
BackgroundBackground With almost amillionWith almost amillion

people dying by suicideworldwide eachpeople dyingby suicideworldwide each

year, reducing the rate of suicidalyear, reducing therate of suicidal

behaviour is a priority inmanycountries.behaviour is a priorityinmanycountries.

AimsAims To examinewhether additionalTo examinewhether additional

psychosocial interventions followinganpsychosocial interventions followingan

episode of self-harmreduce the likelihoodepisode of self-harmreduce the likelihood

of subsequent suicide.of subsequent suicide.

MethodMethod Weconducted a systematicWe conducted a systematic

reviewandmeta-analysis of data fromreviewandmeta-analysis of data from

randomised controlled trials ofrandomised controlled trials of

interventions for people following self-interventions for people following self-

harm.Likelihood of suicidewas comparedharm.Likelihood of suicidewas compared

bycalculating thepooledrootdifference inbycalculating thepooledrootdifference in

suicideratewith 95% confidenceintervals.suicideratewith 95% confidence intervals.

ResultsResults Weobtained suicide data fromWe obtained suicide data from

18 studieswith a totalpopulation of 3918.18 studieswith a totalpopulation of 3918.

Eighteen suicides occurred amongpeopleEighteen suicides occurred amongpeople

offered active treatment and19 amongoffered active treatment and19 among

those offered standard care (pooledrootthose offered standard care (pooledroot

differenceinsuiciderate 0.0,95%CIdifferenceinsuiciderate 0.0,95%CI 770.030.03

to 0.03).The overallrate of suicide amongto 0.03).The overallrate of suicide among

people participating intrialswas similar topeople participating intrialswas similar to

that reported in observational studies ofthat reported in observational studies of

peoplewho self-harm.peoplewho self-harm.

ConclusionsConclusions Results of thismeta-Results of thismeta-

analysis do notprovide evidence thatanalysis do notprovide evidence that

additionalpsychosocial interventionsadditionalpsychosocial interventions

following self-harmhave amarked effectfollowing self-harmhave amarked effect

onthe likelihood of subsequent suicide.onthe likelihood of subsequent suicide.

Declaration of interestDeclaration of interest None.None.

It is estimated that almost one millionIt is estimated that almost one million

people die by suicide worldwide each yearpeople die by suicide worldwide each year

(World Health Organization, 2005).(World Health Organization, 2005).

Reducing the rate of suicidal behaviour isReducing the rate of suicidal behaviour is

a national service priority in Britain anda national service priority in Britain and

in many other countries (Department ofin many other countries (Department of

Health, 2002; World Health Organization,Health, 2002; World Health Organization,

2002). Efforts to reduce the incidence of2002). Efforts to reduce the incidence of

suicide have been classified into ‘high-risk’suicide have been classified into ‘high-risk’

approaches, which seek to identify andapproaches, which seek to identify and

treat those at greatest risk of suicide, andtreat those at greatest risk of suicide, and

population-based strategies, which aim topopulation-based strategies, which aim to

reduce or control environmental factorsreduce or control environmental factors

associated with higher levels of suicidalassociated with higher levels of suicidal

behaviour (Gunnell & Frankel, 1994).behaviour (Gunnell & Frankel, 1994).

There is a consensus that efforts to preventThere is a consensus that efforts to prevent

suicide should incorporate a broad varietysuicide should incorporate a broad variety

of high-risk and population-basedof high-risk and population-based

strategies.strategies.

