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Effect of phone call versus face-to-face follow-up on
recurrent suicide attempts prevention in individuals with a
history of multiple suicide attempts

Seyed Ghafur Mousavi, Mohsen Amini, Behzad Mahaki', Reza Bagherian-Sararoudi

Department of Psychiatry, Behavioral Sciences Research Center, School of Medicine, 'Department of Epidemiology, Behavioral Sciences
Research Center, School of Health, Isfahan University of Medical Sciences, Isfahan, Iran

Background: To evaluate the efficacy of different ways of communications on prevention of suicidal
reattempt, we compared the efficacy of phone call versus face-to-face follow-up in patients with previous
attempt.

Materials and Methods: In a randomized controlled clinical trial, 55 suicide reattempters who were admitted
to the poisoning emergency were divided into phone call (29 patients) and face-to-face (26 patients) groups
randomly. They were followed at 8 occasions: 2" and 4" weeks, and the 2", 3, 4% 5" 6" and 8" months.
The suicidal reattempt, suicidal thought, hope, and interest of the patients were assessed on each occasion,
and the patients were guided to visit by a therapist, if needed. The findings were analyzed by Mann—Whitney,
Chi-square, Cochran, Friedman, and independent t-tests using SPSS 20.

Results: The status of “hope” and “interest” improved in both groups, but it showed more significant
difference in the face-to-face group. Suicidal thoughts in both groups decreased over time, and this was
more significant in the face-to-face group. However, we did not found any significant difference in the
frequency of the suicidal reattempts between two groups.

Conclusion: Face-to-face versus phone call follow-up of suicide attempters can significantly alleviate suicidal
thoughts and improve hopes and interests.
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INTRODUCTION

Suicide attempt is a serious problem in public health.
Suicidal behavior causes a significant range of
negative consequences including increased likelihood
of suicide reattempt and death.[*?! Suicide is one of
the three leading causes of death between the ages
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of 15 and 34 years, and it is one of the five leading
causes of death in adolescence.®* The World Health
Organization estimates that every year approximately
one million people die by suicide worldwide, which
represents an annual global mortality rate of
16 per 100,000.5!
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During 1 year after the suicide, 12-15% of the patients
repeat nonfatal suicidal behavior and about 0.8-2.6%
of this attempts are fatal.[*$! Repeated suicide attempt
is a very important risk factor for future attempt, but
it seems that intervention is one of the most important
measures for suicide prevention in individuals with
previous attempts. Many suicide attempts occur
in patients with mood disorders and many of these
patients often do not follow a proper treatment
process and are not cooperative, which is one of the
factors that increases the risk of suicide reattempt./”-1%’
This has many causes, some of which may be due to
problems such as long patient wait times for the visit,
the patient admissions process, as well as the lack of
proper rapport.”!

While there is abundant information about the
epidemiology of suicidal behavior, there is little
evidence about reducing the risk of suicide reattempts,
especially randomized controlled clinical trials (RCTSs),
and it is difficult to assess the effects of proposed
intervention strategies to reduce the reattempt rate
among suicide attempters.''-1?

A promising intervention in adults has been focused
on maintaining relationships with people who
attempted suicide. Some interventions that have
been suggested for the prevention of reattempts are
phone call follow-up, cognitive therapy, and dynamic
interpersonal psychotherapy.!141

Fleischmann et al. performed an RTC including a brief
intervention and continued communication in addition
to treatments as usual for suicide attempters in Brazil,
India, Sri Lanka, and Iran. Compared with the treatment
asusual (TAU as a control group), the intervention results
reported a significant reduction in suicide attempts.
Also, Brown et al. concluded that in a follow-up period
of 18 months, face-to-face meetings were effective in the
reduction of suicidal attempts in adults."%

Chenet al. in 2012 showed that in a follow-up period of
6 months, the risk of suicide in the group that received
face-to-face intervention was significantly lower than
the control group.!'” However, Johannessen et al.
in 2011 concluded that in 12 months follow-up, no
difference was observed in the risk of fatal and nonfatal
suicide reattempts in the control group receiving TAU
versus the intervention group (receiving face-to-face
follow-up and social support).i*8!

