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Section 1: Summary

Introduction

Suicide is the cause of death for nearly 900,000 people 
every year. Non-fatal acts of self-harm are also very frequent, 
occurring in about 300 of every 100,000 people per year. 
Although such acts may or may not involve suicidal intent, 
deliberate self-harm is a significant risk factor for eventual 
suicide. Accordingly, this review, as well as covering 
research on counselling and psychotherapy explicitly 
focused upon the prevention of suicide, considers studies of 
counselling and psychotherapy for people who deliberately 
self-harm.

The review does not limit itself to the consideration of 
randomised controlled trials, but also includes non-
randomised trials, and other quasi-experimental and non-
experimental studies, including qualitative research. It also 
considers not only the effectiveness but also the process of 
counselling and psychotherapy with people at risk of suicide.

Method

Extensive literature searches on counselling and 
psychotherapy in relation to suicide and self-harm identified 
nearly 8,000 publications. Critical appraisal led to the exclusion 
of most of these, and our final review focused on 12 previous 
systematic reviews, 71 reports of quantitative studies of 
therapeutic outcome, 17 reports of quantitative studies of 
therapeutic process, and 13 reports of qualitative studies.

Results are based upon a narrative review of previous 
systematic reviews; meta-analysis of quantitative outcome 
studies; a narrative review of quantitative studies of 
therapeutic process; and a meta-synthesis of qualitative 
studies.

Results

Several of the previous systematic reviews were limited in 
such features as critical appraisal of the studies that they 
considered; completeness of information provided; and the 
use of appropriate outcome measures in meta-analysis. 
Variations in these areas may have accounted for differences 
in the conclusions of some of the reviews. There was a certain 
amount of evidence for the effectiveness of some, primarily 
cognitive-behavioural, therapies. 

Our meta-analysis of controlled studies of psychotherapy 
or counselling indicated effect sizes of >0.4, ie approaching 
a medium level. Most of the studies considered cognitive-
behavioural, problem-solving, or dialectical behaviour therapy, 
all of which showed significant effects. While individual therapy 
was found to be effective, this was not the case for group 
therapy. Effects were largest in shorter-term treatments; in 

inpatient treatment; in studies with shorter follow-up; and in 
those of lower quality.

Meta-analysis of studies examining change from pre- to post-
therapy indicated a medium to large effect size (>0.7). 

Quantitative studies of the therapeutic process indicated the 
importance of therapist attitudes and experience in working 
with suicidal clients; the views of young people, for example 
concerning the therapeutic relationship; and factors that may 
be generally predictive of successful therapeutic outcome or 
are relevant to specific types of treatment.

Meta-synthesis of qualitative studies of the therapeutic 
process indicated a consensus among clients and therapists 
concerning the importance of the therapeutic relationship, and 
in particular a respectful, understanding and non-judgmental 
therapist. Other issues considered were components of 
therapy, specifically the importance of sufficient time in 
therapy and negative views concerning ‘no self-harm’ 
contracts; the theoretical framework; and therapy techniques 
(both of the latter particularly in regard to dialectical behaviour 
therapy). 

Qualitative studies of the effectiveness of counselling and 
psychotherapy primarily concerned dialectical behaviour 
therapy, and indicated perceptions of decreases in self-
destructive behaviour, and improvement in quality of life and in 
others’ views of the client.

Qualitative studies of barriers to counselling and 
psychotherapy focused, from clients’ perspectives, on 
therapist characteristics; components of therapy; secrecy; 
and difficulties in transferring therapeutic gains to the real-
life situation. Barriers identified by therapists concerned 
responsibilities of the profession; lack of training in working 
with suicidal clients; and the nature of suicide and self-harm. 
Facilitators to counselling and psychotherapy identified 
by clients concerned responsibility; support; and teaching 
therapy skills to family members, the latter also being 
identified by therapists. 

Conclusions

Quantitative studies provide evidence of the effectiveness 
of psychological interventions for clients at risk of suicide. 
Most studies concern variants of cognitive-behavioural 
therapy and, while there are some promising findings 
concerning other forms of therapy, further research 
concerning these is a priority. The effectiveness of therapy 
was also indicated by qualitative studies, which particularly 
concerned dialectical behaviour therapy.

Qualitative and quantitative studies of the therapeutic process 
indicate a clear consensus concerning the importance of the 
therapeutic relationship and, in particular, therapist qualities. 
Lack of adequate training and support in working with suicidal 
clients was highlighted by therapists and counsellors as a 
barrier to successful therapy. 
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Section 2: Introduction

Statistics

Suicide is the cause of death for some 873,000 people 
every year according to World Health Organization estimates 
(Comtois and Linehan, 2006). There are, of course, many 
pathways to suicide, and these have been explored from 
a range of perspectives, including the consideration of 
psychological, sociological and biological factors. Examination 
of these different explanations of suicide is beyond the 
scope of this review, but broadly suicide may be viewed in 
terms of an interaction between an individual vulnerability 
and environmental characteristics (eg van Heeringen, 2001). 
However suicide is explained, it is apparent that its prevention 
should be a major priority, and the World Health Organization 
launched an international initiative to this end in 1999 (World 
Health Organization, 2000).

Non-fatal acts of self-harm are also very frequent, occurring 
in about 300 of every 100,000 people per year (Favazza, 
1987; Walsh and Rosen, 1988) and in as many as 400 per 
100,000 people in the United Kingdom (NHS Centre for 
Reviews and Dissemination, 1998), with considerably higher 
rates among young people (Hawton et al., 2002; Meltzer et 
al., 2002). They are also one of the most common reasons 
for medical admission to hospital (Sinclair and Green, 2005). 
While deliberate self-harm may or may not involve suicidal 
intent, among known risk factors such acts are the best 
predictor of eventual suicide (NHS Centre for Reviews and 
Dissemination, 1998), the rate of which following an act of 
self-harm is 50 to 100 times higher than that in the general 
population (Hawton et al., 2003; Owens, Horrocks and 
House, 2002). At least one per cent of people who harm 
themselves go on to kill themselves within a year and around 
five per cent within 10 years (NHS Centre for Reviews and 
Dissemination, 1998). Other factors indicative of a high risk of 
suicide are depression; alcoholism; drug addiction; psychosis, 
hopelessness or helplessness; social isolation; life-threatening, 
chronic or debilitating physical illness; family history of 
affective disorder, alcoholism or suicide; recent bereavement 
or loss or preoccupation with anniversary of traumatic loss; 
family destabilisation due to loss, abuse or violence; recent 
trauma; formulation of a specific suicide plan; giving away 
prized possessions and/or putting personal affairs in order; 
radical changes in characteristic behaviours or moods; display 
of one or more uncharacteristic intense negative emotions 
(Gilliland and James, 1997). 

Deliberate self-harm and suicide prevention 

It is apparent, therefore, that in attempting to meet targets 
for the reduction of suicide rates (eg Department of Health, 
1999), people who deliberately self-harm, although they are 
not the only group at risk, clearly constitute a population 
on which attention should focus. However, the response of 
health services to these individuals may be less than helpful. 
For example, in the United Kingdom, despite a Department 
of Health and Social Security (1984) recommendation, 
repeated in subsequent clinical practice guidelines (National 
Collaborating Centre for Mental Health, 2004), that every 
self-harm episode should be followed by a psychosocial 
assessment, this only occurs in about half of these cases. 
Fewer than half are offered any follow-up, and of these up to 
70 per cent fail to attend or drop out after one appointment 
(NHS Centre for Reviews and Dissemination, 1998). A 
distinction has also been made between different types of 
self-harm, with patients who self-poison being more likely to 
receive a psychosocial assessment and given more access 

to specialist care (Horrocks et al., 2003). Furthermore, 
people who harm themselves are often faced with negative 
attitudes by health professionals (NHS Centre for Reviews 
and Dissemination, 1998), with one study reporting how 
nurses respond to acts of self-mutilation with something 
akin to scorn and derision (Clarke and Whittaker, 1998). 
Despite recommendations that appropriate training should 
be provided in the understanding and care of such clients 
(National Collaborating Centre for Mental Health, 2004), there 
is little available training in therapy with suicidal individuals 
(Comtois and Linehan, 2006).

Psychopathology

Various types of psychopathology are particularly associated 
with suicide and self-harm. For example, mortality from 
suicide in people diagnosed as schizophrenic is two to three 
times higher than that of the general population (Auquier et 
al., 2006). In depression it is estimated that there is a 10.8 
per cent mortality rate from suicide (Wulsin, Valliant and Wells, 
1999). For people diagnosed with borderline personality 
disorder, figures suggest that approximately one out of 10 will 
eventually commit suicide (Paris, Brown and Nowlis, 1987). 
Studies of self-harm alone have found that more than 90 
per cent of the individuals were diagnosed with one of 10 
psychiatric disorders, the most common being borderline 
personality disorder (Haw et al., 2001). There is also evidence 
that 83 per cent of people with a DSM-IV diagnosis of a 
major mental health disorder who kill themselves have had 
contact with a primary care service provider within one year 
of their completed suicide, suggesting that prevention may 
be possible for these individuals (Luoma, Martin and Pearson, 
2002).

Therapeutic approaches to prevention of 
suicide and self-harm

Despite the somewhat dismal picture of service provision for 
people at risk of suicide, various forms of therapy focusing 
on the prevention of suicide and self-harm have been 
employed and evaluated. Early reviews and meta-analyses 
of the research on these therapies indicated a ‘not proven’ 
verdict. For example, House, Owens and Storer (1992) stated 
that ‘none of the studies has shown the benefit of reducing 
repetition rates’ but that ‘it would be wrong to say that they 
had proved that intervention was ineffective’ (p16). Hawton 
et al. (1998, 2005), although noting promising results for 
problem-solving therapy and for dialectical behaviour therapy 
(DBT) for women diagnosed with borderline personality 
disorder, concluded that ‘there still remains considerable 
uncertainty about which forms of psychosocial and physical 
treatments of self-harm patients are most effective’ (Hawton 
et al., 1998, p2). Similar conclusions were reached by a 
review commissioned by the National Institute for Health 
and Clinical Excellence (NICE) for the purpose of developing 
clinical practice guidelines, namely that: 

‘The evidence reviewed here suggests that there are 
surprisingly few specific interventions for people who 
have self-harmed that have any positive effect… at the 
present time, there was insufficient evidence to support any 
recommendation for interventions specifically designed for 
people who self-harm. While there may be some evidence for 
the treatment of subgroups of service users, such as those 
diagnosed with borderline personality disorder, the studies 
were too small to make recommendations. However, the 
positive outcome for adolescents who have repeatedly self-
harmed receiving group therapy is encouraging; although, 
because of the rather selective group this was applied to, 
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this approach is in need of further investigation.’ (National 
Collaborating Centre for Mental Health, 2004, pp177–8)

The above reviews did not consider studies that have now 
provided evidence of the effectiveness of brief psychodynamic 
interpersonal therapy (Guthrie et al., 2001), cognitive therapy 
(Brown et al., 2005), and personal construct psychotherapy 
(Winter et al., 2007) with people who self-harm. A review that 
did include the first two of these studies was very much more 
optimistic than the previous reviews, concluding that:

‘The success of psychotherapy trials for high-risk suicidal 
behavior highlights the importance of psychotherapy’s role in 
the prevention of suicide.’ (Comtois and Linehan, 2006, p167)

This conclusion was reached despite the fact that, apart from 
an evaluation of the effects of communication by letter with 
clients discharged from hospital (Motto and Bostrom, 2001), 
no study has found a significant effect of a psychological 
intervention on suicide rates. This itself is hardly surprising 
as, for a randomised controlled trial to demonstrate such 
an effect, more than 40,000 participants would be required 
(Gunnell and Frankel, 1994).

The present review

Since there are now several reviews of the research 
literature concerning the effectiveness of counselling and 
psychotherapy for people at risk of suicide, such as those 
who have deliberately self-harmed, it would not be useful 
to cover exactly the same ground in the current review. The 
primary concern of this review is to incorporate a broader 
evidence base than that considered by previous reviews. For 
example, while the review on which the NICE guidelines for 
management and prevention of self-harm was employed used 
a hierarchy of evidence, it is made clear in that review that, 
‘For clinical questions concerning interventions, the evidence 
base was formed from high quality randomised controlled 
trials’ (National Collaborating Centre for Mental Health, 
2004, p38). This is, of course, consistent with the features 
of research design included in criteria for acceptance of an 
approach as an empirically supported therapy (Chambless 
et al., 1998). However, it has been argued that these criteria, 
and the epistemological assumptions upon which they are 
based, favour particular, primarily cognitive-behavioural, 
treatment approaches (Slife, 2004), and may lead to the 
disenfranchisement and ‘empirical violation’ of therapies 
that do not share the assumptions concerned (Bohart, 
O’Hara and Leitner, 1998). While not denying the crucial role 
played by randomised controlled trials in psychotherapy, 
the present review considers not only such trials but also 
non-randomised controlled trials, and (particularly in relation 
to issues concerning the therapeutic process and barriers 
and facilitators to service development and delivery) other 
quasi-experimental and non-experimental studies, including 
qualitative research. Such evidence will help address many 
of the problems that clinicians face when attempting to utilise 
the recommendations of empirical randomised controlled 
trials. For example, when empirically supported protocols do 
exist they often provide little practical support in assisting with 
issues such as non-compliance, flexibility in the treatment 
programme and the establishment of a therapeutic alliance 
(Persons and Silberschatz, 1998). Therefore, by examining 
research on the therapeutic process, evidence of the 
relative contribution to therapeutic outcome of ‘non-specific’ 

factors, such as aspects of the therapeutic relationship and 
therapist variables, will be identified, as compared to the 
supposed ‘active ingredients’ of particular therapeutic models 
(Wampold, 2001). 

Research questions

1. What conclusions may be drawn from current reviews 
of the literature on psychotherapy and counselling in 
relation to the prevention of suicide, and how may any 
discrepancies between these reviews be explained?

2. What does the research evidence, both quantitative 
and qualitative, indicate concerning the effectiveness of 
counselling and psychotherapy with clients who are at risk 
of suicide?

3. What does the research evidence, both quantitative and 
qualitative, indicate concerning the process of counselling 
and psychotherapy with clients who are at risk of suicide? 

4. How might the research evidence inform clinical 
practice, and training programmes, for counsellors and 
psychotherapists working with clients who are at risk of 
suicide?

5. What are the implications of this review for further 
research?

Scope of the report

This report describes the methods and findings of a 
systematic review of research relevant to the prevention 
of suicide through counselling or psychotherapy. As this 
review is systematic it uses explicit and rigorous methods to 
synthesise the evidence in this topic area and so the report is 
necessarily detailed.

Four main bodies of evidence will be considered in the review: 

1. a meta-review of previous systematic reviews

2. a statistical meta-analysis of studies that evaluate a form 
of counselling or psychotherapy in the prevention of 
suicide

3. a narrative review of process studies that identify any 
other variables of interest that may be important in the 
prevention of suicide but cannot be included in the meta-
analysis or qualitative synthesis

4. a thematic qualitative synthesis of studies focused on 
clients’ or therapists’ views concerning counselling or 
psychotherapy for the prevention of suicide.

The policy and practice implications of the findings of the 
review will be discussed and recommendations for future 
interventions, development and research will be made.

Table 1 displays a brief description of each of the methods 
(1, 2 and 4 above) used using detail from NHS Centre for 
Reviews and Dissemination (2001). 

The review will consider literature not only on counselling and 
psychotherapy directly in relation to the prevention of suicide 
but also in relation to the prevention of self-harm. This is 
because, as indicated in the Introduction, self-harmers are a 
group at high risk of eventual suicide. It is beyond the scope 
of the review to consider the literature on other high-risk 
groups. 
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Table 1: Review of methods used in this review

Method Aims Methods Results

Meta-review To summarise the highest-
quality research evidence 
in a field.

Assess for quality defined as the confidence 
that the design, conduct and analysis of the 
review minimised bias.

Identify gaps in the research literature and 
explain the reasons for discordant conclusions 
between systematic reviews.

Meta-analysis To combine the results 
of quantitative studies 
addressing the same 
question into a summary 
measure via the use of 
statistical techniques.

A meta-analysis makes comparisons between 
studies using an appropriate effect size and 
outcome measures so that an average value 
of effect can be computed across the studies. 
The pooling of results can be carried out 
using a fixed effect or a random effects meta-
analysis.

The pooled effect estimate represents a 
weighted average of all studies included 
in the meta-analysis. A fixed effect model 
estimates the treatment effects if there were 
a single ‘true’ value underlying all results, 
a random effect assumes that there is no 
single underlying value of effectiveness, but 
a distribution of values depending on known 
and unknown characteristics of the studies.

Meta-synthesis To produce an integrative 
interpretation of qualitative 
findings that is more 
substantive than those 
resulting from individual 
investigations.

There are no formal procedures available 
to aid narrative synthesis of findings from 
qualitative studies. However, one approach 
is a thematic analysis, which involves an 
examination of the themes found in studies 
and then integrating them across studies 
taking account of setting, participants and 
methodological techniques used in the studies 
as well as quality assessment of studies.

The synthesis of qualitative data can be a 
useful aid to clinicians, researchers and policy 
makers if the research is summarised in 
such a way as to make it more accessible to 
understand and apply in practice.



Counselling and psychotherapy for the prevention of suicide: a systematic review of the evidence © BACP 200908

Section 3: Procedure

Definitions

As a starting point for the review, it is necessary to define 
key concepts, the first of which is psychotherapy. There are 
many different schools of psychotherapy (approximately 
500 according to Karasu (1986)), which have their own 
theoretical orientations that provide different ways of 
interpreting the same events (Overholser, 2002). For this 
reason psychotherapy is defined as, ‘primarily interpersonal 
treatment that is based on psychological principles and 
involves a trained therapist and a client who has a mental 
disorder, problem, or complaint; and it is adapted or 
individualised for the particular client and his or her disorder, 
problem or complaint’ (Wampold, 2001, p3). It does not 
necessarily have to be face to face, eg it could be over the 
telephone, but it has to have associated with it the intention 
to alleviate any problems or symptoms the client is facing by 
using psychological theory. 

Counselling as defined by BACP is, ‘when a counsellor 
sees a client in a private and confidential setting to 
explore a difficulty the client is having, distress they may 
be experiencing or perhaps their dissatisfaction with life, 
or loss of a sense of direction and purpose. By listening 
attentively and patiently the counsellor can begin to 
perceive the difficulties from the client’s point of view and 
can help them to see things more clearly, possibly from 
a different perspective. Counselling is a way of enabling 
choice or change or of reducing confusion. It does not 
involve giving advice or directing a client to take a particular 
course of action. Counsellors do not judge or exploit 
their clients in any way.’ (www.bacp.co.uk/education/
whatiscounselling.html)

In this review studies that concern activities falling within 
these definitions of either psychotherapy or counselling will be 
examined.

Defining suicidal behaviour poses a more difficult problem 
due to the inherent difficulty of ascribing suicidal intent to 
self-injurious behaviours (Linehan, 1997). In this review we 
included any study where the participants had committed any 
act of self-injurious behaviour or were showing any signs of 
suicidal intent. Relevant definitions are as follows:

‘Suicide is an act with fatal outcome, which the deceased, 
knowing or expecting a potentially fatal outcome, has initiated 

and carried out with the purpose of bringing about wanted 
changes.’ (De Leo et al., 2006, p12)

‘Non-fatal suicidal behaviour, with or without injuries’ is ‘a 
nonhabitual act with nonfatal outcome that the individual, 
expecting to, or taking the risk to die or to inflict bodily harm, 
initiated and carried out with the purpose of bringing about 
wanted changes.’ (De Leo et al., 2006, p14)

Suicidal intent is ‘subjective expectation and desire for a 
self-destructive act to end in death.’ (American Psychiatric 
Association, 2003)

Search strategy

Previous systematic reviews

The researchers started by identifying previously published 
meta-analyses and systematic reviews concerning the 
evaluation of any form of counselling or psychotherapy in 
relation to self-harm or suicide attempts. The Cochrane 
Database of Systematic Reviews and Central Register of 
Controlled Trials, Database of Abstracts of Reviews of Effects 
(DARE) and PubMed were all searched to find existing 
systematic reviews. Google Scholar was used and the 
reference lists were searched. Table 2 shows the search terms 
used in each database and number of hits found. The criteria 
upon which we classified reviews to be systematic and details 
concerning the quality appraisal of reviews are included in the 
section on the meta-review.

Primary studies

The main search for primary studies was conducted to ensure 
that studies of any methodological type were identified, 
and therefore no methodological filters were added to the 
search (Mays et al., 2005). With regard to the search terms, 
both thesaurus and free text searching were conducted to 
obtain the most comprehensive search. Search terms for 
psychotherapy and counselling were exploded and narrower 
terms examined to see whether any potential therapies were 
omitted. Regarding search terms for suicide and self-harm, 
the NICE guidelines on self-harm were examined and terms 
were then entered into the database searches as free text. 
Search terms can be found in Appendix A.

The following databases were searched: Cinahl-Cumulative 
Index to Nursing & Allied Health Literature (from 1982 
to February week three, 2008), PsycINFO (from 1806 to 

Table 2: Search results for previous systematic reviews

Database Hits Relevant studies for inclusion

Cochrane (self-harm) Cochrane (6) Cochrane (6)

Other reviews (3) Other reviews (3)

Cochrane (attempted suicide) Cochrane (7) Other reviews (2)

Other reviews (8)

Cochrane (suicide prevention) Cochrane (5) Other reviews (2)

Other reviews (13)

DARE (suicide prevention) Reviews (54) Reviews (1)

PubMed

(suicide prevention psychosocial) Reviews (21) Reviews (2)

Reference, hand searching and internet Total (3)
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February week two, 2008), EMBASE (from 1980 to 2008 
week 07), The Cochrane Library Database (2008-02-07), and 
PubMed (2008-02-09). Grey literature resources included 
Index to Theses (2008-02-22) and The British Library 
(2008-02-26). Authors were contacted where necessary 
and reference lists were also searched to ensure that no 
possible publications were missed. Papers published in any 
language were included although interpretation was limited to 
resources within the School of Psychology at the University 
of Hertfordshire. All citations identified by the above searches 
were downloaded into the EPPI-Centre (Institute of Education, 
University of London) website database and scanned for 
relevance against the review’s exclusion criteria. Some studies 
were not accepted for the review due to the following factors:

Exclude on participants: The study does not report on clients, 
of whatever age, regardless of psychiatric diagnosis, who are 
engaging in suicidal behaviour or are at risk of suicide due to 
factors such as suicidal ideation or previous suicide attempts.

Exclude on intervention: The study report is not related to 
an intervention that has a counselling or psychotherapy 
component to it.

Exclude on evidence: The ‘evidence’ is not a report of an 
evaluation with data or outcomes (of any kind).

Exclude on outcome: The study does not have an outcome 
measure of frequency of repetition of self-harm or suicidal 

behaviour, which in many cases is synonymous with self-
harm, measures of suicidal ideation and hopelessness, 
or measures relevant to the focus of the approaches to 
psychotherapy and counselling studied (for example where 
clients were recruited on the basis of suicide and self-harm 
risk but the only measure used was one of depression).

Selection of studies 

The research assistant independently screened all the 
abstracts of papers for possible inclusion in the review. Where 
there was insufficient information in the abstract to make a 
decision, the full paper was obtained. To reduce bias, the 
research assistant and the principal investigator conducted 
a consistency check of the first 50 studies in the original 
search and 100 per cent agreement was achieved on studies 
in meeting the inclusion criteria. Where there was ambiguity 
for inclusion of a paper, this paper was put to one side and 
consultation was sought with the principal investigator. 

From the initial search, 7,830 articles were identified. Of these, 
7,674 were excluded due to not meeting the initial screening 
criteria. From the remaining articles (with the addition of five 
that were subsequently identified), 97 were found to satisfy 
the further criteria for inclusion in the review of primary 
studies. Figure 1 provides details of the number of studies 
identified and the number excluded at each stage.

Figure 1: Flow diagram for selection of studies
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Section 4: Meta-review

Method

A total of 117 reviews were identified, of which 12 were 
found to be relevant. Three other reviews were also found 
from reference searching and searching on Google. When 
searching for systematic reviews it soon became clear that 
there needed to be clear guidelines in place to distinguish 
systematic reviews from non-systematic reviews. Reference 
was made to a paper commissioned by NICE to identify the 
key components from existing guidelines and checklists for 
evaluating systematic reviews (Sander and Kitcher, 2006). 
One of the main conclusions of this review was that the 
authors of systematic reviews should report their search 
strategy used for identifying potentially relevant literature 
(out of 191 articles identified, 97 per cent cited this most 
frequently). Therefore, in deciding what previous reviews 
should be reviewed this was the primary inclusion criterion 
that had to be met. Additional factors considered were issues 
to do with study quality, blinding, publication bias, number 
of reviewers, assessment of outcome, and allegiance. 
Details concerning these factors can be found in Appendix 
C. Table 3 shows the key dimensions of the review in terms 
of participants, types of studies included, interventions, 
outcomes and results. 

Results

Participants in the reviews

Three systematic reviews dealt specifically with adolescent/
youth populations and suicide. Burns et al. (2005) looked at 
those who had presented at hospital with self-harm or who 
had been identified as engaging in self-harm, and found 
that only one study, incorporating group therapy, produced 
evidence of significant reduction of repetition of self-harm. 
In comparison, the Macgowan et al. (2004) review, the criteria 
for which included outcomes directly related to suicidality, 
such as suicide ideation and suicide attempts, found two 
such studies. The reason for this was that the other study, 
which looked at systemic crisis intervention, used a single-
group, pre-test/post-test design. Without controls or a 
comparison group the specific cause of the change remains 
unclear. The third review, by Guo and Harstall (2002), looked 
at suicide prevention programmes only and the studies were 
not included if the focus was on the treatment process rather 
than the prevention strategy. All the studies in this review 
evaluated school-based suicide prevention programmes, 
examination of which revealed that two of the studies used 
counselling components, which made this review relevant. 
However, as the review was looking at preventive programmes 
and not interventions specifically, it cannot be directly 
compared with the other two in this category. Tarrier et al. 
(2008) included any age group and found that CBT appears 
effective with adult populations but not with adolescents. 
One problem with accepting this conclusion is that the 
definitions of adult and adolescent were specific to the articles 
rather than any consistent age cut-off being used, and so 
there was a potential overlap between study populations 
described as adolescent or adult. 

Two studies looked at interventions for people with borderline 
personality disorder (Binks et al., 2006; McMain, 2007). Both 
these studies demonstrated the efficacy of DBT in treating 
self-harm in this population. The remaining reviews included 
participants based on their suicide behaviour.

Types of studies included and quality assessment

Nine out of the 15 systematic reviews considered randomised 
controlled trials. Three considered any type of study design 
(Gunnell and Frankel, 1994; Mann et al., 2005; McMain, 
2007), two considered controlled studies (Guo and Harstall, 
2002; Macgowan et al., 2004), and one review considered 
either randomised controlled trials, controlled trials or quasi-
experimental studies (Burns et al., 2005). The inclusion of 
certain types of studies will affect the conclusions found. Of the 
nine systematic reviews that considered randomised controlled 
trials, four did not report any methods on how they assessed 
quality in the trials (Comtois and Linehan, 2006; Hepp et al., 
2004; Linehan, 1997; van der Sande et al., 1997). One review 
reported no methods to assess quality but conducted a funnel 
plot looking at trial size, which is an important component 
in assessing effect sizes in trials (Crawford et al., 2007). Two 
studies assessed quality by looking at allocation concealment 
(Hawton et al., 1999; Townsend et al., 2001), which can affect 
results by reducing selection bias and potential subversion 
(Schulz et al., 1995). One study (Binks et al., 2006) gave an 
exhaustive list of quality assessment criteria, which lends 
credibility to their conclusion that for people with borderline 
personality disorder some of their problems may be amenable to 
talking/behavioural treatments. The final review that considered 
randomised controlled trials (Tarrier, Taylor and Gooding, 
2008) assessed quality by using the Clinical Trials Assessment 
Measure, where relevant design and methodological features 
were taken from Consort, expert opinion and a review of 25 trial 
assessment scales. 

Interventions

Ten reviews looked specifically at psychological interventions 
to reduce suicidal behaviour although the definitions of such 
behaviour differed dramatically among these. Two reviews 
considered any type of prevention measure (Gunnell and 
Frankel, 1994; Mann et al., 2005) and two reviews included 
both psychological and pharmacological interventions to reduce 
suicide (Linehan, 1997; Hawton et al., 1999). The last review 
looked at school-based interventions to prevent suicide (Guo 
and Harstall, 2002).

Outcomes

The outcome measures used by reviews were heterogeneous 
in nature, which makes it difficult to compare results among 
the reviews. Two reviews looked at suicide rates only (Gunnell 
and Frankel, 1994; Crawford et al., 2007). However, due to the 
time span between the two reviews, these are not comparable 
as the recommendations made by Gunnell and Frankel (1994) 
have been put in place – specifically, limits on over-the-counter 
prescriptions and the introduction of a catalytic converter. 
Crawford et al. (2007) found no evidence from their meta-
analysis that additional psychosocial interventions following 
self-harm have a marked effect on the likelihood of subsequent 
suicide. The remaining studies looked at different measures 
of suicidal behaviour, with the definitions decided upon by the 
reviewers. This has implications for the conclusions made by 
reviews.

Out of the 15 reviews, Tarrier et al. (2008) make the strongest 
claim of the effect of an intervention (CBT) on reducing suicide 
behaviour. This stands in stark contrast to Crawford et al. 
(2007). One of the most likely explanations for this is the use of 
different outcome measures in the meta-analysis. Tarrier et al. 
(2008) looked at outcome variables that were most proximal to 
suicidal behaviours while Crawford et al. (2007) looked at rates 
of suicide. However, only 11 of the 18 studies included in their 
review reported suicide rates and none of the studies in their 
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Table 3: Details of review contents

Review Participants Type of studies 
included

Interventions Outcomes Results

Gunnell and 
Frankel (1994)

There are no 
details given on 
participants.

Two RCTs and 
the other studies 
are ecological 
or make 
geographical 
comparisons. 

A wide variety of 
interventions – eg group 
treatment, drug treatment 
and electroconvulsive 
therapy, Samaritans 
and suicide prevention 
centres, school-based 
suicide prevention 
programmes.

Suicide rates were used 
although there is no 
indication of how these 
were measured across 
studies nor is any actual 
data given.

Strategies to reduce suicide 
among those recently 
discharged from psychiatric 
care, the effectiveness of 
GPs’ postgraduate education, 
limiting quantities of over-
the-counter medicines and 
prescription quantities of 
particularly toxic drugs, and 
long-term prophylaxis with 
lithium or antidepressants.

van der Sande 
et al. (1997)

There are no 
individual details 
on participants 
in terms of 
age, gender, 
psychiatric 
morbidity etc. 

Prospective 
randomised 
trials.

Psychosocial/
psychotherapeutic 
treatment (psychiatric 
management of poor 
compliance, guaranteed 
inpatient shelter, 
psychosocial crisis 
intervention, CBT).

Studies using repeated 
suicide attempts, defined 
as deliberate self-
poisoning and deliberate 
self-harm, as the main 
outcome.

Findings indicate that 
CBT appears to establish 
a significant reduction in 
repeated suicide attempts.

Linehan (1997) Subjects who 
were suicidal – 
no consistent 
details given on 
age, gender etc. 

Randomised 
clinical trials. 
Studies were 
classified as 
including/
excluding those 
at high risk for 
suicide.

The treatment had to 
target suicidal behaviour 
directly and apply a 
treatment designed 
specifically to reduce 
suicide. 

Outcomes on suicide 
ideation, parasuicidal 
acts, including suicide 
attempts and/or suicide. 

The author states that the 
most important conclusion 
to be drawn is that treatment 
studies have not shown how 
to reduce the incidence of 
death by suicide. Studies 
of DBT, problem solving 
and treatment enhancing 
compliance have promising 
results. 

Hawton et al. 
(1999)

Participants aged 
>16, who had 
engaged in any 
type of deliberate 
self-harm. 
Excluded suicide 
ideators.

All randomised 
controlled trials 
of specific 
psychosocial 
and physical 
treatments 
versus any 
control in the 
treatment of 
DSH. 

All psychosocial and/or 
psychopharmacological 
treatment versus 
standard or less intensive 
types of aftercare.

The main outcome 
measure used was the 
rate of repeated self-
harm (fatal and non-fatal) 
within a follow-up period 
of up to two years. 

The results indicated a trend 
towards reduced repetition 
of deliberate self-harm for 
problem-solving therapy 
compared with standard 
aftercare.

Townsend et al. 
(2001)

Data was used 
from Hawton 
et al. (1999). 
Participants were 
aged between 
16–65 and >50% 
in each study 
were female. 

Randomised 
controlled trials. 

Problem-solving therapy. Data concerning 
depression, 
hopelessness and 
improvement in 
problems.

Problem-solving therapy 
appears effective for 
depression, hopelessness and 
problems among deliberate 
self-harm patients.

Guo and 
Harstall (2002)

Children (5–14) 
and young 
people (15–19). 

