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VERSION 1 - REVIEW 

REVIEWER Matthew Spittal 
Melbourne School of Population and Global Health  
The University of Melbourne  
Australia 

REVIEW RETURNED 06-Aug-2015 

 

GENERAL COMMENTS This is an interesting an important paper that examines the 
diagnostic proporties of 11 recently published risk-scores predicting 
self-harm. The paper is timely given the recent focus both big data 
and risk prediction in medicine. The paper has important clinical 
implications because front-line staff must make decisions about 
which patients should be prioritised for hospital admission, and 
similarly, which patients for which there is no benefit from admission. 
The conclusions of this thorough review is that none of the 
measures stand out as useful risk prediction instruments.  
 
I have no substantial concerns with this paper. I raise several minor 
issues, which can be made at the authors' discretion.  
 
1. The paper highlights the tension between the sensitivity/specificity 
of a test and the PPV/NPV. The authors find that tests with high 
sensitivity generally have poor PPV, and similarly, those with high 
PPV have low sensitivity. Might it be a worth a comment in the 
discussion that this poses substantial challenges for developing risk 
scores, especially for an outcome such as self-harm. Moreover, it 
highlights the traditional paradigm of balancing sensitivity against 
specificity is probably not sufficient to develop useful tests (at least 
in this setting where there are no gold standards).  
 
2. I think it is worth further emphasising that because the Repeated 
Episodes of Self-harm scale is developed on an inpatient sample 
(unlike most of the other measures), its applicability to an 
emergency department sample is unknown.  
 
3. Relatedly, while the Repeated Episodes of Self-harm scale comes 
out favourably on some diagnostic criteria for the highest-risk 
threshold, I think it is worth making it clear that this threshold may 
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not be useful in a clinical setting. This is because, at a high score, it 
is likely to be relatively obvious that the patient is at high risk 
(multiple prior episodes of self-harm, relatively short time between 
since the most recent episode, at least one mental health diagnosis, 
etc), and because the group identified with these characteristics is 
relatively small.  
 
4. A very minor point for the figure in Appendix 3 showing the 
calculations of the various indicies. The middle four squares include 
reference to "a", "b", "c", and "d". Because all the formulas use "TP", 
"FP", etc rather than the "a", "b" notation, I'd drop these. Similarly, 
(and this is a pedantic), the formula for the number allowed to 
diagnose uses the notation Sp and Se (whereas the main paper 
uses Sens and Spec). Might be worth making that consistent and 
defining it again in the appendix (ie Specificity = Spec = TN/FP + 
TN). Finally, I think there is a small error in the total column for 
"Positive (high-risk)". All patients positive in the test should be 
calculated as TP + FP (not FP + FN). 

 

REVIEWER Celine Larkin 
National Suicide Research Foundation, Cork, Ireland 

REVIEW RETURNED 12-Aug-2015 

 

GENERAL COMMENTS This paper addresses a topical issue in the management of self-
harm patients (a group at increased risk of suicide), namely which is 
the best scale for assessing risk of repetition of self-harm. Recent 
NICE Guidelines specified that clinicians should "not use risk 
assessment tools and scales to predict future suicide or repetition of 
self-harm." Therefore, the authors should take care not to present 
the review as a means for clinicians to select a scale to predict 
repetition, and may wish to adapt the paper title to convey more 
caution.  
 
Comments  
 
- While the research question is interesting, there are several areas 
for improvement in the paper. It seems that the search methods 
used are unlikely to identify all papers that would be relevant to the 
research question. To be included in the current review, a paper had 
to report measures of diagnostic accuracy. This inclusion criterion 
does not allow for the inclusion of studies which reported raw 
numbers that could have been used by the authors to create 2x2 
tables and calculate measures of diagnostic accuracy. Several 
widely used scales are not included, possibly for this reason. I 
believe that if the authors had included studies that reported raw 
numbers and used these to calculate measures of diagnostic 
accuracy, several additional relevant scales would have been 
located.  
 
