University 
continued with regular meetings of training centres 
and supervisors to increase and equalize training, 
which also included corrections of curriculum of psy-
chiatry training. 

Association Board took several steps to correct prob-
lems with psychiatric medications. Applications to 
start intranasal ketamine treatment for treatment resis-
tant depression, mental health nurse out-patient ap-
pointments for children and adolescents and transcra-
nial direct current stimulation (tDCS) treatment were 
sent to Health Insurance Foundation. 

Trainees organized and started voluntary mental 
health councelling network.

Suggestions to handle psychosocial crisis due 
COVID-19 pandemic were given to Ministry of Social 
Affairs. COVID-19 pandemic took piece of our energy 
and pushed us to virtual reality including our annual 
conference but we managed rather well.

FINNISH Psychiatric Association      

Membership, office, and organization 

By end of the year 2020, the Finnish Psychiatric Asso-
ciation (FPA) had 1341members. 

The Association has an office in Helsinki. In 2020, 
preparations were made for a temporary move of 
the office to other premises in early 2021 because of 
plumbing repairs. 

The FPA is governed by the Executive Board. The 
organs of FPA comprise 3 committees, 12 sections, 
5 task forces, 2 competence boards and the ethical 
council.

The members of Executive Board of the FPA in 2020 
included President Erkki Isometsä, Vice President Tarja 
Melartin, General Secretary Sami Räsänen and Trea-
surer Jukka Kärkkäinen, plus members Elina Hieta-
la, Irma Myllylä, Hanna Tytärniemi, Laura Häkkinen 
and Markku Lähteenvuo. The Executive Board had 10 
meetings plus a day for strategic planning.

Foci of activity
A central task for the Association is to ensure continui-
ty by maintaining and expanding membership, partic-
ularly recruiting young colleagues to become mem-
bers. Enhancing transfer of information, participation 

and member democracy are important aims. 

The FPA has actively followed planning of the na-
tional health care reforms, and gave several official 
statements related to legislation and national treat-
ment guidelines. The FPA nominates chairs and 
members to national psychiatric treatment guideline 
groups, in collaboration with the Finnish Medical 
Society Duodecim.

The FPA hosts the 2021 Nordic Congress of Psychi-
atry and planning the event has been a major task. 
After careful consideration of risk related to the 
COVID-19 pandemic, the FPA decided to organize 
the congress as a virtual event. 

Education 
The Educational Committee organizes semi-annual 
FPA meetings, which are the largest psychiatric ed-
ucational events in Finland. In 2020, the number of 
registered participants were 279 in March and 232 
in October. The Friday 13th March program had to 
be cancelled because of the emerging COVID-19 
pandemic and acute safety measures launched by 
the Finnish Government. The October meeting was 
successfully organized a fully virtual event. 

The FPA Schizophrenia Network symposium was 
first delayed and then organized as a shortened half-
day webinar in December.

The FPA grants annually scholarships for young re-
searchers, award for the best psychiatric disserta-
tion of the past year, a clinical lifetime achievement 
award, and an educator award.

The DSM-5 translation
In collaboration with the Finnish Foundation for Psy-
chiatric Research, the DSM-5 Desk Reference-book 
and the DSM-5 criteria were translated into Finnish 
in 2019 and published in early 2020 as an e-book. 
However, the format turned out to be perceived as 
awkward, and therefore a paperback will be pub-
lished in 2021.

Report from The ICELANDIC Psychiatric  
Association

In the beginning of 2020, the IPA had planned sever-
al meetings and conferences for the remaining of the 
year. Everything changed when the first person was 
diagnosed with COVID-19 in Iceland 28th February 
and marked the start of the first wave of COVID-19. 
Regulations on the restrictions of gathering forced 
the IPA to cancel almost all meetings, including the 
biannual Scientific Conference, that will be held this 
October instead.  
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The Icelandic Psychiatric Association held its annual 
meeting on 29th August 2020, later than usual be-
cause of COVID-19 restrictions. This was the only 
meeting members were able to meet face to face. 
Óttar Guðmundsson stepped down as chairman and 
Karl Reynir Einarsson was elected in his place. Hall-
dóra Jónsdóttir was elected as a 6-year delegate of 
the NPA. 

