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What children don’t know… hurts
Foreword
By Jesper Juul
This book is nothing short of a miracle – especially for the children and parents who
are coexisting with mental illness as a significant member of their families.
Karen Glistrup did her groundbreaking work with families within a traditional
psychiatric institution at a time and in a professional culture, which would have kept
most people from even trying. Not only has adult psychiatry generally been very
conservative but also the common attitude toward mental illness in society tends to be
tainted by secrecy, shame and denial. This book and the authors book Talk about it…
with every child are facilitating important changes in this respect.
This book is not about using family therapy within the psychiatric world – although
this would be a splendid idea as well. It’s about conversations with and within
families, carefully monitored by professionals for the benefit of all involved –
including the patient and her cares. These conversations often become very
therapeutic.
It has been evident for many years, how family secrets are having a strong negative
influence on many levels. They make the relationships between everybody distant;
they make everybody feel guilty – especially children – whereas adults can justify
keeping a secret by convincing themselves that it is better for the child. Eventually –
when the secret is revealed – the adults will feel guilty as well; guilt attenuates the
vitality and healthy development of children’s selfesteem.
This book explains how these general effects tend to become even more poignant
when the relationship in question is one between a child and a mentally ill parent.
Because this kind of secret is so painful for all involved it is a big relief when an
experienced professional helps the whole family with starting the conversation – a
series of dialogues which are not aimed at the diagnosis of the patient but at
improving everybody’s well-being. Karen Glistrup’s book is an excellent guide for
any professional who wants to facilitate openness and demystification.
This book is however not only for mental health professionals but a valuable source
of knowledge, experience and inspiration for all adults – pedagogues, teachers,
parents and grandparents.

Jesper Juul
Familytherapist and Author
Ashoka Fellow
Odder, Denmark 2015

Preface
By Dr. Elspeth McAdam, Benedicte Schilling and Simon Burton
We feel greatly honoured to be asked to write a preface of Karen’s work with children
whose parent/s have or are suffering from some form of mental illness.

This is a very important book with lots of wisdom! The book will be very valuable to
both adult and child therapists and can be highly recommended for everyone working
with children who may be confused and concerned about their parents and are often
distressed as nobody tells them what is happening. In many ways this has led to a
culture of what we could call protecting but is also marginalizing children in our
professional services. In Britain we maybe have a culture of treating children as if they
should be protected. Protecting the child means not telling them the details or truth of
what might be the problem with their parent. “A British adage is that children should
be seen but not heard.” They know they should play quietly as they are too young to
have informed opinions. We in particular protect children from talking about horrifying
experiences they have been or are going through. The societal discourses round
children could be seen as marginalized members of our societies and this is particularly
reflected in the way we involve or do not involve, children as important witnesses when
working with mental health challenges.
Within the NHS, most often adult psychiatry works with the individual person, using
appropriate drugs and some psychotherapy in trying to help them get better. This may
include work with their partner to help them understand the difficulties and see the
person not the diagnosis. Children are very rarely brought into the discussions. We
know from our clinical practice how children are affected by the dynamics within their
family and that they are involved in subtle ways if Mum or Dad or a sibling is not
mentally well.
Sometimes family therapy is given, but often with little understanding of what children
might be feeling about their unwell parent and wondering how much they are to blame
or feeling responsible for the parent being in hospital and unwell. Many professionals
find it challenging to work with and also to have dialogues with children in distress
about the mental health issues of their parents or within their family.
Many professionals working within mental health are not sure how to best to include
and involve the child in therapy sessions. Therapists need to understand and be very
aware of the child’s loyalty to their parent’s feelings and wellbeing. Therapists often
feel unsure as to how to ask questions of the children concerning sensitive issues about
the effect this has on their lives as family members. And how they cope with the mental
health challenges like sadness/depression and sometimes strange or paranoid
conversations and behaviour. Many professionals especially in adult mental health
services find it difficult to find a way to explain to the child, age appropriately, what is
happening to the parent/s. Their sensitivity and insecurity mean that many professionals
choose not to involve the child at all, believing that this is the best thing to do in order
not to harm the child through involving them and potentially raising their fear or
anxiety.

In our own experience through many years of working in National Health Service,
Child and Family Psychiatry Unit, we rarely knew if a parent had a psychiatric illness
or not. Inspired by Karen’s’ approach, in Child and Family Psychiatry we should have
had an agreement with Adult Psychiatry to let us know if they were working with a
mother or father who had psychiatric issues/problems. Looking back, we feel it was
unfortunate that we rarely took the lead in involving parents with psychiatric or
psychological difficulties so that one could focus on the child’s fears and needs. Sadly
in many cases today, children may well experience not being given a voice that can be
heard within an adult audience.
In situations where a parent has been offered family therapy, as is more often the
practice now, therapists will need to adapt to a child sensitive approach where the child
is helped to understand that their parent is unwell and in no way should they feel any
responsibility for the unfortunate situation they are in. They can only feel and
remember the love and joy their parents felt and still feel for them.
What this book draws attention to, with such sensitivity, towards both the children and
parent’s dilemmas, is the suffering, fears and the self-blame these youngsters often
develop. Reassuring them that they should have no responsibility or guilt for anything,
but just to appreciate their parents love them dearly even if at the moment that maybe
difficult to understand.
Karen has developed a different and potentially very important new approach breaking
some of the more conventional ways of working with families when one of the parents
has a mental illness.
Karen breaks some of the so-called conventional rules of family therapy by, if possible,
only using a single therapist for both the adult and the child, so the child is more likely
to get heard and listened to and is more able to ask questions about their worries and
why their Mum or Dad is behaving in an unusual way.
In this book Karen gives detailed examples of ways of approaching a parent with
psychiatric problems/difficulties.

In Britain we need changes in order to implement involvement of children in parent’s
mental health. Adult psychiatry will need a lot of coaching to include children in their
conversations. Our encouragement would be to work with Child Psychiatric Clinics to
adopt and take a lead in this.
Karen’s book is offering new approach breaking ways to make this change in our
practice. She invites us to meet children as people whose voices we should hear and
pay attention to like any others’.
The wisdom within this book will be immensely helpful to child and adult therapists
so that they can help children to understand and not take responsibility or blame for
their parent’s illness. Children belong to their families. When distressed, we often take
them out of these sensitive, loving relationships and focus on them as having problems
rather than focusing on them as important carers. We as the adult audience, need to
listen to them and include them to be part of the relational voice that is heard and
included in all adult mental health work.

This book will hopefully open new ways in the United Kingdom and Worldwide for
Adult and Child Psychiatry to work closely together in these very sensitive areas.
Dr. Elspeth McAdam
Child Psychiatrist,
Systemic consultant to children, youngsters, and their families
January 2021

Benedicte Schilling
cand. psych. aut. MSc, Clinical Child- and Family Psychologist
Simon Burton
MSc Systemic Psychotherapist, Consultant, & Supervisor to children, youngsters, and
their families

Introduction
By Karen Glistrup
Disturbances of appropriate sizes keep us awake. The title of this book should shake
up outdated thinking, bad habits, and an old sayings by asserting that “what children
don’t know…. hurts”. This twisted saying awakens spontaneous confirmation from
many people, who immediately understand what it means. Some of them say that
they, as children, did not experience being seen and met in the difficult circumstances
which were occurring around them. These painful experiences, which they share
with many others who are now adults, they now, unfortunately, share with many
children, despite the fact that today we ought to know better.

On time knowledge
Every era has its own beliefs. We imagine, in any period of time, that we now
know the truth. We know more today about what supports a child’s healthy growth
than ever before. Brain research has provided us new understanding which
supplements and, fortunately, confirms knowledge gained from developmental
psychologists, which we have believed for years, and which supports the intuitive
insight which man probably has used for longer than we can imagine.
In the social, psychological and educational fields, knowledge is increasing like
never before. The methods which are used in treating children are often dependent
upon whether there is evidence, i.e. research evidence, that ‘it works’. Unfortunately,
in exploring the best methods, it looks like it’s been overlooked that the research has
also shown, that there isn’t a specific method which determines if the treatment is
helping. The most decisive factor is the quality of the relationship. In conversations
with children and vulnerable parents, the most important thing is how we conduct
ourselves in the conversation. It’s a paradox and unfortunate, but it looks like the
knowledge we actually use to advise does not translate into anything beneficial for
the children. I’ve worked in the child and family area since the mid 1980s and
despite much investment in professional development, my experience is that part of it
has gone in the wrong direction. It looks like, from my perspective, that the more we
learn about children’s development and needs, the more difficult many professionals
have, in practice, to work with children with the natural empathy and compassion
which is decisive, if the child is to be seen and understood.

Collective delusions
The same delusion contributes to serious failure with vulnerable children, if
seemingly ‘good’ well-being is interpreted as “There’s no reason to worry. We don’t
need to speak with the child”. The reality is that the child’s signals about a lack of
well being are not necessarily visible to the eye. Precisely because of this, many who
grew up in families where parents failed to take care of their children, say that:

“There wasn’t anybody that saw me…”
“There wasn’t anybody who knew how it really was…
“I was sure that it was my fault…”
“I simply believed that it was my responsibility…”
Many of us, unfortunately, make the mistake that when we don’t reach the point
we want to obtain with a child, we just do more of the same, which doesn’t work
either. Most of us are familiar with the situation where the adults around a ‘closed’
child continue to ask her questions, with the conviction that by asking the right
questions, the child will open herself up. The truth is that children who are unsure,
vulnerable, and perhaps afraid, protect themselves by ‘closing up’. They don’t know
how they should answer. They wait for someone to break the silence to tell them, “I
see you!”
Many adults fail the children when they agree that “We are not going to involve
the child with her father’s illness. She should not be unnecessarily worried.”
Children are always involved in everything going on around them. They are also
involved in the things that are not being talked about. People - both adults and
children- will always, instinctively, look to find connections. When silence rules due
to the surroundings, it will be almost impossible to reach meaningful connections.
The children can being living in a constant state of stress, which depending on
collected circumstances, can create neural pathways in the brain, in the form of
anxiety or PTSD. All too often children’s stress disorders, due to a lack of meaningful
involvement, are misinterpreted as something wrong with the child.

Lies, secrets and concealment
Is there a growing tendency that one should live up to the ideals of a perfect life?
One shows the outside world what you’re proud of, while that which shows bias and
vulnerability is very private - so private that one would rather not talk to his own
children about it. It is my impression that neither parents nor professionals have
difficulties talking about children who have psychological difficulties. But when it
comes to parents who are ill, it’s more difficult. For the professionals it naturally has
to do with respect and discretion one wants to show, which for the particular family is
a private matter. Seem from a child’s point of view, we are failing.
When we talk about psychological illness, the children, already from a very
young age, experience that something is wrong, which makes them feel insecure.
Dad can be unpredictable in his moods and behavior, or perhaps there is an odd
difference in mom when she’s out, than when she stays at home. The differences are
not, in themselves, the problem. The problem is in the concealment. Children’s
problems occur when they aren’t helped in understanding why there’s a difference.
They must, while feeling insecure, come to an understanding themselves, that
provides an explanation. This causes stress and unnecessarily burdens the child in his

work in developing himself into a complete person, in balance with himself and the
world around him.
Children in families which have fled their homeland because of war or natural
disasters also experience silence. This occurs both in connection to their history of
trauma and other psychological suffering, which their parents often had to fight. The
parents, the adults in school, and their friends remain silent. Children, regardless of
their cultural origin, have the need to be seen and to be greeted by people who want
to understand, and who can help them to create a meaningful context to prepare
themselves to master the challenges they face.
Children who must leave their parents to live with a foster family, at an
institution, or with an adopted family, can experience a longing and restlessness,
which they themselves have a hard time understanding. If the child, because of this
longing, develops symptoms which may be diagnosed, the adults will often focus on
the thought that something is wrong with the child, even though the child is simply
reacting to not being seen. We see the same thing when a death, suicide, or some
other unbearable story is kept secret. The reason for concealment is almost always
the desire to spare the child. But silence does not spare children. It leaves them in the
lurch.

