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Abstract 

Background General practitioners (GPs) play a crucial role in assessing and diagnosing suicidal ideation, often acting 
as the first person of contact for individuals with mental health concerns. Given the time constraints faced by primary 
care providers, interventions need to be brief and easily implemented. This systematic review seeks to identify, com-
pare, and critically evaluate effective brief interventions for managing suicidality in primary care, offering a compre-
hensive overview and discussion of key findings.

Methods A systematic literature review was conducted using databases including MEDLINE, EMBASE, The Cochrane 
Library, PSYNDEX, and PsychINFO, supplemented by manual searches. Our search strategy focused on studies 
from 2000 to 2023. Risk of bias was assessed using the Cochrane RoB 2 Tool, and evidence quality was evaluated using 
GRADE, with adherence to the PRISMA-DTA checklist. A protocol was published in PROSPERO.

Results The search yielded 1248 publications. Of those, 44 were assessed for eligibility after screening, ultimately 
resulting in five included studies addressing four brief interventions for suicidality in primary care. Motivational inter-
views, safety planning, structured follow-ups, and collaborative care models were identified as key elements for future 
interventions to enhance the role of primary care in suicide prevention.

Conclusion This review highlights the need for further research to adapt brief interventions for primary care suicide 
prevention. Given their central role in patient care, GPs are well-positioned to identify and support individuals at risk. 
While initial promising approaches have emerged, further research in primary care suicide prevention is needed, 
and interventions tailored to the GP setting must be developed.
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Introduction
Suicidality remains a critical global health and social 
issue, contributing to over 700,000 deaths annually and 
ranking among the leading causes of death worldwide [1]. 
Many countries have national suicide prevention strate-
gies [2, 3] and some such as Ireland and Australia addi-
tionally have National Suicide Prevention Offices [4]. In 
Europe, EU-funded projects have advanced suicide pre-
vention, such as European Alliance Against Depression 
(EAAD), Saving and Empowering Young Lives in Europe 
(SEYLE), Suicide Prevention Through Internet and 
Media Based Mental Health Promotion (SUPREME), and 
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Reduction of Suicides and Trespasses on Railway Prop-
erty (RESTRAIL) [5, 6].

Evidence-based prevention strategies identified in sys-
tematic reviews include restricting access to lethal means 
(e.g., firearms and barriers at high-risk locations), public 
education to reduce stigma, and targeted interventions 
for high-risk groups. However, it is highlighted in the 
literature that no single strategy can effectively address 
suicidality on its own: instead, a multi-level approach 
combining various interventions is essential for achiev-
ing significant reductions in suicide rates [7–9]. Phar-
macological and psychological therapies play vital roles 
in these multi-level approaches, particularly when inte-
grated into general practice [8, 10].

Mental health conditions, notably depression, anxiety, 
and schizophrenia, are closely associated with increased 
suicide risk [11]. Additionally, socioeconomic factors 
such as deprivation, unemployment, and social isola-
tion significantly contribute to suicidality, with certain 
groups, including men, consistently exhibiting higher 
suicide rates than women [12–16]. Addressing suicidal-
ity effectively requires an understanding both individual 
and structural risk factors to guide comprehensive and 
impactful prevention strategies [17, 18].

The lifetime prevalence of suicidal ideation in the gen-
eral population is estimated at 9.2% across countries [19].

Research also indicates that individuals in suicidal crisis 
are more likely to seek contact with general practitioners 
(GPs) rather than mental health services [20–23]. On the 
one hand, this indicates that individuals in primary care 
should be considered a key target population for suicide 
prevention efforts [18]. On the other hand, this presents 
a unique opportunity for GPs to provide support, spark-
ing considerable research interest in their role in suicide 
prevention [24].

GPs hold a pivotal role in suicide prevention as they are 
often the first point of contact for individuals experienc-
ing suicidal ideation [21]. GPs’ continuous, often long-
term relationships with patients enable effective early 
detection, screening, and management of mental health 
issues, particularly when combined with psychosomatic 
care [7, 25–27].

Training and resources for GPs, such as screening tools 
for depression and suicidal behaviour, alongside appro-
priate interventions, have been shown to enhance their 
ability to manage suicidality effectively [8, 10]. However, 
high patient volumes and time constraints in primary 
care create challenges for delivering effective suicide pre-
vention interventions [28–30].

Thus, there is a pressing need for interventions that are 
both effective and feasible within the time limitations of 
primary care. Ideally, such interventions should be brief, 
easy to implement, cost-effective, and require minimal 

staff resources [18], focusing on informing people about 
suicidal behaviour and motivating them to engage in 
safety planning and help-seeking, and problem solving.

However, there is no universally accepted definition of 
what constitutes a “brief” intervention, and various inter-
pretations exist [31]. The authors of this review adopt the 
definition provided by National Institute for Health and 
Care Excellence (NICE), which states that a brief inter-
vention includes discussion, negotiation, or encourage-
ment, with or without written support or follow-up, and 
may also involve referral for further care [32]. Collabora-
tive care between GPs and mental health and social pro-
fessionals further supports suicide prevention efforts by 
ensuring holistic and continuous care, as well as develop-
ing practical strategies to manage future suicidal crises 
[1, 8, 10, 18].

This review critically assesses the effectiveness of 
brief interventions in primary care, with a specific 
focus on their capacity to enhance suicide prevention 
efforts within general practice. By evaluating the litera-
ture, the aim is to identify key components that could 
be integrated into primary care settings. This includes 
an exploration of practical interventions that align with 
the unique challenges of primary care, such as time con-
straints and high patient volumes. Ultimately, the review 
seeks to determine how brief interventions can be opti-
mally designed and implemented to not only address the 
immediate needs of patients experiencing suicidal idea-
tion but also to support sustainable suicide prevention 
efforts within general practice.

Methods
The systematic review was conducted and reported fol-
lowing the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) guidelines [33]. 
The study protocol was registered with the PROSPERO 
International Prospective Register of Systematic Reviews 
(CRD42023443026) [34].

