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ABSTRACT
Introduction Psychotherapy may reduce suicidal 
thoughts and behaviour, but its effectiveness is not well 
examined. Furthermore, conventional meta- analyses are 
unable to test possible effects of moderators affecting 
this relationship. This protocol outlines the building of a 
comprehensive database of the literature in this research 
field. In addition, we will conduct an individual patient 
data meta- analysis (IPD- MA) to establish the effectiveness 
of psychotherapy in reducing suicidality, and to examine 
which factors moderate the efficacy of these interventions.
Methods and analysis To build a comprehensive 
database, randomised controlled trials examining the effect 
of any psychotherapy targeting any psychiatric disorder on 
suicidal thoughts or behaviour will be identified by running 
a systematic search in PubMed, Embase, PsycINFO, Web 
of Science, Scopus and The Cochrane Central Register of 
Controlled Trials from data inception to 12 August 2019. 
For the IPD- MA, we will focus on adult outpatients with 
suicidal ideation or behaviour. In addition, as a comparison 
group we will focus on a control group (waiting- list, care 
as usual or placebo). A 1- stage IPD- MA will be used to 
determine the effectiveness of psychotherapy on suicidal 
ideation, suicide attempts and/or suicide deaths, and to 
investigate potential patient- related and intervention- 
related moderators. Subgroup and sensitivity analyses 
will be conducted to test the robustness of the findings. 
Additionally, a conventional MA will be conducted to 
determine the differences between studies that provided 
IPD and those that did not. IPD- MA may determine the 
effectiveness of psychotherapy in reducing suicidality and 
provide insights into the moderating factors influencing 
the efficacy of psychotherapy. Answering these questions 
will inform mental healthcare practitioners about optimal 
treatments for different groups of individuals with suicidal 
ideation and/or behaviour and consequently help to reduce 
suicide risk.
Ethics and dissemination An ethical approval is not 
required for this study. The results will be published in a 
peer- review journal.

PROSPERO registration number CRD42020140573

BACKGROUND
Suicide is one of the most pressing and 
significant mental health issues worldwide. 
According to WHO,1 800 000 people globally 
die by suicide every year. Healthcare profes-
sionals have found treatment of individuals 
with suicidal ideation and behaviour to be 
difficult.2 Therefore, there is an urgent need 
to determine the effectiveness of treatments 
across the range of individuals who experi-
ence suicidality.

Several studies have demonstrated prom-
ising results regarding the effectiveness of 
psychotherapy (ie, the use of psychological 
methods to change behaviour or overcome 
problems) in reducing suicide ideation 
and preventing further suicide attempts.3–5 
For instance, a meta- analyses by Calati and 

Strengths and limitations of this study

 ► We will conduct an individual patient data meta- 
analysis to investigate the effectiveness of psycho-
therapy in reducing suicidal thoughts and behaviour.

 ► We will perform moderation analyses to examine 
which individuals benefit most from psychotherapy.

 ► We will perform moderation analyses to examine 
which kind of treatment is more effective in reduc-
ing suicidal thoughts and behaviour.

 ► This will be the first individual patient data meta- 
analysis investigating these research questions.