Primary 
controlled 
quantitative 
studies

Interventions aimed at 
suicide prevention with 
immediate management 
of the suicidal crisis and 
the longer-term care, 
treatment and support of 
people at risk.

Suicide-related outcomes 
– reduction in suicidal 
ideation, attempt rates, 
suicide rates, change in 
awareness of suicide-
related knowledge. 

There is insufficient evidence 
to support curriculum-
based suicide prevention 
programmes in schools due to 
most of the significant findings 
of change being within 
groups rather than differences 
between the control and 
experimental groups.

Macgowan 
(2004)

Adolescents 
aged 10–17.

Controlled 
studies meeting 
criteria by 
American 
Psychological 
Association’s 
Division 12 Task 
Force.

Only non-
pharmacological 
psychosocial treatments 
were included.

Outcomes directly related 
to suicidality, such as 
suicide ideation or suicide 
attempts and treatment 
retention. 

Two studies looking at 
systemic crisis intervention 
and group therapy that 
assessed suicide attempts 
reported successful 
outcomes. Other interventions 
reported unqualified success 
with CBT, and family 
involvement highlighted.
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Review Participants Type of studies 
included

Interventions Outcomes Results

Mann et al. 
(2005)

Participants 
included adults 
and adolescents; 
no details given 
on inclusion/
exclusion criteria. 

Systematic 
reviews and 
meta-analyses, 
quantitative 
studies, either 
randomised 
controlled trials 
or cohort studies 
and ecological 
or population-
based studies.

Any intervention was 
included that was 
classed as a preventive 
strategy for suicide 
examining the outcome 
measures.

Suicide behaviour 
(completion, attempt, 
ideation) or secondary 
outcomes (treatment 
seeking, identification 
of at-risk individuals, 
antidepressant rates, 
referrals) or both.

Education of physicians and 
restricting access to lethal 
means were found to prevent 
suicide. Other interventions 
need more evidence of 
efficacy.

Burns et al. 
(2005)

Adolescents and 
young adults 
identified via 
presentation 
to hospital 
or otherwise 
identified as 
engaging in self-
harm.

Randomised 
controlled trials, 
clinical controlled 
trials and quasi-
experimental 
studies. 

Interventions designed 
to reduce the repetition 
of DSH. 

Repetition of self-harm, 
adherence to treatment, 
and reduction in suicidal 
ideation.

Group therapy (RCT) led to a 
significant reduction in rates of 
repetition of self-harm. Family 
therapy (quasi-experimental 
study) resulted in a significant 
reduction in suicidal ideation. 
Intensive aftercare offers no 
clear benefit over routine 
aftercare.

Hepp et al. 
(2004)

Patients were 
included after a 
suicide attempt, 
DSH or self-
poisoning.

Subjects had 
to be randomly 
allocated 
to either 
intervention 
or control/
comparative 
group. 

Psychosocial/
psychological (ie 
pharmacological trials 
were excluded).

Recurrence of attempted 
suicide or completed 
suicide, DSH or self-
poisoning.

None of the intervention 
studies was successful in 
significantly reducing the 
incidence of completed 
suicide. Psychoanalytically 
oriented treatment was 
successful in the reduction of 
DSH and suicide attempts. 
CBT, including DBT, on the 
whole was not effective in the 
reduction of repeated DSH. 

Comtois and 
Linehan (2006)

Participants who 
had made a self-
inflicted injury or 
had high suicide 
risk.

Randomised 
controlled 
trials or closely 
approximating 
a randomised 
design. 

Psychosocial 
intervention.

Outcomes on suicide 
ideation or self-inflicted 
injury, including suicide 
attempts and/or suicide.

Psychosocial treatments, 
particularly CBT, hold promise 
as strategies to reduce risk 
of future self-inflicted injury 
in patients identified at high 
risk for subsequent suicidal 
behaviour.

Binks et al. 
(2006)

Adults (18 years 
or over) with 
a diagnosis 
of borderline 
personality 
disorder. 

All relevant 
randomised 
controlled trials 
with or without 
blinding. 

Psychologically based 
therapeutic interventions.

A wide range among 
which are self-harm, 
including suicide.

DBT offers a small benefit over 
treatment as usual in self-
harm rates, but the studies 
are too few to inspire full 
confidence in their results.

Crawford et al. 
(2007)

Patients who 
had harmed 
themselves prior 
to entry in the 
study.

Randomised 
controlled trials. 

Psychosocial 
interventions that 
compared additional or 
enhanced care with a 
control or standard care.

Mortality data (suicide 
rates). 

No evidence from the meta-
analysis that additional 
psychosocial interventions 
following self-harm have a 
marked effect on the likelihood 
of subsequent suicide.

McMain (2007) Adults (18 years 
or over) with 
a diagnosis 
of personality 
disorder.

Randomised 
controlled 
studies, 
uncontrolled 
studies 
and quasi-
experimental 
studies. 

Psychosocial treatments. Suicidal behaviour and 
self-harm. 

DBT, mentalisation-based day 
treatment, CBT and schema-
focused therapy have been 
shown to lower the rates of 
parasuicidal behaviours in 
patients with BPD.

Tarrier et al. 
(2008)

Any age group 
was included 
and studies 
targeted different 
diagnostic 
groups.

Randomised 
controlled trials.

Cognitive behavioural 
therapies.

Suicide behaviour 
including completed 
suicides, suicide 
attempts, suicide intent 
and/or plans, and suicide 
ideation.

There was a highly significant 
effect for CBT in reducing 
suicide behaviour. CBT was 
broadly defined as DBT, 
problem solving, family 
therapy or cognitive therapy.
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review investigated whether the intervention would lead to a 
reduction in the rate of suicide. 

Six out of the 15 reviews conducted a meta-analysis (Binks et 
al., 2006; Crawford et al., 2007; Hawton et al., 1998; Tarrier 
et al., 2008; Townsend et al., 2001; van der Sande et al., 
1997). The six meta-analyses differ in terms of participants 
used (eg Binks et al. (2006) looked at treatment for people 
with borderline personality only), outcome measures (as 
previously mentioned, Crawford et al. (2007) looked at suicide 
rates whereas Townsend et al. (2001) looked at measures of 
hopelessness, depression and improvement in problems), 
and interventions (Hawton et al. (1999) looked at psychosocial 
and pharmacological, while Townsend et al. (2001) looked at 
problem solving only). With regard to interventions, the way 
reviewers grouped their studies could have had a significant 
impact on the results. For example, Crawford et al. (2007) 
combined data from a variety of different forms of treatment, 
and so the specific impact of the various forms of treatment 
might have been lost. Townsend et al. (2001) found significantly 
lower hopelessness scores at follow-up for those who had 
been offered problem-solving therapy compared to treatment 
as usual. This effect concurs with the finding of Hawton et al. 
(1999) that problem-solving therapy indicated a trend towards 
reduced repetition of deliberate self-harm. Thus, there is the 
suggestion that the effect of specific types of therapy in a 
meta-analysis for people who self-harm/attempt suicide is an 
area worthy of examination and subject to subgroup sensitivity 
analyses, although caution would be needed in interpreting 
results with small sample sizes. For example, in Tarrier et al. 
(2008), 12 out of 28 studies used standard, modified or aspects 
of dialectical behaviour therapy (DBT) as a subcategory of 
CBT. However, Tarrier et al. (2008) do state that, ‘DBT in its 
conventional form is of longest duration and greatest intensity 
and, by implication, the most costly’ (p102). Without taking 

factors like this into consideration in reviews it is difficult to 
confirm the robustness of conclusions. 

Summary

The NHS Centre for Reviews and Dissemination (2001) has 
defined a systematic review as:

‘A review of the evidence of clearly formulated questions that 
uses systematic and explicit methods to identify, select and 
critically appraise relevant primary research, and to extract 
and analyse data from the studies that are included in the 
review. Statistical methods (meta-analysis) may or may not 
be used.’ (Stage I, Phase 0, p4)

From this quote it is evident that several of the reviews 
appraised were lacking:

n	a substantial effort to critically appraise relevant primary 
research in their review.

n	explicit details on data extraction (nine out of 12 did not 
include any details).

n	complete information with regard to participants, 
interventions, comparisons and outcome assessments 
in regard to their inclusion and exclusion criteria for study 
selection.

n	a substantial effort to examine the similarity of the studies.

n	appropriate outcome measures for the meta-analysis. 

In this systematic review, we have attempted to address the 
above problems, and also to take a broader view than those 
previous reviews that, while systematic, either focused on only 
one type of therapy (eg Tarrier et al., 2008) or a specific type 
of outcome (Crawford et al., 2007), thus limiting the scope for 
generalising their findings.
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Section 5: Quantitative outcome 
studies

Method

Data extraction and quality assessment

With regard to quantitative studies, the research assistant 
extracted data concerning characteristics of the participants, 
both in intervention and control groups, including their 
target problem and sample selection, as well as the time 
period and delivery of the intervention, and length of follow-
up. Information on the generalisability of findings, the level 
of experience of primary staff, and attrition rate were also 
included. Quality assessment for randomised controlled trials 
was based upon criteria set out in the Cochrane Handbook 
for Systematic Reviews of Intervention (Higgins and Green, 
2006) and the NHS Centre for Reviews and Dissemination 
Report (2001). Eight quality criteria had to be met. The 
assessment for non-randomised controlled studies was 
taken from the Cochrane Group in a report by Ryan et al. 
(2007). The criteria are very similar to those used in assessing 
the randomised controlled trials, with the omission of two 
factors: whether a power calculation was used, and whether 
participants were assigned to groups randomly. The use of 
allocation, blinding, baseline comparability, follow-up, and 
intention to treat were all still investigated. For studies that 
looked at a cohort sample and measured outcome before 
and after treatment without comparison to a control, the 
quality criteria were taken from the Critical Appraisal Skills 
Programme (CASP), accessed at http://www.phru.nhs.uk/
index.htm. They involved issues to do with a clearly focused 
question, how participants were recruited, how outcome 
was measured, follow-up and drop-outs, and appropriate 
reporting of results. The main focus with regard to quality 
assessment of all studies, where appropriate, was the need to 
reduce selection bias. Tables displaying quality criteria are in 
Appendix D. 

Meta-analysis

Meta-analyses were conducted for two groups of studies 
using data extracted by the research assistant. One meta-
analysis was conducted with studies that compared outcome 
with treatment against a form of control, which could be 
standard care, enhanced standard care, a waiting list or 
another active treatment. The second meta-analysis was 
conducted on studies that looked at change on outcome 
measures pre- to post-psychotherapy or counselling. 
The outcome measure that was most proximal to suicide 
behaviour was used, namely attempted suicide, self-harm, 
and scores on the Beck Suicidal Ideation, Hopelessness and 
Depression Inventories respectively.

Statistics

For each experimental study an effect size was calculated 
for the effect of psychotherapy or counselling relative to the 
comparison group. The effect size was calculated using the 
post-treatment means, standard deviations and sample sizes 
where the difference between the means was divided by the 
pooled standard deviation:

The standard error of the difference between two independent 
means was calculated as s:

square root [se1-squared+ se2-squared].

Once the effect size was calculated the corresponding 
standard error was calculated as: 

square root [variance of effect size]/square-root of total N. 

When the outcome was measured as a proportion, this was 
transformed into an appropriate continuous effect size and 
standard error (Chinn, 2000). The confidence intervals for the 
odds ratio were derived by calculating a standard error for the 
log odds ratio (Bland and Altman, 2000).

For multiple armed studies, where there were two forms of 
treatment compared against a form of control, to ensure that 
each participant was represented only once in the meta-
analysis the following measures were taken:

1. For dichotomous outcomes both the number of events 
and the total number of participants were halved.

2. For continuous outcomes only the total number of 
participants was halved.

With regard to before and after studies, the effect size was 
calculated as the difference in means divided by the standard 
deviation of the pre-treatment mean (Becker, 1988). In order 
to derive the standard error from the effect size, the effect size 
was adjusted as follows and the standard error calculated 
using equation 9 in Morris (2000):

n	Calculate unbiased ES
d= (1-(3/((4*df)-1)))*ES.

n	Calculate se (d)
Sed=SQRT(((1-(3/((4*df)-1)))^2)*(0.7/n0)*((n0-1)/(n0-
3))*(1+(n0/0/7)*(d^2))-(d^2))

Before and after studies that compared binary outcomes were 
excluded due to a lack of appropriate conversion to effect size 
and standard error. Papers that included case studies (n=3) 
were also excluded from meta-analysis for the same reason.

Period of analyses

Analyses were carried out on data reported at follow-up. 
If studies included no follow-up then data taken post-
treatment was used. Where studies used a variety of 
assessment points, those that were longer in time were 
included, for example 12 months over six months. In one 
study (Rudd et al., 1996) data was taken at 12 months due 
to the fact that attrition rates were inordinately high for 18 and 
24 months. A meta-analysis was also conducted for studies 
that reported immediate post-treatment data.

Results

Twenty-nine studies were excluded from the meta-analysis 
due to insufficient information being available to derive an 
appropriate effect size (see Appendix E for exclusion tables 
and characteristics of excluded studies from the meta-
analysis). Most of the studies excluded either did not have the 
standard deviations reported with the means, or they reported 
statistics such as individual growth curve analyses or median 
number of events of self-harm. While there are methods 
available for converting medians into effect sizes the studies 
in this review included too little data to be able to do so. For 
example, Bohus et al. (2000) used median frequency of self-
injury before and after treatment, but because six participants 
scored 0 pre-treatment the change reported cannot be 
meaningfully interpreted. Attempts were made to contact 
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the primary authors where there was insufficient evidence for 
inclusion of the study in the review, but unfortunately many of 
the authors could not be contacted or no longer had access 
to the data. 

Sixty-seven studies met the inclusion criteria for the meta-
analyses. Each contributed one effect size, except for 
four papers that were multiple armed and so included two 
outcome measures for each intervention against control 
(Brent, 1997; Chiesa, 2004, 2006; Patsiokas, 1985). Fifty-
four studies compared outcome of treatment against a form 
of control, and 38 evaluated change on outcome measures 
pre- to post-psychotherapy or counselling. Of the latter, 17 
studies considered only before and after therapy data and are 
defined here as observational studies. The other 21 studies 
reported before and after data as well as comparing treatment 
against a form of control, and were thus included in both 
meta-analyses. Four studies were follow-up studies (Bateman, 
2001; Chiesa, 2006; Linehan, 1993; Van Den Bosch, 2005 
(which was a follow-up of Verheul, 2003)). 

Study characteristics

Twenty-eight studies were conducted in the USA, 17 in 
the UK, five in Germany, three in The Netherlands, three in 
Australia, two in Denmark, and one each in Canada, Finland, 
India, Ireland and Sri Lanka. 

Three of the studies were unpublished dissertations (Amish, 
1991; Ivanoff, 1984; Leerer, 1996). The principal aspects of 
three German studies were translated into English, but some 
specific details such as hours in therapy were not translated 
due to time and cost constraints (Fleischaker, 2006; Friedrich, 
2003; Hoschel, 2006).

The categorisation of the age groups was into studies that 
considered young people under the age of 18 (n=11) and 
those that involved participants over the age of 18 (n=49), 
with one study looking specifically at participants over the 
age of 60. Patsiokas (1985) did not include any data on the 
age of participants. Unfortunately, there was some overlap 
in several studies that included both adults and participants 
under the age of 18. One study (Aoun, 1999) looked at 
participants aged between 12 and 66 years. Three studies 
involved participants aged 15 to adult age (McLeavey, 1994; 
Samaraweera, 2007; van der Sande, 1999) and six studies 
involved participants aged 16 to adult age (Bateman, 1999; 
Biggam, 2002; Evans, 1999; Nordentoft, 2005; Raj, 2001; 
Salkovskis, 1990). 

There were 18 studies that considered DBT (two follow-up 
studies: Linehan, 1993; Van Den Bosch, 2005), eight studies 
that considered CBT, and eight studies that described their 
treatment as problem-solving therapy. 

In terms of the outcome measures included in the meta-
analyses, 21 studies used suicide attempts, 16 used self-
harm measures, 15 considered suicide ideation, five used 
the Beck Hopelessness Scale, and six studies used the Beck 
Depression Inventory. Eight studies included a measure of 
suicide behaviour that was not grouped into any of these 
categories due to not being able to ascertain the face validity 
of the scale. A full description of the grouping of outcomes 
will be discussed in the subgroup analysis section. 

Thirty-two studies described their control as standard care, 
which included GP care and no other treatment. Two studies 
described their control as enhanced standard care (Brown, 
2005; Rudd, 1996), two studies used a supportive stance 
as control (Brent, 1997; Donaldson, 2005), and two studies 
described their control as being non-directive (Leerer, 1996; 
Patsiokas, 1985). Two studies described their control arm 

as outpatient therapy (Hawton, 1981; Gratz, 2006) and 
one study used standard care in conjunction with selective 
serotonin reuptake inhibitors (Goodyer, 2007). Six studies 
compared their intervention with another form of therapy 
(Amish, 1991; Ivanoff, 1984; Liberman, 1981; Linehan, 2006; 
McLeavey, 1994; Turner, 2000).

Thirty-eight outcomes were reported from randomised 
controlled trials. Of these trials, three had follow-up data 
reported in a different paper and two papers had multiple 
arms. Thus, 33 studies are included in rating the quality of 
these papers. Sixteen outcomes were reported from non-
randomised controlled trials. Of the non-randomised studies, 
one (Chiesa, 2004) had multiple arms and follow-up (Chiesa, 
2006), and thus 13 studies are included in rating the quality 
of these papers. The quality of the trials differed considerably, 
with only two randomised controlled trials meeting all eight 
quality criteria (Davidson, 2006; Grawe, 2006). Twelve 
randomised studies met six or more criteria and 19 studies 
met fewer than six. With regard to non-randomised controlled 
trials, none of the trials scored full marks on quality criteria. 
The study that scored highest was Winter et al. (2007), with 
four out of six criteria fully met, and the remainder of the 
studies met fewer than four criteria. See Appendix F for full 
details. 

Table 4 provides a glossary of terms used in the meta-
analysis.

Controlled studies meta-analysis

Random effects meta-analyses were conducted using the 
Stata Program (Stata Corporation, 2005). In the meta-
analysis that compared outcome of treatment against a 
form of control, 44 of the 54 studies are in the direction 
of a benefit of psychotherapy/counselling over the control 
(see Figure 2). Looking at the random effects model, the 
combined estimate of the effect size for psychotherapy/
counselling against a control was close to a medium 
effect: -0.45 (95% CI: -0.57 to -0.32, p<0.001). The test 
for heterogeneity (I²=91%; p< 0.001) was statistically 
significant. A negative effect size indicated greater 
improvement in the treatment than in the control group. 
The 54 comparisons are described in Table 5. 

Out of the 54 studies, 38 were described as randomised and 
16 as non-randomised. For the randomised controlled trials, 
the combined estimate of the effect size for psychotherapy/
counselling against a control was close to a medium effect: 
-0.46 (95% CI: -0.60 to -0.32, p<0.001). The test for 
heterogeneity (I²=91%; p< 0.001) was statistically significant. 
Looking at the non-randomised studies, the combined 
estimate of the effect size for psychotherapy/counselling 
against a control was again close to a medium effect: -0.42 
(95% CI -0.70 to -0.13, p<0.001). The test for heterogeneity 
(I²=94%; p< 0.001) was statistically significant. (See Appendix 
G for forest plots and tables.)

Due to the considerable heterogeneity present in the 
above analyses, several subgroup analyses were done to 
explore the potential sources of variability, both clinical and 
methodological, in the results. 

A meta-analysis was also conducted for studies that gave 
outcome data immediately post-treatment, which included 
14 studies in the meta-analysis having a different outcome 
to that used in the meta-analysis above. However, there was 
little difference in the pooled effect size: -0.41 (95% CI: -0.53 
to -0.29). The test for heterogeneity was statistically significant 
(I²=92%; p<0.001). (See Appendix H for forest plot.) 
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Subgroup analyses for controlled studies

Outcome measures

Outcome measures were decided upon in terms of their 
proximity to suicide. For both the controlled analyses and the 
before and after analyses the following measures were taken. 
Where studies looked at repeat suicide attempts this was 
taken as the first measure. Self-harm measures were taken as 
the next proximal measure. Suicidal ideation was taken as the 
next, and hopelessness and BDI followed on respectively. 

Suicide attempts

In the meta-analyses, it was necessary to group the studies 
according to the type of outcome measure they used to 
perform subgroup analyses to try to explain the apparent 
heterogeneity. The two most frequent measures were repeat 
suicide attempts and self-harm measures. The studies were 
extremely disparate in the way they assessed outcome. With 
regard to repeat suicide attempts (n=21), the majority of 
studies relied on participants’ self-report through interview 
(n=10), although many different types of interview were 
used. Verheul (2003; follow-up Van Den Bosch, 2005) used 
the Borderline Personality Disorder Severity Index, a semi-
structured interview that assesses frequency and severity of 
DSM-IV BPD symptom manifestations. Nordentoft (2002, 
2005) used the European Parasuicide Study Interview 
Schedule (EPSIS). Evans (1999) and Linehan (1991; follow-up 
Linehan, 1993) used the Parasuicidal History Interview (PHI), 
Bateman (1999) used an interview that he devised himself, 
the Suicide and Self-Harm Inventory, and Donaldson (1997) 
used telephone interviewing. Studies that used the PHI had 
to explicitly include data on suicidal acts, but this was not 
the case in Koons (2001). Linehan (2006) used the Suicide 
Attempt Self-Injury Interview, which measures the topography, 
suicide intent, and medical severity of each suicide attempt 
and non-suicidal self-injury. Neither of these studies was 
grouped in any of the subgroup analyses for outcome 
measures.

Three studies (Allard, 1992; Aoun, 1999; Salkovskis, 1990) 
used readmission to hospital as a measure for repeat suicide 
attempts, and two studies did not explicitly state how they 
recorded attempted suicide (Grawe, 2006; Torhorst, 1987). 
Four studies used a psychometric test, although this too 
differed between studies (Davidson, 2006; Goodyer, 2007; 
Turner, 2000; Warren, 2004). Three studies had participants 
report their own suicide attempts without using any 
standardised form of interview (Brown, 2005; Liberman, 1981; 
Rathus, 2002)

Self-harm

When grouping the self-harm studies (n=16) the outcome 
measures used were in some cases the same as those used 
for clarifying suicide attempts. Bateman (2001) and Chiesa 
(2004; follow-up Chiesa, 2006) used the Suicide and Self-
Harm Inventory devised by Bateman (1999). Weinberg (2006) 
and Tyrer (2003) used the PHI. Both studies by Gratz (2006) 
used the Deliberate Self-Harm Inventory, and Wood (2001) 
and Hawton (1987) used an interview, with the latter also 
consulting GPs and using the hospital’s record monitoring 
service. 

Winter et al. (2007) also consulted hospital records for the 
occurrence of self-harm. Hawton (1981) and McLeavey (1994) 
used incidents of self-poisoning as a measure of self-harm, 
although the degree of suicidal intent in such incidents was 
not assessed. One study (Stevenson, 1992) stated that 
information was obtained from the patient, friends or relatives, 
medical records and referral sources, although there is no 
mention of how it was obtained. The last study (Prendergast, 
2007) stated that principal service providers were asked 
questions on the frequency of parasuicidal and suicidal 
behaviours of participants. 

Suicide ideation

With regard to the outcome measure of suicide ideation 
(n=15), most of the studies used the Beck Scale for Suicide 
Ideation (Brown, 2004; Guthrie, 2001; Ivanoff; 1984; 

Table 4: Glossary of terms in the meta-analysis

Confidence interval The range within which the ‘true’ value of the effect of an intervention is expected to lie with a given degree of 
certainty. Confidence intervals represent the distribution probability of random errors but not systematic errors (bias). 

Effect size The observed relationship between an intervention and an outcome. 

Forest plot This presents the individual study effects with their confidence intervals as horizontal lines, the box in the middle of 
the horizontal line representing the mean effect. A vertical line at zero represents no effect. 

Funnel plots Funnel plots show the distribution of effect sizes according to sample size (or inverse of variance): it is expected that 
the points will fill a funnel shape, there being more variability in reported effect sizes for smaller studies. Large gaps in 
the funnel indicate a group of possible ‘missing’ publications. 

Heterogeneity The variability or differences between studies in terms of key characteristics (clinical heterogeneity), quality 
(methodological heterogeneity) and effects (heterogeneity of results). Statistical tests of heterogeneity may be used 
to assess whether the observed variability in study results (effect sizes) is greater than that expected to occur by 
chance. 

Meta-regression A generalisation of subgroup analyses that can be used to investigate heterogeneity of effects across studies. It 
examines the relationship between one or more study-level characteristics and the sizes of effect observed in the 
studies. Characteristics of studies might be, for example, aspects of the interventions, the settings or the designs 
(such as length of treatment).

Publication bias A bias in the research literature where the likelihood of publication of a study is influenced by the significance of its 
results. For example, studies in which an intervention is not found to be effective may be less likely to be published.

Random effects model A mathematical model for combining the results of studies that allows for variation in the effect among the 
populations studied. Thus, both within-study variation and between-studies variation are included in the assessment 
of the uncertainty of results.
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Table 5: Details and results for studies comparing the efficacy of psychotherapy or counselling against 
a form of control

Study Allocation Outcome Subtype Number in 
intervention 

condition

Number 
in control 
condition

Effect SE

Allard (1992) Randomised SA Mixed 63 63 0.12 0.21

Amish (1991) Non-randomised SI Coping skills 15 15 -0.46 0.15

Aoun (1999) Non-randomised SA Counselling 84 87 -0.75 0.37

Bateman (1999) Randomised SA Partial hospitalisation 19 19 -1.90 0.63

Bateman (2001) Randomised SH Partial hospitalisation 22 19 -1.27 0.11

Biggam (2002) Non-randomised BHS Problem solving 23 23 -0.70 0.11

Brent (1997) Randomised BDI CBT 35 14 -0.25 0.18

Brent (1997) Randomised BDI Systemic behaviour family 
therapy

30 15 0.03 0.12

Brown (2005) Randomised SA CBT 60 60 -0.48 0.23

Chiesa (2004) Non-randomised SH Long-term psychoanalytically 
oriented programme

47 25 0.55 0.29

Chiesa (2004) Non-randomised SH SDR* 45 24 -0.34 0.29

Chiesa (2006) Non-randomised SH Long-term psychoanalytically 
oriented programme

39 19 -0.44 0.32

Chiesa (2006) Non-randomised SH SDR 34 19 -0.74 0.34

Davidson (2006) Randomised SA CBT 53 48 -0.23 0.23

Donaldson (1997) Non-randomised SA Psychotherapy 23 78 -0.76 0.51

Donaldson (2005) Randomised SI Problem solving 15 16 -0.29 0.15

Evans (1999) Randomised SA Manual assisted cognitive 
therapy

18 14 -0.38 0.42

Goodyer (2007) Randomised SA CBT+SSRI 98 94 0.07 0.32

Gratz (2006) Randomised SH Acceptance-based emotion 
regulation

12 10 -1.06 0.18

Grawe (2006) Randomised SA Integrated treatment 30 20 0.60 0.64

Guthrie (2001) Randomised SI Psychodynamic interpersonal 
therapy

47 48 -0.51 0.06

Harrington (1998) Randomised SI Family therapy 74 75 -0.13 0.05

Hawton (1981) Randomised SH Brief domiciliary problem-
oriented counselling

48 48 -0.21 0.35

Hawton (1987) Randomised SH Counselling 41 39 -0.46 0.41

Ivanoff (1984) Randomised SI Systematic desensitisation 4 3 -1.05 0.41

Katz (2004) Non-randomised SI DBT 26 27 -0.08 0.10

Koons (2001) Randomised PHI** DBT 10 10 -0.33 0.21

Leerer (1996) Non-randomised BHS DBT 10 4 0.71 0.32

Liberman (1981) Randomised SA CBT 12 12 -0.28 0.57

Linehan (1991) Randomised SA DBT 22 22 -0.53 0.11

Linehan (1993) Randomised SA DBT 18 18 -0.22 0.14

Linehan (2006) Randomised SASII*** DBT 52 49 -0.33 0.06

McLeavey (1994) Randomised SH Problem solving 17 16 -0.51 0.52

Nordentoft (2002) Randomised SA Assertive community 
treatment

150 125 0.09 0.21

Nordentoft (2005) Non-randomised SA Suicide prevention centre 213 21 -1.04 0.30
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Study Allocation Outcome Subtype Number in 
intervention 

condition

Number 
in control 
condition

Effect SE

Patsiokas (1985) Randomised SI Beck cognitive restructuring 5 5 -0.13 0.35

Patsiokas (1985) Randomised SI Problem solving 5 5 -0.86 0.33

Raj (2001) Non-randomised SA CBT 20 20 -1.63 0.11

Rathus (2002) Non-randomised SI DBT 29 82 -0.53 0.60

Roth-Borus (1996) Non-randomised HASS**** Specialised ER programme 65 75 -0.26 0.05

Rudd (1996) Randomised BHS Problem solving 32 21 0.17 0.11

Salkovskis (1990) Randomised SA Problem solving 1.75 8 -0.95 0.80

Samaraweera (2007) Randomised SI CBT 5 4 -3.12 0.23

Torhorst (1987) Randomised SA COV***** 64 66 0.86 0.30

Turner (2000) Randomised SA DBT 12 12 -1.24 0.17

Tyrer (2003) Randomised SH Manual assisted cognitive 
therapy

213 217 -0.15 0.11

Unutzer (2006) Randomised HSCL****** Problem solving 906 895 -0.29 0.08

VanDenBosch (2005) Randomised SA DBT 24 23 -1.16 0.62

van der Sande (1997) Randomised BHS Problem solving 140 134 -0.26 0.03

Verheul (2003) Randomised SA DBT 24 23 -0.98 0.47

Warren (2004) Non-randomised SA Democratic therapeutic 
community

74 60 0.12 0.05

Weinberg (2006) Randomised SH Manual assisted cognitive 
therapy

15 15 -0.53 0.15

Winter (2007) Non-randomised SH Personal construct 
psychotherapy

23 36 -0.43 0.30

Wood (2001) Randomised SH Group therapy 32 31 -1.09 0.46

* SDR – Step-Down Residential Programme 
** PHI – The Parasuicide History Interview 
*** SASII – The Suicide Attempt Self-Injury Interview 
**** HASS – Harkavy Asnis Suicide Survey
***** COV – Change of venue: seeing the same therapist or a different therapist in a different setting
****** HSCL – Hopkins Symptoms Checklist (suicide ideation)

Low, 2001; Patsiokas, 1985; Raj, 2001; Samaraweera, 2007). 
Four studies used variations of the Reynolds Suicide Ideation 
Questionnaire (Amish, 1991; Donaldson, 2005; Harrington, 
1998; Katz, 2004). One study did not state how they assessed 
suicide ideation (Stanley, 2007), and another (Harely, 2007) 
used the Personality Assessment Inventory (Morey, 1991) to 
assess suicide ideation from the Suicide Scale (SUI). One study 
(Houck, 2002) used the High School Questionnaire: Profile 
of Experiences, which was designed for the ‘Reconnecting 
Youth’ programme developed at the University of Washington in 
Seattle.

Unutzer (2006) used the Hopkins Symptoms Checklist, from 
which a measure of suicide ideation was taken from one 
single question asked. This study was not included in the 
subgroup analyses of outcome measure as its assessment of 
suicide ideation was limited. Rotherram-Borus (1996) used the 
Harkavay Asnis Suicide Survey, which assesses three factors: 
suicidal ideation, suicide behaviours and substance misuse. 

As it used a composite measure, it was not included in this 
subgroup analysis. 

Table 6 gives the effect size, confidence intervals and p value for 
each of the subgroup outcome measure analyses.

Type of psychological therapy

Three types of therapy were most frequent throughout this 
review in studies that compared psychotherapy/counselling 
against a form of control: CBT, DBT and problem-solving 
therapy (PS). These studies were grouped according to the 
criterion that the aspects of therapy mentioned were the 
foremost therapy used. For example, Amish (1991) stated 
that she used coping skills training, which involved various 
components of therapy including both CBT and PS, and for 
that reason this therapy was not grouped with any others. 
Studies that looked at manual-assisted cognitive therapy 
(Evans, 1999; Tyrer, 2003; Weinberg, 2006) were excluded 
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Figure 2: Forest plot of effectiveness of psychotherapy/counselling versus a form of control

from the grouping of CBT studies as the primary aim of the 
research was to examine the effect of a self-help manual and 
not necessarily the effect of separate sessions of CBT with 
a therapist. For example, in Tyrer’s study (2003), 38 per cent 
(n=90) of patients attended none of the treatment sessions, 
with their treatment consisting of the manual alone.

Table 7 gives the effect size, confidence intervals and p value for 
each of the subgroups of types of therapy.

Table 5 also indicates that partial hospitalisation for people with 
borderline personality disorder (Bateman and Fonagy, 1999, 
2001), review of expectations and confrontation of treatment 
misconceptions to increase compliance in psychotherapy 
sessions (Donaldson, 1997), acceptance-based emotion 
regulation (Gratz, 2006), systematic desensitisation (Ivanoff, 

1984), the use of a suicide prevention centre (Nordentoft, 2005), 
and group therapy (Wood, 2001), all gave large treatment 
effects (d>-0.70). 