Trustworthy adults create confident well-being in children
Spring 2020 was the Spring when an invisible enemy, a contagious and deadly
disease, closed the entire world down. It was so frightening. The sickness can hit
anyone. No one can feel safe. Will we ever be able to feel safe again? It will be
interesting to see if most children react in a healthy way to the 180 degree openness
which unfolded from day one about the disturbing conditions. Because of the
seriousness of the situation no one has suggested that we spare the children and avoid
talking about not with them. Not even the smallest children.
It’s actually not possible to avoid it. So we are together about the reality, and the
most children actually enjoy it! Hopefully, the experience gained in ‘Corona times”
can be an inspiration to understand children’s need for greater openness on all
subjects which we would rather spare the children knowing about. It is about the
things in life which became secrets without having decided that they had to be.
Since the end of the 1990’s I have practiced a conversational model, which could
also be called ‘parent supporting, taboo breaking family talks’. I originally developed
the model in psychiatry, where I had the opportunity to offer mentally distressed
parents and their spouses or partners with help speaking with their children about the
mental illnesses they were challenged by. But the model can be used for all subjects
and themes. There is talk about a rather narrow effort consisting of a single parent
talk, followed by one or two family talks. That’s all, unless a need is detected for
additional help for the children or family.
The ‘narrow’ model has been shown to provide parents exactly the kind of support
which they need, which opens up a long awaited conversation with the children. It is

a conversation that paves the way for a new and confidential relationship between the
children and the adults. The model differs from manual-based models. In those
models there is an inbuilt risk that the family should fit the model. I’m convinced that
both children and parents will have the best experience and the greatest return from a
conversation where we meet them exactly where they are. This model requires that
the professional, over and above her professional skills, has the competence to know
herself, as well as the people in the family. Some professionals have this
selfknowledge within their personality, while others have to train to acquire it.
In the book I will review the overall structure and qualities I strive for in the
conversations. I have selected and featured a number of meaningful moments from
conversations which, hopefully, can serve as inspiration. But that which I would like
to point out most, is that presence and responsive improvisation ought to be the nerve
of every conversation. Children need openness, honesty and knowledge of the reality
in which they live. That is true for all aspects of their lives. I’m sure that one will be
able to translate the book’s thoughts and examples to many different circumstances.
What children don’t know… hurts is an accessible textbook for all adults. All the
examples come from my own practice. Naturally they are anonymous and edited so
that no one is recognizable. I have sought to avoid trade specific expressions where
normal English words can cover them. Some may well notice, that I am inspired by
many known theories associated with neuro-affective development psychology,
cognitive, systematic, narrative, mental and experience oriented forms of therapy, as
well as the teaching of mindfulness - the conscious presence- is a great inspiration for
me. It also appears on the list of sources.
This book is written with parents, educators, nurses, teachers, neighbors,
psychologists, doctors, aunts, social workers, foster parents, priests and others in
mind. At the same time, I am writing this, keeping in mind those who are
experienced with painful life circumstances. Perhaps it is a child with ill siblings or
parents, or grandparents in a family, where mental illness or something similar is the
current situation. Many people have experiences which combine both the academic
and the personal. We don’t know where life’s path will leads us - today it’s you,
tomorrow it can be me, or one who I love dearly.
•
•
•
•
•

My values are based on these core values
Everyone has the need to feel seen, understood, and acknowledged
All parents want what’s best for their children
All children are tightly connected to their parents
Good connections are borne by presence, clarity, and confidence

Karen Glistrup
Ry, Denmark

Part 1 - We are all in this together
One in four people in the world will be affected by mental disorder at some point of
their lives. Around 450 million people currently suffer from such conditions, placing
mental disorder among the leading causes of ill-health and disability worldwide.
In every school class you will probably find between two to five children (at least),
who will experience mental illness in her or his family. Because of shame, prejudice
and taboos the school will only know a few of these children. Many children are
alone with their experience of the sufferings of their parents – not knowing what is
wrong. In primary school and in day care centers many teachers and educators are
reluctant to talk about the subjects mental illnesses and trauma. Apparently, fear of
reactions from the children is one of the reasons. In day care institutions and in foster
families the caring people will also be reluctant to talk about the mental illness of the
parents. The consequence of this will be that the children very rarely experience that
the adults bring this subject into the classroom or into ordinary social life. The taboos
remain alive, as always.
In the family mental illness will have consequences for the one who is
suffering, so that it can be very hard to keep in contact - even with his or her own
children. You can be troubled and unbalanced, restless and testy. Some people get
severe tantrums over small things. When there is an imbalance and unclear
communication in the family, the children will instinctively try to protect themselves,
and try to find some significance in what they sense. The feeling of being wrong will
overshadow the courage you need to share things with somebody. The children will
try to cope with the difficult atmosphere in their own way. Unconsciously, they will
develop some survival strategies that can be difficult for the people around them to
interpret. Some of these strategies will be transformed into competence which makes
us think, ”Here you see a child thriving!”. Other children, however, will develop
unhealthy strategies which will make us think, ”There is something totally wrong
with this child!”.
More and more children are referred for closer testing for psychiatric
illnesses. The children are not able to thrive in school nor at home, and their way of
behaving makes it harder and harder, or even impossible, for the teacher to include
them in class. These children have mental problems, no doubt. They need help, and
luckily many of them get better with good treatment. However, some of these
children react as they do, and acquire mental problems, because there are
circumstances in their surroundings which are too hard to cope with. These children
react when they aren't thriving in their essential relationship. That is, when there are
uncomfortable things in their close relationships, when nobody notices how they are,
and when nobody helps them.
The challenges can be met in different ways, depending on what kind of
relationship we have to the children and their parents, and depending on where we
meet them. What strikes me is that everyone has a tendency to believe that there are

others who have better options to help than oneself. That is not how it is. No one will
find it easy. That is exactly why so many children are neglected.
Therefore, in the first part of this book, I will try to reflect on some of the
challenges and barriers that exist for different professionals and for family members.
Let's start by looking into the very diverse world of the children.

The Children
”They are too small to understand”, we say. Paradoxically, we often call the same
children” small grown ups”. When children long for mom or dad's caring glance, in
vain, or when children have to take responsibility that should belong to the adults –
their parents – they grow up faster than other children. It will not harm children to
bare responsibilities. On the contrary, it is beneficial for the child's life-long learning
to be able to feel their importance. But ”small grown ups” develop their skills out of
distress, and the burden of responsibility is felt like heavy luggage which they are
unable put down.
The children do not talk about how they feel. They tend to keep a low profile
in order not to hurt their parents, but also to protect themselves from the reactions of
the adults. The devotion to the parents and the feeling that others should not know
anything, makes these children conceal their domestic problems from the surrounding
world.
We call these children ”invisible children” because it can be very difficult to
get a glimpse into their inner world for those who meet the children in their daily
lives, as in schools. Some children manage persuasively well, and no one in their
surroundings sees any reason to worry, even though sensible people around them
know about psychotic periods and abuse in the family. They let themselves be
convinced that the child is not affected. They focus on the positive side and
compliment the child, ”How great you are coping in school!” or ”How nice it is that
you can help your dad while mom is ill!”
What we tell the child, will become the self image of the child, and what is
not told, will remain a shadow of ”what is not” or ”what must not be”. For the child,
doubts may arise as to whether his feelings really do exist. No one notices the
bewilderment, the anxiety or the insecurity. No one will act as a mirror for the child
or explain to the child what is happening to the grown up, but that is what the child
longs to know.
Other children don’t please us in any way. On the contrary, they ask us to
bawl them out or even to berate them because they have a provocative attitude, and
they seem discontented with everything. Tiny things can trigger their rage and make
them hurt other children. Again and again they get reactions from their surroundings,
telling them that they are misbehaving – and are not lovable. Maybe they develop
such difficult and disturbing behavior that the adults around them begin to think and
act on the assumption that you could speak about a mental illness. They agree that
something must be wrong with the child. The more the child is looked upon as a

person who is not developing in the right way, the more the child will inherit that
misgiving of himself.
These indications from the children will not only come from what you might call ”the
adapted” or the children with ”behavior disorder”. There will be children who
develop specific competencies in leadership, so to speak, a skill they will bring into
the group of children. Some of these might be a bit too dominating. You find
children who are characterized by having a good grip on their homework and also
having the energy to help their school mates. Some children will be known for their
happy smiles and some children for their shyness. Some children will sit with their
nose in front of a screen, and some children put all their effort into becoming good
at high jumping or at playing the violin. That is just a sample of the characteristics of
children in families with mental disorders. ”But then everyone is included!” one
might comment. Yes, that is my point.
Many of the children live in predictable unpredictability. But they do try to
create just a bit of predictability. They make guesses and try to create a ”map” which
can be of help when they try to navigate what is incomprehensible for them. It
seems that some children living in an unstable family atmosphere, develop special
”antennae” that will increase their ability to anticipate the next moment.
Unfortunately, these external antennae are very poor at detecting signals coming from
the emotions the child might be experiencing within. The child's confidence is
literally weakened. He does not feel his own needs, or his own limits, and therefore
these limits will be exceeded again and again. The consequence is that the child's selfesteem will also weaken concurrently with the repeated failures and transgressive
behavior.
In order to understand the inner life of children, we must try to understand
their situation. We must see the world through their eyes and sense what they sense.
But the children that this book is about, are very different, both on the outside
and inside. The range of children whose parents live with trauma or other mental
disorders are just as broad as when we look upon all children in general. It is crucial
that we are aware of this.
Many children live in families full of care and warmth. Very often I think that
love gets a special color, so to speak, when you experience how much you value each
other in a family that goes through a lot of hardship. This happens if you have
survived traumatic events and perhaps have lost some of your dear ones. And it
happens when someone you love is going through a trial like the one a mental illness
can cause. The sensitivity that mental vulnerability causes can bring parents and
children closer.
But you also find children living in families where the parents are deeply
wounded personalities and they might not have any conscience or ability to show
empathy or to give love and care. You can see this in both socially vulnerable groups
and in extremely well-off families. It is hard for us to believe that these things happen
in our time. Only people who have experienced this themselves, will be able to

understand the life these children live. Many of the children from both types of
families will know the same feelings, in spite of their different circumstances in life.
It can be the basic feelings of abandonment, insecurity, loneliness, anger, worry,
awkwardness, responsibility, emptiness, sadness, grief, and powerlessness.

“
My mum always looked dismal, and she was very tired. She slept when I left for
school in the morning. And she didn't have the strength to cook supper. When I was
smaller, I didn't give it much thought. It was not until I was confirmed, and we talked
about our dreams in life, I realized how lonely I was, and that it was not normal to be
so lonely in one's own family.

“
I was sent to a psychologist because someone wrote to the local authority. I did not
like it. She was so smart, and she looked at me in a way that made me feel ugly and
stupid. When she asked me, how things were at home, I always replied, ”Everything
is fine”. And if she asked what my brother and I did together with our parents, I said,
”We bake cakes” or some of the stuff I had tried to do at home with my friends.

“
I learned to lie to cover up for my parents. I was afraid what might happen if
somebody knew. I think we grew accustomed to the thought that this was the way it
was in our family. It was similar to a bird in a cage thinking, this is how it is to be a
bird.

“
My dad was a mechanic. At home he always had an iron bar next to his bed and next
to the garden door, because there was someone after him. My sister and I believed it.
He would not go into town without having an iron bar in his car. And I was therefore
enormously afraid of going into town.

“
It literally became a project for me to be very, very good in school.

“
My mum cut herself. And she threw up her meals. I was scared. My days in school
were miserable, and I could not concentrate on the lessons. I was afraid my mom
would die. I did not do my homework, and I did not sleep well during the night. My
mom and my dad did not talk about it, really.

“
It seems to me that my foster parents are afraid to talk to me about the illness my
mom has. I think the teachers in my school know about it, but I am not sure...

“
No one ever talked to us, the children, about what was wrong. No one ever noticed
that I was not only a bright little girl, but also a frightened and lonely and angry child.
How could they imagine that it was okay for me to be alone with my mom when she
so often was dead drunk, threatened us with a good beating, and tried again and again
to commit suicide. Today it is beyond me that no one ever said to me that this was not
how things should be. I could not imagine that things could be different. That was
how my life should be, apparently.

“
My tummy aches, but I am used to it. My father curses my mom every day, but my
mom just shows a deadpan face. She doesn't cry, but I do...in my bed.

“
Both my parents were intelligent – and both with a split personality. I don't think
anybody really knew how we were in the family. They could act as the perfect
parents when we were out. We learned from a very early age that it was a severe
violation of loyalty to talk to anyone, whatsoever, about what was going on back
home. I was constantly on a state of alert. There were two things we had to deal with,
First, father should not be angry. In addition, mom should not get depressed. My
mom bluntly said to me that it was my duty to support her, and that it was a great
betrayal to tell anyone else about what I knew.