In a study by Hvid et al. in 2009, it was demonstrated
that in suicidal patients who received face-to-face
interventions with rapid response as a follow-up, the
suicide rates were lower compared with the control
group.l1?!

2

Hassanzadeh et al. after a 6-month follow-up of suicide
attempters who received TAU and brief intervention
and contact (BIC) did not find any differences in the
prevention of further suicide reattempt between two
groups, but the BIC group tended to communicate
and get support more than the TAU group patients.?”

Wei et al. in a 12-month follow-up for people who
had attempted suicide faced a lack of necessary
cooperation in the cognitive therapy, and despite a
little better cooperation in treatment in phone group,
the intervention goals were not found, so researchers
recommended further studies.?!!

Mousavi et al., after a 6-month period of phone call
versus TAU follow-up after the last suicide attempt,
did not find any difference in suicide reattempt
between both groups, but there was clearly higher
hope and lower suicidal thoughts in the intervention
group, compared to the group with TAU.22

Berrouiguet et al. showed significantly reduced suicide
risk in the intervention group compared to the control
group after a period of continuous communication
and sending short messages at regular intervals
for 6 months. They concluded that this method
cannot replace treatment but it can be counted as
a complementary treatment beside other regimens,
especially in patients that refuse treatment or do not
want face-to-face visits or do not access treatment.?*

Given the scattered above findings on the best ways to
prevent the repetition of suicide attempts in various
studies, lack of enough studies and interventions in our
country patients and the importance of preventions in
this cases, we performed a comparative study on the
effects of phone call versus face-to-face communication
on the prevention of suicide reattempt in patients with
previous attempts.

MATERIALS AND METHODS

This study is a RCT with parallel sample of all men

and women admitted to the poisoning emergency of

the Noor Hospital (the university referral center of the

province) in Isfahan, Iran, from January to May 2014.

The study was approved by the Ethics Committee

of the Research Department of the University and

followed the declaration of Helsinki on Biomedical

Research Involving Human Subjects. The inclusion

criteria were:

¢ Men and women over 20 years

*  Suicide attempts for at least 2 times

e Ability to understand the conditions of the study,
ability to communicate, and informed consent to
enter the study and signing the consent form
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e The ability to communicate consistently at the
places determined for follow-up

¢ Lack of dementia or severe cognitive impairment,
based on DSMIV-TR criteria, that recognized
during the initial interview by a psychiatry
assistant

¢ Lack of threatening illness that requires prompts
other medical interventions (such as emergency
surgery).

The patients were excluded with:

* Change of address and telephone number and lack
of new information

* Avoiding consecutive communications after the
initial acceptance

e Death due to reasons other than suicide (based on
the diagnosis of medical centers).

Randomized sampling performed. The sample size
was 25 patients, based on the confidence level of 95%,
Z,=1.96, and Z, = 80%, which means 0.84.

Intervention

At initial visit necessary information about study
conditions, potential benefits, and hazards, and
the method of follow-up and communication were
explained to the participants and their companions
by an assistant of psychiatry. Oral and written
consent was received at the first meeting. A brief
psychiatry and medical history was taken and the
initial questionnaire was completed. The sample
was randomly allocated into each of the two groups,

i.e., “phone call” and “face to face” follow-up groups.
Finally, 29 patients were in the phone call and
26 patients in the face-to-face group.[Figure 1]

The initial form included name, marital status,
number of suicide attempts, job, education, suicidal
thoughts, maps and plans, the most important current
problems in life which caused suicide, likely psychiatric
diagnosis, and the need for probable treatment, and/or
intervention by psychiatric, psychologist, or social
worker.

Each of the two groups received phone calls or
face-to-face meetings by an assistant of psychiatry
in the 2" and 4 weeks and the 24, 314, 4th 5th gt
and 8 months, so a total of 8 sessions were devoted
to each individual. During each 20 min meeting, the
patient’s current mental status and warning signs
such as suicidal thoughts, the last and new problems
were appraised, the guides and ways to reduce stress
were mentioned based on the patient’s problems and
his/her questions were answered. Then, the need
to visit a therapist (a psychiatrist, psychologist, or
social worker) was suggested if it was necessary,
and the follow-up form was completed. The follow-up
form included the patient’s hope (as a spectrum),
interest and motivation (as a spectrum), suicidal
thought, plan and map, suicide reattempt between
last session and now, the previous problems, new
problems, results of visiting by recommended
therapists—if had been done—-and the need to refer
to therapists again.