- The title of the paper refers to "best"- perhaps a term like "useful" 
or "accurate" is more informative. Moreover, given that the NICE 
guidelines expressly discouraged the use of scales to predict 
repetition, the title is overstating the promise of these scales in the 
context of the paper's findings  
 
-The methods section refers to the outcome as repeat self-harm or 
suicide but in the discussion it is stated that the main outcome was 
repeated self-harm rather than suicide  
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-The method section should identify the population involved- is it all 
those who have self-harmed or limited to those who are presenting 
with self-harm? Similarly, the conditions under which the scales 
were administered should be specified  
 
-The decision to include only the original study for each scale 
overlooks the issue of transferability. This is partly offset in the 
discussion by referring to later studies using the Edinburgh Scale 
and the MASH, but these studies should appear in the results 
section also. If a scale becomes less useful further from its original 
setting, clinicians should be made aware.  
 
- In the discussion, the limitations are important but could be more 
concise, leaving more space to discuss the application of the 
findings in clinical settings. The discussion of the trade-off between 
sensitivity and specificity is very relevant, and should also be 
referred to in the introduction (lest clinicians focus only on e.g. the 
DOR), given the serious consequences of a false negative.  
 
- If the focus is on the "best" scale for clinicians, rather than just the 
most accurate, the Operational Issues paragraph could be expanded 
and added to the Results section  
 
-It is worth noting that the health service and cultural contexts in 
which these scales were created will have a significant effect on 
their utility- there is much variability in the accuracy of risk factors for 
repetition across different studies  
 
- Finally, given the growing concern at a possible over-reliance on 
risk assessment scales, a paper aiming to ascertain which is the 
best one may be interpreted as advocating the use of such scales. A 
reframing of the main message of the paper could avoid this, for 
example along the lines of "Does any self-harm repetition risk scale 
perform well enough to be useful?". If a useful scale is located, how 
best can clinicians use that scale without sacrificing the quality of the 
risk assessment or therapeutic rapport?  
 
-Typographical errors: p18- 5th line: in -> on; p19 line 4: ability -> 
utility   

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name Matthew Spittal  

Institution and Country Melbourne School of Population and Global Health  

The University of Melbourne  

Australia  

Please state any competing interests or state ‘None declared’: None  

 

Please leave your comments for the authors below  

This is an interesting an important paper that examines the diagnostic proporties of 11 recently 

published risk-scores predicting self-harm. The paper is timely given the recent focus both big data 

and risk prediction in medicine. The paper has important clinical implications because front-line staff 

must make decisions about which patients should be prioritised for hospital admission, and similarly, 

which patients for which there is no benefit from admission. The conclusions of this thorough review is 

that none of the measures stand out as useful risk prediction instruments.  
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I have no substantial concerns with this paper. I raise several minor issues, which can be made at the 

authors' discretion.  

 

1. The paper highlights the tension between the sensitivity/specificity of a test and the PPV/NPV. The 

authors find that tests with high sensitivity generally have poor PPV, and similarly, those with high 

PPV have low sensitivity. Might it be a worth a comment in the discussion that this poses substantial 

challenges for developing risk scores, especially for an outcome such as self-harm. Moreover, it 

highlights the traditional paradigm of balancing sensitivity against specificity is probably not sufficient 

to develop useful tests (at least in this setting where there are no gold standards).  

 

Response  

 

We thank the reviewer for the comments and helpful recommendations for the paper. We agree with 

all of them. Specifically, for this point we now highlight the reciprocal relationship between sensitivity 

and positive predictive value in the introduction. We also acknowledge that traditional paradigms 

which aim to balance sensitivity vs specificity may be of limited usefulness in the development of risk 

scales for use following self-harm in our conclusion.  

 

2. I think it is worth further emphasising that because the Repeated Episodes of Self-harm scale is 

developed on an inpatient sample (unlike most of the other measures), its applicability to an 

emergency department sample is unknown.  

 

Response  

 

We have highlighted that the Repeated Episodes of Self-Harm Scale was developed on an inpatient 

sample and may therefore not be applicable to emergency department services (first paragraph of our 

clinical implications section).  

 

3. Relatedly, while the Repeated Episodes of Self-harm scale comes out favourably on some 

diagnostic criteria for the highest-risk threshold, I think it is worth making it clear that this threshold 

may not be useful in a clinical setting. This is because, at a high score, it is likely to be relatively 

obvious that the patient is at high risk (multiple prior episodes of self-harm, relatively short time 

between since the most recent episode, at least one mental health diagnosis, etc), and because the 

group identified with these characteristics is relatively small.  

 

Response  

 

We agree with the reviewer and have highlighted this additional limitation in the discussion of high 

specificity scales.  