The Whole Family
No illnesses are marred with so much shame as the mental disorders. The taboos and
the prejudice bear a part of the responsibility. On top of that, the shame is nourished
by the fact that traumas and other psychiatric disorders strike deeply into the core of
”who I am”. You are not yourself. The experience of being observed and judged by
others will, for people with mental disorders, contribute to a tendency to isolate. But
the experience of not being able to control one's actions and to regulate one's
emotions, will at the same time create a self-denunciation that can be even worse than
the condemnation you might feel from the surroundings.
Example

Martha, who suffers from depressions, says: ”Apart from the melancholy, the
tiredness will cause a feeling of not having the strength to do anything. I feel that my
batteries need recharging all the time, and when the children pester me or do not do
the things I have asked them to do, then my fuse is very short, and I scold them far too
much. It is hard for me to concentrate, and it seems impossible to tolerate the
children and the noises that naturally are part of being a child. Both the children and
my husband are under attack. I see clearly that everything is wrong, but I don’t see
how to change this pattern that has developed. As a matter of fact, I am deeply
worried about the kids and how much they might be harmed already.”
Small nuances in language are significant. The way we relate to and think about
having a mental disorder, will also affect the way we express ourselves. A woman
reacted spontaneously in a talk: ”Oh, it is so nice that you said that I am affected by a
mental disorder! Then I remember that I can't blame myself!”
A person suffering from a mental disorder needs to be met with kindness and respect
and understanding, not with reproaches for some reactions that might be hard to
comprehend for other people. But it will take some attentiveness to be able to
interpret things when you encounter mental problems.
Example
Erik is the chairman of the contact parents in the 5th class at school. They have
arranged a Field. Erik promised to deal with both the signups and the bus transport.
One night in the week before the trip all the parents receive a very long mail from
Erik saying that he has been forced to cancel the whole arrangement. No one can find
any sense in Erik's explanations as to why it is necessary to come to this
conclusion. The following day a lot of upset phone calls are made from home to
home. Many parents are angry because of the exaggerated decision made by Erik on
his own. Why is it that Erik sits at night writing to all of them? Lillian gets a phone
call too, and instantly, her reaction is that Erik is ill. Normally, he doesn't act in that
way. Lillian goes to the family, and meets Erik's wife, who is very grateful because of
the caring way in which Lillian meets her and her family. She says that Erik is in bed.
He feels so ashamed because of what happened. They agree that Lillian should send a
message to everyone from Erik and his wife, saying that Erik is mentally vulnerable,
which means that now and again he loses contact with himself and with reality.
Lillian writes in the mail that Erik's wife is willing to come to the school the following
day to tell the kids a little about Erik's illness.
If you think that you often can tell by looking at people that they suffer from a mental
disorder, you have misunderstood something very important. Whether you talk about
personality disorders, depression, anxiety, schizophrenia, PTSD or others mental
disorders, it is only when you are deepest down, that you can't hide it. The parents I

meet in my clinic, parents who are very affected by the illness, do not differ in their
physical appearance from the people who have been my colleagues through the years,
the elected representatives, the checkout assistant or the car salesman. Even people
with a paranoid psychosis diagnosis can control themselves, have a glint in their eye,
and talk as if there is nothing wrong. Their experience of the people around them is so
threatening that it is important that no one find out about their real thoughts.
In a way it is very good for the ill person, that he can hide their true emotional
state. This is how you can associate with other people without having to involve
everyone. That can be a help for the suffering person to hold onto the healthy part of
himself. The challenge for everyone else will be that it is hard to know when a fellow
human being is suffering within.
Psychiatrist Lars Thorgaard, whose background is of a lifelong, deeply
engaged professional for people with mental illnesses, said a very wise and simple
thing about mental illnesses: ”Insecurity is the core of all psychiatric sufferings. In
spite of the appearance, there will be a core of insecurity”. Maybe this simple
explanation can help more people to understand a little more and be a bit more
broadminded. Maybe we could get used to meeting a person with extra kindness and
a more open mind, when this person reacts towards us in an incomprehensible way.
Perhaps his or her reaction is only about insecurity.
Complex personality disorders, like psychopathy, can make a person lack
empathy in his relationship to his children. There ”is” nothing where empathy and
conscience normally dwells. They might have normal routines ass in any normal life
:eating, brush teeth, pack the lunch and walk to school. But emotionally there is no
contact. Children with parents without empathy and loving care are really in need.
Basic security is not possible to establish with a human being who can't sense or
reflect the child or even give it love and care. Parents with complex personality
disorders are found in all social classes. ”Grown up children” I have met during the
years, have told me about highly esteemed people on top of big companies and
humanitarian organizations, who as parents were cynical, cold and insulting in their
treatment of their own children. These stories are cruel to listen to. You can't avoid
being indignant when you hear about the betrayals the now adult child experienced.
At the same time, I try to remember that these personalities are created in a childhood
with sick relations, and that what you find is a profoundly harmed child who grew up
with no help in becoming a complete human being.

Siblings with mental disorders
It must be some of the most painful experiences for parents to see their own child
suffer mentally, while at the same time seeing themselves as unable to help or ease
the pain.
When one of the children in a family is afflicted by mental illness, all the
children in the family are afflicted. Naturally, children take part in their siblings'
sufferings, and maybe in their violent or self destructive behavior. Most parents have

problems in having the energy to take care of the other siblings. The ”laws of nature”
for children's ability to adapt, are often very capable of handling a little more or a lot
more than they would normally be capable of, by and large, to the neglect of their
own needs.
In many ways, these issues resemble the issues that siblings of handicapped
children live with. The exception is that these children, with siblings with mental
disorders, are swirled into hurricanes of emotions that you can experience in the
surroundings of a mentally ill sibling, and at the same time these siblings lack
knowledge of what is wrong. The feeling of abandonment, and the lack of knowledge
and help to draw a dividing line between the child and the ill sibling’s intimidating
behavior, will be some of the things these siblings recognize.
In Jesper Juul's book, ”Familier med kronisk syge børn” (2004) ( Families
with Cronically Ill Children), he asks the parents to pay attention to: ” Generally, you
can be sure that the siblings of ill children have exactly the same feelings, limits and
needs as you have yourself, and they will have even more difficulties in expressing
them”.
Fear of becoming ill will also be recognized by many. Some siblings of
mentally ill persons develop a very strong urge to hold onto their own healthy mind
so that they reject even any hint of vulnerability. And they are supported by their
parents and others in the family who, naturally, focus on how nice it is that ”the other
child” manages so well.
Healthy children, who sense their needs and are capable of expressing
themselves about their needs, can feel let down by their parents in small everyday
concerns, especially if they can't cope with more demands. The child might be met
with reproaches: ”It is not as bad as that, is it?...”Now try and show us that you can
manage on your own...” ”Remember, you are not the one who is suffering”.
Many grown up siblings with a sick sister or brother have described how it
was so important to keep healthy, both because they feared the illness and because
their parents should not have more children to worry about. The feeling of having to
ensure the parents' feeling of being a success, resulted in the healthy sibling rejecting
everything in himself that could be connected with vulnerability. It is important that
children are supported in getting to know both their healthy sensitivity and their
vulnerability, so that they won’t, in the long run suffer, from a serious loss of
selfvesteem. A small ten year old girl, whose big brother was hospitalized because of
severe schizophrenia, and whose parents were both afflicted by different mental
disorders, told me once: ”You see, I am the only one in our family who is well”. I
heard more layers in her message: First of all relief, but also a sense of guilt, because
she was not affected. And then loneliness. The responsibility she had, could be seen
in the many suggestions she had for good treatment of her schizophrenic big brother.
Finally, a small doubt - for later she asked me: ”How do you find out whether you
have a mental disorder?”

A healthy parent will also be afflicted
”A well functioning adult” who cares for the children, is a frequently used concept
when you talk about healthy parents. It matters a great deal for children that they
have a healthy grown up to rely on and to relate to. The idea, however, of a healthy
parent with a lot of energy, contains a great deal of idealization. In a situation where a
spouse, during a depression, has tried to commit suicide, or where one of the children
in the family harms herself, many people find only the energy to survive and do what
has to be done. But in fact, very few will be capable of tolerating and supporting their
children in their work with the pain, they have to live with. It is of great importance
that all wives and husbands, who ”contain and endure”, get support, relief and
recharging.
Living together with a mentally unstable spouse, who has problems sensing
both his own limits and also others', can be a damaging strain, and it often causes
clashes and fights. Parents arguing and fighting will be tough things for children to
handle, but in the heat of battle the adults close their eyes to the harm done to the
children. I never refrain from telling the parents that the anger they throw at each
other, will go through their children's hearts like arrows. They leave injuries which
need a very long healing process. Many years ago, Kristoffer, a boy of ten, gave me a
drawing that still hangs on the wall in my clinic. The child's pain cannot be expressed
more clearly than he has done here, and many parents have a spontaneous
understanding of their responsibility to their own family, when they see this
drawing. Of course violent fights are not exclusively reserved for families with
mental illnesses!

Drawing by Kristoffer 10 years

Divorced parents
Mental illness can be so aggravating for a relationship that the marriage will go to
pieces. Like in other families many parents choose for the children to live together
with the mom most of the time. It is important for the vulnerable mother to have the

children near her. It is seldom that you talk about this - and with the child about how
the responsibility might be experienced.
Children who shuttle from parent to parent (this also counts for families
without mental disorders) often work overtime as mediators, facilitators, containers,
and “smoothers out ”if the parents do not have the energy to communicate clearly and
directly with each other.
The visits to the ill parent's home can be of great importance to the child who
knows that”... my visits keep my dad alive...”. This is a very uneasy thought for the
healthy parent, but the arrangements about communication with the ill parent must be
respected. But doubt remains: Can she handle to have the child the whole weekend?
Does she take the medicine as required? Lack of confidence easily becomes the
feeling that permeates the relationship. The child will feel this mistrust, but at the
same time the child is worried about the ill parent, who really needs to see her child.
Therefore, the child will be reluctant to tell the healthy parent anything that might
create concern as to whether the meeting should take place. Sorting information will
be a skill that the child will learn to master: What is wise to tell and what is not?
Example
Anton, 37, an electrician and single since a divorce two years ago, was in the
hospital because of a mania that had developed in a relatively short period. Before
that, he had been depressed for a longer period.
During hospitalization, Anton insisted on going home on the weekends where
his son, Mads, 13 years, would come. The boy meant everything to him, and he did
not want to miss any contact whatsoever. Mads went on his own by train when he
visited his dad every other weekend.
Anton did not want Mads's mom to know that he was hospitalized. He feared
that then he wouldn’t be able see his son. After some discussion with the staff, he
realized that consideration for Mads was vital, and we were allowed to contact his
ex-wife, so that she and the boy could come to a talk about planning the weekends
ahead.
It turned out that Mads had been rather insecure about his dad and his wellbeing. Anton, who for some time had been sad and silent because of depression, had
during the last visit been quite weird and very boisterous, and he had so many things
to arrange - it had not been a nice visit at all. The parents now realized how Mads
had hidden his worries for his father. Mads hadn’t told his mom a word about it. Not
even from his last visit where Anton had been on the way into a manic episode.
Children who only see their ill dad or mom every other weekend, are very concerned
about what happens during the long period between the weekends. Just like the
children who live permanently with the ill mom or dad, children with ”visiting rights”
need information and support to be able to commit themselves in their relationship
with the parent.