Search strategy
A comprehensive literature search was conducted across 
EMBASE, MEDLINE, PSYNDEX, PsychINFO und 
Cochrane Library for studies published from January 1, 
2000, to October 31, 2023. Research from 2000–2023 
better reflects current knowledge, ensuring modern 
methods and scientific standards. Recent studies increas-
ingly utilise technologies like big data analytics, machine 
learning, AI, wearables, and sensors. Several German-
language journals on suicidality target general prac-
titioners. To include their crucial contributions, we 
chose German as a second language alongside English. 
Search terms focused on key concepts such as “primary 
care,” “suicide,” and “randomized controlled trial,” with 
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keywords tailored to each database’s vocabulary. The 
complete search strategy is detailed in the supplemental 
material. The final search was conducted on 04 Novem-
ber 2023.

Eligibility criteria
Only randomised controlled trials (RCTs) were consid-
ered. We excluded non-peer-reviewed publications, case 
studies, letters to the editor and studies of low methodo-
logical quality. The inclusion and exclusion criteria for 
the systematic review were carefully designed to focus on 
relevant studies that assess brief interventions for suici-
dality in primary care settings. Included studies involved 
patients aged 16 years or older who had either attempted 
suicide or experienced active or passive suicidal thoughts, 
provided that the intervention occurred in a primary care 
setting and were GP- or staff-led. Eligible interventions 
were defined as brief in nature and compared against 
care-as-usual, treatment-as-usual, or waitlist control 
groups. Excluded were studies involving patients younger 
than 16 years or with cognitive impairments or dementia.

Study selection and data extraction
The search results were exported to EndNote [35], where 
duplicates were automatically removed. The remain-
ing records were then transferred to “Rayyan”, a web 
and mobile app for systematic reviews [36], for a second 
deduplication process, conducted both automatically and 
manually by PY. The screening of titles and abstracts, 
along with the full-text review, was conducted indepen-
dently and in a blinded fashion by two authors (PY, KL); 
eligibility was evaluated using titles and abstracts [36], 
and full-texts were subsequently screened based on pre-
defined inclusion and exclusion criteria. Any disagree-
ments at each stage were resolved through discussion 
among the authors (PY, KL, KB). Data extraction was 
independently conducted by two authors (PY,KL) using 
Microsoft Excel Sheet (Microsoft Corporation, 2018) 
based on the Cochrane Data Collection Form [37]. The 
extraction form captured details on study design, study 
sample characteristics (including sample size, country, 
and age), provider, setting, intervention lengths and fre-
quency, intervention characteristics and main outcomes. 
If full-text articles were unavailable or data was missing, 
study authors were contacted directly.

Outcome measures
Primary outcome
The primary outcomes were changes in suicidal behav-
iour-specific scores. Given the heterogeneity of primary 
outcomes and the limited number of studies, a qualitative 
data synthesis was preferred over a quantitative analysis. 
While a meta-analysis would have provided a basis for a 

quantitative summary of the data [38], a narrative syn-
thesis was chosen instead to qualitatively interpret the 
findings. This methodological approach aims to system-
atically review the literature to comprehensively capture 
the current state of research on a specific topic [38].

Quality assessment
The risk of bias assessment was conducted using the 
RoB-2 tool [39]. RoB-2 provides a methodological 
framework for the systematic evaluation of bias risks 
in the results of randomized studies. We also used the 
internationally recognized GRADE methodology [40, 
41] for a systematic and transparent approach to assess 
evidence quality and to formulate clinical practice 
recommendations.

Results
Study selection
In total, this systematic review identified N = 1252 rel-
evant studies. Of these, N = 1248 were sourced from the 
electronic database search, and N = 4 were identified 
through manual literature researches. After duplicate 
removal, title and abstract screening was conducted on 
the remaining 825 studies, resulting in the exclusion of 
781 records. Subsequently, 44 studies underwent full-
text assessment, with 39 studies ultimately excluded for 
specific reasons. The primary reasons for exclusion were 
misclassification of “provider” and lacking briefness 
regarding the intervention. Figure  1 provides a detailed 
overview of the study selection process. Ultimately, five 
studies met the inclusion criteria and were incorporated 
into this systematic review.

Risk of bias
Figure 2 illustrates the risk of bias assessment using the 
ROB-2 tool.

The study by Bennewith et al. (2002) [42] shows a high 
risk of bias due to deviations from the intended inter-
vention, issues in outcome measurement, and potential 
sources of bias in the randomization process, resulting 
in an overall high risk of bias. In contrast, the studies by 
Grimholt et al. (2015) [43, 44] demonstrated only a low 
risk of bias. Jerant et al. (2020) [45] exhibited a high risk 
of bias, particularly in outcome measurement, contrib-
uting to an overall elevated bias risk. While Riblet et al. 
(2022) [46] identified some concerns in the randomiza-
tion process, the overall risk of bias remained low.

Quality of evidence
The GRADE methodology [40, 41] indicated low cer-
tainty of evidence, primarily due to significant hetero-
geneity in the outcomes of the included studies, which 
resulted from varying interventions and measured 
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outcomes. Concerns regarding the directness and preci-
sion of the evidence were also prominent. In particular, 
substantial differences in study populations significantly 
limit the generalizability of the findings [47]. Addition-
ally, the small sample sizes across the studies likely 
affected the robustness and reliability of the results.

Study characteristics
Table  1 provides an overview of the studies included in 
this systematic review. In addition, Table  2 provides an 
overview of included interventions.

A total of 2202 participants were included in the 
review, with demographic data available for 2149 partici-
pants. Of those, 895 were male (41.65%) and 1254 were 
female (58.35%). The age of participants ranged from 16 
to 95 years, with a mean age of 44 years.

A total of 2202 participants were included in the 
review, with demographic data available for 2149 partici-
pants. Of those, 895 were male (41.65%) and 1254 were 
female (58.35%). The age of participants ranged from 16 
to 95 years, with a mean age of 44 years.

Fig. 1 PRISMA Flow Diagram adapted from Page et al. (2021) [33]
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Main outcomes
Table 3 provides an overview of the main outcomes and 
results of the studies included in this systematic review.

The intervention by Bennewith et  al. (2002) [42], 
aimed at reducing repeated self-harm episodes through 
GP-based care, did not achieve a statistically significant 
reduction in recurrence. The primary outcome indicated 
a slightly higher repetition rate in the intervention group 
versus the control group.