The IPA currently has 70 active members. The vast 
majority works in the two main hospitals in Iceland in 
Reykjavik and Akureyri, in primary care or in the pri-
vate sector. In the last decades most of Icelandic psy-
chiatrists got their speciality training abroad, mostly 
in the Nordic countries, UK or USA. This seems to be 
changing thank to the efforts made by Prof. Engilbert 
Sigurðsson and his colleagues in the department of 
psychiatry in Landspitali University Hospital. They 
have developed a psychiatry speciality program that 
now includes 18 doctors in training.

Currently there are 28 psychiatrists working in the 
private sector. The mean age is 62 years and 36% are 
67 years or older. Only five are under the age of fifty. 
For the last decade, the total number of visits to pri-
vate psychiatrists has reduced from 39 thousand to 
30 thousand. The private sector usually has a contract 
with the Icelandic Health Insurance (IHI), that pays 
on average about 75% of the cost of each visit. The 
last contract expired three years ago and negotiations 
between parties have been unsuccessful. However, 
the IHI has continued to pay according to their own 
tariff which has become increasingly more unac-
ceptable to the doctors in private practice. Some of 
them decided to stop sending bills to the IHI from 1st 
May and charge their patients full price for their ser-
vice. Many fear that this will mark the beginning of 
a two-tier healthcare in Iceland, one for the general 
public and another for the rich. 

For the last four years the position of the Minister of 
Health has been held by Mrs. Svavarsdóttir, a mem-
ber of the Left-Green Movement. Mrs. Svavarsdóttir 
policy has been to improve mental health in prima-
ry care. As a part of that policy, three mental health 
teams have been founded in Reykjavik and a few in 
more rural areas. Currently there are seven psychia-
trists working in the primary care in Reykjavik and 
three part time in other areas. This new competition 
for psychiatrist has been difficult for the University 
Hospital because the primary care has been able to 
offer better salary and work conditions. As a result, 
there are many vacant positions in the hospital and 

the workload on the remaining psychiatrists has in-
creased. 

The IPA sent a memo to the Icelandic Health Ministry 
complaining about the unacceptable condition of the 
University Hospital Department of Psychiatry. One of 
the opposition parties in Alþingi (parliament) submit-
ted a bill that would force the Health Minister to put 
together a committee to prepare the construction of a 
new psychiatric hospital in accordance with modern 
requirements. At present this bill is still for a discussion 
in one of Althingi´s committees, and the IPA remains 
cautiously optimistic.

LATVIAN Psychiatric Association 

The LPA has 242 members at the beginning of 2021. 

LPA organized conferences with CME every month- in 
total 2020 there were 9 conferences (6 of them virtu-
al) which covered a wide topic of psychiatry as well 
included a collaboration with other specialties as neu-
rology, addiction medicine, psychotherapists. There 
were held 2 conferences for forensic psychiatrist. In 
2021 there has been already 5 LPA conferences, there 
is impression that psychiatrists become tired form insuf-
ficient communication, so the virtual events with possi-
bility to interact in online discussion or chat rooms are 
highly appreciated. LPA is the only organization which 
ensures the specific psychiatric continuing education. 
In collaboration with Latvian Pharmacological compa-
ny Grindex, LPA created an application “Mood tracker” 
an instrument for patients to evaluate the mood symp-
toms and in easy way to report results and get feedback 
from their psychiatrist.

In November 2020 there were election of new board 
of LPA and all organizational structures (certification 
committee, committee of ethics, committee of revision, 
certification committee of forensic psychiatry). The 
LPA has a new board with president M.Taube and two 
vice-presidents E.Terauds un E.Rancans. the new elect-
ed president has set main priorities – to continue an 
active collaboration with Ministry of Health to develop 
a further Action plans in Mental health, to develop a 
standard for psychiatrist as specialist (full time equiv-
alents for psychiatrists, in Latvia there is no regulatory 
document of workload in psychiatry) and the third pri-
ority is to involve more actively early career specialist in 
LPA organizational and educational work. 

