
PEER REVIEW HISTORY 

BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   

 

ARTICLE DETAILS 

TITLE (PROVISIONAL) Effective psychological and psychosocial approaches to reduce 
repetition of self-harm: a systematic review, meta-analysis and 
meta-regression 

AUTHORS Hetrick, Sarah; Robinson, Jo; Spittal, Matthew; Carter, Gregory 

 

VERSION 1 - REVIEW 

REVIEWER Robert Carroll 
School of Social and Community Medicine, University of Bristol. 

REVIEW RETURNED 22-Jan-2016 

 

GENERAL COMMENTS This is an important addition to the literature regarding the clinical 
management of self-harm patients and I commend the authors for 
undertaking this extensive survey of the evidence-base. After 
reviewing the paper, I only have one major concern which regards 
the suitability of combining effect estimates from the “other” studies 
into an overall pooled estimate. Also some of the results could be 
made clearer. Other than these issues, this is a thorough and well 
written paper.  
 
Major:  
 
1. The main headline finding of this study is the overall protective 
effect observed when all the studies are pooled. My concern, 
however, is the suitability of the “other” category of studies and 
whether it’s appropriate to combine these studies’ effects with the 
well-defined interventions (cognitive behaviour/problem solving 
therapy etc.). Of the studies included in the “other” category, the 
Dubois paper focuses on youths (judging by the title - couldn’t get 
full text) and therefore seems inappropriate given the focus of the 
review is on adults; the Thorhurst papers do not describe the 
intervention and should therefore be excluded; and the remaining 
studies’ interventions are not psychological/psychiatric interventions, 
i.e. medical admission (Waterhouse 1990), alcohol nurse 
appointment (Crawford 2010). I think the “other” studies should be 
excluded, or at the very least not included in the overall pooled 
analysis. Do the authors have any strong reasons for including these 
studies? How can medical admission be considered a psychological 
intervention?  
 
Minor  
 
2. The statement “clinicians must consider psychological 
intervention[s]” is a bit strong and perhaps should be toned down 
considering the CI suggest the true effect estimate could be as small 
as a RR of 0.98, presumably the cost effectiveness of these 
interventions given this effect size would not support their use over 
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TAU?  
 
3. The authors note in the abstract that when the analysis was 
restricted to high quality studies there was weak evidence of a 
protective effect of these interventions. Do the authors think this 
suggests good quality trials are telling us something different or is 
the restricted analysis simply underpowered? If the meta-analysis of 
the low/medium quality trails produces a similar effect estimate, 
albeit weak, this would suggest the latter. This finding does not 
feature in the discussion but I think it deserves some comment.  
 
4. Table 2 is quite difficult to interpret, I have a number of suggested 
amendments:  
 
4.1. Why are log risk ratios presented? Can these not be 
exponentiated back to the normal scale to make interpretation more 
intuitive for readers (same goes for forest plot)?  
 
4.2. The title (Results from univariate meta-regression) is to brief 
and does not allude to the fact that the table includes pooled effects 
from meta-analysis (i.e. the first three columns) as well as results 
from meta-regression. This needs to be expanded.  
 
4.3. Column 4’s heading is just the symbol beta, more detail or a 
footnote is needed to make this easier to interpret – presumably this 
the change in the log risk ratio per unit increase in exposure 
estimated by meta-regression?  
 
5. The overall pooled effect estimate should be included in the forest 
plot (figure 2). “Favours A” and “Favours B” should be removed from 
the bottom axis.  
 
6. In the results the protective effect of psychodynamic study is 
discussed but it is based on an n of 1. I think this should be 
highlighted when this result is discussed (p16, ln39).  
 
7. In the results the authors state “for every hour increase […] in 
therapy […] the log RR increased by 0.0313, which translates to an 
increase in the risk of self-harm of 3% per additional hour of 
treatment” (p21/22 ln58/3). I think it should be clarified that it is the 
RELATIVE risk of REPEAT self-harm that increases by 3%. 
Meaning if we assume baseline risk of repetition is 16%, an extra 
hour of treatment would increase your risk to 16.48% (16x1.03).  
 
8. The flow chart should be included in the main text of the paper as 
opposed to supplementary material and summary reasons for the 81 
exclusions should be added to the diagram if possible.  
 
9. The risk of bias of individual studies has been performed 
(PRISMA item 12), but there does not appear to be an assessment 
of risk of bias across studies i.e. of publication bias (PRISMA item 
15) – is there any specific reason why this is not presented?  
 
10. The term “statistically significant” is used throughout the text. 
This is perhaps a question of style so feel free to ignore, but some 
argue discussing p-values as significant or not is misleading – better 
to talk about strong vs weak evidence and think of them as 
continuous rather than binary (see Sterne J & Davey-Smith G. 
Sifting the evidence—what's wrong with significance tests? BMJ 
2001;322:226). 
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REVIEWER Kairi Kolves 
Australian Institute for Suicide Research and Prevention  
National Centre of Excellence in Suicide Prevention  
WHO Collaborating Centre for Research and Training in Suicide 
Prevention  
Griffith University  
Australia 

REVIEW RETURNED 09-Feb-2016 

 

GENERAL COMMENTS Manuscript “Effective psychological and psychosocial approaches to 
reduce repetition of self-harm: a systematic review, metaanalysis 
and meta-regression” is analysing randomised controlled trials of 
psychological and psychosocial interventions for adult self-harm. 
The paper is an important update of the literature in last 15 years. 
The paper is very well written and is using appropriate methodology.  
Some minor points should be addressed:  
The numbering of Tables and Figures was very hard to follow as 
there was no indication which ones were online appendixes and 
some tables were inside the text and again at the end of the 
manuscript. I did find two Table 1s: (1) Risk of bias twice – page 18 
and page 48) and (2) General characteristics of included trials (p 
52).  
Referencing style in the text is not unified with references in tables, 
which makes them hard to link/follow.  
Page 8 “We did not impose any restrictions based on language.” It 
remained unclear what authors mean by language are they referring 
to terminology or they included papers in all possible languages in 
the databases used?  
Page 10 “For the primary outcome (any repetition of self-harm) we 
pooled data to calculate a Risk Ratio (RR) and when this estimate 
was significantly different from 1, the number needed to treat 
(NNT).” Wouldn’t it be correct to say when estimate was significantly 
below 1 as you would not calculate/present a negative NNT.  
Page 11 list of independent variables jumps after point 4 back to 
point 2  
Page 14 first paragraph “… Solution Focused Brief Focused 
Therapy compared with TAU; …” should be Solution Focused Brief 
Therapy  
Page 14 last paragraph “… and six used TAU+ as the comparator 
…” I noticed that there are 7 studies cited. 