Grimholt et  al. (2015) [43, 44] assessed outcomes 
via the Beck Scale for Suicide Ideation (BSS) [49], Beck 
Depression Inventory (BDI) [50], the Beck Hopelessness 
Scale (BHS) [51], and patient satisfaction measured using 
the EUROPEP scale. No significant differences were 
observed between groups on these scales at three or six 
months. However, self-reported reoccurrence of self-poi-
soning was significantly higher in the intervention group 
(39.5%) compared to the control group (15.8%, p = 0.009).

Jerant et  al. (2020) [45] demonstrated that men par-
ticipating in the Men and Providers Preventing Suicide 
(MAPS) program were significantly more likely to discuss 
suicidal thoughts with their GP. Logistic regression indi-
cated that MAPS participants were nearly six times more 
likely to engage in these discussions than controls, with 
an even stronger effect among those with preparatory 
suicidal behaviours.

Riblet et al. (2022) [46] evaluated the “Veterans Affairs 
Brief Intervention and Contact Program” (VA BIC) 
within a virtual integrated care system. Among the 20 
enrolled participants, 95% (n = 19) completed all assess-
ments, with 90% (n = 9) of the intervention group attend-
ing all scheduled sessions, and all meeting at least 70% 
attendance. Findings indicated a positive trend in reduc-
ing suicidal ideation and hopelessness, especially at three 
months, with moderate-to-large effect sizes. Improve-
ments in treatment adherence and social connected-
ness were observed in the intervention group, though 
these effects were less pronounced. Notably, patients in 
the control group demonstrated greater improvements 
in specific domains, including coping ability and social 
connectedness.

Discussion
This systematic review identified five publications inves-
tigating brief interventions for suicidality in primary 
care, encompassing four distinct interventions [42–46]. 
The findings highlight a critical gap in the literature, as 
most brief interventions for suicidality are designed for 
emergency settings rather than primary care [9, 52–57]. 
Given that general practitioners (GPs) are often the first 
point of contact for patients with mental health concerns, 

Fig. 2 ROB-2 results
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including suicidality, this setting is crucial. Long-term 
relationships with GPs allow for early detection of subtle 
changes in patients’ behaviour or mental state that may 
indicate suicide risk, especially in areas lacking special-
ized mental health services [58–61].

Methodologically, several interventions in this review 
exhibit strengths in design, particularly in structur-
ing support for patients experiencing suicidality. For 
instance, Bennewith et  al. (2002) employed a Delphi-
method-based approach to develop evidence-based 
guidelines for GPs [62]. The Delphi method has a wide 
range of potential uses in mental health research [63], 
specifically in suicide research [64, 65]. Similarly, in the 
study by Grimholt et al. (2015), GPs received short guide-
lines developed from the WHO guide to general prac-
tice [66]. Despite these structured approaches, neither 
study demonstrated a significant benefit for patients in 
the intervention group. Jerant et  al. (2020) specifically 
targeted men and used motivational elements to address 
barriers in discussing suicidal thoughts, an approach 
supported by prior health communication and suicide 
prevention research [67–69]. Men participating in the 
intervention programme were significantly more likely to 
discuss suicidal thoughts with their GP, indicating a need 
for tailored approaches [70, 71].

Furthermore, intervention duration and follow-up 
structure appear to play a crucial role in outcomes. Time 
is a valuable resource in primary care, requiring interven-
tions to be both time- and staff-efficient. While studies 

in clinical settings have demonstrated the effectiveness 
of brief interventions with follow-up contacts for high-
risk populations [48], robust evidence for their efficacy 
in primary care remains lacking. This highlights the need 
for innovative models, such as the integrated telehealth-
based approach seen in Riblet et  al. (2022), which may 
offer a feasible alternative to enhance patient follow-
up while minimising resource burden on primary care 
providers.

Our review identified a lack of effective brief interven-
tions in primary care for patients with suicidal ideation, 
highlighting an urgent need for research. Based on our 
systematic literature review, we recommend the follow-
ing key elements for inclusion in future interventions to 
enhance the role of primary care in suicide prevention:

• Motivational Components, including Motivational 
Interviewing: Motivational Interviewing (MI) is a 
well-established therapeutic approach shown to be 
effective in encouraging behavioural change across 
a variety of mental health conditions [72]. As high-
lighted in Riblet et  al. (2022) and other studies, MI 
can be particularly promising for suicide prevention 
[73–76] and is suitable for use in general practice 
[74, 77]. Future research should focus on refining 
the application of MI for suicide prevention in gen-
eral practice, considering its adaptation for different 
at-risk populations such as adolescents, older adults, 
or individuals with co-occurring mental health dis-

Table 2 Detailed description of interventions

Author Description of the Intervention

Bennewith et al. [42] The intervention aimed to reduce the recurrence of self-harm episodes. Each week, patients presenting with new self-harm 
incidents within intervention-arm practices were identified via a UK self-harm registry. For first-time incidents, the general prac-
titioner (GP) was notified and provided with a letter to invite the patient for consultation. The GP also received evidence-based 
guidelines, developed through a modified Delphi method, to standardize the management of self-harm. This approach ensured 
timely and structured care, enabling individualized counseling and initiation of appropriate therapeutic interventions

Grimholt et al. [43, 44] The intervention aimed to reduce suicidal ideation and improve follow-up attendance after intentional self-poisoning. Con-
ducted by the general practitioner (GP) over six months, it included an initial consultation one-week post-discharge, followed 
by monthly appointments for three months and two additional sessions six weeks apart. The structured consultations, based 
on WHO guidelines and expert consensus, focused on three key areas:
1. Timely Scheduling: Arrange a follow-up within one-week post-discharge
2. Patient Assessment: Address reasons for self-poisoning, primary concerns, suicidal ideation, current treatment, and support 
needs
3. Follow-up Planning: Schedule additional sessions to ensure consistent care and support

Jerant et al. [45] The intervention aimed to activate middle-aged men with suicidal ideation to discuss these thoughts with their general 
practitioners. This was facilitated through the MAPS program (Men and Providers Preventing Suicide), an interactive, 15–20-
min computer-based tool designed to encourage disclosure during clinic visits. The program included multimedia modules 
addressing common barriers and provided guidance on (1) discussing suicidal thoughts with a GP, (2) developing a personal-
ized treatment plan, and (3) monitoring and adjusting the plan in collaboration with the care team

Riblet et al. [46] The study aimed to evaluate the reduction of suicidal ideation and the feasibility of implementing the “Veterans Affairs Brief 
Intervention and Contact Program” (VA BIC) within an integrated care system. Modeled on the “World Health Organization Brief 
Intervention and Contact Program” (WHO BIC) [48], originally developed to prevent post-discharge suicide attempts, the VA BIC 
adapted to pandemic conditions through video and telephone contacts. The intervention commenced with a one-hour ses-
sion covering suicide prevention strategies, safety planning, and social support, followed by up to six 30-min follow-up contacts
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orders, and explore MI integration with other thera-
peutic methods, such as Cognitive Behavioural Ther-
apy (CBT) [78].