 ► We might not receive all primary datasets or vari-
ables of interest from eligible randomised controlled 
trials.
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Courtet3 examined the effect of psychotherapy on suicide 
attempts compared with treatment as usual and found a 
pooled risk difference of −0.08 (95% CI=−0.04 to −0.11) 
after 1–18 months follow- up. Studies have shown a reduc-
tion of suicidal thoughts and behaviour after cogni-
tive–behavioural therapy (CBT),6 7 dialectical behaviour 
therapy (DBT)8 9 and cognitive therapy (CT).10 However, 
not all studies show favourable results on suicidality after 
psychotherapy.11 Given the ambiguity in these findings, 
there is a need for studies to establish the effectiveness 
of psychotherapy on decreasing suicidal thoughts and 
behaviour. Furthermore, not all types of psychotherapy 
may be effective for the entire spectrum of individuals 
with suicidality. Few studies have attempted to answer 
questions about whether the efficacy of psychotherapy 
is affected by moderators related to participant (eg, 
psychiatric disorder, sociodemographic, clinical factors) 
or intervention characteristics (eg, type of psycho-
therapy, number of sessions).12 For instance, it has been 
suggested that female sex and a high number of treat-
ment sessions per week may be associated with increased 
efficacy of psychotherapy in reducing suicidal thoughts 
and behaviour.3 In addition, there are many more factors 
associated with an increased risk of suicide (attempt) that 
may play a role in the effectiveness of psychotherapy on 
suicidality, such as age, ethnicity, education level, marital 
status, psychiatric diagnosis and history of prior attempt.13 
However, most randomised controlled trials (RCTs) are 
underpowered to perform such moderator analyses, and 
seldom report such results. Therefore, it is impossible to 
investigate the aforementioned questions using a conven-
tional meta- analysis (MA).

These questions may be appropriately answered by an 
individual patient data MA (IPD- MA). For IPD- MA, the 
raw data of predefined variables of every participant from 
RCTs are used. The obtained data are merged into a single 
dataset and standardised to analyse combined cases and/
or subgroups.14 Analyses with IPD have greater statistical 
power to detect moderation than analyses on individual 
study level. In addition, IPD- MAs allow for the investiga-
tion of variables not reported in primary trial outcome 
papers and improve the precision of the estimates.15

The aim of this study protocol is to describe the 
building of a comprehensive database of RCTs examining 
the effect of any psychotherapy targeting any psychiatric 
disorder on suicidal thoughts or behaviour. This database 
will provide an overview of the studies in this field and 
may be shared with interested researchers. In addition, 
we will conduct an IPD- MA focusing on adult outpatients 
with suicidal ideation or behaviour, as assessed by a suicid-
ality scale or a previous suicide attempt. As a comparison 
group we will focus on a control group (waiting- list, 
care as usual or placebo). The following research ques-
tions will be investigated by means of the IPD- MA: (1) 
What is the overall effectiveness of any psychotherapy in 
reducing suicidal thoughts and behaviour? (2) Which 
participant characteristics moderate the overall effects 
of psychotherapy? (3) Which intervention characteristics 

moderate their effectiveness? In addition, the analyses 
will be performed in subgroups of interest: different types 
of psychotherapy and specific psychiatric patient groups.

METHODS/DESIGN
Study design
This protocol was conducted in accordance with the 
Preferred Reporting Items for Systematic Reviews and 
Meta- AnalysEs- Protocol guidelines (see online supple-
mental appendix A).

Literature search
Two researchers (CP and KS) will perform the system-
atic search from database inception to 12 August 2019, 
using the databases PubMed, Embase, PsycINFO, Web of 
Science, Scopus and The Cochrane Central Register of 
Controlled Trials. Index and free terms, such as ‘suicide’, 
‘self- kill’, ‘self- poison’, ‘RCT’, ‘randomised’, ‘clinical 
trials’ and ‘psychotherapy’ will be used (see online 
supplemental appendix B) for the complete search 
string). Studies of interest will also be extracted from the 
reference lists of relevant articles. Unpublished studies 
(eg, trial registries, conference abstracts) will also be 
included. Study extraction and selection will be carried 
out in the Covidence software.16

Eligibility criteria
Two researchers (CP and KS) will screen the articles for 
inclusion, first based on titles and abstracts and then 
on full text. In case of disagreement, consensus will be 
reached by discussion with a third researcher (MH).