Modality of treatment

Treatment was coded according to whether it was conducted 
on an individual basis, a group basis, or a mixed treatment 
mode. Table 8 gives the effect size, confidence intervals and p 
value for each of the subgroup analyses.

Age

Subgroup analyses were conducted on two age group samples, 
those under 18 and those over 18 (termed as an adult sample). 
The studies by Patsiokas (1985) and Torhorst (1987) did not 
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include any data on age, and one study had an age group of 
over 60 years (Unutzer, 2006). Table 9 gives the effect size, 
confidence intervals and p value for each of the subgroup 
analyses.

Quality of studies

Controlled studies were described as either randomised or 
not randomised. Since randomised studies were judged 
on eight quality criteria and non-randomised studies on five 
criteria, quality scores for these studies were divided by 
eight and five respectively to give a score out of one. In the 
subgroup analyses, quality was examined for those studies 
that had less than 50 per cent of quality criteria met, those 
that had 50 per cent of quality criteria met, and those that had 
more than 50 per cent of quality criteria met. Table 10 gives 
the effect size, confidence intervals and p value for each of 
the subgroup analyses.

Hours in therapy

Where studies reported the amount of time spent in 
therapy this was recorded, but unfortunately in seven 
studies (Aoun, 1999; Evans, 1999; Hawton 1981, 1987; 
Norderntoft, 2005; Rudd, 1996; Warren, 2004) no data 
were reported. Subgroup analyses were performed for 
studies where participants spent less than six hours in 
therapy, between six to 20 hours in therapy, and more 
than 20 hours in therapy. Table 11 gives the effect size, 

confidence intervals and p value for each of the subgroup 
analyses.

Setting of treatment

Studies were described as either providing treatment in an 
inpatient setting, outpatient setting, or in another setting, 
with one study (Donaldson, 2005) not stating what setting 
the treatment was delivered in. Of the seven studies where 
treatment was conducted in another setting, in five this 
was conducted in the home (Grawe, 2006; Guthrie, 2001; 
Harrington, 1998; Hawton, 1982; Salkovskis, 1990), and 
so a subgroup analysis was performed with these also. In 
one study, treatment was conducted in a prison setting 
(Biggam, 2002), and in one it was conducted at a place of 
choosing by the participant, which, while home visiting was 
preferred, could also be the hospital or in the community 
(Nordentoft, 2002). Table 12 gives the effect size, 
confidence intervals and p value for each of the subgroup 
analyses.

Assessment times

Subgroup analyses were conducted on studies that had less 
than 12 months’ follow-up, those that had more than 12 
months’ follow-up and studies that had more than 24 months’ 
follow-up. Table 13 gives the effect size, confidence intervals 
and p value for each of the subgroup analyses.

Table 6: Subgroup analyses for outcome measures

Outcome measure  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

Suicide attempt (n=21) -0.39 -0.64 -0.13 <0.01

Self-harm (n=13) -0.51 -0.84 -0.19 <0.01

Suicidal ideation (n=10) -0.81 -1.23 -0.39 <0.01

Beck Hopelessness Scale (n=4) 0.10 0.47 0.25 >0.57

Table 7: Subgroup analyses for type of therapy

Type of therapy  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

CBT (n=6) -1.02 -1.88 -0.15 <0.01

DBT (n=10) -0.41 -0.66 -0.15 <0.01

PS (n=8) -0.33 -0.53 -0.12 <0.01

Table 8: Subgroup analyses for treatment modality

Modality  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

Individual (n=26) -0.39 -0.64 -0.13 <0.01

Group (n=3) -0.51 -0.84 -0.19 <0.01

Mixed (n=10) -0.81 -1.23 -0.39 <0.01
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Meta-regression investigating variations in effect 
across controlled studies

The results of several subgroup analyses did not demonstrate 
any homogeneity in treatment effects except for those that 
were conducted in a different setting to inpatient or outpatient 
and those studies that used the BHS. This highlights that 
caution is needed in accounting for the reasons for the 
effectiveness of psychotherapy/counselling in the prevention 
of suicide as compared to a form of control. In this review 
the focus needs to be on what particular aspects of therapy 
are effective, in what particular setting and with what types of 
clients. In order to investigate this further a meta-regression 
was conducted, using Stata. Meta-regression is an extension 
to subgroup analyses and allows the effect of continuous 
and categorical characteristics to be investigated. The effects 
of multiple factors can be investigated simultaneously to 
explain any of the potential heterogeneity of treatment effects 
between the studies.

The effect modifiers under investigation were all coded on 
a continuous basis and included those for which subgroup 
analyses have been done, with the added potential modifier 
of gender, which was coded as percentage female. In 
meta-regression each characteristic is compared against 
the baseline. Thus, studies were coded 0, 1, 2, 3 etc and for 
each line the characteristic was compared against 0. Missing 
variables, where studies have not reported the data, were also 

coded automatically in Stata. For example, in terms of setting 
there were four codes given:

Setting Numerical Code

Inpatient 0

Outpatient 1

Other Setting 2

Missing 3

The meta-regression uses a restricted maximum likelihood 
estimate for the regression parameters and the model is 
said to account for 20 per cent of between study variance. 
Table 14 displays the statistics from the meta-regression. The 
following factors are suggestive of reasons for the differences 
in treatment effects and in explaining the heterogeneity among 
studies:

n There was a difference between those studies that offered 
less than six hours of therapy and those that offered 
between six and 20 hours of therapy (p<0.05), with a 
larger effect on the variance being found for studies that 
gave less than six hours of therapy.

n There was a difference between those studies that 
conducted treatment in an inpatient setting and another 

Table 9: Subgroup analyses for age groups

Age  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

Less than 18 (n=10) -0.19 -0.28 -0.10 <0.01

Adult (n=40) -0.55 -0.72 -0.38 <0.01

Table 10: Subgroup analyses for quality

Quality  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

Less than 50% quality met 
(n=21)

-0.49 -0.79 -0.20 <0.01

50% quality criteria met (n=11) -0.46 -0.69 -0.24 <0.01

More than 50% quality criteria 
met (n=22)

-0.38 -0.53 -0.23 <0.01

Table 11: Subgroup analyses for time in therapy

Hours in therapy  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

Less than 6 (n=5) -1.09 -1.73 -0.45 <0.01

Between 6 and 20 (n=22) -0.39 -0.58 -0.19 <0.01

More than 20 (n=20) -0.43 -0.64 -0.23 <0.01
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Table 12: Subgroup analyses for setting of treatment

Setting  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

Inpatient (n=18) -0.69 -0.97 -0.40 <0.01

Outpatient (n=28) -0.35 -0.52 -0.18 <0.01

Other (n=7) -0.28 -0.59 0.04 >0.08

Table 13: Subgroup analyses for length of follow-up

Assessment time  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

Less than 12 months (n=21) -0.64 -0.87 -0.40 <0.01

More than 12 months (n=21) -0.31 -0.48 -0.15 <0.01

More than 24 months (n=12) -0.34 -0.66 -0.03 <0.01

Table 14: Meta-regression analysis

Fit of model without heterogeneity (t 2=0) Q (19 df)=95.7405
Proportion of variation due to heterogeneity  I-squared=0.802
REML estimate of between-study variance t 2=0.2026

Effect Coef Std. Err T P> (t)

95% confidence interval

LL UL

Gender (%female) 0.01 0.01 1.2 0.24 -0.01 0.03

Aged <18 vs >18 -0.38 0.33 -1.14 0.27 -1.07 0.32

Aged <18 >60 -0.61 0.76 -0.81 0.43 -2.21 0.98

Therapy <six hours vs six–20 hours 0.88 0.36 2.47 0.02 0.14 1.63

Therapy <six hours vs >20 hours 0.61 0.47 1.28 0.22 -0.39 1.60

Inpatient vs outpatient -0.03 0.28 -0.09 0.93 -0.62 0.57

Inpatient vs another setting 1.63 0.48 3.42 0.00 0.63 2.62

Inpatient vs missing 1.07 0.82 1.3 0.21 -0.65 2.79

Quality criteria met <50% vs >50% -0.27 0.34 -0.79 0.44 -0.99 0.45

Assessment <12 months vs assessment >12 months 0.79 0.56 1.42 0.17 -0.38 1.96

Assessment at <12 months vs assessment at 24 months 0.92 0.37 2.49 0.02 0.15 1.68

Assessment at <12 months vs missing 1.13 0.43 2.61 0.02 0.22 2.04

CBT vs DBT 0.03 0.43 0.07 0.95 -0.87 0.93

CBT vs PS -0.18 0.56 -0.32 0.75 -1.37 1.00

CBT vs other type of therapy 0.36 0.35 1.05 0.31 -0.36 1.09

Suicide attempt vs self-harm -0.18 0.39 -0.46 0.65 -1.00 0.64

Suicide attempt vs suicide ideation -0.55 0.36 -1.55 0.14 -1.30 0.20

Suicide attempt vs other outcome 0.69 0.35 1.98 0.06 -0.04 1.41

Randomised vs non-randomised -0.52 0.31 -1.66 0.11 -1.18 0.14

Individual treatment versus group 0.02 0.64 0.03 0.98 -1.32 1.35

Individual treatment vs mixed treatment -0.51 0.32 -1.56 0.14 -1.18 0.17

 _cons | -1.94 0.75 -2.58 0.02 -3.52 -0.37
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setting (p<0.005), with a larger effect on the variance 
being found for treatment in an inpatient setting. 

n Having assessment times at longer follow-up periods 
accounts for treatment variability (p<0.05) in that those 
treatments that appear to perform better are the ones with 
shorter follow-up points.

n Having an outcome measure (eg Harkavy Asnis Suicide 
Survey, Hopkins Symptoms Checklist (suicide ideation) 
etc) that was not grouped in the outcomes of suicide 
attempt, self-harm or suicidal ideation showed a trend for 
association with variability in effect sizes (p<0.063). 

Publication bias

Publication bias was examined by conducting a funnel plot, 
and there was near evidence of publication bias in studies 
comparing effect of treatment against a form of control (p 
for bias 0.064) using Egger (weighted regression method). 
(Please see Egger’s test table 1 & Begg’s funnel plot 1 below). 

As the standard error becomes larger, more of the smaller 
studies show effects of treatment in favour of psychotherapy/
counselling, with only one small study giving an effect in 

favour of the control. This could be evidence of publication 
bias in that smaller studies that give large effects are more 
likely to be published.

Before and after studies meta-analysis

There were 17 observational studies that looked at treatment 
outcome before and after therapy and 21 controlled studies 
that included pre- and post-therapy measurements (see 
Table 15). 

In the meta-analysis the results of all 38 studies were in the 
direction of a decrease in outcome measures proximal to 
suicide after psychotherapy or counselling. Looking at the 
random effects model, the combined estimate of the effect 
size for outcome measures before and after psychotherapy/
counselling was -0.72 (95% CI: -0.853 to -0.579, p<0.001) 
(see Figure 3). The test for heterogeneity (I²=76%; p< 0.001) 
was statistically significant. A negative effect size indicated a 
reduction in suicidal behaviour during treatment.

Subgroup analyses examining differences in the 
characteristics of the studies and other factors were 
conducted to examine possible reasons to account for the 

Egger’s test table 1: studies comparing effect of treatment against a form of control

Std_Eff Coef. Std. Err. T P>|t| 
95% confidence interval

Lower Upper

Slope -1.88 .075 -2.51 0.02 -.34 -.038

Bias 1.30 -.69 -1.89 0.06 -2.69 .079

Begg’s funnel plot 1
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Table 15: Summary statistics and effect sizes for the studies included in this before and after 
meta-analysis

Study Outcome Subtype N M 
after

M 
before

SD 
before

Effect SE 

Amish (1991) SI Coping skills 15 53.33 107.53 37.05 -1.39 0.38

Antikainen (1995) BDI Group therapy 42 10.3 15.3 7.2 -0.68 0.15

Bohus (2004) BDI DBT 31 20.9 31.3 9.4 -1.08 0.21

Brent (1997) BDI CBT 37 5.7 24.3 8.1 -2.25 0.32

Brent (1997) BDI Systemic behaviour family therapy 35 9.1 22.6 8.2 -1.65 0.26

Brown (2004) SI SI 32 4 8.2 7.9 -0.52 0.17

Clarkin (2001) SH Transference focused psychotherapy 23 3.44 4.39 6.34 -0.14 0.18

Comtois (2007) SH DBT 23 2.09 2.91 6.25 -0.13 0.18

Donaldson (2005) SI Problem solving 15 24.89 52.47 48.59 -0.54 0.25

Fleischaker (2006) LPC DBT 12 0.3 4.3 6.3 -0.59 0.30

Friedrich (2003) BDI DBT 11 10.2 26.6 23.7 -0.64 0.32

Gratz (2006) SH Acceptance-based emotion 
regulation therapy

12 5 18.58 26.63 -0.48 0.28

Gratz (2006) SH Mixed 18 8.59 28.53 52.24 -0.37 0.21

Guthrie (2001) SI Psychodynamic interpersonal therapy 58 7.9 15.9 9.9 -0.80 0.14

Harley (2007) SI DBT 24 75 87 19.8 -0.59 0.20

Harrington (1998) SI Family therapy 85 23.6 63.6 46.7 -0.85 0.11

Hengeveld (1996) BDI CBT 5 16.4 23.8 12.3 -0.50 0.55

Hoschel (2006) LPC DBT 24 0.8 6.5 9.1 -0.61 0.20

Houck (2002) SI Support group 8 1.63 3 1.93 -0.64 0.40

Ivanoff (1984) SI Systematic desensitisation 4 4.66 27 10.89 -1.61 1.65

Katz (2004) SI DBT 26 40.9 52.71 19.38 -0.59 0.19

Koons (2001) PHI DBT 10 0.4 5.1 13.2 -0.33 0.29

Linehan (1991–3) SA DBT 22 0.72 3.5 7.88 -0.34 0.19

Linehan (2006) SASII DBT 52 24.1 51.7 20.3 -1.34 0.18

Low (2001) SI DBT 10 4.2 13.5 7.9 -1.08 0.43

McQuillan (2005) BHS DBT 65 9.7 11 4.7 -0.27 0.11

Patsiokas (1985) SI Beck cognitive restructuring 5 7.6 21.8 5.8 -2.04 1.39

Patsiokas (1985) SI Problem solving 5 3.7 15.6 4.9 -2.02 1.38

Prendergast (2007) SH DBT 11 1.09 1.95 2.91 -0.28 0.27

Raj (2001) BHS CBT 20 4.05 19.05 5.51 -2.62 0.52

Rudd (1996) SI BHS 120 4.2 8.9 6.5 -0.72 0.09

Samaraweera (2007) SI CBT 5 0.2 11.2 9.7 0.04 0.45

Stanley (2007) SH DBT 20 1.27 3.52 1.31 -1.65 0.36

Stevenson (1992) SH Psychology of self 30 0.83 3.77 4.66 -0.61 0.18

Turner (2000) BHS DBT 12 0.75 14.08 3.73 -3.34 0.93

van der Sande (1997) SA Problem solving 140 6.1 9.6 5.9 -0.59 0.08

Warren (2004) SH Democratic therapeutic community 74 1.34 1.78 1.35 -0.33 0.10

Weinberg (2006) SH Manual-assisted cognitive therapy 15 1.98 9.33 14.78 -0.47 0.25
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statistically significant heterogeneity detected (see Appendix I 
for forest plots).

Subgroup analyses for before and after studies

Outcome measures

The three most frequent outcome measures were BDI, self-
harm and suicidal ideation. For the studies that used the PHI, 
they had to explicitly include data on suicidal acts. Since this 
was not clear in two studies (Clarkin, 2001; Comtois, 2007), 
these were not included in any subgroup analyses. Fleishaker 
(2006) and Hoschel (2006) both looked at the LPC, but due to 
translation restraints it was not possible to ascertain whether 
the measure may have been included in any subgroup 
analyses. Table 16 gives the effect size, confidence intervals 
and p value for each of the subgroup outcome measure 
analyses. For the outcome measure of self-harm there was 
evidence of homogeneity (I²=0%; p= 0.843).

Type of psychological therapy

The three therapies grouped were CBT, DBT and PS. Table 17 
gives the effect size, confidence intervals and p value for each 
of the subgroup analyses. For the studies that looked at CBT 
(d=-0.84, 95% CI: -1.828 to 0.159 P=0.100), there was no 
convincing evidence that the pooled effect size differed from 
zero. There was evidence of homogeneity in the PS subgroup 
analysis (I²=0%; p=0.510).

Modality of treatment

The most frequent modes of treatment were on an individual 
basis or a mixed treatment mode. Table 18 gives the 
effect size, confidence intervals and p value for each of the 
subgroup analyses.

Age 

Subgroup analyses were conducted on two age group 
samples, those under 18 and those over 18, termed as 
an adult sample. Table 19 gives the effect size, confidence 
intervals and p value for each of the subgroup analyses.

Hours in therapy

Subgroup analyses were conducted for studies where 
participants received between six and 20 hours of therapy 
and for studies where participants spent more than 20 hours 
in therapy. There were six studies where details for hours in 
therapy were either not stated or unknown (Antikainen, 1995; 
Gratz, 2006; Fleischaker, 2006; Hoschel, 2006; Rudd, 1996; 
Warren, 2004). Table 20 gives the effect size, confidence 
intervals and p value for each of the subgroup analyses.

Setting of treatment

Subgroup analyses were conducted for studies conducted 
in inpatient and outpatient settings. Table 21 gives the 
effect size, confidence intervals and p value for each of the 
subgroup analyses.

Assessment times 

Subgroup analyses were conducted for studies that had six 
months’ and less follow-up and for studies that had between 
six and 12 months’ follow-up. Table 22 gives the effect size, 
confidence intervals and p value for each of the subgroup 
analyses.

Meta-regression investigating variations in effect 
across before and after studies

Unlike the main meta-analysis, several of the subgroup 
analyses showed evidence of homogeneity in the treatment 

Figure 3: Forest plot of therapy outcome before and after an intervention
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Table 16: Subgroup analyses for outcome measures

Outcome measure  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

BDI (n=6) -1.16 -1.66 -0.65 <0.01

Self-harm (n=5) -0.47 -0.67 -0.27 <0.01

Suicidal ideation (n=15) -0.84 -1.06 -0.62 <0.01

Table 17: Subgroup analyses for subtypes of therapy

Outcome measure  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

CBT (n=4) -0.84 -1.83 0.16 <0.10

DBT (n=15) -0.69 -0.93 -0.45 <0.01

PS (n=4) -0.64 -0.76 -0.53 <0.01

Table 18: Subgroup analyses for treatment modality

Modality  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

Individual (n=13) -0.80 -1.10 -0.50 <0.01

Mixed (n=22) -0.68 -0.84 -0.52 <0.01

Table 19: Subgroup analyses for age groups

Age  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

Under 18 (n=8) -1.04 -1.42 -0.66 <0.01

Adult (n=28) -0.61 -0.75 -0.48 <0.01

Table 20: Subgroup analyses for hours in therapy

Hours in therapy  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

Between 6 and 20 (n=15) -0.98 -1.32 -0.65 <0.01

More than 20 (n=3) -0.67 -0.88 -0.46 <0.01

Table 21: Subgroup analyses for setting of treatment

Setting value  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

Inpatient (n=14) -0.66 -0.87 -0.45 <0.01

Outpatient (n=19) -0.76 -0.84 -0.19 <0.01



© BACP 2009 Counselling and psychotherapy for the prevention of suicide: a systematic review of the evidence 27

effect in favour of psychotherapy/counselling in reducing suicidal 
behaviour, namely those studies that looked at problem-solving 
therapy (n=4) and those that looked at the outcome measure of 
self-harm (n=5). However, these are to be treated with caution 
due to inherent biases that may be present in the absence, for 
example, of lack of control for spontaneous remission. Like 
the main meta-analysis, a meta-regression was performed 
examining the same potential effect modifiers in explaining the 
heterogeneity of results and to examine the relationship between 
one or more study-level characteristics and the associated 
effect sizes. 

The meta-regression uses a restricted maximum likelihood 
estimate for the regression parameters and the model is said 
to account for 22 per cent of between-study variance. Table 
23 shows the statistics for the meta-regression. The following 
factors are suggestive of reasons for the differences in treatment 
effects and in explaining the heterogeneity among studies:

n There was a significant effect for gender (p<0.01) (only three 
studies had less than 50 per cent female participants, with 

nearly a third of studies (n=11) having all female participants). 
Examination of the results does not seem to suggest any 
increased effect with increase in the percentage of women, 
and two out of the three studies with less than 50 per cent 
of women gave effect sizes larger than -0.6. Explanations for 
this finding could include considerably inflated false positive 
rates when heterogeneity is present and when there are 
many covariates (Higgins and Thompson, 2004).

n There was a significant effect for number of hours in therapy 
in contributing to explaining heterogeneity, with a larger 
effect on variance being found for studies that gave less than 
six hours of therapy (p<0.05).

Publication bias

Publication bias was examined by conducting a funnel plot of 
studies and there was evidence of publication bias using the 
Egger (weighted regression) method in the before and after 
analysis (p for bias 0.031). (Please see Egger’s test table 2 & 
Begg’s funnel plot 2 overpage). 

Table 22: Subgroup analyses for assessment time

Assessment times  
(number of studies)

Effect size  
(Cohen’s d)

95% CI p	value

LL UL

6 months and less (n=21) -0.88 -1.13 -0.63 <0.01

Between 6 and 12 months 
(n=13)

-0.55 -0.66 -0.37 <0.01

Table 23: Meta-regression analysis

Fit of model without heterogeneity (ti2=0) Q (11 df) =42.47
Proportion of variation due to heterogeneity  I-squared =0.74
REML estimate of between-study variance tE2 =0.22

Effect Coef Std. Err T P> (t)

95% confidence interval

LL UL

Gender 0.036 0.012 3.08 0.01 0.010 0.06

Under 18 years of age vs adult 0.00 0.53 0.01 0.99 -1.16 1.17

Between 6 and 20 hours vs more than 20 hours -1.59 0.74 -2.14 0.05 -3.23 0.05

Between 6 and 20 hours vs other -1.62 0.77 -2.12 0.06 -3.30 0.06

Inpatient vs outpatient 0.145 0.37 0.4 0.70 -0.67 0.97

Inpatient vs other 0.37 0.66 0.55 0.59 -1.09 1.83

6 months and less vs 6–12 months 0.37 0.40 0.92 0.37 -0.52 1.26

6 months and less vs more than 12 months 0.069 0.62 0.11 0.91 -1.30 1.44

BDI vs SH 0.22 0.94 0.23 0.82 -1.86 2.30

BDI vs SI 0.17 0.45 0.37 0.72 -0.82 1.16

BDI vs other 0.73 0.55 1.34 0.21 -0.47 1.94

CBT vs DBT -0.79 0.48 -1.64 0.13 -1.84 0.27

CBT vs PS 0.29 0.68 0.42 0.68 -1.22 1.79

CBT vs other -0.39 0.50 -0.78 0.45 -1.49 0.71

cons -2.38 1.20 -1.98 0.07 -5.01 0.26
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While this funnel plot may appear broadly symmetrical at the 
top of the graph, the presence of smaller sample size studies 
towards the base of the graph indicates evidence of bias 
especially as there are no smaller studies to the left of the effect 
line (negative). 

Summary

n Both meta-analyses provided a pooled estimate of effect 
that was indicative of the effectiveness of counselling and 
psychotherapy in the prevention of suicide. In the meta-
analyses, the outcome measures that provided the largest 
treatment effect were suicidal ideation in the analysis against 
a form of control and BDI and suicide ideation (12 out of the 
14 measures that used a standardised scale) in the before 
and after analyses. 

n In both analyses, CBT subgroups provided the largest 
effects in favour of psychotherapy/counselling, but 
heterogeneity was still significantly present in both. 

n With regard to the modality of treatment (individual 
and mixed), only small effect sizes were found in the 
meta-analysis that compared treatment against a form 
of control, but the large number of studies in each of 

these subgroups adds considerably more types of 
heterogeneous variables. 

n In the meta-analysis comparing treatment against a 
control, a moderate effect was found for studies of adults 
in comparison to those of adolescents. This echoes the 
findings in the systematic review conducted by Tarrier et al. 
(2008). However, as in this review, a small number of studies 
were described as adolescent (n=10) compared to adult 
(n=40). 

n In terms of quality criteria, studies that had lower scores 
produced the largest effect, which was in itself only 
moderate. Of the randomised controlled trials, only two 
studies (Davidson et al., 2006; Grawe et al., 2006) met all 
eight quality criteria. Thus, it is likely that factors such as 
allocation concealment (Schulz et al., 1995) and the use 
of intention-to-treat analysis (Lee et al., 1991) resulted in 
smaller effect sizes. 

n In terms of hours in therapy, the subgroup to give the largest 
treatment effect in the meta-analysis comparing treatment 
against a form of control was those studies involving 
less than six hours of therapy (n=5). This effect could be 

Egger’s test table 2: studies comparing measures before and after psychotherapy/counselling

Std_Eff Coef. Std. Err. T P>|t| 
95% confidence interval

Lower Upper

Slope -.41 .11 -3.67 0.01 -.63 -.18

Bias -1.35 .60 -2.25 0.03 -2.57 -.13

Begg’s funnel plot 2
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explained by the fact that there were many more studies and 
therefore sources of heterogeneity.

n With regard to the treatment setting, there was a medium 
to large effect found for studies conducted in an inpatient 
setting for the meta-analysis comparing treatment against a 
form of control and for the before and after analyses. 

n In both meta-analyses there was a large treatment 
effect found for studies that used less than 12 months’ 
assessment periods. While this is important in displaying 
short-term treatment effects in reducing suicidal behaviour 
there is little evidence that such treatments are able to 
reduce suicide risk over time. 

Meta-regression

In the meta-regression, there was a trend for having a 
different type of outcome to those in the principal groupings 
to explain the variance in results (n=6) when compared to 
suicide outcome data. This could be accounted for by the 

small number of studies in this group. Variance was also 
explained by the studies in the inpatient setting. There are 
various reasons that could account for this. Inpatient treatment 
is often a response to the acute nature of the client’s needs 
(as was evident in Bateman, 1999, 2001 and could account 
for the large treatment effects found). Treatment in inpatient 
settings may offer a high level of therapeutic involvement that 
cannot always be controlled for. Likewise, for studies that are 
conducted in outpatient settings there is often a high level of 
attrition, with only the most motivated clients making it through 
to the final stages. 

In the before and after meta-regression, gender explained 
some of the variance in the results, but this finding could 
result from considerably inflated false positive rates 
when heterogeneity is present and when there are many 
covariates due to a large number of studies and investigative 
characteristics (Higgins and Thompson, 2004). Like the 
subgroup analyses, variance was also explained by having 
therapy for up to 20 hours.
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Section 6: Process studies
In defining this categorisation the studies included reported on 
variables of interest in the prevention of suicide but had no data 
that could be used in the formal analyses. Studies were broadly 
defined as quantitative (n=8), qualitative (n=7), and retrospective 
(n=2). For the qualitative studies, they were not included in the 
qualitative synthesis due to the fact that the methods used did 
not coincide with our definition of qualitative data. Thus, these 
included studies using questionnaire data or surveys without 
any formal qualitative methods used to analyse the data. The 
papers have been grouped according to variables of interest. 
Table 24 displays basic details of each of the studies according 
to participants, recruitment methods, methodology and results.

Therapist variables

Four studies (Davidson et al., 2004; Gurrister and Kane, 1978; 
Modestin, Schwarzenbach and Wurmle, 1992; Neimeyer, 
Fortner and Melby, 2001) looked at the influence of therapist 
factors in the prevention of suicide. Davidson et al. (2004) was in 
conjunction with Tyrer et al. (2003), a study that was included in 
the meta-analysis.

Of these studies, two (Gurrister and Kane, 1978; Neimeyer et al., 
2001) looked at the influence of therapists’ opinions of suicide 
as a factor influencing therapy outcomes in suicidal clients. 
In Gurrister and Kane (1978), 27 therapists were interviewed 
concerning their therapeutic preferences in working with suicidal 
clients. It was found that working with a suicidal client invoked 
a wide range of feelings, from anxiety, anger and frustration to 
concern and protectiveness. The therapists’ opinions of suicide 
fell into three categories: helping the client choose an alternative 
to dying, helping the client understand the finality of ‘not being’, 
and uncertain opinions. In Neimeyer et al. (2001), it was found 
that death acceptance – that is, viewing death as a natural 
part of life rather than something to be feared – was positively 
related to suicide intervention competencies by the therapist, 
as was considering suicide an unacceptable option. These 
findings together suggest that personal attitudes of counsellors 
and therapists surrounding suicide may be important in the 
approach taken with suicidal clients, and there is clearly a need 
for suicide intervention training to incorporate this aspect.

Therapist experience and competence were investigated by 
Davidson et al. (2004) and Modestin et al. (1992). In Davidson 
et al. (2004), therapist competence was measured in terms 
of adherence to the therapeutic model, level of skill and 
interpersonal effectiveness. Although there were methodological 
issues with this study in terms of statistical power and not all 
of the therapy sessions being available for rating, it was found 
that therapist competence was not significantly associated 
with lower levels of self-harm during the 12 months of 
treatment. However, it was significantly associated with other 
clinical outcomes, such as reduction in depression, which has 
important implications due to the association between suicidality 
and depression (Barbe et al., 2004). It is also interesting to 
note that competence was not related to characteristics such 
as age, gender or professional qualifications, which suggests 
that effective interventions in this area can be delivered with 
appropriate training in the specific intervention. 

In Modestin et al. (1992), a retrospective examination of therapy 
factors in treating suicidal clients was conducted. In attempting 
to identify variables that explained the suicide of clients, it 
was found that the therapists of clients in the control group 
(those who did not commit suicide) had substantially longer 
professional experience. The implication of this study is a 
tentative one, namely that with more experience comes more 
understanding and thus, possibly, an easier ability to maintain a 

therapeutic relationship with the client that is based on mutual 
respect and trust.

Helping young people

Four studies (Coggan, Patterson and Fill, 1997; Paulson and 
Everall, 2003; Storey et al., 2005; Warm, Murray and Fox, 2002) 
used broadly qualitative methods in investigating how to support 
young people who self-harm. The one study that did use formal 
qualitative methods (Coggan, Patterson and Fill, 1997) was 
excluded from the qualitative synthesis in this review because 
the participants were not formally assessed as having suicidal 
notions or behaviour and were volunteers.

In a survey asking about level of satisfaction with professional 
help from 243 participants, there was evidence that 
psychologists and counsellors are viewed in a more positive light 
than psychiatrists and nurses (Warm et al., 2002). In Coggan 
et al. (1997), confidentiality from school counsellors in dealing 
with suicidal clients was viewed negatively due to the lack of 
confidence that the counsellors will abide by the confidentiality 
clause, which suggests that to a young person trust is integral 
to maintenance of the therapeutic relationship and for the client 
to feel safe in confiding how they truly feel. Another central 
theme that was highlighted in this study was dealing with the 
external problems rather than the underlying causes, eg:

‘They’re diagnosing the behaviour and aren’t looking at the 
underlying cause, to them, you’re not a person who is in 
danger, you’re a statistic.’ (Coggan et al., 1997, p1567)

Storey et al. (2005) examined the views of 38 young people 
(it is not stated how) who repeatedly self-harmed and found 
concerns about not being listened to and the needs of the client 
being ignored, eg:

‘I’d go to talk about (current problem) and then he’d stop 
me. And he’d go, “Yes, blabla, very interesting. Now let’s talk 
about your childhood…” he just wouldn’t listen. And it got 
me so much that every time I just walked out of the office, 
I’d just cry.’ (p73)

This view demonstrates a perception by some clients of a 
fundamental failure in the process of therapy, and the lack of an 
establishment of trust.

This study also touched on family therapy. None of the 
participants found it helpful: they felt it increased their stress 
levels as they had to listen to ‘confessions’ from their parents 
and to their parents’ problems. They felt the focus of therapy 
was lost or took a direction that was not identified by the client. 
For example, one client stated that she felt none of her problems 
was attributable to her parents and that being in therapy with 
them made her feel uncomfortable. Another process study 
that has an impact in this grouping of the literature of ‘helping 
young people’ is Esposito-Smythers et al. (2006). This study 
looked at CBT for suicidal, alcohol-abusing adolescents and 
found that CBT is effective in treating this group as long as they 
have the support of a parent/guardian. A paradox emerged in 
this study, which reported these clients as engaging in such 
behaviour as a means to cope with family conflict and as a way 
to manipulate their home environment. Research is needed to 
address how CBT can be used with this subgroup if they do 
not have the support of their family. There is little research on 
the effectiveness of family interventions for suicidal clients, as 
evidenced in this review. This is an area that needs addressing, 
particularly as there appears to be ambivalence about such 
interventions.