 

REVIEWER Professor Allan House 
Leeds Institute of Health Sciences  
School of Medicine  
University of Leeds  
UK 
 
I have come to know Professor Carter personally, through shared 
professional interests, and have visited him in Australia. 

REVIEW RETURNED 08-Apr-2016 

 

GENERAL COMMENTS This is an important topic - we need to know (after dozens of trials) 
whether we have evidence of effectiveness, and we need some 
specificity about the likely most effective interventions. The 
manuscript is well written and easy to follow and the methods are 
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standard ones except (in this field) for the use of meta-regression.  
 
I have a number of minor and then a couple of more substantial 
comments.  
 
More minor comments:-  
 
1. Study selection: Excluded were studies on selected sub-groups in 
the overall self-harm population. Crawford et al 2011 was a study of 
brief intervention for alcohol misuse in a sample identified as having 
that problem by screening consecutive attenders and the primay 
outcome was recorded only in this sample. Why is it included, and 
more generally how did the authors ensure reliability in their 
judgements?  
 
2. Primary outcome: Did the authors set no limit at all on time to 
repetition? And when studies reported repetition at more than one 
follow up point which one did they choose?  
 
3. Defining the intervention: Some more attention to detail would 
help here. For example, the early study by Gibbons et al is 
described appropriately as problem-focussed but it did not involve 
problem-solving therapy. The terms are used as if interchangeable.  
 
4. Presentational errors: In Study Characteristics, Type of 
Intervention, 34 RCT are referred to and 35 interventions are listed. 
In Study Characteristics, Outcomes and Measurement, only 26 RCT 
are listed.  
 
More substantial comments:-  
 
My issue here is that I would like to see more consideration of the 
pros and cons of the two analytic methods used.  
 
1. In relation to meta-analysis the main issue is heterogeneity. The 
authors assume (as most do) that if there isn’t substantial statistical 
heterogeneity in the results, then clinical or methodological 
heterogeneity don’t matter that much. This leads to pooling, for 
example, data from the trial by Gibbons in Southern England the 
1970s and that by Hatcher in New Zealand (published 2011). There 
are substantial differences between the studies in social context, 
clinical populations, intervention (see above), and method 
(conventional v. Zelen randomisation).  
 
2. In relation to meta-regression there is an additional issue – 
although the sample is RCTs the method is essentially an 
observational one and therefore there is a risk of residual or 
unidentified confounding. This is surely the most likely explanation 
for the disconcerting finding that the more therapy somebody gets 
the more likely they are to repeat. The size of this effect should raise 
questions about how secure the findings more generally are for this 
part of the analysis.  
 
These challenges should be discussed more critically, along with 
consideration of whether they are more likely to lead to bias in the 
direction of overestimating treatment effects, or of missing important 
treatment effects for certain interventions. 
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REVIEWER Philip Batterham 
The Australian National University, Australia 

REVIEW RETURNED 03-May-2016 

 

GENERAL COMMENTS The article reports on a meta-analysis of trials testing psychosocial 
therapies following a suicide attempt. The study appears to be 
conducted rigorously and robustly. The article provides useful 
insights into the effectiveness of such therapies and is generally 
clearly written. I have some suggestions for improving the 
manuscript.  
 
1. The aims are usually placed in the introduction rather than the 
method section, but this may be dependent on the journal style.  
2. The setting of studies is not clearly described. The review appears 
to include any setting, although given the nature of suicide attempts, 
all studies appear to recruit within a hospital setting. The terminology 
of “patients” and “clinicians” presumes a medical setting, but this 
should be made explicit early in the paper. The discussion might 
examine whether the lack of trials set in non-hospital settings is a 
problem – given that not all people who self harm present to 
hospitals, might there be a need for trials set in primary care, online, 
crisis hotlines, etc.?  
3. The term “psychodynamic interpersonal” is somewhat confusing, 
as “interpersonal psychotherapy” (IPT) is a defined type of 
behavioural therapy whereas psychodynamic therapy is not.  
4. Some comment on whether there might be interactions between 
type and intensity of therapy (and potentially other independent 
variables) would be of interest.  
5. What was the basis for the trial size classification 
(small/medium/large) on p13?  
6. It is not clear whether study 48 (Crawford et al) should be 
included in this meta-analysis. Based on the description in the 
current paper, it sounds more like a brief contact intervention, testing 
the reminder rather than the therapy.  
7. In study 75 the CBT arm was excluded due to low uptake. This 
decision seems somewhat arbitrary, as adherence was not 
accounted for in the other trials. More broadly, some comment in the 
discussion/limitations about how adherence might have influenced 
outcomes (particularly with respect to the finding that longer 
treatments were associated with worse outcomes) is important.  
8. How was ITT analysis defined? Did this require robust methods 
that assume missingness at random (e.g., mixed effects models), or 
were potentially biased methods such as LOCF treated as ITT?  
9. Page 26: is it premature to recommend psychodynamic therapy 
as a “best choice”, given there has only been a single study with no 
replication of the findings?  
10. The cost savings section (p27) is problematic as it seems to be 
based on a number of assumptions, such as consistent patterns of 
event severity among those treated (it may be that those who do not 
respond to therapy actually have worse outcomes, so costs averted 
are considerably less). Furthermore, the paper does not provide an 
estimate of added treatment costs (as acknowledged), and doesn't 
account for broader impacts on the health system (or lives saved). 
This seems to be the weakest section of the discussion, opening the 
paper to additional sources of criticism from health economists and 
others. I suggest excluding this section.  
11. The standard abbreviation of Australian dollars is either A$ or 
AUD. (p27)  
12. There is a comment that causality cannot be inferred (p28). So 
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what might be some alternative explanations for the findings?  
13. Final sentence: suggest replace “have the best support” with 
“have support”.  
14. Search strategy: suicid* and attempt were not included in the 
search terms, so papers using the term "suicide" but not "suicidal" in 
the abstract / title would have been excluded. Also, it is not clear 
what the numbers in the search terms correspond to, as there is 
nothing provided for 18 and beyond.  
15. Supplementary table 2: not clear what the highlighting refers to  
16. What is the graph on page 67 of the submission (log risk ratio on 
the y axis) – I could not find a heading or a reference for it in the 
text.  
17. A few uses of present tense that should be past tense: 
“Therefore, a high risk of selection bias [was] likely...” (p15); 
“whether the type of intervention modifie[d] the over_all” (overall; 
p28)  
18. Unnecessary comma: “Participants in the, psychological...” (p16)  
19. Repeated words: “problem solving problem solving interventions” 
(p16) 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

 

Reviewer Name  

 

Robert Carroll  

 

Institution and Country  

 

School of Social and Community Medicine, University of Bristol.  