Comprehensive database
To build a large comprehensive database on the effec-
tivity of psychotherapy on suicidality, we maintain broad 
inclusion criteria. Articles will be included if they meet 
the following criteria: (1) employ an RCT examining 
psychotherapy (ie, the use of psychological methods to 
change behaviour or overcome problems) targeting 
any psychiatric disorder and delivered in any setting 
(including distal intervention delivered via telephone 
or the internet), (2) compare the intervention to any 
comparison group (waiting list, care as usual, psycho-
logical placebo, pharmacological intervention, another 
psychotherapy or another intervention), (3) include as 
primary or secondary outcome (A) suicidal ideation, (B) 
suicide attempts, (3) death by suicide or (4) self- harm 
leading to hospitalisation, measured at baseline and 
immediately post- treatment, (4) are written in English, 
Dutch, German or Greek according to the languages 
spoken by the authors. Studies will be excluded if they: (1) 
employ an intervention, such as a postcard or community 
intervention, that do not involve any psychotherapeutic 
technique, (2) measure suicide with less than three items 
from a scale developed for a different construct, such as 
depression and (3) only report on suicide as an adverse 
event.

https://dx.doi.org/10.1136/bmjopen-2020-037566
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Individual patient data meta-analysis
For the IPD- MA to be conducted, we will largely follow 
the above inclusion criteria, with the exception of a few 
added stringencies. We will focus on (1) adults (18+ years), 
(2) outpatients, (3) with suicidal ideation or behaviour at 
baseline, as assessed by a suicidality scale or a previous 
suicide attempt (if suicidal intent is unclear, we will only 
consider self- harm as suicide attempt when resulting 
in hospitalisation), (4) a control group as comparison 
condition (waiting- list, care as usual or placebo). For 
studies where only a subsample of participants is eligible, 
we will include the data of this subsample in the IPD- MA.

Risk of bias assessment
Two researchers (CP and MH) will independently assess 
the risk of bias for the included studies, in both the aggre-
gate MA and IPD- MA, using the Revised Cochrane risk- 
of- bias tool for randomised trials, published on 15 March 
2019,17 which assesses bias related to selection, perfor-
mance, detection, attrition and outcome reporting. 
Disagreement will be resolved through discussion and 
referral to the original manuscript in consultation with a 
third researcher (WvB). In case of unclear risk of bias for 
one or more key domains, we will contact the first authors 
of the included studies for clarifications.

Data extraction
This study will be conducted in collaboration with the 
Australian National Health and Medical Research Council 
Centre for Research Excellence in Suicide Prevention 
at the Black Dog Institute, and the Australian National 
University. Researchers from these institutions have 
compiled a database for articles on psychosocial interven-
tions for suicidal thoughts and behaviours published up 
to 1 January 2018.18 As there will be substantial overlap 
between the articles in this existing database and the arti-
cles included in the current database and IPD- MA, we will 
use the previously extracted data from the overlapping 
articles and extract additional data of interest from these 
articles. Complete data will be extracted from new arti-
cles found by the IPD- MA. The following characteristics 
of all included studies will be extracted by two researchers 
(CP and MH): first author, year of publication, number 
of randomised participants, mean age of participants, 
percentage of females, setting, recruitment strategy, main 
diagnosis of participants, inclusion criteria, exclusion 
criteria, type of psychotherapy, type of control condi-
tion, type of outcome (scale for suicidal ideation and/or 
(number of) suicide attempts and/or death by suicide), 
effect size and other important clinical information (see 
online supplemental appendix C).

The authors of the eligible studies will be contacted 
in order to obtain the data of baseline and all available 
follow- up measurements. The full list of requested moder-
ator variables is given in online supplemental appendix 
C. These variables are based on expert knowledge of the 
authors of this protocol on important factors that have 
been associated to suicidality in the literature.13

An email requesting the raw data will be sent to the 
corresponding authors of the articles. If no answer is 
received, a reminder will be sent to both the corre-
sponding author and the first/last author after 3 weeks. 
If necessary, a second reminder will be sent after 6 weeks. 
If no author has responded 9 weeks after the first email 
request or if the contacted authors indicate that they do 
not have access to the data, the study data will be consid-
ered unavailable.

