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Scope 
Search dates 1966-October 2002 1966-June 2005 Up to January 2011
Populations included Population of interest was primary care patients with 

previously unidentified suicide risk.
Included randomized controlled trials were conducted in 
high-risk groups as identified by a deliberate self-harm 
episode, diagnosis of borderline personality disorder, or 
admission to a psychiatric unit.

Not specified Adults, children, and young people with previous self-harm 
behavior

Suicide-related outcomes 
included

Attempted suicide and death by suicide Attempted suicide and death by suicide Primary outcome was repetition of self-harm; also included 
suicide outcomes.

Settings/countries included For screening, primary care settings
No exclusions based on country

Included settings not specified. 
No exclusions based on country

No exclusions by country

Additional inclusion/exclusion 
criteria

For screening, required comparison with a gold standard.
Excluded clinical trials targeting patients with chronic 
psychotic illnesses.

For risk assessment, prospective cohort studies

Main conclusions: Risk assessment tools
No studies address the overarching question of whether 
screening for suicide risk in primary care patients 
improves outcomes.

Screening for depression in localized 
geographic areas results in more treatment 
of depression and lower suicide rates.
Further consideration needs to be given 
to determining the cost-effectiveness of 
screening general populations vs identified 
at-risk populations for reducing suicide 
rates, the predictive validity and reliability 
of specific screening instruments, and 
the appropriateness of standard suicide 
screening instruments across different 
cultures.

Tools to predict suicide:
6 studies (all cohort designs) looked at predicting a fatal 
outcome such as suicide in people who have self-harmed.
Limitations are high false positive rates in scales with the 
highest sensitivity, use of small samples of mainly people 
with suicidal ideation, and long follow-up periods to increase 
prevalence.
Because of these limitations, the use of scales to predict the 
risk of suicide cannot be recommended in clinical practice.
Tools to predict repetition of self-harm:
The strongest evidence was from prospective cohort studies, 
conducted mostly in participants who presented to an 
emergency department following self-harm. All the scales 
had relatively low positive predictive values ranging from 
12% to 60%. This means that many individuals were wrongly 
identified as people who would repeat self-harm, thus limiting 
the clinical utility of these scales and possibly resulting in 
unnecessary intervention in some individuals. 




