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Abstract The possibility of harm from mental health pro-

vision, and in particular harm from youth mental health pro-

vision, has been largely overlooked. We contend that if we

continue to assume youth mental health services can do no

harm, and all that is needed is more services, we continue to

risk the possibility that the safety of children and young people

is unintentionally compromised. We propose a three level

framework for considering harm from youth mental health

provision (1. ineffective engagement, 2. ineffective practice

and 3. adverse events) and suggest how this framework could

be used to support quality improvement in services.
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Introduction

Mental health provision for young people (under the age of

25) is a major area of concern internationally. In both the

UK and the US there is increasing recognition of the long

term impact of youth mental health problems and the need

for a more coordinated response (e.g. Department of Health

2014; Treatment Advocacy Center 2014). In the UK a

parliamentary enquiry is considering what is seen as a

crisis in mental healthcare provision for youth (Commons

Select Committee 2014; Hindley 2014). Discussion of

‘‘harm’’ or ‘‘safety’’ in relation to child mental health has

been largely focused on lack of provision (Campion et al.,

2013) and the perceived resultant negative impact on

clinical outcomes (e.g. Treatment Advocacy Center 2014)

or on safeguarding requirements for young people at risk of

harming themselves or others (e.g. Treatment Advocacy

Center, 2014). What little research there has been on

patient safety in mental health has focused on services for

adults or has been identified through the Serious Case

Review process after a child death and the subsequent

recommendations for relevant organizations. Commonality

between reviews indicates key features of a lack of clearly

agreed definitions or common awareness amongst service

providers and a lack of suggested mechanisms to embed in

practice (e.g. Brickell et al. 2009; Wachter 2010).

In recent years there has been increasing reference to

the possibility of harm from psychological therapy

(Hansen et al. 2006; Lambert and Shimokawa 2011) and

the need for clinicians to be more aware of the possible

negative impact of ineffective therapy (Boisvert and Faust

2006). There has more recently been an additional focus

on adverse effects in therapy (e.g. AdEPT: Understanding

and Preventing Adverse Effects of Psychological Thera-

pies, 2011–2014, project funded by NIHR Research for

Patient Benefit; Lilienfeld 2007) and the start of a debate

about potential definitions and parameters of harm from

psychotherapeutic treatment (Castonguay et al. 2010;

Dimidjian and Hollon 2010). However, this has not yet

been rigorously considered in relation to youth mental

health.
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This is in contrast to the priority given to consideration

of ‘‘harm’’ and ‘‘safety’’ across physical healthcare (Gins-

burg et al. 2014). In the UK, post the reports on scandals in

health care safety (Francis 2013; National Advisory Group

on the Safety of Patients in England 2013), the NHS is

preoccupied with the improvement of the quality of care

and, in particular, safety of patients. Likewise, in the US

the move to consider safety across all hospitals continues

apace (Meeks et al. 2014). Yet, despite the increased

emphasis on safety in physical health and the proclaimed

policy priority to promote ‘‘parity of esteem’’ across

physical and mental health, there appears to be an absence

of attention to measures of safety within mental health,

particularly in youth mental health services. For example,

in England the two organizations who jointly oversee

payment systems across the NHS justified a cut in prices

for mental health provision by arguing that mental health

services did not have to bear the cost of implementing the

safety recommendations made following safety scandals

(Lintern 2014).

What is urgently required is a systematic approach to the

measurement of harm in youth mental healthcare and the

embedding of systems to ensure safety. This requires rel-

atively small changes to the way data are currently col-

lected but major changes in the way that these data are used

and conceived. This change could have a massive impact

on patient safety and could provide youth mental health

services in an environment of continual improvement.