We are planning to adopt a collaborative approach 
by inviting the authors of eligible trials to share the raw 
data of their eligible trial, by encouraging them to give 
advice and input throughout the whole process, and by 
sharing authorship of the final publication of the study 
with them. When requested, we will also draft a written 
agreement on data sharing, management and use. The 
data will be stored at the server of the VU University and 
is owned by SURE- NET (WvB, MEand RG). The server 
will be managed by WvB and MH and will be available to 
all team members.

Patient and public involvement
There was no patient or public involvement in the devel-
opment of the research question, outcome measures, 
planning, design or conduct of this research. As we will 
be using individual patient data gathered by previous 
studies, dissemination of the results to study participants 
will be determined by these original studies.

Statistical analyses
Conventional MA
Because it is unlikely to obtain IPD of all included studies, 
we will first conduct a conventional MA on study level data 
with a random effects model in R with the packages ‘meta’ 
and ‘metaphor’. The analyses will focus on outcomes 
obtained at post- treatment (ie, the first timepoint of 
measurement following end of treatment). For suicidal 
ideation, we will first standardise the different scales used in 
the studies by transformation into z- scores across the pool 
of the studies, and then calculate Hedges’ g as a measure 
of the effect size indicating the difference between the 
comparison conditions post- treatment. A Hedges’ g of 
0.2 is considered to be small, 0.5 as moderate and 0.8 as 
large.19 For suicide attempt and death by suicide, we will 
calculate the relative risks (RRs). The I2 statistic will be 
calculated as an indicator of heterogeneity in percentages 
(with 0% indicating no observed heterogeneity, and with 
values of 25%, 50% and 75% indicating low, moderate 
and high heterogeneity, respectively).20 Publication bias 
will be tested by visually inspecting the funnel plot and by 
the Egger’s test, which quantifies the bias captured by the 
funnel plot.21 The results of the IPD- MA will be compared 
with the conventional MA with a mixed- effects model and 
the differences will be determined between studies that 
provided IPD and those that did not.

Individual patient data meta-analysis
The IPD- MA will be performed in R package ipdmeta in 
one stage. A one- stage MA is preferred over a two- stage IPD 
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approach, as it allows for more sophisticated modelling 
of the moderators.22 In addition, a one- stage approach 
is recommended for dichotomous outcomes with rare 
events and when most studies are small. Indeed, we 
expect the prevalence rates for suicide attempt and death 
by suicide to be small in the included studies.3 23–25 The 
IPD- MA will focus on outcomes obtained at post- treatment 
(ie, the first timepoint of measurement following end of 
treatment). Analyses will be performed according to the 
intention- to- treat principle. In case of studies with a Zelen 
design, we will include all randomised participants in the 
analyses. The participants who withdrew from participa-
tion after randomisation will be considered drop- outs 
and any missing values will be imputated. Multiple impu-
tations will be conducted within studies under the missing 
at random assumption. This method will generate 100 
imputed datasets using data available across studies (if 
available, predictors for imputation will be at least base-
line suicidality scores, age, sex and psychiatric disorder). 
In addition, we will run analyses with complete cases only 
to examine the differences in results between imputed 
and complete cases.

Suicide ideation
A multilevel linear regression analysis will be used to assess 
the effect of the intervention on standardised suicidal 
ideation scores post- treatment, while controlling for base-
line suicidal ideation. Patient- level data will be treated as 
level 1, and study- level data as level 2. In case of trials with 
multiple arms we will randomly split the ‘shared’ control 
group in two groups with smaller sample size. In case of a 
cluster RCT design, we will add the cluster as a third level. 
We will use a random- effects model to estimate summary 
intervention effects and to capture unobserved hetero-
geneity between study populations and study efficacy, 
respectively. Hedges’ g will be calculated as an effect size 
measure.