[ Enrollment ]

Assessed for eligibility (n = 73)

Excluded (n = 18)
*Not meeting inclusion criteria (n = 12)

A4

*Declined to participate (n = 6)
*Other reasons (n = 0)

Randomized (n = 55)

\ 4 Allocation ) v

Allocated to phone call follow-up (n = 29)
*Received allocated intervention (n = 29)
+Did not receive allocated intervention (n = 2)

Allocated to face-to-face follow-up (n = 26)
*Received allocated intervention (n = 26)
+Did not receive allocated intervention (n = 1)

e

I l

Follow-up J l

Lost to follow-up (non-compliance) (n = 4)
Completed suicide (n = 0)

Lost to follow-up (non-compliance) (n = 3)
Completed suicide (n = 1)

! |

Analysis I l

Analyzed (n = 25)
*Excluded from analysis (give reasons) (n = 0)

Figure 1: Consort statement
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If there were any risks such as suicidal thoughts,
necessary advice and guidance was offered to the
patients and their families. In the face-to-face group,
the follow-up sessions were arranged in the public
health centers of the Isfahan province based on
previous coordination with patients.

Statistics

The demographic properties of the patients were
evaluated using descriptive statistics, and the
frequency of suicide reattempts was compared in
8 months in the two groups. We used the independent
t-test, Mann—Whitney, Chi-square (for the comparison
of the suicide reattempts between the two groups),
Cochran (for comparing two state variables measured
at multiple sessions, the suicidal attempts, thoughts
and map), and Friedman (for comparing multiple
rating of the time-related measures of the “interest and
hope”). The collected data were analyzed using SPSS
20 software (SPSS Inc., Chicago, Illinois, USA), and a
significant level was considered as P < 0.05.

The ethical issues of the study were approved by the
Medical Ethics Committee of Isfahan University of
Medical Sciences, and the study was registered by
the IRCT code of 2014110419806 N1 in the Iranian
Registry of Clinical Trials.

RESULTS

We followed 55 patients with previous suicide
history, in two groups, i.e., phone call (29 patients)
and face-to-face (26 patients) group during 8 months.
Table 1 shows the demographic properties and the
past suicide history of the studied patients. There
was no significant difference between the two groups
in terms of age, gender, marital status, employment,
education as well as economic, social, family factors.
Furthermore, there was no significant difference
between past suicide attempt records, the psychiatry
problems, and the need to refer to a psychologist,
psychiatrist, or social worker between the two
groups (P > 0.05).

After 8-month follow-up, the last problems in
both groups remitted significantly as time passed
(P<0.001), but the difference between the two groups
was not significant (P > 0.05). In other words, the two
methods were equally effective in alleviation of the
patient’s previous problems. In both groups, the trends
of previous problems had no statistically significant
difference (P > 0.05), but in terms of the status of
new problems, the face-to-face follow-up group had
recorded lesser new problems compared with the
phone call follow-up group (P = 0.030) [Table 2].

Table 1: Demographic features and the suicide history of the

two groups
Factors Telephonic Face to face P
Age 27.07+7.79 29.69+7.73 0.21
Sex
Male 2(7) 5(19) 0.236
Female 27 (93) 21(81)
Marital status
Single 10 (35) 6 (23) 0.592
Married 15 (52) 17 (65)
Divorced 4 (14) 3(12)
Job
Worker 0(0) 1(4) 0.950
Employed 2(7) 2 (8)
Student 4 (14) 5(19)
Homemaker 13 (45) 9 (35)
Unemployed 4 (14) 3(12)
Other job 6 (21) 6 (23)
Education
Elementary 2(7) 6 (23) 0.185
High school 23(79) 15 (58)
License 4 (14) 4 (15)
Higher 0(0) 1(4)
Past suicide attempts
Twice 22 (76) 14 (54) 0.189
2-5 6 (21) 11 (42)
More than 5 1(3) 1(4)
Suicide thought
Yes 14 (48) 11 (42) 0.657
No 15 (52) 15 (58)
Suicide map
Yes 3(10) 0(0) 0.238
No 26 (90) 26 (100)
Problems*
Economic 7 (24) 3(12) 0.317
Marital 13 (45) 13 (50)
Family 8(28) 4 (15)
Other social 8(28) 8 (31)
Psychiatry 2 (7) 6 (23)