One of the most important high-riskOne of the most important high-risk

groups consists of people who present togroups consists of people who present to

services following an episode of non-fatalservices following an episode of non-fatal

self-harm. As many as 1.8% of peopleself-harm. As many as 1.8% of people

who harm themselves die by suicide in thewho harm themselves die by suicide in the

year following the incident (Owensyear following the incident (Owens et alet al,,

2002) and as many as 8.5% die by suicide2002) and as many as 8.5% die by suicide

over a 22-year period (Jenkinsover a 22-year period (Jenkins et alet al,,

2002). It has been argued that enhanced2002). It has been argued that enhanced

treatment of those who self-harm couldtreatment of those who self-harm could

help reduce the overall rate of suicidehelp reduce the overall rate of suicide

(Gunnell & Frankel, 1994; Mann(Gunnell & Frankel, 1994; Mann et alet al,,

2005). In a review paper examining the2005). In a review paper examining the

impact of different strategies aimed atimpact of different strategies aimed at

preventing suicide, Lewis and colleaguespreventing suicide, Lewis and colleagues

estimated that additional interventionsestimated that additional interventions

following self-harm might reduce the ratefollowing self-harm might reduce the rate

of subsequent suicide by 25% (Lewisof subsequent suicide by 25% (Lewis etet

alal, 1997)., 1997).

The view that psychosocial treatmentThe view that psychosocial treatment

following self-harm could affect thefollowing self-harm could affect the

subsequent rate of suicide was supportedsubsequent rate of suicide was supported

by findings from a randomised trial ofby findings from a randomised trial of

manual-assisted cognitive therapy formanual-assisted cognitive therapy for

people who self-harm. In the year followingpeople who self-harm. In the year following

randomisation, 5 (2.5%) of 203 patientsrandomisation, 5 (2.5%) of 203 patients

assigned to standard care and 1 (0.5%)assigned to standard care and 1 (0.5%)

of 199 patients assigned to cognitive–of 199 patients assigned to cognitive–

behavioural therapy had died by suicidebehavioural therapy had died by suicide

(Tyrer(Tyrer et alet al, 2003). This difference did not, 2003). This difference did not

reach statistical significance; indeed, thereach statistical significance; indeed, the

relative rarity of suicide following self-relative rarity of suicide following self-

harm means that even large trials of peopleharm means that even large trials of people

who self-harm lack sufficient power towho self-harm lack sufficient power to

explore effects on suicide (Gunnell &explore effects on suicide (Gunnell &

Frankel, 1994).Frankel, 1994).

Although the impact of interventionsAlthough the impact of interventions

on the rate of repetition of self-harm hason the rate of repetition of self-harm has

been explored (Van der Sandebeen explored (Van der Sande et alet al,,

19971997aa; Hawton; Hawton et alet al, 2000), the effect of, 2000), the effect of

such interventions on the likelihood of sub-such interventions on the likelihood of sub-

sequent suicide has not been examined. Wesequent suicide has not been examined. We

therefore conducted a systematic reviewtherefore conducted a systematic review

and meta-analysis of randomised controlledand meta-analysis of randomised controlled

trials of psychosocial interventions follow-trials of psychosocial interventions follow-

ing self-harm, to estimate their impact oning self-harm, to estimate their impact on

the rate of subsequent suicide.the rate of subsequent suicide.

METHODMETHOD

Search strategySearch strategy

We started by identifying previously pub-We started by identifying previously pub-

lished meta-analyses and systematic reviewslished meta-analyses and systematic reviews

of interventions following self-harm andof interventions following self-harm and

retrieved the primary studies included inretrieved the primary studies included in

these reviews for further analysis. We thenthese reviews for further analysis. We then

searched the following electronic databases:searched the following electronic databases:

EMBASE (1969 to February 2005);EMBASE (1969 to February 2005);

PsycINFO (1967 to February 2005) andPsycINFO (1967 to February 2005) and

Medline (1966 to February 2005). We usedMedline (1966 to February 2005). We used

a broad range of search terms based ona broad range of search terms based on

those developed by Hawtonthose developed by Hawton et alet al (2000),(2000),

and searched the reference lists of all theand searched the reference lists of all the

relevant papers.relevant papers.

Inclusion criteriaInclusion criteria

Studies were eligible for inclusion in the re-Studies were eligible for inclusion in the re-

view if they were randomised controlledview if they were randomised controlled

trials; involved patients who had harmedtrials; involved patients who had harmed

themselves in the period prior to entry intothemselves in the period prior to entry into

the trial; and compared additional or en-the trial; and compared additional or en-

hanced intervention with a form of controlhanced intervention with a form of control

or standard care. Where papers met theseor standard care. Where papers met these

criteria but did not provide mortality data,criteria but did not provide mortality data,

we attempted to obtain these data from thewe attempted to obtain these data from the

authors.authors.