Suicide attempt and death by suicide
A multilevel logistic regression analysis will be used to 
assess the efficacy of the intervention on dichotomous 
variables (suicide attempt and death by suicide) post- 
treatment. RRs and the corresponding 95% CIs will be 
calculated using the Kenward- Roger variance estimator. 
Again, a random- effects model will be used.

Moderator analyses
We will investigate the moderating effects of patient 
characteristics (eg, sex, age, psychiatric disorder), and 
intervention characteristics (eg, type of psychotherapy, 
type of delivery (face to face vs distal), number of 
sessions, duration). We will test whether these factors will 
moderate suicidal outcome at post- treatment assessment. 
To examine this, we will add the selected moderators as 
well as the moderator*intervention interaction terms to 
the multilevel (logistic) regression analyses, separating 
within- study and across- study interaction effects to avoid 
ecological bias by centring the patient- level moderator 

about its mean. Each potential moderator will be added 
separately to the model. The moderators that show a 
statistically significant effect will then be tested simulta-
neously in one model to investigate which moderators 
have an independent effect on treatment outcome. We 
will perform moderator analyses only within the studies 
for which these moderators are available.

Subgroup analyses
The above analyses will additionally be performed in 
subgroups of psychiatric disorder and type of psycho-
therapy. For types of psychotherapy, subgroup analyses 
will likely be performed for CBT, DBT, problem- solving 
therapy, CT, mindfulness- based therapy and collaborative 
assessment and management of suicidality, as these are 
the mostly used psychotherapies for suicidality. Regarding 
psychiatric patient groups, the following subgroups will 
likely be analysed: (borderline) personality disorder, 
depression, substance abuse, post- traumatic stress 
disorder, psychosis and sleep disorder. Subgroup anal-
yses will also be performed for different suicidality scales 
and comparison groups to investigate whether effect sizes 
differ substantially when using a different scale or control 
condition. Other subgroup analyses may be performed 
depending on which factors reach statistical significance 
in the moderator analyses.

Sensitivity analyses
Sensitivity analyses will be conducted that exclude trials 
with high risk of bias and those with a deviating RCT 
design (eg, Zelen design). After data collection, the 
need for other sensitivity analyses may become apparent. 
Additionally, we will verify the effect sizes found by the 
included studies by replicating their original analyses. 
The robustness of the findings of the one- stage IPD- MA 
will be tested by replicating the main outcomes using a 
two- stage IPD approach in which the effects are calcu-
lated per individual trial and then pooled together using 
a random- effects model.

DISCUSSION
Psychotherapy has shown promising results in reducing 
suicidal thoughts and behaviour.3 11 However, the overall 
effectiveness of psychotherapy on suicidality is yet to be 
established. In addition, many questions remain unan-
swered regarding moderating factors (eg, which indi-
viduals—with different psychiatric disorders—respond 
better to different types of psychotherapies). To the best 
of our knowledge, this will be the first IPD- MA conducted 
in this field of research.

Strengths of this study include its more precise estimation 
of the effectivity of psychotherapy on suicidality and its higher 
power to detect small effects compared with a conventional 
MA. Moreover, IPD- MA has increased power to conduct 
moderation analyses, compared with most individual studies. 
There are limitations regarding the search strategy, as we 
will only include articles written in the languages spoken by 