*Some individuals in the study had several problems at the same time

The “hope” and “interest” of the patients were
increased over 8 months of follow-up in both
groups (P < 0.001). On the other hand, the step-by-step
comparison between the two groups of hope and
interest revealed that these two factors did not show
a significant difference between the two groups in
the 2" week and 1%t month (P > 0.05), but after the
2" month, the difference became significant (P < 0.05),
so that the status of hope in the face-to-face patients
showed significantly higher than in the phone call
patients. Furthermore, the “interest” in subsequent
sessions showed more improvement in face-to-face
group patients than the phone call group patients and
the difference was significant (P < 0.05). A significant
higher degree of “hope” and “interest” was found
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in the face-to-face group than in the phone call
group (P < 0.05) [Table 3].

Finally, evaluating the status of changes in suicidal
thoughts and suicide reattempts over an 8-month
follow-up period showed that the suicidal thoughts
in each of the two groups improved over time so
that these people had fewer cases of such thoughts
and over time the improvement was statistically

Table 2: Previous and new problems in the two groups

significant (P < 0.001). Comparing the two groups,
suicidal thoughts in the face-to-face intervention
group were significantly lower than the phone call
group (P = 0.038), so we can say that it has been more
successful in relieving suicidal thoughts.

In terms of suicide reattempts, there was one attempt
in the phone call group in the 5" month, but in the
face-to-face group there was one case of attempt in the

Last problem Telephonic Face to Face P*
Improve Resonant No change Improve Resonant No change

Week 2 5(17) 2(7) 22 (76) 2 (8) 0 (0) 24 (92) 0.569

Month 1 10 (35) 1(3) 18 (62) 9 (35) 1(4) 16 (62)

Month 2 17 (59) 2(7) 10 (35) 1(42) 4 (15) 11 (42)

Month 3 14 (48) 1(3) 14 (48) 13 (50) 4 (15) 9 (35)

Month 4 15 (52) 3 (10) 11(38) 16 (62) 4 (15) 3(12)

Month 5 12 (41) 5(17) 10 (35) 3(50) 1(4) 9 (35)

Month 6 13 (45) 4 (14) 8 (28) 3(50) 3(12) 6 (23)

Month 8 19 (66) 3(10) 3(10) 13 (50) 3(12) 6 (23)

p** 0.001 <0.001

New problem Yes No Yes No P*

Week 2 3(10) 26 (90) 3(12) 23 (89) 0.030

Month 1 (17) 24 (83) 3(12) 23 (89)

Month 2 10 (35) 19 (66) 4 (15) 22 (85)

Month 3 2(7) 27 (93) 4 (15) 22 (85)

Month 4 (24) 22 (76) 4 (15) 19 (73)

Month 5 6 (21) 21(72) 3(12) 20(77)

Month 6 3(10) 22 (76) 2(8) 20(77)

Month 8 1(3) 24 (83) 3(12) 19 (73)

p** 0.130 0.868

Data are shown as n (%). *Significant level between the two groups in general, **Significant levels over time