During COVID-19 pandemic in Latvia psychiatric 
health care worked without exception, only psychiatric 
Day clinics and rehabilitation was stopped from on-site 
work with patients for 6-week May-June 2020, all other 

mental health services continued work. In psychiatric 
hospital the wards were reorganized in three levels: 
covid-19 positive, contact with covid-19, transition 
ward (unknown covid-19 status) and covid-19 free 
wards. All medical staff working in psychiatric emer-
gency wards and in wards with covid-19 patients or 
high-risk patients received additional financial bonus 
up to 100% from monthly salary. Out-patient cen-
ters continued during pandemic face-to-face consul-
tations (as well as distance consultations via phone, 
skype or zoom). So far from statistics we can see that 
there are increase in first-time visits of patients with 
neurotic spectrum disorders and first episode de-
pressive disorders. Empirically we observed that the 
patient with chronic disease has reoccurrence of de-
pressive or psychotic episode even if they previously 
reached the remission. 

In the December 2020, the action plan COVID-19 
crisis about psychological help accepted by Govern-
ment and there was given additional funding for Min-
istry of health. First time in Latvia there were given 
financial funding for psychological crises individual 
consultation for patients with general practitioner re-
ferral. LPA took an active part in Ministry of Health 
organized working groups, also LPA developed al-
gorithms for general practitioners for easer recog-
nition and management of psychiatric disorders in 
following topics: acute with stress related disorders, 
Neurotic (Anxiety) disorders, depression, and eating 
disorders. Separate algorithms were developed for 
child and adolescence. There was started initiative 
to improve collaboration between psychiatrists and 
general practitioners- the distance consultations were 
implemented and the checklist for psychiatric disor-
ders were developed. Addition funding was given for 
psychological workers in governmental health care 
facilities.

On March 16, 2021, the Ministry of Health includ-
ed patients with psychiatric disorders (Schizophrenia 
spectrum, Affective disorders and psychiatric disor-
ders which causes severe deteriorating of function-
ing) as a priority group for COVID-19 vaccination. 
From May 2021 the patient vaccination will be start-
ed also in psychiatric out-patient centers.

The critical deficit of child and adolescence psychi-
atrist (CAP) is still an actual problem, but there is 
improvement in CAP training. From 2019 started to 
work residency programme for CAP where in 4 years 
of training the resident will have CAP certificate with-
out a general psychiatry certificate as it was previous-
ly. The training for CAP now is 4 years instead of 6 

years, it is hoped to improve the situation and attract 
more resident to train and work in child and ado-
lescence psychiatry. Now there are 12 young CAP 
doctors in training process.

Main issues to work with:
1. The lack of psychiatrists, especially in regional 
hospitals. The is risk of burning out of psychiatrist  
remains still high because of overload of work.

2. The financial project about medical workers sala-
ry “got frozen” again in governmental level. 

3. The question about National level register of per-
sons with mental disorders remains still unclear.

LITHUANIAN Psychiatric Association 2020

We have an increasing number of the members – 
447 at present. 

Better situation with the annual fees; no delays. The 
strategy behind it: continuous medical studies events 
free of charge for those members who have paid the 
annual fee. 

Financial balance is quite good as association re-
ceives incomes from the qualification events (those, 
who are not members of association pay). 

We have journal of the association “The Psychiatric 
News” regularly published twice a year. 

Pandemia changed the profile of the conferences and 
seminars; we have a lot on-going. Main trends: inter-
disciplinary (1), together with universities (2), foreign 
lecturers included (3), oriented both to theory and 
practice (4) (even had a case analysis in zoom). 

Association is involved in many legislation activities 
in the Ministry of Health. 

Up-coming board elections in early autumn: quite a 
challenge as it has to be done live (according to the 
by-laws).

NORWEGIAN Psychiatric Association

Members:  
Working as psychiatrists: n= 1441; Residents (in 
training): n= 571. Total number of active members: 
n= 2012.

President:
Ulrik Fredrik Malt (end of four-year term April 30th, 
2021). 