• Safety Planning: Safety planning interventions are 
a cornerstone of suicide prevention [79]. A critical 
component in Riblet et  al. (2022), safety planning 
should be part of future primary care interventions 
[9, 80] ensuring its accessibility for patients with 
varying levels of health literacy and socio-economic 
backgrounds. Studies could investigate the role of 
digital tools, such as apps or online platforms, in 
facilitating the creation and updating of safety plans 
[81–83]. However, apps should be seen as an addition 
to an ongoing patient–provider relationship, never as 
a replacement.

• Structured, Regular Patient Contacts: Structured 
and regular follow-ups are a critical element of 

effective suicide prevention, especially when deliv-
ered within frameworks such as the Chronic Care 
Model (CCM) and the Collaborative Care Model 
(COCM) [84–86]. Future research could investi-
gate the impact of different models of care delivery, 
such as remote monitoring by non-GP staff or vir-
tual consultations, on patient outcomes. The inclu-
sion of non-GP staff in follow-up care could allow 
for more frequent contact with patients, providing 
consistent support and fostering a sense of con-
tinuity in care [87]. Research on the use of virtual 
or remote care models [82], particularly in rural or 
underserved areas, could offer insights into how 
such interventions can be scaled and tailored to 
diverse patient populations. Our findings are in line 
with previous research emphasising the importance 
of safety planning and the continuity of care [64, 

Table 3 Outcome and results of included studies

BDI Beck Depression Inventory, BHSBeck Hopelessness Scale, BSI Beck Suicidal Intent Scale, CG Control group, CI Confidence interval, GP General Practitioner, HR 
Hazard ratio, IG Intervention group, OR Odds ratio, SDM Shared decision making, SSI Beck Scale for Suicide Ideation

Author Outcome IG (95% CI) CG (95% Cl) p-Value

Bennewith et al. [42] Primary Outcome: Incidence of repeated episodes of inten-
tional self-harm

Incidence rate ratio 1,24 (0,92–1,68) p = 0,16

Secondary Outcome: Time to repeated episode of intentional 
self-harm

HR: 1,15 (0,94–1,42) p = 0,17

Subgroup Analysis: Patients with a history of self-harm OR: 0,57 (0,33 – 0,98) p = 0,0017

Subgroup Analysis: Patients without a history of self-harm OR: 1.32 (1.02 to 1.70) p = 0,0017

Process Data: Patients with a GP consultation within 6 weeks 58% (IG) vs. 56.9% (CG)

Grimholt et al. [44]
Grimholt et al. [43]

Primary Outcome: SSI (13.3–18.8) (14.6–19.9) p = 0,52

Secondary Outcome: BDI (23.1–29.0) (21.7–27.0) p = 0,4

Secondary Outcome: BHS (8.7–11.4) (8.7–11.2) p = 0,94

Secondary Outcome: BSI (11.3–13-,9) (10,9–14,1) P = 0,92

Outcome IG (%) CG (%)

Satisfaction with GP’s attentiveness to personal issues 93,1 59,4 p = 0,002

Satisfaction with SDM 87,5 54,8 p = 0,009

Satisfaction with treatment (at 3 months) 83 68 p = 0,158

Satisfaction with treatment (at 6 months) 79 51 p = 0,026

IG (mean) CG (mean)

Contacts with the general practitioner during the study 
period

6,7 4,5 p = 0,005

Jerant et al. [45] Primary Outcome: Discussion of suicidal thoughts dur-
ing general practitioner appointment

OR: 5.91 (1,59–21,94) p = 0,008

Effect among men with preparatory suicidal thoughts OR: 27,45 (2,74–274,96 p = 0,005

Effect among men without preparatory suicidal thoughts OR: 2,10 (0,27–16,59 p = 0,48

Author Calculated effect sizes for the VA-BIC intervention combined 
with standard care compared to standard care alone

Cohen’s d Hedges’ g Benefit for IG

Riblet et al. [46] SSI

after 1 month -0,38 -0,37 Yes

after 3 months -0,74 -0,71 Yes

BHS

after 1 month -0,18 -0,17 Yes

after 3 months -0,62 -0,60 Yes
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65]. A brief intervention complements, rather than 
replaces, treatment, helping healthcare providers 
encourage behaviour change. Primary care offers 
unique opportunities to identify and address modi-
fiable risk factors, with multidisciplinary teams pro-
viding personalised advice, follow-up, and referrals 
as needed [88].

Strengths and limitations
The greatest strength of this review is its focus on brief 
interventions for suicide prevention in primary care. A 
systematic approach was used to identify relevant stud-
ies, with all search terms, operators, databases, and filters 
documented for transparency and replicability. The ROB 
2 tool provided a standardised method to evaluate bias in 
RCTs, ensuring comprehensive and reproducible quality 
assessments.

As a limitation, there is no universally accepted defi-
nition of a “brief” intervention. While one study may 
define brief interventions as a single, short counselling 
session, another might include multiple sessions over 
several weeks. This variability complicates the compari-
son and synthesis of results. Furthermore, this inconsist-
ency introduces the risk of systematic bias. Studies with 
differing definitions may be disproportionately included 
or excluded during selection, which could compromise 
the validity of the review and lead to erroneous conclu-
sions. The included interventions varied in design, target 
population, and effectiveness. Finally, the reviewed stud-
ies exhibit varying levels of bias, primarily due to issues 
with randomization, blinding, and intervention fidelity. 
The overall evidence quality is very low due to inconsist-
encies, heterogeneous interventions, and small sample 
sizes, limiting generalizability.