Below we present a possible framework that conceptu-

alizes harm in youth mental health as arising at three

escalating levels of harm (see Fig. 1). This takes a wider

definition of harm than that proposed by Dimidjian and

Hollon (2010) in that it includes both harm from ineffective

or unhelpful treatment and builds on work in pediatric

physical health contexts in the USA and UK (Muething

et al. 2012). Because this is a new area we have kept the

conceptualization relatively broad but would anticipate

further distinctions and refinement over time. The proposed

framework focuses on harm and safety within healthcare

provision rather than harm caused by lack of access in the

first place, which has been well documented elsewhere

(e.g. Campion et al. 2013). We propose that these metrics

would be considered as part of routine data collection

relative to that of services with a similar case mix in order

to identify outliers and consider unwarranted variation. The

metrics will encourage collaborative solution hypothesiz-

ing by clinicians, monitoring bodies, funders and service

users. These should be used alongside greater consideration

of harm being built into research both quantitative and

qualitative along the lines suggested by Dimidjian and

Hollon (2010).

Harm Caused by Ineffective Engagement

This level of harm relates to harm caused by young people

stopping contact with services before they have received

the help they need. Audits from across the world have

reported high rates of service users ending treatment pre-

maturely, generally from around 20-40 % (Dejong et al.

2012; Kazdin 2004; Luk et al. 2001). For children under

Fig. 1 Preliminary framework for consideration of patient safety in CAMHS
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the age of 16, non-attendance is generally a parental or

carer decision, and failure to attend may be seen as a

withholding of access to treatment by adults (Powell and

Appleton 2012).

Engagement also needs to be seen as a two-way process,

whereby services as much as families take responsibility

for ensuring continued contact, as required. Youth mental

health services need to rigorously collect information on

dropouts and to put in place systems to benchmark against

who drops out and how these children and families are

followed up. Families who disengage and move between

services are regularly noted in child protection enquiries.

Services identified as having unwarranted levels of disen-

gagement compared with other services would need to

consider how clinicians are engaging with families,

including, for example, implementation of shared decision-

making and what follow-up mechanisms for non-attenders

are in place.

Harm Caused by Ineffective Practice

Key to high quality, safe services is the delivery of effec-

tive care and measurement of outcomes to ensure positive

impact (e.g. Children and Young People’s Improving

Access to Psychological Therapies [CYP IAPT] 2014). It is

important to note that positive impact does not simply

equate to improved functioning post intervention, as this

may be no more than the natural course of the underlying

problem (Dimidjian and Hollon 2010). Rather it needs to

be functioning improved compared to what would have

been achieved if no intervention had been provided at all

(Wolpert et al. 2013). In England the National Institute for

Health and Care Excellence (NICE) has 23 clinical

guidelines for treatment in youth mental health. However,

evidence from local audits and peer review networks

indicates that many youth mental health services are not

yet implementing or offering NICE backed treatments

(Kelvin et al. 2009). In addition, research indicates that

evidence-based treatment may not, in and of itself, lead to

positive impact (Garland et al. 2014; Weisz et al. 2006).

Perhaps even more worryingly, many (perhaps most) ser-

vices are not routinely considering the impact of their work

(Batty et al. 2013) which has been shown to limit service

effectiveness (Lambert et al. 2003). Services need to

measure both the implementation of specified packages of

care and the impact of these interventions and systems. It is

appreciated that inferring causality will be complex and is

likely to involve triangulation of data across domains and

perspectives (Dimidjian and Hollon 2010; Wolpert et al.

2014). Findings can then be used to inform quality

improvement and service change initiatives (The Health

Foundation 2014).

Harm Caused by Adverse Events

There are a number of systems in physical health for regis-

tering adverse effects (such as the ‘‘yellow card’’ system in

the UK, and post-marketing surveillance systems used by

Food and Drug Administration in the US). It may be that we

need to develop one for child mental health as a priority

action. A first step would need to be stakeholder agreement

across clinicians as to what might constitute an adverse event

in youth mental health. As Dimidjian and Hollon (2010)

note, reaching consensus on what constitutes an adverse

event may itself be complex. In the Canadian review of

mental health patient safety for adults (Brickell et al. 2009) a

range of potential adverse events were suggested for mea-

surement in inpatient contexts including: patient victimiza-

tion, seclusion and restraint, falls and other patient accidents.