Standing committees: 
1: Old age psychiatry; 2: Biological psychiatry, and 



neuropsychiatry; 3: Ethics and fundamental issues in 
psychiatry; 4: Consultation-Liaison psychiatry and 
psychosomatics; 5: Forensic psychiatry; 6: Social psy-
chiatry; 7: Psychotherapy; 8: Transcultural psychiatry. 
There is also a Committee for residents’ specializa-
tion and review of training facilities.   

Main activities during 2020:
• There is a shortage of psychiatrists in Norway, but 
not clinical psychologists. Through media and con-
tact with health officials and politicians, Npa acts to 
increase the awareness of this fact and thus pave the 
way for more positions for residents in psychiatry. 

• The number of beds to care for the most severely 
affected subjects with mental disorders, in particular 
schizophrenia and severe mood disorders, is too low. 
Npa has conveyed this fact to the health authorities. 

• One of the main activities during 2020 has also 
been establishment of Continuous professional de-
velopment (CPD) for specialists in psychiatry. This 
work is ongoing. A report in which several options for 
CPD are discussed, is available in Norwegian only.  
Copy may be requested by contacting nina.finstad@
legeforeningen.no;  

• A guide how to reduce dose of antipsychotic medi-
cine has been published (in Norwegian only). https://
www.legeforeningen.no/contentassets/ed8d9189ac-
ce404b88f405184b7e26ab/kliniske-rad-for-nedtrap-
ping-av-psykotrope-legemidler-r1-utentc-1-2.pdf 

• A task force on how to further develop telepsychia-
try has been established.  

• A survey of how psychiatrists perceive their work / 
working condition / role, was conducted for the first 
time in 2020. It will be an annual survey in the future.  

• A joint meeting between the Swedish and Norwe-
gian psychiatric associations in 2024, replacing each 
association’s national meeting that year, is under dis-
cussion with the Swedish Psychiatric Association.   

• Position statements (“hearings”) to several proposal 
for change in mental health policies and laws is an 
important and continuous task.   

SWEDISH Psychiatric Association 2020 

The Swedish Psychiatric Association (SPF) has 981 
members. There are 613 specialists and 346 seniors 
(over 65 years). The association has 22 honorary 
members. The association has three subdivisions; 
The Swedish Society for Bipolar Disorder, Consultant 
Psychiatry and the Swedish Association for Elderly 
Psychiatry whose members are also members of SPF.

Content:
1. Composition of the Board of Directors

2. Work of the Board of Directors

3. Main areas of work

4. Education Committee

5. Referrals

6. Collaboration

7. Journal of Swedish Psychiatry

8. International cooperations

1. Composition of the Board of Directors:
Chairman: Alessandra Hedlund (2019-2021), 
Martin Hultén (2021-)

Vice Chairman: Martin Hultén (2019-2021), 
Maria Larsson (2021- )

Secretary: Linda Martinik

Treasurer: Denada Aiff

Editor in chief, Journal of Swedish Psychiatry: 
Tove Gunnarsson

Scientific Secretary: Jonas Eberhard

Chairman of the Education Committee: Lotta Sandström 
(2019-2021), Matilda Naesström (2021- )

Chairman of the Section for Residents in psychiatry: Karl 
Axel Lundblad (2019-2021), Johanna Hansson (2021- )

Members: Tarmo Kariis, Cave Sinai

Adjunct member (administrator of website and social 
media): Karl Axel Lundblad

2. Work of the Board of Directors
 The Board met on 11 occasions during 2020. Most of 
the meetings were held via digital platform Zoom.

3. Main areas of work
 During 2020, the Board of Directors has worked with 
the following main areas of work:

• Swedish Psychiatry Congress: arranged in Gothenburg 
11-13 March 2020 under extraordinary circumstances. 
764 participants had registered with Congress. Howev-
er, the pandemic took off when the congress started and 
a number of the notified participants therefore chose to 
abstain physically or were prevented by decisions from 
the employer. 

• Education activities: Due to the pandemic, SPF was 
unable to arrange training arrangements in normal 
physical form. 2020 was used to reshape planning and 

ensure technical solutions for future digital training  
activities.

• Conference for Residents in Psychiatry: arranged 
in Stenungssund I January 2020 with about 180 par-
ticipants.