Conclusion
This review underscores the need for more research to 
adapt brief interventions to enhance the role of primary 
care in suicide prevention. Combining motivational ele-
ments, safety planning, structured follow-ups, and col-
laborative care models appears promising for developing 
effective suicide prevention strategies. Ultimately, while 
brief interventions hold promise, more research effort is 
required to refine, validate, and integrate these strategies 
into everyday clinical practice.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12875- 025- 02848-4.

Supplementary Material 1.

Supplementary Material 2.

Acknowledgements
The POKAL-Group consists of the following principal investigators: Markus 
Bühner, Tobias Dreischulte, Peter Falkai, Jochen Gensichen, Peter Henningsen, 
Caroline Jung-Sievers, Helmut Krcmar, Karoline Lukaschek, Gabriele Pitschel-
Walz, Antonius Schneider. The following doctoral students: Katharina Biersack, 
Vita Brisnik, Julia Eder, Feyza Gökce, Carolin Haas, Lisa Hattenkofer, Lukas 
Kaupe, Jonas Raub, Philipp Reindl-Spanner, Hannah Schillock, Petra Schön-
weger, Victoria von Schrottenberg, Clara Teusen, Jochen Vukas, Puya Younesi. 
Coordinator Kirsten Lochbühler.

Authors’ contributions
PY performed the literature seach and data extraction, wrote the original 
draft and was responsible for data curation. CH provided critical feedback and 
helped shape the manuscript. TD, AS supervised the work and provided criti-
cal feedback. JG secured funding and provided critical feedback. KL devised 
and supervised the project and the main conceptual ideas, performed the 
literature seach and data extraction, provided critical feedback and helped 
shape the manuscript. All authors read and approved the final manuscript.

Funding
Open Access funding enabled and organized by Projekt DEAL. This study was 
funded by the Deutsche Forschungsgemeinschaft (DFG, German Research 
Foundation, Grant: GE2073/8–1).

Data availability
The data generated in the current study are available from the corresponding 
author on reasonable request. However, restrictions may apply to the avail-
ability of the underlying original articles: If they are not open access, they may 
be subject to restrictions.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 9 December 2024   Accepted: 21 April 2025

References
 1. World Health Organization. Preventing suicide: a global imperative. 

Geneva: World Health Organization; 2014. Available from: https:// www. 
who. int/ publi catio ns/i/ item/ 97892 41564 779.

 2. Pompili M, O’Connor RC, Van Heeringen K. Suicide prevention in the 
European Region. Crisis. 2020;41(Suppl 1):S8–S20. https:// doi. org/ 10. 
1027/ 0227- 5910/ a0006 65. PMID: 32208758.

 3. Parker M. National Strategy for Suicide Prevention 2024 and Federal 
Action Plan: US Department of Health and Human Services (HHS). Wash-
ington, DC, HHS, 2024, 170 pp., free download at HHS. gov/NSSP. Taylor & 
Francis; 2024.

 4. Bassilios B, Currier D, Krysinska K, Dunt D, Machlin A, Newton D, et al. 
Government funded suicide prevention in Australia–an environmental 
scan. BMC Public Health. 2024;24(1):2315.

 5. Ryan B, Kallberg V-P, Rådbo H, Havârneanu GM, Silla A, Lukaschek K, et al. 
Collecting evidence from distributed sources to evaluate railway suicide 
and trespass prevention measures. Ergonomics. 2018;61(11):1433–53.

 6. Köhler J, Heinz I, Mergl R, Elsner A, Hegerl U. The German Alliance 
Against Depression and suicide rates: A retrospective analysis. PLoS ONE. 
2021;16(7):e0254133.

 7. Mann JJ, Apter A, Bertolote J, Beautrais A, Currier D, Haas A, et al. Suicide 
prevention strategies: a systematic review. JAMA. 2005;294(16):2064–74.

https://doi.org/10.1186/s12875-025-02848-4
https://doi.org/10.1186/s12875-025-02848-4
https://www.who.int/publications/i/item/9789241564779
https://www.who.int/publications/i/item/9789241564779
https://doi.org/10.1027/0227-5910/a000665
https://doi.org/10.1027/0227-5910/a000665


Page 10 of 11Younesi et al. BMC Primary Care          (2025) 26:167 

 8. Mann JJ, Michel CA, Auerbach RP. Improving Suicide Prevention Through 
Evidence-Based Strategies: A Systematic Review. Am J Psychiatry. 
2021;178(7):611–24.

 9. Zalsman G, Hawton K, Wasserman D, van Heeringen K, Arensman E, 
Sarchiapone M, et al. Suicide prevention strategies revisited: 10-year 
systematic review. Lancet Psychiatry. 2016;3(7):646–59.

 10. Bennett K, Rhodes AE, Duda S, Cheung AH, Manassis K, Links P, et al. 
A Youth Suicide Prevention Plan for Canada: A Systematic Review of 
Reviews. Can J Psychiatry. 2015;60(6):245–57.

 11. Moitra M, Santomauro D, Degenhardt L, Collins PY, Whiteford H, Vos T, 
et al. Estimating the risk of suicide associated with mental disorders: 
A systematic review and meta-regression analysis. J Psychiatr Res. 
2021;137:242–9.

 12. Sinyor M, Silverman M, Pirkis J, Hawton K. The effect of economic 
downturn, financial hardship, unemployment, and relevant government 
responses on suicide. The Lancet Public Health. 2024;9(10):e802–6.

 13. Amiri S. Unemployment and suicide mortality, suicide attempts, and 
suicide ideation: A meta-analysis. Int J Ment Health. 2022;51(4):294–318.

 14. Richardson C, Robb KA, O’Connor RC. A systematic review of suicidal 
behaviour in men: A narrative synthesis of risk factors. Soc Sci Med. 
2021;276:113831.

 15. Ernst M, Klein EM, Beutel ME, Brähler E. Gender-specific associations of 
loneliness and suicidal ideation in a representative population sample: 
Young, lonely men are particularly at risk. J Affect Disord. 2021;294:63–70.