Some of these, though not all, apply to the youth outpatient

population as well. Serious harm reviews following child

deaths have highlighted the impact of poor interagency

working in such tragic cases. A Delphi style consultation of

youth mental health providers is urgently required to develop

agreed indicators for this community for both inpatient and

outpatient care. Once agreed, safety responses to unwar-

ranted levels of variation could lead to investigation of team

working and key indicators of good and poor practice.

Conclusion

We believe that the lack of formal consideration of safety

in mental health, and in particular youth mental health,

needs to be addressed now. We contend that if we continue

to assume youth mental health services can do no harm,

and all that is needed is more of them, we continue to risk

the possibility that the safety of children and young people

is unintentionally compromised.

Acknowledgments With thanks to Peter Martin, Melanie Jones,

Peter Fonagy, Len Bickman and members of the CORC committee

(Ashley Wyatt, Julie Elliott, Mick Atkinson, Alan Ovenden, Tamsin

Ford, Alison Towndrow, Ann York, Kate Martin and Duncan Law)

for comments on earlier drafts.

Conflict of interest Miranda Wolpert is National Informatics lead

for Children and Young People’s Improving Access to Psychological

Therapy a national service improvement initiative in CAMHS and is

Director of the Child Outcomes Research Consortium a not for profit

learning collaborating committed to collecting and using outcome

data in CAMHS and CAMHS advisor to UCLPartners. This article is

written in her own capacity and does not necessarily reflect the views

of any of these institutions/programmes. Isobel Fleming is the Pro-

gramme Lead for the Child Outcomes Research Consortium (CORC)

a not for profit learning collaborating committed to collecting and

using outcome data in CAMHS. This article is written in her own

capacity and does not necessarily reflect the views of CORC. The

authors have no other conflicts of interest to declare.

8 Adm Policy Ment Health (2015) 42:6–9

123



Open Access This article is distributed under the terms of the

Creative Commons Attribution License which permits any use, dis-

tribution, and reproduction in any medium, provided the original

author(s) and the source are credited.

References

Batty, M. J., Moldavsky, M., Foroushani, P. S., Pass, S., Marriott, M.,

Sayal, K., et al. (2013). Implementing routine outcome measures

in child and adolescent mental health services: From present to

future practice. Child and Adolescent Mental Health, 18(2),

82–87. doi:10.1111/j.1475-3588.2012.00658.x.

Boisvert, C. M., & Faust, D. (2006). Practicing psychologists’ knowledge

of general psychotherapy research findings: Implications for

science-practice relations. Professional Psychology: Research and

Practice, 37(6), 708–716. doi:10.1037/0735-7028.37.6.708.

Brickell, T. A., Nicholls, T. L., Procyshyn, R. M., McLean, C.,

Dempster, R. J., Lavoie, J. A., et al. (2009). Patient safety in

mental health. Edomonton, AB: Canadian Patient Safety Insti-

tute and Ontario Hospital Association.

Campion, J., Bhugra, D., Bailey, S., & Marmot, M. (2013). Inequality

and mental disorders: Opportunities for action. Lancet,

382(9888), 183–184. doi:10.1016/S0140-6736(13)61411-7.

Castonguay, L. G., Boswell, J. F., Constantino, M. J., Goldfried, M.

R., & Hill, C. E. (2010). Training implications of harmful effects

of psychological treatments. American Psychologist, 65(1),

34–49. doi:10.1037/a0017330.

Children and Young People’s Improving Access to Psychological

Therapies [CYP IAPT]. (2014). What is CYP IAPT? Retrieved

May 24, 2014, from http://www.cypiapt.org/children-and-young-

peoples-project.php.

Commons Select Committee. (2014, February 14). Children’s and adoles-

cent mental health and CAMHS. Retrieved February 22, 2014, from

http://www.parliament.uk/business/committees/committees-a-z/com

mons-select/health-committee/inquiries/parliament-2010/cmh-2014/.

Dejong, H., Broadbent, H., & Schmidt, U. (2012). A systematic

review of dropout from treatment in outpatients with anorexia

nervosa. International Journal of Eating Disorders, 45(5),

635–647. doi:10.1002/eat.20956.