 

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

None declared.  

 

Please leave your comments for the authors below  

This is an important addition to the literature regarding the clinical management of self-harm patients 

and I commend the authors for undertaking this extensive survey of the evidence-base. After 

reviewing the paper, I only have one major concern which regards the suitability of combining effect 

estimates from the “other” studies into an overall pooled estimate. Also some of the results could be 

made clearer. Other than these issues, this is a thorough and well written paper.  

 

We would like to thank the reviewer for their positive comments on the paper and their constructive 

feedback  

 

Major:  

 

1. The main headline finding of this study is the overall protective effect observed when all the studies 

are pooled. My concern, however, is the suitability of the “other” category of studies and whether it’s 

appropriate to combine these studies’ effects with the well-defined interventions (cognitive 

behaviour/problem solving therapy etc.). Of the studies included in the “other” category, the Dubois 

paper focuses on youths (judging by the title - couldn’t get full text) and therefore seems inappropriate 

given the focus of the review is on adults; the Thorhurst papers do not describe the intervention and 

should therefore be excluded; and the remaining studies’ interventions are not 
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psychological/psychiatric interventions, i.e. medical admission (Waterhouse 1990), alcohol nurse 

appointment (Crawford 2010). I think the “other” studies should be excluded, or at the very least not 

included in the overall pooled analysis. Do the authors have any strong reasons for including these 

studies? How can medical admission be considered a psychological intervention?  

 

We thank the reviewer for this comment and have spent some time thinking about this, and re-running 

analyses on the basis of the comment.  

 

First we would like to clarify that as our title suggests, the aim of the paper was to investigate the 

effect of psychological and ‘psychosocial’ interventions and we followed the methodology of the 

seminal review by Hawton with regard to inclusion criteria.  

 

We want to clarify that in Dubois the average age was 22.4, which is within the adult age range as 

now more clearly stated as being over the age of 18.  

 

Both the Torhorst papers are testing psychological interventions – but they test whether the time 

frame over which it is delivered makes a difference, or whether who delivers the therapy makes a 

difference (we have now included them in an ‘other-psychological’ category).  

 

The Waterhouse paper which examined hospital admission for psychosocial assessment and 

management planning versus immediate psychosocial assessment only by junior medical staff 

followed by discharge for community care, is an interesting paper. We believe the authors conceived 

this as a psychosocial intervention as described in the Background section: “A hospital admission 

may communicate to the patient's family many messages (e.g. ‘not a silly gesture’, ‘someone's to 

blame’), whereas discharge home may communicate the opposite”. Also, the context for this study 

was at a time of increasing rates of hospital-treated parasuicide was overwhelming the available 

clinical resources and as a result the Royal College of Psychiatrists recommendations for medical and 

psychiatric assessment of all cases (often with a medical admission) was under revision. The practical 

implication was a level of psychosocial assessment delivered by non-mental health staff (usually 

junior medical staff), which we also consider to be an altered form of psychosocial management as 

the baseline intervention condition before randomisation.  

 

On the basis of the reviewers feedback, we did re-categorise the studies to include both an ‘other-

psychological’ category where the therapy is not problem-solving based or CBT, including those 

where it was not defined; and a category called other-psychosocial where those trials of interventions 

that weren’t delivering a psychological intervention were grouped. We did re-run the primary analysis 

excluding both of these categories, and then excluding the ‘other-psychosocial’ category and it made 

no material difference to the findings. Further, our specific aim was to investigate whether the type of 

intervention modified the overall treatment effect and we found that it did not, suggesting that at this 

point in time there is no strong evidence that there is an impact on the effect of psychological and 

psychosocial interventions dependent on the type of intervention that is implemented. Again, we 

wanted to check whether this changed if the ‘other’ categories of trials were removed and so we re-

ran the meta-regression analysis excluding the ‘other categories’, and there was not material change 

to the results.  

 

Clinically, from a practical implementation point of view it is important to consider the full range of 

possible interventions – psychological or psychosocial that should be offered to patients, and so we 

would argue that all of these studies should remain in the analysis.  

 

Minor  

 

2. The statement “clinicians must consider psychological intervention[s]” is a bit strong and perhaps 
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should be toned down considering the CI suggest the true effect estimate could be as small as a RR 

of 0.98, presumably the cost effectiveness of these interventions given this effect size would not 

support their use over TAU?  

 

We agree and have changed this to “consideration……is worthwhile” pg 2; and page 26  

 

3. The authors note in the abstract that when the analysis was restricted to high quality studies there 

was weak evidence of a protective effect of these interventions. Do the authors think this suggests 

good quality trials are telling us something different or is the restricted analysis simply underpowered? 

If the meta-analysis of the low/medium quality trails produces a similar effect estimate, albeit weak, 

this would suggest the latter. This finding does not feature in the discussion but I think it deserves 

some comment.  

 

The size of the effect for trials of low quality with regard to allocation concealment (high risk of bias) 

have a larger effect (RR=0.66) compared with the high quality studies (RR=0.94). The size of the 

effect with regard to blinding of outcome assessor is exactly the same for both the high and low 

quality studies (RR=0.84). Therefore, it is difficult to know if the hypothesis of the analysis being 

underpowered is more likely. We have not added any further detail with regard to this possibility given 

it isn’t clear from the two separate sensitivity analyses.  

 

4. Table 2 is quite difficult to interpret, I have a number of suggested amendments:  

 

4.1. Why are log risk ratios presented? Can these not be exponentiated back to the normal scale to 

make interpretation more intuitive for readers (same goes for forest plot)?  

 

We agree with reviewer that the information presented was confusing. We have now revised the 

tables and the results in the text to show all effect sizes on the RR scale.  

 

4.2. The title (Results from univariate meta-regression) is to brief and does not allude to the fact that 

the table includes pooled effects from meta-analysis (i.e. the first three columns) as well as results 

from meta-regression. This needs to be expanded.  

 

The values produced are all from the meta-regression analysis. However, we agree that the title of 

Table 2 was not clear enough and have we have altered so it is more explanatory: Effects of single 

covariates for meta-regression of all trials of psychological or psychosocial intervention versus 

comparator(pg 24)  

 

4.3. Column 4’s heading is just the symbol beta, more detail or a footnote is needed to make this 

easier to interpret – presumably this the change in the log risk ratio per unit increase in exposure 

estimated by meta-regression?  