Table 3: “Hope and interest” of two groups during follow-up

Factors Times Telephonic Face to face P* P**
Weak Average Good Excellent Weak Average Good Excellent
Hopefulness Week 2 21(72) 7 (24) 1(3) 0(0) 22 (85) 3(12) 1(4) 0(0) 0.069 0.014
Month 1 17 (59) 6 (21) 6 (21) 0 (0) 17 (65) 4 (15) 5(19) 0(0) 0.246
Month 2 8 (28) 13 (45) 8 (28) 0 (0) 3(50) 9 (35) 4 (15) 0 (0) 0.003
Month 3 6 (21) 16 (55) 7 (24) 0 (0) 1(42) 9 (35) 4 (15) 0 (0) <0.001
Month 4 4 (14) 16 (55) 7 (24) 0(0) 7 (27) 8 (31) 8 (31) 0(0) 0.032
Month 5 2(7) 18 (62) 7 (24) 0 (0) 6 (23) 10 (39) 6(23) 1(4) 0.027
Month 6 4 (14) 7 (24) 13 (45) 1(3) 4 (15) 9 (35) 6(23) 3(12) 0.001
Month 8 6 (21) 3(10) 12 (41) 4 (14) 3(12) 8 (31) 7 (27) 4 (15) 0.019
prx* <0.001 <0.001
Interest Week 2 21(72) 7 (24) 1(3) 0 (0) 22 (85) 2 (8) 2 (8) 0(0) 0.025 <0.001
Month 1 16 (55) 8 (28) 5(17) 0 (0) 17 (65) 6 (23) 3(12) 0(0) 0.038
Month 2 7 (24) 14 (48) 8 (28) 0(0) 14 (54) 8 (31) 4 (15) 0 (0) <0.001
Month 3 5(17) 17 (59) 7 (24) 0 (0) 12 (46) 8 (31) 4 (15) 0 (0) <0.001
Month 4 4 (14) 15 (52) 8 (28) 0 (0) 8 (31) 8 (31) 7(27) 0(0) 0.024
Month 5 2(7) 17 (59) 8 (28) 0 (0) 6 (23) 11 (42) 5(19) 1(4) 0.005
Month 6 4 (14) 7 (24) 13 (45) 1(3) 4 (15) 11 (42) 4 (15) 3(12) 0.029
Month 8 6 (21) 3(10) 12 (41) 4 (14) 3(12) 8 (31) 7(27) 4 (15) 0.010
prx* <0.001 <0.001

Data are shown as n (%). *The significant level between the two groups at each session, **The significant level between the two groups in general, ***The significant
level after the passage of time
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4" month and another patient attempted three times
in the 2, 4 and 6' months (2 cases totally).

Unfortunately in the second case, the suicide led to
death in the third attempt. Despite these differences
in the number of attempters over time, no statistically
significant difference was found between the two
groups (P > 0.05), and there was also no difference
between the two groups in terms of the number of
attempts (P = 0.144).

It should be noted that during the follow-up period in
telephone call group, 2 patients in the 5 month, and
2 patients in the 3" month declared unwillingness
to continue participating in the study. This range in
face-to-face group was 2 patients in the 2°d month and
1 patient in the 3¢ month. The difference between
two groups for the omission was not statistically
significant (P = 0.802) [Table 4].

DISCUSSION

The aim of this study was to assess the effect of the two
methods of phone call and face-to-face communication
in the reduction of recurrent suicide attempts in
previous attempters. The results showed that the two
procedures had no significant difference in preventing
the repetition of suicidal attempts in the number and
frequency among the attempters.

Despite these findings, the hope and interest increased
in both groups, although it showed more improvement

Table 4: Suicidal thoughts, suicide maps, and suicide attempts
in both groups

Factors Times Telephonic Face to face P*
Yes No Yes No

Suicidal thought Week 2 11 (38) 18 (62) 13(50) 13(50) 0.038
Month 1 11(38) 18 (62) 13 (50) 13(50)
Month 2 7 (24) 22(76) 6(23) 20(77)
Month 3 5(17) 24(83) 4(15) 20(77)
Month4 2(7) 25(86) 4(15) 18(69)
Month5 2(7) 25(86) 3(12) 20(77)
Month 6 3(10) 22(76) 2(8) 20(77)
Month8 2(7) 23(79) 1(4) 21(81)
p** <0.001 <0.001

Suicide attempt Week 2 0 (0) 29(100) 0(0) 26 (100) 0.132
Month 1 0(0) 29(100) 0(0) 26 (100)
Month2 0 (0) 29(100) 1(3.8) 25(96.2)
Month 3 0 (0) 29(100) 0(0) 26 (100)
Month4 0(0) 29 (100) 2(8.7) 21(91.3)
Month 5 1(3.7) 26(96.3) 0(0) 23(100)
Month 6 0 (0) 25(100) 1(4.5) 21(95.5)
Month 8 0(0) 25(100) 0(0) 22(100)
prx* 0.652 0.426

The data are shown as n (%), *The significant level between the two groups in
general, **Significant levels over time, ***Significant levels over time

6

in the face-to-face group compared to the phone
call group. Also, suicidal thoughts in both groups
decreased over time, but again, the reduction was
more significant in the face-to-face group.