Department of Health. (2014). Closing the gap: Priorities for essential

change in mental health. London: Department of Health.

Dimidjian, S., & Hollon, S. D. (2010). How would we know if

psychotherapy were harmful? American Psychologist, 65(1),

21–33. doi:10.1037/a0017299.

Francis, R. (2013). Report of the Mid Staffordshire NHS Foundation

Trust public inquiry. London: The Stationary Office.

Garland, A. F., Accurso, E. C., Haine-Schlagel, R., Brookman-Frazee,

L., Roesch, S., & Zhang, J. J. (2014). Searching for elements of

evidence-based practices in children’s usual care and examining

their impact. J Clin Child Adolesc Psychol, 43(2), 201–215.

doi:10.1080/15374416.2013.869750.

Ginsburg, L. R., Tregunno, D., Norton, P. G., Mitchell, J. I., &

Howley, H. (2014). ‘Not another safety culture survey’: Using

the Canadian patient safety climate survey (Can-PSCS) to

measure provider perceptions of PSC across health settings. BMJ

Qual Saf, 23(2), 162–170. doi:10.1136/bmjqs-2013-002220.

Hansen, N. B., Lambert, M. J., & Forman, E. M. (2006). The

psychotherapy dose-response effect and its implications for

treatment delivery services. Clinical Psychology: Science and

Practice, 9(3), 329–343.

Hindley, P. (2014). Written evidence for the House of Commons

Select Committee Inquiry into Child and Adolescent Mental

Health Services from the Faculty of Child and Adolescent

Psychiatrists. London: Royal College of Psychiatrists.

Kazdin, A. E. (2004). Psychotherapy for children and adolescents. In

M. J. Lambert (Ed.), Bergin and Garfield’s handbook of

psychotherapy and behavior change (5th ed., pp. 543–589).

New York: Wiley.

Kelvin, R., Layard, R., & York, A. (2009). Improving Tier 2-3

CAMHS. London: Centre for Economic Performance.

Lambert, M. J., & Shimokawa, K. (2011). Collecting client feedback.

Psychotherapy (Chic), 48(1), 72–79. doi:10.1037/a0022238.

Lambert, M. J., Whipple, J. L., Hawkins, E. J., Vermeersch, D. A.,

Nielsen, S. L., & Smart, D. W. (2003). Is it time for clinicians to

routinely track patient outcome? A meta-analysis. Clinical

Psychology: Science and Practice, 10(3), 288–301.

Lilienfeld, S. O. (2007). Psychological treatments that cause harm.

Perspectives on Psychological Science, 2(1), 53–70. doi:10.

1111/j.1745-6916.2007.00029.x.

Lintern, S. (2014). Exclusive: Non-acute providers allege institu-

tional bias. Health Service Journal. http://www.hsj.co.uk/news/

exclusive-non-acute-providers-allege-institutional-bias/5067042.

article#.Uwe6FPNFDIU.

Luk, E. S., Staiger, P. K., Mathai, J., Wong, L., Birleson, P., & Adler,

R. (2001). Children with persistent conduct problems who

dropout of treatment. European Child and Adolescent Psychi-

atry, 10(1), 28–36.

Meeks, D. W., Takian, A., Sittig, D. F., Singh, H., & Barber, N.

(2014). Exploring the sociotechnical intersection of patient

safety and electronic health record implementation. Journal of

the American Medical Informatics Association, 21(e1), e28–e34.

doi:10.1136/amiajnl-2013-001762.

Muething, S. E., Goudie, A., Schoettker, P. J., Donnelly, L. F.,

Goodfriend, M. A., Bracke, T. M., et al. (2012). Quality

improvement initiative to reduce serious safety events and

improve patient safety culture. Pediatrics, 130(2), e423–e431.

doi:10.1542/peds.2011-3566.

National Advisory Group on the Safety of Patients in England.

(2013). A promise to learn—a commitment to act. Improving the

Safety of Patients in England. London: Department of Health.