 16. Shelef L. The gender paradox: do men differ from women in suicidal 
behavior? J Men’s Health. 2021;17(4):22–9.

 17. Mann JJ, Michel CA, Auerbach RP. Improving suicide prevention through 
evidence-based strategies: a systematic review. Am J Psychiatry. 
2021;178(7):611–24.

 18. Turecki G, Brent DA, Gunnell D, O’Connor RC, Oquendo MA, Pirkis J, et al. 
Suicide and suicide risk. Nat Rev Dis Primers. 2019;5(1):74.

 19. Nock MK, Borges G, Bromet EJ, Alonso J, Angermeyer M, Beautrais A, et al. 
Cross-national prevalence and risk factors for suicidal ideation, plans and 
attempts. Br J Psychiatry. 2008;192(2):98–105.

 20. Luoma JB, Martin CE, Pearson JL. Contact with mental health and primary 
care providers before suicide: a review of the evidence. Am J Psychiatry. 
2002;159(6):909–16.

 21. Stene-Larsen K, Reneflot A. Contact with primary and mental health care 
prior to suicide: a systematic review of the literature from 2000 to 2017. 
Scandinavian J Public Health. 2019;47(1):9–17.

 22. Milner A, Witt K, Pirkis J, Hetrick S, Robinson J, Currier D, et al. The effec-
tiveness of suicide prevention delivered by GPs: a systematic review and 
meta-analysis. J Affect Disord. 2017;210:294–302.

 23. Leavey G, Rosato M, Galway K, Hughes L, Mallon S, Rondon J. Patterns 
and predictors of help-seeking contacts with health services and general 
practitioner detection of suicidality prior to suicide: a cohort analysis of 
suicides occurring over a two-year period. BMC Psychiatry. 2016;16:1–8.

 24. van der Feltz-Cornelis CM, Sarchiapone M, Postuvan V, Volker D, Roskar 
S, Grum AT, Carli V, McDaid D, O’Connor R, Maxwell M, Ibelshäuser A, 
Van Audenhove C, Scheerder G, Sisask M, Gusmão R, Hegerl U. Best 
practice elements of multilevel suicide prevention strategies: a review 
of systematic reviews. Crisis. 2011;32(6):319–33. https:// doi. org/ 10. 1027/ 
0227- 5910/ a0001 09. PMID: 21945840; PMCID: PMC3306243.

 25. Hegerl U, Kocalevent RD. Nationale und Europäische Programme zur 
Prävention von Suizidalität. Die Psychiatrie. 2010;07(02):69–73.

 26. Starfield B. Is primary care essential? The Lancet. 1994;344(8930):1129–33.
 27. Freeman G, Hughes J. Continuity of care and the patient experience. 

London: The King’s Fund; 2010.
 28. Younes N, Rivière M, Urbain F, Pons R, Hanslik T, Rossignol L, et al. Manage-

ment in primary care at the time of a suicide attempt and its impact 
on care post-suicide attempt: an observational study in the French GP 
sentinel surveillance system. BMC Fam Pract. 2020;21:1–9.

 29. Saini P, Windfuhr K, Pearson A, Da Cruz D, Miles C, Cordingley L, et al. 
Suicide prevention in primary care: General practitioners’ views on service 
availability. BMC Res Notes. 2010;3:1–6.

 30. Michail M, Tait L. Exploring general practitioners’ views and experiences 
on suicide risk assessment and management of young people in primary 
care: a qualitative study in the UK. BMJ Open. 2016;6(1):e009654.

 31. Lamming L, Pears S, Mason D, Morton K, Bijker M, Sutton S, et al. What 
do we know about brief interventions for physical activity that could be 

delivered in primary care consultations? A systematic review of reviews. 
Prev Med. 2017;99:152–63.

 32. NICE. Available from: https:// www. nice. org. uk/ Gloss ary? letter=B.
 33. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, 

et al. The PRISMA 2020 statement: an updated guideline for reporting 
systematic reviews. BMJ. 2021;372:n71.

 34. Puya Younesi JG, Katharina Biersack, Tobias Dreischulte, Andrea Schmitt, 
Karoline Lukaschek. Brief interventions for suicidal ideation and depres-
sion in primary care: a systematic review. CRD42023443026: PROSPERO; 
2023. Available from: https:// www. crd. york. ac. uk/ prosp ero/ displ ay_ 
record. php? ID= CRD42 02344 3026.

 35. Gotschall T. EndNote 20 desktop version. J Med Libr Assoc. 
2021;109(3):520–2.

 36. Ouzzani M, Hammady H, Fedorowicz Z, Elmagarmid A. Rayyan—a web 
and mobile app for systematic reviews. Syst Rev. 2016;5(1):210.

 37. Higgins JP. Cochrane handbook for systematic reviews of interventions 
version 5.0. 1. The Cochrane Collaboration. http:// www. cochr ane- handb 
ook. org. 2008.

 38. Siddaway AP, Wood AM, Hedges LV. How to Do a Systematic Review: A 
Best Practice Guide for Conducting and Reporting Narrative Reviews, 
Meta-Analyses, and Meta-Syntheses. Ann Rev Psychol. 2019;70:747–70.

 39. Sterne JAC, Savović J, Page MJ, Elbers RG, Blencowe NS, Boutron I, et al. 
RoB 2: a revised tool for assessing risk of bias in randomised trials. BMJ. 
2019;366:l4898.

 40. Kirmayr M, Quilodrán C, Valente B, Loezar C, Garegnani L, Franco JVA. The 
GRADE approach, Part 1: how to assess the certainty of the evidence. 
Medwave. 2021;21(2):e8109.

 41. Quilodrán C, Kirmayr M, Valente B, Pérez-Bracchiglione J, Garegnani L, 
Franco JVA. The GRADE approach, Part 2: Evidence to decision frame-
worksoutlining decision-making in health. Medwave. 2021;21(4):e8182.

 42. Bennewith O, Stocks N, Gunnell D, Peters TJ, Evans MO, Sharp DJ. General 
practice based intervention to prevent repeat episodes of deliberate self 
harm: cluster randomised controlled trial. BMJ. 2002;324(7348):1254–7.

