
Spiegelgrund’s directors, Heinrich Gross (1915–2005),
continued to study victims’ brains long after this, even
obtaining funding grants.5 Equally, many psychiatrists
who conducted assessments would also continue
practising post-war. Only in the 21st century were the chil-
dren’s remains buried and a memorial established (Fig. 1).

In modern contexts, we encourage psychiatrists and
others to visit Steinhof and consider how a symbol of pro-
gressive approaches became a venue for physician-assisted
abuses; given global authoritarian trends, such reflections may
be increasingly resonant. For us, Steinhof’s dual legacy offers a
timely reminder of lessons from psychiatric history, reinforcing
the necessity of professional and ethical principles underpinned
by morality, dignity and human rights.
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RE: Do no harm: can school mental health
interventions cause iatrogenic harm?

Do good: minimising risk of harm in school-based
interventions

This thoughtful and thought-provoking article emphasises
potential iatrogenic harm for some students caused by
school mental health interventions, particularly universal

ones, which should be avoided.1 Although we agree, the
advantages of school-based universal interventions for
addressing the global shortage of specialised mental health
caregivers should be considered. Most youths with
mental illness do not receive treatment, especially in low-
and middle-income countries, where only 5% of
randomised controlled trials of youth psychotherapy have
been conducted.2 Group-based interventions in
convenient, low-stigma settings (e.g. schools) are a cost-
effective way to reach the millions of adolescents with
mental health concerns. We herein discuss how their
harm may be minimised and propose directions for future
research.

One likely mechanism of iatrogenic harm, mentioned by
the authors, is students becoming more aware of existing
symptoms without receiving sufficient information to gauge the
severity of and address these symptoms. Isolated psychoedu-
cational interventions increase awareness without providing
necessary coping skills, posing a particular risk. Similarly, brief
mindfulness or cognitive change interventions may inadvert-
ently communicate unhelpful messages such as ‘Just stop
feeling bad’ or ‘Just think positively’. To mitigate iatrogenic
harm, interventions that identify symptoms or diagnoses
should offer related skill-building and help youths formulate
helpful and problem-solving thoughts. In fact, several inter-
ventions offer skills to improve mental health in adolescents
without explicitly raising awareness of psychiatric symptoms or
disorders; examples include Amaka Amasanyufu in Uganda3

and Shamiri in Kenya.4

The article notes that a small percentage of students may
deteriorate as a result of discussing negative feelings with
peers in group settings. This is certainly possible, as is the
opposite: students may benefit from hearing their peers’ posi-
tive thoughts or relating to their peers’ struggles. It is likely that
both are true, and qualitative research may help clarify the
nature and frequency of helpful and harmful comments by
peers and facilitators, informing effective structuring and
leadership of groups.

Regarding universal interventions, our own school-based
research on universal interventions for Kenyan adolescents
revealed clinically reliable worsening in 12.42% of partici-
pants for depression and 11.78% for anxiety symptoms from
pre- to post-intervention (Venturo-Conerly et al5 and
unpublished data). Interestingly, these rates are compara-
tively lower than estimates seen in previous research on
clinical populations. This suggests that universal interven-
tions may not consistently be more harmful than interven-
tions for populations with elevated symptoms, especially
when considering statistical artefacts such as floor effects.6

In addition, data collection and scoring and identifying those
who meet clinical criteria are major logistical hurdles,
particularly in settings with few electronic devices or unreli-
able internet.

The article cautions that school-based mental health
interventions are not inherently better than nothing.
However, the risk of iatrogenic harm is not unique to
school-based mental health interventions – virtually no
intervention universally produces good outcomes and never
causes adverse effects. To do the greatest good, we must
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develop scalable interventions (e.g. accessible and cost-
effective school-based universal interventions) that cause
far more good than harm. Future research identifying factors
associated with harm could inform how harms associated
with scalable, accessible interventions may be
minimised, helping to address the youth mental health
treatment gap.

Katherine Venturo-Conerly, PhD student, Harvard University, Cambridge,
Massachusetts, USA; and Co-Founder and Scientific Director, Shamiri
Institute, Nairobi, Kenya; Tom L. Osborn, Founder and CEO, Shamiri
Institute, Nairobi, Kenya; Eve S. Puffer, associate professor, Duke University
Department of Psychology and Neuroscience, Duke Global Health Institute,
Durham, USA; John Weisz, Professor of the Social Sciences, Department of
Psychology, Harvard University, Cambridge, Massachusetts, USA; Afra van
der Markt , research consultant and psychiatrist, Shamiri Institute,
Nairobi, Kenya; and Amsterdam UMC location VUmc, Psychiatry,
Amsterdam, The Netherlands. Email: afra.vandermarkt@shamiri.institute

Declaration of interest
K.V.C., T.O. and A.v.d.M. are affiliated with the Shamiri Institute, a 501(c)3
non-profit organisation working to develop, test and disseminate effective
and scalable mental health interventions for youth in Kenya.

References
1 Foulkes L, Stringaris A. Do no harm: can school mental health interven-

tions cause iatrogenic harm? BJPsych Bull [Epub ahead of print] 27 Feb
2023. Available from: https://doi.org/10.1192/bjb.2023.9.

2 Belfer ML. Child and adolescent mental disorders: the magnitude of
the problem across the globe. J Child Psychol Psychiatry 2008; 49(3):
226–36.

3 Brathwaite R, Sensoy Bahar O, Mutumba M, Byansi W, Namatovu P,
Namuwonge F, et al. Short-term impact of “Amaka Amasanyufu” mul-
tiple family group intervention on mental health functioning of children
with disruptive behavior disorders in Uganda. J Am Acad Child Adolesc
Psychiatry 2023; 62(7): 777–90.

4 Osborn TL, Venturo-Conerly KE, Arango G. S, Roe E, Rodriguez M,
Alemu RG, et al. Effect of Shamiri layperson-provided intervention vs
study skills control intervention for depression and anxiety symptoms
in adolescents in Kenya: a randomized clinical trial. JAMA Psychiatry
2021; 78(8): 829.

5 Venturo-Conerly KE, Osborn TL, Wasil AR, Le H, Corrigan E, Wasanga
C, et al. Testing the effects of the Shamiri intervention and its compo-
nents on anxiety, depression, wellbeing, and academic functioning in
Kenyan adolescents: study protocol for a five-arm randomized controlled
trial. Trials 2021; 22(1): 829.

6 Warren JS, Nelson PL, Mondragon SA, Baldwin SA, Burlingame GM.
Youth psychotherapy change trajectories and outcomes in usual care:
community mental health versus managed care settings. J Consult Clin
Psychol 2010; 78(2): 144–55.

doi:10.1192/bjb.2023.65

© The Author(s), 2023. Published by Cambridge University Press on behalf of
the Royal College of Psychiatrists. This is an Open Access article, distributed
under the terms of the Creative Commons Attribution licence (http://
creativecommons.org/licenses/by/4.0/), which permits unrestricted re-use, dis-
tribution and reproduction, provided the original article is properly cited.

COLUMNS

Correspondence

301

https://doi.org/10.1192/bjb.2023.65 Published online by Cambridge University Press

https://orcid.org/0000-0002-4022-9438
mailto:afra.vandermarkt@shamiri.institute
https://doi.org/10.1192/bjb.2023.9
https://doi.org/10.1192/bjb.2023.9
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1192/bjb.2023.65

