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Psychopathology after foster care or institutional rearing
In The Lancet Psychiatry, Kathryn Humphreys and col-
leagues1 provide an excellent model of how to under-
take, analyse, and report fi ndings from a highly 
innovative study of a complex intervention in a natural 
environment. They followed up Romanian children 
placed in institutional care at birth who participated in 
the Bucharest Early Intervention Project at age 12 years 
to assess psychopathological symptoms in those who 
had been randomly assigned to care as usual versus those 
who had been placed in foster care in the initial trial.2 
They also recruited children from local paediatric clinics 
and schools who had never been placed in an institution. 
This provided a comparator group. To my knowledge, 
theirs is the only randomised controlled trial of the 
eff ects of foster care in counteracting the risks associated 
with profoundly depriving institutional care in Romania; 
compared with 55 children assigned to receive care 
as usual, the 55 children in the foster-care group had 
fewer externalising psychiatric symptoms (mean 2·89 
[SD 3·00] for care as usual vs 1·73 [2·61] for foster care, 
difference 1·16 [95% CI 0·11–2·22]; p=0·0255). The 
project was planned with careful attention to several 
features.3 

First, for the study to deliver results that could provide 
evidence for service planning in Romania, the foster care 
needed to be provided in Romania (and not another 
country such as the UK or  USA). If it was to be useful for 
service planning in general, the foster care would also 
have to be of high quality—requiring detailed systematic 
training of the foster carers. 

Second, in the planning of the trial it was decided 
that children in the care-as-usual group should not be 
prohibited from being removed from their institutions. 
This decision was ethically essential but it resulted, 
almost inevitably, in some children in the care-as-usual 
group leaving institutional care. Therefore, in addition 
to using an analytical approach following intention 
to treat, setting aside the intention-to-treat principle 
in the follow-up trial became highly desirable. This 
necessarily involved a loss of the security provided by 
the design of a randomised controlled trial, but the 
investigators thoughtfully discussed and provided 
analyses to examine possible biasing eff ects. The results 
were reassuring that bias was unlikely to have been 
created. 

Third, the trial was registered with ClinicalTrials.
gov and undertaken according to guidelines from the 
Consolidated Standards of Reporting Trials (CONSORT) 
group. These rules were devised to deal with the need to 
require preplanned analyses and not allow undisclosed 
fl exibility that might give rise to false positives.4 It 
might be supposed that CONSORT registration has now 
become routine, but evidently this is not universally 
so.5,6 Because Humphreys and colleagues1 adhered to 
the CONSORT guidelines, we can trust their intention-
to-treat methodology. Although some diff erences are 
evident between the fi ndings at age 54 months and 
12 years (eg, externalising symptoms signifi cantly 
diff ered between groups at 12 years, but not at 
54 months), it is clear that the early benefi ts shown for 

For more on the Bucharest Early 
Intervention Project see

www.bucharestearlyintervention
project.org/

For more on CONSORT see
www.consort-statement.org/
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foster care have persisted, although these were quite 
modest. The benefi ts, however, varied according to 
the type of psychopathology, with attention-defi cit 
hyperactivity disorder symptoms least aff ected by either 
the experience of foster care or the passage of time. 
This is an important negative fi nding, albeit one in 
keeping with other fi ndings showing the persistence of 
attention-defi cit hyperactivity disorder symptoms long 
after leaving institutional care.7,8

Fourth, the investigators describe diff erences in out-
come according to the stability or disruption of foster-
care placement. They undertook analyses to determine 
whether the stable and unstable placement groups 
diff ered in terms of characteristics at age 54 months, 
fi nding that they did not. They conclude that maintenance 
of stable, high-quality foster care should be a policy 
priority, and emphasise the importance of placing children 
in families rather than institutions whenever possible.

One important limitation of this study is that the 
fi ndings refer to institutions in Romania that are known 
to involve profound deprivation. Findings from follow-
up studies undertaken in Greece and China in institutions 
that lacked personalised care but did not have pervasive 
deprivation showed much better outcomes after early 
institutional care.9,10 An important challenge for similar 
trials, therefore, is to determine the extent to which these 
factors apply to other populations. On bal ance, however, 

the study by Humphreys and colleagues provides a model 
of how well things can be done, even when the societal 
circumstances are disadvantageous.
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 “As a parent, there is no rulebook”: a new resource for 
parents and carers of young people who self-harm

Self-harm (intentional self-poisoning or self-injury, 
irre spective of degree of suicidal intent or other types of 
motive) is very common in young people, particularly 
adolescent girls. At least an estimated 10–15% of 
adolescents engage in self-harm.1 This practice can 
have a substantial eff ect on the family and the young 
person’s community. To fi nd out about a daughter’s or 
son’s self-harm can be emotionally devastating. Other 
issues often develop, including increased stress levels 
within the family, fi nancial diffi  culties, and changes 
in lifestyle (eg, having to travel to obtain psychiatric 
care). In some instances, parents and family members 
might develop depression, anxiety, and other mental 
health diffi  culties.2,3 The hidden nature of this behaviour 

and the stigma associated with it make it diffi  cult for 
parents to acquire information and social support that 
could help them to cope.

Parents and carers of young people who self-harm often 
report that they are reluctant to seek help.3 Perceived 
isolation and an absence of social support can exacerbate 
the issues associated with a daughter’s or son’s self-
harming behaviour.2 Parents have said that they would 
benefi t from hearing about the experiences of other 
parents of children who self-harmed.4 In response, the 
Centre for Suicide Research at the University of Oxford 
(Oxford, UK), in collaboration with the university’s 
Health Experiences Research Group, has developed a new 
resource for parents and carers in this situation.

For the resource see
http://www.healthtalk.org/
peoples-experiences/mental-
health/self-harm-parents-
experiences/topics
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