 

As per comment 4.1, we have now focused our discussion on effect sizes on the RR scale and tried 

to simplify the presentation of results to ensure greater understanding for the reader; as such this 

column is no longer presented and we have ensured that what is presented in the table and in the 

results is on the RR scale.  

 

5. The overall pooled effect estimate should be included in the forest plot (figure 2). “Favours A” and 

“Favours B” should be removed from the bottom axis.  

 

We have implemented these suggestions in the new forest plot that we present, that also presents the 

RR rather than log RR and now reads “Favours Intervention” and “Favours Control”  
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6. In the results the protective effect of psychodynamic study is discussed but it is based on an n of 1. 

I think this should be highlighted when this result is discussed (p16, ln39).  

 

We have highlighted that this is based on one study (and included the number of studies for each type 

of intervention in this section). This section on page 18 now reads:  

 

“There was evidence of an effect of CBT (5 trials, RR 0.77; 95% CI 0.64, 0.93) and psychodynamic 

interpersonal psychotherapy (1 trial; RR 0.31; 95% CI 0.12, 0.78) in reducing the rate of repetition 

compared to comparator conditions. There was not strong evidence that complex interventions with 

outreach (13 trials, RR 0.90; 95% CI 0.73, 1.11], problem focused interventions (8 trials, RR 0.96, 

95% CI 0.80, 1.16], interventions classed as other-psychological (4 trials, RR 0.91; 95% CI 0.39, 

2.11], or interventions classed as other-psychosocial (5 trials, RR 0.86; 95% CI 0.58, 1.27] had an 

effect on reducing rates of repetition of self-harm”  

 

 

7. In the results the authors state “for every hour increase […] in therapy […] the log RR increased by 

0.0313, which translates to an increase in the risk of self-harm of 3% per additional hour of treatment” 

(p21/22 ln58/3). I think it should be clarified that it is the RELATIVE risk of REPEAT self-harm that 

increases by 3%. Meaning if we assume baseline risk of repetition is 16%, an extra hour of treatment 

would increase your risk to 16.48% (16x1.03).  

 

Since the inclusion of 9 additional trials the effect of number of treatment hours was no longer 

significant and this finding has been removed from the manuscript.  

 

 

 

8. The flow chart should be included in the main text of the paper as opposed to supplementary 

material and summary reasons for the 81 exclusions should be added to the diagram if possible.  

 

We have now included the flow chart on pg 13. We have included in this flow chart the reasons for 

exclusions, which was detailed in our selection process according to our inclusion and exclusion 

criteria.  

 

9. The risk of bias of individual studies has been performed (PRISMA item 12), but there does not 

appear to be an assessment of risk of bias across studies i.e. of publication bias (PRISMA item 15) – 

is there any specific reason why this is not presented?  

 

We agree this was an oversight; we have not included the following text in the Methods section pg 12:  

 

Assessment of reporting bias  

Reporting bias (systematic differences between reported and unreported findings) was assessed by 

entering data into a funnel plot.  

And the following text in the Results section on page 23; with the associated figure included as 

supplementary material (given the journal limits on the number of figures):  

 

Assessment of reporting bias  

There was some evidence that there were missing studies (see online supplement 6 Figure 4: Funnel 

plot of trials comparing any psychological or psychosocial intervention with any comparison condition 

for repetition of self-harm).  
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10. The term “statistically significant” is used throughout the text. This is perhaps a question of style 

so feel free to ignore, but some argue discussing p-values as significant or not is misleading – better 

to talk about strong vs weak evidence and think of them as continuous rather than binary (see Sterne 

J & Davey-Smith G. Sifting the evidence—what's wrong with significance tests? BMJ 2001;322:226).  

 

Thank you for this suggestion; we agree that it can be more helpful to talk about the strength of the 

evidence in a continuous rather than binary way as it does provide more detail. We have therefore 

changed the text throughout the manuscript.  

 

 

Reviewer: 2  

 

Reviewer Name  

 

Kairi Kolves  

 

Institution and Country  

 

Australian Institute for Suicide Research and Prevention  

National Centre of Excellence in Suicide Prevention  

WHO Collaborating Centre for Research and Training in Suicide Prevention  

Griffith University  

Australia  

 

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

None  

 

Please leave your comments for the authors below  

Manuscript “Effective psychological and psychosocial approaches to reduce repetition of self-harm: a 

systematic review, metaanalysis and meta-regression” is analysing randomised controlled trials of 

psychological and psychosocial interventions for adult self-harm. The paper is an important update of 

the literature in last 15 years. The paper is very well written and is using appropriate methodology.  

 

We would like to thank the reviewer for their positive comments on the paper and their constructive 

feedback.  

 

Some minor points should be addressed:  

 

1. The numbering of Tables and Figures was very hard to follow as there was no indication which 

ones were online appendixes and some tables were inside the text and again at the end of the 

manuscript. I did find two Table 1s: (1) Risk of bias twice – page 18 and page 48) and (2) General 

characteristics of included trials (p 52).  

 

Thank you for pointing this out – we have corrected this by ensuring all tables and figures appear only 

once (either imbedded in the manuscript or referred to a appearing separately). Those tables and 

figures that appear as an online supplement are labeled with an “A”.  

 

2. Referencing style in the text is not unified with references in tables, which makes them hard to 
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link/follow.  

 

We have made this clearer by ensuring that the citation number (as in the text) is now associated with 

the first author name and year of each paper in the tables.  

 

3. Page 8 “We did not impose any restrictions based on language.” It remained unclear what authors 

mean by language are they referring to terminology or they included papers in all possible languages 

in the databases used?  

 

We have reworded this statement on page 8 to ensure clarity of meaning – which was that we 

included trials in all possible languages: “We did not impose any language restriction e.g. English 

language” pg 8.  

 

4. Page 10 “For the primary outcome (any repetition of self-harm) we pooled data to calculate a Risk 

Ratio (RR) and when this estimate was significantly different from 1, the number needed to treat 

(NNT).” Wouldn’t it be correct to say when estimate was significantly below 1 as you would not 

calculate/present a negative NNT.  

 

Our focus is on illustrating the potential benefits of an intervention so estimates below 1 are of most 

interest. We note however, that had an intervention caused harm, then presenting the estimate of this 

would be important. Thus, we have left the text as is  

 

5. Page 11 list of independent variables jumps after point 4 back to point 2  

 

Thank you for picking up this typo-we have now corrected it.  

 

6. Page 14 first paragraph “… Solution Focused Brief Focused Therapy compared with TAU; …” 

should be Solution Focused Brief Therapy  

 

Thank you for picking up this typo-we have now corrected it.  

 

7. Page 14 last paragraph “… and six used TAU+ as the comparator …” I noticed that there are 7 

studies cited.  