The final study (Paulson and Everall, 2003) used concept 
mapping to generate what suicidal adolescents found helpful 
in the therapy experience. Several components were identified, 
with the theme of the therapeutic relationship being maintained 
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as the most important component, specifically where individuals 
are treated with respect, understanding and acceptance, and 
as individuals first and foremost to the exclusion of their suicidal 
behaviour. Other factors deemed important were the use of 
an indirect approach in therapeutic intervention rather than a 
directive approach, where the use of constant questioning can 
often be viewed as confrontational. 

Variables to be considered when treating 
suicidal people

Six studies looked at the contribution of client variables in 
explaining differential treatment outcome in suicidal participants 
(Barbe et al., 2004; Dahlsgaard, Beck and Brown, 1998; 
Davidson et al., 2007; Douglass, 2000; Harrington et al., 
2006; Wingate et al., 2005). These studies are important in 
contributing to knowledge of risk factors that can significantly 
impact upon treatment outcome. 

Dahlsgaard et al. (1998) looked at the response to 
cognitive therapy as a predictor of suicide by comparing 17 
outpatients with mood disorders who committed suicide 
with 17 matched controls who did not. This study found 
that early termination of therapy, level of hopelessness and 
lack of attendance at sessions are important predictors of 
completed suicide. In Barbe et al. (2004), the relationship 
between suicidality and treatment outcome was examined 
in depressed adolescents. It was found that greater levels of 
hopelessness were related to a greater likelihood to drop out 
of treatment early. These two studies together demonstrate 
the importance of attending to hopelessness early in 
treatment and for clinicians to emphasise the importance 
of staying in therapy to reduce the suicide potential of 
clients. This is particularly apparent in participants who are 
diagnosed with depression as evidenced by Harrington 
et al. (2006). In this longitudinal study looking at early adult 
outcomes of adolescents who had deliberately poisoned 
themselves, those who were still self-harming as adults were 
those who experienced depression in adulthood.

Two studies (Douglass, 2000; Wingate et al., 2005) looked 
specifically at problem-solving ability in suicidal people, with the 
specific claim that those with problem-solving deficits report 
more suicidal symptoms. In Douglass (2000), this claim was 
investigated with regard to borderline traits in women, with 
specific reference to Linehan’s ‘biosocial theory’, where the 
belief is that for this subgroup parasuicide is a maladaptive, 
learned, problem-solving strategy. This study found that 
problem-solving deficits in this sample were significantly 
related to higher levels of depression, hopelessness and 
suicidal ideation. Wingate et al. (2005) found that individuals 
with poorer problem-solving abilities benefited most in terms 
of suicide prevention when given problem-solving treatment, 
unlike individuals who had high levels of problem-solving ability, 
who did not need this focus on problem-solving skills. These 
studies highlight that suicidal individuals do not necessarily 
need problem-solving treatment per se to reduce their suicidal 
behaviour; the necessity for such treatment may be dependent 
on individual characteristics and screening using problem-
solving tests can be a useful component of the treatment 
selection process. 

The final study in this group is by Davidson et al. (2007), 
who conducted an integrative complexity analysis of CBT 
sessions for people with BPD in relation to reduction in self-
harm episodes. Integrative complexity (IC) was defined as: 
‘(a) differentiation, the recognition of more than one perspective 
on a problem or situation and (b) integration, the recognition 
of relations among differentiated components or perspectives’ 
(p514).

Looking at therapy sessions early and later in treatment, 
there was no significant change in IC across the sessions 
when outcome was good. However, when the outcome was 
poor, therapists appeared to use higher levels of IC in later 
sessions. There is the suggestion that therapists may feel 
they have to work harder to provide more psychologically 
sound reasons as to why their clients are not improving after 
treatment, and there is even the possibility that the therapist 
is trying to alleviate some of the potential guilt they may feel, 
although this is not mentioned in the study. The analysis of 
therapy discourse may provide further insight into differences 
between ‘good’ and ‘poor’ outcome in the treatment of 
suicidal individuals. 

Different therapies

There were three studies in this group (Aoun and Johnson, 
2001; Comstock and McDemott, 1975; Nee and Farman, 
2005). Aoun and Johnson (2001) offered a consumers’ 
perspective on a suicide counsellor, the quantitative results of 
which are included in the meta-analysis (Aoun et al., 1999). 
This study used questionnaires and 35 out of 160 individuals 
responded. Respondents felt it was important to be able to 
talk and be listened to, and to be given support, understanding 
and encouragement, as was experienced from the suicide 
intervention counsellor in this study. These findings can account 
for the large effect size that is seen in the meta-analysis for this 
study (d= -0.753).	

In Comstock and McDermott’s study (1975), group therapy 
for patients who attempt suicide was analysed. This study 
addresses some of the issues that can interfere with effective 
group therapy and can possibly help to explain why there 
was no evidence that group therapy significantly differed from 
standard care in the meta-analysis results of this review. Their 
primary finding was that the communication of depressive 
affect in a group setting may act in a manner consistent with 
transmission of suicidal feelings and hopelessness. However, 
there was evidence that this can be interrupted, especially 
when the group leader is able to lead the group away from 
the notion that things are ‘destined to be awful’. This is not 
to say, however, that this is an easy task. The demands that 
the therapists felt were placed on them in group therapy were 
considerable, and therapists felt strongly that group therapy 
cannot be conducted without a co-therapist. 

The final study that looked at process of therapy for the 
prevention of suicide was Nee and Farman (2005), investigating 
DBT for prisoners with BPD. This study was not included in 
the formal analysis as it did not include any numerical data 
regarding self-harm, but its importance lies in the fact that it 
is the only study retrieved that has looked at this particular 
population. Female prisoners are significantly over-represented 
in the prison population in England and Wales (Singleton et al., 
1998) and report high rates of suicidal thoughts and suicide 
attempts, especially in comparison to their male counterparts. 
Nee and Farman (2005) found that after DBT, there was a 
downturn in overall self-harm in prisoners but that, unfortunately, 
a lack of resources by delivery staff and the national staffing 
shortage in the prison service can make this a difficult treatment 
to implement effectively. 

Summary

The studies included in this section offer a wealth of information 
pertaining to treatment for the prevention of suicide. While their 
discussion is limited to a narrative examination of the findings 
of the studies, several recommendations can be put forward as 
important, although it should be borne in mind that no formal 
quality assessment of studies was carried out.
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n Therapists and counsellors experience a range of emotions, 
some negative, in treating suicidal clients, which may 
adversely impact on therapy and communicate to the 
client a lack of empathy and understanding, and a sense of 
professional incompetence.

n Focusing too much on the self-harming behaviour and 
ignoring the needs of the client is viewed negatively.

n The therapeutic relationship is viewed positively when 
respect, understanding and acceptance are emphasised.

n Group therapy may carry the risk of depression 
transmission, which may contribute to hopelessness.

n The family is seen as playing an influential role in 
suicidal behaviour for adolescents, either directly or 
indirectly. Adolescents may feel that family therapy 
loses the focus on their treatment due to family 
problems interfering.

n Enhancing treatment attendance in sessions and completion 
of therapy can help to prevent suicide by reducing effects of 
hopelessness. 

n Problem-solving ability may be an effective screening 
tool in the selection of problem-solving therapy for the 
prevention of suicidal behaviour.
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Section 7: Qualitative studies

Method

Data quality

Following King et al. (2007), qualitative research was defined as:

‘a method that uses narrative, observation or examination 
of texts to address a specific question or questions; that 
selects participants or sources in order to include the widest 
possible range of views, behaviour or sources of information; 
and that examines the data mainly in non-quantitative ways 
using thematic, grounded theory and other approaches’ 
(p5).

To assess the quality of qualitative studies, several key papers 
were examined (Dixon-Woods et al., 2004; Elliott, Fischer and 
Rennie, 1999; Harden et al., 2003; Mays and Pope, 2000; 
Sandelowski, Docherty and Emden, 1997; Spencer et al., 2003). 
It is widely acknowledged that there is no generally defined 
gold standard for assessing quality in qualitative studies due to 
issues relating to insight and interpretation, which will rely largely 
on the subjective judgment of the reader (Dixon-Woods et al., 
2004). However, the following guidelines were used: description 
of an explicit framework and/or literature review, clear aims 
and objectives, description of context and sample, description 
of methods to analyse data, repeatability of analysis in terms 
of validity and reliability, and inclusion of sufficient original data 
to mediate between evidence and interpretation. We did not 
exclude any of the studies in the synthesis due to the fact that 
there are no empirically tested methods for excluding qualitative 
studies (Dixon-Woods, 2006) and that poor reporting of 
methods does not necessarily imply poorly conducted research 
(Atkins et al., 2008). The most important aspects in critically 
appraising qualitative studies are the credibility and validity of 
the data in allowing the reader to see the understanding the 
author has come to and to make their own interpretation. See 
Appendix I for criteria. 

Data synthesis

In the analysis of qualitative research studies, three questions 
were of interest: 

1. How do clients and therapists view the process of 
counselling or psychotherapy for clients at risk of suicide?

2. What views do clients and therapists hold concerning the 
effectiveness of counselling or psychotherapy for clients at 
risk of suicide?

3. What do clients and therapists consider barriers to and 
facilitators of effective counselling or psychotherapy for 
clients at risk of suicide? 

The synthesis of qualitative research will broadly follow the 
outline of thematic analysis as described in Thomas and Harden 
(2007), which has been subsequently used in several systematic 
reviews (Harden et al., 2006; Thomas et al., 2003). Thematic 
analysis seeks to identify and collate the main themes that 
arise from a body of literature, which are often, but not always, 
identified by a pre-existing research question or framework 
(Mays, Pope and Popay, 2005). It is said to take an essentialist 
or realist approach as it explicitly reports experiences, views, 
meanings and reality as stated by participants (Braun and 
Clarke, 2006). The coding of data can be done with either a 
specific research question in mind or the research question can 
evolve through the coding, which is referred to as the inductive 
approach where the themes identified are strongly linked and 
derived from the data (Braun and Clarke, 2006). We took the 

approach given by Thomas and Harden (2007); that is, where 
the study findings did not directly answer our specific research 
question, we used a more inductive approach. However, given 
that we were evaluating counselling and psychotherapy, the 
studies that were retrieved involved at least some evaluation 
of the barriers and facilitators for the prevention of suicide, 
which was acknowledged through screening and the inclusion 
criteria. All qualitative papers were read and coded by two 
raters to allow for a process of triangulation, which would allow 
negotiation and reflection of the paper’s content to reduce any 
potential effects of bias.

The qualitative synthesis went through many different stages. 
The studies were coded according to ‘the most basic 
segment, or element, of the raw data that can be assessed in 
a meaningful way regarding the phenomena’ (Boyatzis, 1998, 
p63). 

This was done, where possible, on a line-by-line coding of the 
participants’ data (Thomas and Harden, 2007). However, this 
depended upon the amount of data that researchers chose to 
give in their studies. Codes were then listed in Microsoft Excel 
and quotes written alongside them from each study. Reviewers 
then looked for similarities and differences between codes in 
order to group them into themes, which had sub-themes where 
appropriate and also contained all extracts of data that had 
been coded in relation to them (Braun and Clarke, 2006). The 
themes were identified and grouped in such a way as to answer 
our predefined questions. In accordance with Braun and Clarke 
(2006), the themes were concise, to give the reader a sense of 
what the theme is about, and contained enough data extracts 
adequately to support the contention for the given theme, taking 
into account the audience of the synthesis (Noblit and Hare, 
1988). The next step in the data synthesis was to go beyond 
the content of the data and the themes identified and analyse 
the data in a way that offers an ‘interpretive explanation through 
which the meanings of social phenomena are revealed’ (Noblit 
and Hare, 1988, p18). 

Borrowing from Noblit and Hare (1988), as do Thomas and 
Harden (2007), we sought to reveal the analogies between 
the studies, indicating those that may be reciprocal, stand in 
opposition to one another, or taken together may represent a 
cohesive argument that accurately answers the questions we 
were posing. Thus, where there was disagreement present in 
studies (eg opposing views on the efficacy of a given process 
in counselling or psychotherapy), the potential underlying 
meanings for this were inferred by the researchers, taking into 
account the client sample, setting, type of research conducted 
and type of therapy. 

An example of the inferential process is provided by 
consideration of the following quote:

‘I was ready to quit because I couldn’t get these big words 
and I didn’t know some of the language.’ (Cunningham, 
2004)

There is the inference here that language used in therapy can be 
seen as another hurdle that clients have to face in dealing with 
their emotional problems. The client may have low self-efficacy, 
which is also inferred here although not mentioned in the paper.

The qualitative papers all differed in terms of the type of therapy 
evaluated, participants used, setting and methodology. There 
are many who argue that synthesis of qualitative research is 
not possible due to the very different contexts in which studies 
are set. However, to claim that generalisations cannot be made 
across studies would be to deny individual studies a richer, more 
vivid and coherent meaning set in a bigger picture (Britten et al., 
2002). Like Thomas and Harden (2007), we sought to check 
that the translation of themes and concepts across studies was 
valid, examining the context of each study to see whether the 
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understanding could be transferred according to the context in 
which the study is set. We made a deliberate attempt to include 
studies set across diverse contexts to achieve a higher level 
of understanding and knowledge, consistent with the aim of a 
meta-ethnography (Britten et al., 2002). 

Results

Study characteristics

The synthesis of findings presented here is generated from 13 
studies involving 94 participants and 53 therapists/counsellors. 
Of these 13 studies, eight were published (Crockwell and Gale, 
1995; Crouch and Wright, 2004; Cunningham, Wolber and Lillie, 
2004; Huband and Tantam, 2004; Perseius et al., 2003; Reeves 
and Mintz, 2001; Reeves et al., 2004; Sinclair and Green, 
2005). Four of the studies were conducted in the USA, seven 
were conducted in the UK, one was conducted in Canada, 
and one was conducted in Sweden. All the studies used 
female participants with the exception of Crouch and Wright 
(2004), who included two male participants and four female 
participants, and Sinclair and Green (2005), who included eight 
male participants and 12 female participants. Four of the studies 
(Craigen, 2006; Crockwell and Gale, 1995; Crouch and Wright, 
2004; Ross, 2000) evaluated views from young people whose 
age range was from 12 to 23 years. The findings from these 
studies have important implications: adolescents will not only 
be struggling with pressures due to their age but, for them, 
seeing a counsellor or psychotherapist for the first time can be 
a frightening experience and can shape their future life decisions 
(Craigen, 2006). 

Four of the studies evaluated dialectical behaviour therapy 
(DBT), five evaluated some form of counselling, one 
evaluated psychodynamic interpersonal therapy (PIT), and 
one evaluated psychoanalytic therapy. DBT is a manualised 
behavioural treatment that includes concomitant, weekly 
individual psychotherapy and group skills training. It focuses 
on motivational issues and skill strengthening and balances 
behavioural strategies aimed at change with supportive, 
validating strategies aimed at providing acceptance (Linehan, 
Heard and Armstrong, 1993). Six studies interviewed therapists/
counsellors concerning their experiences of working with 
suicidal clients (Araminta, 2000; Colbert, 2002; Perseius 
et al., 2003; Reeves and Mintz, 2001; Reeves et al., 2004; 
Rubenstein, 2000). Two studies considered DBT (Araminta, 
2000; Perseius et al., 2003), two concerned counselling 
(Reeves and Mintz, 2001; Reeves et al., 2004), one focused on 
psychodynamic interpersonal therapy (Colbert, 2002), and the 
other considered psychoanalytical therapy (Rubenstein, 2000).

The degree to which the findings can be generalised across 
studies is limited somewhat due to the specific nature of the 
interventions. For example, dialectical behaviour therapy is 
based upon a biosocial theory of personality functioning and is 
primarily used as a treatment for borderline personality disorder. 
These factors will be taken into account when discussing the 
transferability of findings. Table 25 shows the basic details of 
each study in terms of aims, interventions, participants and 
recruitment, and results.

As mentioned, we did not exclude any of the studies in the 
synthesis due to the fact that there are no empirically tested 
methods for excluding qualitative studies (Dixon-Woods, 
2006). Out of the 13 studies only one (Craigen, 2006) met 
all seven of our quality criteria, but unfortunately this study is 
not published. Four studies were of poor quality (Huband and 
Tantam, 2004; Reeves and Mintz, 2001; Reeves et al., 2004; 
Sinclair and Green, 2005) in terms of the reliability and validity 
of the data analysis conducted and the inclusion of sufficient 

original data to mediate between evidence and interpretation, 
which were the main criteria we stated were important prior 
to starting the synthesis. Examination of the four studies 
showed that their contribution to the overall synthesis was very 
small but that they were important to include because they 
highlighted certain areas that were not addressed in the other 
studies. For example, the studies by Reeves and Mintz (2001) 
and Reeves et al. (2004), despite their poor methodological 
quality, offered some important insight into problems 
perceived by counsellors when treating suicidal patients in 
that they did not feel adequately supported or trained. This is 
in contradiction to therapists trained in DBT, which requires 
supervision, team meetings where therapists can discuss 
difficult situations, and the use of a manual, which allows for 
constant reference throughout treatment. (See Appendix E for 
Quality table.)

Findings of meta-synthesis

Diagram 1 shows the themes and sub-themes found from this 
synthesis. Table 26 shows the occurrence of themes and sub-
themes across each of the studies.

How is the process of counselling or psychotherapy 
viewed with regard to the prevention of suicide?

Theme 1: Therapist qualities: i) as viewed by clients

Respect 
Respect was identified across six studies as being an important 
component in the process of counselling and psychotherapy in 
terms of receptiveness to therapy, eg: 

‘I think they treat me with respect and compassion. And an 
expectation that I am able to and will do things that I need 
to, to succeed in the program.’ (Araminta, 2000)

Respect from the therapist showed the clients that they 
were working together to achieve the same goal and that the 
relationship was based on taking the client seriously.

Understanding
The ability of the therapist/counsellor to understand the client 
was seen as extremely important in the process of counselling/
psychotherapy due to the negative connotations that are often 
associated with self-harm/attempted suicide. It was identified 
across five studies, eg:

‘You have to know the person you are working with. And like 
listen to them, rather than applying what you think you know 
or what you are expecting from the person.’ (Craigen, 2006)

One client who had received counselling talked about the 
dangers of not understanding clients: 

‘They would categorise you and then try to treat you based 
on your category … I think she tried to make me fit a 
mould so that she could understand me because she only 
understood the mould.’ (Craigen, 2006)

Non-judgmental
The ability to be non-judgmental in therapy was identified across 
four studies. Clients in these studies emphasised the problems 
that arise when a therapist becomes judgmental in terms of 
the fear of reprisal, or of saying the wrong thing, which leads, 
ultimately, to lack of disclosure, eg:

‘… you can definitely not judge because I think that was one 
of the hardest things for me. Just feeling I would be judged if 
I tell them about this.’ (Craigen, 2006)

Two of the studies (Araminta, 2000; Cunningham et al., 2004) 
iterated the importance of a non-judgmental attitude by 
therapists in the delivery and effectiveness of DBT, eg:
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How is the process of counselling or psychotherapy viewed with
regard to the prevention of suicide? 
 

Theme 1: Therapist 
qualities 

Theme 2: Therapy 
components 

Theme 3: 
Theoretical 
framework 

Theme 4: Therapy 
techniques 

 

(1) Respect 

(2) Understanding 

(3) Non-judgmental 

(1) Duration 

(2) Contract 

(1) Group 

(2) Skills training 

(3) Telephone 
coaching 

(4) Silence 

(5) Advice 

(6) Validation 

(7) Therapist 
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 What views are held concerning the effectiveness of counselling 
or psychotherapy for clients at risk of suicide? 

 
Theme 1: Decrease in 
self-destructive behaviours 

Theme 2: Quality of life 

Theme 3: Others’ 
perceptions of changes  
in the client 

(1) Dealing with 
emotions 

(2) Improvement in 
interpersonal life 
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Barriers for 
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characteristics 
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Secrecy 
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Transferring to 
the real-life 
situation 

 

Theme 2: 
Therapy 
components 

(1) Language 

(2) Balance 
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Responsibilities of 
the profession 

Theme 2: Training 

Theme 3: The 
nature of suicide 
and self-harm 

 

Barriers for clients 

 

What are the barriers and facilitators of effective 
counselling or psychotherapy for the prevention of 
suicide? 

 

Facilitators 

Theme 1: Responsibility 

Theme 2: Support 

Theme 3: Teaching therapy 
skills to family members 

Diagram 1: Themes and sub-themes found
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‘It offers concrete solutions. The non-judgmental thing is 
really nice and I think is a major reason as to why it works, 
both in teaching us that we need to be non-judgmental and 
then it is non-judgmental and I appreciate that.’ (Araminta, 
2000)

Theme 1: Therapist qualities: ii) as viewed by therapists

The above subcategories were also endorsed by therapists but 
only in connection to the philosophy of DBT and the implicit 
emphasis it places on these elements in training as a DBT 
therapist.

Respect
‘The method is strongly emphasising that you be respectful 
and take the suffering of the patients seriously.’ (Persius 
et al., 2003)

Understanding
‘More understanding at least, sort of giving the person 
the benefit of the doubt and seeing what is going on 
instead of assuming that you know what’s going on, and 
that it comes from some malicious source.’ (Araminta, 
2000)

Non-judgmental
‘It’s a very kind of non-judgmental way to be self-aware and 
give yourself alternatives for change.’ (Araminta, 2000)

Theme 2: Therapy components: i) as viewed by clients

Duration
The length of sessions and amount of sessions were mentioned 
in four studies. The general feeling was that the sessions were 
not long enough or frequent enough, eg:

‘I was just getting into it and sort of feeling more 
comfortable and then it would be like time’s up.’ (Colbert, 
2002)

In one study the participants were American college students 
who, if they were showing any signs of suicide risk, had to go 
to counselling to be allowed to remain on campus. However, 
seeing a counsellor once every two weeks was not perceived as 
enough and reinforced the opinion that, 

‘It was mostly people taking notes and nodding their heads, 
because frankly they had so many people to deal with.’ 
(Craigen, 2006)

Therapy contract
Many forms of therapy involved contracts with clients at risk 
from suicide, and this was considered in three studies. The use 
of a contract was discussed by both clients and therapists. An 
important distinction was observed by people using DBT and 
other forms of therapy/counselling in that the use of a contract 
was endorsed in DBT. 

One client who had received counselling shared how it would 
have been a ‘joke’ if her counsellor had tried to make her sign a 
contract:

‘It would have made me just disrespect the therapist into 
thinking that this is going to stop me and that they were 
delusional enough to think that this was somehow going to 
be beneficial.’ (Craigen, 2006)

Another stated that if they had signed a contract it would have, 
‘only impacted their guilt later when they did hurt themselves’. 
(Craigen, 2006)

In contrast, those in DBT endorsed the use of a contract:

‘And if I’ve signed a paper it feels like more of a commitment 
not to let myself or the therapist down.’ (Perseius et al., 
2003) 

Theme 2: Therapy components: ii) as viewed by 
therapists

Duration
With regard to length of time in therapy, this was mentioned by 
one study that considered psychoanalysts who treat suicidal 
clients, and the emphasis was placed upon the difficulty of 
treating clients whose impulse to self-harm/attempt suicide was 
viewed as requiring more than one session a week:

‘Yeah, because what was she going to do coming in once 
a week? How could I do anything else but caretake? To 
kind of open it up and start to get into it and then leave 
her? And she doesn’t have access to me until a week later.’ 
(Rubenstein, 2000)

Therapy contract
Counsellors in particular seemed to endorse the view of clients 
concerning the inappropriateness of introducing a no self-harm 
contract: 

‘I don’t think that [suicidal clients] would take on board 
contracting at all – I don’t feel they are in a position to do 
that.’ (Reeves and Mintz, 2001)

In contrast, DBT emphasises the need for a client to be willing 
to commit to therapy and want to change, and the contract 
serves to reiterate this, eg:

‘You can rest on the therapy contract. If you have an 
agreement with the patient you are not burdened in the 
same way.’ (Perseius et al., 2003)

It appears that the use of a contract has a very different 
meaning with regard to the type of therapy used. In counselling, 
where the focus is on guiding the client to come to their own 
insight, the use of a contract interferes with this process, with 
the suggestion that a contract may be too much responsibility 
for them to bear. In DBT, considering the client group that it 
focuses on, the contract may be viewed as an effective way 
of reducing the therapist’s anxiety to allow them to focus on 
teaching the skills to alleviate self-harming behaviour. 

Theme 3: Theoretical framework: i) as viewed by clients

The theoretical underpinnings of therapy were commented 
upon in two studies (Araminta, 2000; Perseius et al., 2003) that 
looked specifically at DBT:

‘It’s not like usual psychotherapy, which I have been going to 
for 12 years and just talked, here you have to work focused 
with your problems, trying to change things.’ (Perseius et al., 
2003)

In another study that did not specifically highlight any particular 
therapy, a client talks about the lack of enthusiasm they had 
when the therapist worked from their theories: 

‘So I went to see this counsellor and she just took me 
through this cognitive whatever … she spent an hour going 
through all this rubbish, and I just wanted to talk and she 
just wanted to go through her theories.’ (Sinclair and Green, 
2005)

In counselling the theoretical framework was criticised by some 
clients, who felt that their counsellors did not understand what 
they were going through with regard to the underlying problems 
of a self-harmer:

‘One counsellor would just always make it [SI] a big issue. 
She would ask how my last week had gone and acted like 
the most important indicator about how my week had gone 
was whether I had cut myself or not.’ (Craigen, 2006)

This study also highlights that where counsellors focus too 
much on one problem they are allowing themselves to be 
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blinded by the fact that clients may become disillusioned and 
that they may even manipulate the counsellor in an attempt to 
discontinue counselling, eg:

‘I kind of figured out that when I told them [the counsellors] 
that I mostly stopped, I didn’t have to go as often … I had 
one counsellor convinced that I was fine... except for I was 
getting worse.’ (Craigen, 2006)

Theme 3: Theoretical framework: ii) as viewed by 
therapists

What is particularly noteworthy about these opinions is the 
distinction that DBT therapists draw between their approach 
and other traditions, eg:

‘In a general way it’s really been useful to provide a 
theoretical framework to understand better how it is that 
people that have real emotional distress, get to where 
they’re at and it also provides a … path for the patient out 
of this quagmire and the therapist as well, theoretically.’ 
(Araminta, 2000)

Some therapists saw DBT as offering a more thorough 
understanding of the client, and as changing the way they 
perceived people diagnosed with borderline personality disorder, 
a factor that could have previously interfered with how they 
treated their clients, eg:

‘I have another view of them, both as individuals and their 
problems, and I don’t think they are especially troublesome 
any more.’ (Cunningham et al., 2004)

Theme 4: Therapy techniques: i) as viewed by clients

This theme refers to the individual aspects of a therapist’s/
counsellor’s practice that impact upon successful therapeutic 
outcomes for clients at risk from suicide.

Group therapy
Group therapy was most often referred to in the studies that 
looked at DBT for clients at risk of suicide and was viewed in 
a positive way as promoting peer relations, support and being 
practical in terms of the difficulties BPD clients face. It was 
referred to in five studies, eg:

‘I liked … listening to what other people had to say because 
… if they said something I’d think oh, I’d feel like that... and 
it was nice to know that other people felt the same way.’ 
(Ross, 2000)

Group therapy also allows for the recognition that for those who 
self-harm it is a constant battle and they are not the only ones 
fighting against it, eg:

‘I felt very lonely in my suffering, but in the group I felt – my 
God, here’s a bunch of people that all struggle like I do just 
to survive another day.’ (Perseius et al., 2003)

The one study that did not consider DBT also found the process 
useful in terms of group therapy being a place where one can 
safely simulate fears, opinions and even delusions about the 
outside world, eg:

‘About three years, two to three years [in group therapy] 
and I’ve suddenly been put in touch with ... the wounded 
side of myself with painful memories and I find that my 
delusions about people I have in the outside world have 
transferred to members of the group so everything’s 
reproduced here so that’s quite helpful really.’ (Sinclair and 
Green, 2005)

Skills training
The practical use of DBT skills appears to have had an immense 
impact on the process of therapy for suicidal clients and was 
praised in four studies that specifically considered DBT, eg:

‘It’s kind of like, um, a tool box, learning DBT. Um, you can 
carry it round with you all day and no one will know because 
it’s a tool box in your brain, and you can just pick out which 
skill you’re gonna use.’ (Ross, 2000)

‘I was in therapy for seven years before I even started in DBT 
and we always talked about my past, but I never knew what 
to do with my feelings. And DBT is very practical, it teaches 
you what to do with your feelings.’ (Cunningham, 2004)

Skills were seen as a practical and applicable way of dealing 
with situations that before would have ultimately caused a client 
to self-harm/attempt suicide, eg:

‘I used to slice on my arms and burn myself and put my fists 
through walls. I don’t do that any more, I just stop and say, 
‘well I don’t think I am in wise mind any more,’ and I can 
get myself into wise mind and use the skills.’ (Cunningham, 
2004)

One of the skills that was referred to in two of the studies was 
mindfulness, which was seen as useful by clients and a practical 
way of thinking clearly, eg:

‘[Mindfulness] is great … in those moments of anxiety or … 
fear, I can distract myself.’ (Araminta, 2000)

Telephone coaching
Another component specific to DBT was phoning a therapist 
when clients felt it necessary. This was commented on in three 
studies and was seen to be effective because clients seemed 
to understand the need for it to be used only when nothing else 
worked (ie skills) and they were in ‘crisis’, eg:

‘Just talking to them helps me a lot. In addition to that, 
we go over the skills that can get me through the night.’ 
(Cunningham, 2004)

‘One of the things that is amazing is that she lets me call her 
at home, which is incredible. No one has ever let me do that 
before. It helped so much.’ (Araminta, 2000)

Silence
This sub-theme was identified in two studies (Craigen, 2006; 
Huband and Tantam, 2004) and highlighted that for some the 
use of silence was not recognised by the therapist as an area of 
discomfort for the client, eg:

‘It always bothered me when they would sit there and at 
some point, I really didn’t have any more to say and I saw 
them as helpers, and so, me talking, only helps so much.’ 
(Craigen, 2006)

Huband and Tantam (2004) highlighted how clients found it hard 
to stay focused when therapists were silent, and that they found 
themselves ‘drifting off’ and ‘losing the plot’.

Advice
Giving advice was discussed in four studies (Araminta, 2000; 
Colbert, 2002; Craigen, 2006; Crockwell and Gale, 1997), eg:

‘He’d give me advice like he’d tell me like the sort of things 
he thought I should do in situations.’

 ‘He said count to 10... Just like breathe in and out.’ 
(Colbert, 2002)

In the counselling studies advice was something that the clients 
sought, eg:

‘[They should tell me[ what I should do when I get suicidal 
tendencies, what I should do when I get flashbacks, how 
I’m supposed to get over the abuse.’ (Crockwell and Gale, 
2006)

One client stated that counsellors should give clients activities 
they can do:
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‘Something that ensures … you won’t be alone because 
that is the biggest problem. When you are alone, you don’t 
care.’ (Craigen, 2006)

Validation
Validation was mentioned in five studies (Araminta, 2000; 
Craigen, 2006; Crockwell and Gale, 1997; Cunningham et al., 
2004; Ross, 2000), and refers to the therapist’s/counsellor’s 
ability to let the client know that it is perfectly acceptable for 
them to feel how they feel and that they understand and are 
there to help them, eg: 

‘She would say, “don’t worry about being upset, just cry 
if you want to. You have every right to cry, you’ve been 
through hell” and just validation of your feelings.’ (Crockwell 
and Gale, 1997)

For these clients, especially adolescents, they often considered 
that they just needed to be told that things would get better for 
them, eg:

‘Something I wish that they would do, that they don’t usually 
do, is tell me that things are going to be okay. And it’s okay 
to know that I need to take control of the situation myself, 
but it does also help to be soothed by somebody else.’ 
(Cunningham et al., 2004)

Theme 4: Therapy techniques: i) as viewed by therapists

Group therapy
With regard to group therapy, only one study dealt with therapist 
opinions, which paralleled clients’ views in emphasising support 
from peers:

‘I think it is actually probably pretty useful for them to have 
a place that’s really billed more as a class. Where, like the 
more they participate, the more they get out of it, but they 
don’t have to reveal all their deepest fears.’ (Araminta, 2000)

Skills training
With regard to skills, therapists saw DBT as an applicable and 
practical approach that allows the therapist to learn as the 
therapy with the client progresses: 

‘I think that the skills, I think they’re very comprehensive and 
I think that they, a few of them work for a particular person... 
you don’t have to do the ones that don’t work for you. This 
is all about finding out what works for you.’ (Araminta, 2000)

Therapist internalised voice
Implicit changes can arise from the therapist acting as an 
‘internal voice’ urging the client not to self-harm, eg:

‘They know I’ll get upset about this, when it really is true that 
they’re hurting themselves, they’ll see that I’m not happy 
about this.... When they get out in the world and they’re 
thinking about wanting to hurt themselves, paired to it now 
is my voice saying “don’t do this. I don’t want you to do 
this.” That often functions to shut it down.’ (Araminta, 2000)

What views are held concerning the effectiveness 
of counselling or psychotherapy for clients at risk of 
suicide?