Selection of studies and dataSelection of studies and data
extractionextraction

Two raters independently assessed allTwo raters independently assessed all

papers for possible inclusion in the review.papers for possible inclusion in the review.

If there was disagreement about whether aIf there was disagreement about whether a

study should be included this was discussedstudy should be included this was discussed

in detail with a third reviewer and a deci-in detail with a third reviewer and a deci-

sion made on whether or not to include it.sion made on whether or not to include it.

Information on the study population andInformation on the study population and

interventions were recorded, and data oninterventions were recorded, and data on
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study size, follow-up rate and numbers ofstudy size, follow-up rate and numbers of

suicides and other deaths in each arm ofsuicides and other deaths in each arm of

the trial were extracted by two raters andthe trial were extracted by two raters and

double-entered onto a database.double-entered onto a database.

Data analysisData analysis

As we were interested in exploring whetherAs we were interested in exploring whether

additional psychosocial treatment inter-additional psychosocial treatment inter-

ventions had an impact on the likelihoodventions had an impact on the likelihood

of suicide, we took anof suicide, we took an a prioria priori decision todecision to

combine data from all psychosocialcombine data from all psychosocial

interventions. Meta-analysis was based oninterventions. Meta-analysis was based on

suicide rates; this allowed us to take ac-suicide rates; this allowed us to take ac-

count of variation in the length of follow-count of variation in the length of follow-

up of studies (from 3 months to 36up of studies (from 3 months to 36

months). Also, if we had used an odds ratiomonths). Also, if we had used an odds ratio

to calculate the overall effect size we wouldto calculate the overall effect size we would

not have been able to incorporate studies innot have been able to incorporate studies in

which no suicide was reported. Instead, wewhich no suicide was reported. Instead, we

calculated the rate of suicide in each arm ofcalculated the rate of suicide in each arm of

the study (the study (mm11 andand mm22)) to model the numbersto model the numbers

of deathsof deaths XX andand YY in treatment and controlin treatment and control

arms. With numbers of participants in thearms. With numbers of participants in the

treatment and control armstreatment and control arms mm andand nn respec-respec-

tively, the proportion of participants in thetively, the proportion of participants in the

control arm of the study who died by sui-control arm of the study who died by sui-

cidecide qq was calculated using the formulawas calculated using the formula

qq¼nn/(/(mm++nn), and the proportion who died), and the proportion who died

by suicide in the treatment arm byby suicide in the treatment arm by

1177qq¼mm/(/(mm++nn).).

To test for a difference in death ratesTo test for a difference in death rates

within each study we can compare a valuewithin each study we can compare a value

of a test statisticof a test statistic TT¼2[(2[(XX+3/8)+3/8)1/21/2qq1/21/277
((YY+3/8)+3/8)1/21/2(1(177qq))1/21/2] to critical values of a] to critical values of a

standard normal distribution (Huffman,standard normal distribution (Huffman,

1984). This statistic is especially useful for1984). This statistic is especially useful for

our data with low death rates because itour data with low death rates because it

uses a variance stabilising transformation.uses a variance stabilising transformation.

An effect size associated with this statisticAn effect size associated with this statistic

isis yy¼mm11
1/21/277mm22

1/21/2. Its estimate from a study. Its estimate from a study

with a follow-up timewith a follow-up time tt isis yŷ¼[([(XX+3/8)/+3/8)/

mtmt]]1/21/277[([(YY+3/8)/+3/8)/ntnt]]1/21/2. The standard devia-. The standard devia-

tion of this estimate istion of this estimate is ss¼227711 [([(mm++nn)/)/

mntmnt]]1/21/2..