 

We have gone through the details throughout this section to double check our counts and our 

references, particularly with regard to the inclusion of new trials and have corrected the numbers and 

the referencing. This particular section the reviewer refers to is not at the top of page 16 and reads:  

 

“Thirty trials used TAU, and six used TAU+ as the comparator1-6. Seven trials used an alternative 

controlled intervention7-13, one trial 14 used a waitlist control comparison condition and one trial 15 

used a no-intervention control comparison group”  

 

Reviewer: 3  

 

Reviewer Name  

 

Professor Allan House  

 

Institution and Country  

 

Leeds Institute of Health Sciences  

School of Medicine  
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University of Leeds  

UK  

 

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

I have come to know Professor Carter personally, through shared professional interests, and have 

visited him in Australia.  

 

 

Please leave your comments for the authors below  

This is an important topic - we need to know (after dozens of trials) whether we have evidence of 

effectiveness, and we need some specificity about the likely most effective interventions. The 

manuscript is well written and easy to follow and the methods are standard ones except (in this field) 

for the use of meta-regression.  

 

We would like to thank the reviewer for their positive comments on the paper and their constructive 

feedback.  

 

I have a number of minor and then a couple of more substantial comments.  

 

More minor comments:-  

 

1. Study selection: Excluded were studies on selected sub-groups in the overall self-harm population. 

Crawford et al 2011 was a study of brief intervention for alcohol misuse in a sample identified as 

having that problem by screening consecutive attenders and the primary outcome was recorded only 

in this sample. Why is it included, and more generally how did the authors ensure reliability in their 

judgements?  

 

 

The reviewer raises an important point, which we did not address in detail in the manuscript.  

 

We encountered the issue of “sub-groups” of self-harm populations being selected with several 

studies. Mostly papers excluded psychosis, and often substance use, often excluded those with 

severe disorders requiring hospitalisation/immediate psychiatric treatment for that disorder. However, 

some did select subgroups as follows:  

• the Hvid study excluded those with major psychiatric illness;  

• the Kawanishi study included those with any primary diagnosis of Axis I psychiatric disorder  

• the Crawford study included only those with an alcohol problem and the Morely paper included those 

with alcohol or other drug misuse;  

• the Waterhouse study included those who did not warrant medical admission  

• the Tyrer, Liberman, and Banan studies included those who had at least one other episode  

• The Salkovskis included those who had had 2 or more previous attempts and/or where 

antidepressants were taken as part of the attempt  

• The Morthorst study excluded severe depression, severe bipolar (and psychosis)  

• The Evans study included those who “had personality disturbance within the flamboyant personality 

cluster (antisocial (dissocial), histrionic or emotionally unstable (impulsive and borderline)), and had 

had at least one other episode of deliberate self-harm in the previous 12 months”  

• the Rudd study if military veterans  

• the Hatcher (2016) paper included only indigenous New Zealanders  

• and amongst the new studies we assessed for inclusion the Andreasson study included those with 

some symptoms of Borderline Personality Disorder  

 

We addressed the issue in the following way: any papers restricted to “sub-groups” that were 
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essentially for Borderline Personality Disorder (e.g. Andreasson) were excluded in keeping with our 

original exclusion criteria, any other “sub-groups” were included in the initial analyses and then we 

conducted a sensitivity analysis where we excluded these studies as a group. When they were 

excluded the intervention effect was similar, though no longer significant (RR 0.86 95% CI 0.72, 1.03). 

). If directed we are happy to include this in the manuscript, but are aware of the limitations in terms of 

word length  

 

 

We felt this was the best way to address an issue where some readers would agree with inclusion 

and some would prefer exclusion of “sub-groups”. We followed similar inclusion and exclusion criteria 

to the seminal Cochrane review, which included all the above named studies except Banan and 

Rudd. Crawford was included in the Cochrane review and in ours as the intervention was classed as 

a psychosocial intervention (see response to point 1 raised by Reviewer 1, which gives an outline of 

the further thinking we have done with regard to studies that were in and excluded).  

 

In order to improve reliability about judgments for study inclusion and exclusion, we used standard 

Cochrane methodology and had two reviewer authors independently screen for inclusion of trials from 

our search retrieval (pg 9 – 10):  

“Two authors (SH and JR) independently selected trials and extracted data of characteristics of the 

trial (see Online Supplementary File 3), the nature of the psychological and psychosocial interventions 

(see Online Supplementary File 4) and outcome data using previously piloted data extraction forms. 

Discrepancies were resolved by a third author (GC)”.  

 

As noted in the text above, we consulted with Greg Carter regarding any discrepancies or when there 

was uncertainty (pg 10).  

 

2. Primary outcome: Did the authors set no limit at all on time to repetition? And when studies 

reported repetition at more than one follow up point which one did they choose?  

 

We did not set any limit on time to repetition. We selected the longest follow-up point if more than one 

was provided. We have added this detail to the manuscript. We have now added a column to Table 

A3 describing the maximum length of follow-up.  

 

3. Defining the intervention: Some more attention to detail would help here. For example, the early 

study by Gibbons et al is described appropriately as problem-focussed but it did not involve problem-

solving therapy. The terms are used as if interchangeable.  

 

Thank you for highlighting this; we have changed the text to ensure that we generically refer to 

‘problem focused’ interventions, clarifying that this includes problem solving therapy. We have 

ensured this is consistent in the tables and figures. Our general strategy was to use a more generic 

term, with full detail of the intervention provided in Table A4, which is an online supplement table)  

 

4. Presentational errors: In Study Characteristics, Type of Intervention, 34 RCT are referred to and 35 

interventions are listed. In Study Characteristics, Outcomes and Measurement, only 26 RCT are 

listed.  

 

We have gone through this whole section and ensured that the numbers and references are correctly 

listed. 42 RCTs (since including 9 new trials) were two armed studies (we referred to them as “a 

simple comparison between an intervention and control arm” pg 15) and three were multi-arm studies.  

 

 

More substantial comments:-  
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My issue here is that I would like to see more consideration of the pros and cons of the two analytic 

methods used.  

 

1. In relation to meta-analysis the main issue is heterogeneity. The authors assume (as most do) that 

if there isn’t substantial statistical heterogeneity in the results, then clinical or methodological 

heterogeneity don’t matter that much. This leads to pooling, for example, data from the trial by 

Gibbons in Southern England the 1970s and that by Hatcher in New Zealand (published 2011). There 

are substantial differences between the studies in social context, clinical populations, intervention 

(see above), and method (conventional v. Zelen randomisation).  