Powell, C., & Appleton, J. V. (2012). Children and young people’s

missed health care appointments: reconceptualising ‘Did Not

Attend’ to ‘Was Not Brought’—a review of the evidence for

practice. Journal of Research in Nursing, 17(2), 181–192.

doi:10.1177/1744987112438158.

The Health Foundation. (2014). A framework for measuring and

monitoring safety. A practical guide to using a new framework

for measuring and monitoring safety in the NHS. London: The

Health Foundation.

Treatment Advocacy Center. (2014). Treatment advocacy center.

Retrieved June 01, 2014, from http://www.treatmentadvocacy

center.org/index.php

Wachter, R. M. (2010). Patient safety at ten: Unmistakable progress,

troubling gaps. Health Affairs, 29(1), 165–173. doi:10.1377/

hlthaff.2009.0785.

Weisz, J. R., Jensen-Doss, A., & Hawley, K. M. (2006). Evidence-

based youth psychotherapies versus usual clinical care: A meta-

analysis of direct comparisons. American Psychologist, 61(7),

671–689. doi:10.1037/0003-066X.61.7.671.

Wolpert, M., Deighton, J., De Francesco, D., Martin, P., Fonagy, P.,
& Ford, T. (2014). From ‘reckless’ to ‘mindful’ in the use of

outcome data to inform service-level performance management:

Perspectives from child mental health. BMJ Quality & Safety,

23(4), 272–276. doi:10.1136/bmjqs-2013-002557.

Wolpert, M., Fugard, A., & Deighton, J. (2013). Issues in evaluation

of psychotherapies. In P. Graham & S. Reynolds (Eds.),

Cognitive behaviour therapy for children and families (3rd ed.,

pp. 34–47). Cambridge: Cambridge University Press.

Adm Policy Ment Health (2015) 42:6–9 9

123

http://dx.doi.org/10.1111/j.1475-3588.2012.00658.x
http://dx.doi.org/10.1037/0735-7028.37.6.708
http://dx.doi.org/10.1016/S0140-6736(13)61411-7
http://dx.doi.org/10.1037/a0017330
http://www.cypiapt.org/children-and-young-peoples-project.php
http://www.cypiapt.org/children-and-young-peoples-project.php
http://www.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2010/cmh-2014/
http://www.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2010/cmh-2014/
http://dx.doi.org/10.1002/eat.20956
http://dx.doi.org/10.1037/a0017299
http://dx.doi.org/10.1080/15374416.2013.869750
http://dx.doi.org/10.1136/bmjqs-2013-002220
http://dx.doi.org/10.1037/a0022238
http://dx.doi.org/10.1111/j.1745-6916.2007.00029.x
http://dx.doi.org/10.1111/j.1745-6916.2007.00029.x
http://www.hsj.co.uk/news/exclusive-non-acute-providers-allege-institutional-bias/5067042.article#.Uwe6FPNFDIU
http://www.hsj.co.uk/news/exclusive-non-acute-providers-allege-institutional-bias/5067042.article#.Uwe6FPNFDIU
http://www.hsj.co.uk/news/exclusive-non-acute-providers-allege-institutional-bias/5067042.article#.Uwe6FPNFDIU
http://dx.doi.org/10.1136/amiajnl-2013-001762
http://dx.doi.org/10.1542/peds.2011-3566
http://dx.doi.org/10.1177/1744987112438158
http://www.treatmentadvocacycenter.org/index.php
http://www.treatmentadvocacycenter.org/index.php
http://dx.doi.org/10.1377/hlthaff.2009.0785
http://dx.doi.org/10.1377/hlthaff.2009.0785
http://dx.doi.org/10.1037/0003-066X.61.7.671
http://dx.doi.org/10.1136/bmjqs-2013-002557

	Considering Harm and Safety in Youth Mental Health: A Call for Attention and Action
	Abstract
	Introduction
	Harm Caused by Ineffective Engagement
	Harm Caused by Ineffective Practice
	Harm Caused by Adverse Events
	Conclusion
	Acknowledgments
	References