The problems mentioned as the current suicide
attempt causes by the participants significantly
decreased over time, but this improvement was not
significant, comparing the two groups.

The incidence of new problems during the intervention
in the face-to-face group was lower than the phone
call group.

Likewise, in the authors’ and colleagues’ previous
study,?? there was no significant difference in the
reduction of suicide reattempts between “phone call
communication,” compared with the “treatment as
usual” group during 6 months follow-up, but the
“phone call” group patients showed an increased
hope and decreased suicidal thoughts compared
with the “treatment as usual” group patients. In this
study, we evaluated the “phone call” versus “face to
face” follow-up, but in previous study there was not
face-to-face communication, and the control group was
allowed to treat as they choose.

Our finding is consistent with both of our studies, and
the Hassanzadeh et al. results'?” showed similarities
in reduction of suicidal thoughts and improvement
of hope in intervention groups. These results show
the more close the relationship with suicidal patient,
the more hope will arise, and the less suicidal
thoughts will remain. But, in our study, there was no
significant difference in reducing suicide reattempts
between the two groups of phone call intervention
and face-to-face intervention. This between groups
indifference of suicidal reattempt in the presence of
the improvement of hope and reduction of suicidal
thoughts may be caused due to the equal effect of
the two methods (i.e., phone call and face-to-face
communication), or the short-term duration of
follow-up (8 months).

The study of Vaiva et al. in a 12-month follow-up of
phone call support versus TAU revealed that phone call
is effective in preventing suicide reattempt, supports
the impact of the duration time of the intervention
on the results."* Furthermore, Fleischmann et al.
added BIC to the TAU and showed fewer suicide
reattempts in the intervention group compared with
TAU alone (as a control group) during 18 months.!¢

Limitations and suggestions
This study had several limitations. One was the
8-month period follow-up, which must be lengthened
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in future works. The second limitation may be
mere phone or face-to-face contact, empathy, and
guidance. Surely different approaches of the
psychologist/psychiatrist/social worker (suggested
therapists) have some effects on the therapeutic
responses, and these may somehow confound the
results. However, our logic in this study was an
evaluation of mere phone versus face-to-face contact.
We suggest matching the referred therapists
approaches with the responses in future studies.
Also, the sample can be taken from different centers
that admit patients attempting suicide in different
ways, with more focus on the impact of each suicidal
attempts way.

CONCLUSION

Comparing the two methods of “phone call follow-up”
and “face to face” follow-up in prevention of suicide
reattempt, there was tangible, significant reduction
in suicidal thoughts and improvement of the interest
and hope in the face-to-face group compared to the
phone call group, despite the lack of significant
differences between the two groups in suicidal
reattempt in 8 months follow-up. Also, less new
problems were perceived by the patients in face-to-face
communication during the follow-up.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

REFERENCES

1. Owens D, Horrocks J, House A. Fatal and non-fatal repetition of self-harm.
Systematic review. Br J Psychiatry 2002;181:193-9.

2. Suominen K, Isometsa E, Suokas J, Haukka J, Achte K, Lonnqvist J.
Completed suicide after a suicide attempt: A 37-year follow-up study. Am
J Psychiatry 2004;161:562-3.

3. LiuKY. Suicide rates in the world: 1950-2004. Suicide Life Threat Behav
2009;39:204-13.

4.  Bertolote JM, Fleischmann A, De Leo D, Bolhari J, Botega N, De Silva D,
et al. Suicide attempts, plans, and ideation in culturally diverse sites: The
WHO SUPRE-MISS community survey. Psychol Med 2005;35:1457-65.