The dear grandparents
Some families are lucky to have caring grandparents in their neighborhood. Very
often they can be a warm and secure shelter. The children know that they know, even
though they might have difficulties in talking about it. Caring grandparents with
energy can ensure the children's safe family base during their childhood, but they can
also get tired, and they might need some relief. Their circle of support (check) must
be aware of that.
You will find exceptions where children speak about insecurity and anger in
relation to the ill parent's mom and dad. Children don't understand what is at stake,
but they feel trapped. So much can be hidden behind the curtain. Failure,
abandonment, violation, shame and guilt through generations can be hard to mend.
Everyone has his own experiences and good reasons to feel and react as he does, and
that counts for the grandparents too. The family history often contains much more
substance than we can or should try to sort out.
We have to be aware of one thing, though, when we try to understand parents’
reaction to adults with mental disorders. In the 1970s and 1980s, many parents of
mentally ill children experienced that psychiatry had a very cautious attitude towards
the patients' parents, as they saw close family as the primary source to the outbreak of
mental illness. People in the older generation have not only lived through the pain of
experiencing a son or daughter enclosed in the frenzy of the psychosis – at the same
time they might have felt stigmatized, and they might even still live in deep shame
and guilt to the core.
Example
A lecture is arranged in the local chapter of the Danish Senior Citizens Association:
"Grandparents can help". The lecture is about the situation grandparents find
themselves in when grandchildren have parents with emotional disorders. The
president of the association is extremely interested in this issue; his son-in-law is
bipolar, and he knows that several of the association's members are in similar
situations.
The turnout is small, however. One of those attending explains that it's
understandable, because there aren't many people who will show up at a lecture open
to the public that deals with the subject. "You are more or less telling everyone that
you have an emotionally ill child! You can't do that to your son or daughter. Usually
it's only the people you're closest to that you will tell …."

Family life
Showing our best side, the one we are most comfortable with, is deeply embedded in
our culture and in human nature. Usually what we present to the world of ourselves
and our families corresponds to what we believe others will admire and respect us for.

In our teenage and young adult years, we allow ourselves to do the opposite, but most
of us at some point return to a pattern of behavior learned at home.
Healthy, happy, and thriving children can feel like a testimonial to successful
parents. If parents suffering from mental illness are plagued by a bad conscience
about their children, they can be led into gauging the children by seeing how badly
things are going. Professionals encourage this mindset with the typical question:
"How are your children doing?" Often children are the bright spots in their lives, and
the parents can agree that "it's going so well!" This, despite the fact that we all know
perfectly well that things can look completely different inside than outside.
Therefore, this bears repeating: children are always involved in a mother's or a
father's life and illness, in ways that are both good and bad. They pick up and sense
much more than has previously been assumed. Because they so badly want to avoid
their children being burdened, parents can almost fool themselves into thinking that
they can hide their illness from their children, but deep inside they know, as do the
children, that they cannot.
Example
The topic discussed on a radio program is the need for guaranteed treatment in
psychiatry. One of the participants is a young woman who calls herself Mia. She
explains that she has been suffering for many years from serious eating disorders.
She vomits after eating, takes pills to lose weight, and is mentally and physically so
disabled that she doesn't dare say that she will survive. If she doesn't receive help and
treatment before long, she is afraid that she will "flip the switch" herself. At the end
of the program, the journalist reveals that the woman wishes to remain anonymous
because her children, aged nine and thirteen, don't know that their mother is sick ….
Children's ability to sense how well their parents are doing is at least as welldeveloped as the ability healthy adults possess to read their children. "Mia's" children
are most assuredly aware that their mother is suffering, or they sense that something
is seriously wrong – something that can't be talked about.
Children realize at a very early age that there are things we don't show or discuss
with other people, not even our siblings, who often have very different stories and
experiences within the very same family. These various stories come into being
because of the differing coping strategies they have "chosen."
It seems as though older siblings especially set their own needs aside and take on a
large responsibility for both an ill parent and the younger siblings. Big sisters and
brothers often nod in acknowledgment when I tell them that, generally speaking, the
older siblings I encounter must shoulder greater responsibility than the younger ones
are expected to handle. At the same time, younger siblings feel their worth and
abilities aren't appreciated. They might take on the role of being a "ray of light" in the
gloomy family, the "ornery little kid" or "little clown" who breaks up or distracts the
rigid family's patterns of behavior.

"Children sense far more of what is happening in and around the family than the
adults think!" Every time I tell that to the children in a family conversation, or tell a
five-year-old that I fully believe that children his or her age understand much more
than adults imagine, the children become more interested. They nod eagerly, they
listen intently and seem to be thinking: "Could she tell more true things my parents
should hear?"
Members of a family can easily lock each other into fixed personas. This is a risk
we all recognize. A very good exercise when meeting with a child is to try to see
behind the character they expect everyone to see – to notice the sensitive child behind
the cheery or sour expression and to mirror the child in that persona, too.
The fixed persona can become grotesque when "the kid" is still seen as too young to
understand, even when she or he is older than the big brother or sister was when they
were expected to take on the role of helper for the sick adult.
Example
Mary lost her husband in an accident several years ago, and she lived alone with her
youngest daughter, Sanne, who was fourteen. Her oldest daughter, a nineteen-yearold student, Linda, had moved out.
During one of her many periods of depression, a district nurse became worried
about Mary's talk of suicide, and Mary was forcibly admitted to a psychiatric ward.
Linda was informed, but no one believed that Sanne should be told about her
mother's plans to take her own life. No one wanted to burden her any more than she
already was.
Sanne visited Mary every afternoon, and we noticed that the room quickly filled up
with drawings of flowers and hearts, with the accompanying words: Mom, I love you!
We began to interpret Sanne's signals as an attempt to make her mother aware that
there was something to live for – her, Sanne. But what did Sanne actually know about
her mother's illness? And who had told her what?
Mary said that she always had thought that Sanne was too young to have to worry
about her mother's illness. As time went on, it became difficult to bring the subject up.
Mary confirmed that she and her daughter, even though they didn't actually talk
together about feelings, were so close that she probably couldn't hide anything from
Sanne. She wanted me to speak to Sanne. Mary realized, however, that it was
important that she also take part in the conversation, so it would be an experience
they could share afterward.
During Mary's lengthy stay, the hospital personnel made an agreement with the
older sister, Linda, that she would return on weekends to be with Mary and Sanne
when Mary was home. Besides her studies, Linda had a part-time job, but she
managed to take time off to participate in the conversation.
It came out that Sanne knew her mother had serious thoughts about death. Linda
was very focused on how her mother should have better support at home after she

was released from the hospital. How she should get out and see other people. What
could be done for Sanne? At one point I asked Linda, "What has it been like for you
in all these years since your father's death? Have you gotten the help that you
needed?"
Linda broke out into tears. At first she cried quietly, then she began to sob, deeply.
She said that everyone had always believed she could handle everything. The fact
was, that she couldn't. Right now she couldn't deal with her exams coming up next
month. Not at all.
Sanne was obviously moved by seeing her big sister show feelings she had never
shared before with the family. She tried to control her own expressions of emotion,
but she said, "It's just so good for Linda that she cries it out. She's had to take care of
way too much."
It was as if Mary caught renewed sight of her children. The next day she said that
she had thought a lot about everything and realized that there is something she had to
take care of now. Her children mustn't lose both their parents. They had to have a
mother.

The professionals around the family
It is regularly revealed that a child, or a group of siblings, have for years lived in
wretched conditions with abuses from their parents and who experienced a
comprehensive failure from the professionals in their locale. Every time the involved
persons examine themselves and each other with shame, while the not-involved
wonder, “How could this happen?” In the social services field a significant amount of
money is spent gathering knowledge to strengthen the effort to secure an
earlier tracking down of vulnerable children. Correspondingly, persistent work will
be done on improving multidisciplinary cooperation.
Multidisciplinary cooperation has been strengthened, and more often now,
information is passed along about children and families who need help. I still wonder
why the focus is on teaching the professionals around the children to look for signals
of unhappiness. There is nothing wrong in the list of these signals, but it is not
exhaustive at all. The dominating, skilled, accurate, smiling and the altogether perfect
children are not mentioned. It is not only the quiet children who are invisible! The
most invisible are the children who are most like children.
We are greatly mistaken imagining that all vulnerable children can be traced
with only an improvement in our ability to read the signals and act upon what we see.
We lose that battle, as there will always be too many children we can't see. Therefore,
there will also be many stories that never come up, neither in the public
administration or in the media because no one ever got to the point of knowing the
children. These children did not give any of the signals that the educators, teachers or
the social workers were taught to look for, and the children themselves did not have
the courage to ask for help, for they simply did not know that life could be different. I

belong to the group that meets these children when they, as adults, seek help in order
to ease the pain from their childhood.

Healthcare
I wonder why so many mothers with mental disorders and their children, are
overlooked by visiting nurses? She visits the home with the new mom, and she should
have every opportunity to identify vulnerable children at an early stage and to secure
support for both mom and child. It is easy to imagine that the visiting nurse focuses
on the older children in the family, when she visits the unstable mom with the baby.
Not surprisingly, a visiting nurse explains, that these moms are reluctant to
tell her how they are. The fear of being stigmatized as crazy and not capable of being
a parent, is big, and then the mentally vulnerable mom keeps her burdensome
thoughts to herself and tries to to make the nurse focus on the newborn baby:
“Maybe the baby cries a lot or has a sleeping and eating pattern that is quite
out of balance. The child might be quite passive, and that could be because the small
child has already experienced that mom doesn't react when he cries. But I think that
we too often have chosen to wait and see –oh, it might turn out all right – a wish to
follow the mother and believe in her positive resources”, tells the visiting nurse.
The visiting nurse would like to see that the general practitioners, more
consistently in connection with pregnancy consultations, would provide information
about the actual or the recently known mental disorders of the mother. “That would
make it so much easier for us to talk about this subject, already before birth. As more
than 10% of all women get their first depression in connection with giving birth, it
ought to be a relevant issue for all pregnant women and for all new mothers.”
The visiting nurse also meets the children at the health checkup in school.
Here she listens to different somatic complaints: headache, stomach ache, weariness
and perhaps sadness. In her attempt to translate the symptoms, she could ask the child
whether there are worries at home or with friends.The same thing however, happens
here. In the same way as with the professional and the teacher, both wanting to help,
they run into the child rejecting that anything is wrong. If the visiting nurse is not
secure about whether she is “on the right track”, and if she feels that the child
definitely doesn't want to confide in her, it can be very difficult at these talks to give
the child an understanding of the signals, from the headache and the stomach ache,
could originate from worries about things back home.
Limited knowledge about mental illnesses, personal barriers and lack of
education in communication, can be major obstacles for all professionals when
talking about mental problems with school children, or with the mother of the baby.
However some professionals do have a personal talent for talking about agonizing
and taboo subjects, and they experience that children choose to confide in them.
Example

Lone is a visiting nurse. She pops into the class during a break, and she sees Peter,
who sits alone and is working with some string in his hand. Lone knows from her
contact with the family, that when Peter was small, the dad, whom Peter seldom sees,
experienced depression ever since he was young. Therefore, she has always been
particularly vigilant when it comes to Peter. She sits down and says, “Hi, Peter, are
you sitting here all on your own?”
“Yes”, Peter says...then a pause. Peter gets up and fetches a Ken-doll from
the playccorner. He ties a string around the neck of the doll and pulls the string.
“What happens to him?”, Lone asks while she gets a bad feeling in her tummy. “They
say that he died in a very quiet way, but I know that he did it like that!”
It turns out that Peter's father was found dead after committing suicide only a
few days earlier, and apparently, the family could not bear to tell Peter the truth.
Lone stays in the class, and she has a long talk with Peter who cries, and who is
angry and in despair. Afterwards, Lone suggests to her leader that Peter be contacted
by a psychologist. But first and foremost, they agree on having Lone contact the mom
for a talk with her and Peter. Especially now that he has chosen to share the worst
with her. This talk might suffice.