• SPF´s website

• Social media and debates: SPF has been visible 
on social media, mainly the association's Facebook 
page, but also through debate posts in e.g. daily 
press.

• Safe suicide prevention: Ullakarin Nyberg is re-
sponsible for the project Safe Suicide Prevention, 
which is carried out together with LÖF (The County 
Council's Mutual Insurance Company). 

4. Education Committee
The Education Committee covered issues relating 
to medical education and internships. The introduc-
tion of 6-year medical training, so called BT service, 
and a new ST regulation entails major changes. The  
Education Committee monitored local and regional 
development work.

5. Referrals
13 referrals from mainly The Swedish Medical So-
ciety, The Swedish Medical Association and The  
National Board of Health and Welfare have been  
answered during 2020.

6. Collaborations
SPF regularly collaborates with Swedish Medical So-
ciety (SMS) and Sweden's municipalities and regions. 
For example, SPF contributed to the programme for 
Sweden's first scientific meeting on COVID-19 orga-
nized by SMS and the Swedish Infectious Diseases 
Medical Association on 15-16 December 2020. 

7. Journal of Swedish Psychiatry
During the year, the journal published 4 issues.

8. International Collaboration
European Psychiatric Association (EPA), Nordic Psy-
chiatric Associations (NPA) and World Psychiatric 
Association (WPA).  
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Highlights from the Nordic 
  Journal of Psychiatry 

ECT in clozapine resistant schizophrenia and 
non-clozapine resistant schizophrenia

There is limited evidence for different treatment strat-
egies in patients with clozapine resistant schizophre-
nia (CRS).  The study wished to determine the effec-
tiveness of ECT in patients with clozapine resistant 
schizophrenia compared with a group of patients with 
non-clozapine resistant schizophrenia. Out of a total 
of 68 patients with schizophrenia, 27 patients had 
CRS. With 6 ECTs, there was a significant reduction in 
PANSS positive, negative, general psychopathology, 
prosocial score and depression symptoms in the CRS 
and Non-CRS group, but no statistically significant 
difference was seen between the 2 groups in terms 
of proportion of patients showing >40% response on 
PANSS total score. The authors conclude that ECT is 
an effective augmentation strategy for patients with 
CRS and it is as effective as when used in patients with 
non-CRS.

Grover S , Shouan A, Chakrabarti S, Sahoo S, Mehra 
A. Comparative study of effectiveness of augmenta-
tion with ECT in clozapine resistant schizophrenia 
(CRS) and non-clozapine resistant schizophrenia 
(Non-CRS). Nord J Psychiatry. 2021 Feb 25;1-17.  
doi:10.1080/08039488.2021. 877349.  
Online ahead of print. PMID: 33630681

Follow up on clinical and social situation after invol-
untary admission of homeless people with psychot-
ic disorders

Mental illness is one of the main reasons for homeless-
ness and some patients do not accept psychiatric treat-
ment. The study examined changes after involuntary 
admissions of mentally ill homeless people with a lon-
gitudinal, naturalistic follow-up of patients who had 
been involuntarily admitted by the Homeless Outreach 
Psychiatric Service through 1 year. At baseline, 28 pa-
tients were included: 86% of them had been admitted 

Martin Balslev Jørgensen

Martin Balslev Jørgensen
Professor, dr.med., Editor-in-chief 

NORDIC  JOURNAL          

5 8            THE  NORDIC  PSYCHIATRI ST THE  NORDIC  PSYCHIATRI ST              5 9

before, 46% had a substance use, and 25% had prior 
been convicted of a violent crime. 89% of the patients 
were discharged to the streets. At 12 months, 50% of 
the patients had symptom reduction, 36% were in psy-
chiatric treatment, and only 14% had acquired perma-
nent housing. No improvements in substance use were 
observed and 11% of the patients had new convictions 
after 12 months. During the study period, a total of 24 
readmissions distributed on 14 patients was found. The 
authors conclude that Involuntary admissions can be 
an effective treatment of psychiatric aspects of men-
tally ill homeless patients. Unfortunately, a substantial 
part of these patients was quickly discharged before 
sufficient treatment, leaving room for improvement. 
Furthermore, few improvements were seen concern-
ing the patients' social situation. More focus on the 
coherence between psychiatric and municipality ser-
vices, targeting the social issues and substance use of 
homeless patients, is strongly needed. 