 

We agree that there must be substantial heterogeneity in the populations studied, the interventions 

tested, the randomization methods and the periods of follow-up. Indeed the studies are so diverse in 

many aspects that some investigators would simply decline to pool any studies that were not very 

similar in all these aspects. , Statistical heterogeneity was relatively modest at 33%, which does offer 

some limited reassurance for pooling studies of different types.  

 

We have tried to address this issue in two ways. Firstly in the meta-analysis we classified the 

interventions by type and produced summary pooled estimates for each classification. Secondly in the 

meta-regression we have attempted to explore some aspects of clinical and methodological 

heterogeneity using a-priori selected potential confounders, which represent some of the elements of 

clinical and methodological heterogeneity. Given a relatively small number of studies, and the 

necessity to specify a-priori the potential confounders of interest, we have not explored all possible 

confounders.  

 

We have ensured that this issue is clearly highlighted in the limitations section on pg 28 as follows:  

“Given the relatively small number of trials, we did not have the power to enter all the multiple 

confounders into the same analysis or test interactions. It should be noted that there is diversity in 

terms of the populations included e.g. social context, the types of interventions (we have focused our 

attention on a number of confounders with regard to this diversity) and methodological factors e.g. 

Zelen vs conventional randomisation. Therefore, it is possible that the variation in intervention effects 

can be explained by other, or a combination of variables”.  

 

2. In relation to meta-regression there is an additional issue – although the sample is RCTs the 

method is essentially an observational one and therefore there is a risk of residual or unidentified 

confounding. This is surely the most likely explanation for the disconcerting finding that the more 

therapy somebody gets the more likely they are to repeat. The size of this effect should raise 

questions about how secure the findings more generally are for this part of the analysis.  

 

We agree that the associations found in meta-regression are observational in nature and are 

hypothesis generating rather than proof of causality because it is essentially an observational method. 

We have ensured that this point is made in the limitations section on pg 28 as follows:  

“In terms of the meta-regression, the results are observational in nature and cannot infer causality (i.e. 

the effect seen may be due to a third factor), as such they are considered to be hypothesis generating 

rather than providing robust conclusions”.  

It is true that there is risk of unidentified confounding and have added to our statement in the 

limitations regarding the observational nature of these associations on pg 28 (see above).  

 

With the addition of 9 new trials the “disconcerting” association between longer length of intervention 

and poorer outcome is no longer statistically significant, which reinforces the reviewer’s point that 

these findings are from an observational methods and must be further investigated in rigorous trials.  
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These challenges should be discussed more critically, along with consideration of whether they are 

more likely to lead to bias in the direction of overestimating treatment effects, or of missing important 

treatment effects for certain interventions.  

 

As noted above, we have added to our limitations section with regard to the points raised above. The 

wording we have used is as follows:  

“There were few trials in some categories of intervention type, limiting the power to investigate 

whether the type of intervention modifies the over all intervention effect. This requires further 

investigation” (pg 28).  

“Given the relatively small number of trials, we did not have the power to enter all the multiple 

confounders into the same analysis or test interactions. It should be noted that there is diversity in 

terms of the populations included e.g. social context, the types of interventions (we have focused our 

attention on a number of confounders with regard to this diversity) and methodological factors e.g. 

Zelen vs conventional randomisation. Therefore, it is possible that the variation in intervention effects 

can be explained by other, or a combination of variables” (pg 28).  

“In terms of the meta-regression, the results are observational in nature and cannot infer causality (i.e. 

the effect seen may be due to a third factor), as such they are considered to be hypothesis generating 

rather than providing robust conclusions” (pg 28-29)  

 

 

We have also carefully reworded our language in response to comment 10 by Reviewer 1 to ensure 

that we do not incorrectly misinterpret high p values as indicating ‘no evidence of effect’ but rather that 

there currently isn’t strong evidence as it is important that certain interventions are not inappropriately 

labeled as ineffective. We have been careful not to overstate results by tempering our language (see 

response to Reviewer 1 comment 2) and highlighted the need for further research. Examples are as 

follows:  

 

“There was not strong evidence that complex interventions with outreach…… had an effect on 

reducing rates of repetition of self-harm” (pg 18; Results section)  

 

“There currently isn’t strong evidence that the type of intervention modifies overall efficacy” (pg 23 

Discussion section).  

 

 

Reviewer: 4  

 

Reviewer Name  

 

Philip Batterham  

 

Institution and Country  

 

The Australian National University, Australia  

 

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

None declared  

 

Please leave your comments for the authors below  

The article reports on a meta-analysis of trials testing psychosocial therapies following a suicide 

attempt. The study appears to be conducted rigorously and robustly. The article provides useful 

insights into the effectiveness of such therapies and is generally clearly written. I have some 

suggestions for improving the manuscript.  
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We would like to thank the reviewer for their positive comments on the paper and their constructive 

feedback.  

 

1. The aims are usually placed in the introduction rather than the method section, but this may be 

dependent on the journal style.  

 

We are happy to move them dependent on the required style of the journal.  

 

2. The setting of studies is not clearly described. The review appears to include any setting, although 

given the nature of suicide attempts, all studies appear to recruit within a hospital setting. The 

terminology of “patients” and “clinicians” presumes a medical setting, but this should be made explicit 

early in the paper. The discussion might examine whether the lack of trials set in non-hospital settings 

is a problem – given that not all people who self harm present to hospitals, might there be a need for 

trials set in primary care, online, crisis hotlines, etc.?  

 

We have clarified on page 8 our inclusion criteria with regard to setting:  

“recently presented to clinical settings, including but not limited to emergency departments and 

hospitals”  

 

Table A3 (Characteristics) provides details of the setting – primarily a medical setting with follow-up in 

the community. It is true that more trials for those who do not present to medical settings are needed, 

based on the studies that we have located and we have added a statement to this effect on page 27-

28:  

“It should also be noted that the majority of trials were undertaken in populations who presented to a 

general hospital and many people who engage in self-harm do not present in this way”.  

 

3. The term “psychodynamic interpersonal” is somewhat confusing, as “interpersonal psychotherapy” 

(IPT) is a defined type of behavioural therapy whereas psychodynamic therapy is not.  

 

Psychodynamic Interpersonal Therapy (PIT) is the name of the intervention that was developed and 

delivered in the trial by Guthrie. It is a therapy derived from the psychodynamic “Conversational 

Model”, but it is not known by this name. More detail about this therapy is given in Table 4.  

 

4. Some comment on whether there might be interactions between type and intensity of therapy (and 

potentially other independent variables) would be of interest.  