The daycare center
The daycare centers have also focused on vulnerable children. A educator recounts:
“Yes, today we have many options. If only the family is open-minded, then
we can give the family really good support. The problem is that we don't know the
situation for the majority of children who have parents with mental disorders. You
find children who have a rigid and scheduled daily life or a parent with an almost
symbiotic connection with the child. It is very difficult when the parents reject our
attempt to have a talk with them about the child, and about how things are in the
family. And in periods where the parents are more open about the illness, it is often
when the mom is going into a manic phase, and then we think that the contact with
her is difficult. We can feel when the child is comes in the mornings, that he is in a
dilemma. The child also senses, like we do, that the mom is weird and exorbitant...
If there is a healthy parent, we have a tendency to strengthen the relationship
to that adult instead of the mentally vulnerable adult. It so much simpler. We might
also be in doubt about what a person with the mental disorder can endure of questions
or confrontations. If you keep distance, you respect the ill parent's signal, saying that
she does not want any contact. When the parent leaves, we most frequently
experience that the children are happy and “enjoy the break”. “
More educators are calling for more knowledge about mental disorders in general.
What does the illness do to a human being? What is the person not able to cope with?
Can the person manage being contacted? Lack of knowledge will cause a lot of
misunderstandings and misinterpretations, and that can lead to a feeling of failure
both for the professionals and for the parents. Knowledge of children's

response to the illness of the parents is also sought. It is really good to keep an eye on
the fact that the child's disturbed behavior is about something disturbing and insecure
in the child's everyday life.
Søren Hertz, children and youth psychiatrist, argues that we always must
understand, as a starting point, children's feelings and behavior – also the disturbed
behavior – as communication. This also pertains when the behavior make us think
that there could be a psychiatric problem with the child.
Example
Anne is a clinic assistant in a general practitioners' clinic, and her husband, Knud, is
a bricklayer. For many years he has had a severe problem with alcohol abuse, but
now he is being treated for the depression that lay behind the abuse, and he has
chosen to take Antabuse. Life in the small family has changed –for the better. Before,
there was always a bad atmosphere and lots of fights, and now, there is a true loving
atmosphere, actually. Anne is so happy because now she does not think of leaving
Knud anymore. The parents would like to have some help talking with Mira, 7, and
Victor, 5. I have a meeting with them to plan this family talk.
“We feel that Mira is extremely observant of everything. She is like a small
watchdog who looks at us in a way that makes us think that she can see through us“,
tells Anne. “We think it has to do with Knud's alcohol problem, and with our many
problems because of that.”
Recently, the parents had a networked meeting about Victor, who over some
time was having problems in his kindergarten. The psychologist talked about the
possibility of Tourettes Syndrome or ADHD. It was decided that Victor should have
some tests in the month to come.
“Did the professionals relate to the fact that Knud's alcohol problems might
have affected Victor?”, I ask the parents. Anne smiles a little bit embarrassed,
hesitates and then answers, “...Actually, we didn't tell them...”
This example is not unique. It emphasizes how important it is that you always, as a
rule, relate to the health of the family when you want to understand a child's behavior.
Parents will have difficulties in opening up to shameful things in the family when
they sit at a meeting with professionals around the table. It is a given, therefore, that a
talk about the domestic situation must take place prior to a network meeting.
Transparency in that kind of talk doesn't come out of the blue. You have to take into
consideration that many parents will trivialize what might be their part of the
problem. The people in charge of these talks ought to have the guts – in an emphatic
way – to tell the parents how marital problems, mental disorders, and imbalance in
the parents' lives, affect the children. You must ask very carefully if there have been
periods, or things in the family, that could make the child uneasy and insecure.
Transparency can emerge when confidence is established, and the parents sense that
there is no denunciation, but rather empathy in the air.

In a respectful and caring talk with the parents, the professional can succeed
in conveying his thoughts. Don't show any suspicion, but show that you worry, like
they do, because they all want the best for their children.
A far more simple way of meeting children with ill parents, would be merely
to talk with the children about the subject: illnesses in the family.
Example
The teacher: “There is also another type of illness where your body doesn't hurt.
Some grown ups become ill in their thoughts and in their minds, and they can be very
sad. Sometimes they become so sad that they don’t have the energy to get up in the
morning. Some have disturbing thoughts for which they must go to hospital to get
well. “
One of the kids, a quiet and resigned child, says that she knows someone who
hears bad things in her ear, things that no one else can hear.
Exactly this open approach, where the teacher, in front of the whole group of
children, talks about mental disorder, creates the possibility for children in families
with unknown mental illnesses in their home, to feel free enough to confide in the
grown ups.

The school
Schools have, just like daycare centers, great challenges when it comes to
understanding messages that lie behind a child's signals. It is natural that children,
who make themselves visible in one way or another, will also attract the most
attention. But it is very important to remember that not all children give signals about
worries and loneliness, or even serious failure and abuse. Many of these children
might seem like well adjusted and happy children. It is only in some cases that you
can tell by looking at the parents, that they are mentally disturbed. Children can hide
their feelings too, and only rarely confide in their teachers about their parents and
about difficulties in the family.
Example
“Yes, we have a child in our class whose mom has a mental disorder”, a teacher tells
me. I add, “Yes, and he is one child that you know of, but you might have kids you
don't know anything about!”
One out of ten of us are estimated to suffer from stress or from another mental
disorder. Because of this, we believe that in each classroom between two to five
children are affected. To this you can add children whose parents have problems
abusing, children with traumatized parents or children who are traumatized
themselves after terrible war experiences, having been on the run and having had long
lasting stays in camps. Finally, you have children whose parents quarrel, fight or are

in the middle of a divorce, or where family life is insecure for various reasons. You
will also find mental disorders here. The picture is often confused, at best. What you
work on with the family, cannot be easily defined as a psychologist.
The question is how important it is to sort out children in the form of
categories. For the teacher who needs to see and understand each child, it does not
matter whether you have the right diagnosis to pin on the child or the parents. It is
about seeing the child as a child who is perfectly okay, but who has some
circumstances in life that make every day hard. It is not realistic that a teacher is able
to identify the problems which each child faces. What children need in school is a
secure environment where the teacher is mindful to the possibility of mental disorder,
and where his mode of teaching imbues the necessary confidence which give the
children courage to confide if they are in need.
Example
I gave a presentation titled: “Mental suffering inside and outside” for some 8th grade
classes in school. After the presentation, a teacher came up to me and said,”I must
say it is really important that the children learn about this subject “mental illnesses”.
Also the younger pupils. They also see that illness in the family. The problem is that
teachers like us grew up in a time where mental illnesses were taboo. As a result, we
don't know much about the subject. Furthermore we are afraid of the subject, and we
falter. “
This teacher has grasped a crucial issue. The subject “mental disorders” belongs to
what we call the “not scheduled subjects” in our comprehensive schools: “health,
sexual education and family knowledge”. But where it is possible to choose, the
teacher, naturally enough, chooses the areas where she feels most competent. For me
it seems that the subject “mental disorders” is brought into the classroom mainly by
teachers who are conversant in this area from their own lives, and who take a great
interest in helping children facing problems that the teachers know from their own
childhood. If we want children to experience more openness from the adults, it is
necessary to make good teaching material available, so that the subject can be more
easily dealt with for the teachers in the classroom.
Many children tell me that they feel lonely and perhaps even excluded by
their mates. Some tell about bullying. The children's experience of exclusion don’t
necessarily come from the fact that their school friends are insensitive. It is hard to
make bonds when you can't share the important things in life. “My classmates are so
childish that it would be a waste of time to try to explain to them what it means to me
that my mom or dad has a mental illness!”, says Clara. Unfortunately, she might be
right. For children who don't know anything about mental disorders, it is hard to
understand that a friend is living under such different conditions. Having the job of
teaching school mates about mental illness is understandably an overwhelming task
for a child who probably lacks knowledge and help understanding themselves.

Anja, in 2nd grade, handled this with top marks:
Anja's mom suffers from recurrent depressions. She lives alone with Anja and Mads,
who is in the 4th grade. I know Anja's teacher, and she knows my offer to help parents
explaining to their children what their illness is about. After a talk with Gertrud, the
mother, I also meet the children. I explain, together with Gertrud, what kind of illness
Gertrud is coping with. We make drawings and look at pictures in the book “Talk
about it ... with every child” (Glistrup 2013). The children are very interested,
especially the picture of the brain. The picture of the mom on the sofa, where a child
is trying to lure the mom to get up, gets Anja's attention. Mads is more occupied with
the boy who thought he was to blame. We talk about the fact that many children tend
to think that it is their fault that mom or dad is ill.
One day I meet Anja's teacher, who tells me that one of the parents in the
class has been hospitalized because of a blood clot. The class starts to talk about
illnesses, and Anja happens to raise her hand to say, “you can also have illnesses in
your brain, which will make you very tired and make you feel very sad”. She tells her
classmates that her mom has such an illness, and that is the reason why she hardly
ever attends the things that the class arranges for the whole family. “But it is never
the children's fault!”, she emphasizes at the end of her small speech.
To my book “Talk about it… with every child – a book about anxiety, depression,
stress and traumas”, (Glistrup 2013), I will add a few comments. That is exactly why
this book was written, to help parents, teachers and other grownups, who will pass on
the knowledge to children, and who will talk with children about the emotions that
are well known to both children and grownups.

The social services
The bigger the municipality, the bigger the specialization and the more important to
have a set structure in place for multidisciplinary work. A big effort has been made to
ensure quick and simple expedition of cases, and it is a good sign that the social
authorities get information about children and parents who need help. The work being
done is of high quality, as the continuing training and supervision for social workers
is prioritized on a grand scale in most municipalities.
Despite that, many very sad stories emerge where professionals have been
good at meeting and cooperating, and where parents have been involved, but where
children, for whom all this is central, have been waiting much too long, and in vain,
for someone to talk with.
It has often been shown that social workers conduct too few conversations
with children than they should, according to the protocols. Various explanations are
given. One worrying development has arisen, based on conversations with newly
educated social workers. They say that in spite of high academic grades, they don’t

feel equipped to proceed with the interactions they are supposed to handle. My
impression, over the last few years, is that in the desire to raise educational standards,
too much emphasis has been put on theoretical studies. Apparently, this has happened
at the cost of reduced supervised practical training, as well as the reduction of
teaching subjects which are meant to strengthen the social worker’s professional and
personal self-knowledge, and the development of personal competencies, which you
need in professional settings.
This is a distressing paradox, but it is almost as if the more knowledge
gathered about children's development and need, the bigger the fear of direct contact.
Meeting the children one on one is natural and very beneficial for their development.
Professionals say “we must have some concrete tools for these conversations”, but
professionals working with distressed children lack neither tools nor knowledge.
What they miss is understanding and training. When we are able to be fully present,
we can create relationships with both children and adults whose circumstances are
difficult.
A question often asked is how to ask good questions that will make the child
open up? Many children, who are insecure and who feel vulnerable, will protect
themselves by closing off. When they do that, professionals can become anxious,
insecure and preoccupied with getting the children to open up. But what if this isn't
about asking the right questions? The children say it isn’t about that. What possible
answer can children give if they don't know what is happening around them, are full
of doubt and uncertainty and have a profound feeling of being all wrong?
Furthermore, if a child fears the consequences, then even the most caring questions
can be irritating.
Procedurally, a talk with a child about their parents' mental disorder must
initially be conducted with the parents present, as far as possible. If that is not
possible, and if the situation is very serious, you should not hesitate to tell the child
about the concern for him, from what is known. That will give the child the
understanding, importantly, of being seen. The difficult questions must be saved until
a time where you can be sure that the child feels safe enough to open up.
It can be hard for authorities in municipalities to be well informed about
citizens with serious mental problems. They may, for example, have received some
worrying information from the mental hospital about children in a small family. The
young mother has been hospitalized with a paranoid psychosis, and now she is back
home, but the hospital doesn't consider her to be well enough to be on her own with
her children. The social worker has paid the woman a home visit and the patient
doesn't behave in any striking way during the visit. “Is anything the matter with her
whatsoever?”, the social worker asks herself. The young woman serves coffee, she is
friendly and talks about everything just as any other hostess. Asked how she feels
mentally after her return from hospital, the woman minimizes her problems and says
that everything is fine She then goes on talking about something different in a way
where it feels impolite to repeat the question.