Theme 1: Decrease in self-destructive behaviour: 
i) as viewed by clients

This sub-theme was addressed in four studies (Araminta, 2000; 
Cunningham, 2004; Persius, 2003; Ross, 2000), all of which 
dealt with DBT. It highlighted how therapy helped clients to find 
more effective ways to cope with situations that they previously 
dealt with by self-harm, eg:

‘It hasn’t been the same experience. I stayed sick and got 
sicker with regular, non-DBT psychiatrist. My self-harming 

was a lot higher... But I can say that since beginning DBT I 
have only been in the hospital once.’ (Araminta, 2000)

‘I used to slice on my arms and burn myself and put my 
fists through walls. I don’t do that any more.’ (Cunningham, 
2004)

Theme 1: Decrease in self-destructive behaviour: 
ii as viewed by therapists

‘I have had several folks who have had chronic SI that was 
almost constant from some time in their teens who actually 
became free of it… these are people who have had previous 
therapy and sometimes previous extensive therapy... their 
interpretation of that is that it is from the DBT programme.’ 
(Perseius, 2003)

‘One person I’m working with... Probably over 30 suicide 
attempts, history of cutting. Since I’ve been working with 
her, she’s only been hospitalised once, no suicide attempts, 
one cutting.’ (Araminta, 2000)

Theme 2: Quality of life: i) as viewed by clients

Dealing with emotions
Linked to this ability to cope more effectively is the 
acknowledgement that clients felt better equipped to deal with 
emotions that previously could have caused them to self-harm 
or to aggravate situations because they did not know how 
to respond in a non-reactive manner. This sub-theme was 
identified in four studies, eg:

‘Counselling allowed me to get a better grip on control, 
when I needed to take control, when I need to let go. That 
has helped me enormously.’ (Craigen, 2006)

‘It’s helped me more than anyone’s helped me before. It’s 
sort of like sorted my head out a bit.’ (Colbert, 2002)

‘I can go on vacation or go on an outing and enjoy it, not be 
angry at the way every single person in the place looked at 
me or … bumped into me.’ (Cunningham, 2004)

While three of the studies considered the effects of DBT, 
counselling was also seen as helping clients to take control.

Improvement in interpersonal life
Many clients felt that their ability to interact with other people 
had greatly improved, in particular people who were receiving 
DBT for personality disorder, eg:

‘How to deal with people I know, that it’s okay to have 
limits... I’ve always tried and put everybody else’s needs 
ahead of my own. Just learning that my needs and wants 
are just as important as other people’s.’(Araminta, 2000)

For clients, the ability to interact effectively with people and deal 
with emotions appropriately had appeared to change their lives 
dramatically, eg:

‘I can deal with things now, I can experience happiness. 
I can experience anger without letting it get overbearing 
and not holding grudges for a long time usually … I can 
enjoy my children now. Now I can just be happy and smile.’ 
(Cunningham, 20004)

Aspiration
This final sub-theme arose from the belief that clients felt more 
confident and hoped to carry on in life armed with the skills 
and guidance that they had received in therapy. They felt more 
confident in their ability to aspire to be different people in terms 
of how they deal with situations and lose the constraints that 
held them back before, eg:

‘I think that I’m learning how to change really, really 
destructive behaviour that I have. And I cannot stress how 
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important that is to me. It has given me a second chance. 
And hope.’ (Araminta, 2000)

‘It’s given me some confidence, some self-esteem. I think it 
has given me some other avenue than hurting myself when 
I feel hopeless. It’s hanging in there, trying to find other 
avenues.’ (Cunningham, 2004)

Theme 3: Others’ perceptions of changes in the client: 
i) as viewed by clients

This theme refers to the changes that other people have noticed 
in clients over the course of therapy:

‘It’s definitely nice when other people say, “oh you’re much 
happier than you used to be and you’re much more like 
outgoing”.’ (Ross, 2000) 

However, in this same study there is an apparent discrepancy 
in others’ perceived views and how clients themselves feel, 
which could in part be due to the inherent difficulties that 
adolescents face in accepting change at such a crucial period 
in their lives:

‘I feel that [DBT] is benefiting me, but I can’t see that, but 
other people can. And it’s quite difficult because I think I’m 
going round in circles.’ (Ross, 2000)

What are the barriers to effective counselling or 
psychotherapy for the prevention of suicide?

Barriers: i) as viewed by clients

There were many studies that inferred from participants’ 
responses potential barriers that may impact on effective 
counselling and psychotherapy. The barriers as interpreted 
by clients were mainly found to be specific to the individuals 
concerned and were generally not commonly endorsed across 
the studies. However, a few themes were apparent across 
studies.

Theme 1: Therapist characteristics

There are no potential sub-themes within this theme due to the 
subjective nature of the individuals’ responses. In one study 
(Craigen, 2006), clients felt that the gender of the therapist could 
be a potential barrier:

‘I think that gender is a dynamic that when you are in 
counselling, isn’t explored a lot. It may be that you feel 
the way that you are partly because of socio-cultural 
constructions of what gender is, and I think that is probably 
something that isn’t explored to the extent that it should be. 
And could be very helpful to a lot of people.’ 

In this study practically all of the women participants expressed 
the view that there were many pressures within college life 
that they did not know how to handle, and that this should 
be recognised within counselling. With regard to gender, this 
seemed particularly apparent, eg:

‘Being a college girl you are supposed to be attractive and 
thin and have a great, you know, romantic or sexual life, in 
addition to all your studies.’ (Craigen, 2006)

Gender was also touched upon in another study when 
discussing aftercare for immediate self-harm. The issues 
concerned may also be relevant to effective counselling and 
psychotherapy, eg:

‘… just two males and that made me feel uncomfortable 
because I would have preferred to have a female around. I 
think you should have the option to have someone stay even 
though they were psychiatrists.’ (Crockwell, 1997) 

The responses of the therapist were in some cases deemed 
inappropriate and are worthy of comment here because they 
were referring to the person’s self-harming behaviour, eg:

‘What did you do this for? You’ve got lots to live for. Oh, 
you’re a beautiful girl, there’s lots to live for.’ (Crockwell, 
1997) 

This stands in stark contrast to the idea of validation, which was 
endorsed by clients.

Theme 2: Therapy components

Language
Another potential barrier identified was the language used by 
therapists, eg

‘I feel like a lot of the times, the language they use is a big 
barrier. What they were saying was just so abstract and so 
empty. Language became a means of asserting power.’ 
(Craigen, 2006)

This view about language is also highlighted in DBT studies. 
The ability to learn the language used in DBT is central to the 
concept of being able to use the skills appropriately in life 
situations, eg:

‘I was ready to quit because I couldn’t get these big words 
and I didn’t know some of the language.’ (Cunningham, 
2004)

There is the inference here that language used in therapy can be 
seen as another hurdle that clients have to face in dealing with 
their emotional problems. The use of technical terms in therapy 
may confuse or even frighten the client and communicate a 
lack of empathy by the therapist. In DBT there is a distinct 
connection between skills language, comprehension of the 
skills, and the use of the skills by the client. The understanding 
of the language should help facilitate this transition.

Balance
Another component of therapy, which is mediated by the 
therapist in conjunction with the type of therapy, is the speed 
at which issues are considered. This was generally praised by 
clients but it was also apparent that it could become a barrier, 
eg:

‘I mean she’s really pushed to force me to consider the 
issues that are, have been preventing me from doing things 
in the past. Which is good. Because I simply won’t do things 
if I’m not pushed in some regards. It’s too painful, I don’t 
want to do it.’ (Araminta, 2000)

Clients indicated that there needs to be a balance, and that 
otherwise therapy becomes ineffective, eg:

‘He pushes and he will get me to the point where I start to 
cry. He is trying to push me to achieve more but I am not 
really ready yet.’ (Cunningham, 2004)

‘She may have wanted me to take the first step to talk about 
it. But people who go to counselling don’t usually take the 
first steps to talk. They need someone to push them, and 
that was one of the problems with this particular counsellor.’ 
(Craigen, 2006)

Theme 3: Secrecy

Several clients remarked on the secrecy that surrounds self-
harm, in that for self-harmers there is often the need to hide 
what they are doing.

‘Most self-harmers don’t actually tell anyone they’re going 
to do it, they just go and do it, and that’s what self-harmers 
do.’ (Crouch, 2004)
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This secrecy is at odds with the opinion, held not only by 
some members of the general public but also some health 
professionals, that those who self-harm do so for attention. 
Some clients in the research studies expressed awareness of 
this opinion, eg:

‘Everybody [psychiatric personnel] thinks that we are 
harming ourselves to get attention, but we are not, we are 
harming ourselves because life hurts so damned much.’ 
(Perseius, 2003) 

One study highlighted the need for therapists to understand not 
only the negative attitudes that self-harmers face but also the 
lack of trust that arises from such attitudes:

‘If someone goes into it’s attention seeking, you know 
it’s manipulative behaviour they are all very negative 
connotations... part of them really wants the support and 
help but they find it really difficult to ask for that or they 
really want to move forward but they just don’t trust people 
because of their experience they will struggle with that with 
you, which may affect whether or not they fully engage in the 
therapy.’ (Colbert, 2002)

Theme 4: Transferring to the real-life situation

This theme, identified in two studies, concerned the difficulties of 
practising DBT in real-life situations and the external factors that 
may influence this, for example age or one’s social environment. 
In one study (Ross, 2000), one participant talked about the 
impact of no longer receiving DBT and how this resulted in a 
lack of motivation to apply the skills, and consequently resorting 
to old coping strategies:

‘It didn’t help me when I wasn’t in [the unit] ... when I was at 
home I didn’t think about it and just didn’t think of doing it 
because there wasn’t an incentive to do it, ‘cos there wasn’t 
like a homework group to go to and things like that.’

Barriers ii) as viewed by therapists

Theme 1: Responsibilities of the profession

In the two counselling studies (Reeves and Mintz, 2001; 
Reeves et al., 2004) there was an agreement on the difficulties 
counsellors faced in treating suicidal clients due to the 
boundaries that are set within their profession that often came 
into conflict with their own personal views, eg:

‘Just by knowing that I need my job and that if I don’t abide 
by them I am likely to be looked at very closely, for using my 
own personal view as opposed to what their wishes are.’ 
(Reeves and Mintz, 2001) 

In this respect personal views ultimately refer to a person’s 
individual right to take their own life. 

The inner conflict that a counsellor may have in this situation 
may infringe upon effective treatment of the client. Unfortunately, 
this does not seem to be an issue that counsellors felt was dealt 
with in supervision, eg: 

‘Some sort of clarification that my practice has been 
correct… support, somebody who can give me guarantees, 
although I know that is impossible.’ (Reeves and Mintz, 
2001) 

Lack of appropriate supervision with regard to treating suicidal 
clients was also endorsed in Colbert (2002) by a psychodynamic 
interpersonal therapist:

‘The planned clinical supervision that we have … doesn’t 
fulfil a need … very much focuses on therapy, the model and 
sticking to that.’

This is in sharp contrast to the views of DBT therapists, who 
considered that the components of DBT allow for intrinsic 
support from the whole team, where the skills involved can be 
accessed and used by therapists themselves, eg:

‘I find out from my team whether I’m seeing things in a way 
that makes sense, and whether letting the patient know 
that they’ve done something that is either annoying, or hurt 
my feelings, or hurt me in some way – whether that will, the 
question for the team is, will this move the patient? And if it 
won’t, then there’s no reason, no good reason, to share it.’ 
(Araminta, 2000)

Theme 2: Training

In one study, counsellors considered that they did not have 
enough training or adequate resources to treat suicidal clients, 
some to the extent that they felt anxious when dealing with a 
suicidal client:

‘I don’t think that we did enough on suicide and I don’t 
think that it prepared me for working with people who are 
suicidal.’ (Reeves and Mintz, 2001)

‘I was desperately anxious, I was imagining – I was thinking 
was she doing it now, really never been affected like that 
before.’ (Reeves and Mintz, 2001)

Theme 3: The nature of suicide and self-harm

Barriers that affect therapists due to the self-destructive 
behaviour of the client were particularly apparent in Rubenstein’s 
(2000) study of the experiences of psychoanalytic therapists 
who had treated clients who later committed suicide. In 
this study, many of the therapists said they had a problem 
maintaining a psychoanalytic stance due to the consequences 
that would have ensued from possibly rupturing the relationship 
by focusing on negative transference and idealisation. These 
therapists expressed anxiety and/or guilt about perceived 
abandonment of their clients, eg: 

‘She began to really fall apart. I spent most of the time either 
getting her medicated, or trying to help her deal with the 
reality that was preventing her by becoming more and more 
of a supportive psychotherapist, not a psychoanalyst.’

‘If I had not been that available I would have felt guilty, 
I think.’

These quotes show how therapists went out of their way 
to accommodate their clients, even altering their usual role 
due to the fear of potential suicide. This suggests that for 
psychoanalysts the threat of suicide interrupts the normal 
process of psychoanalysis so much that the client may actually 
end up protecting the therapist by not sharing the enormity of 
how they are feeling. One therapist discussed how he failed 
completely to address the delusion one of his clients had about 
being spied upon:

‘But I was aware that I was finessing... And I think that there 
became a kind of collusion between us where he protected 
our relationship by not keeping on pressing that issue.’ 

While this study is distinctive in considering the therapy of 
clients who went on to commit suicide, some parallels can be 
drawn with other studies. In Reeves et al. (2004), throughout 
the entire discourse between counsellor and client that was 
presented not once did the counsellor mention the word suicide. 
Several possible reasons are offered for this, one being that the 
counsellor might not be able to ‘tolerate’ the idea of suicide on 
a moral level (cf Reeves and Mintz, 2001). The other reason 
suggested in this study is that the counsellor may not have felt 
that they were competent enough to deal with the expression 
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of suicidal ideas by their client, perhaps because of a perceived 
lack of training and supervision (Reeves and Mintz, 2001).

What are the facilitators for effective counselling or 
psychotherapy for the prevention of suicide?

Facilitators: i) as viewed by clients

Theme 1: Responsibility

A facilitator for effective therapy or counselling that was 
endorsed by clients in several studies was being ready for 
counselling, and taking the responsibility to want to change, eg: 

‘Counselling is only helpful if you actually want to change or 
get help.’ (Craigen, 2006)

‘That’s the greatest thing about DBT. DBT is about me 
solving my problems. It’s about me getting off my ass and 
getting my shit together, not a counsellor doing it for me, 
and that’s why it works. How I progress is up to me... they 
do their damnedest to keep you on the right track, but 
where you go with it is up to you.’ (Cunningham et al., 2004)

‘I don’t believe in forced commitment to psychiatric care, I 
don’t think it leads anywhere, and it was really devastating 
for me.’ (Perseius et al., 2003)

It seems to be apparent that in DBT, specifically, the client has to 
want to change and want to take responsibility for the way they 
shape their therapy and thus what they get out of it. This idea of 
taking responsibility is also closely linked to the client making a 
commitment to the therapy, eg:

‘The real turnaround for me was one day, when I felt that I 
had let my therapist down. Being late for my sessions with 
her. And we talked about that, and her really needing a 
commitment from me. It really dawned on me that I really 
needed this.’ (Araminta, 2000)

Theme 2: Support

One of the most endorsed themes was that support is a major 
facilitator of therapy. In one study (Crockwell, 1997), the three 
women interviewed all highlighted the distinct lack of support in 
their lives, eg:

‘I think the biggest problem and why I’ve gone through 
periods of being suicidal is because I have no ties. Other 
people have friends, relatives etc.’

In general, when support was apparent in therapy it became 
linked to not only quality of life of the client but a renewed sense 
of hope, coupled with a belief that there are others around to 
help them when the client is in difficulty, eg:

‘It’s great (DBT) because if anything ever comes up, I know I 
have a contact. I feel very supported, very safe, very supported 
like I have a lot under me holding me up.’ (Araminta, 2000)

Theme 3: Teaching therapy skills to family members

In Ross (2000), one participant described how teaching her 
mother the skills learnt in DBT acted as a reinforcer for when 
she was not at the unit:

‘My mum’s really got the hang of it, which helps ‘cos now 
if I’m down, my mum knows what to say when I’m home. 
That’ll help me.’

Facilitators: ii) as viewed by therapists

Theme 1: Teaching therapy skills to family members

Therapists highlighted the involvement of family members as a 
facilitator of effective therapy, eg:

‘I think looking at how we can teach families more about 
how to validate, and learn how to do that. Because that’s 
part of the model, the lack of validation in families sets up 
conditions where people that have intense experiences of 
emotion or other things – that sets up conditions to make 
them feel poorly about themselves, [and] not have … a 
sense of self that is functional.’ (Araminta, 2000)

The possible extension of DBT to family members may therefore 
facilitate its effectiveness in reducing self-harm. 

Inference of themes

The process of counselling/psychotherapy 

This thematic analysis has identified many components of 
counselling and psychotherapy that are perceived to be 
necessary in helping clients at risk from suicide. Perhaps one 
of the most salient issues is the importance of the therapeutic 
relationship. Across all of the studies that looked at clients’ 
views (Araminta, 2000; Craigen, 2006; Colbert, 2002; Crockwell 
and Gale, 1995; Crouch and Wright, 2004; Cunningham et al., 
2004; Huband and Tantam, 2004; Perseius et al., 2003; Ross, 
2000; Sinclair and Green, 2005) there was an overwhelming 
consensus that when the therapy was delivered by someone 
who was understanding, empathic and non-judgmental, it was 
seen as an effective vehicle to promote change within the client. 
These specific components are the same conditions that Carl 
Rogers (1957) identified as sufficient for personality change, 
namely:

‘That the therapist is congruent or integrated in the 
relationship, that they experience unconditional positive 
regard for the client, that they experience an empathic 
understanding of the client’s internal frame of reference and 
that they endeavour to communicate this experience to the 
client and that the client actively experiences the therapist’s 
empathy and positive regard.’ (p96)

When this was not the case, clients were quick to pick up on it 
and subsequently experience negative regard in the therapeutic 
relationship.

Validation and acceptability may be especially relevant to people 
who self-harm/attempt suicide as evidence from the studies 
reviewed emphasises that some of these clients have had very 
few validating experiences in their lives.

Another theme that was identified as important in this review, 
regarding process, was the theoretical framework in which the 
therapy was set, in particular in DBT. This was a view that was 
endorsed by both clients and therapists, and suggested that 
the theoretical framework of DBT was particularly well suited 
to addressing the difficulties faced by clients diagnosed with 
borderline personality disorder. 

The other two themes that were identified were therapy 
components and therapy techniques. In terms of therapy 
components, clients generally felt they did not have enough time 
in their sessions and this was also highlighted by therapists. The 
provision of sufficient time to develop a relationship of trust with 
the therapist is perhaps particularly important in suicidal clients. 
Likewise, a self-harm contract was not viewed positively by 
either clients or counsellors as when clients first seek help they 
may not be in a position to make promises to their therapist, 
and may need time to develop the skills needed to reduce their 
self-harm. In contrast, in DBT both clients and therapists felt 
contracts were appropriate as the client was in a position where 
they felt ready to make a commitment to change.

Therapy techniques generally referred to those in DBT, namely 
group therapy, skills training and telephone coaching. Group 
therapy was seen as a place where clients were able to discuss 
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their lives openly, without judgment, and they perceived 
the support from other members as validating of their life 
experiences. In skills training, clients and therapists highlighted 
the practicality and applicability of the skills in teaching clients 
how to deal with life stresses. A negative aspect of therapy 
techniques was when the therapist or counsellor remained 
silent for too long. Some clients also expressed a wish for more 
advice from their therapists. 

Another factor that seemed to be identified as integral to 
effective treatment in the prevention of suicide is practical 
advice. Some counsellors may be reluctant to give advice or 
practical ways of coping instead of self-harming (Nafisi, 2007). 
However, there does seem to be a request, as indicated in this 
synthesis, for counsellors and therapists to be more proactive in 
their guidance, and this may be particularly important in view of 
the risk of suicide in clients. There also needs to be recognition 
that too much focus on the alleviation of self-harming 
behaviours may be viewed negatively when it appears to clients 
that this is all the counsellor/therapist wants to do. There needs 
to be an implicit understanding of what self-harm means to 
the client and why they do it, with due care to help them find 
alternatives, if they are ready to do so. 

The effectiveness of counselling/psychotherapy 

It is evident that this qualitative synthesis particularly identified 
evidence concerning the effectiveness of DBT. Four studies 
looked at DBT and clients’ experiences of it (Araminta, 2000; 
Cunningham et al., 2004; Perseius et al., 2003; Ross, 2000). 
Two of these were dissertations and contributed much of 
the original data that has been presented in this review, in 
particular Araminta (2000). When interpreting the results of 
this meta-synthesis, readers should bear in mind the vast 
details (in the dissertations especially) that were given in 
these DBT studies, which account for several themes found 
in this review. 

Specifically looking at the DBT studies, the effectiveness of 
DBT was demonstrated strongly in reducing urges and acts 
of self-harming behaviour, commented on by both clients and 
therapists. As self-harm is a risk factor for suicide this is one of 
the most direct ways of suicide prevention. The fact that several 
of the clients commented upon DBT as ‘life saving’ emphasises 
the tremendous power this therapy was seen to have to help 
clients gain a sense of control over their lives, where they no 
longer have to self-harm to regulate how they feel. Quality of 
life was also seen to improve following therapy, including being 
able to deal with emotions more effectively and being able to 
deal with people in a more appropriate way where clients’ own 
needs were taken into consideration. Clients had been given 
the aspiration to want to change their lives following therapy, 
and were given a sense of empowerment, ‘a second chance’ 
(Araminta, 2000). 

Barriers associated with effective counselling or 
psychotherapy for the prevention of suicide

As mentioned in the introduction to this review, the responses 
of health services and others to people who self-harm have 
often been reported as negative and there is evidence from 
the literature reviewed here that this is still perceived to be the 
case. 

Some clients who self-injure indicate that they do so because 
it is a useful coping strategy that helps them to feel ‘better’ 
without having to confront the emotions that they are 
experiencing and cannot deal with (Klonsky, 2007). This view is 
further emphasised by the secrecy acknowledged in some of 
the reports by self-harming individuals, and it has been noted 
that clients may not bring significant material to therapy for fear 
of rejection, disapproval and criticism (Nafisi, 2007). 

DBT appears to ensure that such preconceptions of blame are 
dealt with and the therapy is well placed to show acceptance 
of the client as endorsed through group therapy, the practical 
use of skills by both client and therapist, and the use of self-
disclosure from the therapist to the client. Other barriers noted 
by clients included gender issues, which may need to be given 
particular consideration when treating vulnerable young women, 
especially as childhood sexual abuse has been reported to be a 
risk factor for suicide and self-harm (Romans et al., 1995). 

For counsellors and therapists, the barriers identified concerned 
conflict in relation to professional guidelines, and a perceived 
lack of support and training within their profession in relation 
to the treatment of clients with suicidal behaviour. These latter 
views seem solely applicable to counsellors.

Facilitators for effective therapy in the prevention of 
suicide

One underlying theme that became apparent throughout the 
synthesis was that self-harm may be associated with a lack 
of perceived support, and that support is integral to effective 
therapy. Adequate support may be difficult to provide in systems 
that do not have the capacity to meet demands, as Craigen 
(2006) found to be the case in college counselling centres.

A further facilitator of therapy, identified in several studies, 
was the client wanting to be in therapy and to change. It was 
reported, for example, that when clients felt that they were 
forced into therapy, this was ineffective and could be detrimental 
to the person’s mental wellbeing. 

While suicidal behaviour is clearly something that a therapist 
should try to eliminate, to regard suicide very negatively can 
communicate to an individual a sense of isolation and lack of 
understanding and empathy (Barry, 1984). 

Limitations

There are several limitations to this qualitative synthesis, the 
first of which concerns the generalisability of the findings. The 
study that contributed to the majority of the findings concerning 
the effectiveness of counselling was Craigen (2006). The 
participants were recruited from an extremely competitive 
college in America, which consisted of a large majority of middle 
to upper class students. There is every possibility that due to 
their social background the participants were more able to 
articulate their experiences and what they felt they needed from 
therapy. However, the one study of participants of the same 
age but not from a college background, while differing in the 
importance placed on certain aspects of treatment, was similar 
in its emphasis on the characteristics of the therapist.

The majority of participants in studies included in the synthesis 
were women, and only two studies included any men (Crouch, 
2004; Sinclair and Green, 2005). The applicability of the findings 
to men is therefore questionable. However, this is not an easy 
hurdle to overcome when trying to ascertain clients’ opinions 
concerning what they find helpful in therapy. There is evidence 
that men who attempt suicide are more likely to succeed; they 
tend to use more lethal methods and to die on their first attempt 
(Beautrais, 2001).

Another limitation in generalisability is that the majority of the 
studies were conducted with Caucasian participants, with four 
studies not giving any details on ethnicity (Cunningham et al., 
2004; Huband and Tantam, 2004; Perseius et al., 2003; Sinclair 
and Green, 2005). There is evidence that ethnic minority clients 
do not disclose suicidal ideation as readily as their non-ethnic 
minority peers (Morrison and Downey, 2000).

The age groups in this synthesis can be broadly divided into 
adolescents and adults, with no studies contributing data from 
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older people. Studies that have examined the epidemiology of 
suicide in older people have found that they have a higher risk 
of suicide compared with any other age group but that there is 
less readily available treatment for this age group as GPs are 
less willing to treat their suicidal ideation (Uncapher and Arean, 
2000). The fact that older people are also known to admit 
less readily to experiencing suicidal ideation makes suicide 
prevention in this age group difficult (Gunnell and Frankell, 
1994). Further research is needed to hear older people’s views 
as to how they feel suicide can be prevented. 

Another limitation of this synthesis is the non-random and 
naturalistic nature of qualitative research in general, one of the 
effects of which in the studies reviewed here may have been 
bias in the views of participants towards the therapy they 
received. For example, in the DBT studies the participants were 
those who had participated in the programme and had either 
completed it or were in the process of completing it. Further 
research should incorporate individuals who had perhaps 
considered DBT but rejected treatment or had actually dropped 
out of treatment. 

This meta-synthesis acknowledges that while only four out of 
the 13 studies examined DBT, the findings from these studies 
may seem to have dominated the themes found in this review. 
As mentioned, this is due to the fact that two of the DBT studies 
were dissertations and the aims of the DBT studies were 
specifically to evaluate DBT for people with personality disorder 
and self-harming behaviour. 

Summary

The studies synthesised here offer an insight into the opinions 
of therapists and clients with regard to effective treatment for 
the prevention of suicide. The following points are highlighted as 
important:

n The therapeutic relationship is one of the most important 
aspects of treatment for the prevention of suicide. The 
studies suggest that without a trusting relationship, it may be 
more likely that clients will continue to self-harm and be less 
likely to communicate their distress in future. 

n For those who self-harm, there has often been contact 
with psychiatric services for some time. It is important that 
the therapist takes the time to clarify a person’s previous 
experiences with these services in terms of the effect they 
have had on receptiveness to therapy. As many of the 
studies in this synthesis have indicated, when a client is not 
ready for therapy or feels forced into it, it may do more harm 
than good. 

n Therapists need to examine the way in which their 
clients make sense of their internal and external worlds. 
Focusing too much on the behaviour that brings them 
into therapy initially can isolate clients and communicate 
a belief that the therapist is not interested in helping the 
whole person. 

n For therapists there is, perhaps, a lack of training in 
how to help suicidal clients, as was particularly evident 
in counselling studies and was inferred in Rubenstein’s 
(2000) study of psychoanalytic therapy. There are many 
aspects of training that potentially need to be covered, for 
example maintaining a balance between realising when 
a client wants to talk and confronting their behaviour 
about self-harming, which can be a process that takes 
not only time but also knowledge about what self-harm 
means to an individual. In regard to therapist training and 
supervision, it was notable in the DBT studies that an 
aspect of the framework of DBT that therapists valued 
was that support of therapists was an integral component 
of this.
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Section 8: Discussion

Overview of results

This systematic review and meta-analysis have summarised the 
evidence for the effectiveness of psychotherapy and counselling 
in the prevention of suicide through the examination of 63 
quantitative studies and 13 qualitative studies. Evidence from 17 
studies that differed in methodology used to contribute further 
to the understanding of the process of psychotherapy and 
counselling has also been included. 

Quantitative findings 

Strong evidence was found from the meta-analyses of the 
effectiveness of psychotherapy and counselling when compared 
to a form of control. When studies were compared with an 
active form of therapy (n=6), the effect was still found in favour 
of the treatment proposed by the authors of the studies. This 
effect was found in favour of psychotherapy and counselling 
despite significant variability in the population, intervention 
and the outcome measures used. However, the considerable 
heterogeneity present is also a cause for caution in the 
interpretation of results. In the before and after analyses, all the 
treatments studied proved effective as evidenced by the pooled 
effect size.

Process studies

Difficulties in treating the suicidal client were indicated by the 
therapists’ and counsellors’ feelings of ambivalence in the 
process studies. These feelings may override aspects such as 
the therapist’s level of competence, and it may be that only with 
experience will such feelings subside. 

The studies that addressed young people’s views (in the form 
of questionnaires, surveys etc) produced many of the same 
findings as the qualitative synthesis, namely that clients want 
to be listened to, treated with respect and understanding, and 
accepted, and they want the focus of treatment to be on both 
internal and external problems, that is treatment of the whole 
person and not just the symptoms.

Family therapy was not viewed positively due to either the young 
person not being able to handle the family ‘truths’ that may 
be revealed, or the young person not wanting to be involved 
in therapy with their entire family. Findings concerning group 
therapy highlighted the potential problems that may arise due 
to transmission effects, for example in adolescent units where 
there is a competitive ethos (Crouch, 2004). Transmission 
of self-harming behaviours, hopelessness and depression is 
difficult to control but needs to be considered if treatment is to 
occur in a group environment.

Qualitative findings

Therapists who show respect, understanding, validation 
of feelings and a non-judgmental attitude are viewed most 
positively by clients at risk from suicide. The ability to 
demonstrate understanding of when to ‘push’ a client to 
confront painful issues was seen as important, and likewise 
when the therapist remained silent for too long this was reported 
as making the client feel uncomfortable. 

Duration of therapy was often deemed not long enough and the 
use of a self-harm contract was viewed particularly negatively 
in the counselling studies only. There were indications that the 
language the therapist uses can sometimes be seen as an 
indication of power being asserted by the therapist, although 
Davidson et al. (2007) showed that the use of certain language 

can indicate the therapist’s feeling of hopelessness that they 
are unable to help their client. This is an area worthy of further 
research. 

DBT was viewed positively by clients and therapists, and 
received much support for being responsible for a client’s 
increased quality of life and reduction in suicidal behaviours. 
Group therapy, skills training and telephone coaching were all 
highlighted as effective components of DBT, where clients felt 
they were respected and supported.

One of the most prominent aspects identified in this synthesis 
was the nature of suicide and self-harm and the connotations 
associated with this behaviour that can impact on effective 
therapy. Counsellors in particular identify that they would like 
to receive more training and support in working with suicidal 
clients. 

Comparing the meta-analysis with previous studies

The meta-analysis identified six reviews that conducted a meta-
analysis (Binks et al., 2006; Crawford et al., 2007; Hawton et 
al., 1998; Tarrier et al., 2008; Townsend et al., 2001; van der 
Sande et al., 1997). This meta-analysis attempted to aggregate 
all the studies included in previous reviews to test the efficacy 
of counselling/psychotherapy in the prevention of suicide. 
As in Tarrier et al. (2008), CBT studies were found to provide 
the strongest effect with regard to the prevention of suicidal 
behaviour. Hawton et al. (1998) and Townsend et al. (2001) both 
emphasised problem-solving behaviour, with the former review 
finding a trend for support for problem solving in the reduction 
of self-harm. The current findings suggest that problem-solving 
therapy provided a small effect in the prevention of suicide. 
However, in comparison to the examination by Townsend 
et al. (2001) of problem solving in relation to reduction of 
hopelessness, mixed evidence was found for the efficacy of 
problem solving: Biggam et al. (2002) found a large effect, Rudd 
et al. (1996) found no effect, and van der Sande (1997) found 
a small effect. Binks et al. (2006) examined DBT in relation to 
specific outcomes and found that self-harm or parasuicide rates 
may decrease at six to 12 months. Similarly, the current review 
found a medium to large effect of -0.68 in favour of DBT in the 
prevention of suicide. 

It is not possible to compare this meta-analysis with that of 
Crawford et al. (2007) as the latter examined actual suicide rates.

Implications for service provision

Looking at the meta-analyses in this review, it is particularly 
evident that mental health services should include talking 
therapies in their treatment of suicidal individuals. From the 
qualitative and process findings, any approach towards treating 
a suicidal client should emphasise the establishment of the 
therapeutic alliance. This seems to be more important than the 
technical skills and professional qualifications of therapists as 
evidenced in these two categories of studies. The emphasis on 
the therapeutic relationship in these studies reinforces the NICE 
(2004) clinical guideline that ‘People who have self-harmed 
should be treated with the same care, respect and privacy as 
any patient’ (p6).