The values ofThe values of yy for each study werefor each study were

entered into RevMan 4.2.7 for Windowsentered into RevMan 4.2.7 for Windows

(Cochrane Collaboration, Oxford, UK; see(Cochrane Collaboration, Oxford, UK; see

http://www.cc-ims.net/RevMan) as ‘generichttp://www.cc-ims.net/RevMan) as ‘generic

inverse variance data’ and can be routinelyinverse variance data’ and can be routinely

analysed. A fixed-effects model was used.analysed. A fixed-effects model was used.

Heterogeneity between studies wasHeterogeneity between studies was

examined using theexamined using the ww22 test. We then re-test. We then re-

peated the analysis using death from anypeated the analysis using death from any

cause as the outcome. Finally, funnel plotcause as the outcome. Finally, funnel plot

asymmetry was examined in order to assessasymmetry was examined in order to assess

the possibility of publication bias (Eggerthe possibility of publication bias (Egger etet

alal, 1997)., 1997).

1212

Fig. 1Fig. 1 Results of literature search and selection of randomised controlled trials.Results of literature search and selection of randomised controlled trials.

Fig. 2Fig. 2 Meta-analysis of effect of psychosocial interventions on completed suicide.Meta-analysis of effect of psychosocial interventions on completed suicide.
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RESULTSRESULTS

We initially identified 104 studies for inclu-We initially identified 104 studies for inclu-

sion in the review. Of these, 27 met our in-sion in the review. Of these, 27 met our in-

clusion criteria and 12 provided data onclusion criteria and 12 provided data on

suicide deaths. Contact with the studies’suicide deaths. Contact with the studies’

authors generated additional data onauthors generated additional data on

deaths for six trials and we were thereforedeaths for six trials and we were therefore

able to include 18 trials with a combinedable to include 18 trials with a combined

population of 3918 participants in thepopulation of 3918 participants in the

meta-analysis. Figure 1 presents the searchmeta-analysis. Figure 1 presents the search

process in the form of a QUOROM flowprocess in the form of a QUOROM flow

chart (Moherchart (Moher et alet al, 2000) and Table 1, 2000) and Table 1

summarises details of the studies includedsummarises details of the studies included

in the meta-analysis.in the meta-analysis.

Types of interventionsTypes of interventions

Most of the interventions involved a limitedMost of the interventions involved a limited

number (between 2 and 50) of sessionsnumber (between 2 and 50) of sessions

of individual psychotherapy such asof individual psychotherapy such as

cognitive–behavioural therapy, interperso-cognitive–behavioural therapy, interperso-

nal psychotherapy and dialectical behav-nal psychotherapy and dialectical behav-

iour therapy. In other studies changesiour therapy. In other studies changes

were made to the organisation of serviceswere made to the organisation of services

to enhance uptake of psychosocial treat-to enhance uptake of psychosocial treat-

ment or facilitate contact with services atment or facilitate contact with services at

times of crisis.times of crisis.

Impact on suicideImpact on suicide

Data from the 18 studies appeared to beData from the 18 studies appeared to be

homogeneous. Since the value of the testhomogeneous. Since the value of the test

statistic for heterogeneity is less than itsstatistic for heterogeneity is less than its

degrees of freedom, there was no need todegrees of freedom, there was no need to

consider the random-effects model. Rootconsider the random-effects model. Root

differences in rates of suicide in the 18 trialsdifferences in rates of suicide in the 18 trials

of psychosocial intervention are presentedof psychosocial intervention are presented

in Fig. 2. Overall there was no evidence ofin Fig. 2. Overall there was no evidence of

any difference in death rates.any difference in death rates.

There were 37 suicides among the 3918There were 37 suicides among the 3918

participants in the trials of psychosocial in-participants in the trials of psychosocial in-

terventions, 18 per 2165 person-yearsterventions, 18 per 2165 person-years

among those who received enhanced treat-among those who received enhanced treat-

ment and 19 per 2237.5 person-yearsment and 19 per 2237.5 person-years

among those who received control treat-among those who received control treat-

ment. Randomised trials of manual-assistedment. Randomised trials of manual-assisted

cognitive therapy (Tyrercognitive therapy (Tyrer et alet al, 2003), out-, 2003), out-