Vorting AF, Henriksen MG, Nordgaard J,  Changes in 
clinical and social situation after involuntary admis-
sion of homeless people with psychotic disorders: a 
one-year follow-up study.  Nord J Psychiatry 2021 Feb 
22;1-7.  doi: 10.1080/08039488.2021.1881820. On-
line ahead of print.  PMID: 33612065

Does leisure-time physical activity predict future 
depressive symptoms among depressive patients?

The study investigated whether baseline leisure-time 
physical activity (LTPA) is associated with future recov-
ery from depression among patients with a depression 
diagnosis and whether baseline LTPA is associated 
with total physical activity after five years of follow-up. 
A total of 258 patients aged ≥35 years with clinical-
ly confirmed depression at baseline participated. 
Blood pressure and anthropometric parameters were 
measured and blood samples for glucose and lipid 
determinations were drawn at baseline. LTPA, physi-
cal activity, and other social and clinical factors were 
captured by standard self-administered questionnaires 
at baseline and the five-year follow-up point. Of the 
258 patients, 76 (29%) had DS at follow-up. Adjust-
ed odds ratio (OR) for future DS was 1.43 (confidence 
interval [CI] 0.69-2.95) for participants with moderate 
LTPA and 0.92 (CI 0.42-2.00) for participants with high 
LTPA, compared with low LTPA at baseline. Higher 
baseline LTPA levels were associated with higher total 
physical activity in the future. The authors conclude 
that Baseline LTPA did not affect the five-year prog-

nosis of depression among depressed patients. Be-
cause the baseline LTPA level predicted the future 
total physical activity, it could be included as a part 
of the overall health management and treatment of 
depression in clinical practices. 

Raatikainen I, Mäntyselkä P, Heinonen A, Vanhala 
M, Kautiainen H, Koponen H, Korniloff K.  Does 
baseline leisure-time physical activity level predict 
future depressive symptoms or physical activity 
among depressive patients? Findings from a Finnish 
five-year cohort study. Nord J Psychiatry. 2020 Dec 
30;1-10. doi: 10.1080/08039488.2020. 1862296. 
Online ahead of print. PMID: 33380252

Alexithymia as a measure of personality dysfunc-
tion in avoidant personality disorder

Avoidant Personality Disorder (AvPD) is heterogen-
ic in terms of symptoms and severity. This study set 
out to replicate and extend earlier findings show-
ing that there is variation among patients with AvPD 
in terms of alexithymia and, further, that this vari-
ation is especially associated with specific facets 
of personality functioning and is not explained by 
measures of depression, symptom severity, or co-oc-
curring personality disorder traits. The study used 
intake data from a sample of AvPD patients (n = 56) 
who had been treated in similar outpatient services. 
Alexithymia was measured using the Toronto Alex-
ithymia Scale (TAS-20). An almost equal distribution 
of alexithymia groups was found. Alexithymia was 
associated with higher personality dysfunction. The 
authors conclude that AvPD is heterogeneous and 
that alexithymia may be important as an indicator of 
severity of specific personality dysfunction.

Simonsen S, Eikenaes IUM, Bach B, Kvarstein E,  
Gondan M, Møller SB, Wilberg T. Level of alexithy-
mia as a measure of personality dysfunction in 
avoidant personality disorder.  
Nord J Psychiatry  2020 Nov 4;1-9.   
doi: 10.1080/08039488.2020.1841290. Online 
ahead of print. PMID: 33146059

The Nordic Journal of Psychiatry, formerly “Nordisk Psykiatrisk Tidsskrift”, is an 
international journal that publishes excellent psychiatric research with a broad 
scope. It is the official journal for the eight psychiatric associations in the Nordic 
and Baltic countries. It is a main source of information about current Nordic psy-
chiatry and related fields, The journal is distributed to members of the Nordic and 
Baltic Psychiatric Associations as well as to members of Associations for Child 
and Adolescent Psychiatry. This gives access to all articles published in the journal 
from 1946.
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