 

We would happily include some comment here, although our finding with regard to intensity of therapy 

no longer holds since the inclusion of 9 new trials. We have now included a statement in the 

limitations with regard to the fact that we have not been able to include all or multiple possible 

confounders in one analysis and did not test any interactions (pg 28) as follows:  

“Given the relatively small number of trials, we did not have the data to enter all the multiple 

confounders into the same analysis or test interactions”  

 

5. What was the basis for the trial size classification (small/medium/large) on p13?  

 

Thank you for asking this question and facilitating further thought on this; we have reclassified the 

size of trials on the basis of the spread of sample size across the studies that contributed to the 

primary outcome (i.e. interquartile ranges): see page 13  

 

6. It is not clear whether study 48 (Crawford et al) should be included in this meta-analysis. Based on 

the description in the current paper, it sounds more like a brief contact intervention, testing the 
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reminder rather than the therapy.  

 

See comments to Reviewer 3, comment 1 with regard to inclusion of Crawford.  

 

The intervention being tested, consisted of an outpatient appointment with a trained nurse for a 30 

min period of assessment and discussion of current and previous drinking based on the six-point 

FRAMES approach (Miller & Sanchez, 1993), plus a health information leaflet. There was no 

sustained contact by phone or other means similar to the SUPRE-MISS trial (a characteristic of most 

of the brief contact interventions) and there was a specific one-time psychological intervention, i.e. 

brief therapy rather than a brief contact intervention.  

 

7. In study 75 the CBT arm was excluded due to low uptake. This decision seems somewhat arbitrary, 

as adherence was not accounted for in the other trials. More broadly, some comment in the 

discussion/limitations about how adherence might have influenced outcomes (particularly with respect 

to the finding that longer treatments were associated with worse outcomes) is important.  

 

We examined missing data in all the trials and while we have only included a yes/no response to our 

criteria of 15% in Table 1, our decision not to include this data was based on our knowledge of 

missing data in the other trials. The drop out in this arm of this study was extreme.  

 

8. How was ITT analysis defined? Did this require robust methods that assume missingness at 

random (e.g., mixed effects models), or were potentially biased methods such as LOCF treated as 

ITT?  

 

We are aware of the potentially biased methods such as LOCF when used for ITT analysis. If more 

than 15% data were missing, studies received a high risk of bias rating if no ITT analysis was done, 

and an ‘unclear’ rating if ITT analysis was done irrespective of the methods used because of the 

inherent difficulties with various approaches used to imputing data (page 10). In the methods this is 

outlines as follows:  

“For the final domain (iv), trials were judged as low risk of bias if they had less than 15% missing data, 

as unclear if they had more than 15% missing data and conducted ITT analysis, and as high risk of 

bias if there was over 15% missing data and no ITT analysis or if it was not clear whether ITT analysis 

was conducted.”  

 

 

9. Page 26: is it premature to recommend psychodynamic therapy as a “best choice”, given there has 

only been a single study with no replication of the findings?  

 

We agree – and we have noted that this is based on only one trial. The reworded text on pg 26 is as 

follows:  

“It would be worthwhile for clinicians treating patients who have presented to hospital with self-harm to 

consider a psychological or psychosocial intervention; with the best choices being CBT or, based on 

one trial to date, psychodynamic interpersonal therapy”.  

 

 

10. The cost savings section (p27) is problematic as it seems to be based on a number of 

assumptions, such as consistent patterns of event severity among those treated (it may be that those 

who do not respond to therapy actually have worse outcomes, so costs averted are considerably 

less). Furthermore, the paper does not provide an estimate of added treatment costs (as 

acknowledged), and doesn't account for broader impacts on the health system (or lives saved). This 

seems to be the weakest section of the discussion, opening the paper to additional sources of 

criticism from health economists and others. I suggest excluding this section.  
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We appreciate the limitations of this section of the Discussion but we do feel that for any intervention 

in a medical setting the costs averted need to be substantial in order for there to be any consideration 

of implementation on a wider scale.  

 

We would like to retain this section and we do appreciate the likely reservations from the health 

economists. The calculations are based on assumptions, but the assumptions are explicit in the text 

for the reader and are based on published costs and rates.  

 

We have amended the text to say the following:  

 

Potential cost savings  

There have been no cost-effectiveness or cost-utility analyses for psychosocial interventions aimed at 

reducing repetition of self-harm; and now that overall clinical benefit has been demonstrated to be 

possible, we expect that these analyses should be incorporated into future well designed studies. 

There have also been only infrequent analyses of improved opportunity costs to the health system, 

based on reduced admission rates or length of stay for self-harm interventions16. However, before 

any intervention can be considered to be scaled up for widespread availability, the prospect of direct 

and substantial cost savings to the health system needs to be demonstrated. To illustrate this point 

we have made some speculative calculations about possible direct cost-savings.  

For England, the annual number of hospital-treated self harm events is approximately 220,00017 with 

a third likely to be repeat events; so providing intervention could potentially avoid 2200 events. 

Assuming 90% of these require ambulance transport (cost £24618 per trip; savings £487, 080); 100% 

attend emergency department (£110 per attendance18; savings £242, 000) and 60% are admitted 

(£204 to £4231per admission 18; mid point cost of £2217; savings £2,926,440); this is a potential 

savings of around £3,655,520 per year. For Australia, based on sentinel service monitoring19, the 

scaled up annual national number of hospital-treated self-poisoning events is 79,920, a third are 

estimated repeat events, with around 800 hospital presentations potentially avoided. Hospital 

treatment costs are $AUD3,01520 (without complication) or $ AUD 8,53420 (with complications); at a 

ratio of 6:121; with potential cost savings of $ AUD 3,041,166 per year.  

 

 

 

11. The standard abbreviation of Australian dollars is either A$ or AUD. (p27)  

 

We have changed this to $AUD  

 

12. There is a comment that causality cannot be inferred (p28). So what might be some alternative 

explanations for the findings?  

 

The other explanation is that there might be other potential confounders that account for associations 

that are found, and we have added a statement to this effect now on pg 29 as follows:  

“In terms of the meta-regression, the results are observational in nature and cannot infer causality (i.e. 

the effect seen may be due to a third factor), as such they are considered to be hypothesis generating 

rather than providing robust conclusions”  

 

 

13. Final sentence: suggest replace “have the best support” with “have support”.  

 

We have replaced this with “…currently the most promising for implementation” as we felt that stating 

‘have support’ overstates findings for psychodynamic interpersonal therapy given there is only one 

trial.  
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14. Search strategy: suicid* and attempt were not included in the search terms, so papers using the 

term "suicide" but not "suicidal" in the abstract / title would have been excluded. Also, it is not clear 

what the numbers in the search terms correspond to, as there is nothing provided for 18 and beyond.  