 

4. A very minor point for the figure in Appendix 3 showing the calculations of the various indicies. The 

middle four squares include reference to "a", "b", "c", and "d". Because all the formulas use "TP", 

"FP", etc rather than the "a", "b" notation, I'd drop these. Similarly, (and this is a pedantic), the formula 

for the number allowed to diagnose uses the notation Sp and Se (whereas the main paper uses Sens 

and Spec). Might be worth making that consistent and defining it again in the appendix (ie Specificity 

= Spec = TN/FP + TN). Finally, I think there is a small error in the total column for "Positive (high-

risk)". All patients positive in the test should be calculated as TP + FP (not FP + FN).  

 

Response  

 

We thank the reviewer for spotting this error and the other suggestions which have increased the 

clarity and accuracy of the equations table. We have changed all patients positive on the test to TP 
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and FP, removed the a,b,c,d notation, replaced se and sp for Sens and Spec which are now defined 

in brackets.  

 

Reviewer: 2  

Reviewer Name Celine Larkin  

Institution and Country National Suicide Research Foundation, Cork, Ireland  

Please state any competing interests or state ‘None declared’: None declared  

 

Please leave your comments for the authors below  

 

1. This paper addresses a topical issue in the management of self-harm patients (a group at 

increased risk of suicide), namely which is the best scale for assessing risk of repetition of self-harm. 

Recent NICE Guidelines specified that clinicians should "not use risk assessment tools and scales to 

predict future suicide or repetition of self-harm." Therefore, the authors should take care not to 

present the review as a means for clinicians to select a scale to predict repetition, and may wish to 

adapt the paper title to convey more caution.  

 

Response  

 

Thank you for this thoughtful comment. Of course, we acknowledge that national guidelines in the UK 

recommend against use of scales to predict repeat self-harm (indeed some of the authors of the 

current review actively contributed to the guidelines), but clinicians and clinical services continue to 

ask us which are the ´best´ instruments of those available. Our use of ´best´ in the title was intended 

to reflect these concerns as well as enable a discussion of what ‘best’ might mean in a clinical 

context. However, we agree that this could be potentially misleading and perhaps interpreted as 

advocating the use of scales. As a result we have changed the title from ‘best’ to ‘most useful’. We 

have retained the comparative aspect of the review but hope our abstract and discussion now make 

clear that no scale performs sufficiently well to be recommended for routine clinical use.  

 

 

2. While the research question is interesting, there are several areas for improvement in the paper. It 

seems that the search methods used are unlikely to identify all papers that would be relevant to the 

research question. To be included in the current review, a paper had to report measures of diagnostic 

accuracy. This inclusion criterion does not allow for the inclusion of studies which reported raw 

numbers that could have been used by the authors to create 2x2 tables and calculate measures of 

diagnostic accuracy. Several widely used scales are not included, possibly for this reason. I believe 

that if the authors had included studies that reported raw numbers and used these to calculate 

measures of diagnostic accuracy, several additional relevant scales would have been located.  

 

Response  

 

We thank the reviewer for pointing this out and readily acknowledge it as a weakness. We were keen 

to replicate the search carried out as part of UK national guidance as far as possible - in some 

senses, the current paper was intended as an update of the NICE review and we were constrained by 

the original inclusion criteria. Some scales were not included in the NICE review (on the basis of the 

pre-specified inclusion criteria) and therefore did not find their way into the current paper. We have 

now been more explicit in acknowledging this point in our methodological limitations. However, as we 

discuss in the paper, inclusion of these additional scales is unlikely to have changed our findings.  

 

3. The title of the paper refers to "best"- perhaps a term like "useful" or "accurate" is more informative. 

Moreover, given that the NICE guidelines expressly discouraged the use of scales to predict 

repetition, the title is overstating the promise of these scales in the context of the paper's findings.  
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Response  

 

We agree that the word “best” in the title may be misleading and have changed the title to include 

“most useful” (see also our responses above).  

 

4. The methods section refers to the outcome as repeat self-harm or suicide but in the discussion it is 

stated that the main outcome was repeated self-harm rather than suicide  

 

Response  

 

We have carefully checked our methods section to ensure that the outcome is stated as repeated 

self-harm or attempted suicide.  

 

5. The method section should identify the population involved- is it all those who have self-harmed or 

limited to those who are presenting with self-harm? Similarly, the conditions under which the scales 

were administered should be specified.  