patient cognitive–behavioural therapypatient cognitive–behavioural therapy

(Brown(Brown et alet al, 2005), and intensive out-, 2005), and intensive out-

patient care (Van der Sandepatient care (Van der Sande et alet al, 1997, 1997bb))

showed a trend towards lower levels of sui-showed a trend towards lower levels of sui-

cide. The remaining studies all showed nocide. The remaining studies all showed no

difference, or slightly higher levels amongdifference, or slightly higher levels among

those in the active arm of the trial. Funnelthose in the active arm of the trial. Funnel

plots of effect size estimates against inverseplots of effect size estimates against inverse

standard error (an indication of study size)standard error (an indication of study size)

were symmetrical, suggesting that publica-were symmetrical, suggesting that publica-

tion bias was unlikely to have affectedtion bias was unlikely to have affected

study findings (Fig. 3).study findings (Fig. 3).

Impact on mortalityImpact on mortality

Complete mortality data were available inComplete mortality data were available in

only 12 studies. Difference in root ratesonly 12 studies. Difference in root rates

for suicide in the 18 trials of psychosocialfor suicide in the 18 trials of psychosocial

intervention are presented in Fig. 4. Thereintervention are presented in Fig. 4. There

was a total of 29 deaths among people inwas a total of 29 deaths among people in

these trials: 18 per 1422 person-yearsthese trials: 18 per 1422 person-years

among those receiving control treatmentamong those receiving control treatment

and 11 per 1527.5 person-years amongand 11 per 1527.5 person-years among

those receiving additional psychosocialthose receiving additional psychosocial

interventions.interventions.

DISCUSSIONDISCUSSION

The results of this meta-analysis provideThe results of this meta-analysis provide

little evidence to support the view that en-little evidence to support the view that en-

hanced treatment following an episode ofhanced treatment following an episode of

self-harm substantially reduces the likeli-self-harm substantially reduces the likeli-

hood of subsequent suicide. However,hood of subsequent suicide. However,

limited power means that our pooledlimited power means that our pooled

estimate of differences in levels of suicideestimate of differences in levels of suicide

is imprecise and it is possible that intentionis imprecise and it is possible that intention

is associated with a clinically significantis associated with a clinically significant

difference in the rate of subsequent suicide.difference in the rate of subsequent suicide.

1515

Fig. 3Fig. 3 Funnel plot of studies reporting suicidesFunnel plot of studies reporting suicides

among those offered experimental and controlamong those offered experimental and control

treatment following episodes of self-harm.treatment following episodes of self-harm.

Fig. 4Fig. 4 Meta-analysis of psychosocial interventions on all-causemortality.Meta-analysis of psychosocial interventions on all-causemortality.
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Level of suicideLevel of suicide

Few papers provided information aboutFew papers provided information about

how suicide deaths were ascertained. Givenhow suicide deaths were ascertained. Given

that a proportion of participants in eachthat a proportion of participants in each

study were lost to follow-up it is possiblestudy were lost to follow-up it is possible

that some suicide deaths were not recorded.that some suicide deaths were not recorded.

It has been suggested that participationIt has been suggested that participation

in a trial might of itself affect patient out-in a trial might of itself affect patient out-

comes (Rothwell, 2005). Participants incomes (Rothwell, 2005). Participants in

these studies all received a higher level ofthese studies all received a higher level of

assessment as a result of participation in aassessment as a result of participation in a

trial, and most trials excluded people whotrial, and most trials excluded people who

were judged to be at high risk of subsequentwere judged to be at high risk of subsequent

suicide. Five trials we included followedsuicide. Five trials we included followed

participants for less than a year, but amongparticipants for less than a year, but among

those that followed people for 12 monthsthose that followed people for 12 months

the overall rate of suicide during this periodthe overall rate of suicide during this period

was 0.016. This is similar to the rate ofwas 0.016. This is similar to the rate of

0.018 reported in cohorts of people fol-0.018 reported in cohorts of people fol-

lowed up after an episode of self-harmlowed up after an episode of self-harm

(Owens(Owens et alet al, 2002)., 2002).