It appears from the subgroup analyses that certain therapies 
may be more effective than others, for example DBT, CBT 
and problem-solving therapy. However, other studies provided 
evidence of effect, in particular Bateman and Fonagy (1999, 
2001) and Gratz et al. (2006), both of which looked at treating 
clients with BPD using components of DBT (although the 
therapy of Bateman and Fonagy is psychoanalytically oriented). 
Other relatively under-researched therapies for which studies 
have indicated somewhat smaller, but promising, effects include 
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psychodynamic interpersonal therapy (Guthrie et al., 2001) 
and personal construct psychotherapy (Winter et al., 2007). 
Group therapy was not found to be effective from the pooled 
subgroup analyses, although one study (Wood, 2001) did give 
large treatment effects for group therapy. Group therapy should 
not be recommended without consideration of the client having 
individual therapy as well and also acknowledgement of the 
potential transmission effects that may be present, as was 
shown in the process and qualitative studies. 

In terms of problem-solving therapy, a screening process 
may be effective in determining a person’s level of problem-
solving ability as evidence from the process studies (Wingate 
et al., 2005) showed that this therapy is effective for suicide 
prevention but only when the client has poor problem-solving 
ability. It should not be assumed that people who self-harm do 
so because of a lack of cognitive ability to solve problems. The 
process studies also highlighted that services need to maintain 
a way of reducing drop-out rates in treatment, perhaps by 
ensuring that hopelessness is targeted in treatment. This is an 
area worthy of further research.

A further implication of the studies reviewed is that 
psychotherapy services should routinely audit outcomes 
for people who self-harm and attempt suicide, as well as 
satisfaction with treatment and therapist, and perceived 
discrimination or stigma.

Implications for training

From the qualitative studies, it was particularly evident that 
counsellors feel a distinct lack of support and training in how to 
treat suicidal clients. They suffer from feelings of incompetence, 
anxiety, threats of negligence, and ambivalence concerning 
suicide, a finding that was also apparent from the process 
studies. There is clearly a need for training in counselling and 
psychotherapy to incorporate specific input on the treatment 
of suicidal clients. Interestingly, this finding was not endorsed 
by DBT studies, which could be due to that fact that one of 
the specific components of DBT is the support system for 
therapists. 

It is recommended that all psychotherapy and counselling 
institutes should incorporate into their training, issues 
surrounding personal feelings concerning suicide and how these 
may inadvertently come across in therapy. Specific training 
programmes should also be implemented that allow counsellors 
to feel more confident when dealing with a suicidal client and 
help them become aware of the mechanisms of self-harm and 
what they may represent to a client. This recommendation 
is consistent with the NICE (2004) clinical guideline that 
appropriate training should be provided for staff who have 
contact with people who self-harm to equip them to understand 
and care for these people. 

Implications for further research

Both the quantitative and qualitative research considered in 
this review was dominated by studies of therapies broadly 
within the cognitive-behavioural spectrum (ranging from more 
traditional to ‘third wave’ cognitive-behavioural approaches). 
While these studies have, in general, provided evidence for the 
effectiveness of such approaches with clients at risk of suicide, 
it should also be noted that there is promising initial evidence 
for the effectiveness of other approaches, including those 
informed by a psychodynamic perspective (eg Bateman and 
Fonagy, 1999, 2001; Chiesa et al., 2004; Guthrie et al., 2001) 
and personal construct psychotherapy (Winter et al., 2007). 
Further investigation of these under-researched approaches, 
and of factors that may predict clients’ responses to particular 
approaches, should be a research priority. This should also be 

the case for approaches such as family therapy, for which there 
is a dearth of quantitative research in relation to this client group 
but for which qualitative research has indicated issues that may 
merit further investigation.

The studies in this review were extremely heterogeneous in 
terms of whether participants had a history of self-harm or 
repeated suicide attempts. If a person has repeatedly attempted 
to self-harm there is evidence that they are more difficult to 
treat (Safinofsky, 2000). This meta-analysis did not investigate 
whether previous episodes of suicidal behaviour had an effect 
on treatment outcome, and there is clearly a need to investigate 
specifically treatment of individuals at high risk for suicide. It 
was also not investigated whether psychiatric morbidity affects 
outcome. These analyses were not conducted because this 
information was not extracted from the studies in the initial 
stages of the review. There is some evidence that in studies 
treating borderline personality disorders where patients exhibited 
a history of self-mutilation, addictive problems and severe levels 
of psychiatric disturbance, there was a large treatment effect 
found in favour of therapy over treatment as usual (Bateman, 
1999; Verheul, 2003), and these effects were maintained at 
follow-up for both studies. 

Another factor that was not investigated in the meta-analyses 
was attrition rates. Whether loss to follow-up was addressed 
when assessing quality criteria was looked at, and over a third 
(n=23) did not investigate this factor or omitted to comment 
upon it. Drop-out from treatment and drop-out from research 
have very different implications. Future research might usefully 
focus on what specific components of therapy are necessary 
to prevent drop-outs and also on the pooled effect sizes in 
subgroups of studies where drop-out was small or large. 

One of the difficulties in creating services for the prevention 
of suicide is the definition of what constitutes a suicide 
attempt. Throughout this review, outcome measures that 
were most proximal to suicide behaviour were included, but it 
was not ascertained from the studies whether there was any 
consideration of whether clients saw themselves as suicidal. 
Parasuicide can refer to behaviour with intent to die and 
behaviour without intent to die, but without an operational 
definition of intent, research findings are potentially confounded 
and the results can be difficult to interpret and apply (Linehan, 
1997). The studies included in this review had participants that 
were diagnosed with many different psychiatric disorders, which 
can act as confounders. As Liberman and Eckman (1981, 
p1126) point out, ‘many patients are not, in fact, attempting to 
kill themselves. The suicide attempt is an event that occurs in 
conjunction with a variety of psychiatric disorders and situational 
stressors that complicate treatment planning.’ Services 
therefore need to ascertain suicidal intent before referring clients 
to specific treatment, a point that is reiterated in the NICE 
guidelines. 

It has to be acknowledged that the measures of suicidal 
behaviour included in this review are only proximal and there is 
no evidence that concerns the reduction of actual suicide rates. 
Even when studies are based on suicide outcome they lack 
statistical power to show any meaningful result (Crawford et al., 
2007). The risk for repeated suicide attempts and suicides is 
known to remain elevated years after an index attempt (Jenkins 
et al., 2002). Therefore, future research needs to have longer 
follow-up and include measures that are most pertinent to the 
prevention of suicide.

Treatment cost was not investigated in this systematic 
review, and this is an area worthy of attention considering 
the considerable burden in healthcare costs that the suicide 
attempter incurs (Kapur et al., 2003). However, it is of interest 
that studies that gave less than six hours of therapy all produced 
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an effect of differing strengths in favour of psychotherapy/
counselling over treatment as usual for the prevention of suicide. 

Conclusion

The quantitative studies reviewed provide evidence of the 
effectiveness of psychological interventions for clients at risk of 
suicide. Most studies concern variants of cognitive-behavioural 
therapy, although there are some promising findings concerning 
other forms of therapy. The heterogeneity of the studies requires 
caution in interpreting the results. The effectiveness of therapy 
was also indicated by qualitative studies, which particularly 
concerned dialectical behaviour therapy.

Qualitative and quantitative studies of the therapeutic process 
indicate a clear consensus concerning the importance of the 

therapeutic relationship, and in particular therapist qualities. 
Therapists and counsellors highlighted lack of adequate training 
and support in working with suicidal clients as a barrier to 
successful therapy.

The principal recommendations of the review are that:

n People at risk of suicide should have access to 
psychological interventions, including those within the 
cognitive-behavioural spectrum.

n Therapies for which there have been promising findings, but 
which are under-researched, should be a research priority.

n Psychotherapists, counsellors and other staff working with 
clients at risk of suicide should be provided with specific 
training and support systems in relation to this work. 
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Appendices

Appendix A: Search strategies for 
databases

Cochrane

Search name: Cochrane prevention suicide
Comments: 07/02/08
Save date: 2008-02-07 09:29:30

ID Search

#1 (self harm):ti,ab,kw

#2 (self-harm):ti,ab,kw

#3 (deliberate self harm):ti,ab,kw

#4 (self-injurious behaviour):ti,ab,kw

#5 (self mutilation):ti,ab,kw

#6 (self destructive behaviour):ti,ab,kw

#7 (suicid*):ti,ab,kw

#8 (attempted suicide):ti,ab,kw

#9 (parasuicide):ti,ab,kw

#10 (suicid* ideation):ti,ab,kw

#11 (#1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8 OR 
#9 OR #10)

#12 MeSH descriptor Psychotherapy explode all trees

#13 (counsel*):ti,ab,kw

#14 (psychodynamic therapy):ti,ab,kw

#15 (dialectical behavioural therapy):ti,ab,kw

#16 (#12 OR #13 OR #14 OR #15)

#17 (#16 AND #11)

CINAHL

Database: CINAHL – Cumulative Index to Nursing & Allied 
Health Literature <1982 to February Week 3 2008>

Search strategy:

1. exp SUICIDE/ (6397)

2. parasuicid$2.mp. [mp<title, subject heading word, 
abstract, instrumentation] (72)

3. self harm.mp. or Injuries, Self-Inflicted/ (981)

4. deliberat* self harm.mp. [mp<title, subject heading word, 
abstract, instrumentation] (150)

5. (self adj2 poisoning).mp. [mp<title, subject heading word, 
abstract, instrumentation] (100)

6. self mutilation.mp. (83)

7. 1 or 2 or 3 or 4 or 5 or 6 (7232)

8. exp PSYCHOTHERAPY/ (43933)

9. PSYCHOANALYSIS/ (257)

10. cognitive behavio?r therapy.mp. (774)

11. dialectical behavio?r therapy.mp. (58)

12. exp COUNSELING/ (8136)

13. group counsel*.mp. (301)

14. problem solving therapy.mp. (259)

15. 8 or 9 or 10 or 11 or 12 or 13 or 14 (50761)

16. 7 and 15 (721)

17. from 16 keep 1-721 (721)

PsycINFO

Database: PsycINFO <1806 to February Week 2 2008>

Search strategy:

1. exp SUICIDE/ (15081)

2. parasuicid*.mp. [mp<title, abstract, heading word, table 
of contents, key concepts] (665)

3. self-poisoning.mp. (351)

4. self-harm.mp. (1469)

5. deliberat* self harm.mp. [mp<title, abstract, heading 
word, table of contents, key concepts] (558)

6. auto aggression.mp. [mp<title, abstract, heading word, 
table of contents, key concepts] (11)

7. exp Self Destructive Behavior/ (22594)

8. 1 or 2 or 3 or 4 or 5 or 6 or 7 (23160)

9. exp PSYCHOTHERAPY/ (140281)

10. exp COUNSELING/ (56065)

11. dialectical behavio?r therapy.mp. (435)

12. exp Psychotherapeutic Processes/ (37256)

13. 9 or 10 or 11 or 12 (187380)

14. 8 and 13 (1672)

15. from 14 keep 1-1672 (1672)

Embase

Database: EMBASE <1980 to 2008 Week 07>

Search strategy:

1. exp Suicidal Behavior/ (27752)

2. parasuicid$2.mp. [mp<title, abstract, subject headings, 
heading word, drug trade name, original title, device 
manufacturer, drug manufacturer name] (468)

3. exp Automutilation/ or self harm.mp. (4826)

4. (deliberate adj self adj harm).mp. [mp<title, abstract, 
subject headings, heading word, drug trade name, 
original title, device manufacturer, drug manufacturer 
name] (460)

5. (self adj2 injuries).mp. [mp<title, abstract, subject 
headings, heading word, drug trade name, original title, 
device manufacturer, drug manufacturer name] (249)

6. 1 or 2 or 3 or 4 or 5 (31290)

7. exp PSYCHOTHERAPY/ (73128)

8. exp PSYCHOANALYSIS/ (15216)
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PUBMED

#6 Search “Self-Injurious Behavior”[Mesh] OR “Self 
Mutilation”[Mesh] OR (“Suicide”[Mesh] OR “Suicide, 
Attempted”[Mesh]) 10:17:30 39853 

#9 Search self-harm 10:19:22 1156 

#10 Search suicid* ideation 10:19:36 2510 

#11 Search self inflicted wounds 10:19:49 757 

#12 Search auto aggression 10:19:59 99 

#18 Search (“Psychotherapy”[Mesh] OR “Psychotherapy, 
Rational-Emotive”[Mesh] OR “Psychotherapy, Brief”[Mesh] 
OR “Imagery (Psychotherapy)”[Mesh] OR “Psychotherapy, 
Multiple”[Mesh] OR “Psychotherapy, Group”[Mesh] 
OR “Cognitive Therapy”[Mesh] OR “Electroconvulsive 
Therapy”[Mesh]) OR (“Counseling”[Mesh] OR “Directive 
Counseling”[Mesh]) 10:23:08 144575 

#21 Search problem solving therapy 10:24:21 5231 

#22 Search dialectical behavior therapy 10:24:33 139 

#24 Search group counseling 10:25:37 9522 

#25 Search (((#6) OR (#9)) OR (#10)) OR (#11) 10:26:50 
41111 

#26 Search (((#18) OR (#21)) OR (#22)) OR (#24) 10:27:20 
153803 

#27 Search (#25) AND (#26) 10:30:30 3490 

For Index to Theses (searched February Week 2, 2008) search 
terms self-harm and attempted suicide were used. A total of 79 
papers were identified and three were used in the review that 
were not identified in the other database searches listed above.
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Appendix B: Excluded, omitted and inaccessible studies

Table 1: Studies excluded for not meeting inclusion criteria after retrieval of full paper

Study Reason for exclusion

Althaus (2003) The study report is not related to an intervention that has a counselling or psychotherapy component to it.

Atha C (1992) The study does not report on clients, of whatever age regardless of psychiatric diagnosis, who are engaging in suicidal 
behaviour or at risk of suicide.

Aviram (2004) The ‘evidence’ is not a report or an evaluation with data or outcomes (of any kind).

Barash (1986) The study does not have an outcome measure of frequency of repetition of self-harm or suicidal behaviour, which in 
many cases is synonymous with self-harm, symptom measures, measures of suicidal ideation and hopelessness, and 
measures relevant to the focus of the approaches to psychotherapy and counselling studied.

Bergman (1975) The study does not report on clients, of whatever age regardless of psychiatric diagnosis, who are engaging in suicidal 
behaviour or at risk of suicide.

Bergmans (2002) The ‘evidence’ is not a report or an evaluation with data or outcomes (of any kind).

Billings (1974) The study does not have an outcome measure of frequency of repetition of self-harm or suicidal behaviour, which in 
many cases is synonymous with self-harm, symptom measures, measures of suicidal ideation and hopelessness, and 
measures relevant to the focus of the approaches to psychotherapy and counselling studied

Bruce (2004) The study report is not related to an intervention that has a counselling or psychotherapy component to it.

Fleischhaker (2005) The ‘evidence’ is not a report or an evaluation with data or outcomes (of any kind).

Franke (2007) The ‘evidence’ is not a report or an evaluation with data or outcomes (of any kind).

Goldston (2001) The study report is not related to an intervention that has a counselling or psychotherapy component to it.

Kaminer (1987) The study does not report on clients, of whatever age regardless of psychiatric diagnosis, who are engaging in suicidal 
behaviour or at risk of suicide.

Kern (1997) The study does not report on clients, of whatever age regardless of psychiatric diagnosis, who are engaging in suicidal 
behaviour or at risk of suicide.

Korner (2007) The study report is not related to an intervention that has a counselling or psychotherapy component to it

Kurz (1982) The study report is not related to an intervention that has a counselling or psychotherapy component to it.

Lohner (2006) The study evaluates a multi-modal treatment including pharmacological treatment.

Maultsby (1975) The ‘evidence’ is not a report or an evaluation with data or outcomes (of any kind).

Miller (1997) The study does not have an outcome measure of frequency of repetition of self-harm or suicidal behaviour, which in 
many cases is synonymous with self-harm, symptom measures, measures of suicidal ideation and hopelessness, and 
measures relevant to the focus of the approaches to psychotherapy and counselling studied.

Milnes (2002) The study does not have an outcome measure of frequency of repetition of self-harm or suicidal behaviour, which in 
many cases is synonymous with self-harm, symptom measures, measures of suicidal ideation and hopelessness, and 
measures relevant to the focus of the approaches to psychotherapy and counselling studied.

Nidiffer (1980) The study does not have an outcome measure of frequency of repetition of self-harm or suicidal behaviour, which in 
many cases is synonymous with self-harm, symptom measures, measures of suicidal ideation and hopelessness, and 
measures relevant to the focus of the approaches to psychotherapy and counselling studied. 

Rangaraj (2007) The study does not have an outcome measure of frequency of repetition of self-harm or suicidal behaviour, which in 
many cases is synonymous with self-harm, symptom measures, measures of suicidal ideation and hopelessness, and 
measures relevant to the focus of the approaches to psychotherapy and counselling studied

Rhee (2005) The inclusion criteria for this study was participants at no or low risk of suicide.

Roberts-Dobie (2007) The ‘evidence’ is not a report or an evaluation with data or outcomes (of any kind).

Rucci (2002) The study evaluates a multi-modal treatment including pharmacological treatment.

Schwarzenbach (1993) The study report is not related to an intervention that has a counselling or psychotherapy component to it.

Shapiro (1991) The ‘evidence’ is not a report or an evaluation with data or outcomes (of any kind).

Shearin (1994) The study reports the results of several other studies.

Turkington (2002) The study does not report on clients, of whatever age regardless of psychiatric diagnosis, who are engaging in suicidal 
behaviour or at risk of suicide.

Walsh (2001) The study report is not related to an intervention that has a counselling or psychotherapy component to it.
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Walters (1983) The ‘evidence’ is not a report or an evaluation with data or outcomes (of any kind).

Wassenaar (1987) The study does not have an outcome measure of frequency of repetition of self-harm or suicidal behaviour, which in 
many cases is synonymous with self-harm, symptom measures, measures of suicidal ideation and hopelessness, and 
measures relevant to the focus of the approaches to psychotherapy and counselling studied.

Studies omitted due to difficulty in finding a 
translator

Christensen NB, Toft J, Petersen B et al. Psychotherapeutic 
day treatment of patients with severe personality disorders – 
results from the first 2 years. Original title: Psykoterapeutisk 
dagbehandling af svaert personlighedsforstyrrede patiente. 
Ugeskrift for Laeger. 2007; 169(1): 55–58. (Danish)

Dubois L, Walter M, Bleton L et al. Comparative and prospective 
study of a specific therapeutic protocol for young suicidal 
subjects: initial analysis of the psychiatric diagnosis, the 
therapeutic observance and the repetition rate at one year. 
Annales Medico-Psychologiques. 1999; 157(8): 557–561. 
(French)

Elsass P, Mathiasen EM, Dittman H et al. Context-sensitive 
psychotherapy. Nordisk Psykologi. 2000; 52(1): 19–36. (Danish)

Wulliemier F, Bovet J, Meylan D. The future of suicidal patients 
admitted to a general hospital. Comparative study of 2 methods 
of prevention recurrence and of suicides. Soz Praventivmed. 
1979; 24(1): 73–88. (French)

Studies that are inaccessible due to scope of 
British Library

Bierdrager CN. The experience of providing psychotherapy to 
the self-mutilating patient: a phenomenological investigation. 
Dissertation Abstracts International: Section B: The Sciences 
and Engineering. 1997; 57(11-B): 7220. The reasons given for 

lack of retrieval is that the loan status of the item has changed 
to reference or short loan or the item is missing.

Billings J. The efficacy of group treatment with depressed and 
suicidal individuals in comparison with other treatment settings 
as regards the prevention of suicide. Dissertation Abstracts 
International. 1976; 36(12-B, Pt 1): 6369. This item has been 
lost from British Library stock and no alternative sources 
identified. 

Gaynor EA. An exploratory evaluation of the treatment for 
women with borderline personality disorder using a short-term, 
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Appendix C: Extended details of data extracted for reviewing previous 
systematic reviews

Table 1: Extended details of data extracted for reviewing previous systematic reviews

Study Gunnell and Frankel (1994)

Search strategy Medline and Trial under search heading suicide prevention AND control AND published since 1975. British Library’s 
BLAISE-line database. Hand searches of main psychiatric journals and references lists scanned. 

Study selection assessment Studies were included if they were targeting suicide prevention with data on suicide rates. No restriction on 
type of study.
No details on inclusion or exclusion criteria. 
There are no individual data given for study details in terms of participants but some details on intervention. 
It is not stated how many reviewers selected the publications. 

Data extraction No information is given on data extraction

Study quality There were only two RCTs and the authors state that the methodology used to assess these interventions 
contained potential biases. The other studies are ecological or make geographical comparisons.

Data synthesis A narrative review was given on the individual studies. 
No attempts were made to draw comparisons due to the diverse nature of interventions. Sources of bias were not 
addressed although it was mentioned that over 40,000 participants would be needed to find a significant effect of a 
psychological intervention on suicide rates. 

Conclusions The catalytic convertor will lead to reduced lethality of car exhausts and reductions in suicides using this method. 
GP education programmes, the effectiveness of lithium and maintenance antidepressants, and limits on the quantity 
of medicines available over the counter or on prescription should all be evaluated. However the evidence from 
which this is obtained is from ‘opinions of respected authorities based on clinical experience, descriptive studies, 
and reports of expert committees’.
It is difficult to ascertain the study selection process considering they seemed to have omitted several randomised 
controlled trials on the reduction of suicidal behaviour. If suicide rates were all they based their findings on then the 
results are limited due to the large numbers needed and the considerable heterogeneity between studies that have 
no control group, poor methodology and no scientific rigor.

Allegiance effects Department of Social Medicine (Gunnell), University of Bristol.
No affiliation was mentioned or source of funding. 

Study van der Sande, Buskens et al. (1997)

Search strategy Medline, Psyclit, Reference search- no grey lit or language. Search terms were given and searches were conducted 
from 1966 to present.

Study selection assessment Included in the study were prospective randomised trials of psychosocial/psychotherapeutic treatment for suicide 
attempters and prospective randomised trials of interventions for suicide attempters aimed at improving 
compliance with aftercare. Only studies using repeated suicide attempts as the main outcome were included. 
There is no mention of how many reviewers did the initial selection of publications although from the final 31 papers 
these were examined by two of the authors separately.

Data extraction Information on the outcome of treatment, type of intervention, study population and study methodology was 
retrieved. With regards to outcome, the actual numbers of patients who made repeated suicide attempts and the 
numbers in each treatment condition were retrieved. It is not stated how many did the data extraction or how any 
disagreement about the inclusion of a paper was resolved. 

Study quality Study quality did not seem to be assessed formally although attempts were made at discussing methodological 
flaws with regards to number of sessions in treatment – factors that may have influenced outcome and should have 
been accounted for. 

Data synthesis Meta analysis was conducted according to intervention type. Heterogeneity is assessed using chi-square. Statistical 
models were stated and sensitivity analyses were conducted on one intervention type- produced no significant 
result. Publication bias was addressed but no funnel plot. Ascertainment method was reported and all raw data to 
allow replicability. 

Conclusions Combined results of CBT appear to establish a significant reduction in repeated suicide attempts. However 
publication bias likely to have been present, only one trial of CBT was analysed on an intention to treat therefore 
the RR overall may well be an over-optimistic estimate of effect. Little evidence to suggest whether results can be 
extrapolated to other (sub) groups of patients. 
The quality of the review merited some elimination of bias. However by not addressing methodological flaws of the 
studies difficult to accept conclusions. 

Allegiance effects None mentioned.

Study Linehan (1997)
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Search strategy Psychological Abstracts, Medline, Archives of the Suicide Information and Education Centre. No additional data 
reported on dates searched, terms used or any restrictions put in place. 

Study selection assessment The treatment under investigation had to target suicidal behaviour directly and apply a treatment designed 
specifically to reduce suicide. Studies without random assignment to condition, or a close approximation to 
randomisation, are not included. The treatment study had to select subjects because they were suicidal and report 
outcomes on suicide ideation, parasuicidal acts, including suicide attempts and/or suicide. There was only 
the primary reviewer. 

Data extraction There is no mention on how data was extracted or whether a second reviewer was involved to resolve 
disagreements. 

Study quality It is said that the quality of the studies and focus of the treatments were extremely variable, and no attempt is made 
to provide further insight. There is no formal quality appraisal instrument used which is unusual as all the studies are 
randomised controlled trials so allocation concealment could have been looked at.

Data synthesis The studies were not combined for meta-analysis. Heterogeneity was discussed with regards to definition of suicide 
attempt – where in many cases none was given, and whether outcomes were measured blind. The results were 
calculated by the authors of the studies and were included when the value is ≥ 1.57, which is p<.05. No statistical 
analysis by the author is inferred. 
Publication bias was not addressed. Results were examined with relevance to high suicide risk groups.

Conclusions The author states that the most important conclusion to be drawn is that treatment studies have not shown how 
to reduce the incidence of death by suicide among individuals going for help with suicidal behaviour or disorders 
associated with suicidal behaviour. The focus on high-risk suicidal individuals is warranted due to lack of treatment 
for these individuals to date. The author states how Linehan, Salkovskis and van Heeringen outpatient behavioural 
interventions are well designed and have promising results. These three studies included high suicide risk, which 
merits further replication. However without explicit mention of design we cannot be sure that the studies are free 
from bias and systematic error especially as one of the trials was conducted by the primary author of this review. 

Allegiance effects The author M Linehan is the forefront expert on DBT for BPD, a behavioural intervention that specifically targets 
parasuicidal acts. 

Study Hawton, Townsend et al. (1999)

Search strategy Medline, Psyclit, Embase, CCTR- from 1966 to present and search terms used were included. Hand searching 
used, reference lists were checked and personal communication occurred. No mention of language restriction. 

Study selection assessment Randomised controlled trials that have examined the effectiveness of treatments of patients who have deliberately 
harmed themselves. The outcome measure used to assess the efficacy of treatment interventions was the rate of 
repeated suicidal behaviour. They did not include trials in which the participants were suicide ideators (without 
self-harm).
One reviewer screened the abstract of all publications from original search strategy.

Data extraction Data extraction was carried out independently by two reviewers. 
Disagreement was resolved through consensus discussions with a third reviewer. 
Data was sought out on allocation concealment and where repetition of self-harm data was missing.

Study quality Quality of papers was rated by two independent reviewers blind to authorship, according to the quality of 
concealment of allocation. Where concealment not agreed a third reviewer intervened. 

Data synthesis Data was grouped according to type of intervention or where not possible they were reported singly. 
Data was analysed with Peto Odds ratio, heterogeneity was examined with chi-square. Sensitivity analyses were 
conducted by the exclusion of poor allocation concealment trials. Raw data was given in meta analysis and 
ascertainment records were given. Repetition of self-harm was not consistently measured across the studies, an 
idea that Linehan (1997) raised in her review about the lack of a consensus on what constitutes a suicide attempt 
versus an act of self-harm without suicide ideation. 
Publication bias was not addressed in a funnel plot although small sample size was acknowledged as inherent in 
trials and likely to cause publication bias. 

Conclusions Insufficient evidence remains on which to make firm recommendations about the most effective forms of treatment 
for patients who have engaged in DSH. No evidence of prior power analyses conducted in the trials. Quality of 
studies lends support to conclusions. Where recommendations have been made these are to be interpreted with 
caution due to small sample size, lack of replication which author states.
There is no attempt to analyse results in light of effects on suicide rates, despite the strong association between 
DSH and eventual suicide. 
This study was conducted in accordance with the guidelines by the Cochrane Collaboration.

Allegiance effects In the first instance Keith Hawton, consultant psychiatrist. Source of support: NHS Executive Anglia and Oxford 
Research and Development Program UK. No potential causes of conflict were mentioned. 

Study Townsend, Hawton et al. (2001)

Search strategy Medline, Psyclit, Embase, CCTR- dates given and search term used. Hand searching used, reference lists were 
checked and personal communication occurred. No mention of language restriction.

Study selection assessment Problem-solving randomised controlled trials from the Hawton review were examined with regards to depression, 
hopelessness and improvement in problems. PICO details are obviously the same as Hawton et al. (1999). One 
reviewer screened the abstracts of all publications from the original search strategy.
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Data extraction Data extraction was carried out independently by two reviewers. 
Disagreement was resolved through consensus discussions with a third reviewer. 

Study quality Concealment of the allocation sequence was quality assessment. 
Two reviewers independently applied the inclusion criteria to the potential studies and they applied quality criteria 
while blind to the study authors. Any disagreements were resolved by consensus with the help of a third party.
The number of studies (six) in the systematic review limits generalisability of results. 

Data synthesis The studies were combined in meta-analysis based on fixed effects but also some findings on random effects 
analysis. They were grouped according to outcome measure – hopelessness, depression or improvement in 
problems. 
Heterogeneity was measured using chi-square. 
Publication bias not assessed and sensitivity analyses not conducted. 
Outcome measures were based on patient self-reports or assessment ratings made by blind assessors – lends 
credibility. 

Conclusions Conclude that problem-solving therapy appears effective for depression, hopelessness and problems among 
deliberate self-harm patients. This conclusion reflects the strength of the evidence presented in the small number of 
studies and participants and the measures taken in the review to prevent bias. 

Allegiance effects In the first instance Keith Hawton, consultant psychiatrist. Source of support: NHS Executive Anglia and Oxford 
Research and Development Program UK. No potential causes of conflict were mentioned. 

Study Guo and Harstall (2002)

Search strategy PubMed, EMBASE, HealthSTAR, CINAHL, PsycINFO, Eric, Sociological Abstracts, EBM Reviews, Best Evidence, 
Web of Science (includes Science Citation Index, Social Sciences Citation Index and Arts and Humanities Citation 
Index), Cochrane Library. Search terms were included and dates searched from 1991–2001. Studies in English, 
German and Chinese were included. No searches of grey literature were included.

Study selection assessment Clear inclusion and exclusion criteria for study mentioned with regards to PICO. Primary controlled quantitative 
studies that evaluated efficacy/effectiveness of suicide prevention programme for children and youth. This search 
was restricted (where possible) to studies of children and adolescents under the age of 18, and to systematic 
reviews, overviews or reviews in this area. Outcomes of interest were that the study had to report on suicide-related 
outcomes such as change in the awareness of suicide-related knowledge, suicide protective factors (personal 
control, coping skill etc), suicide-risk factors (depression, hopelessness, stress etc), or reduction in suicidal ideation 
and attempt rates or, if there is any, suicide rates.

Data extraction Specific details are given on what data was extracted from each study through the use of a data extraction form. 
Details included are extensive in terms of type of participants, intervention, intervention length, level of follow-up, 
compliance etc. It is not mentioned how many reviewers did the extraction or how any disagreements were solved. 

Study quality All of the primary studies on suicide prevention programmes for children and youth were critically analysed using a 
quality measurement tool described by Ploeg et al. (1999). This included selection bias (representativeness of the 
sample and percentage of selected individuals who agree to participate); study design; control for confounders; 
blinding (of outcome assessors and study participants); validity and reliability of data collection methods; and 
withdrawals and drop-outs. This was presented in tabular form and discussed in the review. Two reviewers 
completed an independent critical appraisal of the quality of the primary studies. Disagreement was resolved by 
consultation. All appropriate criteria to capture quality of the studies. 

Data synthesis A narrative analysis is given of every study where they present their outcome data results. Due to the heterogeneity 
of the studies it was not possible to perform any sort of meta-analysis (ie different target interventions, outcome 
measures, interventions). Bias was examined in the studies, for example a common limitation of all of the studies 
was their dependence on student self-report for the assessment of programme impact, thus they have addressed 
validity. 

Conclusions The suicide prevention programs varied considerably in content, frequency, duration, and delivery. Thus it is difficult 
to draw general conclusions across studies. There was a lack of testing for validity and reliability of the outcome 
measurement tools employed in the primary studies. The majority of the studies were done in USA, which limits 
generalisablity. Most often the significant finding of change due to the prevention programmes were within the 
groups (pre/post changes) rather than significant differences between the control and experimental groups. Thus, 
the overall findings of this review suggest that there is insufficient evidence to support or not support curriculum-
based suicide prevention programmes in schools.

Allegiance effects Alberta Heritage Foundation for Medical Research Health Technology Assessment

Study Macgowan (2004)

Search strategy Campbell Collaboration’s Social, Psychological, Educational and Criminological Trials Register, the abstracts 
of Cochrane Reviews, Psychinfo, PubMed and Social Work Abstracts. Search terms included, review articles 
scanned. All available dates included up to 2002. No language restriction mentioned, or grey lit or contacting 
experts. 

Study selection assessment Studies must have included samples consisting exclusively of adolescents (10–17) and studies must have included 
outcomes directly related to suicidality, such as suicide ideation or suicide attempts. Studies had to have 
at least two good between-group design experiments demonstrating efficacy by being superior (statistically 
significantly so) to placebo or another treatment or equivalent to an already established treatment in experiments. 
There is no visual representation of the study design and characteristics in a tabular form. It is not stated how many 
reviewers selected the papers. 
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Data extraction It is not stated how data was extracted and it is inferred that it is the main author who extracted the data. There is 
no mention of missing data or attempts to obtain it; however, this is a narrative review so no raw data is given. 