 43. Grimholt TK, Jacobsen D, Haavet OR, Sandvik L, Jorgensen T, Norheim AB, 
et al. Structured follow-up by general practitioners after deliberate self-
poisoning: a randomised controlled trial. BMC Psychiatry. 2015;15(1):245.

 44. Grimholt TK, Jacobsen D, Haavet OR, Sandvik L, Jorgensen T, Norheim 
AB, et al. Effect of Systematic Follow-Up by General Practitioners after 
Deliberate Self-Poisoning: A Randomised Controlled Trial. PLoS ONE. 
2015;10(12):e0143934.

 45. Jerant A, Duberstein P, Kravitz RL, Stone DM, Cipri C, Franks P. Tailored 
Activation of Middle-Aged Men to Promote Discussion of Recent Active 
Suicide Thoughts: a Randomized Controlled Trial. J Gen Intern Med. 
2020;35(7):2050–8.

 46. Riblet NB, Kenneally L, Stevens S, Watts BV, Gui J, Forehand J, et al. A 
virtual, pilot randomized trial of a brief intervention to prevent suicide in 
an integrated healthcare setting. Gen Hosp Psychiatry. 2022;75:68–74.

 47. Schünemann HBJ, Guyatt G, Oxman A, editors. GRADE handbook for 
grading quality of evidence and strength of recommendations October 
2013. Available from: guidelinedevelopment.org/handbook . Cited 2024 
August 21.

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

 49. Beck AT, Steer RA, Beck JS, Newman CF. Hopelessness, depression, suicidal 
ideation, and clinical diagnosis of depression. Suicide Life Threat Behav. 
1993;23(2):139–45.

 50. Beck AT. Depression: Clinical, experimental, and theoretical aspects. 
Harper Row Google Schola. 1967;2:103–13.

 51. Beck AT, Weissman A, Lester D, Trexler L. The measurement of pessimism: 
the hopelessness scale. J Consult Clin Psychol. 1974;42(6):861–5.

 52. Doupnik SK, Rudd B, Schmutte T, Worsley D, Bowden CF, McCarthy E, 
et al. Association of Suicide Prevention Interventions With Subsequent 
Suicide Attempts, Linkage to Follow-up Care, and Depression Symptoms 
for Acute Care Settings: A Systematic Review and Meta-analysis. JAMA 
Psychiat. 2020;77(10):1021–30.

 53. King CA, Gipson PY, Horwitz AG, Opperman KJ. Teen options for change: 
an intervention for young emergency patients who screen positive for 
suicide risk. Psychiatr Serv. 2015;66(1):97–100.

https://doi.org/10.1027/0227-5910/a000109
https://doi.org/10.1027/0227-5910/a000109
https://www.nice.org.uk/Glossary?letter=B
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42023443026
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42023443026
http://www.cochrane-handbook.org
http://www.cochrane-handbook.org


Page 11 of 11Younesi et al. BMC Primary Care          (2025) 26:167  

 54. Currier GW, Fisher SG, Caine ED. Mobile crisis team intervention to 
enhance linkage of discharged suicidal emergency department patients 
to outpatient psychiatric services: a randomized controlled trial. Acad 
Emerg Med. 2010;17(1):36–43.

 55. Armitage CJ, Rahim WA, Rowe R, O’Connor RC. An exploratory ran-
domised trial of a simple, brief psychological intervention to reduce sub-
sequent suicidal ideation and behaviour in patients admitted to hospital 
for self-harm. Br J Psychiatry. 2016;208(5):470–6.

 56. Stanley B, Brown GK, Brenner LA, Galfalvy HC, Currier GW, Knox KL, et al. 
Comparison of the Safety Planning Intervention With Follow-up vs Usual 
Care of Suicidal Patients Treated in the Emergency Department. JAMA 
Psychiat. 2018;75(9):894–900.

 57. Stanley B, Brown GK, Currier GW, Lyons C, Chesin M, Knox KL. Brief 
Intervention and Follow-Up for Suicidal Patients With Repeat Emergency 
Department Visits Enhances Treatment Engagement. Am J Public Health. 
2015;105(8):1570–2.

 58. Johnson C. Managing mental health issues in general practice. Aust Fam 
Physician. 2007;36(4):202–5.

 59. Leahy D, Schaffalitzky E, Saunders J, Armstrong C, Meagher D, Ryan P, 
et al. Role of the general practitioner in providing early intervention for 
youth mental health: a mixed methods investigation. Early Interv Psychia-
try. 2018;12(2):202–16.

 60. Detz A, López A, Sarkar U. Long-term doctor-patient relationships: patient 
perspective from online reviews. J Med Internet Res. 2013;15(7):e131.

 61. Palomin A, Takishima-Lacasa J, Selby-Nelson E, Mercado A. Challenges 
and Ethical Implications in Rural Community Mental Health: The Role of 
Mental Health Providers. Community Ment Health J. 2023;59(8):1442–51.

 62. Sharp D, Liebenau A, Stocks N, Bennewith O, Evans M, Jones WB, et al. 
Locally developed guidelines for the aftercare of deliberate self-harm 
patients in general practice. Primary Health Care Res Dev. 2003;4(1):21–8.

 63. Jorm AF. Using the Delphi expert consensus method in mental health 
research. Aust N Z J Psychiatry. 2015;49(10):887–97.

 64. Setkowski K, Van Balkom AJ, Dongelmans DA, Gilissen R. Prioritizing 
suicide prevention guideline recommendations in specialist mental 
healthcare: a Delphi study. BMC Psychiatry. 2020;20:1–11.

 65. Lengvenyte A, Giner L, Jardon V, Olié E, Perez V, Saiz P; Expert Panel from 
the EPA Section of Suicidology; Gonzalez Pinto A, Courtet P. Assessment 
and management of individuals consulting for a suicidal crisis: A Euro-
pean Delphi method-based consensus guidelines. Spanish J Psychiatr 
Mental Health. 2023:S2950-2853(23)00113–8. https:// doi. org/ 10. 1016/j. 
sjpmh. 2023. 12. 001. Epub ahead of print. PMID: 38158127.