 

Response  

 

Many thanks for these helpful suggestions. The focus in the current paper is people presenting to 

services. We have ensured that details of the population involved are included in the method section 

under inclusion and exclusion criteria, in the description of studies section, and in the table of 

methodological characteristics. We have also amended the methodological characteristics table to 

highlight how the assessments were conducted and the cultural and health service contexts.  

 

6. The decision to include only the original study for each scale overlooks the issue of transferability. 

This is partly offset in the discussion by referring to later studies using the Edinburgh Scale and the 

MASH, but these studies should appear in the results section also. If a scale becomes less useful 

further from its original setting, clinicians should be made aware.  

 

Response  

 

We agree that this is a potential weakness. We did this in order to gain an indication of the ´best-

case´ scenario for different scales and because of the potential difficulty in combining measures of 

diagnostic accuracy from different settings. We considered the reviewer’s suggestion carefully but 

have opted to leave the broader performance of the scales which have been tested in multiple studies 

in the discussion section as it was not part of the original study design. These are essentially post hoc 

findings.  

 

7. In the discussion, the limitations are important but could be more concise, leaving more space to 

discuss the application of the findings in clinical settings.  

 

Response  

 

We have made additional edits to our limitations section to improve readability. We have added some 

text to the section on implications of the findings for clinical practice – starts on page 17.  

 

8. The discussion of the trade-off between sensitivity and specificity is very relevant, and should also 

be referred to in the introduction (lest clinicians focus only on e.g. the DOR), given the serious 

consequences of a false negative.  
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Response  

 

We have expanded the introduction to include a discussion of the trade-off between sensitivity and 

specificity. We highlight the limitation of using the DOR in selecting scales for clinical services in the 

discussion.  

 

9. If the focus is on the "best" scale for clinicians, rather than just the most accurate, the Operational 

Issues paragraph could be expanded and added to the Results section  

 

Response  

 

We thank the reviewer for this suggestion. The focus is now on ‘most useful’ but we have indeed 

moved the operational issues into the results section and included an operational issues table.  

 

10. It is worth noting that the health service and cultural contexts in which these scales were created 

will have a significant effect on their utility- there is much variability in the accuracy of risk factors for 

repetition across different studies.  

 

Response  

 

We agree that the performance of scales can be affected by the context in which they are used. We 

have expanded the section on clinical implications to highlight the importance of cultural and service 

context, as well as including additional contextual information in the methodological characteristics 

table.  

 

10. Finally, given the growing concern at a possible over-reliance on risk assessment scales, a paper 

aiming to ascertain which is the best one may be interpreted as advocating the use of such scales. A 

reframing of the main message of the paper could avoid this, for example along the lines of "Does any 

self-harm repetition risk scale perform well enough to be useful?". If a useful scale is located, how 

best can clinicians use that scale without sacrificing the quality of the risk assessment or therapeutic 

rapport?  

 

Response  

 

We have reviewed the changes we have made to the paper and hope that it is now clear that we are 

not suggesting such scales should be used in clinical practice. Rather we are saying the usefulness of 

scales depends on what they are being used for. We agree that that currently no scale appears to 

perform sufficiently well to be used routinely. Indeed there may be harmful consequences of doing so. 

We have also highlighted the need for future head to head comparisons of instruments which may 

have more validity than comparing scales used in different patient groups across different settings. 

These points have been summarised in our conclusion.  

 

11. Typographical errors: p18- 5th line: in -> on; p19 line 4: ability -> utility  

 

Response  

The typographical errors have been corrected.  
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VERSION 2 – REVIEW 

REVIEWER Matthew Spittal 
Melbourne School of Population and Global Health  
The University of Melbourne  
Australia 

REVIEW RETURNED 25-Sep-2015 

 

GENERAL COMMENTS This paper addresses a crucially important question that front-line 
staff must deal with on a day-to-day basis -- which patients should 
be admitted to hospital and which patients can be safely sent home? 
The paper makes the point clearly that none of the existing clinical 
instruments are well suited to address this question. I am happy with 
the revisions the authors have made to the manuscript.   

 

REVIEWER Celine Larkin 
National Suicide Research Foundation, Cork, Ireland 

REVIEW RETURNED 07-Oct-2015 

 

GENERAL COMMENTS The reviewer completed the checklist but made no further 
comments. 
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