Study quality The study quality was assessed by American Psychological Association’s Division 12 Task Force (Chambless et al., 
1996, 1998) that defines well-established and probably efficacious treatments – ie must specify characteristics of 
the client samples, statistical significant results of a treatment versus TAU, intent to treat analyses etc. Researchers 
blind to treatment condition was assessed.
No mention of how many reviewers there were. 

Data synthesis This was a narrative review and informed of the potential biases in each of the individual studies described with 
regards to methodological weaknesses and intervention weaknesses. The review did not report any raw data so it 
is difficult to see when they write near significance how far off it was. Blinding was examined in the studies to see 
whether outcomes measures free from bias. 

Conclusions The review states that most of the studies were successful in reducing suicidality, if this is read in context of the 
limitations that the authors clearly point out to the readers then the conclusions hold some promise – that is despite 
the limitations.
The review would have benefited from including the raw data to gain an idea of the impact of reducing suicidality. 
However, the checklist for what makes a good scientific study was firmly imprinted in this review. 

Allegiance effects Mark J Macgowan – School of Social Work, Florida International University. No conflicts of interest declared. 

Study Mann, Apter et al. (2005)

Search strategy Medline, the Cochrane Library, Psychinfo between 1966–2005. Search terms were given. No language restrictions 
reported, grey lit, hand searching or contacting of experts. 

Study selection assessment Studies were included in they reported on completed and attempted suicide and suicidal ideation. There were 
three major types of studies – systematic reviews, quantitative studies either randomised controlled trials or 
cohort studies and ecological or population-based studies. All reports were identified by at least two authors. 

Data extraction No mention of how data was extracted or by whom. There is no raw data included in any of the studies, no 
systematic way of knowing what information the author has decided to include. 

Study quality No study quality appraisal methods are described. In the author contributions it is said Dr Mann takes full 
responsibility for the integrity of data and accuracy of data analysis – but no indication of methods. 

Data synthesis Data is synthesised into many different categories; the reasons why are not explained. A narrative analysis was 
confirmed. None of the criteria are met in this category.

Conclusions ‘Suicide prevention is possible because up to 83 per cent of suicides have contact with a primary care physician 
within a year of their death and up to 66 per cent within a month.’ However we do not know whether individuals 
can actually be identified by depression screening and whether treating depression actually reduces the risk. They 
included four studies on psychotherapy – studies that all had positive outcomes in terms of promising results. No 
indication of why they chose those particular trials when there is evidence that there are several more that could 
also have been included. 
This systematic review has no scientific quality in terms of reducing bias or reporting of the methods of the 
systematic review. It appears to have included only studies that have promising results. 

Allegiance effects Dr J Mann, MD, Department of Neuroscience, New York State Psychiatric Institute. Funding for the International 
Strategies Workshop was provided by an unrestricted educational grant from Pfizer Inc who had, it is stated, no 
involvement at any stage. 

Study Burns, Dudley et al. (2005)

Search strategy Medline, PsycINFO, Embase, Eric, Cinahl, Cochrane, CCTR – dates not given. Search terms available from the 
author. Contacts in the field were approached for details of published and unpublished studies. Reference lists were 
checked, only English language studies included. 

Study selection assessment Studies included were randomised controlled trials, clinical control trials or quasi-experimental trials comparing 
an intervention with standard aftercare directed to adolescents or young adults identified through presentation to 
hospital with self-harm or otherwise engaging in self-harm. Outcomes of interest were repetition of self-harm, 
adherence to treatment and reduction in suicidal ideation. The number of reviewers selecting the publications 
for inclusion is not mentioned.

Data extraction There is no mention of how data were extracted or how many reviewers performed the data extraction and what 
the procedure was for dealing with disagreements about a paper’s potential inclusion.

Study quality There is no mention of how quality of trials was assessed although there are some methodological limitations 
mentioned in the text. For example, treatment groups not being comparable at baseline limits the findings.

Data synthesis The studies were grouped by type of intervention; any differences between the studies were discussed in the text. 
Additional information was presented in tabular format. Raw data was presented in the table; it is not ascertained 
how outcome measures were derived and whether any potential bias ensued. 

Conclusions There is limited evidence about the effects of treatments designed to reduce recurrence of self-harm in adolescents 
and young adults. Intensive interventions appeared to be no more effective than standard care. Further good quality 
research is required. 
It is not known whether any measures were taken to reduce bias and errors in the review methods therefore it is 
difficult to accept the authors’ conclusions although no firm recommendations were made on treatment. 
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Allegiance effects J Burns, Harkness Fellow in Health Care Policy. Review Funding Body is the National Health and Medical Research 
Council; ‘beyond blue: the national depression initiative’.

Study Hepp, Wittamnn et al. (2004)

Search strategy Trials published between January 1996 and February 2003 using search strategy by Arensman et al. (2001) on the 
electronic databases Medline, CCTR and Trial. They checked the reference lists of all identified publications. No 
language restrictions are mentioned or grey literature searches. 

Study selection assessment Patients were included into the study after a suicide attempt, DSH or self-poisoning, allocated randomly to either 
intervention or control/comparison treatment group. The evaluated interventions can be regarded as psychological 
or psychosocial and recurrence of attempted suicide or completed suicide, DSH or self-poisoning was 
an outcome measure. They have a definitive term for attempted suicide, which is deliberate self-harm except 
for cases where studies emphasise a difference between DSH and attempted suicide. It is not stated how many 
reviewers selected the studies. 

Data extraction There is no mention of a data extraction form or the number of reviewers extracting the data or any information 
regarding how data was obtained.

Study quality There is no quality assessment tool specified although some limitations of studies are mentioned, eg in some 
publications information regarding inclusion and exclusions criteria was insufficient. 

Data synthesis Studies are presented according to the psychological and psychosocial approach chosen for the intervention. 
Raw data is given in the table describing the studies. 
There is some explanation at differences between studies, eg the sample sizes range from 19 to 1932 patients. 
Effect measures are in percentages and no explanation is given to statistical tests used where data is said to be 
‘significant’. 

Conclusions None of the intervention studies was successful in significantly reducing the incidence of completed suicide. They 
report five studies that could provide some insight as to what could prevent repeated DSH. The only aspect they 
seem to address in limitations of findings is small sample size; no other bias is mentioned. The therapeutic alliance 
is mentioned with regard to adherence to treatment – a shared understanding of the patient’s suicidality might help 
to re-establish a sense of mastery and to achieve a better therapeutic relationship, perhaps highlighting the need for 
more qualitative research.
While this review has clear criteria for the study selection and a focused question, it provides no assessment of the 
elimination of bias that might be present in the studies. Without an examination of such it cannot be trusted that the 
studies mentioned are effective especially where in some cases no data is even reported. 

Allegiance effects U Hepp is part of the Psychiatric Department, University Hospital, Zurich.

Study Comtois and Linehan (2006) 

Search strategy Not reported

Study selection assessment Studies included in the review selected participants because they had made a self-inflicted injury or had high 
suicide risk, reported outcomes on suicide ideation or self-inflicted injury, including suicide attempts and/
or suicide, evaluated a psychosocial intervention and randomly assigned participants to a control condition or 
if without randomisation, closely approximated a randomised design. It is not stated how many reviewers selected 
the publication.

Data extraction There is no information about data extraction. There is no mention of the number of reviewers or how any 
disagreement was resolved.

Study quality Studies had to be randomised, although the authors gave no indication of how they measured this in study 
selection or how they assessed the quality in the individual studies. 

Data synthesis Studies are evaluated under broad headings, comparing each study in the category against each other. For 
example, studies are examined with regards to efficacy for prevention of self-inflicted injuries. They are examined 
under the headings: aftercare, clinical management, CBT and other psychotherapies. 

Conclusions Psychosocial treatments, particularly CBT, hold promise as strategies to reduce risk of future self-inflicted injury in 
patients identified at high risk for subsequent suicidal behaviour. Dissemination of effective treatments for suicide 
prevention is difficult due to the lack of treatment manuals and training opportunities. Addresses the apparent 
success of therapeutic process in the home and attempts at increasing compliance, as does Hepp (2004).
This review is a practice-friendly review and offers no attempt at being systematic or pertaining to scientific quality.

Allegiance effects No conflicts of interest were reported; correspondence addressed to M Linehan.

Study Binks, Fenton et al. (2006)

Search strategy A systematic search of 26 specialist and general bibliographic databases, including grey literature. All search terms 
used and dates searched were given, eg in Psychinfo studies from 1872 to present. No mention of language 
restrictions. Hand searching was conducted. 

Study selection assessment All relevant clinical randomised controlled trials involving psychological treatments for people with BPD, the definition 
of which included behavioural, cognitive-behavioural, psychodynamic and psychoanalytic. Outcome measures 
included a broad range of psychological, social and behavioural measures as well as economic measures. The 
measure relevant for inclusion in this scope of reviews was self-harm, including suicide. Two reviewers 
inspected all electronic reports. 
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Data extraction Three reviewers worked independently extracting data from selected trials. When disputes arose they resolved this 
by discussion. Authors were contacted in all cases regarding allocation concealment or outcome data of any kind.

Study quality Quality was assessed by allocation concealment according to Cochrane handbook. Reviewers worked 
independently and attempted resolution by discussion. Randomisation was examined in each study, as was 
blinding, follow-up and outcomes. The authors state, ‘the overall reporting of methods within the seven studies was 
not good and leaves all results as moderate risk of bias’. 

Data synthesis The systematic review wished to report on numerous outcomes, one of which is self-harm, including suicide, 
which is why this review is of interest. Heterogeneity, sensitivity analyses and intention to treat were all conducted. 
Publication bias would have been addressed had there been more than seven studies. The appropriate outcome 
data were reported. In four out of the seven studies behaviour outcome data of parasuicidal acts/self-harm were 
not used due to the fact that the scales used to measure this were not validated or published in a peer-reviewed 
journal and in some cases not reported.

Conclusions DBT does seem to offer a small benefit over treatment as usual in preventing people undertaking acts of self-harm 
or parasucide. This is a consistent finding although it is not always statistically significant in the small trials. The 
studies are too few to inspire full confidence in their results which is supported by the scientific rigor of this SR. 

Allegiance effects The reviewers all work in either academic departments or forensic psychiatric units and some have had 
psychodynamic training. External source of support were the NHS National R&D Programme on Forensic Mental 
Health UK.

Study Crawford, Thomas et al. (2007)

Search strategy Embase, PsycINFO and Medline were searched using a broad range of search terms developed by Hawton (2000). 
Search dates were given (1966 to present) and previously published MAs and SRs of interventions following self-
harm were retrieved. No grey literature was covered or language restrictions mentioned. 

Study selection assessment Studies were eligible if they were randomised controlled trials, involved patients who had harmed themselves 
in the period prior to entry into the trial, and compared additional or enhanced intervention with a form of control 
or standard care. Mortality data was the outcome measure. Two raters independently assessed all papers for 
possible inclusion in the review. 

Data extraction Two reviewers extracted the data, where disagreement ensued this was discussed in detail with a third reviewer. 
Attempted to obtain all mortality data if not reported from the authors. 

Study quality This review did not state how it assessed quality.

Data synthesis As the interest was in exploring whether additional psychosocial treatment interventions had an impact on the 
likelihood of suicide, data was combined from all psychosocial interventions based on suicide rates in the MA. 
Appropriate effect measures were stated and raw data presented. Heterogeneity was examined by using the chi-
square, as was publication bias. 

Conclusions No evidence was found from the meta-analysis that additional psychosocial interventions following self-harm have a 
marked effect on the likelihood of subsequent suicide. However, it is likely that by pooling psychosocial interventions 
the impacts of specific forms of intervention have been minimised. Eighteen out of 27 trials provided data for suicide 
deaths although complete mortality data were available in only 12 studies. Study power would have been increased 
if they had been able to obtain suicide data from the other nine trials that included a combined population of 2,914 
participants.
This review is adequate in scientific rigor although it does not explain the contents of the study in terms of specific 
interventions or the quality of the trials which would have made the findings more robust.

Allegiance effects This project was funded by a grant from Imperial College London, which it is stated played no role in design or 
conduct of the study.

Study McMain (2007) 

Search strategy Medline, Embase, PsychLit, CCTR using a range of search terms. Studies are identified prior to 2006. Search 
results were limited to English and there is no mention of grey literature. 

Study selection assessment This paper aimed to evaluate treatment of suicidality in borderline personality disorders. There was an emphasis 
on well-controlled studies: randomised controlled trials were of most interest but uncontrolled trials and 
research based on quasi-experimental design were included as well. It is not stated how many reviewers there 
were selecting the publications. 

Data extraction It is not stated how data was extracted or by whom.

Study quality It is not stated how quality of the trials was assessed.

Data synthesis The review is organised according to treatment approach as most studies were concerned with BPD patients. 
No meta-analysis was conducted or raw data given according to the RCTs examined. There is some mention of 
statistical power in studies in terms of interpretation of findings and limitations. 
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Conclusions This review states that several different types of psychosocial interventions are associated with reductions in suicidal 
behaviour. The review states that it emphasises well-controlled trials but there is no systematic attempt to address 
this and so uncertainty arises about the conclusions. Different outcome assessment measures were used for 
gauging ‘significance’. For example, in Binks (2006) four out of the seven studies did not use behaviour outcome 
data – parasuicidal acts/self-harm – due to the fact that the scales used to measure this were not validated or 
published in a peer reviewed journal and in some cases not reported. In this review findings differ due to lack 
of ‘criteria’. However one of the recommendations, which has been reiterated by others, is that when suicidal 
behaviour is present it should be a priority target in treatment. 

Allegiance effects Dr S McMain, Centre for Addiction and Mental Health.

Study Tarrier, Taylor and Gooding (2008)

Search strategy PsycINFO, WOS, reference lists and hand searches of relevant journals. Searches were undertaken from 1980 and 
search terms were reported. Language restrictions not mentioned, nor grey literature. 

Study selection assessment Studies were included if they were published in a refereed journal and if they included a treatment group that 
consisted of a form of cognitive, behavioural or CBT or a substantial component of cognitive-behavioural, cognitive 
or behavioural methods in the treatment; a control group as a comparison and any kind of self-harm or suicide 
behaviour as an outcome measure – completed suicides, suicide attempts, suicide intent and/or plans and 
suicide ideation. It is not stated how many reviewers were selecting the publications.

Data extraction It is not stated how data was extracted or by how many reviewers. However, in cases where there was any doubt 
of inclusion of an article these were read by all three co-authors and a consensus decision reached. Most proximal 
measure of suicidal behaviour was stated so always had access to data although in some cases this differed 
dramatically, eg hopelessness versus suicide attempt. 

Study quality Study was assessed using the Clinical Trials Assessment Measure where relevant design and methodological 
features were taken from Consort, expert opinion and a review of 25 trial assessment scales. Resulting list had data 
on sample size, recruitment method, allocation to treatment, assessment of outcome, control groups, description of 
treatments and data analysis. It is interesting to note that the study with the highest CTAM score was Tarrier (2006). 
It is not mentioned how many evaluated the studies.

Data synthesis Data was synthesised in a meta-analysis of cognitive behavioural therapy in the reduction of suicide behaviour. 
A random effects model was used to take account of variation in the outcomes. However, the outcomes differed 
dramatically, and caution is necessary in interpreting results. Subgroup analyses were conducted and publication 
bias was addressed and found to be present. The issue of blinding was not addressed. 

Conclusions There was a highly significant effect for CBT in reducing suicide behaviour, which was defined as completed 
suicides, suicide attempts, suicide intent and/or plans, and suicide ideation. Maintain that suicide behaviour lies 
on a continuum from ideation, through intent and planning. The nature of the treatment was incredibly diverse with 
regards to DBT, CT, problem solving, family therapy, indirect (ie reduction of psychotic symptoms in schizophrenic 
patients). The structure of the treatment showed considerable variation. Treatment was described as being 
delivered by a range of professionals with varying levels of training and experience. Studies varied in number of 
therapists used, with a range of one to 41. 
The quality of this review addressed some important methodological flaws of the studies. However, due to the 
tremendous variation in treatment, duration, client group and quality of study, this review needs to have more focus 
on what particular aspects of therapy are effective, in what setting and with what clients before the conclusions can 
be trusted.

Allegiance effects Nicolas Tarrier is a clinical psychologist whose research interests are in the development and evaluation of CBT, 
especially in psychosis, and he is currently interested in understanding and developing ways of preventing suicide 
behaviour in psychosis.



Counselling and psychotherapy for the prevention of suicide: a systematic review of the evidence © BACP 200974

Ta
bl

e 
1:

 Q
ua

lity
 c

rit
er

ia
 a

ss
es

sm
en

t f
or

 ra
nd

om
is

ed
 c

on
tro

lle
d 

tri
al

s

S
tu

dy
W

er
e 

pa
rti

ci
pa

nt
s 

as
si

gn
ed

 to
 

tre
at

m
en

ts
 

ra
nd

om
ly?

W
as

 tr
ea

tm
en

t 
al

lo
ca

tio
n 

co
nc

ea
le

d?

W
er

e 
gr

ou
ps

 
si

m
ila

r i
n 

ba
se

lin
e 

ch
ar

ac
te

ris
tic

s?

W
as

 a
ss

es
sm

en
t 

of
 o

ut
co

m
e 

m
ad

e 
un

aw
ar

e 
of

 a
ss

ig
ne

d 
in

te
rv

en
tio

n?

W
er

e 
re

su
lts

 fo
r 

ou
tc

om
e 

re
co

rd
ed

 
ap

pr
op

ria
te

ly?

W
as

 a
 p

ow
er

 
ca

lc
ul

at
io

n 
us

ed
?

W
as

 
in

te
nt

io
n 

to
 

tre
at

 u
se

d?

Is
 lo

ss
 to

 
fo

llo
w

-u
p 

ad
dr

es
se

d?

To
ta

l

A
lla

rd
 (1

99
2)

P
ar

tia
lly

P
ar

tia
lly

Ye
s

N
o

Ye
s

N
o

Ye
s

Ye
s

5.
5

B
at

em
an

 (1
99

9)
*

Ye
s

Ye
s

Ye
s

U
nc

le
ar

Ye
s

U
nc

le
ar

Ye
s

Ye
s

6

B
re

nt
 (1

99
7)

**
U

nc
le

ar
Ye

s
Ye

s
Ye

s
Ye

s
U

nc
le

ar
Ye

s
Ye

s
6

B
ro

w
n 

(2
00

5)
Ye

s
Ye

s
Ye

s
N

o
Ye

s
Ye

s
Ye

s
Ye

s
7

D
av

id
so

n 
(2

00
6)

Ye
s

Ye
s

Ye
s

Ye
s

 Y
es

Ye
s

Ye
s

Ye
s

8

D
on

al
ds

on
 (2

00
5)

U
nc

le
ar

U
nc

le
ar

Ye
s

U
nc

le
ar

Ye
s

N
o

Ye
s

Ye
s

4

Ev
an

s 
(1

99
9)

Ye
s

Ye
s

Ye
s

Ye
s

Ye
s

Ye
s

U
nc

le
ar

Ye
s

7

G
oo

dy
er

 (2
00

7)
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
U

nc
le

ar
7

G
ra

tz
 (2

00
6)

U
nc

le
ar

U
nc

le
ar

Ye
s

U
nc

le
ar

Ye
s

N
o

Ye
s

Ye
s

4

G
ra

w
e 

(2
00

6)
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
8

G
ut

hr
ie

 (2
00

1)
Ye

s
U

nc
le

ar
Ye

s
Ye

s
Ye

s
N

o
Ye

s
Ye

s
6

H
ar

rin
gt

on
 (1

99
8)

Ye
s

Ye
s

Ye
s

P
ar

tia
lly

Ye
s

Ye
s

Ye
s

U
nc

le
ar

6.
5

H
aw

to
n 

(1
98

1)
Ye

s
Ye

s
Ye

s
Ye

s
U

nc
le

ar
N

o
U

nc
le

ar
U

nc
le

ar
4

H
aw

to
n 

(1
98

7)
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
N

o
Ye

s
Ye

s
7

Iva
no

ff 
(1

98
5)

U
nc

le
ar

U
nc

le
ar

P
ar

tia
lly

U
nc

le
ar

Ye
s

N
o

U
nc

le
ar

U
nc

le
ar

1.
5

Le
er

er
 (1

99
6)

N
o

N
o

Ye
s

N
o

P
ar

tia
lly

N
o

Ye
s

U
nc

le
ar

2.
5

Li
be

rm
an

 (1
98

1)
U

nc
le

ar
U

nc
le

ar
Ye

s
U

nc
le

ar
Ye

s
N

o
U

nc
le

ar
U

nc
le

ar
2

Li
ne

ha
n 

(2
00

6)
Ye

s
U

nc
le

ar
Ye

s
Ye

s
Ye

s
Ye

s
U

nc
le

ar
Ye

s
6

Li
ne

ha
n 

(1
99

1)
*

U
nc

le
ar

U
nc

le
ar

U
nc

le
ar

Ye
s

U
nc

le
ar

N
o

U
nc

le
ar

U
nc

le
ar

1

M
cL

ea
ve

y 
(1

99
4)

U
nc

le
ar

U
nc

le
ar

P
ar

tia
lly

Ye
s

Ye
s

N
o

N
o

U
nc

le
ar

2.
5

N
or

de
nt

of
t (

20
02

)
U

nc
le

ar
U

nc
le

ar
U

nc
le

ar
U

nc
le

ar
Ye

s
P

ar
tia

lly
U

nc
le

ar
P

ar
tia

lly
2

P
at

si
ok

as
 (1

98
5)

**
U

nc
le

ar
U

nc
le

ar
Ye

s
U

nc
le

ar
U

nc
le

ar
N

o
U

nc
le

ar
U

nc
le

ar
1

R
ud

d 
(1

99
6)

Ye
s

Ye
s

Ye
s

Ye
s

Ye
s

U
nc

le
ar

Ye
s

P
ar

tia
lly

6.
5

S
al

ko
vs

ki
s 

(1
99

0)
U

nc
le

ar
U

nc
le

ar
Ye

s
U

nc
le

ar
Ye

s
N

o
U

nc
le

ar
U

nc
le

ar
2

Appendix D: Quality criteria assessment



© BACP 2009 Counselling and psychotherapy for the prevention of suicide: a systematic review of the evidence 75

S
tu

dy
W

er
e 

pa
rti

ci
pa

nt
s 

as
si

gn
ed

 to
 

tre
at

m
en

ts
 

ra
nd

om
ly?

W
as

 tr
ea

tm
en

t 
al

lo
ca

tio
n 

co
nc

ea
le

d?

W
er

e 
gr

ou
ps

 
si

m
ila

r i
n 

ba
se

lin
e 

ch
ar

ac
te

ris
tic

s?

W
as

 a
ss

es
sm

en
t 

of
 o

ut
co

m
e 

m
ad

e 
un

aw
ar

e 
of

 a
ss

ig
ne

d 
in

te
rv

en
tio

n?

W
er

e 
re

su
lts

 fo
r 

ou
tc

om
e 

re
co

rd
ed

 
ap

pr
op

ria
te

ly?

W
as

 a
 p

ow
er

 
ca

lc
ul

at
io

n 
us

ed
?

W
as

 
in

te
nt

io
n 

to
 

tre
at

 u
se

d?

Is
 lo

ss
 to

 
fo

llo
w

-u
p 

ad
dr

es
se

d?

To
ta

l

S
am

ar
aw

ee
ra

 (2
00

7)
U

nc
le

ar
U

nc
le

ar
P

ar
tia

lly
Ye

s
P

ar
tia

lly
N

o
U

nc
le

ar
U

nc
le

ar
2

To
rh

or
st

 (1
98

7)
U

nc
le

ar
U

nc
le

ar
N

o
U

nc
le

ar
U

nc
le

ar
N

o
U

nc
le

ar
U

nc
le

ar
0

Tu
rn

er
 (2

00
0)

U
nc

le
ar

U
nc

le
ar

Ye
s

Ye
s

Ye
s

N
o

Ye
s

Ye
s

5

Ty
re

r (
20

03
)

Ye
s

Ye
s

Ye
s

P
ar

tia
lly

Ye
s

Ye
s

Ye
s

U
nc

le
ar

6.
5

U
nu

tz
er

 (2
00

6)
U

nc
le

ar
U

nc
le

ar
Ye

s
U

nc
le

ar
Ye

s
U

nc
le

ar
Ye

s
Ye

s
4

va
n 

de
r S

an
de

 (1
99

7)
Ye

s
U

nc
le

ar
Ye

s
U

nc
le

ar
Ye

s
N

o
Ye

s
Ye

s
5

Ve
rh

eu
l (

20
03

)*
P

ar
tia

lly
P

ar
tia

lly
Ye

s
P

ar
tia

lly
Ye

s
N

o
Ye

s
Ye

s
5.

5

W
ei

nb
er

g 
(2

00
6)

U
nc

le
ar

U
nc

le
ar

Ye
s

Ye
s

Ye
s

N
o

Ye
s

U
nc

le
ar

4

W
oo

d 
(2

00
1)

Ye
s

Ye
s

Ye
s

Ye
s

Ye
s

N
o

Ye
s

U
nc

le
ar

6

*S
tu

di
es

 h
ad

 fo
llo

w
-u

p
**

M
ul

tip
le

 a
rm

ed
 s

tu
di

es



Counselling and psychotherapy for the prevention of suicide: a systematic review of the evidence © BACP 200976

Ta
bl

e 
2:

 Q
ua

lity
 c

rit
er

ia
 a

ss
es

sm
en

t f
or

 n
on

-r
an

do
m

is
ed

 c
lin

ic
al

 tr
ia

ls

S
tu

dy
W

as
 tr

ea
tm

en
t 

al
lo

ca
tio

n 
co

nc
ea

le
d?

W
as

 a
ss

es
sm

en
t o

f 
ou

tc
om

e 
m

ad
e 

un
aw

ar
e 

of
 a

ss
ig

ne
d 

tre
at

m
en

t 
co

nd
itio

n?

W
er

e 
gr

ou
ps

 
si

m
ila

r i
n 

ba
se

lin
e 

ch
ar

ac
te

ris
tic

s?

W
er

e 
re

su
lts

 fo
r 

ou
tc

om
e 

re
co

rd
ed

 
ap

pr
op

ria
te

ly?

W
as

 in
te

nt
io

n 
to

 
tre

at
 u

se
d?

Is
 lo

ss
 to

 fo
llo

w
-u

p 
ad

dr
es

se
d?

To
ta

l

A
m

is
h 

(1
99

1)
N

o
U

nc
le

ar
Ye

s
U

nc
le

ar
U

nc
le

ar
Ye

s
2

A
ou

n 
(1

99
9)

U
nc

le
ar

U
nc

le
ar

P
ar

tia
lly

Ye
s

U
nc

le
ar

U
nc

le
ar

1.
5

B
ig

ga
m

 (2
00

2)
N

o
N

o
Ye

s
Ye

s
Ye

s
U

nc
le

ar
3

C
hi

es
a 

(2
00

4)
*

N
o

N
o

U
nc

le
ar

Ye
s

Ye
s

Ye
s

3

D
on

al
ds

on
 (1

99
7)

U
nc

le
ar

U
nc

le
ar

Ye
s

U
nc

le
ar

N
o

U
nc

le
ar

1

K
at

z 
(2

00
4)

N
o

N
o

Ye
s

Ye
s

U
nc

le
ar

U
nc

le
ar

2

K
oo

ns
 (2

00
1)

U
nc

le
ar

U
nc

le
ar

P
ar

tia
lly

Ye
s

N
o

U
nc

le
ar

1.
5

N
or

de
nt

of
t (

20
05

)
P

ar
tia

lly
U

nc
le

ar
P

ar
tia

lly
Ye

s
N

o
Ye

s
3

R
aj

 (2
00

1)
N

o
U

nc
le

ar
Ye

s
Ye

s
U

nc
le

ar
U

nc
le

ar
2

R
at

hu
s 

(2
00

2)
U

nc
le

ar
U

nc
le

ar
Ye

s
Ye

s
U

nc
le

ar
U

nc
le

ar
2

R
ot

he
ra

m
-B

or
us

 (1
99

6)
N

o
U

nc
le

ar
Ye

s
Ye

s
U

nc
le

ar
U

nc
le

ar
2

W
ar

re
n 

(2
00

4)
U

nc
le

ar
U

nc
le

ar
P

ar
tia

lly
Ye

s
U

nc
le

ar
U

nc
le

ar
1

W
in

te
r (

20
07

)
U

nc
le

ar
U

nc
le

ar
Ye

s
Ye

s
Ye

s
Ye

s
4

* 
S

tu
dy

 w
ith

 fo
llo

w
-u

p 
da

ta
 a

nd
 m

ul
tip

le
 a

rm
 tr

ea
tm

en
t 



© BACP 2009 Counselling and psychotherapy for the prevention of suicide: a systematic review of the evidence 77

Ta
bl

e 
3:

 Q
ua

lity
 c

rit
er

ia
 a

ss
es

sm
en

t f
or

 b
ef

or
e 

an
d 

af
te

r s
tu

di
es

S
tu

dy
D

id
 th

e 
st

ud
y 

ad
dr

es
s 

a 
cl

ea
rly

 
fo

cu
se

d 
is

su
e?

W
er

e 
pa

rti
ci

pa
nt

s 
re

cr
ui

te
d 

so
 th

ey
 w

er
e 

re
pr

es
en

ta
tiv

e 
of

 d
efi

 n
ed

 
po

pu
la

tio
n 

or
 fr

ee
 fr

om
 

se
le

ct
io

n 
bi

as
?

W
as

 th
e 

ou
tc

om
e 

m
ea

su
re

d 
in

 a
 w

ay
 a

s 
to

 
m

in
im

is
e 

bi
as

?

W
as

 th
e 

fo
llo

w
-u

p 
pe

rio
d 

ap
pr

op
ria

te
 a

nd
 d

iffe
re

nc
es

 
fo

r t
ho

se
 w

ho
 d

ro
pp

ed
 o

ut
 o

f 
tre

at
m

en
t e

xa
m

in
ed

?

W
er

e 
th

e 
re

su
lts

 
m

ea
ni

ng
fu

l a
nd

 re
co

rd
ed

 
ap

pr
op

ria
te

ly?

To
ta

l

A
nt

ik
ai

ne
n 

et
 a

l. 
(1

99
5)

Ye
s

P
ar

tia
lly

Ye
s

Ye
s

Ye
s

4.
5

B
oh

us
* 

et
 a

l. 
(2

00
4)

Ye
s

Ye
s

Ye
s

P
ar

tia
lly

P
ar

tia
lly

4

B
ro

w
n 

et
 a

l. 
(2

00
4)

Ye
s

Ye
s

Ye
s

Ye
s

Ye
s

5

C
la

rk
in

 e
t a

l. 
(2

00
1)

Ye
s

Ye
s

Ye
s

P
ar

tia
lly

Ye
s

4.
5

C
om

to
is

 e
t a

l. 
(2

00
7)

Ye
s

Ye
s

Ye
s

P
ar

tia
lly

Ye
s

4.
5

G
ra

tz
**

 e
t a

l. 
(2

00
6)

Ye
s

Ye
s

Ye
s

Ye
s

Ye
s

5

H
ar

le
y 

et
 a

l. 
(2

00
7)

Ye
s

Ye
s

Ye
s

P
ar

tia
lly

Ye
s

4.
5

H
en

ge
ve

ld
 e

t a
l. 

(1
99

6)
Ye

s
N

o
U

nc
le

ar
N

o
P

ar
tia

lly
1.

5

H
ou

ck
 e

t a
l. 

(2
00

2)
Ye

s
U

nc
le

ar
P

ar
tia

lly
Ye

s
P

ar
tia

lly
3

Lo
w

 e
t a

l. 
(2

00
1)

Ye
s

U
nc

le
ar

Ye
s

Ye
s

P
ar

tia
lly

3.
5

M
cQ

ui
lla

n 
et

 a
l. 

(2
00

5)
Ye

s
P

ar
tia

lly
Ye

s
P

ar
tia

lly
P

ar
tia

lly
3.

5

P
re

nd
er

ga
st

 e
t a

l. 
(2

00
7)

Ye
s

U
nc

le
ar

Ye
s

Ye
s

Ye
s

4.
5

S
ta

nl
ey

 e
t a

l. 
(2

00
7)

Ye
s

P
ar

tia
lly

Ye
s

Ye
s

Ye
s

4.
5

S
te

ve
ns

on
 e

t a
l. 

(1
99

2)
Ye

s
Ye

s
U

nc
le

ar
Ye

s
Ye

s
4.