There are often times when we have to pull ourselves together in order to go through
an important meeting, even though we feel turmoil inside. It could be numerous
things: a marital crisis, bereavement in the family, or the like. Similarly a psychotic
person can control her thoughts for a shorter or longer period if she believes it to be
strategically wise.
Very psychotic or compulsive patients can be able to pull themselves together
outwardly, and can appear almost nondescript in their behavior. Paranoid patients,
especially in the psychiatric ward, are able to last for days without sharing their
psychotic thoughts with therapists. When a very secure contact finally is established,
the patient can then share his painful delusions with another human being. At home, a
patient might be sharing hallucinations for a longer period with his children, while
not letting anyone else know about his psychotic thoughts, or what’s happening at
home.
Example
A middle-aged man, Ewald, has a leading position in a major engineering firm. For
short periods, he has to commit himself to be hospitalized because of OCD. This
condition of anxiety, accompanied by compulsive actions, maintains such a strong
hold of him that life at home is intolerable for both him and his family.
Ewald's wife, Lillian, tells the hospital personnel that their son, Mathias, 16,
has been very angry with his dad for the past months because of his dad's controlling
behavior. When his dad is hospitalized, Mathias realizes that it is not possible for his
father to control his compulsive impulses. The son feels terribly guilty which in turn
elicits an almost excessive helpfulness and concern for his dad.
The boy is not interested in participating directly in a family talk, but is
persuaded to have a talk with me. Mathias emphasizes that we should make no
mistake about him having any problems that we could help him with! I tell him that I
imagine him to be a completely normal young man, with nothing wrong with him at
all, but that I know how dreadfully tiresome and frustrating it is to have a parent who
suffers from OCD. That is why I have invited him to come to me and have a talk about
how it is for him to have a dad with this mental illness.
Mathias realizes that I am not going to “fiddle” with him because I believe
that something is wrong with him. Therefore, he gets the courage to tell me how
difficult it is to prevent the ‘outside world’ from finding out about his dad's
compulsory behavior. He has never told anyone, not the teachers in school, nor his
schoolmates, nor any others, about his dad's illness. How could they be able to
understand how his dad was going around the house, putting up lego bricks in a
certain pattern in the windows or how he was winding insulating tape around the
taps before bedtime? He fears that people will label his dad as much more crazy
than he is. Outwardly, theirs is a very respected family. It s1eems that his dad has
been able “to control himself“ most of the time at work or out among people in

general. If he gets very ill, he phones the firm telling them that he has the flu, or that
he has an aching back.

When home is another place
Some children can't live at home because of the parents’ mental disorder. You say
that the child is “placed” somewhere else, an expression I have not been keen on. It
doesn't sound as if we are dealing with a living human being who is thriving and
developing. You find adults who, as kids, were placed in institutions or in foster
families, asking today:

“
Why was I not told about my dad's suicide?

“
Why didn’t they tell me about my mom's mental disorder?

“
Why must I hear from others that my dad, who had a personality disorder, abused my
sister?
It can be difficult to talk with children about their parents' situation if the ill parent
does not agree that the illness is a hindrance to the child staying at home. In some
situations, in order not to challenge the child’s loyalty, it’s considered best for foster
families not to talk about the biological parents. In many cases, foster families don’t
know very much about the biological families and their daily lives. Unfortunately, the
consequence has sometimes been that no one whatsoever has talked with the children
about subjects that are essential to their lives.
When you think of a child who already has the experience of being unwanted,
now being let down and abandoned, it can be difficult and sometimes impossible
even for engaged and caring foster families to satisfy the child's deep longing for
unconditional love. Luckily, many succeed in this. In these successful situations, I see
a correlation between the love the child receives and the openness and honesty about
difficult issues that are the crucial in the child’s life. Children who are exposed to
break-ups or abuses from their primary relations, need to be seen in the reality of their
actual situation, if they are going to be able to find coherent meaning and a
compelling reason to move forward.
Any child living in an institution or in a foster family, must know why he
can't live together with his biological family. The staff and the foster family must

know the child's background, and the child must know that they are sharing this
knowledge. This is a subject you have to bring up every now and again as the child's
thoughts and questions will change. Openness can create coherence for the child
which will relieve the child substantially, and he will have a much easier time getting
to know himself and his own resources.

Traditions, challenges and prospects in psychiatric treatment

Contact with children of psychiatric patients
Since the mid nineties, there has been a growing awareness in psychiatric circles
of incorporating a child and his family perspective into the adult’s psychiatric
treatment, especially if the parent is suffering severely from mental illnesses.
In 1998 a two-year project was implemented, supported by the Danish
Ministry of Social Welfare, called “Contact with children of psychiatric patients.”
A benchmarking and development of family sessions was at the core of this project.
The attempt, of which I was in charge, showed that family talks are applicable
as a support for both children and parents.
Here will be written a chapter about international efforts:

International efforts:
Netherlands, Australia, USA, Norway mv.
Karin van Doesum m.fl.

Family perspective in adult psychiatry
It is a positive development that the skeptical and at times even suspicious attitude
that relatives encounter in psychiatric settings, is being replaced by dialogical
teamwork. This works even better when you consider that the children are young
relations who, naturally, must be taken into consideration when it comes to
information, care and the awareness of needs they might have. This needs to occur
not only because children should be treated respectfully, but also because it turns out
to be a good, long run investment.
For most patients, successful family meetings help to open a dialogue with the
children about their experiences with an ill parent and about all the issues pertaining
to mental illness in the family. This naturally has a positive influence on the family’s
psychological well being.
Example
Anna is hospitalized by her practitioner because of a severe psychotic condition. At
the morning staff conference, the surgeon in charge informs the staff about Anna's
state: “The patient has had hallucinations for some time now. She is the mom of two
children, Mette, 7, and Lars, 12. The parents are in the middle of a divorce, but
otherwise, you would call it a normally coping family, and the children function well.
The children's dad, Ole, cares for the children.”

After two weeks, we invite the family for a session together. It turns out that
the children, in spite of their mom's long lasting psychosis, simply didn't know that
she was ill until she was hospitalized.
The children had been very scared because their mom had told them that their dad
was a member of a gang and that he was going to break into a bank and into the
school and would destroy everything for them. The children kept this a secret in
school. Now Lars is very embarrassed, and doesn't know what to say if asked where
his mom is. Nobody must know that she is insane!
Ole cries, and puts his arm around Lars. He is very sad that he has not seen
the children. He now recognizes what a tough time his children have had, but he
could not predict these bad outcomes when he had to manage all the things Anna
used to do. At the same time, he had to take care of his job, and he is also about to
move. He is also full of guilt because he is the one who wants a divorce.
It is a positive thing to experience how both the children and their dad are in
this difficult situation together, and how they listen to each other and share things.
Anna is quiet, but happy to be there with them, she says.
Lars is surprised to hear that many quite ordinary children experience
similar things. They also get together in groups! He doesn't want to join a group right
now, but later, perhaps.
Ole shakes my hand and eagerly thanks me when we say goodbye: “It was a
great relief that I could bring the kids today”, he says. “I am so shaken to see Anna
in a psychotic condition, and I am not used to sharing these feelings with my children.
Actually, I think we would have tried to forget it all if we had to handle all this on our
own”.
The question is who would have helped the parents to talk with the children if there
had not been an offer of a therapeutic family discussion in connection with Anna's
treatment in hospital.
The therapists create the culture for what can be discussed in a psychiatric ward. You
can read in hospital records about a seriously ill patient:
“The patient is very fond of his two children, who regularly come to visit him
in the ward. Both children are doing well in school, and they like their schoolmates.”
Or:
The patient's parents take care of the children while the mom is in hospital.”
These notes give us a picture of how the therapists choose to talk with their patients
about their children. You focus on the positive, and you omit talking about how the
children are scarred by the adults’ mental disorder, and you neglect to see what the
children’s needs may be.
I see what has happened for so many years as a massive defense strategy, or
as something which has descended through generations. You pass on your habits in
your actions. You might call this collective denial. In addition, it could be called

collective neglect of the children and of the patient, who typically will not bring up
the subject if therapists are silent. The therapist might fear the staff contacting social
authorities, and then you are suddenly “a case”. That could result in going through a
lot of unpleasant inquiries and evaluations, which could result in removal of the
children!
Example:
Jeanette was alone with her eleven year old Mads, and she was known in the
psychiatric system for quite some years. She suffered from paranoid schizophrenia.
She was getting good treatment, but at times, she was very psychotic and needed
hospitalization in a psychiatric ward. In the meantime she was treated by a local
psychiatrist.
Jeanette received a pension and came to a psychiatric activity center on a
daily basis. She had little trust in the social workers at the center, who also felt this
mistrust, especially when they talked about Mads and his need of support. The social
worker had once suggested that Mads could get a “relief family” so that Jeanette
could have a free weekend once in a while. Jeanette saw this as an attempt to sneak a
removal through the back door, and she became very angry. When Mads was smaller,
a notification had once been sent to the municipality from the kindergarten because
they had worries about Mads, but everybody was pleased when a psychological
examination proved that Mads was developing normally.
Both the social worker and the therapists had a problem asking Jeanette
about her son's well-being. She grew angry because of a perception of their mistrust.
Therefore, the son became almost a “not-talked-about” subject in their talks with
Jeanette. In later years, concern about the boy was discussed in several treatment
conferences. In one of these conferences, I pointed out that there were these offers of
family sessions, which was tried out at this time. The project was that I could offer my
help to the ill parent and talk with the children about the illness and about the
worries the children might have. The chief physician responsible had some
reservations about how Jeanette would receive this offer, because of her paranoia.
He referred to statements from the school which said that Mads didn't give an
impression of being under pressure, and the district nurse emphasized that Jeanette's
mom lived nearby. Mads often went there – and he was there every time Jeanette was
taken ill. They decided to wait and see.
One day Jeanette phoned me. She had found a folder in the activity center
about the offer of family sessions, and Jeanette had talked to a good friend who has
been to family talks with her two children and her husband. Apparently, this talk had
been good, and now she wanted to ask if it might be possible for her and Mads to
have such a family talk. “Mads might have something he would like to know more
about”, Jeanette said.

We arrange for Jeanette's mom and the district nurse to participate this talk.
In this way Mads will get a chance to meet the district nurse who is in close contact
with his mom.
I start the talk by telling Mads and Jeanette that we adults are very bad when
it comes to talking with the children about how they are when mom or dad are ill in
the way which is so difficult to understand. (While I talk, I sense a faint nod from
Mads who glances steadily into my eyes). And then I go on telling a little about what I
know from other children who have a parent with mental disorder.
I explain to Mads that I have talked with his mom before this meeting. I have
asked her what Mads could have experienced when his mom was ill, and what
thoughts she might have had about the difficult things for Mads to understand.
Actually, Jeanette was very much in doubt, and that is why we agreed to have this
talk today.
Jeanette and her mom explain how Jeanette's illness started many years agobefore Mads was born. I add to this that it is an illness that affects the brain so that
Jeanette sometimes gets some weird and very unpleasant thoughts -very hard, indeed,
for she herself to understand. She may, for instance, have thoughts about people
trying to harm herself and Mads. “But I don't think you ever noticed because then
you are at grandma's place,”Jeanette explains. “Yes, mom, I know. There are also
times where you suddenly say that we have to switch off the tv because there are
people in the tv who say something evil to us – and that is weird”. Jeanette is
surprised that Mads has noticed this. She becomes very concerned that Mads
shouldn’t carry these thoughts and worries alone, without expressing them.
The district nurse explains how she helps Jeanette with her medicine, and that
she comes once a week to have a talk with Jeanette while Mads is in school. Mads
wants her to come sometimes when he is home in case there is something he wants to
ask her.
A few months later, we establish a group arrangement for children with
mentally ill parents, and Mads joins us at the request of Jeanette. Both mom and son
think it a pity when the group sessions end, for it is a safe thing for them both to know
that Mads has a place where he can come and share his experiences and thoughts
with others.