 

We used MESH/Subject headings that covered suicide and suicide attempt. We have corrected the 

numbering so that our strategy now makes sense.  

 

15. Supplementary table 2: not clear what the highlighting refers to  

 

We have removed this meaningless highlighting.  

 

16. What is the graph on page 67 of the submission (log risk ratio on the y axis) – I could not find a 

heading or a reference for it in the text.  

 

This was a scatter plot illustrating the regression of log risk ratio on intensity of intervention; it has 

been removed as this finding did not hold with the inclusion of 9 new trials.  

 

17. A few uses of present tense that should be past tense: “Therefore, a high risk of selection bias 

[was] likely...” (p15); “whether the type of intervention modifie[d] the over_all” (overall; p28)  

 

Thank you for your attention to detail and picking up this and the following errors. We have corrected 

all these errors.  

 

18. Unnecessary comma: “Participants in the, psychological...” (p16)  

 

We have removed the comma  

 

19. Repeated words: “problem solving problem solving interventions” (p16)  

 

We have removed repetition  
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VERSION 2 – REVIEW 

REVIEWER Robert Carroll 
School of Social and Community Medicine, University of Bristol 

REVIEW RETURNED 19-Jul-2016 

 

GENERAL COMMENTS The authors have responded well to the previous issues raised. It 
was reassuring to see inclusion/exclusion of other-psychosocial 
studies did not substantially alter their main findings. This is a robust 
and important piece of work. Re-reading this paper I found no major 
problems and only note a few of minor points/typos below.  
 
1. I think “(80 to 28 participants)” should be “(80 to 280 participants)” 
at top of p14 first line.  
 
2. In Table 2 there are a total 36 trials listed but in the “Continuity of 
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care” section I think the sum of k=33 and in “Between sessions 
contact” k=35.  
 
3. The potential cost saving section (p27 ln36) suggests “providing 
intervention could potentially avoid 2200 events”. Where does this 
figure come from (I couldn’t calculate it – perhaps make it clearer for 
readers) and does it need to be updated given your new effect 
estimate? 

 

REVIEWER Allan House 
Leeds Institute of Health Sciences  
School of Medicine  
University of Leeds, UK 
 
I know Greg Carter personally. 

REVIEW RETURNED 29-Jul-2016 

 

GENERAL COMMENTS The authors have done a careful job of updating their review and 
responding to reviewers comments. I think this paper contributes 
usefully, notwithstanding the very recent appearance of an updated 
Cochrane review, because of the different use of methods.  
 
There is one point in the implications and conclusions that they 
really must clarify. In the last sentence of implications they say what 
is needed is psychological interventions with a component targeted 
on the precipitants to the self-harm event. In the next sentence (the 
first under conclusions) they say that their review finds no support 
for problem-focused interventions. These sound like mutually-
contradictory statements and some clarification is required.  

 

REVIEWER Philip Batterham 
The Australian National University, Australia 

REVIEW RETURNED 18-Jul-2016 

 

GENERAL COMMENTS The authors have provided a thoughtful and comprehensive 
response to my suggestions and revised the manuscript 
appropriately. I have no additional suggestions.  

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer: 1  

Robert Carroll  

 

1. I think “(80 to 28 participants)” should be “(80 to 280 participants)” at top of p14 first line.  

We have changed to what the reviewer correctly suggested should be stated pg 14  

 

2. In Table 2 there are a total 36 trials listed but in the “Continuity of care” section I think the sum of 

k=33 and in “Between sessions contact” k=35.  

These sums are correct, as several papers did not provide enough information for us to be able to 

assess these domains. We have added a footnote to the table to make this clear. We also noted an 

error with footnote 2, which was indicated as 23 – we have corrected this pg 25  

 

In checking all the numbers, we also noted we had made an error on Page 20 with regard to the 
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number of studies that were high risk of bias for allocation concealment (this was 20 not 19) pg 22  

 

3. The potential cost saving section (p27 ln36) suggests “providing intervention could potentially avoid 

2200 events”. Where does this figure come from (I couldn’t calculate it – perhaps make it clearer for 

readers) and does it need to be updated given your new effect estimate?  

 

We have added in some more detail so it is clear how this was calculated – based on the absolute 

risk reduction of 3% (so rather than 16% of the repeat self harm group – as a more conservative 

estimate (73333) repeating self harm in 12 months, the intervention reduces this to 13% meaning 3% 

of the 73333 who might have repeated will not – and this number is 2200. We had already calculated 

this based on the new absolute risk reduction of 3% (was not in track changes) pg 27:  

 

“For England, the annual number of hospital-treated self harm events is approximately 220,000100 

with a third (73,333) likely to be repeat events; so providing intervention could potentially avoid 2200 

events (by reducing the risk of repetition in this group from 16% to 13%)”.  

 

Reviewer: 3  

Allan House  

 

There is one point in the implications and conclusions that they really must clarify. In the last sentence 

of implications they say what is needed is psychological interventions with a component targeted on 

the precipitants to the self-harm event. In the next sentence (the first under conclusions) they say that 

their review finds no support for problem-focused interventions. These sound like mutually-

contradictory statements and some clarification is required.  

 

Thank you for pointing this out, and it is somewhat of a dilemma given the psychodynamic 

interpersonal approach targets interpersonal problems, which a problem focused (including problem 

solving therapy) may well also do. The findings suggest that the therapeutic (theoretical) approach 

taken to how to address interpersonal problems precipitants may make a difference. We have made 

some changes to the text so that the apparent contradiction is removed by making it clear that the 

elements to be included in future interventions might have an interpersonal focus; and have noted that 

problem focused interventions might focus on interpersonal problems but take a different approach to 

dealing with them pg 30:  

 

“Future interventions to be developed and evaluated might contain particular elements: CBT based, 

with an interpersonal focus targeted on the psychosocial precipitants to the self-harm event”.  

 

“Our study is consistent with the updated Cochrane review14, which in contrast to the original 

version5, showed no support for problem focused (including problem solving therapy, which while 

they might focus on interpersonal problems take a different approach to addressing these) 

interventions but a significant effect of CBT”. 

VERSION 3 – REVIEW 

REVIEWER Robert Carroll 
University of Bristol 

REVIEW RETURNED 23-Aug-2016 

 

GENERAL COMMENTS The authors have responded well to the minor issues I raised and I 
have no further concerns. This is an important addition to the 
literature - well done!  
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REVIEWER Allan House 
Leeds Institute of Health Sciences  
University of Leeds 

REVIEW RETURNED 23-Aug-2016 

 

GENERAL COMMENTS No additional comments - I am happy with the further revisions.   
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