5

D
ue

 to
 la

ng
ua

ge
 a

nd
 ti

m
e 

re
st

ric
tio

ns
 it

 w
as

 n
ot

 p
os

si
bl

e 
to

 d
at

a 
ex

tra
ct

 in
fo

rm
at

io
n 

pe
rta

in
in

g 
to

 s
tu

dy
 q

ua
lity

 fo
r t

hr
ee

 G
er

m
an

 s
tu

di
es

 (F
le

is
ch

ak
er

, 2
00

6;
 F

rie
dr

ic
h,

 2
00

3;
 H

os
ch

el
, 2

00
6)

.
*T

hi
s 

w
as

 a
 c

on
tro

lle
d 

tri
al

, h
ow

ev
er

 th
er

e 
w

as
 n

o 
co

nt
ro

l d
at

a 
fo

r t
he

 re
le

va
nt

 o
ut

co
m

e 
m

ea
su

re
 a

nd
 e

ffo
rts

 to
 c

on
ta

ct
 th

e 
au

th
or

 w
er

e 
un

su
cc

es
sf

ul
. 

W
he

re
 s

tu
di

es
 h

av
e 

co
nd

uc
te

d 
as

se
ss

m
en

ts
 a

t t
he

 e
nd

 o
f t

re
at

m
en

t t
hi

s 
is

 c
od

ed
 a

s 
pa

rti
al

ly 
m

ee
tin

g 
th

e 
re

qu
ire

m
en

t, 
du

e 
to

 th
e 

fa
ct

 th
at

 a
ss

es
sm

en
ts

 m
ay

 b
e 

in
fl u

en
ce

d 
by

 ju
st

 h
av

in
g 

fi n
is

he
d 

th
er

ap
y.

 D
ue

 to
 th

e 
na

tu
re

 o
f s

ui
ci

da
l b

eh
av

io
ur

 it
 is

 n
ec

es
sa

ry
 to

 h
av

e 
lo

ng
 fo

llo
w

-u
p 

fo
r e

ffe
ct

ive
ne

ss
.

**
 T

hi
s 

w
as

 a
 p

re
lim

in
ar

y 
st

ud
y 

an
d 

th
er

ef
or

e 
as

se
ss

m
en

ts
 a

t o
ne

 a
nd

 th
re

e 
m

on
th

s 
in

to
 th

e 
st

ud
y 

w
er

e 
ac

ce
pt

ab
le

.



Counselling and psychotherapy for the prevention of suicide: a systematic review of the evidence © BACP 200978

Appendix E: Studies excluded from meta-analysis

Table 1: Studies excluded from meta-analysis

Alper (2001) This study has insufficient information to derive an appropriate effect size for meta-analysis.

Barley (1993) This study has insufficient information to derive an appropriate effect size for meta-analysis.

Bateman (2007) This study has insufficient information to derive an appropriate effect size for meta-analysis.

Bohus (2000) This study did not include any standard deviations for the sample means.

Clarkin (2007) This study has insufficient information to derive an appropriate effect size for meta-analysis.

De Man (1991) This study did not include any standard deviations for the sample means.

Eggert (2002) This study has insufficient information to derive an appropriate effect size for meta-analysis.

Fitzpatrick (2005) This study did not report how many participants were in each group.

Frey (1983) This study has insufficient information to derive an appropriate effect size for meta-analysis.

Gutstein (1988) This study did not include any pre-treatment data.

Goldstein (2007) This study has insufficient information to derive an appropriate effect size for meta-analysis.

King (2003) This study evaluated an ‘intervention’ over too short a time span (two hours), inappropriate timescale.

Korner (2006) This study has insufficient information to derive an appropriate effect size for meta-analysis.

Lamprecht (2007) This study evaluated treatment against an inappropriate cohort sample.

Nee (2007) This study is looking at individual case studies.

Manning (1986) This thesis did not include any standard deviations for the sample means.

Melvin (2006) This study was evaluating treatment against a pharmacological intervention.

Mueller-Theisen (2006) This study has insufficient information to derive an appropriate effect size for meta-analysis.

Power (2003) This study has insufficient information to derive an appropriate effect size for meta-analysis.

Rucci (2002) This study has insufficient information to derive an appropriate effect size for meta-analysis.

Sachsse (2006) This study has insufficient information to derive an appropriate effect size for meta-analysis.

Springer (1996) This study has insufficient information to derive an appropriate effect size for meta-analysis.

Stevenson (2005) This study has insufficient information to derive an appropriate effect size for meta-analysis.

TADS (2004) This study was evaluating treatment against a pharmacological intervention or placebo.

Tarrier (2006) This study has insufficient information to derive an appropriate effect size for meta-analysis.

Wheatley (2000) This study is looking at individual case studies.

Wheatley (2005) This study is looking at one individual case study.

Wilberg (1998) This study has insufficient information to derive an appropriate effect size for meta-analysis.

Zinkler (2007) This study has insufficient information to derive an appropriate effect size for meta-analysis.
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Table 2: Basic descriptive data of studies excluded from meta-analysis

Study Characteristics

Alper (2001) Retrospective before-and-after study
In this study 15 women on a DBT unit for a four-week consecutive time period were assessed for incidents of self-injurious 
behaviour. Subjects were aged 22-42 and all had a diagnosis of borderline personality disorder (BPD). In the first week there 
were 15 incidents of self-injurious behaviour among the 15 patients, by week four there was a decrease to eight incidents. 

Barley (1993) Prospective study
130 patients were discharged from the inpatient unit of a personality treatment programme (PDTP) which emphasises 
dialectical behaviour therapy (DBT). Their median age was 30, with a range of 16-57 years. Most (79%) were female. Patients 
were largely severely parasuicidal borderline patients. Rates of parasuicide were obtained by dividing number of incidents 
per month by average daily consensus per month. Rates of parasuicide were compared 19 months prior to introduction of 
DBT, 10 months during and in the subsequent 14 month interval. A one-way analysis of variance yielded an overall significant 
effect for the PDTP, F (2, 40)=5.71, p<.007

Bateman (2007) RCT
90 ambulatory patients with symptoms of schizophrenia resistant to conventional antipsychotic medication were randomised 
to CBT or befriending. They had a mean age of 39 (age range 37-42) and 59% were men. CBT provided significant 
reductions in suicidal ideation at the end of therapy, and sustained at the follow-up. The group in CBT experienced a mean 
1.5 decrease in suicidal ideation from baseline to follow-up, compared to a mean decrease of less than 0.5 in the befriending 
group, 

Bohus (2000) Prospective study
A treatment programme of inpatient therapy according to the guidelines of DBT was developed. 24 female patients with BPD 
were compared at admission and after discharge with regards to self-injurious behaviour. The patients had a mean age of 
28.3 and they spent an average of 94 days on the ward. A highly significant decrease in the number of parasuicidal acts was 
reported, with results from Wilcoxon tests showing frequency of self-injury before treatment was a median of 2, and 0 after 
treatment.

Clarkin (2007) RCT
90 patients who were diagnosed with BPD were randomly assigned to transference-focused psychotherapy, DBT or 
supportive treatment and received medication when indicated. The patients were men and women between the ages of 18 
and 50 (mean age 30.9) who met criteria for BPD. Individual growth curve analyses indicated that both transference-focused 
psychotherapy and DBT were significantly associated with improvement in suicidality. 

DeMan (1991) Non-randomised trial
31 suicidal French-Canadian men and women were offered the opportunity to participate in either the centre’s standard 
programme of assistance that consisted of social support by trained community volunteers, or a programme that, in addition 
to social support, provided help in improving self-esteem and stress management skills. The mean age of participants was 
around 30. The two social support approaches did not result in relative differences in suicide ideation. 

Eggert (2002) Randomised prevention trial
School-based, suicide-prevention programme was evaluated looking at the efficacy of Counsellors-CARE (C-CAST) and 
Coping and Support Training (CAST) vs ‘usual care’ for reducing suicide risk. There were 341 students, aged between 14-
19. Males and females were distributed equally in the three study conditions. There were significant reductions across all 
three conditions over time, analysed with trend analysis. 

Fitzpatrick (2005) RCT
Nonclinical participants (N=110) with active suicidal ideation were assigned to receive a brief problem-orientation intervention 
or a control procedure. There were 60 females and 50 males, mean age 19.02, age range 18–24. Significant decreases in 
suicidal ideation were found in the experimental group.

Frey (1983) Before and After Study
24 individuals at high risk from suicide were assigned to a special group therapy program. The majority of participants were 
females, and ages ranged from 19-58. A case fatality rate of 10.3% was obtained for all persons attending at least one 
session; however this dropped to 3.4% for persons under treatment.

Gutstein (1990) Before-and-after study
The systemic crisis intervention programme was evaluated for suicidal children and adolescents. There were 47 participants, 
22 were male and 25 were female with a mean age of 14.4, age range 7–19. Only two of the 47 participants engaged in 
suicidal behaviour during the follow-up of 18 months; there was no baseline data to compare this with.

Goldstein (2007) Open trial
DBT was delivered over one year to 10 participants, mean age 15.8, age range 14–18, who were receiving treatment in 
an outpatient pediatric bipolar specialty clinic. Eight were female. Although 80% had a history of attempted suicide none 
reported attempting suicide during the year-long study. 

King (2003) Before-and-after study
The effectiveness of telephone counselling for young people seeking help in the context of suicidal ideation was investigated. 
Independent raters measured callers’ suicidality and mental state at the beginning and end of 100 taped counselling 
sessions. Significant decreases in suicidality were found to occur during the course of counselling sessions, suggesting 
positive immediate impact. Of those whose gender could be identified 79.5% were female and calls had a mean duration of 
40 minutes with a range of 10–120 minutes. 
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Study Characteristics

Korner (2006) Case control study
This study compared a cohort of participants (Stevenson, 1992) with a group of 31 wait-listed treatment-as-usual
(TAU) controls using the conversational model. The participants were diagnosed with borderline personality disorder, the 
mean age of the one-year therapy group was 27.9 years (SD = 5.9) with 17 females and 12 males. In comparison, the TAU 
group had a mean age of 29.7 years (SD = 6.1) with 16 females and 15 males. There was a marked reduction in self-harm in 
the therapy group in contrast to worsening self-harm in the comparison group.

Lamprecht (2007) Open pilot study 
40 participants were invited to take part in single-session solution-focused brief therapy and were compared with the total 
group of patients who had presented with first time self-harm during the study period of a year. Of the 40 participants 32 
presented with self-harm for the first time. Participants were aged between 18–65. In the study group, two had repeated self-
harm after one year, compared with 40 in the total group of 302 patients presenting with first time self-harm (6.3% vs 13.2%)

Manning (1986) Open trial
34 female clients with borderline personality disorder were given DBT for one year. The study was designed to examine 
the differences in treatment outcome for clients who have a singular diagnosis of BPD versus those who have concurrent 
BPD or MAD (major affective disorder). The participants’ ages ranged from 24–53 with a mean age of around 39. All clients 
demonstrated significant changes in levels of suicide ideation, depression and hopelessness. There were no between-group 
differences on any of the measures.

Mueller-Theisen 
(2006)

Open trial
50 participants (49 females and one male) were given DBT. They had a mean age of 34.24 (SD=10.17) and 92% were 
Caucasian. There were two groups: individual DBT therapy, group skills training and case management ; and group skills 
training and case management without individual DBT therapy. No differences were found between groups for number of 
parasuicidal acts. 

Nee (2007) Case studies
Three case studies were presented of women who had received DBT in a prison setting for a period of one year. Self-
harm measures were taken at four points not specified. The participants were three women, age range 19-26. Notable 
improvements were made in suicidal ideation. 

Power (2003) RCT
42 patients with first episode psychosis were randomly assigned to standard care or standard care plus Life SPAN therapy 
– a cognitively-oriented therapy for 10 weeks. No details are given on gender, age etc. Benefits were noted in the treatment 
group on indirect measures of suicidality, eg hopelessness. The treatment group showed a greater average improvement 
(though not significant) on a measure of suicide ideation.

Rucci (2002) RCT
98 women and 77 men participated in the study, treated with a combination of pharmacotherapy and one of two levels of 
psychosocial intervention – psychotherapy specific to bipolar disorder, which included help in regularising daily routines, 
or nonspecific, intensive clinical management involving regular visits with empathic clinicians. The mean age was 35.1 
(SD=10.5). During the acute treatment phase, 92 patients were predominantly treated for depression, 40 for mania, and 
43 for mixed or cycling episodes. The rate of suicide attempts was 1.05 per 100 person-months before the trial. Patients 
experienced a threefold reduction in the rate of suicide attempts during the acute treatment phase. 

Sachsse (2006) Naturalistic outcome study
This study compared psychodynamically oriented trauma-focused inpatient treatment for women with complex 
posttraumatic stress disorder and BPD against a treatment as usual group. Treatment was assessed both at the end of 
treatment and at one-year follow-up. The sample was 153 participants with a mean age of 42.4 (SD=8.24); improvements 
were made in the frequency of self-mutilating behaviour.

Springer (1996) RCT
31 subjects (21 female and 10 male) with a mean age of 31.4 (SD=9.24) were randomly assigned to the creative coping 
skills training group or to the wellness and lifestyle discussion control group for 10 sessions, 45 minutes each. At the end 
of treatment both groups demonstrated significant improvement in depression, hopelessness and suicidal ideation; no 
significant between-group differences were found.

Stevenson (2005) Cohort study follow-up
30 subjects were originally treated with the conversational model (Stevenson, 19992) and followed up five years later. Their 
age ranged from 18 to 52 years, no other data given. Logistic regression analysis was utilised to calculate a similar odds ratio 
(OR) to reflect the reduction in the odds of self-harm as measured at one and five years post-psychotherapy compared with 
the odds at entry into the programme. The OR of self-harm at five years post-entry into the programme is very substantially 
less than predicted simply due to the ageing of the cohort. Data suggests that if an untreated borderline patient were 
followed up after five years, there is a 79% likelihood that they would still be engaging in self-harming behaviours. 

TADS team (2004) RCT
This study evaluated the treatments effects of four different types of treatment for adolescents with depression over 12 
weeks: fluoxetine alone, CBT alone, CBT with fluoxetine, or placebo. There were 439 participants randomised with a mean 
age of 14.6; 45.6% of the sample were male. Clinically significant suicidal thinking, which was present in 29% of the group at 
baseline, improved significantly in all four treatments; fluoxetine with CBT showed the greatest reduction.

Tarrier (2006) Longitudinal follow-up
This study utilised data from the SoCrates Trial of CBT in recent onset schizophrenia. There were 278 participants, 69% 
were male, with a mean age of 29. Treatment was CBT, supportive counselling and TAU and was delivered over a five-week 
period, with assessments carried out until 18 months. The rates of moderate to severe behaviour were 13% at admission, 
4% at six weeks, 1.5% at three months and 6% at 18 months. There were no beneficial or adverse effects of psychological 
treatment on suicide behaviour that reduced significantly with clinical recovery. CBT may need to be modified to directly 
target suicide behaviour.
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Study Characteristics

Wheatley (2000) Case studies
This dissertation looked at the efficacy of promoting the use of problem-focused coping skills in repetitive deliberately self-
harming adolescents (n=6).Three participants demonstrated a good response to the intervention as measured by frequency 
of self-harm. However, follow-up data on one of these participants suggests a relapse of self-harm after the end of the 
intervention.

Wheatley (2005) Case study
This study looked at the efficacy of a behavioural coping skills programme with a repetitively deliberately self-harming young 
woman, aged 18 and 11 months who had a formal diagnosis of BPD. A simple single case A-B design was used. At three-
month follow-up there was a substantial decrease in the participant’s deliberate self-harm.

Wilberg (1998) Naturalistic prospective study
12 participants with BPD were treated with a combination of day treatment and subsequent outpatient group psychotherapy 
and compared with 31 patients in the same day hospital but without subsequent outpatient group therapy. Of this sample 
23% were male and the mean age was 31. Follow-up was done at an average of 34 months after discharge. Whereas nine 
patients in the intervention and 13 in the non-intervention had made previous suicide attempts, one patient in the intervention 
and five in the non-intervention group had made one or more suicide attempts during the follow-up (non-significant).

Zinkler (2007) Prospective study
This study evaluated outpatient DBT for 49 patients over a 12-month period. 12% were male and the sample had a mean 
age of 33.21. Outcome data were obtained for 32 participants who stayed in treatment for more than three months. 
Compared with 12 months pre-treatment, self-harm reduced dramatically once people entered the programme, with 
incidents of self-harm per service per month reducing from 5.3 for pre-treatment to 1.2 in treatment. 
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Appendix F: Details of studies in the meta-analyses
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Appendix G: Controlled trials

Figure 1: Forest plot of randomised controlled trials in the effectiveness of psychotherapy/
counselling versus a control

Table 1: Meta-analysis for randomised controlled trials 

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.46 -0.57 -0.32 -6.42 0.001 38

Test for heterogeneity: I²= 91% on 37 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.13
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Figure 2: Forest plot of non-randomised trials in the effectiveness of psychotherapy/counselling 
versus a control

Table 2: Meta-analysis for non-randomised trials

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.42 -0.70 -0.13 -2.87 0.004 16

Test for heterogeneity: I²= 94% on 15 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.27
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Figure 3: Forest plot of studies looking at a form of treatment against a control with the outcome 
measure of suicide attempt

Table 3: Meta-analysis for studies looking at suicide attempt

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.385 -0.639 -0.131 -2.969 0.003 21

Test for heterogeneity: I²= 84% on 20 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.23
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Figure 4: Forest plot of studies looking at a form of treatment against a control with the outcome 
measure of self-harm

Table 4: Meta-analysis for studies looking at self-harm

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.51 -0.84 -0.19 -3.10 0.002 13

Test for heterogeneity: I²= 87% on 12 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.28
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Figure 5: Forest plot of studies looking at a form of treatment against a control with the outcome 
measure of suicidal ideation

Table 5: Meta-analysis for studies looking at suicidal ideation

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.81 -1.23 -0.39 -3.78 0.000 10

Test for heterogeneity: I²= 97% on 9 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.41
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Figure 6: Forest plot of studies looking at a form of treatment against a control with the outcome 
measure of BHS

Table 6: Meta-analysis for studies looking at BHS

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.10 -0.47 0.26 -0.56 0.572 4

Test for heterogeneity: I²= 94% on 3 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.12



© BACP 2009 Counselling and psychotherapy for the prevention of suicide: a systematic review of the evidence 105

Figure 7: Forest plot of studies looking at a form of treatment against a control with the subtype 
therapy of CBT

Table 7: Meta-analysis for studies looking at CBT

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -1.02 -1.88 -0.16 -2.31 0.021 6

Test for heterogeneity: I²= 98% on 5 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 1.09
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Figure 8: Forest plot of studies looking at a form of treatment against a control with the subtype 
therapy of DBT

Table 8: Meta-analysis for studies looking at DBT

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.41 -0.66 -0.15 -3.13 0.002 10

Test for heterogeneity: I²= 83%on 9 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.11
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Figure 9: Forest plot of studies looking at a form of treatment against a control with the subtype 
therapy of PS

Table 9: Meta-analysis for studies looking at PS

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.33 -0.53 -0.12 -3.10 0.002 8

Test for heterogeneity: I²= 85% on 7 degrees of freedom (p< 0.000)
Moment-based estimate of between studies variance = 0.05
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Figure 10: Forest plot of studies looking at a form of treatment against a control for treatment on 
an individual basis 

Table 10: Meta-analysis for studies looking at treatment on an individual basis

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.45 -0.70 -0.28 -4.61 0.000 26

Test for heterogeneity: I²= 92% on 25 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.21
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Figure 11: Forest plot of studies looking at a form of treatment against a control with group 
therapy

Table 11: Meta-analysis group

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.18 -0.63 0.28 -0.76 0.45 3

Test for heterogeneity: I²= 96% on 2 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.15
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Figure 12: Forest plot of studies looking at a form of treatment against a control with 
mixed therapy

Table 12: Meta-analysis for mixed treatment

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.44 -0.61 -0.27 -5.03 0.000 25

Test for heterogeneity: I²= 89% on 24 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.13
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Figure 13: Forest plot of studies looking at a form of treatment against a control with 
participants < 18 years of age

Table 13: Meta-analysis for participants less than 18 years of age

 Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.19 -0.28 -0.10 -4.04 0.000 10

Test for heterogeneity: I²= 46% on 9 degrees of freedom (p< 0.06)
Moment-based estimate of between studies variance = 0.01
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Figure 14: Forest plot of studies looking at a form of treatment against a control with 
participants >18 years of age but <50 years of age

Table 14: Meta-analysis for participants aged >18 years of age but <50 years of age

 Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.55 -0.72 -0.38 -6.29 0.000 40

Test for heterogeneity: I²= 94% on 39 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.23
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Figure 15: Forest plot of studies looking at a form of treatment against a control with quality 
criteria score of less than 50%

Table 15: Meta-analysis for studies that had less than 50% in quality criteria met

 Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.49 -0.79 -0.20 -3.28 0.001 21

Test for heterogeneity: I²= 93% on 20 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.38
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Figure 16: Forest plot of studies looking at a form of treatment against a control with quality 
criteria score of 50%

Table 16: Meta-analysis for studies that had 50% in quality criteria met

 Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.46 -0.69 -0.24 -3.99 0.000 11

Test for heterogeneity: I²= 79% on 10 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.10
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Figure 17: Forest plot of studies looking at a form of treatment against a control with quality 
criteria score of >50%

Table 17: Meta-analysis for studies that had >50% in quality criteria met

 Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.38 -0.53 -0.23 -4.97 0.000 22

Test for heterogeneity: I²= 89% on 21 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.08
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Figure 18: Forest plot of studies looking at a form of treatment against a control where 
participants had less than six hours of therapy

Table 18: Meta-analysis for studies with less than six hours of therapy

 Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -1.09 -1.73 -0.45 -3.35 0.001 5

Test for heterogeneity: I²= 97% on 4 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.41
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Figure 19: Forest plot of studies looking at a form of treatment against a control where 
participants had >six and <20 hours of therapy

Table 19: Meta-analysis for studies with >six and <20 hours in therapy

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.39 -0.58 -0.19 -3.90 0.000 22

Test for heterogeneity: I²= 91% on 21 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.16
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Figure 20: Forest plot of studies looking at a form of treatment against a control where 
participants had >20 hours of therapy

Table 20: Meta-analysis for studies where participants had >20 hours of therapy

 Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.43 -0.64 -0.23 -4.16 0.000 20

Test for heterogeneity: I²= 89% on 19 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.14
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Figure 21: Forest plot of studies looking at a form of treatment against a control where 
participants had inpatient treatment

Table 21: Meta-analysis for participants who were treated on an inpatient basis

 Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.69 -0.97 -0.40 -4.74 0.000 18

Test for heterogeneity: I²= 95% on 17 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.30
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Figure 22: Forest plot of studies looking at a form of treatment against a control where 
participants had outpatient treatment

Table 22: Meta-analysis for participants who were treated on an outpatient basis

 Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.35 -0.52 -0.18 -4.02 0.000 28

Test for heterogeneity: I²= 90% on 27 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.15
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Figure 23: Forest plot of studies looking at a form of treatment against a control where 
participants had home treatment

Table 23: Meta-analysis for participants who were treated at home

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.28 -0.59 0.04 -1.74 0.082 5

Test for heterogeneity: I²= 84% on 4 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.06
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Figure 24: Forest plot of studies looking at a form of treatment with assessment times at less 
than 12 months

Table 24: Meta-analysis for studies with less than 12 months assessment times

 Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.64 -0.88 -0.40 -5.19 0.000 21

Test for heterogeneity: I²= 94% on 20 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.24
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Figure 25: Forest plot of studies looking at a form of treatment with assessment times at more 
than 12 months

Table 25: Meta-analysis for studies with more than 12 months assessment times

 Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.31 -0.48 -0.15 -3.71 0.000 21

Test for heterogeneity: I²= 87% on 11 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.23
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Figure 26: Forest plot of studies looking at a form of treatment with assessment times at more 
than 24 months

Table 26: Meta-analysis for studies with more than 24 months assessment times

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.34 -0.66 -0.03 -2.12 0.034 12

Test for heterogeneity: I²= 87% on 11 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.23
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Figure 1: Forest plot for studies including immediate post data for studies comparing 
psychotherapy and counselling against a form of control

Table 1: Meta-analysis for studies including immediate post data for studies comparing 
psychotherapy and counselling against a form of control

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.41 -0.53 -0.29 -6.61 0.000 49

Test for heterogeneity: I²= 92% on 48 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.12

Appendix H: Forest plots
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Figure 2: Forest plot for studies in the before and after analysis looking at outcome measure BDI

Table 2: Meta-analysis for studies looking at BDI as an outcome measure before and after an 
intervention 

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -1.16 -1.66 -0.65 -4.51 0.000 6

Test for heterogeneity: I²= 82% on 5 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.30
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Figure 3: Forest plot for studies in the before and after analysis looking at outcome measure of 
self-harm

Table 3: Meta-analysis for studies looking at self-harm as an outcome measure before and after 
an intervention 

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.47 -0.67 -0.27 -4.59 0.000 5

Test for heterogeneity: I²= 0% on 4 degrees of freedom (p> 0.843)
Moment-based estimate of between studies variance = 0.00
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Figure 4: Forest plot for studies in the before and after analysis looking at DBT

Table 4: Meta-analysis for studies looking at DBT therapy before and after an intervention

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.69 -0.93 -0.45 -5.59 0.000 15

Test for heterogeneity: I²= 77% on 14 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.16
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Figure 5: Forest plot for studies in the before and after analysis looking at PS therapy

Table 5: Meta-analysis for studies looking at PS therapy before and after an intervention

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.64 -0.76 -0.53 -11.09 0.000 4

Test for heterogeneity: I²= 0% on 3 degrees of freedom (p> 0.510)
Moment-based estimate of between studies variance = 0.000
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Figure 6: Forest plot for studies in the before and after analysis looking at therapy on an 
individual basis

Table 6: Meta-analysis for studies looking at individual therapy in a before and after analysis

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.80 -1.10 -0.50 -5.22 0.000 13

Test for heterogeneity: I²= 78% on 12 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.17
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Figure 7: Forest plot for studies in the before and after analysis looking at mixed therapy (ie 
individual and group)

Table 7: Meta-analysis for studies looking at mixed therapy in a before and after analysis

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.68 -0.84 -0.52 -8.29 0.000 22

Test for heterogeneity: I²= 71% on 21 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.09
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Figure 8: Forest plot for studies in the before and after analysis looking at participants less than 
18 years of age

Table 8: Meta-analysis for studies looking at before and after an intervention with participants 
less than 18 years of age 

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -1.04 -1.42 -0.66 -5.42 0.000 8

Test for heterogeneity: I²= 80% on 7 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.22
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Figure 9: Forest plot for studies in the before and after analysis looking at more than 6 hours of 
therapy but less than 20

Table 9: Meta-analysis for studies looking at before and after an intervention on hours in therapy 
between 6 and 20 

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.98 -1.32 -0.65 -5.71 0.000 15

Test for heterogeneity: I²= 82% on 14 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.28
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Figure 10: Forest plot for studies in the before and after analysis looking at more than 20 hours 
of therapy

Table 10: Meta-analysis for studies looking at before and after an intervention on hours in 
therapy more than 20

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.67 -0.88 -0.46 -6.14 0.000 15

Test for heterogeneity: I²= 76% on 14 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.12
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Figure 11: Forest plot for studies in the before and after analysis looking at treatment in an 
outpatient setting

Table 11: Meta-analysis for studies looking at before and after an intervention in an outpatient 
setting

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.76 -0.99 -0.53 -6.40 0.000 19

Test for heterogeneity: I²= 84% on 18 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.20
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Figure 12: Forest plot for studies in the before and after analysis looking at less than six months 
assessment times

Table 12: Meta-analysis for studies looking at before and after an intervention with less than 
six months assessment times

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -088 -1.13 -0.63 -6.93 0.000 21

Test for heterogeneity: I²= 79% on 20 degrees of freedom (p< 0.001)
Moment-based estimate of between studies variance = 0.213



© BACP 2009 Counselling and psychotherapy for the prevention of suicide: a systematic review of the evidence 137

Figure 13: Forest plot for studies in the before and after analysis that had between six months 
and 12 months follow-up assessment

Table 13: Meta-analysis for studies looking at before and after an intervention that had between 
six months and 12 months follow-up assessment

Pooled 95% CI Asymptotic P value No. of studies

Method Est Lower Upper Z value

Random -0.52 -0.68 -0.37 -6.70 0.000 13

Test for heterogeneity: I²= 60% on 12 degrees of freedom (p< 0.003)
Moment-based estimate of between studies variance = 0.04
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Appendix I: Critical appraisal 
guidelines and quality criteria for 
qualitative studies 

Critical appraisal guidelines for qualitative 
studies 

1. Is there an explicit theoretical framework and/or literature 
review?

 Is the design appropriate to the question, or would a 
different method have been more appropriate? The 
execution of a qualitative research study is crucially related 
to the theoretical perspective in which the researchers have 
chosen to locate the study. 

2. Are the aims and objectives clearly stated?

 What types of issues need exploring, and why is the 
research necessary?

3. Is there a clear description of the context?

 Is the context described so that the reader could relate the 
findings to other settings? 

 Is there a description of study locations/areas and how and 
why they were chosen? 

4. Is there a clear description of the sample and how it was 
recruited?

 Is there a rationale for the selection of the target sample? 
Are basic descriptive data included to judge the range 

of persons and situations to which findings might be 
relevant? 

5. Is there a clear description of methods used to collect and 
analyse data?

 How are themes and concepts identified from the research 
material and is this sufficiently rigorous and justified? Is it 
apparent whether themes were grounded in people’s views 
or from pre-defined coding? How many analysts were 
employed? Did the researcher search for disconfirming 
cases? Is there an audit trail so that replication would be 
possible?

6. Are attempts made to establish the reliability or validity of 
data analysis?

 Are attempts made to ensure confidentiality, and are there 
consent procedures, etc? Did participants understand the 
questions in the same way? Are the values of the researcher 
known, ie do they describe their theoretical, methodological 
or personal orientation relevant to the subject? Are credibility 
checks employed, eg using multiple qualitative analysts; 
checking with original informants or others similar to them? 

7. Is there inclusion of sufficient original data to mediate 
between evidence and interpretation?

 Is the understanding represented in a way that achieves 
coherence and integration, ie does the understanding fit 
together in a logical, insightful way so that the reader can 
follow the line of thought? Does the author provide examples 
of the data to allow appraisal of the fit between the data and 
the author’s understanding of them? Does the paper make a 
useful contribution?

Table 1: Quality criteria for qualitative studies

Study Is there 
an explicit 
theoretical 
framework 

and/or 
literature 
review?

Are the 
aims and 

objectives 
clearly 
stated?

Is there 
a clear 

description 
of the 

context?

Is there 
a clear 

description 
of the 

sample and 
how it was 
recruited?

Is there 
a clear 

description 
of methods 

used to 
collect and 

analyse 
data?

Are attempts 
made to 
establish 

the reliability 
or validity 

of data 
analysis?

Is there 
inclusion of 
sufficient 

original data 
to mediate 
between 

evidence and 
interpretation?

Araminta (2000) Yes Yes Yes Yes Yes Unclear Partially

Colbert (2002) Yes Yes Partially Partially Yes Partially Yes

Craigen (2006) Yes Yes Yes Yes Yes Yes Yes

Crockwell (1997) Yes Yes Partially Yes Partially Partially Yes

Crouch (2004) Yes Yes Yes Yes Yes Partially Partially

Cunningham (2004) Yes Yes Yes Yes Yes Partially Yes

Huband (2004) Yes Yes Yes Yes Yes Partially No

Perseius (2003) Partially Yes Partially Yes Yes Partially Yes

Reeves and Mintz 
(2001)

Yes Yes Partially Partially Unclear No Partially

Reeves et al. (2004) Yes Yes No No Partially No Unclear

Ross (2000) Yes Yes Partially Yes Yes Yes Yes

Rubenstein (2003) Yes Yes Yes Yes Yes Partially Yes

Sinclair (2005) Yes Yes Unclear Partially Partially Unclear Partially
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Appendix J: Glossary of terms

Glossary of terms included in this review

BDI – Beck Depression Inventory

BHS – Beck Hopelessness Scale

BPD – Borderline Personality Disorder

CASP – Critical Appraisal Skills Programme

CBT – Cognitive Behaviour Therapy

DAP-R – Death Attitude Profile – revised

DBT – Dialectical Behaviour Therapy

DSH – Deliberate Self-Harm

DSM-IV – Diagnostic and Statistical Manual of Mental Disorders, 
4th edition

GP – General Practitioner

IC – Integrative Complexity

LPC – Lifetime Parasuicide Count

NICE – National Institute of Health and Clinical Excellence

NST – Non-directive Supportive Therapy

PHI – Parasuicidal History Interview

PIT – Psychodynamic Interpersonal Therapy

PSI – Problem-Solving Inventory

PS – Problem Solving

RCT – Randomised Controlled Trial

SA – Suicide Attempt

SBFT – Systemic-Behavioural Family Therapy

SBQ – Suicidal Behaviours Questionnaire

SD – Standard Deviation

SE – Standard Error

SI – Suicide Ideation

SIC – Suicide Intervention Counsellor

SIRI – Suicide Intervention Response Inventory

SOQ – Suicide Opinion Questionnaire

SPSI-R – Social Problem-Solving Inventory – revised
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Notes
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