Family talks – also in social psychiatry
Gradually, hospitalization is only relevant when it comes to psychotic illnesses and
patients with suicidal thoughts. Almost all treatment occurs locally, and the general
practitioner often has the responsibility for both seriously depressed patients and for
patients with personality disorders.
Although the general practitioner calls himself a family doctor, only very few
of these general practitioners initiate family sessions with the children. Many
vulnerable children could be traced, seen and helped if the practitioners offered
family sessions after the same model that the psychiatric system now practiced in

many places. This is my positive experience from experimental teamwork with
practicing consultants for psychiatric illnesses.
The experience, from many evaluated tests, shows that family sessions are
well placed in cases where the adult is in treatment, and where you know what the
mental illness is. Therefore, it would be natural if the practitioners and psychiatrists,
together with the psychiatric system and the municipalities, were prepared to assume
a shared responsibility to ensure early work with vulnerable children of mentally ill
parents. The prioritizing of work with the children of psychiatric patients, must be
“narrow” in the psychiatric system, and practitioners at the core of treatment must
prioritize treatment of the mentally ill person. Still, since family sessions so clearly
show how they relieve the stricken adults by getting help in talking with the children
about their illness, this offer should not be seen as an offer for relatives, but as a part
of the treatment of the patient. Before discussing how to involve family sessions as a
part of the treatment, thorough research must be implemented in this area, The
municipality could immediately back up the attention of practitioners with an easily
accessible offer of family sessions with patients who have children. This is an offer
that psychologists and psychotherapists could also make use of for mentally ill
parents that they currently treating.
Social psychiatry is a relatively new science. It takes some time to develop a
knowledge base and culture. That explains, perhaps, why social psychiatry doesn't see
itself as an important player in connection to mentally ill parents and their children. In
its relative youth, social psychiatry focused on an integrative recovery as the basic
foundation for municipal help to mentally ill persons. Today dialogical thinking is
valued and spreading to both general psychiatry and to social psychiatry where they
now use the “Open dialogue” method- which was introduced 25 years ago in Norway
by professor Jaakko Seikkula. The use of “Open dialogue” has resulted in outstanding
results for the recovery of psychotic patients, and it is widely appreciated all over the
world.
At the time when I read “Open Dialogue and Networking” (Seikkula, 2008), I
immediately understood the relationship between open dialogue and dialogical
qualities that I work on in my family talks. For Jaakko Seikkula the talk is dialogical
when it has freedom of movement. Open dialogue is not a search for consensus, but
values openness towards different experiences. The dialogue is alive when the
professionals are present in the process as themselves, both as professionals and as
fellow human beings, when the talk leads to a certain spot where it is meaningful to
be if pain is to be set free.
The open dialogues start with the mentally ill person and her network, and it
is from her perspective we talk. You can talk about very large gatherings of people
that the mentally ill person wants to involve. The family talk is different because the

children are in focus there. The number of participants is restricted to a minimum in
order to create a safe setting for the talk, which should mainly be open for a dialogue
between parents and siblings.
In recent years, in some regions, open dialogue has been practiced with an
adapted version. Experiences with recovery and open dialogue have prepared the
ground so well that it is only a question of time before, as a natural part of the
teamwork with mentally ill citizens, dialogical talks with parents and children will be
offered.

Cooperation in the work
Our understanding of children, their development, their needs, strategies and their
signals grow continuously. Today we know children do not ask for help. We know
that children can live their whole childhood with very severe problems, and no one
around the child intervenes. That is why it is so important that professional therapists,
who are well aware of the limited competencies of the parents, work with a family
perspective in their contact with patients. A greater attentiveness to children's
circumstances can make a big difference when it comes securing help for patients,
children and families. This is help that is founded on trusting cooperation and flexible
solutions, and help that respects the vulnerability and defense that each patient and
child protects himself with.
Good communications between psychiatry, general practitioners and
municipalities can secure early work with children who need help because of their
parents' mental illness. But the teamwork between these different cultures doesn't
always run smoothly. There is a reason for that. The culture in psychiatric hospitals is
founded on traditions from science and research. Less than a generation ago treatment
of patients was conducted under laboratory conditions. It was not necessary to
cultivate close teamwork with municipalities and with relatives, because the treatment
occurred in hospitals, and because the focus was on the individual alone, the person
with mental illness. With developments in psychiatry in recent years, and with the
closure of many psychiatric wards in the system, it has presently become a necessity
to establish closer teamwork with the municipalities.
It is a reality that the culture of children, and of families within a
municipality, are quite different. The work is about social and psychological
circumstances for children and parents which are closely related to the surrounding
society. As one sees in so many other contexts where different cultures meet, where
you don't know what is behind a special or different behavior, it can also be a
breeding ground for mistrust and prejudice.

That can be very difficult for psychiatric therapists who witness how a patient
and his children can't get help in the way that the psychiatric system finds necessary
for the family to function well in their daily life. One can be driven to despair, both

on the patient and clinical side, because there are so many shifts of social workers.
These shifts are extremely aggravating for the patients who need, more than anything
else, stability and security in their relationships. The psychiatric system can be said to
be an organization which finds it very difficult to live up to the ideals of continuity in
the treatment contract. With irregular contacts for ill patient in both systems you see
the necessity of establishing a teamwork culture between the sectors, working with
great thoroughness in both written and personal communication.
The social worker in a municipality might be dissatisfied with the psychiatric
consultant, if he is reluctant to reveal anything about his client's ability as a parent.
The doctor might explain that he doesn't see his patient together with the children. It
is obvious that a reduced ability to be concerned, and to show parental empathy, is a
very sensitive subject to write about in a report, which will have a great impact on
future treatment by social service agencies. An accurate description of the illness is
essential, as it provides the basis for the social worker's understanding of the mental
illness and the consequences for the client and her relationship with her children.
In other cases, you hear criticism that a doctor has almost written a
prescription of what social benefits this patient and his children ought to have. That is
not how it works. Therapists in the psychiatric system are allowed to talk with the
patients about their needs, and they can inform them about what possibilities they can
expect according to legislation, but the final decisions about measures lie in the hand
of the municipality. Luckily it appears that mutual respect and understanding of the
different approaches is increasing in many areas, with the building of contacts across
“borders”.
I will now reiterate what my core values are. These values are also valid for
cooperation between professionals across cultural boundaries:

•

Everyone needs to be seen, understood and recognized

•

Everyone wants to perform his duties in the best possible way

•

Each one of us is committed to the organization we work for

•

The ingredients in good teamwork are presence, transparency and trust

Part 2 - WHAT STRENGTHENS CHILDREN?
When we want to help children who are having a difficult time, it's naturally good to
have an idea of what is actually helpful and can contribute to making children
stronger.

Besides carrots, singing, and exercise, it's my impression that children's thoughts
about themselves and their reality is vitally important for how strong they feel and
how well they do. Thoughts exist in the brain, and it is there, and in the body's
nervous system, we should look to understanding the source of the healthy mind.
Like many other practitioners, I am very interested in absorbing some knowledge
about our brains that researchers have in recent years made available to us. This new
knowledge, combined with "old" knowledge from the health sector and psychology,
plus, lest we forget, what children themselves tell us, can guide us as to what is useful
for children. The following explains the factors that guide me in conversations with
children and parents.

The power of thought
Like adults, children have their strengths and vulnerabilities. They can feel powerless
and helpless, or they can feel competent and strong. Thoughts affect emotions, and
it's well known that thoughts are extremely addictive. They influence the fundamental
notions we have about ourselves and how we act and react in all sorts of situations. In
facing a challenge, it makes an enormous difference to a child's feeling of strength
and ability by thinking:
“Yes, I can do this. It's going to be okay. I'm strong, and I can get through this!”
as opposed to:

“Oh no! This isn't going to be okay. I can't do this!”
Children's thoughts about themselves and their experiences with getting by,
whatever the circumstances, affect the way the brain is formed.

You and I
There are many other factors than relationships, but the kernel of our thoughts about
ourselves are created and continually nourished by how other people act around us,
starting with our very first contact, not only with those closest to us but with all other
people. It can be said that children create their self-perception that is formed in
relationship to others. The brain, in other words, is to a great extent formed by the
way we use it and by our relationships. Researchers have coined yet another phrase to
describe the phenomenon: “Interpersonal Neurobiology.”

The brain concretely adapts to our circumstances and creates neural pathways
directly from what we experience throughout our lives. In other words, the way a
child is encountered both by its parents and other people affects the way its brain and
personality develops. A human's brain simply grows in concert with the quality of the
emotional care and contact a person experiences as a child, a teenager, and an adult. It
is affected when we are exposed to threats and indignities, just as when we
experience more positive things such as care, respect, trust, and love. It sounds like
common sense, and it is totally consistent with the words of the the Danish
philosopher K.E. Løgstrup:
“An individual never has something to do with another person without holding
something of that person's life in their hands.”

The brain creates coherence
The new knowledge about the brain fits in well with developmental psychology's
theories about children's attachments, and it also matches the understanding of how to
promote health that the Israeli medical sociologist Aaron Antonovsky found in his
research in 1987. The results, which many people utilize, are described in his book,
"Unraveling the Mysteries of Health". Antonovsky's main thesis is that a person's
strength, when it comes to difficult circumstances in their lives, depends on whether
or not they have what he calls the experience of coherence, that is, if they feel that life
is meaningful, comprehensible, and manageable. Many of us are familiar with
situations where we experience a lack of coherence. The nervous system becomes
overloaded, and after a long period in this state it becomes stressed. On the other
hand, if we can discern what is going on and create an overview and form a strategy
for what to do, we can maintain our peace of mind. The reactions of the nervous
system correspond to whether we are wandering around in a foggy and swampy
landscape with no map or compass or traveling in clear weather with equipment that
works.
Children living with parents who are suffering from emotional disorders do best if
they experience coherence. For that to happen they need to know that their parents'
behavior is due to an imbalance in the brain. They need to know that it is not their
fault or responsibility, and that they can act to take care of themselves.
Children's trust of their own senses can be strengthened by caring contact from
others, which validates the experiences and impressions children have. Through
conversations, their impressions may carefully be put into a context that makes sense
to them, cognitively as well as emotionally.
Instead of openness about what is going on in their lives and empathetic reactions
from the people around them, many children, unfortunately, are met only with
silence. The consequences are that they feel abandoned and their nervous systems
strain in an attempt to create some sort of coherence out of what doesn't seem to be
understandable. The loneliness, helplessness, and powerlessness children may

experience affects the neural structures of the brain, the results of which we see in the
behavioral patterns and personalities children develop.

The triune brain

The work of author and psychologist Susan Hart is based on what she calls
“neuroaffective” developmental psychology. She makes use of Paul MacLean's
model of "The Triune Brain" to explain the inner life of the brain. Grossly simplified,
the model describes the brain's three interconnected parts that function on three
levels:
In the center – the "old brain", or "reptilian brain", where breathing, heart rate, and
other organs connected to the body's involuntary processes exist side-by-side with
organs and senses that enable us to react to situations that endanger us. Several of the
functions in the "reptilian brain" also act as an "alarm center", from where we react
instinctively through various defense mechanisms. These can be compared to the
reactions of animals in the presence of danger: fight, flight, or freeze.
Further out – the "Paleomammalian Brain", where memory and emotions stemming
from relations with other people exist and are stored. This is where there is activity
when we feel we either are being paid attention to or ignored in social relations.
Farthest out – the "Neo-Mammalian Brain", where thoughts and understanding
unfold together with language and the ability to reflect, deal with emotions, and
“mentalize“ (understand what is happening inside of us and others.)
The "Neo-Mammalian Brain" processes and transforms the activities in the three
brains in a way that constantly activates and creates connections between the brain
cells on the three levels. New or repeated contacts between neurons in the three brains
are being created all the time in response to the experiences and relations we are a
part of. I visualize connections leaving tracks, creating small pathways like those in
nature, which become larger the more they are used. This is how a network of neural
connections that mirror our experiences is gradually developed. The most-trodden
pathways become the preferred pathways, just like in all other traffic patterns. Habits
are formed, both behavioral and mental.

Children who always have believed they were the reason for their mother's bad
moods may, despite having new knowledge to the contrary, have difficulty in
changing this already-established notion. This can affect their mentality and
behavioral patterns for a long time – perhaps their entire lives. But intensive training
can gradually create new pathways, just as a new diet and well-planned physical
training can change an unhealthy body.
The earliest impressions are stored in the reptilian brain, in which pathways are
created that are vital for whether our fundamental state of mind and relationships with
other people are secure or not.
Traumatic experiences in later life also affect the brain's inner sections. Traumas
create a chronic state of stress in the brain. Our ability to create emotional balance
and peace of mind is affected. Despite knowing better, the brain will be insecure, and
the reptilian brain's activity will continually be concentrated in the area that is on
constant alert. This status will become more or less locked in. If we are
fundamentally secure and in a good state of mind, however, the brain is more pliable
and flexible, and we are able to shift our emotions from activity to a state of rest
whenever we wish.
We do best and act most directly and securely when we are in close contact with the
people around us, when there is a concordance between what we are sensing, feeling,
and understanding. We feel strongest when we know what we are dealing with. In
fact, it seems as though the brain is created for and constantly strives to forge the
sense of coherence that Aaron Antonovsky says we have need of. The earlier children
create a real and meaningful coherence between their senses, emotions, and
comprehension, the better their possibilities are to develop healthy mental and
behavioral patterns. This is why we must talk with them about the reality they are a
part of – also when it comes to what is painful.

Life makes children strong

“
Hey, children should be allowed to be children!

“
We have to avoid making children anxious unnecessarily.