 66. Bertolote J. Preventing suicide: a resource for general physicians. World 
Health Org. 2000;1:1–15.

 67. Kravitz RL, Paterniti DA, Epstein RM, Rochlen AB, Bell RA, Cipri C, et al. 
Relational barriers to depression help-seeking in primary care. Patient 
Educ Couns. 2011;82(2):207–13.

 68. O’Loughlin RE, Duberstein PR, Veazie PJ, Bell RA, Rochlen AB, Fernan-
dez y Garcia E, et al. Role of the gender-linked norm of toughness in 
the decision to engage in treatment for depression. Psychiatr Serv. 
2011;62(7):740–6.

 69. Rochlen AB, Paterniti DA, Epstein RM, Duberstein P, Willeford L, Kravitz RL. 
Barriers in diagnosing and treating men with depression: a focus group 
report. Am J Mens Health. 2010;4(2):167–75.

 70. Qu D, Zhu A, Chen R. Addressing the gender paradox: Effective suicide 
prevention strategies for women. Cell Rep Med. 2024;5(6):101613. 
https:// doi. org/ 10. 1016/j. xcrm. 2024. 101613. PMID: 38897169; PMCID: 
PMC11228777.

 71. Meza JI, Bath E. One size does not fit all: Making suicide prevention and 
interventions equitable for our increasingly diverse communities. J Am 
Acad Child Adolesc Psychiatry. 2021;60(2):209–12.

 72. Romano M, Peters L. Evaluating the mechanisms of change in motiva-
tional interviewing in the treatment of mental health problems: A review 
and meta-analysis. Clin Psychol Rev. 2015;38:1–12.

 73. Arkowitz H, Miller WR, Westra HA, Rollnick S. Motivational interviewing 
in the treatment of psychological problems: Conclusions and future 
directions. Motivational interviewing in the treatment of psychological 
problems. Applications of motivational interviewing. New York, NY, US: 
The Guilford Press; 2008. p. 324–42.

 74. VanBuskirk KA, Wetherell JL. Motivational interviewing with primary 
care populations: a systematic review and meta-analysis. J Behav Med. 
2014;37(4):768–80.

 75. Rubak S, Sandbaek A, Lauritzen T, Christensen B. Motivational inter-
viewing: a systematic review and meta-analysis. Br J Gen Pract. 
2005;55(513):305–12.

 76. Burke BL, Arkowitz H, Menchola M. The efficacy of motivational interview-
ing: a meta-analysis of controlled clinical trials. J Consult Clin Psychol. 
2003;71(5):843–61.

 77. Lukaschek K, Schneider N, Schelle M, Kirk UB, Eriksson T, Kunnamo I, et al. 
Applicability of motivational interviewing for chronic disease manage-
ment in primary care following a web-based E-learning course: cross-
sectional study. JMIR mental health. 2019;6(4):e12540.

 78. Britton PC, Patrick H, Wenzel A, Williams GC. Integrating Motivational 
Interviewing and Self Determination Theory with Cognitive Behavioral 
Therapy to Prevent Suicide. Cogn Behav Pract. 2011;18(1):16–27.

 79. Nuij C, van Ballegooijen W, De Beurs D, Juniar D, Erlangsen A, Portzky G, 
et al. Safety planning-type interventions for suicide prevention: meta-
analysis. Br J Psychiatry. 2021;219(2):419–26.

 80. Stanley B, Brown GK. Safety Planning Intervention: A Brief Intervention to 
Mitigate Suicide Risk. Cogn Behav Pract. 2012;19(2):256–64.

 81. Gryglewicz K, Orr VL, McNeil MJ, Taliaferro LA, Hines S, Duffy TL, et al. 
Translating suicide safety planning components into the design 
of mHealth app features: systematic review. JMIR mental health. 
2024;11(1):e52763.

 82. Sarubbi S, Rogante E, Erbuto D, Cifrodelli M, Sarli G, Polidori L, et al. The 
effectiveness of mobile apps for monitoring and management of suicide 
crisis: a systematic review of the literature. J Clin Med. 2022;11(19):5616.

 83. Nuij C, van Ballegooijen W, de Beurs D, de Winter RF, Gilissen R, O’Connor 
RC, et al. The feasibility of using smartphone apps as treatment compo-
nents for depressed suicidal outpatients. Front Psych. 2022;13:971046.

 84. Katon WJ, Lin EH, Von Korff M, Ciechanowski P, Ludman EJ, Young B, et al. 
Collaborative care for patients with depression and chronic illnesses. N 
Engl J Med. 2010;363(27):2611–20.

 85. Archer J, Bower P, Gilbody S, Lovell K, Richards D, Gask L, et al. Collabora-
tive care for depression and anxiety problems. Cochrane Database Syst 
Rev. 2012;10:Cd006525.

 86. Ko W, Jeong H, Yim HW, Lee SY Collaborative care interventions to reduce 
suicidal behavior among patients with depression or at risk of suicide in 
primary-care settings: A systematic review and meta-analysis. J Affective 
Disord. 2025;374:141–9. https:// doi. org/ 10. 1016/j. jad. 2025. 01. 012. Epub 
2025 Jan 7. PMID: 39788378.

 87. Gensichen J, von Korff M, Peitz M, Muth C, Beyer M, Güthlin C, et al. 
Case management for depression by health care assistants in small 
primary care practices: a cluster randomized trial. Ann Intern Med. 
2009;151(6):369–78.

 88. World Health Organization (WHO). Evaluation of brief intervention 
delivery by primary-care providers in the WHO European Region: BRIEF 
project. Copenhagen; 2025.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1016/j.sjpmh.2023.12.001
https://doi.org/10.1016/j.sjpmh.2023.12.001
https://doi.org/10.1016/j.xcrm.2024.101613
https://doi.org/10.1016/j.jad.2025.01.012

	Brief interventions for suicidal ideation in primary care: a systematic review
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Search strategy
	Eligibility criteria
	Study selection and data extraction
	Outcome measures
	Primary outcome

	Quality assessment

	Results
	Study selection
	Risk of bias
	Quality of evidence
	Study characteristics
	Main outcomes

	Discussion
	Strengths and limitations

	Conclusion
	Acknowledgements
	References