5Hu MX, et al. BMJ Open 2020;10:e037566. doi:10.1136/bmjopen-2020-037566

Open access

the authors. We might miss relevant articles written in other 
languages. Also, relevant papers might be missed as some 
key search terms might not have been included in their title 
or abstract. In addition, although we include trial registries 
and conference abstracts, some influence of publication 
bias is inevitable. Another limitation may be our definition 
of suicide attempt. When intent to die is unclear, we will 
only include cases of self- harm resulting in hospitalisation 
and exclude cases of self- harm not severe enough to lead to 
hospitalisation. We are aware that this is a somewhat arbitrary 
definition of suicide attempt that may result in the exclusion 
of possibly relevant studies. Other limitations of the study 
are the inherent disadvantages of IPD studies, such as the 
combining of heterogeneous variables from heterogeneous 
studies and the loss of important variable characteristics in 
the process of reaching homogeneity to facilitate the anal-
ysis. The pooling of different types of psychotherapies may 
also add to heterogeneity between the studies. These possible 
sources of heterogeneity will be investigated and discussed. 
In addition, many relevant moderators associated with suicid-
ality may not be included in many studies. Moreover, we may 
not be able to obtain raw data for some studies at all, as there 
may be obstacles in reaching the authors and accessing their 
data.26 27 The latter limitation will be addressed by comparing 
the IPD- MA results with those of the traditional MA. If the 
overall patterns are consistent, we may assume that the results 
of the IPD- MA are representative for all studies. Lastly, many 
of the limitations for a conventional MA also hold for IPD- 
MA, such as the pooling of interventions and control condi-
tions that may be very heterogeneous, and risk of bias in the 
included studies (eg, allocation concealment and reporting 
bias and (self- )selection bias.26 27 Although the impact of 
these biases will be assessed in sensitivity analyses, they cannot 
be entirely accounted for.

Despite these limitations, IPD- MA provides the best 
up to date method to answer the questions at hand. This 
study may be paramount for clinical practice as it aims to 
improve personalised treatment options for patients with 
suicidality. Knowledge about which type of psychotherapy 
is best for which type of individual will help mental 
healthcare practitioners in their choice of treatment and, 
hopefully, help to reduce suicide risk.

Author affiliations
1GGZ InGeest Specialized Mental Health Care, Amsterdam, The Netherlands
2113 Zelfmoordpreventie, Amsterdam, The Netherlands
3Department of Psychiatry, Amsterdam Public Health Research Institute, VU 
University Medical Center and GGZinGeest, Amsterdam, The Netherlands
4Department of Clinical, Neuro and Developmental Psychology, Vrije Universiteit 
Amsterdam, Amsterdam, The Netherlands
5Aristotle University of Thessaloniki, Thessaloniki, Greece
6Black Dog Institute, University of New South Wales, Sydneyali, New South Wales, 
Australia
7Centre for Mental Health Research, The Australian National University, Canberra, 
Australian Capital Territory, Australia

Twitter Eirini Karyotaki @KaryotakiEirini, Alison Calear @ACalear and Aliza Werner- 
Seidler @alizaws

AcknowledgmentsWe would like to thank Caroline Planting, the information 
specialist of the Vrije Universiteit library, for developing the search strings. ALC 

is supported by an Australian National Health and Medical Research Council 
Fellowship 1 122 544.

Contributors MH and CP drafted the study protocol. MH, CP, KS and WvB 
contributed to the original data acquisition. RG, EK, PC, HR, DdB, CN, HC, AC, 
AW- S, AH, AvB, ME and JS provided input for the study design and helped with the 
protocol writing. KS, RG, EK, PC, HR, DdB, CN, HC, AC, AW- S, AH, AvB, ME, JS and 
WvB read and approved the final protocol. MH is the guarantor of the review.

Funding This study was funded by Ministry of Health, Welfare and Sport and 
Suicide Research the Netherlands.

Competing interests None declared.

Patient consent for publication Not required.

Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http:// creativecommons. org/ licenses/ by- nc/ 4. 0/.

ORCID iDs
Mandy Xian Hu http:// orcid. org/ 0000- 0002- 4496- 8772
Pim Cuijpers http:// orcid. org/ 0000- 0001- 5497- 2743
Aliza Werner- Seidler http:// orcid. org/ 0000- 0002- 9046- 6159

REFERENCES
 1 World Health Organization. Suicide, 2018. Available: https//www. 

who. int/ news- room/ fact- sheets/ detail/ suicide
 2 Fowler JC. Core principles in treating suicidal patients. 