“
They shouldn't be involved in all this stuff about war and illness!
This is how relatives and professionals alike still convince themselves that they are
making a conscious choice by not talking openly with children – or even telling them
a little white lie. The reality is that even though we may want to, we cannot and
should not try to give children a childhood without sorrow. That can be compared to

confining the animals of the savanna in zoos for the first years of their lives, only to
let them out into reality when they are "big enough". We're not totally different from
animals. Difficult challenges in childhood are not harmful, as long as children see that
they can handle them. In fact, children need adversity in appropriate amounts to
develop the strength necessary for living in this world. Positive experiences of
handling challenges make children strong. Given the proper support, children who
find themselves in the midst of crises develop many healthy abilities. In addition, they
often feel that they are valuable to their families, as opposed to children who are
overprotected. A sense of importance is nourishment that enhances our personalities,
not only for teens and adults but for children, too.

We can sense each other's emotions
Brain researchers have also discovered that our brains contain a group of cells, the socalled mirror neurons, with very special characteristics. Mirror neurons can copy the
state of neurons of those we are close to, so we can feel how they are doing. In that
way, they perform an important function in the development of human empathy.
When children describe a sense of having the same emotions as their parents, it
must be a way of expressing the work that mirror neurons do. Emotional states can in
fact be infectious! We affect each other neurologically, and because children are very
close to their parents, they naturally are particularly exposed to infection.
This notion of infectiousness has long been a part of the treatment of trauma. The
idea of secondary trauma is used to explain the enormous physical reactions that
family members and even therapists can experience around traumatized people. The
concept of infectiousness has not, however, been used to the same extent with other
emotional states and disorders. On the contrary, children have been told that mental
illness is not infectious. Of course this is said with the intention of reassuring
children, and it is true that mental illness doesn't infect in the way that bacterial
illnesses do, when we, for example, kiss each other. But emotional states can be
conveyed, and it happens in all close relationships.

Avoid infection
This is why we have to help children set up barriers against the "infection" that can
come into being while interacting with a mentally ill parent. But how can we
"vaccinate" children, and how can children learn to protect themselves to limit the
influence?
To begin with, children must know what they are sensing and experiencing in their
relationship with their sick parent. Following that, it's important that both parents and
children understand both the danger of infection and the possibilities for reducing the
risk of being infected. The mere fact that the mentally ill father or mother is aware of
the danger of infection has an effect. A child's experience of being able to do
something personally is also of vital importance.

Apart from the fact that a child can in good conscience go into their room or go out
to be with other people, the child can learn to train the ability to find peace of mind
within, in spite of the adult's unease. The better we learn to form our own peace of
mind, the better we can shield ourselves from negative energy and outside influences.
If this ability isn't natural from birth, it is possible through goal-oriented training to
line the nervous system with gore-tex, to repel anxiety and imbalance.

Faith, hope, and love
In situations where everything is bewildering, when we are afraid and feel helpless,
the reptilian brain fights for survival and the mind is troubled. When on the other
hand we are confident and our mind is at peace, the reptilian brain is at rest. We
breathe easily, our eyes aren't darting around, our attention is focused and present.
Everything is as it should be.
A state of confidence has several sources of nourishment. It can build upon selfconfidence, on trusting other people, on God's love (or some other great universal
love), all of which can help create meaning and hope. No matter where confidence
comes from, it contributes to how we believe that we can make it, that everything will
turn out well, even though the situation is distressing.
It is already well documented that having faith strengthens our physical and mental
health. It makes sense, because when we believe that we can overcome the challenges
life presents us with, it affects our thoughts, the reptilian brain relaxes, we breathe
deeply and slowly, and our minds are at rest.
Whether faith means that we believe in our own personal capabilities, in a trusted
adult, or that there is a divine love we can lean on and trust, is of secondary
importance. No matter where the confidence comes from, it gives strength as opposed
to feeling powerless and helpless.
I am confident that this is true both for adults and children, and the "movements"
that in my judgement must form the "symphony" for vulnerable children are,
therefore, that these children must:
•

be regarded as healthy children

•

be met with warmth

•

be taken seriously and respected

•

have relevant knowledge

•

learn to set limits and have peace of mind

In the next section we will take a look at how to put these principles into practice.

***

Epilogue: We must talk with the children
The key issue of existential crises or mental suffering of many adults consists of
longing and loss. Longing for someone to have seen them in their pain, to have told
them something, or to have said something which was not said...at the time they were
children. At that time people knew no better. The belief was to remain silent about
difficult things because children would not understand. Today we know better. We
know that children sense everything. We know that from early childhood we try to
understand both ourselves and the people around us and the world we are a part of.
We know that understanding is a vital competence, and we know that even small
babies have very strong senses helping them to pick up information to be used in their
understanding.
Children also sense what we would like to spare them from, i.e. if we feel sad
because of sorrow, mental illness, a complicated divorce, serious illness or other
damaging circumstances in life. They sense things, but they need some help to be
able to understand what they sense. Nevertheless, we have little experience in
explaining and talking with the children about these matters. We are lack the words,
and we seek to avoid explaining, and the consequence is that the children are left
alone trying to understand.
Silence can have serious consequences for children's thriving and mental
health. Concealment makes children insecure, it sows the seeds of guilt, shame and
the feeling of being wrong, and children's inappropriate strategies for coping with
things are misinterpreted as something being wrong with the child. That is very
unfortunate seen both from the individual child's perspective and from a socioeconomic perspective. The Council for Prophylaxis writes in their report from 2014
”The Mental Health of Children and Young People”, that lack of confidentiality
between parents and children is one of the substantial risks for children's mental
health. This is a serious reason for us to back up parents in their efforts to create
credibility with their children.
For more than twenty years I have had the opportunity in my clinical practice
to help parents to be able to talk with their children about quite serious subjects,
which the parents have been afraid to talk about with their children. Again and again
I’ve confirmed that this help was alleviating for both parents and children. I witness
with my own eyes how the severed contact between children and adults is restored
when reality is expressed by words. This is not what would be called valid research,
but I experience the effect when we are together, in our farewell handshake and
glance, and when the child with expectation in his voice asks his mom or dad, ”Are
we coming again soon?”

Talk about it... with every child
You will find underreporting in statistics about mental illnesses. The estimate right
now is that one out of ten are afflicted, and four out of ten will be afflicted.
Depression is a common illness worldwide, with an estimated 264 million people of
all ages affected. One in four people in the world will be affected by mental or
neurological disorders at some point in their lives. Around 450 million people
currently suffer from such conditions, placing mental disorders among the leading
causes of ill-health and disability worldwide. (WHO)
Every child will most certainly meet mental illness, either in his own family
or in a friend's family. For obvious reasons, all children ought to know about mental
illnesses. To break the culture of silence, rooted for generations, is not an easy job.
You need knowledge, courage and involvement from the media, the population in
general and from professionals in the social, health, educational and family sectors.
You need to dig deeply, but it is possible to make progress changing what is
absolutely necessary.
For two decades I have tried to share the experiences which I have gained in
my meetings with children, parents and the professionals who work with the families.
It is clear that the challenge for many adults is that they feel immensely insecure in
starting the talk with the children. What questions can you ask? And how? The
answer is, as I have written in this book, that we are not going to ask insecure
children about anything. We must come out into the open, and use our own
experiences in life in order to put into words what is so difficult. But the problem for
many adults is exactly that the language is missing, and therefore, I set about to create
a tool which in words and pictures could inspire parents and children to start talking.
As the title suggests, the book Talk about it... with every child is not written
only for children and families who live with mental illness. It is written to speed up
the talk with all children, young people and grown ups. Every page has a text for both
small children, bigger children, young people and adults. The book applies to all age
groups in high schools, independent boarding schools, comprehensive schools,
kindergartens, in groups of parents, in foster families, in residences, in language
schools, in crisis centers and of course, at home in the families.
The aim of the book is to inspire using a language that can communicate knowledge
and contribute to open-hearted talks about our feelings and about all the difficult
things in life. The book offers knowledge, empathy and insight into the fact that it is
never the children's fault when the adults become depressed, anxious or ill. We move
into an area of the utmost difficult themes of the mental illnesses. But the language,
together with Pia Olsen's evocative illustrations, is both clear and loving, and it leaves
the reader with a feeling of hope and trust.

Talk about it… with every child – a book about feelings in the family:

From the prologue by Her Royal Highness, Crown Princess Mary:

“
The book Talk about it... is good and helpful. Words and pictures tell about what is so
difficult to explain. It tells us about what we can do to keep a healthy mind.
The book helps us to talk about our thoughts and feelings. That is healthy for both
children and grown-ups.

The internationally acknowledged family therapist mfp, Jesper Juul, was one of my
greatest inspirations. His talent for seeing the child behind their behavior and to see
the child in us all, was based on the deep connection he had with the child in himself.
(Das kind in mir ist immer da, Beltz verlag 2018). It is with deep gratitude and
humility that I here give the floor to Jesper:
Jesper Juul, January 2017:
It is impressive what empathy, professional integrity and solid persistence can lead
to. Some of us have tried to influence social work, family life and education with
varying success, but Karen chose to influence the most tradition bound culture of
them all: adult psychiatry. From this immense task grew a broader perspective that
undoubtedly will influence our way of thinking about adult-child relations.
In this context it is about equality and dialogue. It is also about a new
tradition, which many of us have never seen models of in our own families. A
tradition where the coexistence between children and their parents can become
stronger, instead of having pain, secrets and worries sucking energy and vitality out
of everyone. It is not about what might harm children or what might be healthy, but
about enriching a community and the communities the children are about to create
and be a part of when they grow older.

Instinctively, most parents try to protect their children from experiences that
can cause emotional pain, sorrow, worry and disturbed sleep. It is a loving and
caring reaction, but not withstanding these instinctive qualities, it lacks wisdom – in
this case basic worldly wisdom. Probably, one of the important explanations of that is
that so many parents and grandparents have lived with great pain and severe loss
which no one shared with them, and therefore, they want to protect their own
children.
It is the spirit of our time that both children, young people and adults try to
prevent pain and to spare themselves and each other, but the ability to meet pain will
not begin to grow until unforeseen incidents occur in the family, such as life
threatening diseases, mental illnesses, accidents, violations and bereavements. We
cannot protect children from the adults’ illness and pain, but we can choose to be
available for them so that they can avoid the loneliness.
Dialogues of the kind that Karen Glistrup describes in What Children Don’t
Know...Will Hurt Them, will force open a new gate in a culture which not long ago
thought it impossible to have meaningful and mutually inspiring talks with children,
and I see the book as an important lighthouse in the new paradigm.

Glossary
I have made an effort to write this book in a language that everyone can understand –
whatever the background of the reader might be. Some technical terms have been
creeping in. I will explain these terms here:
ADHD: Disorders in the function of the brain, creating problems with inattentiveness
and unrest in the body. Sleep might be bad, and there can be learning problems,
anxiety or depression.
ADD: Same disorders as in ADHD, but with a more quiet and inner unrest.
Affective disorders: Mental disorders creating disturbances in your emotions with
more depression or mania. In the past you talked about the manic/depressive illness.
Benzodiazepines: Tranquillizers
Borderline: A concept used both to describe personality types (not-pathological), and
personality disorders. The diagnosis emotionally unstable personality structure of
borderline character, will have these descriptive adjectives: impulsive, unstable and
easily moved in feelings and mood. Insecure in sense of identity, unstable in relation
to others, self-destructive, feelings of emptiness, unable to be alone. (This description
is from Aksel bertelsen and Poul Munk-Joergensen: De psykiatriske diagnoser 1999)
The Psychiatric Diagnoses
Hallucinations: Disturbances in sensory perception. You hear voices or sounds or
see colors or human beings who are not there. You may smell, taste or sense things
that other people don't.
Cognitive treatment: Behavioral therapy via talks, focusing on the patient's own
thoughts of himself and others. Recognition of a coherence between thought, action
and feelings which will contribute to the patient's experience of her own possibilities
for action.
OCD: Abbreviation of Obsessive Compulsive Disorder. A condition accompanied by
anxiety, especially if you try to act against the symptoms of compulsion.
Psycho-education: Education arranged for patients and relatives about mental
disorders and mental treatment.
Schizoaffective illness: A combination of schizophrenic and manic-depressive
symptoms.

Schizophrenia: If you translate the word, it means a torn-apart mind. Characteristic
for the disorder will be both delusions and hallucinations.
Suicidal attempt: Trying to commit suicide.
Delusions: Illusions about your own identity, ie “I am Jesus” or other people's
intentions (conspiracy or persecution).