Interpretation of resultsInterpretation of results

The relative lack of statistical power in thisThe relative lack of statistical power in this

meta-analysis means that caution needs tometa-analysis means that caution needs to

be used when interpreting the study find-be used when interpreting the study find-

ings. Many of the trials of psychosocial in-ings. Many of the trials of psychosocial in-

terventions we examined were too small toterventions we examined were too small to

detect differences in the level of repetitiondetect differences in the level of repetition

of self-harm, and suicides occurred in onlyof self-harm, and suicides occurred in only

11 of the 18 studies included in the review.11 of the 18 studies included in the review.

During the course of this review we identi-During the course of this review we identi-

fied three trials of pharmacological inter-fied three trials of pharmacological inter-

ventions (Hirschventions (Hirsch et alet al, 1982; Montgomery, 1982; Montgomery

et alet al, 1983; Verkes, 1983; Verkes et alet al, 1998). With a, 1998). With a

combined study population of 243 andcombined study population of 243 and

one suicide by a member of the controlone suicide by a member of the control

group in the trial by Verkes and colleagues,group in the trial by Verkes and colleagues,

a meta-analysis was not appropriate fora meta-analysis was not appropriate for

these interventions.these interventions.

A total of 4004 person-years (2002 inA total of 4004 person-years (2002 in

each arm) was sufficient to achieve powereach arm) was sufficient to achieve power

of 80% to detect a difference between aof 80% to detect a difference between a

rate of suicide of 1.8% in the year follow-rate of suicide of 1.8% in the year follow-

ing an episode of self-harm, and 50% re-ing an episode of self-harm, and 50% re-

duction in the level of suicide amongduction in the level of suicide among

those receiving additional psychosocialthose receiving additional psychosocial

interventions. Had trials demonstratedinterventions. Had trials demonstrated

reductions in levels of suicide of thereductions in levels of suicide of the

magnitude reported by Tyrermagnitude reported by Tyrer et alet al

(2003) we would have had ample power(2003) we would have had ample power

to detect statistically significant differ-to detect statistically significant differ-

ences in our primary outcome, withences in our primary outcome, with

4397.5 person-years in this meta-analysis.4397.5 person-years in this meta-analysis.

However, we had insufficient power toHowever, we had insufficient power to

detect smaller – but still clinically signifi-detect smaller – but still clinically signifi-

cant – reductions in the level of suicide.cant – reductions in the level of suicide.

Study power would have been increasedStudy power would have been increased

had we been able to obtain suicide datahad we been able to obtain suicide data

from the nine remaining randomised trialsfrom the nine remaining randomised trials

that met our inclusion criteria. These ninethat met our inclusion criteria. These nine

trials included a combined population oftrials included a combined population of

2914 participants.2914 participants.

None of the studies we identified set outNone of the studies we identified set out

to examine whether intervention wouldto examine whether intervention would

lead to a reduction in the rate of suicide,lead to a reduction in the rate of suicide,

and the relatively low rate of suicide amongand the relatively low rate of suicide among

people in the period following self-harmpeople in the period following self-harm

would make this an odd choice of outcomewould make this an odd choice of outcome

in a single trial. However, it has been ar-in a single trial. However, it has been ar-

gued that interventions to reduce repetitiongued that interventions to reduce repetition

of suicidal behaviour following self-harmof suicidal behaviour following self-harm

could have an impact on suicide ratescould have an impact on suicide rates

(Gunnell & Frankel, 1994; Mann(Gunnell & Frankel, 1994; Mann et alet al,,

2005), and publication of detailed2005), and publication of detailed

information on suicides and other deathsinformation on suicides and other deaths

occurring among participants in futureoccurring among participants in future

trials of interventions for people who self-trials of interventions for people who self-

harm would enable a more precise estimateharm would enable a more precise estimate

to be made of the impact of theseto be made of the impact of these

interventions on suicide.interventions on suicide.