5. Yari G, Alan A. Suicide and suicidal behavior. Public Health Rev
2012;34:1-20.

Advanced Biomedical Research | 2016

6.

10.

1.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Fleischmann A, Bertolote JM, De Leo D, Botega N, Phillips M, Sisask M,
et al. Characteristics of attempted suicides seen in emergency-care settings
of general hospitals in eight low- and middle-income countries. Psychol Med
2005;35:1467-74.

Cedereke M, Ojehagen A. Prediction of repeated parasuicide after
1-12 months. Eur Psychiatry 2005;20:101-9.

Guthrie E, Kapur N, Mackway-Jones K, Chew-Graham C, Moorey J,
Mendel E, et al. Randomised controlled trial of brief psychological
intervention after deliberate self poisoning. BMJ 2001;323:135-8.
Suominen KH, Isometsa ET, Lonnqvist JK. Attempted suicide and psychiatric
consultation. Eur Psychiatry 2004;19:140-5.

Rotheram-Borus MJ, Piacentini J, Cantwell C, Belin TR, Song J. The
18-month impact of an emergency room intervention for adolescent female
suicide attempters. J Consult Clin Psychol 2000;68:1081-93.

Robinson J, Pirkis J, Krysinska K, Niner S, Jorm AF, Dudley M, et al. Research
priorities in suicide prevention in Australia. Acomparison of current research
efforts and stakeholder-identified priorities. Crisis 2008;29:180-90.
Goldney RD. Suicide prevention: A pragmatic review of recent studies.
Crisis 2005;26:128-40.

Bridge JA, Goldstein TR, Brent DA. Adolescent suicide and suicidal
behavior. J Child Psychol Psychiatry 2006;47:372-94.

Vaiva G, Vaiva G, Ducrocq F, Meyer P, Mathieu D, Philippe A, et al. Effect
of telephone contact on further suicide attempts in patients discharged
from an emergency department: Randomised controlled study. BMJ
2006;332:1241-5.

Brown GK, Ten Have T, Henriques GR, Xie SX, Hollander JE, Beck AT.
Cognitive therapy for the prevention of suicide attempts: A randomized
controlled trial. JAMA 2005;294:563-70.

Fleischmann A, Bertolote JM, Wasserman D, De Leo D, Bolhari J,
Botega NJ, et al. Effectiveness of brief intervention and contact for suicide
attempters: Arandomized controlled trial in five countries. Bull World Health
Organ 2008;86:703-9.

ChenWJ, Chen CC, Ho CK, Lee MB, Lin GG, Chou FH. Community-based
case management for the prevention of suicide reattempts in Kaohsiung,
Taiwan. Community Ment Health J 2012;48:786-91.

Johannessen HA, Dieserud G, De Leo D, Claussen B, Zahl PH. Chain
of care for patients who have attempted suicide: A follow-up study from
Baerum, Norway. BMC Public Health 2011;11:81.

Hvid M, Wang AG. Preventing repetition of attempted suicide - I.
Feasibility (acceptability, adherence, and effectiveness) of a Baerum-model
like aftercare. Nord J Psychiatry 2009;63:148-53.

Hassanzadeh M, Khajeddin N, Nojomi M, Fleischmann A, Eshrati T. Brief
intervention and contact after deliberate self-harm: An Iranian randomized
controlled trial. Iran J Psychiatry Behav Sci 2010;4:5-12.

Wei S, Liu L, Bi B, LiH, Hou J, Tan S, et al. An intervention and follow-up
study following a suicide attempt in the emergency departments of four
general hospitals in Shenyang, China. Crisis 2013;34:107-15.

Mousavi SG, Zohreh R, Maracy MR, Ebrahimi A, Sharbafchi MR. The
efficacy of telephonic follow up in prevention of suicidal reattempt in patients
with suicide attempt history. Adv Biomed Res 2014;3:198.

Berrouiguet S, Alavi Z, Vaiva G, Courtet P, Baca-Garcia E, Vidailhet P, et al.
SIAM (Suicide intervention assisted by messages): The development of
a post-acute crisis text messaging outreach for suicide prevention. BMC
Psychiatry 2014;14:294.