Psychotherapy 2013;50:268–72.
 3 Calati R, Courtet P. Is psychotherapy effective for reducing suicide 

attempt and non- suicidal self- injury rates? meta- analysis and meta- 
regression of literature data. J Psychiatr Res 2016;79:8–20.

 4 Briggs S, Netuveli G, Gould N, et al. The effectiveness of 
psychoanalytic/psychodynamic psychotherapy for reducing suicide 
attempts and self- harm: systematic review and meta- analysis. Br J 
Psychiatry 2019;214:320–8.

 5 D’Anci KE, Uhl S, Giradi G, et al. Treatments for the prevention 
and management of suicide. vol. 171, Annals of internal medicine. 
American College of Physicians 2019:334–42.

 6 Rudd MD, Bryan CJ, Wertenberger EG, et al. Brief cognitive- 
behavioral therapy effects on post- treatment suicide attempts in 
a military sample: results of a randomized clinical trial with 2- year 
follow- up. Am J Psychiatry 2015;172:441–9.

 7 Esposito- Smythers C, Spirito A, Kahler CW, et al. Treatment of co- 
occurring substance abuse and suicidality among adolescents: a 
randomized trial. J Consult Clin Psychol 2011;79:728–39.

 8 Linehan MM, Comtois KA, Murray AM, et al. Two- Year randomized 
controlled trial and follow- up of dialectical behavior therapy vs 
therapy by experts for suicidal behaviors and borderline personality 
disorder. Arch Gen Psychiatry 2006;63:757.

 9 Pistorello J, Fruzzetti AE, Maclane C, et al. Dialectical behavior 
therapy (DBT) applied to college students: a randomized clinical trial. 
J Consult Clin Psychol 2012;80:982–94.

 10 Brown GK, Ten Have T, Henriques GR, et al. Cognitive therapy for the 
prevention of suicide attempts. JAMA 2005;294:563.

 11 Ougrin D, Tranah T, Stahl D, et al. Therapeutic interventions 
for suicide attempts and self- harm in adolescents: systematic 
review and meta- analysis. J Am Acad Child Adolesc Psychiatry 
2015;54:97–107.

 12 Emsley R, Dunn G, White IR. Mediation and moderation of treatment 
effects in randomised controlled trials of complex interventions. Stat 
Methods Med Res 2010;19:237–70.

https://twitter.com/KaryotakiEirini
https://twitter.com/ACalear
https://twitter.com/alizaws
http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-4496-8772
http://orcid.org/0000-0001-5497-2743
http://orcid.org/0000-0002-9046-6159
https//www.who.int/news-room/fact-sheets/detail/suicide
https//www.who.int/news-room/fact-sheets/detail/suicide
http://dx.doi.org/10.1037/a0032030
http://dx.doi.org/10.1016/j.jpsychires.2016.04.003
http://dx.doi.org/10.1192/bjp.2019.33
http://dx.doi.org/10.1192/bjp.2019.33
http://dx.doi.org/10.1176/appi.ajp.2014.14070843
http://dx.doi.org/10.1037/a0026074
http://dx.doi.org/10.1001/archpsyc.63.7.757
http://dx.doi.org/10.1037/a0029096
http://dx.doi.org/10.1001/jama.294.5.563
http://dx.doi.org/10.1016/j.jaac.2014.10.009
http://dx.doi.org/10.1177/0962280209105014
http://dx.doi.org/10.1177/0962280209105014


6 Hu MX, et al. BMJ Open 2020;10:e037566. doi:10.1136/bmjopen-2020-037566

Open access 

 13 Borges G, Angst J, Nock MK, et al. A risk index for 12- month suicide 
attempts in the National comorbidity survey replication (NCS- R). 
Psychol Med 2006;36:1747–57.