Because we were interested in exploringBecause we were interested in exploring

whether enhanced psychosocial treatmentwhether enhanced psychosocial treatment

following self-harm affects the likelihoodfollowing self-harm affects the likelihood

of subsequent suicide, we combined dataof subsequent suicide, we combined data

on a variety of different types of psycho-on a variety of different types of psycho-

social intervention. In doing so it is possiblesocial intervention. In doing so it is possible

that the impacts of specific forms ofthat the impacts of specific forms of

intervention have been minimised. Differ-intervention have been minimised. Differ-

ences in the rate of suicide in the trialences in the rate of suicide in the trial

of manual-assisted cognitive–behaviouralof manual-assisted cognitive–behavioural

therapy by Tyrertherapy by Tyrer et alet al (2003) are of particu-(2003) are of particu-

lar note. The single death (in the controllar note. The single death (in the control

arm) of the more recent trial of cognitive–arm) of the more recent trial of cognitive–

behavioural therapy by Brownbehavioural therapy by Brown et alet al

(2005) adds little to the statistical power(2005) adds little to the statistical power

required to examine whether this therapyrequired to examine whether this therapy

reduces the subsequent rate of suicide.reduces the subsequent rate of suicide.

However, the relatively modest reductionHowever, the relatively modest reduction

in repetition of self-harm in such trialsin repetition of self-harm in such trials

cautions against the view that thiscautions against the view that this

therapy is likely to be associated withtherapy is likely to be associated with

marked reductions in levels of subsequentmarked reductions in levels of subsequent

suicide.suicide.

Although we found no difference in rateAlthough we found no difference in rate

of suicide among those randomised toof suicide among those randomised to

standard and enhanced treatment, a trendstandard and enhanced treatment, a trend

towards a reduction in the overall rate oftowards a reduction in the overall rate of

mortality was observed. This could be amortality was observed. This could be a

chance finding, but it could reflect a realchance finding, but it could reflect a real

difference in mortality between thosedifference in mortality between those

offered standard care and those offeredoffered standard care and those offered

additional psychosocial interventions. It isadditional psychosocial interventions. It is

known that some suicide deaths are some-known that some suicide deaths are some-

times misclassified as due to other causestimes misclassified as due to other causes

(Phillips & Ruth, 1993; Neeleman(Phillips & Ruth, 1993; Neeleman et alet al,,

1997). This finding emphasises the need1997). This finding emphasises the need

to interpret the absence of difference in rateto interpret the absence of difference in rate

of suicide in studies with caution.of suicide in studies with caution.

Implications for suicide preventionImplications for suicide prevention

This study did not examine the impact ofThis study did not examine the impact of

standard care on levels of suicide followingstandard care on levels of suicide following

self-harm and it is possible that interven-self-harm and it is possible that interven-

tions currently provided by mental healthtions currently provided by mental health

services do much to limit the likelihood ofservices do much to limit the likelihood of

suicide (US Department of Health andsuicide (US Department of Health and

Human Services, 2001). However, weHuman Services, 2001). However, we

found little evidence to support the viewfound little evidence to support the view

that additional psychosocial treatment forthat additional psychosocial treatment for

people who self-harm leads to reductionspeople who self-harm leads to reductions

in levels of suicide.in levels of suicide.

Individual randomised trials of psycho-Individual randomised trials of psycho-

social treatments have demonstratedsocial treatments have demonstrated

statisticallystatistically significant reductions in thesignificant reductions in the

likelihood of repetition of non-fatal self-likelihood of repetition of non-fatal self-

harm, but such findings do not necessarilyharm, but such findings do not necessarily

mean that these treatments would reducemean that these treatments would reduce

the likelihood of subsequent suicide. Wethe likelihood of subsequent suicide. We

believe that these data support the viewbelieve that these data support the view

that a range of public health measures forthat a range of public health measures for

preventing suicide should be pursued, in-preventing suicide should be pursued, in-

cluding population-based strategies suchcluding population-based strategies such

as restricting access to means of suicideas restricting access to means of suicide

and encouraging responsible discussion ofand encouraging responsible discussion of

suicide in the media.suicide in the media.
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