 14 Dijkers M. IPDMA: individual Patient/Participant data meta analysis. 
KT Updat 2016;4.

 15 Dagne GA, Brown CH, Howe G, et al. Testing moderation in 
network meta- analysis with individual participant data. Stat Med 
2016;35:2485–502.

 16 Innovation VH. Covidence systematic review software 2017.
 17 Higgins JPT, Savovic J, Page MJ, et al. Revised Cochrane risk- of- 

bias tool for randomized trials (rob 2) 2019.
 18 Christensen H, Calear AL, Van Spijker B, et al. Psychosocial 

interventions for suicidal ideation, plans, and attempts: a database of 
randomised controlled trials. BMC Psychiatry 2014;14:86.

 19 Cohen J. Statistical power analysis for the behavioral sciences. 2nd 
edition. Hillsdale, NJ: Lawrence Erlbaum Associates, 1988.

 20 Higgins JPT, Thompson SG, Deeks JJ, et al. Measuring 
inconsistency in meta- analyses. BMJ 2003;327:557–60.

 21 Egger M, Davey Smith G, Schneider M, et al. Bias in meta- analysis 
detected by a simple, graphical test. BMJ 1997;315:629–34.

 22 Debray TPA, Moons KGM, Abo- Zaid GMA, et al. Individual 
participant data meta- analysis for a binary outcome: one- stage or 
two- stage? PLoS One 2013;8:e60650.

 23 Riblet NBV, Shiner B, Young- Xu Y, et al. Strategies to prevent death 
by suicide: meta- analysis of randomised controlled trials. Br J 
Psychiatry 2017;210:396–402.

 24 McLeavey BC, Daly RJ, Ludgate JW. Interpersonal Problem‐Solving 
skills training in the treatment of self‐poisoning patients. Suicide Life‐
Threatening Behav 1994;24:382–34.

 25 Aaronson ST, Sears P, Ruvuna F, et al. A 5- year observational study 
of patients with treatment- resistant depression treated with vagus 
nerve stimulation or treatment as usual: comparison of response, 
remission, and suicidality. Am J Psychiatry 2017;174:640–8.

 26 Weitz E, Kleiboer A, van Straten A, et al. Individual patient data 
meta- analysis of combined treatments versus psychotherapy (with 
or without pill placebo), pharmacotherapy or pill placebo for adult 
depression: a protocol. BMJ Open 2017;7:e013478.

 27 Driessen E, Abbass AA, Barber JP, et al. Which patients benefit 
specifically from short- term psychodynamic psychotherapy (STPP) 
for depression? study protocol of a systematic review and meta- 
analysis of individual participant data. BMJ Open 2018;8:e018900.

http://dx.doi.org/10.1017/S0033291706008786
http://dx.doi.org/10.1002/sim.6883
http://dx.doi.org/10.1186/1471-244X-14-86
http://dx.doi.org/10.1136/bmj.327.7414.557
http://dx.doi.org/10.1136/bmj.315.7109.629
http://dx.doi.org/10.1371/journal.pone.0060650
http://dx.doi.org/10.1192/bjp.bp.116.187799
http://dx.doi.org/10.1192/bjp.bp.116.187799
http://dx.doi.org/10.1176/appi.ajp.2017.16010034
http://dx.doi.org/10.1136/bmjopen-2016-013478
http://dx.doi.org/10.1136/bmjopen-2017-018900

	Comprehensive database and individual patient data meta-­analysis of randomised controlled trials on psychotherapies reducing suicidal thoughts and behaviour: study protocol
	Abstract
	Background﻿﻿
	Methods/design
	Study design
	Literature search
	Eligibility criteria
	Comprehensive database
	Individual patient data meta-analysis

	Risk of bias assessment
	Data extraction
	Patient and public involvement
	Statistical analyses
	Conventional MA
	Individual patient data meta-analysis
	Suicide ideation
	Suicide attempt and death by suicide
	Moderator analyses
	Subgroup analyses
	Sensitivity analyses



	Discussion
	References


